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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record reviews, staff and resident interviews, and policy, the facility failed to protect the rights of 3 of
Residents Affected - Some 3 residents (#1, #2, #3) to be free from physical abuse by other residents and family members. The

deficient practice could result in further abuse.Regarding a resident-to-resident altercation that involved
Resident #1 and Resident #2. -Regarding Resident #1 Resident #1 was initially admitted to the facility on
[DATE], and re-admitted on [DATE], with diagnoses of dementia, major depressive disorder, anxiety
disorder, epilepsy, and bipolar disorder. The care plan dated November 06, 2025, had a focused care area
for Resident #1, having a behavior problem related to taking things and flushing them down the toilet.
Interventions included administering medication as ordered, monitoring/documenting for side effects and
effectiveness, anticipating and meeting the resident's needs, and, if reasonable discuss the resident's
behavior. explain/reinforce why the behavior is inappropriate and/or unacceptable to the resident, and
intervene as necessary to protect the rights and safety of others. Approach/speak in calm manner. Divert
attention. Remove from the situation and take to an alternate location as needed. A Significant Change
MDS (Minimum Data Set) assessment dated [DATE], revealed Resident #1 had a BIMS (Brief Interview for
Mental Status) score of 07, which indicated severe cognitive impairment. A behavior note dated December
24, 2025, at 3:09 PM revealed that the nurse observed Resident #1 being hit by another resident in the
dining room. The nurse ran over to the residents to separate the two men. A skin assessment was
performed, no noted injuries were observed at the time. A change in condition evaluation dated December
24, 2025, revealed Resident #1 had an injury on the left side of the forehead. The care plan dated
December 24, 2025, had a focused care area for Resident #1, having a psychosocial well-being problem
related to a resident-to-resident altercation. Interventions included:72 HRS observation, Consult with:
Pastoral care, social services, psych services, Other: monitor/document resident's usual response to
problems: Internal - how individualmakes own changes, external - expects others to control problems or
leaves to fate,or luck, and when conflict arises, remove residents to a calm, safe environment and allow
them to vent/share feelings-Regarding Resident #2 Resident #2 was admitted to the facility on [DATE], with
diagnoses of Alzheimer's disease, post-traumatic stress disorder, anxiety disorder, major depressive
disorder, mood disorder, and dementia. A quarterly MDS (Minimum Data Set) assessment dated [DATE],
revealed Resident #2 had a BIMS (Brief Interview for Mental Status) score of 05, which indicated severe
cognitive impairment. An incident note dated December 24, 2025, at 03:01 PM revealed a resident to
resident altercation with physical aggression. Resident #2 was observed leaning over Resident #1, hitting
him repeatedly. The writer observed Resident #2 after the incident; he was alert, upset, and shaky, stating,
someone was trying to get into his backside. Resident #2 has discoloration to the right knuckle of the 2nd
finger and a right knuckle hematoma between the 3rd finger hematoma. Administrator and DON (Director of
Nursing) notified. The medical doctor was notified. Left voicemail
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with daughter. Resident #2 was placed on 15-minute checks. A skin check note dated December 24, 2025,
at 03:11 PM revealed that the skin was warm and dry, with skin color within normal limits (WNL), and turgor
is normal, resident does not have an external device. The skin issue was that the right-hand knuckle had a
hematoma and discoloration. A care plan dated December 24, 2025, revealed Resident #2 is at risk for
psychosocial well-being problems related to Resident-to-Resident altercations.Regarding a
visitor-to-resident altercation that involved Resident #3 and the husband. Regarding Resident #3 Resident
#3 was admitted on [DATE], with a diagnosis that included dementia, Parkinsonism, hypertension,
postconcussional syndrome, and a history of falling. An admissions MDS assessment dated [DATE],
revealed Resident #3 had no BIMS score, and cognitive skills for daily decision making indicated that
Resident #3 was severely cognitively impaired. A behavior note dated January 2, 2026, at 7:44 PM,
revealed that Resident #3 had multiple verbal and physical outbursts after her husband left this morning.
The nurse was informed by a CNA (Certified Nursing Assistant) that the husband had physically abused the
resident in the day room. The CNA stated he heard what appeared to be the husband of Resident #3
arguing in the resident's room as he was coming back to the station. The nurse could not decipher what
was said as both were shouting at each other in a language other than English. CNA stated the incident
just happened prior to them going back to Resident #3's room. The nurse then stated he was going back to
the room to make sure the husband would leave the patient/facility and contact the DON to inform her of
what had occurred. The husband was already gone once the nurse went back to the room. The DON stated
she was already on her way and would take a statement from the CNA once she got to the facility. After
receiving the statement from the CNA, the DON stated she would then report it. Police would then come in
later about the situation. The nurse was under the impression that the husband was not allowed back into
the facility. The patient was visibly upset after the incident, but mellowed out throughout the day with
activities.A care plan dated January 02, 2026, revealed a focused care area for Resident #3, stating that
Resident #3 has a psychosocial well-being problem related to Dementia. Husband becomes frustrated with
her when trying to help her with medication, eating, and adl's (activities of daily living). Husband has yelled
and physically touched her when this occurs. Resident #3 does better when her husband is present and
can assist her, as she cares more when just the staff is one-on-one with Resident #1. Interventions
included: Consult with: Pastoral care, Social services, Psych services, Encourage participation from the
resident who depends on others tomake own decisions, Monitor/document resident's usual response to
problems: Internal -how an individual makes their own changes, External - expects others to control
problems orleaves to fate, or luck, supervised visits in public places only, and when conflict arises, remove
residents to a calm, safe environment and allow them to vent/share feelings. A change of condition
evaluation dated January 2, 2026, revealed that there was no change in the skin status evaluation. An
interview was conducted on January 20, 2026, at 11:06 AM with the Licensed Practical Nurse (LPN/ staff
#1), who stated that if she hears of abuse, she contacts the administrator, DON, or the administration team.
Further stated that if she witnesses any abuse, she will separate the abuser and do all necessary
documentation related to the incident, notify the administrator, doctor, and family member if they have any.
Staff #1 stated that there was a physical altercation between Resident #1 and Resident #2. She stated she
saw that both of the Residents #1 and #2 were in the dining room. Resident #1 was in a wheelchair when
Resident #2 was hitting Resident #1 while he was standing up, and Resident #1 was trying to fight back,
but Resident #2 had the advantage of hitting him more since he was standing up. She stated she does not
know what led to the hitting, but she and another staff member broke up the fight. She stated both Resident
#1 and Resident #2 were assessed and separated. She stated that
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Resident #2 had bruising on his fingers and his knuckles. Furthermore, staff #1 initially stated that Resident
#1 did not have any injuries after the incident. When she went back to Resident #1 to check up on the
resident, she observed that Resident #1 had a knot on his forehead, which might be from the tight hat he
wears all the time, she then revised the skin assessment report. She further stated that Resident #2 relayed
that Resident #1 was trying to touch his butt, and that Resident #1 stated that he did not do anything. Also,
Staff #1 stated that several staff members had witnessed the altercation between Resident #1 and
Resident #2. An interview was conducted on January 20, 2026, at 11:13 AM and 11:46 AM with the alleged
perpetrator, who was the visitor for Resident #3. He stated that he is unable to talk to the surveyor because
the surveyor does not know how to speak Korean. Therefore, the interview was not successful. An interview
was conducted on January 20, 2026, at 12:50 PM with Resident #2; however, Resident #2 was not
consistent in his reporting, stating initially that he did have an altercation and later he did not. A call attempt
was made on January 20, 2026, at 10:25 AM for LPN (Staff #4), the other nurse on the East unit for
Residents #1 and #2 altercation, but Staff #4 was unreachable because the call was not answered, nor was
the surveyor able to leave the voicemail because the call ended before giving the option to leave voicemail.
An interview was conducted on January 20, 2026, at 12:48 PM with Resident #1, who stated that he does
not know Resident #2 and that he had no altercation with the resident. He stated that no one has hit him
and feels safe in the facility. An interview was conducted on January 20, 2026, at 1:20 PM with CNA (Staff
#3), who stated that there are different types of abuse, such as physical, emotional, verbal, sexual, and
financial. She stated that if she witnesses abuse, she would first ensure that the resident is safe, report to
the nurse, and take the necessary vitals for the resident. She stated she did not witness abuse between
residents, but stated that she did see the staff members rush to help the residents in an altercation last
month on the East unit. She further stated that if she witnesses resident-to-visitor abuse, she would make
sure the resident is safe, report it right away, and stop the altercation. She stated that she does not
remember working with Resident #3. An interview was conducted on January 20, 2026, at 1:34 PM with the
Activities Assistant (Staff #2), who stated that there are different types of abuse: physical, mental, financial,
verbal, and sexual. She stated that if she witnessed to resident-to-resident abuse, she would yell to get
nearby staff for help and stop the abuse. She stated that she would report the unit nurse and tell the
executive director about the abuse immediately. She further stated that she saw the altercation between
Resident #1 and Resident #2 when other residents were playing bingo. She saw Resident #2 walk up to
Resident #1 and put his hand on him, then she yelled, and two nurses came to break up the fight, before
she was able to intervene, since she was sitting behind the table. Staff #2 stated that they were first having
a normal conversation, next thing you know, the incident happened. She does not know what caused
Resident #2 to hit Resident #1. She further stated that with the altercation between the Resident and
Visitor, she would not intervene since it is family, but she would report it. She stated that she does not have
the right to restrain a family member, and she stated that she did not see the resident-to-visitor altercation
and does not know Resident #3. Multiple calls were made on January 20, 2026, at 09:07 AM, 11:04 AM,
and 1:52 PM to LPN (Staff #5), who wrote the progress note for Resident #3, but the LPN was unreachable.
Voice messages were left, but no return call was received. Multiple calls were made on January 20, 2026,
at 12:31 PM and 1:30 PM to CNA (Staff #6), who witnessed the incident with Resident #3 and her Visitor,
and had told other staff members, but she was unreachable, because the call was not answered. An
interview was conducted on January 20, 2026, at 2:17 PM with CNA (Staff #7), who stated that there are
different types of abuse, which include hitting, stealing, being mean to them,
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leaving the resident dirty, and restraining them. She stated that if she sees abuse, she would report it to the
nurse and call the DON. She stated that she has not witnessed abuse, but heard of abuse between resident
to family. She stated that her coworker, CNA #6, told her that she witnessed Resident #3's husband kicking
her very hard and notified the nurse and the DON. Staff #7 stated that Resident #3 was crying after the
incident and was unable to express herself since she spoke Korean. The husband was sent home after the
incident and returned because of the begging to talk to the wife, but he would have a supervised visit with
Resident #3. He was not allowed to be alone with his wife. An interview was conducted on January 20,
2026, at 3:25 PM with CNA (Staff #8), who stated that the facility's process for abuse is to report abuse
right away to the charge nurse or the administrator. He stated that there are different types of abuse, such
as physical, financial, sexual, and verbal. Staff #8 stated that if he witnessed resident-to-resident abuse, he
would first separate the two, then get help from another CNA, and report it. He stated that if he witnessed
resident-to-visitor abuse, he would report it right away to ensure the resident's safety. Then stated that there
was an incident that occurred between a resident and a visitor, when he was not present, where the
husband got mad at his wife, the patient, for not taking the medication, when she refused to take them, and
he kicked her. Staff #8 stated that cops were called, and the husband was only allowed supervised visits by
CNA's. An interview was conducted on January 20, 2026, at 3:33 PM with an LPN (Staff #9), who stated
that the facility's process for abuse is to separate the two individuals who are involved in the abuse and
immediately notify the administrator or the DON. After notifications, the incident would be documented in
the resident's chart, so the Administrator can start the investigation. He stated that the different types of
abuse are financial, physical, mental, and sexual. He stated that if he withessed abuse of a resident by
another resident, he would separate the parties involved and notify the DON, so they can start their
investigation. He further stated that if he witnessed resident-to-visitor abuse, he would intervene, do an
assessment, and let the administrator know. He stated that if a visitor who is combative is allowed back to
the facility, it places the resident in harm's way. He then stated that if the visitor is allowed back, the visit
should be supervised by a staff member. He stated that he has not worked with Resident #1. An interview
was conducted on January 20, 2026, at 3:43 PM with the DON (Staff #10), who stated that she expects
staff members to report abuse to the administrator, because staff members are aware they have two hours
to report. She stated if there is a resident-to-resident altercation, she would expect the staff members to
immediately separate the individuals right away, put them on 1-on-1 supervision, be assessed by the nurse;
at the same time, they would call the abuse coordinator and report the abuse. The abuse coordinator would
then conduct the investigation. She stated that if there is a visitor abusing a resident, the staff member
should immediately separate the parties involved and call her, and she would respond immediately. She
stated that Resident #3's husband pushed medication into the resident's mouth after she spat out the
medication, since she was refusing, he panicked and started to kick her. The DON stated that he was
banned from coming in for a couple of days, but the wife was not cooperating with staff or was taking
medication, and she would only listen to the husband and understood, so with supervision, he was brought
back after a couple of days. She would be sad, crying, wanting to see her husband. DON stated Resident
#3's husband's visits were monitored; he was not left alone after the incident. Further stated that a visitor
kicking a resident is considered physical abuse. Staff #8 stated that regarding Resident #2 and Resident
#1, that Resident #2 hit Resident #1 without warning in the dining area with full force. She further stated
that both residents were immediately separated by the staff member. The DON stated that this would be
considered abuse. A policy titled Abuse, Neglect,
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Exploitation and Misappropriation Prevention Program was revised April 2021 revealed that Residents have
the right to be free from abuse, neglect, misappropriation of resident property and exploitation. This
includes but is not limited to freedom from corporal punishment, involuntary seclusion, verbal, mental,
sexual or physical abuse, and physical or chemical restraint not required to treat the resident's symptoms.

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
035217 Page 5 of 5




