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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility did not ensure residents were free from physical and verbal abuse for 
1 (R1) of 3 residents reviewed for abuse.R1, who is diagnosed with dementia, started displaying aggressive 
behaviors and being resistive to cares within the first 2 weeks of being admitted to the facility. The facility did 
not develop or implement a behavior care plan with resident specific interventions to help guide staff in how 
to care for R1. On 8/11/25, R1 was being cared for by Certified Nursing Assistant (CNA)-C and Registered 
Nurse (RN)-D. R1 was agitated, aggressive and resistive to cares. CNA-C was working to calm R1. RN-D 
entered R1's room and was yelling at R1 to let them take care of R1. While R1 was sitting at the edge of R1's 
bed, RN-D grabbed R1's legs and threw them in R1's bed, making R1 lay down in bed. RN-D then grabbed 
R1's blanket and used the blanket to hold R1's shoulders down. While holding R1's shoulders down on the 
bed, RN-D was shaking R1's shoulders and was yelling in R1's face. CNA-C eventually got RN-D to release 
R1 and leave the room. During an interview, R1 stated that R1 was afraid during this interaction. The 
facility's failure to keep R1 safe and free from physical and verbal abuse by a facility staff member created a 
finding of immediate jeopardy that began on 8/11/25. Surveyor notified Nursing Home Administrator (NHA)-A 
and Director of Nursing (DON)-B of the immediate jeopardy on 8/27/25 at 2:36 PM. The immediate jeopardy 
was removed on 8/11/25 and corrected on 8/25/25. Based on this determination, this citation is being cited 
as past noncompliance.Findings include:The facility policy with a last revision date of 9/2024, titled Freedom 
from Abuse, Neglect and Exploitation documents: It is the policy of the [name of facility] to take steps to 
ensure that the residents are protected from abuse. This includes but is not limited to freedom from corporal 
punishment, involuntary seclusion and any physical or chemical restraint not required to treat the resident's 
medical symptoms. Residents will not be subjected to abuse by anyone, including but not limited to, facility 
staff, other residents, consultants or volunteers, staff of other agencies serving the resident.Abuse is the 
willful infliction of injury, unreasonable confinement, intimidation or punishment with resulting physical harm, 
pain or mental anguish. Abuse includes verbal abuse, sexual abuse, physical abuse and mental abuse. 
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. Physical abuse includes but is not limited to hitting, 
slapping, pinching, and kicking.Abuse Policy Requirements: The facility is to monitor staff for burnout, which 
could lead to the potential maltreatment of residents. Staff and contracted individuals will be taught the signs 
and symptoms of staff burnout. Staff should report any signs and symptoms of burnout to their supervisor.
The facility's population presents the following factors. which could result in mistreatment of residents: The 
assessment, planning of care and services and monitoring of residents with needs and behaviors which 
might lead to conflict or neglect, such as residents with a history of cognitive deficits, sensory deficits, 
aggressive behaviors, residents who have behaviors such as. verbal outbursts, residents with 
communication disorders, those who are nonverbal and those that require heavy care and/or are totally 
dependent on staff. The facility will ensure a comprehensive dementia management program to prevent 
resident abuse.The alleged perpetrator will immediately be removed and resident protected. Employees 
accused of alleged abuse will be immediately removed from resident care areas and will remain removed 
pending the results of a thorough investigation.R1 was admitted to the facility on [DATE] and has diagnoses 
that include Dementia, Major depressive disorder, and Primary Osteoarthritis of right shoulder.R1's 
admission Minimum Data Set (MDS) assessment dated [DATE] documents R1 is moderately cognitively 
impaired. R1 does not exhibit any behaviors.R1's Dementia Care Area assessment dated [DATE] 
documents: [R1] has dementia. [R1] may exhibit some confusion due to dementia. [R1] is verbal and able to 
communicate but struggles in recalling information. Staff may need to help [R1] anticipate needs and provide 
reminders and cues.R1 has an activated Health Care Power of Attorney.R1's MD orders with a start date of 
4/24/25 include:-Sertraline [an Antidepressant medication] Oral Tablet 100 [Milligrams (mg)]. Give 1 tablet by 
mouth one time a day related to Major Depressive Disorder.-Behaviors-monitor for the following-fearfulness, 
self-isolation, poor appetite, sad/worried facial expressions. Every shift.-Mood: monitor for depressed mood, 
statements of sadness, crying, self-isolation, etc. Every shift.R1's cognitive function [related to] dementia 
care plan initiated on 4/24/25 documents the following interventions: Ask yes/no questions in order to 
determine [R1's] needs. Communicate with [R1]/family/caregivers regarding her capabilities and needs.R1's 
depression care plan initiated on 4/24/25 documents the following pertinent intervention: 
Monitor/record/report to MD [as needed] acute episode feelings or sadness, loss of pleasure and interest in 
activities, feelings of worthlessness or guilt, change in appetite/eating habits, change in sleep patterns, 
diminished ability to concentrate, change in psychomotor skills.Surveyor noted R1 did not have a care plan 
for challenging behaviors related to R1's dementia diagnosis.Surveyor reviewed R1's behavior notes located 
in the progress note section of R1's Electronic Medical Record (EMR) and R1's behavior monitoring 
completed by CNAs in the CNA task section of the EMR. Surveyor noted the following pertinent 
documentation of R1's behaviors:R1's behavior note dated 5/7/25 at 2:58 PM, documents: [R1] was pushing 
the CNA and not accepting cares but wanted to go to the bathroom. [R1] did, after explaining that [staff] was 
there to help and didn't want [R1] to fall, accept assistance.Surveyor noted R1 displayed an aggressive 
behavior and got physical with the CNA.R1's behavior note dated 5/16/25 at 9:04 PM, documents: [R1] was 
reported to be aggressive and agitated at or around [9 PM]. The CNA reported that [R1] was standing at the 
doorway and ambulating within the room without assist. [R1] was holding hangers and at the same time 
grabbing the CNA by the wrist. [R1] reported to have wanted the CNA to get out . When [writer] went into the 
room to talk with [R1, R1] reported to [writer] the same statement and wanted me to get out . [Writer] 
explained to [R1] the rationale behind ensuring [R1's] safety . [writer] asked [R1] if [R1] needed anything and 
tried to reorient [R1]. This intervention did not work. [R1] appears to not comprehend [writer's] counseling 
about the risks and benefits of refusing our assistance, and [R1] refuses our help at this time.Surveyor noted 
R1 displayed an aggressive behavior and got physical with the CNA.Surveyor noted that in May of 2025, R1 
had 2 documentations in R1's medical record regarding aggressive behavior, refusals of care, and being 
physical with staff members. Surveyor reviewed R1's care plan and noted that after R1 displayed these 
behaviors, a care plan to help guide staff with individualized interventions was not developed or 
implemented. Surveyor reviewed R1's EMR and noted that the facility did not document that R1's provider 
was made aware of R1's increased behaviors.On 8/27/25 at 9:29 AM, Surveyor interviewed Social Services 
Manager (SSM)-F. Surveyor asked about R1's behaviors. SSM-F stated that R1 typically has behaviors at 
night. SSM-F stated that if R1 starts having behaviors of sundowning that R1 typically will deescalate after 
staff leave and reapproach the resident. Surveyor asked if a resident displaying behaviors should have a 
care plan. SSM-F indicated that SSM-F would put a care plan in with significant behavior. SSM-F stated that 
residents will have a cognitive loss care plan that will give some direction to staff. In addition, SSM-F stated 
that staff on the memory care unit are well trained and know how to handle residents with dementia. 
Surveyor asked if R1 should have had a behavior care plan after displaying aggressive and physical 
behaviors in May. SSM-F stated that is a great question. Surveyor asked if initiating the behavior care plan 
was missed. SSM-F stated I think so. SSM-F stated that after the incidents in May, interventions should have 
been added to R1's care plan. Surveyor asked if R1's MD was made aware of R1's behaviors. SSM-F stated 
that nursing would typically document if the MD was made aware. SSM-F stated that SSM-F would get 
involved if there was a significant behavior like a resident-to-resident abuse issue.R1's Behavior note dated 
7/2/25 at 2:14 PM, documents: [Interdisciplinary Team (IDT)] Behavior management meeting. [R1] is not 
followed by Psych services. [R1's primary care MD] manages [R1's] medications: . Sertraline 100 [mg] AM. 
No concerns at this time, [R1] doing well and has family involvement. [Medical Director] would like to review 
once [R1] has been here for six months to give time to move past adjustment period.On 8/26/25 at 1:54 PM, 
Surveyor interviewed Director of Nursing (DON)-B. Surveyor asked about the meaning of the above note. 
DON-B stated that the IDT Behavior management team meets regularly to discuss residents who are 
prescribed psychotropic medications. DON-B stated that R1's MD manages R1's antidepressant medication. 
R1 is not seen by psych services. The Medical Director of the facility indicated R1 needed more time to be 
assessed at the facility before a Gradual Dose Reduction of R1's medication was attempted.Surveyor noted 
that R1's previous aggressive behaviors and refusals of care were not documented as a discussion in the 
Behavior Management IDT team meeting documentation and a care plan to help guide staff with resident 
specific interventions was not developed or implemented.R1's alert progress note documented by RN-D on 
7/14/25 at 7:07 AM, documents: Demonstrating new behavior. Crying documented which may be due to 
family leaving following visiting. [R1] displayed no sadness or crying through night. [R1] does not like to be 
disturbed and will get angry stating What the hell is going on!R1's Behavior note dated 7/17/25 at 5:24 PM 
documents: [R1] put [R1's] hands on CNA's neck while attempting to transfer. Resident has increased 
agitation on PM shift. Non-verbal facial expressions appear to be angry.R1's alert progress note documented 
by RN-D on 7/30/25 at 2:48 AM, documents: Demonstrating new behavior. Threatening behavior noted. [R1] 
may become angry and swear when disturbed or unwilling to follow instructions. Resistive, threatening 
behavior previously noted.Surveyor noted R1's aggressive, resistive and physical behaviors continued in 
July.R1's Quarterly MDS assessment dated [DATE] documents R1 is moderately cognitively impaired. 
According to the MDS assessment, R1 did not exhibit any behaviors. R1 requires supervision/touching 
assistance for toilet transfer.R1's Behavior note documented by RN-D on 8/6/25 at 5:19 AM, documents: 
[R1] observed in bed, approached and offered cares and informed of medication that was due to be 
administered. [R1] became resistive, combative, swinging arms at staff and refusing all cares demanding 
staff get out. [R1] found to be very incontinent and the linens wet. [R1] refused AM medication yelling NO! 
[R1] encouraged to accept assistance with the walker to the [bathroom] but [R1] blatantly refused, again 
slapping at staff. [R1] sat at bedside requiring 1:1 supervision.R1's Behavior note documented by RN-D on 
8/7/25 at 4:37 AM documents: [R1] assisted to the [bathroom] early in the shift and again at [4:20 AM]. [R1] 
cooperative and accepting of care. [R1] offered early AM medications at approximately [4:30 AM] and was 
accepting of the medication offering no resistance. [R1] in better spirits than previous morning when found 
incontinent and unruly.R1's Behavior note dated 8/8/25 at 7:00 AM documents: [R1] refused. assistance 
beginning of the shift around [1:30 AM]. [R1] was self-ambulating without the walker going towards the 
bathroom, was agitated, and [didn't] want anyone in room. [R1]. started yelling at CNA get out of here! and 
wanted to close the door. Writer attempted to offer assistance, but [R1] continue to yell get out of here! Writer 
and CNA continued to monitor resident by just standing outside the door as the more you approached [R1], 
the more [R1] gets agitated. [R1] safely used the toilet and went back to bed. No further behaviors noted; did 
[sleep] well. Writer gave [R1, R1's] early AM medications and was pleasant and compliant.Surveyor noted 
R1's behaviors became more consistent in facility staff documentation. Surveyor reviewed R1's care plan 
and noted that after R1 displayed these behaviors more consistently, a care plan to help guide staff with 
individualized interventions was not developed or implemented. Surveyor reviewed R1's EMR and noted that 
the facility did not document that R1's MD was made aware of R1's increased behaviors.R1's 
Communication with the Physician progress note documented by RN-D on 8/9/25 at 4:18 AM, documents: 
Situation-[R1] resistive and combative with cares, is waking up frequently to urinate at night and is 
incontinent more frequently. Background- [R1] routinely accepts cares, is awake twice a night to [use the 
bathroom], and is mostly continent. Assessment- [R1] yelling at staff to get out, not accepting assistance and 
putting self in unsafe situations. Recommendation-Rule out urinary tract infection (UTI) with [Urinalysis 
(UA)/Culture and Sensitivity (C&S)].On 8/26/25 at 3:20 PM, Surveyor interviewed DON-B. Surveyor asked 
what the communication with Physician progress note workflow entails. DON-B stated that the 
communication note that RN-D entered on 8/9/25 was documented in R1's medical record. After entered, the 
note is printed and then faxed to the MD. Facility staff would then wait for a reply with any new orders from 
the MD office. DON-B indicated that R1's MD does have an on-call service that staff can utilize on the 
weekend.Surveyor noted that the communication with the Physician progress note documented by RN-D 
was faxed to the MD on 8/9/25 at 4:18 AM, which was an early Saturday morning.Surveyor reviewed R1's 
EMR. Surveyor noted that R1's MD did not communicate back to facility on 8/9/25 or 8/10/25. Surveyor 
noted that facility staff did not document that R1's MD was notified of R1's increased behaviors through the 
on-call service that was available to staff on weekends. Surveyor noted R1's MD replied to the facility 
communication about R1's behaviors on 8/11/25 at 1:30 PM, which was a Monday afternoon. Surveyor noted 
that R1's MD ordered a UA and C&S test to be completed. Surveyor reviewed R1's laboratory results and 
noted R1's urinalysis results came back negative, indicating that R1 did not have a UTI.On 8/11/25 at 3:17 
AM, facility staff submitted an Alleged Nursing Home Resident Mistreatment, Neglect, and Abuse Report to 
the state agency. The report documents: . On 8/11, [R1] was confused and attempting to get up from bed. 
[R1] was combative with [CNA-C]. [RN-D] came into room to help assist with [R1]. [CNA-C] reported that 
[RN-D] was yelling at [R1] to get back into bed and held [R1's] shoulders to attempt to keep [R1] in bed.On 
8/26/25 at 12:22 PM, Surveyor interviewed CNA-C, who witnessed the abuse to R1 and reported the abuse 
to DON-B. Surveyor asked what happened on 8/11/25. CNA-C stated that CNA-C was answering a call light 
in a different resident's room when RN-D came into the room and yelled that CNA-C needed to go to R1's 
room and R1's needs should take precedent to what CNA-C was doing. CNA-C completed helping the 
resident and went to R1's room around midnight. When CNA-C entered R1's room, RN-D was present and 
yelling at R1 while R1 was on the toilet. R1 was agitated. CNA-C told RN-D that CNA-C would take it from 
there and RN-D left the room. CNA-C stated that CNA-C tried to assist R1 in changing R1's brief and helping 
R1 off toilet. R1 continued to be agitated and resistant. CNA-C stated that CNA-C stood behind R1 as R1 
started using R1's walker to return to bed. R1 sat on the edge of R1's bed. CNA-C stated that CNA-C stayed 
behind R1. CNA-C stated that R1 was yelling, agitated and upset. RN-D reentered the room and yelled at 
R1, You need to let us help. CNA-C indicated that RN-D told R1 to shut up and then told R1 that R1's family 
pays us to take care of you. R1 started to mock RN-D and RN-D did the same back to R1. CNA-C stated that 
CNA-C tried to redirect RN-D and told RN-D to step out of the room. CNA-C stated that RN-D then took R1's 
legs and threw them into R1's bed. CNA-C stated that CNA-C told RN-D to take a minute. CNA-C stated that 
RN-D snapped and started screaming at R1. RN-D screamed, I'm so sick of these people. RN-D took R1's 
blanket and put it over R1. R1 then tried to sit up and was swinging R1's arms at staff. RN-D's eyeglasses 
came off. CNA-C stated that RN-D then used the blanket to restrain R1 and was holding R1's shoulders 
down. CNA-C stated that RN-D was shaking R1 and yelling in R1's face. CNA-C tried to push RN-D off R1. 
CNA-C continued to ask RN-D to leave and told RN-D that CNA-C could take it from here. Eventually, RN-D 
stood up, got off R1 and left the room. CNA-C stated that CNA-C stayed with R1 until another staff member, 
CNA-E, came to help. CNA-C then went to call management to report what happened. CNA-C stated that 
CNA-E got R1 to calm down and R1 fell asleep. CNA-C stated that RN-D was known to staff for getting 
stressed out. CNA-C stated that CNA-C had seen RN-D have temper tantrums where RN-D would swear, 
jump up and down and yell. CNA-C stated that these tantrums were not directed at residents in the past but 
would take place in the hallway or nurse's station. CNA-C stated that RN-D would have these outbursts here 
and there, but nothing directed toward a resident until this occasion.On 8/26/25 at 12:59 PM, Surveyor 
attempted to conduct a phone interview with CNA-E without success.The facility self-report included a 
statement from CNA-E. The statement taken by DON-B on 8/11/25 at 2:00 AM, documents: . [CNA-E] was 
not in the room during this confrontation but was called into the room to help [CNA-C] with resident. When 
[RN-D] asked [CNA-E] to go help [CNA-C], [RN-D] told [CNA-E] that [R1] had hit [RN-D] and made [RN-D's] 
glasses come off. [RN-D] told [CNA-E] that [RN-D] put [R1's] legs in the bed then held down [R1's] shoulders 
to keep [R1] in bed.On 8/26/25 at 12:36 PM, Surveyor attempted to conduct a phone interview with RN-D 
without success.The facility self-report included a statement from RN-D. The statement taken by DON-B on 
8/11/25 at 1:30 AM, documents: . [RN-D] stated that [RN-D] has been having problems with [R1] for 3 or 
more days regarding behaviors and attempting to walk by self unsafely. When [RN-D] entered the room this 
night, [CNA-C] was in the room attempting to assist [R1], [RN-D] stated that [R1] sat up when [RN-D] entered 
and yelled get out! [RN-D] attempted to assist [CNA-C] to put [R1's] legs in the bed and cover [R1] with a 
blanket. [R1] had already smacked [CNA-C] and [R1] told [RN-D] [R1] would hit [RN-D]. [RN-D] stated that 
they got [R1] into bed and [RN-D] held [R1's] shoulders down so [R1] would stay in bed. [R1] hit [RN-D] with 
[R1's] fist in [RN-D's] face and knocked off [RN-D's] glasses. So [RN-D] continued to hold [R1's] shoulders 
down to keep [R1] safe. [RN-D] stated that [RN-D] did not abuse [R1] but was keeping [R1] safe from getting 
out of bed on [R1's] own.Surveyor reviewed RN-D's education record. Surveyor noted that RN-D had 
received the required abuse education, most recently on 1/27/25 and 6/24/25. The facility self-report included 
a statement from R1. The statement taken by SSM-F on 8/11/25 at 9:15 AM documents: . [SSM-F] asked 
[R1] about last night. [R1 stated] Do you really want to know the truth? [R1] reported that 2 staff pulled [R1's] 
pajamas and blankets off [R1]. [SSM-F asked] Why would they do that? [R1 stated], They want to rule me, I 
guess. [SSM-F asked] Who did this? [R1 stated], An older lady with glasses and gray hair and a younger 
lady with brown hair . [SSM-F asked] Were you afraid? [R1 stated] Of course.On 8/26/25 at 11:00 AM, 
Surveyor interviewed R1. Surveyor asked if R1 felt safe at the facility. R1 immediately stated yes. Surveyor 
asked if R1 has ever been made to feel afraid while at the facility. R1 paused, looked down and stated yes. 
R1 stated that staff had come in the room and made R1 feel very uncomfortable and afraid. R1 could not 
remember the names of any staff involved. Surveyor asked if R1 could describe what the staff member 
looked like that made R1 afraid. R1 stated, little old people with hair.Surveyor noted that on 8/11/25 and on 
8/26/25, R1 reported being afraid of a facility staff member.On 8/26/27 at 1:54 PM, Surveyor interviewed 
DON-B about the early morning of 8/11/25. DON-B stated that DON-B was called by CNA-C around 12:30 
AM to inform DON-B of CNA-C's concern. DON-B stated that CNA-C called Nursing Home Administrator first 
but was unable to reach NHA-A at that time. DON-B came to the facility and got to R1's unit around 1:15 AM. 
DON-B stated that RN-D was documenting in the EMR in the hallway at RN-D's med cart. DON-B took RN-D 
off the unit to interview RN-D. DON-B walked RN-D out of the building after the interview. DON-B started 
investigating right away. DON-B informed NHA-A of the incident and called the police. DON-B assured that 
R1 was assessed and informed Social Work to follow up with R1. DON-B stated that abuse and resident 
rights education to staff was started right away.Surveyor noted that RN-D was in the common hallway of 
R1's unit when DON-B arrived about 45 minutes after the incident occurred.Surveyor reviewed the rest of the 
facility self-report about the abuse incident and noted the following: CNA-C reported the abuse immediately. 
RN-D was suspended pending the investigation. R1 had a skin assessment and pain assessment completed 
and no concerns were identified. The police were called, and a case number was given to the facility. All 
facility staff members staffing the unit gave statements. A sample of facility residents was interviewed and 
asked if they felt safe at the facility, if they had concerns about their care and if they had been abused. No 
concerns were identified. Staff education was started immediately for physical and verbal abuse. The 
Summary of factual investigative findings documented: . After completion of investigation, although [RN-D] 
was attempting to keep [R1] safe, reported abuse was substantiated.R1's challenging behaviors care plan 
initiated on 8/15/25 documents: [R1] has potential to be physically aggressive [related/to] dementia and poor 
impulse control as result of impaired cognition. [R1] may hit or strike out at staff or peers during cares. 
Pertinent interventions initiated on 8/15/25 include: Analyze times of day, places, circumstances, triggers, 
and what de-escalates behavior and document. Assess and address for contributing sensory deficits. Assess 
and anticipate resident's needs: food, thirst, toileting needs, comfort level, body positioning, pain, etc. 
Communication: provide physical and verbal cues to alleviate anxiety: give positive feedback, assist 
verbalization of source of agitation, assist to set goals for more pleasant behavior, encourage seeking out of 
staff member when agitated. When the resident becomes agitated: Intervene before agitation escalates; 
Guide away from source of distress; Engage calmly in conversation; If response is aggressive, staff to walk 
calmy away, and approach later.Surveyor noted, after over 3 months of challenging behaviors, facility staff 
entered a behavior care plan guiding staff in how to care for R1 when R1 has challenging behaviors.On 
8/27/25 at 10:01 AM, Surveyor informed NHA-A and DON-B of the concern that R1 had dementia and had 
documented behaviors in May of 2025. A behavior care plan was not initiated to guide staff in caring for R1 
and R1's MD was not notified of the behaviors. NHA-A stated that R1's behaviors were more sundowning 
and R1 lives in the memory care unit. NHA-A stated that NHA-A understands the concern about the care 
plan but stated that staff on the unit know what to do because of their training. Surveyor continued and 
shared concern that when R1 had continuing behaviors, facility staff sent a communication note to R1's 
doctor on 8/9/25 regarding R1's behaviors possibly being a symptom of UTI. The facility did not follow up on 
8/9 or 8/10/25 when the MD had not acknowledged the facility staff concerns about R1's behaviors. R1's 
behavior's continued, which led to a facility staff member, RN-D, yelling at R1 and holding R1's shoulders 
down which made R1 afraid.The facility's failure to protect a vulnerable resident from physical and verbal 
abuse created a reasonable likelihood for serious harm, including psychosocial harm, thus leading to a 
finding of immediate jeopardy. The immediate jeopardy was removed on 8/11/25 when staff were educated 
on abuse and residents rights.The immediate jeopardy was corrected on 8/25/25 after the facility completed 
the following:-All staff education on verbal and physical abuse which started on 8/11/25.-All staff education 
on resident's rights including: Freedom from mistreatment, Freedom from physical restraints, Treatment 
options (including the right of the resident to refuse care or treatment), Self-determinations (including the 
right of the resident to make decisions relating to care), and the Right of the Resident to be treated with 
courtesy and respect which started on 8/11/25.-All staff meeting on 8/18/25 which included additional abuse 
training, as well as burnout and stress management of staff. Staff not in attendance had the training available 
online to view on 8/25/25.-Audit started on 8/11/25 included check-ins with 5 residents a day to cover any 
resident concerns. Audits will continue for 4 weeks.-Audit started on 8/11/25 included check-ins with 5 staff a 
day to cover abuse, and staff stressors. Audits will continue for 4 weeks.-Grievance audit started on 8/11/25 
included facility staff reviewing resident grievances each weekday for 4 weeks. Staff to audit for any area of 
concern related to abuse or misconduct.-Staff interviewed other residents in the facility on 8/11/25.-Police 
were notified on 8/11/25.Based on this determination, the citation F600 was cited as past non-compliance.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility did not ensure residents with dementia received the appropriate 
treatment and services to attain their highest practical physical, mental and psychological well-being for 1 
(R1) of 1 resident reviewed with dementia.*R1 has a diagnosis of dementia. R1 started displaying aggressive 
behaviors and being resistive to cares within the first 2 weeks of being admitted to the facility. The facility did 
not develop or implement a behavior care plan with resident specific interventions to help guide staff in how 
to care for R1. The facility did not document that R1's Medical Doctor (MD) was made aware of R1's 
increase in aggressive and resistive care behaviors. On 8/9/25 at 4:18 AM, an early Saturday morning, R1 
continued with behaviors and Registered Nurse (RN)-D documented that R1's MD was contacted by fax to 
inform R1's MD of R1's behavior and to receive further orders. R1's MD did not acknowledge the fax 
communication on 8/9 or 8/10/25 and facility staff did not follow up with additional communication to R1's 
MD. On 8/11/24 at 12:30 AM, R1 was agitated, aggressive and resistive to cares. R1 was being cared for by 
Certified Nursing Assistant (CNA)-C and RN-D. CNA-C was working to calm R1. RN-D entered R1's room 
and was yelling at R1 to let them take care of R1. While R1 was sitting at the edge of R1's bed. RN-D 
grabbed R1's legs and threw them in R1's bed, making R1 lay down in bed. RN-D grabbed R1's blanket and 
used the blanket to hold R1's shoulders down. While holding R1's shoulders down on the bed, RN-D was 
shaking R1's shoulders and was yelling in R1's face. CNA-C eventually got RN-D to release R1 and leave 
the room. During an interview, R1 stated that R1 was afraid during this interaction. On 8/15/25, four days 
after this incident and over 3 months after R1 started displaying challenging behaviors, facility staff entered a 
behavioral care plan with resident specific interventions.Findings include:The facility policy with a last 
revision date of 10/2024, titled, Cognitive Impairment and Dementia Care Policy, documents, in part: [Name 
of facility] promotes and supports a resident centered approach to care. Purpose: To ensure that residents 
with cognitive impairment or dementia receive person-centered, evidence-based care that promotes dignity, 
safety , and quality of life. [Name of facility] aims to support an individual's cognitive functioning, physical, 
emotional, and psychosocial well-being through a safe, respectful , and therapeutic environment. 
Assessment and admission: Conduct cognitive screening and comprehensive assessments upon admission 
and at regular intervals. Develop individualized care plans based on assessment findings, resident 
preferences, and family input. Care plans must reflect the resident's cognitive status, preferences, routines, 
and abilities. Promote autonomy and engagement in daily activities tailored to cognitive level and interests. 
Use non-pharmacologic interventions as the first approach to managing behavioral symptoms. Report 
significant changes in condition or behavior to the interdisciplinary team, medical provider and family 
promptly.The facility policy with a last revision date of 10/2024, titled, Mood and behavior policy documents: 
Behavioral health encompasses a resident's whole emotional and mental well-being, therefore an 
individualized approach to care is essential. The purpose of the Mood and Behavior Policy and Procedure is 
to provide a plan of care that is individualized to the residents needs based upon the comprehensive 
assessment by the interdisciplinary team. This plan of care will include medically related social services to 
address mood and behavioral health services to attain or maintain the highest practicable level of well-being. 
An initial care plan identifying resident mood and behavior needs will be completed and communicated to 
care givers. Any mood and behavior symptoms will be documented by the interdisciplinary team while caring 
for the resident, as well as interventions attempted and outcome. Based upon the assessment findings, the 
interdisciplinary team will complete a comprehensive Person-Centered Care Plan including specific mood 
and behavior interventions and approaches as applicable.The facility will assess and determine 
individualized behavioral care plan interventions for individuals with dementia. Behavioral interventions are 
individualized approaches (including direct care and activities) that are provided as part of a supportive 
physical and psychosocial environment, and are directed toward understanding, preventing, relieving, and/or 
accommodating a resident's distress or loss of abilities.The facility policy with a last revision date of 9/2024, 
titled Freedom from Abuse, Neglect and Exploitation documents: The facility's population presents the 
following factors. which could result in mistreatment of residents: The assessment, planning of care and 
services and monitoring of residents with needs and behaviors which might lead to conflict or neglect, such 
as residents with a history of cognitive deficits, sensory deficits, aggressive behaviors, residents who have 
behaviors such as. verbal outbursts, residents with communication disorders, those who are nonverbal and 
those that require heavy care and/or are totally dependent on staff. The facility will ensure a comprehensive 
dementia management program to prevent resident abuse.R1 was admitted to the facility on [DATE] with 
diagnosis that includes Dementia, Major depressive disorder, and Primary Osteoarthritis of right shoulder.
R1's admission Minimum Data Set (MDS) assessment dated [DATE] documents R1 is moderately cognitively 
impaired. R1 did not exhibit any behaviors.R1's Dementia Care Area assessment dated [DATE] documents, 
in part: [R1] has dementia. [R1] may exhibit some confusion due to dementia. [R1] is verbal and able to 
communicate but struggles in recalling information. Staff may need to help [R1] anticipate needs and provide 
reminders and cues.R1's physician orders with a start date of 4/24/25 include:-Sertraline [an Antidepressant 
medication] Oral Tablet 100 [Milligrams (mg)]. Give 1 tablet by mouth one time a day related to Major 
Depressive Disorder.-Behaviors-monitor for the following-fearfulness, self-isolation, poor appetite, 
sad/worried facial expressions. Every shift.-Mood: monitor for depressed mood, statements of sadness, 
crying, self-isolation, etc. Every shift.R1's cognitive function [related to] dementia care plan initiated on 
4/24/25 documents the following interventions: Ask yes/no questions in order to determine [R1's] needs. 
Communicate with [R1]/family/caregivers regarding her capabilities and needs.R1's depression care plan 
initiated on 4/24/25 documents the following pertinent intervention: Monitor/record/report to MD [as needed] 
acute episode feelings or sadness, loss of pleasure and interest in activities, feelings of worthlessness or 
guilt, change in appetite/eating habits, change in sleep patterns, diminished ability to concentrate, change in 
psychomotor skills.Surveyor noted R1 did not have a care plan for challenging behaviors related to R1's 
dementia diagnosis.Surveyor reviewed R1's behavior notes located in the progress note section of R1's 
Electronic Medical Record (EMR) and R1's behavior monitoring completed by CNAs in the CNA task section 
of the EMR. Surveyor noted the following pertinent documentation of R1's behaviors:R1's behavior note 
dated 5/7/25 at 2:58 PM, documents: [R1] was pushing the CNA and not accepting cares but wanted to go to 
the bathroom. [R1] did, after explaining that [staff] was there to help and didn't want [R1] to fall, accept 
assistance.Surveyor noted R1 displayed an aggressive behavior and got physical with the CNA.R1's 
behavior note dated 5/16/25 at 9:04 PM, documents: [R1] was reported to be aggressive and agitated at or 
around [9 PM]. The CNA reported that [R1] was standing at the doorway and ambulating within the room 
without assist. [R1] was holding hangers and at the same time grabbing the CNA by the wrist. [R1] reported 
to have wanted the CNA to get out . When [writer] went into the room to talk with [R1, R1] reported to [writer] 
the same statement and wanted me to get out . [Writer] explained to [R1] the rationale behind ensuring [R1's] 
safety . [writer] asked [R1] if [R1] needed anything and tried to reorient [R1]. This intervention did not work. 
[R1] appears to not comprehend [writer's] counseling about the risks and benefits of refusing our assistance, 
and [R1] refuses our help at this time.Surveyor noted R1 displayed an aggressive behavior and got physical 
with the CNA.Surveyor noted that in May of 2025, R1 had 2 documentations in R1's medical record 
regarding aggressive behavior, refusals of care, and being physical with staff members. Surveyor reviewed 
R1's care plan and noted that after R1 displayed these behaviors, a care plan to help guide staff with 
resident specific interventions was not developed or implemented. Surveyor reviewed R1's EMR and noted 
that the facility did not document that R1's MD was made aware of R1's increased behaviors.On 8/27/25 at 
9:29 AM, Surveyor interviewed Social Services Manager (SSM)-F. Surveyor asked about R1's behaviors. 
SSM-F stated that R1 typically has behaviors at night. SSM-F stated that if R1 starts having behaviors of 
sundowning that R1 typically will deescalate after staff leave and reapproach the resident. Surveyor asked if 
a resident displaying behaviors should have a care plan. SSM-F indicated that SSM-F would put a care plan 
in with significant behavior. SSM-F stated that residents will have a cognitive loss care plan that will give 
some direction to staff. In addition, SSM-F stated that staff on the memory care unit are well trained and 
know how to handle residents with dementia. Surveyor asked if R1 should have had a behavior care plan 
after displaying aggressive and physical behaviors in May. SSM-F stated that is a great question. Surveyor 
asked if initiating the behavior care plan was missed. SSM-F stated I think so. SSM-F stated that after the 
incidents in May, interventions should have been added to R1's care plan. Surveyor asked if R1's MD was 
made aware of R1's behaviors. SSM-F stated that nursing would typically document if the MD was made 
aware. SSM-F stated that SSM-F would get involved if there was a significant behavior like a 
resident-to-resident abuse issue.R1's Behavior note dated 7/2/25 at 2:14 PM, documents: [Interdisciplinary 
Team (IDT)] Behavior management meeting. [R1] is not followed by Psych services. [R1's primary care MD] 
manages [R1's] medications: . Sertraline 100 [mg] AM. No concerns at this time, [R1] doing well and has 
family involvement. [Medical Director] would like to review once [R1] has been here for six months to give 
time to move past adjustment period.On 8/26/25 at 1:54 PM, Surveyor interviewed Director of Nursing 
(DON)-B. Surveyor asked about the meaning of the above note. DON-B stated that the IDT Behavior 
management team meets regularly to discuss residents who are prescribed psychotropic medications. 
DON-B stated that R1's physician manages R1's antidepressant medication and that R1 does not see 
psychiatric services. DON-B stated that the Medical director of the facility indicated in the Behavior 
management meeting that R1 needed more time to be assessed before a Gradual Dose Reduction of the 
medication was attempted.Surveyor noted that R1's previous aggressive behaviors and refusals of care were 
not documented as discussion in the Behavior Management IDT team meeting documentation and a care 
plan to help guide staff with resident specific interventions was not developed or implemented.R1's alert 
progress note documented by RN-D on 7/14/25 at 7:07 AM, documents: Demonstrating new behavior. 
Crying documented which may be due to family leaving following visiting. [R1] displayed no sadness or 
crying through night. [R1] does not like to be disturbed and will get angry stating What the hell is going 
on!R1's Behavior note dated 7/17/25 at 5:24 PM documents: [R1] put [R1's] hands on CNA's neck while 
attempting to transfer. Resident has increased agitation on PM shift. Non-verbal facial expressions appear to 
be angry.Surveyor noted R1 displayed an aggressive behavior and got physical with the CNA. Surveyor 
reviewed R1's care plan and noted that after R1 displayed these behaviors, a care plan to help guide staff 
with resident specific interventions was not developed or implemented. Surveyor reviewed R1's EMR and 
noted that the facility did not document that R1's MD was made aware of R1's behaviors.R1's alert progress 
note documented by RN-D on 7/30/25 at 2:48 AM, documents: Demonstrating new behavior. Threatening 
behavior noted. [R1] may become angry and swear when disturbed or unwilling to follow instructions . 
Resistive, threatening behavior previously noted. Surveyor noted R1's aggressive and resistive behaviors 
continued in July without MD notification or behavior care plan development or implementation.R1's 
Quarterly MDS assessment dated [DATE] documents R1 is moderately cognitively impaired. According to 
the MDS assessment, R1 did not exhibit any behaviors. R1 requires supervision/touching assistance for 
toilet transfer.Surveyor noted that despite documentation in R1's medical record, R1's MDS assessment 
documented that R1 does not exhibit any behaviors.R1's Behavior note documented by RN-D on 8/6/25 at 
5:19 AM, documents: [R1] observed in bed, approached and offered cares and informed of medication that 
was due to be administered. [R1] became resistive, combative, swinging arms at staff and refusing all cares 
demanding staff get out. [R1] found to be very incontinent and the linens wet. [R1] refused AM medication 
yelling NO! [R1] encouraged to accept assistance with the walker to the [bathroom] but [R1] blatantly 
refused, again slapping at staff. [R1] sat at bedside requiring 1:1 supervision.R1's Behavior note documented 
by RN-D on 8/7/25 at 4:37 AM documents: [R1] assisted to the [bathroom] early in the shift and again at 
[4:20 AM]. [R1] cooperative and accepting of care. [R1] offered early AM medications at approximately [4:30 
AM] and was accepting of the medication offering no resistance. [R1] in better spirits than previous morning 
when found incontinent and unruly.R1's Behavior note dated 8/8/25 at 7:00 AM documents: [R1] refused. 
assistance beginning of the shift around [1:30 AM]. [R1] was self-ambulating without the walker going 
towards the bathroom, was agitated, and [didn't] want anyone in room. [R1]. started yelling at CNA get out of 
here! and wanted to close the door. Writer attempted to offer assistance, but [R1] continue to yell get out of 
here! Writer and CNA continued to monitor resident by just standing outside the door as the more you 
approached [R1], the more [R1] gets agitated. [R1] safely used the toilet and went back to bed. No further 
behaviors noted; did [sleep] well. Writer gave [R1, R1's] early AM medications and was pleasant and 
compliant.Surveyor noted R1's behaviors became more consistent in facility staff documentation. Surveyor 
reviewed R1's care plan and noted that after R1 displayed these behaviors more consistently, a care plan to 
help guide staff with resident specific interventions was not developed or implemented. Surveyor reviewed 
R1's EMR and noted that the facility did not document that R1's MD was made aware of R1's increased 
behaviors.R1's Communication with the Physician progress note documented by RN-D on 8/9/25 at 4:18 
AM, documents: Situation-[R1] resistive and combative with cares, is waking up frequently to urinate at night 
and is incontinent more frequently. Background- [R1] routinely accepts cares, is awake twice a night to [use 
the bathroom], and is mostly continent. Assessment- [R1] yelling at staff to get out, not accepting assistance 
and putting self in unsafe situations. Recommendation-Rule out urinary tract infection (UTI) with [Urinalysis 
(UA)/Culture and Sensitivity (C&S)].On 8/26/25 at 3:20 PM, Surveyor interviewed DON-B. Surveyor asked 
what the communication with Physician progress note workflow entails. DON-B stated that the 
communication note that RN-D entered on 8/9/25 was documented in R1's medical record. After entered, the 
note is printed and then faxed to the MD. Facility staff would then wait for a reply with any new orders from 
the MD office. DON-B indicated that R1's MD does have an on-call service that staff can utilize on the 
weekend.Surveyor noted that the communication with the Physician progress note documented by RN-D 
was faxed to the MD on 8/9/25 at 4:18 AM, which was an early Saturday morning.Surveyor reviewed R1's 
EMR. Surveyor noted that R1's MD did not communicate back to facility on 8/9/25 or 8/10/25. Surveyor 
noted that facility staff did not document that R1's MD was notified of R1's increased behaviors through the 
on-call service that was available to staff on weekends. Surveyor noted R1's MD replied to the facility 
communication about R1's behaviors on 8/11/25 at 1:30 PM, which was a Monday afternoon. Surveyor noted 
that R1's MD ordered a UA and C&S test to be completed. Surveyor reviewed R1's laboratory results and 
noted R1's urinalysis results came back negative, indicating that R1 did not have an UTI.On 8/11/25 at 3:17 
AM, Facility staff submitted an Alleged Nursing Home Resident Mistreatment, Neglect, and Abuse Report to 
the state agency. The report documents, in part: . On 8/11, [R1] was confused and attempting to get up from 
bed. [R1] was combative with [CNA-C]. [RN-D] came into room to help assist with [R1]. [CNA-C] reported 
that [RN-D] was yelling at [R1] to get back into bed and held [R1's] shoulders to attempt to keep [R1] in bed.
On 8/26/25 at 12:22 PM, Surveyor interviewed CNA-C, who witnessed the abuse to R1 and reported the 
abuse to DON-B. Surveyor asked what happened on 8/11/25. When CNA-C entered R1's room, RN-D was 
present and yelling at R1 while R1 was on the toilet. R1 was agitated. CNA-C told RN-D that CNA-C would 
take it from there and RN-D left the room. CNA-C stated that CNA-C tried to assist R1 in changing R1's brief 
and helping R1 off toilet. R1 continued to be agitated and resistant. CNA-C stated that CNA-C stood behind 
R1 as R1 started using R1's walker to return to bed. R1 sat on the edge of R1's bed. CNA-C stated that 
CNA-C stayed behind R1. CNA-C stated that R1 was yelling, agitated and upset. RN-D reentered the room 
and yelled at R1, You need to let us help. CNA-C indicated that RN-D told R1 to shut up and then told R1 
that R1's family pays us to take care of you. R1 started to mock RN-D and RN-D did the same back to R1. 
CNA-C stated that CNA-C tried to redirect RN-D and told RN-D to step out of the room. CNA-C stated that 
RN-D then took R1's legs and threw them into R1's bed. CNA-C stated that CNA-C told RN-D to take a 
minute. CNA-C stated that RN-D snapped and started screaming at R1. RN-D screamed, I'm so sick of these 
people. RN-D took R1's blanket and put it over R1. R1 then tried to sit up and was swinging R1's arms at 
staff. RN-D's eyeglasses came off. CNA-C stated that RN-D then used the blanket to restrain R1 and was 
holding R1's shoulders down. CNA-C stated that RN-D was shaking R1 and yelling in R1's face. CNA-C tried 
to push RN-D off R1. CNA-C stated that CNA-C continued to ask RN-D to leave, and that CNA-C could take 
it from here. Eventually, RN-D stood up, got off R1 and left the room. CNA-C stated that CNA-C stayed with 
R1 until another staff member, CNA-E came to help. CNA-C then went to call management to report what 
happened. CNA-C stated that CNA-E got R1 to calm down and R1 fell asleep.The facility self-report included 
a statement from R1. The statement taken by SSM-F on 8/11/25 at 9:15 AM documents, in part: . [SSM-F] 
asked [R1] about last night. [R1 stated] Do you really want to know the truth? [R1] reported that 2 staff pulled 
[R1's] pajamas and blankets off [R1]. [SSM-F asked] Why would they do that? [R1 stated], They want to rule 
me, I guess. [SSM-f asked] Who did this? [R1 stated], An older lady with glasses and gray hair and a 
younger lady with brown hair . [SSM-F asked] Were you afraid? [R1 stated] Of course.On 8/26/25 at 11:00 
AM, Surveyor interviewed R1. Surveyor asked if R1 felt safe at the facility. R1 immediately stated yes. 
Surveyor asked if R1 has ever been made to feel afraid while at the facility. R1 paused, looked down and 
stated yes. R1 stated that staff had come in the room and made R1 feel very uncomfortable and afraid. R1 
could not remember the names of any staff involved. Surveyor asked if R1 could describe what the staff 
member looked like that made R1 afraid. R1 stated, little old people with hair.Surveyor noted that on 8/11/25 
and on 8/26/25, R1 reported being afraid of a facility staff member.Surveyor noted facility staff did not care 
for R1's dementia per facility policy including contacting MD with increased behaviors and developing and 
implementing a comprehensive and individualized behavior care plan. R1's challenging behaviors continued 
and ultimately led to a facility staff member yelling at R1 and restraining R1 on 8/11/25. See F600 for 
additional information.On 8/26/25 at 11:15 AM, Surveyor interviewed CNA-G. Surveyor asked if residents 
that have challenging behaviors need a care plan with individualized interventions in place. CNA-G stated 
yes.On 8/26/25 at 3:30 PM, Surveyor interviewed Licensed Practical Nurse (LPN)-H. Surveyor asked if 
residents that have challenging behaviors need a care plan with individualized interventions in place. LPN-H 
indicated that they should have a care plan.R1's challenging behaviors care plan initiated on 8/15/25 
documents: [R1] has potential to be physically aggressive [related/to] dementia and poor impulse control as 
result of impaired cognition. [R1] may hit or strike out at staff or peers during cares. Pertinent interventions 
initiated on 8/15/25 include: Analyze times of day, places, circumstances, triggers, and what de-escalates 
behavior and document. Assess and address for contributing sensory deficits. Assess and anticipate 
resident's needs: food, thirst, toileting needs, comfort level, body positioning, pain, etc. Communication: 
provide physical and verbal cues to alleviate anxiety: give positive feedback, assist verbalization of source of 
agitation, assist to set goals for more pleasant behavior, encourage seeking out of staff member when 
agitated. When the resident becomes agitated: Intervene before agitation escalates; Guide away from source 
of distress; Engage calmly in conversation; If response is aggressive, staff to walk calmy away, and 
approach later.Surveyor noted, after over 3 months of challenging and aggressive behaviors, facility staff 
entered a behavior care plan guiding staff in how to care for R1 when R1 has challenging behaviors.On 
8/27/25 at 10:01 AM, Surveyor informed Nursing Home Administrator (NHA)-A and DON-B of the concern 
that R1 had dementia and had documented behaviors in May of 2025. A behavior care plan was not initiated 
to guide staff in caring for R1 and R1's MD was not notified of the behaviors. NHA-A stated that R1's 
behaviors were more sundowning and R1 lives in the memory care unit. NHA-A stated that NHA-A 
understands the concern about the care plan but stated that staff on the unit know what to do because of 
their training. Surveyor continued and shared concern that when R1 had continuing behaviors in July and a 
behavior care plan was not initiated and R1's MD was not notified. When R1's challenging behaviors 
continued into August, facility staff sent a communication note to R1's doctor on 8/9/25 regarding R1's 
behaviors possibly being a symptom of UTI. The facility did not follow up on 8/9 or 8/10/25 when the 
physician had not acknowledged the facility staff concerns about R1's behaviors. R1's behavior's continued, 
which led to a facility staff member, RN-D, yelling at R1 and holding R1's shoulders down which made R1 
afraid. No additional information was provided.
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