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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 - Immediate

jeopardy to resident health or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

safety observation, interview, and record review, the facility failed to ensure one resident (Resident #1) was free
from physical abuse on 07/23/25 when, as staff escorted the residents outside to smoke, Resident #2 made

Residents Affected - Few physical contact pushing Resident #1 down to the floor. Resident #1 was sent to the emergency room and

diagnosed with a fractured hip that required surgical repair. The facility census was 60.The Administrator
was notified on 07/31/25 of the Past Non-Compliance Immediate Jeopardy (1J) which occurred on 07/23/25.
Upon notification, the facility administration immediately started an investigation, notified the police
department and Department of Health and Senior Services of the incident, and in-serviced all staff on the
facility's policy and procedures for abuse and neglect. The 1J was corrected on 07/24/25. Review of the
facility's policy titled, Abuse Prevention Program, undated, showed:The facility will not tolerate verbal,
sexual, physical, or mental abuse, corporal punishment, and voluntary seclusion, neglect, or
misappropriation of resident property;All allegations will be investigated and any findings that indicate
abuse, willful neglect, mistreatment, or misappropriation of property will be taken very seriously and will be
dealt with harshly;Every employee must report witnessed abuse, any remarks made, which might indicate
abuse has occurred, and any signs of injury, like bruising or skin, tears to the supervisor, or charge nurse
immediately; The Administrator and the Director of Nursing (DON) Services have an open-door policy for
reports of abuse, neglect, mistreatment, or misappropriation of resident property and confidential reports
can be made at any time. Review of Resident #2's medical record showed:admitted on [DATE];Diagnoses
of major depressive disorder, anxiety disorder (persistent worry and fear about everyday situations),
paranoid personality disorder (a persistent pattern of extreme distrust and suspicion of others),
schizophrenia (a long term mental disorder that affects a person's ability to think, feel, or behave clearly,
sometimes including delusions or hallucinations), and post-traumatic stress disorder (PTSD - psychological
distress following a traumatic event);Had an appointed guardian/public administrator. Review of the
resident's Care Plan, revised 03/25/25, showed:Needs assistance from staff to make appropriate
decisions;Has poor judgment and a guardian (public administrator) to help in making decisions;Difficulty
getting along with other people and required staff oversight;Confrontational and usually easy to
redirect;Can make his/her wants and needs known;Intervene as necessary to protect the rights and safety
of others;Remove from the situation and take to alternate locations as needed; Review of the resident's
Physicians Orders Sheet (POS), dated July 2025, showed:An order for olanzapine (an antipsychotic-
primarily used to treat psychosis, a mental state characterized by a disconnect from reality, often involving
hallucinations, delusions, and disorganized thinking) medication 10 mg by mouth at bedtime for
schizophrenia, dated 07/18/25;An order for Invega (and antipsychotic medication) 234 mg/1.5 milliliter (ml)
inject intramuscularly (injection into the muscle) every day shift every 28 days for schizophrenia affective
disorder, depressive type, dated 05/23/25;An order to
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monitor for the following behaviors: agitation, stealing, delusions, hallucinations, psychosis, aggression,
refusal of care, smoking in his/her room, related to paranoid schizophrenia and major depressive disorder,
dated 06/13/25. Review of the resident's Behavioral Progress Notes, dated 07/23/25 - 07/24/25, showed:On
07/23/25, the resident made physical contact with Resident #1 on the unit. The resident punched Resident
#1 in the face and back of the head and then proceeded to push him/her down;On 07/24/25, the resident
was sent to the hospital. The guardian was notified of the emergency discharge. Review of Resident #1's
medical record showed:admitted on [DATE];Diagnoses of dementia (a disorder marked by memory loss,
personality changes, and impaired reasoning that interferes with daily functioning), major depressive
disorder (long-term loss of pleasure or interest in life), and chronic obstructive pulmonary disease (COPD -
a chronic inflammatory lung disease that causes obstructed airflow from the lungs);Had an appointed
guardian/public administrator. Review of the resident's annual Minimum Data Set (MDS - a federally
mandated assessment instrument completed by facility staff), dated 06/20/25, showed:Moderate cognitive
impairment;Required supervision with all aspects of daily activities of daily living. Review of the resident's
Progress Notes, dated 07/23/25 - 07/28/25, showed:On 07/23/25, Resident #2 made physical contact with
Resident #1 with bruising to left side of his/her face and complaints of right hip and leg pain. The
Administrator was at facility when the incident occurred. The police and the ambulance were notified;On
07/24/25, Resident #1 admitted to the hospital on [DATE] for a right hip fracture and surgery;On 07/28/25,
Resident #1 readmitted to the facility. During an interview on 07/31/25 at 10:15 A.M., Resident #1 said
he/she didn't have surgery and wasn't sent to the hospital. Everything was fine. Another resident hit him/her
in the back and up his/her body. He/She just remembered hurting. Review of the facility's investigation,
dated 07/23/25, showed:Resident-to-resident altercation on the unit between Resident #1 and Resident
#2;Resident #1 and Resident #2 separated immediately;Responsible parties and physician
notified;Resident #1 assessed and transferred to hospital for further evaluation;Resident #2 transferred to
the hospital for further evaluation;Witness statements gathered;Staff education and in-service
initiated;Local authorities notified with police report filed;Emergency discharge issued with guardian in
agreement for Resident #2. During an interview on 08/06/25 at 2:10 P.M., Licensed Practical Nurse (LPN) N
A said on the day of the incident, it was reported to him/her that a resident to resident altercation occurred
on the unit between Resident #1 and Resident #2. He/She did not witness the incident. Resident #1 and
Resident #2 were separated, assessed, and sent to the Emergency Department for further evaluation.
Resident #1 had bruising to the left side of his/her face and complaints of right hip and leg pain that LPN A
documented in Resident #1's 07/23/25 Progress Note. During an interview on 07/31/25 at 9:05 A.M., the
Administrator said the night nurse called her and she was still in the facility. LPN A reported there had been
a resident-to-resident altercation on the unit. Resident #1 and Resident #2 were on their way to smoke at
the patio at the end of the unit hall and had not made it to the patio area, when Resident #2 hit Resident #1
and pushed him/her down. Both residents were immediately separated by staff. Resident #2 was sent out
and given an emergency discharge. Emergency Medical Services (EMS) took both Resident #1 and
Resident #2 out of the facility to different hospitals to be further evaluated. Police were notified. An
investigation was started immediately with staff withess statements collected regarding the incident on the
unit. Resident #2 was transported to a local hospital, and the facility was notified the resident had been
transferred to a psychiatric facility. Resident #1 was transported to a local hospital upon assessment and
the resident's complaints of pain in the right leg and hip. The facility was notified Resident #1 would have
surgery due to a fractured hip. Resident #1 returned to the facility. A police report was filed. Both residents
have a
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Public Administrator and were notified of the incident.
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