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F 0744 Provide the appropriate treatment and services to a resident who displays or is diagnosed with dementia.
Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
or potential for actual harm observation, interview, and record review, the facility failed to provide appropriate care and services to
maintain the highest practical well-being for one resident (Resident #1) with a diagnosis of vascular
Residents Affected - Few dementia (a person has problems with reasoning, planning, judgment, memory and other thought

processes caused by brain damage from impaired blood flow to the brain), in a review of five sampled
residents. The facility failed to identify situations that triggered the resident causing aggression and
combativeness. The facility failed to identify non-pharmacological interventions to help the resident when
he/she was combative or refused care. While staff provided incontinence care on 9/18/25, the resident
became upset and combative. Staff continued to provide care and transferred the resident with a sit to
stand lift while the resident continued to hit staff. The facility also failed to ensure staff received and
understood dementia care training. The facility census was 80.The facility did not provide a dementia care
policy upon request. 1. Review of Resident #1's undated face sheet showed the following:-The resident
admitted to the facility on [DATE];-The resident had diagnoses that included vascular dementia. Review of
the resident's care plan, dated 4/30/25, showed the following: -The resident had cognitive
loss/dementia;-The resident may have difficulty understanding others at times related to presence of
vascular dementia;-Face the resident when speaking, obtain the resident's attention before speaking,
provide a quiet non-hurried environment free of background noises and distraction if he/she appears
distracted, speak clearly and adjust tone as needed;-The resident had behavioral symptoms;-The resident
was at risk for elopement due to confusion, independent locomotion in a wheelchair and medications that
suppress the thought process;-Administer medication per physician's order;-Assess the resident quarterly
and as needed. Review of the resident's significant change Minimum Data Set (MDS), a federally mandated
assessment instrument required to be completed by facility staff, dated 7/2/25, showed the following:-The
resident's cognition was severely impaired;-The resident had no physical, verbal or other behaviors toward
himself/herself or others;-The resident had no inattention, disorganized thinking or altered level of
consciousness;-The resident did not reject cares;-The resident's behavior was the same as prior
assessment;-The resident required substantial to maximum assist from staff for rolling left to right in
bed;-The resident was dependent on staff for transfers to and from his/her wheelchair, sitting to standing
positions, transfers to and from his/her chair and bed, showering, personal hygiene, and dressing. Review
of the resident's progress note dated 7/19/25 at 10:30 A.M, showed the resident could become agitated at
times and was alert and oriented to person and place. Review of the resident's progress note, dated
7/20/25 at 9:45 A.M., showed the resident could become agitated at times and was alert and oriented to
person and place. Review of the resident's progress note, dated 7/25/25 at 8:24 A.M., showed the resident
was combative with cares at times and was alert and oriented to person only. Review of the resident's
psychiatric progress note, dated 8/22/25, showed the following:-The resident was seen for a follow up
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F 0744 assessment and medication management of chronic psychiatric disorders;-Per the staff, the resident was
doing well with no worsening symptoms of psychiatric disorders, no disruptive behaviors, and no new

Level of Harm - Minimal harm psychiatric or behavioral issues;-The resident had no reported suicidal or homicidal ideations, audio or

or potential for actual harm visual hallucinations or psychosis;-Per the staff, the resident remained stable and at baseline;-The
resident's vascular dementia and major depressive disorder were chronic and managed;-The resident had

Residents Affected - Few no reported impaired concentration;-The resident's intelligence appeared to be within normal range;-The

resident's cognition showed the resident appeared to comprehend, shared information, and responded
appropriately to questions;-The resident had limited to poor judgement and fair to good insight;-The
resident's short and/or long-term memory was impaired;-The resident's thought process was illogical,
loose, his/her mood was appropriate and his/her affect was appropriate. There was no change;-The
resident's cognition was at baseline with no change;-The staff and/or resident were instructed to report
significant mood or emotional changes or any new psychiatric concerns. Review of the resident's physician
order sheet, dated 8/23/25 to 9/23/25, showed the following:-Donepezil (used to treat dementia associated
with Alzheimer's disease, a progressive disease that destroys memory and other important mental
functions) 10 milligrams (mg) by mouth one time a day at bedtime, start date was 12/2/23;-Zoloft
(antidepressant medication)100 mg by mouth one time a day at bedtime, start date was 1/11/25;-Depakote
delayed release (used as a mood stabilizer) 250 mg by mouth two times a day, start date was
1/25/25;-Eliquis (blood thinner) 5mg by mouth two times a day, start date was 12/2/23. Review of the
resident's progress note, dated 9/18/25 at 3:13 P.M. and 4:11 P.M., showed the following:-The resident's
spouse/power of attorney (POA) approached the Social Services Director (SSD) with concerns regarding
bruising on the resident's upper forehead (this should be noted as left forearm);-The spouse told the SSD
he/she asked the resident if someone had done that to him/her and the resident pointed to Certified
Nursing Assistant (CNA) B in the dining room;-The incident was reported to the physician. During an
interview on 9/23/25 at 2:50 P.M. the resident's spouse/power of attorney (POA) said the following: -The
POA arrived at the facility on 9/18/25 at about 12:30 P.M. and sat with the resident in the dining room;-The
POA saw marks on the resident's left forearm that looked like fresh open round sores;-The POA asked the
resident what happened. The resident responded he did it while he/she pointed at CNA B;-The POA spoke
with the SSD; -CNA B was immediately sent home;-The resident always kept a picture of his/her spouse in
his/her shirt. The picture was in a metal frame with a glass front;-Staff said the resident hit his/her left arm
with the picture frame. Observation on 9/23/25 at 4:10 P.M. showed the following:-The resident sat in his/her
wheelchair watching television in the common area;-Licensed Practical Nurse (LPN) L lifted the bandage
on the resident's left anterior forearm;-The resident had four small skin tears (not quite the size of a dime);
-As LPN L put the bandage back in place, the resident became agitated and yelled he/she wanted to go to
bed. During an interview on 9/24/25 at 9:36 A.M. and 3:28 P.M. CNA D said the following:-He/She was in
the resident's room with CNA B to provide peri care and transfer the resident to his/her wheelchair;-During
peri care the resident was in bed and the CNAs rolled the resident toward CNA D and the resident did fine.
When they rolled the resident towards CNA B, the resident became aggressive and swung his/her arms
around. The resident had a picture frame in his/her hand and tried to hit CNA B;-CNA B left the room to get
the nurses and the sit to stand lift to transfer the resident to his/her wheelchair;-CNA D and CNA B got the
resident into the sit to stand lift and the resident was still combative and swung his/her arms at CNA B;-The
resident was never aggressive when CNA D took care of the resident alone. The resident was only
aggressive when CNA B was in the room with him/her;-CNA D did not receive dementia care training upon
hire at the facility and had not received direction on
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F 0744 what to do when Resident #1 was aggressive and combative. During an interview on 9/24/25 at 9:20 A.M.
CNA B (who is the same gender as the resident) said the following:-On 9/18/25, CNA D was in the

Level of Harm - Minimal harm resident's room and asked for help;-CNA B went in the resident's room; put the resident's socks on and

or potential for actual harm noticed the resident had soiled his/her incontinence brief;-He/She and CNA D assisted the resident on the
bed and began to change the soiled brief;-During care, the resident yelled and swung his/her fist and open

Residents Affected - Few hand at the staff and had a picture frame in his/her right hand;-The resident hit himself/herself with the

picture frame on his/her left arm;-CNA B left the room to get the nurses and the sit to stand lift to transfer
the resident to his/her wheelchair;-CNA B told the nurses the resident cut his/her arm;-He/She and CAN D
transferred the resident to his/her wheelchair with the sit to stand lift. The resident yelled and swung his/her
arms during the entire transfer. During an interview on 9/24/25 at 8:20 A.M. LPN F said the following:-On
9/18/25, CNA B came and got LPN F and LPN A at the nurse's station to assist with the resident because
he/she was combative during peri care; -CNA B got the sit to stand lift and returned to the resident's room
to begin a transfer. CNA B and CNA D assisted the resident into the sling of the sit to stand lift to transfer
the resident to his/her wheelchair. During the time the CNAs assisted the resident he/she was combative
and aggressively swung his/her arms at the CNAs;-The CNAs completed the transfer even though the
resident was combative and aggressive;-LPN F stood at the doorway of the resident's room during the
transfer;-On 9/18/25, LPN F did not think the CNAs needed to stop their task because the problem was
gone when CNA B left the room after the transfer was completed;-When CNA B left the room, the resident
calmed down and was fine;-He/She did not receive dementia care training upon hire at the facility in May
2025. During an interview on 9/24/25 at 8:34 A.M. and 3:34 P.M., LPN A said the following:-CNA B came to
the nurse's station and asked if LPN F and LPN A could assist with a transfer for Resident #1;-CNA B and
CNA D placed the sling for the sit to stand lift on the resident and attempted to attach it to the lift. The
resident swung his/her arms and fist at CNA B during this time;-The CNAs continued with the transfer until
it was completed, and the resident was in his/her wheelchair;-The only direction he/she had been given
regarding the resident's behavior was to chart when the resident had behaviors;-9/18/25, the day of the
resident's behaviors that caused a skin tear, was his/her first day working alone on the floor. LPN A did not
know if the resident's behaviors were baseline or not, so he/she did not react to what was going on;-Now
he/she knew those behaviors are not a baseline behavior for the resident;-If she had known about the
resident's behaviors, he/she would have told the CNAs to stop and walk away and try again a little
later;-He/She did not get dementia care training upon hire at the facility; Review of the resident's progress
note, dated 9/23/25 at 4:21 P.M., showed the following:-CNA | notified the nurse on duty that during routine
care the resident gashed the top of his/her hand;-CNA | said the resident grabbed his/her hand when CNA |
rolled the resident in the bed. Review of the resident's progress note, dated 9/23/25 at 4:39 P.M., showed
the following:-A new order was obtained to clean top of the left hand with wound cleanser, apply triple
antibiotic ointment and cover with a band aid;-Discontinue when healed;-This was a new wound and there
was no other documentation to show how the resident obtained the injury. Review of the resident's care
plan showed no update regarding the resident's behaviors or response to care staff of the same gender.
Review showed no direction for staff regarding individualized interventions related to dementia care. During
an interview on 9/25/25 at 10:05 A.M. Nurse Assistant (NA) J said the following:-He/She did not receive any
dementia training when hired on 8/8/25 or since hire;-Resident #1 had behaviors when he/she provided
peri care and showers;-The resident yelled and cussed at him/her and tried to hit him/her;-NA J learned
from experience working with the resident that if he/she talked to the resident calmly the
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F 0744

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

resident would calm down and let NA J provide care;-NA J did not have access to the resident's care
plan;-NA J had to ask during report how to care for the residents. During an interview on 9/23/25 at 1:26
P.M. and 3:46 P.M. CNA K said the following:-The resident was often combative; -If two aides of the
opposite gender provided care it was best, and the resident did not act out as much; -CNA K did not think
the resident liked staff of the same gender to care for him/her;-CNA K frequently got report from CNA |,
who was the same gender as the resident, who said Resident #1 was combative, aggressive, or cursed
when CNA | provided care;-The resident was changed from a two person assist with a gait belt (an
assistive device which can be used to help safely transfer a person from a bed to a wheelchair and assist
with sitting and standing) for transfers to a sit to stand lift;-Once the resident was in the standing position in
the sit to stand lift, he/she would let go of the handles and flail his/her arms almost every time;-CNA K did
not have any kind of dementia training. During an interview on 10/1/25 at 11:29 A.M. CNA | (who is the
same gender as the resident) said the following:-Resident #1 had been very combative and yelled out. The
resident had hit CNA | many times before, bit and scratched him/her;-Staff could not redirect the resident
when he/she was angry. The resident continued to be upset for about 45 minutes once he/she was upset
and then calmed down. During an interview on 9/24/25 at 4:22 the MDS/Care Plan Coordinator said the
following:-It was her responsibility to update resident care plans;-She should have updated the resident
care plan after the incident with the resident on 9/18/25;-Not all CNAs knew how to access a resident's care
plan on the computer. During an interview on 9/24/25 at 4:15 P.M. the Director of Nursing (DON) said the
following:-She expected staff to notify her if a resident had behaviors. CNAs should notify nurses, and the
nurses should notify the DON;-All staff know non-pharmacological interventions to use if a resident had
behaviors; leave the resident and go back later and try again, redirect the resident, and figure out what
triggered the resident;-The care plan should have been updated by the MDS/Care Plan Coordinator;-Staff
received dementia care training upon hire. During an interview on 9/24/25 at 4:30 P.M. the Administrator
said the following:-Staff received dementia care training upon hire;-She expected staff to step away from
Resident #1 if he/she had behaviors or resisted cares and then go back later and try again;-She did not
know the resident did not like or had a problem with CNA B until the incident on 9/18/25. None of the staff
let her know;-She also did not know the resident did not like or had a problem with CNA | and had
behaviors when CNA | provided care to the resident. During an interview on 9/30/25 at 9:57 A.M. the
resident's Psychiatric Nurse Practitioner said the following:-He/She was not aware the resident had
behaviors. This was the first time she heard Resident #1 exhibited behaviors of any kind;-He/She was at the
facility on 9/25/25 and spent time with the resident with the SSD in the room. The SSD said the resident
was doing fine and had no problems;-He/She expected staff to let him/her know if the resident exhibited
behaviors. Just because a problem appeared to be resolved, it did not mean the behavior was over or
wouldn't occur again; -The Psychiatric Nurse Practitioner expected staff to have dementia care training; -A
staff member's approach with dementia residents was very important;-If staff haven't been trained properly
or don't have access to care plans to know how to care for residents, it could be hard for both the staff and
the resident. 26241422621418
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