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F 0600

Level of Harm - Actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, record review, document review, and facility policy review, the facility failed to protect the residents' 
rights to be free from verbal and sexual abuse by a resident. Residents #33, #71, and #351 all reported they 
felt threatened and/or uncomfortable around Resident #346, a resident who was know to display sexually 
inappropriate behaviors. The facility further failed to protect the residents' rights to be free from physical 
abuse by staff. On 02/14/2025, Registered Nurse (RN) #9 willfully and intentionally yanked a walker from 
Resident #402, which caused the resident to fall to the floor. Resident #402 sustained a 2-inch goose egg to 
the forehead and bruised knees. The facility substantiated that abuse occurred and terminated the 
employment of RN #9. These deficient practices affected 4 (Residents #33, #71, #351, and #402) of 20 
sampled residents.The undated facility policy titled, Abuse Prevention Program, indicated It is the policy of 
this community to provide each resident with an environment that is free from verbal, sexual, physical, and 
mental abuse, corporal punishment, and involuntary seclusion. The policy specified, a. Abuse is defined as 
the willful infliction of injury; unreasonable confinement; intimidation; punishment with resulting physical 
harm, pain or mental anguish; or deprivation by an individual, including a caretaker, of goods or services that 
are necessary to attain or maintain physical, mental, and psychosocial well-being. Instances of abuse of all 
residents, irrespective of any mental or physical condition, cause physical harm, pain or mental anguish. It 
includes verbal abuse, sexual abuse, physical abuse, and mental abuse including abuse facilitated or 
enabled through the use of technology. 1. An admission Record revealed the facility admitted Resident #346 
on 06/20/2023. According to the admission Record, the resident had a medical history that included 
diagnoses of paraplegia, anxiety disorder, major depressive disorder, muscle weakness, difficulty in walking, 
and need for assistance with personal care. A quarterly Minimum Data Set (MDS), with an Assessment 
Reference Date (ARD) of 12/26/2024, revealed Resident #346 had a Brief Interview for Mental Status (BIMS) 
score of 15, which indicated the resident had intact cognition. Resident #346's Care Plan Report included a 
focus area initiated 06/21/2023, that indicated the resident was challenging and argumentative with staff, 
made sexually inappropriate comments and gestures to staff during care, and made inappropriate comments 
during group activities that were disruptive to other residents. Interventions specified the Administrator and 
Social Worker met with the resident to discuss their inappropriate sexual comments and the resident stated 
they would do their best to be respectful (initiated 06/16/2024), staff would provide 1:1 activities in the 
resident's room (initiated 02/03/2025), staff was instructed to perform care in pairs (initiated 12/16/2024), and 
staff would strive to interact pleasantly and patiently with the resident and report issues to management for 
assistance to manage a situation (initiated 10/16/2024). 1a. An admission Record revealed the facility 
admitted Resident #351 on 02/12/2024. According to the admission Record, the resident had a medical 
history that included diagnoses of generalized anxiety disorder, depression, and muscle weakness. Per the 
admission Record, Resident #351 discharged home on [DATE]. A MDS, with an ARD of 05/20/2024, 
revealed Resident #351 had a BIMS score of 15, which indicated the resident had intact cognition. A 
Grievance/Concern Report written by Resident #351 and dated 06/21/2024, indicated Resident #351 
reported that Resident #346 insulted them in front of five witnesses. The Grievance/Concern Report revealed 
Resident #351 reported that Resident #346 said we had a deal and you would sit on my lap during bingo or 
[poker]. I did not appreciate it at all. I feel threatened. A Grievance/Concern Report written by Resident #351 
and dated 06/24/2024, indicated Resident #351 reported that Resident #346 was stalking them and 
requested the resident give them an apology. During a telephone interview on 06/27/2025 at 8:52 AM, 
Resident #351 stated they filed the grievance to report Resident #346 because they were emotionally 
stressed. Resident #351 stated Resident #346 would look at them in a way that made them feel 
uncomfortable. According to Resident #351, they reported their concerns to the former Administrator, who 
did not talk with Resident #346 right away, but later told them the facility was handling the concern. Resident 
#351 stated they did not know what happened afterwards because they were discharged from the facility. 
During an interview on 06/27/2025 at 9:13 AM, the Dietary Manager (DM) stated she was assigned to do the 
investigation after Resident #351 filed a grievance on 06/21/2024. The DM stated she did not remember 
what was said or done about the grievance filed on 06/21/2024. 1b. An admission Record revealed the 
facility admitted Resident #33 on 06/19/2023. According to the admission Record, the resident had a medical 
history that included diagnoses of need for assistance with personal care and muscle weakness. An an 
annual MDS, with an ARD of 04/30/2025, revealed Resident #33 had a BIMS score of 15, which indicated 
the resident had intact cognition. A typed and handwritten note addressed to Resident #33 indicated this 
note was left in Resident #33's room by Resident #346, who stated I have a note of affection and left it on 
[Resident #33's] floor and left. The typed portion of the note had multiple explicative words. During an 
interview on 06/25/2025 at 9:52 AM, Resident #33 stated that Resident #346 was one of the worst 
individuals they had ever met. Resident #33 stated that Resident #346 would say a lot of inappropriate 
comments, thinking it was funny, and it was not. Resident #33 stated the comments made by Resident #346 
were sexual in nature. According to Resident #33, it took a long time to get rid of Resident #346. Resident 
#33 stated that it was so bad that Resident #346 would be in the room and they would leave as they did not 
want to be around Resident #346, and they lost out on activities because of Resident #346. Per Resident 
#33, they reported to the activity staff that they would not be participating in activities because of Resident 
#346. Resident #33 stated Resident #346 gave them a note, and they gave it to the Administrator. Resident 
#33 stated they did not know what happened to the note once they gave it to the Administrator. Resident #33 
stated, they felt threatened by Resident #346, and this was why they did not want to be around Resident 
#346. 1c. An admission Record revealed the facility admitted Resident #71 on 11/18/2023. According to the 
admission Record, the resident had a medical history that included diagnoses of cerebral palsy and muscle 
weakness. A quarterly MDS, with an ARD of 05/21/2025, revealed Resident #71 had a BIMS score of 15, 
which indicated the resident had intact cognition. During an interview on 06/26/2025 at 1:37 PM, Resident 
#71 stated that Resident #346 was nice, but would not take no for an answer. Resident #71 stated Resident 
#346 made them uncomfortable, would say they loved them and wanted their email address. Resident #71 
described Resident #346's behaviors as abusive. According to Resident #71, Resident #346 would send 
them letters to which they did not read. According to Resident #71, the facility staff kept the letters that 
Resident #346 gave them. During an interview on 06/27/2025 at 9:13 AM, the DM stated she remembered 
that in recreation Resident #71 had to be separated from Resident #346. The DM stated that Resident #346 
was attracted to Resident #71. The DM stated she never witnessed Resident #346 being inappropriate, but 
she would sit in her office, which was close to the recreation area, and she heard Resident #346 speak 
inappropriate things towards Resident #71; however, she did not remember exactly what was said. The DM 
stated that Resident #71 would feel uncomfortable in recreation. The DM stated that she did not know 
exactly who told her, but it was a known fact to take Resident #346 away from Resident #71. During a 
telephone interview on 06/26/2025 at 9:50 AM, the former Resident Advocate (RA) stated Resident #346 
made sexual comments to Resident #71 that made the resident uncomfortable. The former RA stated she 
reported the incident to the former Administrator. During a telephone interview on 06/27/2025 at 8:07 AM, the 
former Administrator stated there were so many instances that letters and notes were given to him, and 
those letters and notes were written by Resident #346. 2. An admission Record revealed the facility admitted 
Resident #402 on 06/06/2024. According to the admission Record, the resident had medical history that 
included diagnoses of heart failure, hypertension, and chronic respiratory failure. A quarterly MDS, with an 
ARD of 11/26/2024, revealed Resident #402 had a BIMS score of 1, which indicated the resident had severe 
cognitive impairment. impaired cognition. The MDS revealed the resident used a walker and required 
supervision or touching assistance with ambulation. Resident #402's Care Plan Report revealed a focus area 
initiated 06/18/2024, that indicated the resident was at risk for falls related to confusion, gait/balance 
problems, poor communication/comprehension, and unawareness of safety needs. Resident #402's incident 
report prepared by Registered Nurse (RN) #9 and dated 02/14/2025 indicated the resident had a witnessed 
fall in the hall at approximately 5:30 AM on 02/14/2025. The incident report indicated Resident #402 was 
agitated, held their walker and repeatedly pushed and pulled on their walker in the back and forth motion. 
Per the incident report, the resident fell to the ground, landed on their hands and knees, and bumped their 
forehead on the floor. According to the incident report, the resident did not experience a loss of 
consciousness, was assisted by to their feet by RN #9, and administered as needed morphine for their 
reported pain. The incident report indicated the Director of Nursing (DON) received a call from RN #9, who 
reported that Resident #402 had a fall. According to the incident report, once the DON arrived in the facility 
to check on the resident, Resident #402 reported to the DON that RN #9 made them fall. The facility 
Follow-Up Investigation Report dated 02/21/2025 revealed staff originally stated the incident occurred from a 
fall sustained by Resident #402; however, the facility was in possession of material which showed the 
employee (RN #9) acted in a manner that looked to be result of an independent decision made by RN #9 that 
was not permitted by a medical professional. Per the Follow-Up Investigation Report, it was verified by 
material on hand at the facility that RN #9 acted outside of approved medical practice from the facility that 
was a direct line to resident abuse. The Follow-Up Investigation Report indicated Resident #402 sustained 
bruises along with mental abuse from the incident. According to the Follow-Up Investigation Report, RN #9 
was immediately placed on suspension pending investigation and their employment was terminated effective 
02/20/2025 upon completion of the investigation. RN #9's undated typed statement indicated I changed 
[Resident #402's] oxygen last night. [He/She] became agitated this morning because [he/she] needed an 
oxygen tank switched. Was trying to switch [his/her] oxygen tank but [he/she] kept slapping in my arms. 
[He/She] was pulling [his/her] walker back and forth when I was trying to change the tank. I tried to pull the 
walker closer to me so I can [could] switch the oxygen tank. I pulled the walker aggressively and [he/she] fell 
on the floor. [He/She] thinks I said [explicative] word directly to [him/her] but I wasn't saying to [him/her]. I 
was frustrated and said [explicative] word but it wasn't directed to [him/her]. [He/She] said I caused [his/her] 
fall. Witness - no one was around when it happened. Later CAN's [CNAs, certified nursing assistants] came 
around when [he/she] started screaming. The Central Supply/Scheduler's typed statement dated 02/14/2025 
indicated he went to get copies from the printer around 5:40 AM/5:45 AM on 02/14/2025 when he found 
Resident #402 in the hallway yelling hello. Per the statement, he asked the resident what was wrong and 
Resident #402 stated an old man pushed [him/her] down. The statement indicated the resident stated that 
the man pulled their cart (walker) away from them and they fell and hit their head. Per the statement, there 
was a bit of pink discoloration above the resident's left eye, but no other signs of trauma were noticeable at 
the time. The statement indicated the Central Supply/Scheduler reported to the oncoming shift what the 
resident stated and an investigation was started into the matter. On 06/25/2025 at 3:02 PM and 3:17 PM and 
06/26/2025 at 8:54 AM, an attempt was made to interview RN #9. There was no answer, a voicemail 
message was left and no return call was received. During an interview on 06/25/2025 at 3:32 PM, the Central 
Supply/Scheduler stated when he arrived to work on 02/14/2025 between 5:00 AM and 6:00 AM, he noticed 
Resident #402 was in the hallway yelling that an old man had pushed them down. The Central 
Supply/Scheduler stated he did not ask the resident who the old man was, but he thought RN #9 was at the 
nurse's station. The Central Supply/Scheduler stated he took the resident back to their room and Resident 
#402 reported that an old man pulled their cart (walker) away from them and they fell and hit their head. The 
Central Supply/Scheduler stated he noticed a little bit of pink discoloration on the left side of the resident's 
head. The Central Supply/Scheduler stated he passed this information onto an oncoming shift certified 
nursing assistant (CNA) and a nurse around 5:45 AM, but he did not remember the names of the CNA or 
nurse. The Central Supply/Scheduler stated he also reported the incident to the Maintenance Manager (MM). 
During a follow-up interview on 06/27/2025 at 3:16 PM, the Central Supply/Scheduler stated he forgot to 
inform the surveyor that he also reported the incident to the DON. The Central Supply/Scheduler stated he 
called the DON after he and the MM watched the video surveillance footage of the incident. The Central 
Supply/Scheduler stated he saw on the video surveillance footage that RN #9 and Resident #402 stood in 
the hall and RN #9 pulled the resident's walker away and Resident #402 fell to the ground. During an 
interview on 06/26/2025 at 10:52 AM, the MM stated he came to work on 02/14/2025 around 5:30 AM and 
during a conversation he had with the Central Supply/Scheduler around 5:30 AM/5:45 AM, the Central 
Supply/Scheduler stated a resident had a fall in the hallway. The MM stated he and the Central 
Supply/Scheduler watched the video surveillance footage around5:50 AM and then the Central 
Supply/Scheduler called the DON at 6:05 AM, while he called the former Administrator at 6:05 AM. During a 
follow-up interview on 06/27/2025 at 3:10 PM, the MM stated when he watched the video surveillance 
footage, he saw RN #9 interacting with Resident #402, then the resident moved their walker away from RN 
#9. The MM stated he saw there was a conversation between RN #9 and Resident #402, then RN #9 yanked 
the walker from the resident and Resident #402 fell to the floor. The MM stated RN #9 then helped the 
resident back up to their feet and picked up the resident's walker. According to the MM, the timestamp on the 
video surveillance footage was 5:00 AM. During an interview on 06/26/2025 at 11:19 AM, the DON stated 
she received a telephone call from RN #9 on 02/14/2025 at 5:40 AM and RN #9 asked if he was going to 
lose his job. The DON stated RN #9 reported that he helped Resident #402 with their oxygen and in the 
process the resident pushed him with their walker and fell to the ground on their knees. The DON stated she 
asked RN #9 if the resident was okay and RN #9 reported that the resident was good and sitting in the lobby. 
The DON stated then around 7:00 AM she received a call from the Central Supply/Scheduler who stated 
come in now that he was sitting in the lobby with Resident #402. The DON stated she arrived in the facility 
around 7:15 AM she found the Central Supply/Scheduler sitting with Resident #402. According to the DON, 
the Central Supply/Scheduler whispered to her that RN #9 did something to Resident #402. The DON stated 
when she asked the resident what happened, Resident #402 reported that RN #9 made them fall. The DON 
stated she assessed the resident at 7:15 AM and found the resident had a 2-inch sized goose egg on their 
forehead and bruised knees. The DON stated she then notified the former Administrator of the incident 
around 7:50 AM/8:00 AM and the investigation was initiated. During a follow-up interview on 06/27/2025 at 
3:41 PM, the DON stated RN #9 did acknowledge that he used a curse word during the incident with 
Resident #402, but the curse word was not directed towards the resident. The DON stated she watched the 
video surveillance footage and saw RN #9 and Resident #402 standing in the hall, then it looked like they 
were having a conversation and then RN #9 very strongly pulled the walker away from the resident which 
caused the resident to fall. The DON stated she saw Resident #402 on the floor and then she walked away 
from watching the video because she was so upset about what she saw. During an interview on 06/27/2025 
at 2:23 PM, the former Administrator stated he received a call on 02/14/2025 around 7:30 AM/8:00 AM from 
the DON that Resident #402 alleged abuse and reported they were pushed or some act made them fall to 
the ground and the incident needed to be looked into. The former Administrator stated when he arrived in the 
facility around 8:30 AM on 02/14/2025, he interviewed Resident #402 and reviewed the video surveillance 
footage. The former Administrator stated after he watched the video surveillance footage, RN #9 was placed 
on suspension, the resident was moved to a different room, staff were in-serviced on abuse, and reports 
were made to the state survey agency. The former Administrator stated after the investigation was 
completed RN #9's employment was terminated. During an interview on 06/28/2025 at 2:04 PM, the 
Administrator stated he was out of the country on vacation during the time of the incident and returned to the 
facility on [DATE]. The Administrator stated when he returned on 02/17/2025, the investigation had been 
completed and the outcome indicated there was substantiated abuse by a staff (RN #9) to a resident 
(Resident #402).
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