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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, record review, and facility document and policy review, the facility failed to protect Resident #3's 
right to be free from repetitive verbal and mental abuse perpetrated by another resident (Resident #1). 
Specifically, Resident #1 yelled at their roommate, Resident #3, to shut up, shut their mouth, or stop talking 
on multiple occasions. This deficient practice affected 1 of 13 sampled residents.Findings included:A facility 
policy titled, Resident Safety Abuse Policy, revised 02/2022, specified, Residents have the right to be free 
from abuse by anyone, including, but not limited to, facility staff, other residents, consultants or volunteers, 
staff of other agencies serving the resident, family members or legal guardians, visitors, friends, or other 
individuals. The policy also indicated, b. Verbal Abuse is defined as the use of oral, written, or gestured 
language that willfully includes disparaging and derogatory terms to residents or their families, or within their 
hearing distance, regardless of their age, ability to comprehend, or disability, and e. Mental Abuse includes 
but is not limited to humiliation, harassment, and threats of punishment or deprivation.A Face Sheet revealed 
the facility admitted Resident #1 on 06/25/2025 and readmitted the resident to the facility on [DATE]. 
According to the Face Sheet, the resident had a medical history that included diagnoses of unspecified 
dementia with other behavioral disturbance and generalized anxiety disorder. A Face Sheet for Resident #1's 
07/24/2025 readmission revealed the resident was discharged from the facility on 09/03/2025. An admission 
Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 07/02/2025, revealed Resident #1 
had a Brief Interview for Mental Status (BIMS) score of 8, which indicated the resident had moderate 
cognitive impairment. The MDS revealed Resident #1 exhibited verbal behavioral symptoms directed toward 
others during one to three days of the seven-day assessment look-back period that significantly disrupted 
care or the living environment for others at the facility.A Face Sheet indicated the facility admitted Resident 
#3 on 10/12/2022. According to the Face Sheet, the resident had a medical history that included a diagnosis 
of other symptoms and signs involving cognitive functions and awareness.An annual MDS, with an ARD of 
07/25/2025, revealed Resident #3 had a BIMS score of 6, which indicated the resident had severe cognitive 
impairment.Resident #3's Care Plan included a problem area, dated 09/24/2025, that indicated the resident 
had a potential for alteration in thought processes. Interventions instructed staff to approach the resident in a 
quiet calm manner, dated 07/31/2025. Review of Resident #1's and Resident #3's medical records revealed 
they were roommates during Resident #1's stay at the facility.Resident #1's progress notes revealed an entry 
dated 08/12/2025 at 11:12 PM that indicated Resident #1 began yelling that they wanted a roommate, 
because they were scared. The note indicated a certified nursing assistant (CNA) positioned Resident #1's 
roommate (Resident #3) in the doorway of their room so Resident #1 could see them, but Resident #1 began 
yelling at their roommate, Get out of here. The note indicated the CNA removed the roommate, and Resident 
#1 stated they did not want the roommate in their room because the roommate talked all night.Resident #1's 
progress notes revealed an entry dated 08/13/2025 at 5:52 AM that indicated Resident #1 yelled out several 
times at [his/her] roommate to ‘shut up' and was reminded that it was not nice to yell at their roommate.The 
facility's 24-Hour Report Sheet, dated 08/13/2025, indicated Resident #1 was yelling at their roommate.
Resident #1's progress notes revealed an entry dated 08/17/2025 at 11:13 PM that indicated Resident #1 
became loud and disruptive at bedtime, yelling and screaming out to their roommate to Shut up and Shut 
your mouth.Resident #1's progress notes revealed an entry dated 08/22/2025 at 5:33 AM that indicated 
Resident #1 continued to yell Shut up at their roommate because the roommate was talking. The note 
indicated Resident #1 did not like their roommate talking and continued to yell out.Resident #1's progress 
notes revealed an entry dated 08/22/2025 at 9:39 PM that indicated Resident #1 was continuously using the 
call light and complained of their roommate talking in their sleep. According to the note, Resident #1's 
roommate was quietly talking in their sleep, and Resident #1 was angry that their roommate did not stop 
talking.The facility's 24-Hour Report Sheet, dated 08/22/2025, indicated Resident #1 was yelling at their 
roommate.Resident #1's progress notes revealed an entry dated 08/26/2025 at 6:38 AM that indicated 
Resident #1 yelled at their roommate throughout the shift, Shut up and Stop talking. The note indicated 
Resident #1 was educated that it was not appropriate to yell at people and that others were trying to sleep. 
The note indicated Resident #1 stated, I don't care, I can't sleep with [the roommate] talking. The note 
indicated that staff had not heard the roommate talking.The facility's 24-Hour Report Sheet, dated 
08/26/2025, indicated Resident #1 was yelling at their roommate, who was not talking.Resident #1's 
progress notes revealed an entry dated 08/27/2025 at 2:08 AM that indicated Resident #1 yelled, Shut up at 
their roommate, who was not talking. The note indicated Resident #1 was reminded that others were trying to 
sleep, but Resident #1 continued to yell out. The note indicated Resident #1 was taken to the television (TV) 
room for a period of time, and once their roommate fell asleep, Resident #1 was assisted back into bed.The 
facility's 24-Hour Report Sheet, dated 08/27/2025, indicated Resident #1 was yelling shut up at their 
roommate, who was not talking. The Report Sheet indicated Resident #1 was taken to the TV room until the 
roommate was asleep, and then Resident #1 was put back to bed.Resident #1's progress notes revealed an 
entry dated 08/31/2025 at 2:04 AM that indicated Resident #1 was yelling at their roommate for talking and 
coughing. The note revealed Resident #1 was educated that their roommate could talk and cough and that 
Resident #1 should not yell at the roommate. The note indicated Resident #1 was reminded to please not 
yell at their roommate.Resident #1's progress notes revealed an entry dated 09/01/2025 at 6:45 AM that 
indicated Resident #1 yelled at their roommate several times throughout the shift to Shut up. The note 
indicated Resident #1 was reminded to not yell at their roommate as they were waking others up. The note 
indicated Resident #1 stated, I don't care, I can't sleep. Tell [him/her] to shut up. The note indicated the 
resident was reminded several times not to yell, and around 2:00 AM Resident #1 was taken to the TV room 
where they watched TV while their roommate fell asleep, and then Resident #1 was assisted back to bed 
around 2:45 AM.During an interview on 11/10/2025 at 7:18 AM, Licensed Practical Nurse (LPN) O stated 
Resident #1 was anxious and became scared when they did not know what was going on. LPN O stated that 
when Resident #1 was in bed at night, they yelled at Resident #3 to shut up. LPN O stated Resident #3 was 
hard of hearing and probably did not hear what was being said, but it was not good from a psychosocial 
standpoint for Resident #3 to be told to shut up multiple times a day.During an interview on 11/10/2025 at 
9:26 AM, CNA P stated Resident #1 frequently told their roommate to shut up in the middle of the night. 
According to CNA P, Resident #1's roommate talked in their sleep, which would set Resident #1 off. CNA P 
stated that verbal and mental abuse included name-calling and using a raised voice. CNA P stated that 
telling a resident to shut up would be considered abuse.During an interview on 11/10/2025 at 9:40 AM, CNA 
F stated that if a resident told another resident to shut up, it was considered abusive. CNA F stated she had 
heard Resident #1 tell their roommate to shut up.During an interview on 11/10/2025 at 10:15 AM, the 
Director of Nursing (DON) stated verbal and emotional abuse included name calling, making derogatory 
remarks, and yelling at someone to get out of the way. The DON stated if a resident was being told to shut 
up, it could be considered harassment.During an interview on 11/10/2025 at 11:10 AM, the Administrator 
stated both residents were highly confused, and she did not know if they were really hearing what was being 
said.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, record review, and facility document and policy review, the facility failed to ensure a care plan was 
developed to address ongoing verbal behavioral symptoms directed toward others for 1 (Resident #1) of 13 
sampled residents.Findings included:A facility policy titled, Resident Assessment Instrument and 
Person-Centered Care Planning, revised 06/2024, indicated, iii. The comprehensive care plan will be 
developed to ensure the resident receives the desired care and services to attain or maintain their highest 
practicable physical, mental and psychosocial well-being. The policy also indicated, vi. The care plan will be 
revised as often as necessary to ensure that it provides an accurate depiction of the care of the resident, IDT 
[Interdisciplinary Team] members should evaluate the appropriateness of the care plan after each quarterly, 
annual and significant change assessment and modify the care plan on an ongoing basis as appropriate. 
The policy also indicated, The care plan is an evolving document that is updated continuously as care needs 
change and fluctuate.A Face Sheet revealed the facility admitted Resident #1 on 06/25/2025 and readmitted 
the resident to the facility on [DATE]. According to the Face Sheet, the resident had a medical history that 
included diagnoses of unspecified dementia with other behavioral disturbance and generalized anxiety 
disorder. A Face Sheet for Resident #1's 07/24/2025 readmission revealed the resident was discharged from 
the facility on 09/03/2025. An admission Minimum Data Set (MDS), with an Assessment Reference Date 
(ARD) of 07/02/2025, revealed Resident #1 had a Brief Interview for Mental Status (BIMS) score of 8, which 
indicated the resident had moderate cognitive impairment. The MDS revealed Resident #1 exhibited verbal 
behavioral symptoms directed toward others during one to three days of the seven-day assessment 
look-back period that significantly disrupted care or the living environment for others at the facility. Section V 
Care Area Assessment (CAA) Summary of the MDS revealed the Care Area of Behavioral Symptoms was 
checked to indicate the Care Area triggered for care plan decision making.Resident #1's progress notes 
revealed an entry dated 07/01/2025 at 9:36 PM that indicated Resident #1 has been yelling out for staff to 
call their spouse because they were lonely, the power of attorney (POA) was called, and the resident said 
they wanted a roommate.Resident #1's progress notes revealed an entry dated 07/26/2025 at 9:17 PM that 
indicated Resident #1 yelled out quite a bit during the shift to call their spouse; a family member was called 
and came to the facility; the spouse came to the facility; and the resident repeatedly asked when a family 
member would come.Resident #1's progress notes revealed an entry dated 07/27/2025 at 6:26 PM that 
indicated Resident #1 yelled out for staff to call their spouse, and after speaking to their spouse on the 
phone, Resident #1 kept yelling and upset other residents in the television (TV) room.Resident #1's progress 
notes revealed an entry dated 08/06/2025 at 7:32 PM that indicated Resident #1 yelled out, repeated 
statements, and was not easily redirected.Resident #1's progress notes revealed an entry dated 08/10/2025 
at 11:37 AM that indicated Resident #1 yelled out feed me very loudly over and over, was assured someone 
would assist them, but continued to yell until they were fed. Resident #1's progress notes revealed an entry 
dated 08/12/2025 at 11:12 PM that indicated Resident #1 began yelling that they wanted a roommate, 
because they were scared. The note indicated a certified nursing assistant (CNA) positioned Resident #1's 
roommate in the doorway of their room so Resident #1 could see them, but Resident #1 began yelling at 
their roommate, Get out of here. The note indicated the CNA removed the roommate, and Resident #1 
stated they did not want the roommate in their room because the roommate talked all night.Resident #1's 
progress notes revealed an entry dated 08/13/2025 at 5:52 AM that indicated Resident #1 yelled out several 
times at [his/her] roommate to ‘shut up' and was reminded that it was not nice to yell at their roommate.
Resident #1's progress notes revealed an entry dated 08/17/2025 at 11:13 PM that indicated Resident #1 
became loud and disruptive at bedtime, yelling and screaming out to their roommate to Shut up and Shut 
your mouth.Resident #1's progress notes revealed an entry dated 08/22/2025 at 5:33 AM that indicated 
Resident #1 continued to yell Shut up at their roommate because the roommate was talking. The note 
indicated Resident #1 did not like their roommate talking and continued to yell out.Resident #1's progress 
notes revealed an entry dated 08/24/2025 at 09:29 AM that indicated Resident #1 was yelling, being 
disruptive, and interfering with other residents' abilities to sleep. The progress note revealed Resident #1 
stated they did not feel well, but refused to take their medications. The progress note revealed the facility 
called a family member to come to the facility to manage [Resident #1's] behaviors.Resident #1's progress 
notes revealed an entry dated 08/26/2025 at 6:38 AM that indicated Resident #1 yelled at their roommate 
throughout the shift, Shut up and Stop talking. The note indicated Resident #1 was educated that it was not 
appropriate to yell at people and that others were trying to sleep. The note indicated Resident #1 stated, I 
don't care, I can't sleep with [the roommate] talking. The note indicated that staff had not heard the 
roommate talking.Resident #1's progress notes revealed an entry dated 08/27/2025 at 2:08 AM that 
indicated Resident #1 yelled, Shut up at their roommate, who was not talking. The note indicated Resident 
#1 was reminded that others were trying to sleep, but Resident #1 continued to yell out. The note indicated 
Resident #1 was taken to the television (TV) room for a period of time, and once their roommate fell asleep, 
Resident #1 was assisted back into bed.Resident #1's progress notes revealed an entry dated 08/27/2025 at 
9:07 AM that indicated Resident #1 screamed at others and made disruptive sounds daily. Resident #1's 
Care Plan, printed on 10/21/2025, revealed no documented evidence of goals or interventions related to the 
resident's ongoing verbal behavioral symptoms. During an interview on 10/22/2025 at 12:51 PM, Licensed 
Practical Nurse (LPN) L stated Resident #1 had behaviors, was disruptive, and yelled out. During an 
interview on 10/22/2025 at 1:19 PM, the Minimum Data Set (MDS) Coordinator stated that Resident #1 was 
not compliant with care and refused care. The MDS Coordinator acknowledged Resident #1's care plan 
should have been updated with interventions related to continuous behaviors of yelling. The Medical Director 
(MD) was interviewed on 10/23/2025 at 9:12 AM. The MD stated that at minimum interventions should have 
been care planned for all re-occurring behaviors and reassessed for effectiveness.During an interview on 
10/23/2025 at 10:11 AM, the Director of Nursing acknowledged that Resident #1's care plan should have 
been updated with interventions related to the resident's behaviors. The Administrator was interviewed on 
10/23/2025 at 10:37 AM. The Administrator acknowledged Resident #1's care plan should have been 
updated with interventions related to their behaviors. During an interview on 11/10/2025 at 1:49 PM, the 
Social Services Director stated they had determined there was a problem in their system with updating the 
CAAs that were checked on the MDS.

44525472

02/05/2026


