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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to protect the residents' right to be free from were
verbal and physical abuse by a resident for 6 of 6 residents (Residents #5, #71, #82, #88, #95, #99)
reviewed for abuse, in that: 1.The facility failed to ensure Resident #71 was free abuse when Resident #88
hit Resident #71 on the head on 01/24/25. 2. The facility failed to ensure Resident #71 was free from abuse
when Resident #88 had a physical altercation with Resident #71 on 04/05/25. 3. The facility failed to ensure
Resident #82, and Resident #99 were free from abuse when Resident #88 had a physical altercation with
Resident #82 and Resident #99 on 06/04/25. 4.The facility failed to ensure Resident #5 was free from abuse
when Resident #88 entered Resident #5's room and attempted to pull Resident #5 from her wheelchair on
06/22/25. 5.The facility failed to ensure Resident #95 was free from abuse when Resident #88 went up to
Resident #95 and attempted to remove her from her wheelchair. Resident #88 shook Resident #95 and then
slapped her on the side of her head on 06/28/25. An IJ that occurred in the past was identified. The IJ began
on 01/24/25 and removed on 06/28/25. The facility took action to remove the 1J before survey began. While
the IJ was removed on 06/28/25, the facility remained out of compliance at a scope of pattern and a severity
level of no actual harm with a potential for more than minimal harm because all staff had not been trained on
abuse/neglect. This failure has the potential to result in serious injury or death as a result of abuse and
neglect. 1. Record review of Resident #88's Face Sheet dated 07/24/25 revealed she was a [AGE] year-old
female admitted to facility on 10/24/24 with diagnoses of Alzheimer's disease (a progressive disease that
destroys the memory and other important mental functions), anxiety disorder, unspecified psychosis (a
mental health condition characterized by a loss of contact with reality, often involving symptoms like
hallucinations and delusions), and major depressive disorder, recurrent, severe with psychotic symptoms.
Record review of Resident #88's quarterly MDS dated [DATE] revealed Resident #88 was usually
understood by others and usually was able to understand others. She had a BIMS score of 02 which
indicated severe cognitive impairment. Resident had physical behavioral symptoms directed toward others
(hitting, kicking, scratching, grabbing), verbal behavioral symptoms directed toward others (screaming at
others, cursing at others) and other behavioral symptoms not directed toward others (physical symptoms
such as hitting, pacing, rummaging or verbal symptoms like screaming, disruptive sounds). Record review of
Resident #88's comprehensive care plan revised on 05/28/25 revealed Resident #88 has been physically
aggressive (hitting staff or other resident) r/t dementia: 01/24/25 - Resident became physically aggressive
toward another resident The care plan included the following interventions:-When resident becomes agitated:
intervene before agitation escalates; guide away from source of distress; engage calmly in conversation; if
response is aggressive, staff to walk away calmly and approach later. Record review of Resident #88's
Physician's Order Summary for July 2025 revealed orders for: --Gabapentin oral capsule 100 mg, give two
capsules by mouth three times a day related to emotional lability, order date 06/09/25.Haldol Decanoate
intramuscular solution 50 mg/ml, inject 50 mg intramuscularly monthly starting on the 10th and ending on the
10th every month for agitation, order date 07/06/25 and start date on 07/10/25.Latuda oral tablet 20 mg, give
1 tablet by mouth two times a day related to major depressive disorder, recurrent, severe with psychotic
symptoms, order date 06/11/25 and start date 06/12/25.Zyprexa oral tablet 5 mg (Olanzapine), give 5 mg by
mouth two times a day related to unspecified psychosis, order date 06/13/14 and start date 06/14/25. Record
review of Resident #88's progress notes dated from 06/28/25 to 07/25/25 revealed Resident #88 was put on
a continuous one-to-one monitoring until Resident #88 was admitted to a facility in San [NAME]. Record
review of Resident #71's Face Sheet dated 07/24/25 indicated she was [AGE] year-old female admitted to
the facility on [DATE] with diagnoses of Alzheimer's disease (a progressive disease that destroys memory
and other important mental functions.), anemia (a problem in which the blood does not have enough healthy
blood cells to carry oxygen to throughout the body), and hypertension (when the blood pressure in the blood
vessels is too high). Record review of Resident #71 quarterly MDS dated [DATE] indicated Resident #71 was
understood by others, and was able to understand others, did not have any behaviors, and had a BIMS
score of 05 which indicated she had moderate cognitive impairment. Record review of facility's Provider
Investigation Report dated 01/24/25 revealed Incident date and time: 01/24/25 at 4:00 pm. Nurse Aide saw
Resident #88 go hit Resident #71's in the back of the head and pull her hair. Record review of the Provider
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