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F 0600

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure residents had the right to be free from
abuse, neglect, misappropriation of resident property, and exploitation for 1 of 3 residents (Resident #1)
reviewed for abuse and neglect. CNA C, who was responsible for providing Resident #1 with one-to-one
supervision, failed to protect the resident when the resident entered into a verbal altercation with CNA A,
which escalated to CNA A spraying [NAME] at the resident on 11/16/25. The noncompliance was identified
as past noncompliance. The noncompliance began on 11/16/25 and ended on 11/18/25. The facility had
corrected the noncompliance before the investigation began. The failure placed residents at risk for serious
physical and psychological harm. Findings included: Record review of Resident #1's admission MDS
assessment dated [DATE] reflected the resident was a [AGE] year-old male admitted to the facility on
[DATE]. His diagnoses included bipolar disorder (a chronic mental health condition characterized by extreme
mood swings, energy level shifts, and difficulty with activity levels, ranging from manic episodes to
depressive episodes), schizophrenia (a chronic mental disorder that affects how a person thinks, feels, and
behaves, causing a distorted perception of reality), and spinal stenosis (a narrowing of the spinal canal that
puts pressure on the spinal cord and nerves, causing symptoms like back and leg pain, numbness, tingling,
and weakness). The residents' cognition was intact with a BIMS score of 15. The resident had other
behavioral symptoms not directed towards others at least 4 to 6 days during the assessment review period
but less than daily. Those behavioral symptoms included but were not limited to physical symptoms such as
hitting or scratching self, pacing, rummaging, public sexual acts, disrobing in public, throwing or smearing
food or bodily wastes, or verbal/vocal symptoms like screaming, disruptive sounds and had the potential to
interfere with the resident's participation in activities or social interactions. These behavioral symptoms had
the potential to put others at significant risk of physical injury and/or significantly intrude on the privacy or
activity of others. The MDS also showed that Resident #1 used a wheelchair due to impairment on both
sides to his lower extremities. Record review of Resident #1's care plan revised on 11/12/25 reflected he had
a mood problem related to the disease process of bipolar disorder. Interventions included administering
medications as ordered, consulting behavioral health, and monitor/record/report to MD mood patterns,
signs/symptoms of depression, anxiety, sad mood, impulsiveness or euphoria as per facility behavior
monitoring protocols. Record review of the Provider Investigation Report dated 11/21/25 reflected the
following: [Resident #1] was around the Activity room arguing with [CNA A]. [CNA A] sprayed resident with
pepper spray to the back side of head Record review of Resident #1's progress notes dated 11/16/25
documented by RN B reflected she was at the nurses' station when she heard people yelling/fighting and
hear Resident #1 say CNA A had sprayed pepper spray to the back of his head. Other residents and staff in
the area were coughing. RN B documented CNA C, who was providing 1:1 supervision told her (RN B) that
Resident #1 had gone to the activity room and then began to kick the activity room door when it closed and
at that time CNA A came out of the activity room and told everyone around to step back as she sprayed
pepper spray on the back of Resident #1's head. The notes also reflected that Resident #1 had called the
police after the incident, and the resident had refused a head-to-toe assessment or have the pepper spray
washed off his head until the police arrived at the facility. The notes reflected RN B observed multiple small
clear liquid scattered on Resident #1's head and once the 2 police men left, the resident allowed RN B to
assess/wash his head and she did not notice any redness, bruises, or a rash to Resident #1's head nor did
he complain of burning or irritation to his eyes and his speech was clear. Record review of Resident #1's
hospital records dated 11/16/25 reflected the resident was seen for toxic effect of lacrimogenic gas (tear
gas), assault, initial encounter. Further review of the hospital records reflected there were no injuries
documented and no further orders. Observation and interview on 11/18/25 at 10:31 AM revealed Resident #1
was sitting in a wheelchair outside in the courtyard patio socializing with a female resident. CNA C sat near
the residents monitoring them. Resident #1 was moved to another part of the patio for a private conversation.
Resident #1 stated a staff member (CNA A) had sprayed him with [NAME]. He stated it happened out of
nowhere, and he denied having an altercation with CNA A. The resident stated he was going down the hall
and CNA A was staring at him, and then all a sudden he had to back out because the CNA was coming at
him with the [NAME]. The resident said he was sprayed on the back of the head with [NAME], and some had
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F 0609 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure that all alleged violations involving abuse and

Level of Harm - Immediate neglect, were reported immediately, but not later than two hours after the allegation was made, if the events

jeopardy to resident health or that caused the allegation involved abuse or resulted in serious bodily injury, to the administrator of the

safety facility for 1 of 3 residents reviewed for abuse and neglect. CNA F and CNA G failed to report to the
Administrator when they overheard CNA A threaten to [NAME] Resident #1 during a verbal altercation the

Residents Affected - Few morning of 11/16/25. Four hours later, the resident entered into a verbal altercation with CNA A, which

escalated to CNA A spraying [NAME] at the resident. The noncompliance was identified as past
noncompliance. The noncompliance began on 11/16/25 and ended on 11/18/25. The facility had corrected
the noncompliance before the investigation began. This failure could place residents at risk of incidents of
abuse or neglect not being reported timely and thoroughly investigated.Findings included: Record review of
Resident #1's admission MDS assessment dated [DATE] reflected the resident was a [AGE] year-old male
admitted to the facility on [DATE]. His diagnoses included bipolar disorder (a chronic mental health condition
characterized by extreme mood swings, energy level shifts, and difficulty with activity levels, ranging from
manic episodes to depressive episodes), schizophrenia (a chronic mental disorder that affects how a person
thinks, feels, and behaves, causing a distorted perception of reality), and spinal stenosis (a narrowing of the
spinal canal that puts pressure on the spinal cord and nerves, causing symptoms like back and leg pain,
numbness, tingling, and weakness). The residents' cognition was intact with a BIMS score of 15. The
resident had other behavioral symptoms not directed towards others at least 4 to 6 days during the
assessment review period but less than daily. Those behavioral symptoms included but were not limited to
physical symptoms such as hitting or scratching self, pacing, rummaging, public sexual acts, disrobing in
public, throwing or smearing food or bodily wastes, or verbal/vocal symptoms like screaming, disruptive
sounds and had the potential to interfere with the resident's participation in activities or social interactions.
These behavioral symptoms had the potential to put others at significant risk of physical injury and/or
significantly intrude on the privacy or activity of others. The MDS also showed that Resident #1 used a
wheelchair due to impairment on both sides to his lower extremities. Record review of Resident #1's care
plan revised on 11/12/25 reflected he had a mood problem related to the disease process of bipolar disorder.
Interventions included administering medications as ordered, consulting behavioral health, and
monitor/record/report to MD mood patterns, signs/symptoms of depression, anxiety, sad mood,
impulsiveness or euphoria as per facility behavior monitoring protocols. Record review of the Provider
Investigation Report dated 11/21/25 reflected the following: [Resident #1] was around the Activity room
arguing with [CNA A]. [CNA A] sprayed resident with pepper spray to the back side of head Record review of
Resident #1's progress notes dated 11/16/25 documented by RN B reflected she was at the nurses' station
when she heard people yelling/fighting and hear Resident #1 say CNA A had sprayed pepper spray to the
back of his head. Other residents and staff in the area were coughing. RN B documented CNA C, who was
providing 1:1 supervision told her (RN B) that Resident #1 had gone to the activity room and then began to
kick the activity room door when it closed and at that time CNA A came out of the activity room and told
everyone around to step back as she sprayed pepper spray on the back of Resident #1's head. The notes
also reflected that Resident #1 had called the police after the incident, and the resident had refused a
head-to-toe assessment or have the pepper spray washed off his head until the police arrived at the facility.
The notes reflected RN B observed multiple small clear liquid scattered on Resident #1's head and once the
2 police men left, the resident allowed RN B to assess/wash his head and she did not notice any redness,
bruises, or a rash to Resident #1's head nor did he complain of burning or irritation to his eyes and his
speech was clear. Record review of Resident #1's hospital records dated 11/16/25 reflected the resident was
seen for toxic effect of lacrimogenic gas (tear gas), assault, initial encounter. Further review of the hospital
records reflected there were no injuries documented and no further orders. Observation and interview on
11/18/25 at 10:31 AM revealed Resident #1 was sitting in a wheelchair outside in the courtyard patio
socializing with a female resident. CNA C sat near the residents monitoring them. Resident #1 was moved to
another part of the patio for a private conversation. Resident #1 stated a staff member (CNA A) had sprayed
him with [NAME]. He stated it happened out of nowhere, and he denied having an altercation with CNA A.
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