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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall be
formulated by a Resident Care Policy Committee
consisting of at least the administrator, the advisory
physician or the medical advisory committee, and
representatives of nursing and other services in the
facility. The policies shall comply with the Act and
this Part. The written policies shall be followed in
operating the facility and shall be reviewed at least
annually by this committee, documented by written,
signed and dated minutes of the meeting.

Section 300.1210 General Requirements for Nursing and
Personal Care

b) The facility shall provide the necessary care and
services to attain or maintain the highest practicable
physical, mental, and psychological well-being of the
resident, in accordance with each resident's
comprehensive resident care plan. Adequate and properly
supervised nursing care and personal care shall be
provided to each resident to meet the total nursing and
personal care needs of the resident.

d) Pursuant to subsection (a), general nursing care
shall include, at a minimum, the following and shall be
practiced on a 24-hour, seven-day-a-week basis:
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6) All necessary precautions shall be taken to assure
that the residents' environment remains as free of
accident hazards as possible. All nursing personnel

shall evaluate residents to see that each resident
receives adequate supervision and assistance to prevent
accidents.

Section 300.3210 General

t) The facility shall ensure that residents are not
subjected to physical, verbal, sexual or psychological
abuse, neglect, exploitation, or misappropriation of
property.

These requirements were not met as evidenced by:

Based on interview and record review, the facility
failed to prevent and protect a resident (R1) from
physical abuse for one resident from another resident
(R2), with potential of aggressive behaviors including
verbally threatening to hit others out, of three
residents reviewed for physical abuse. This failure
resulted in R1 observed with redness to her cheek and
saying she was hit and R1 experiencing emotional
distress and feelings of being unsafe in the facility.

Findings include:

On 02/02/2026 at 12:54PM, R1 states she was lying in
her bed at approximately 8:30PM on Friday 01/30/2026
when an unknown male (identified as R2) walked into her
room. R1 states she told R2 that he had entered the
wrong room. R1 states R2 then walked over and sat on
the edge of her bed and began to pull her sheets down
off of her. R1 states R2 then began to walk towards her
and she placed the bedside table in front of her and
held on to it to keep R2 away. R1 states R2 tried to

pull the bedside table away from her but she held on
tight and R2 then punched her in the face. R1 states R2
never said a word to her but walked past her roommate
and came straight to her. R1 states one of the staff
members came in and saw R2 in her room and removed him
from her room. R1 states she then called V3 (R1's
Family Member) and she was crying and could not even
talk straight. R1 states V3 came rushing to the

facility and V3 called the police. R1 states V3 talked

to the police and filed a police report. R1 states the
facility stated to her that they would be investigating

the incident. R1 points to her left eye and surveyor
observes a red bruise under her left eye measuring
approximately ¥z inch in horizontal length. R1 states at
first her eye was swollen but she did not want to go to
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the hospital, so the nurse gave her pain medication and
an ice pack for her face. R1 states she was okay before
R2 did what he did to her, and she is not really sure

if she feels safe in the facility. R1 states she was
emotional and cried the entire day. R1 states she was
informed that they sent R2 out to the hospital for
psychiatric evaluation.

On 02/02/2026 at 2:14PM, V3 (R1's Family Member) states
on Friday 01/30/2026 at approximately 8:45PM, he
received a call from R1. V3 states R1 was crying and
saying, “he hit me.” V3 states R1 told him that R1 was

in bed when an unknown male (identified as R2) came
into her room and walked around her bed and then tried
to pull her blanket down off of R1. V3 states R1 said

R2 then walked around to the front of her bed and tried
to move the bedside table to possibly get on top of R1.
V3 states R2 could not remove the bedside table so then
he punched R1 in the face. V3 states R1 was screaming
for help in the facility and V3 called the front desk

and informed someone that R1 was being attacked so that
someone could go and help R1 until he arrived to the
facility. V3 states he then called the police and went
directly to the facility afterwards. V3 states when he
arrived at the facility, he initially could not locate

any of the staff members at the nurse’s station. V3
states the police and the fire department arrived at

the facility and he filed a police report to report the
incident. V3 states R2 could have raped or killed R1,

and the facility told him that R2 has dementia. V3

states that although R2 has dementia, the facility

staff are responsible for making sure R1 is safe, and
they also should ensure that they are monitoring R2 and
other residents.

R1's Facesheet documents that R1 was admitted to the
facility on 10/25/2025 with diagnoses not limited to:
sensorineural hearing loss, bilateral, rheumatoid
arthritis, other abnormalities of gait and mobility,
vitamin d deficiency.

R1's MDS/Minimum Data Set dated 01/28/2026 documents
that R1 has a BIMS/Brief Interview for Mental Status of
13/15, indicating that R1 is cognitively intact.

R1's progress note dated 01/31/2026 at 1:07PM written
by V4 (Wound Care Nurse/LPN) documents, “writer was
informed by CNA that R1 was hit in the face by another
resident. Writer assessed resident. Resident in bed
crying stated that another resident punched her in the
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face. Writer observed redness to left cheek. No open
skin. Patient's face and neck were flushed. Patient
called her son who came to facility. Prn pain

medication given. DON, assistant administrator, and MD
notified. New order for STAT facial xray. Paramedics
called. R1 and family refused to be evaluated in
hospital.”

R2’s Facesheet documents that R2 was admitted to the
facility on 05/21/2024 with diagnoses not limited to:
unspecified dementia, suicidal ideations, major
depressive disorder, recurrent.

R2's MDS dated 01/26/2026, documents that R2 has memory
problems and does not score on the BIMS/Brief Interview
for Mental Status.

R2’s care plan documents in part, “I have potential for
aggressive behavior r/t dementia. Will not harm self or
others. Encourage participation in activities. Observe
resident’s location and change in aggression level.
Remove from area when resident shows increased
aggression.”

R2’s progress note dated 01/31/2026 at 1:14PM written
by V4 (Wound Care Nurse/LPN) documents, “writer
informed by CNA that R2 hit another resident in the
face. Resident was immediately separated from patient
and placed on a 1:1. DON, assistant administrator and
MD notified. R2 sent to ED with petition for psych
evaluation. Patient transferred to hospital accompanied
by 4 paramedics.”

R2’s progress note dated 01/31/2026 at 8:20PM documents
“Writer called hospital; spoke with RN; R2 is being
admitted with diagnosis of AMS/altered mental status.”

On 02/02/2026 at 3:42PM, V4 (Wound Care Nurse/LPN)
states she was the nurse on duty assigned to care for

R1 and R2 on Friday 01/30/2026. V4 states at
approximately 8:30PM, she was located in another
resident’s room admitting a new resident when V5
(Certified Nursing Assistant/CNA) informed her that an
incident had occurred between R1 and R2. V4 states she
then went inside of R1’s room to talk to R1 to ask what
happened. V4 states she assessed R1 and R1 was upset at
that moment. V4 states R1 informed her that R2 hit her
in the face. V4 states R1’s face was not swollen but
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flushed red and R1 was sitting on the bed. V4 states at
this time R2 was not located inside of R1’s room. V4
states she was trying to calm R1 down and tell her that
R2 has been removed for R1's safety. V4 states she
informed administration of what had occurred. V4 states
R1 had already called V3 (R1’s family member) and V3
arrived at the facility pretty quickly. V4 states she

also went to assess R2 and ask what happened. V4 states
R2 told her that he did not remember going into R2's
room. V4 states 911 was called, and she informed R2
that he would be going out to the hospital for

evaluation. V4 states R2 was placed on 1:1 monitoring
and one of the CNA staff members monitored R2 until the
paramedics arrived. V4 states R2 has a diagnosis of
dementia and residents with dementia are monitored by
the general standards of every two hours. V4 states

R2’s room was located right next door to R1's room so
R2 must have just walked right into R1's room.

During observation on 02/02/2026, surveyor observes
that R1’s room is located next door to R2’'s room and
both rooms are located directly across from the nurses’
station.

On 02/02/2026 at 4:00PM, V5 (Certified Nursing
Assistant/CNA) states she was assigned to care for R1
and R2 on Friday 01/30/2026. V5 states she was located
in the shower room providing care for another resident
when she heard a resident say “help.” V5 states when
she exited the shower room, she saw another CNA
(identified as V6/CNA) going inside of R1's room. V5
states she also went to R1's room and she saw R2
standing in R1's room on the side of R1's bed and she
saw R1 holding her face. V5 states she saw that R1’s
face was flushed red. V5 states she asked R2 what
happened and R2 did not say one word to her. V5 states
herself and V6 removed R2 out of R1’s room and placed
him at the nurse’s station. V5 states R2 was placed on
1:1 monitoring and she monitored R2 until the ambulance
came because staff did not want R2 to hit anyone
another resident. V5 states ten minutes before the
incident, she checked on R2 and saw that R2 was asleep
in bed with the lights and TV/television off. V5 states

R2 has never done anything like this before. V5 states

R2 talks whenever he wants to and will usually tell you
that he is about to hit you. V5 states R1 and R2’s

rooms are right next to one another and R2 can easily
access R1's room. V5 states there was no reason why R2
was inside of R1's room and R2 should not have been in
R1’s room.
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On 02/02/2026 at 4:19PM, V1 (Administrator) states he
has been the abuse coordinator for the past 3 years. V1
states he was informed that on Friday 01/30/2026, R2
went into R1’s room, there was an altercation, and R2
was sent out to the hospital for psychiatric

evaluation. V1 states a police report number was
provided to him as #JK133146.

On 02/03/2026 at 1:47PM, V1 informs surveyor that the
facility does not have a supervision/monitoring policy.

On 02/02/2026 at 5:10PM, V6 (CNA) states at
approximately 8:00PM, she was providing care to another
resident when she heard R2 yell out for help. V6 states
she walked into R1’s room and saw R2 standing in R1's
room located at the foot of R1’s bed. V6 states R1 was
very hysterical, and she heard R1 say “get him out.” V6
states she removed R2 from R1’s room. V6 states she
went to inform the nurse and manager, who then went
inside of R1’s room to check on her. V6 states she took
R2 to the nurse’s station and V5 (CNA) monitored R2
until 911 arrived. V6 states when the ambulance arrived
R1 did not go to the hospital. V6 states she provided
R1 with an ice pack and finished caring for her
assigned residents. V6 states she could not really see
R1's face because R1 was covering her face with her
hands. V6 states she had never seen this behavior from
R2 before, but she knows that R2 has dementia. V6
states although R2 can get up and walk, he ambulates
via a wheelchair. V6 states R2’s usual behavior is that
R2 will be inside of the dining room being monitored by
staff or inside of his room. V6 states usually every 15
minutes, staff monitor the residents who are diagnosed
with dementia. V6 states residents who are not
diagnosed with dementia, staff monitors them every two
hours.

Facility reported incident dated 01/30/2026 documents
the facility reported an incident involving R1 and R2
to the state agency.

Facility policy dated 01/08/2026 titled, “Abuse and
Retaliation Prevention and Reporting” documents in
part, “This facility affirms the right of our residents
to be free from abuse, neglect, exploitation,
retaliation, misappropriation of property, deprivation
of goods and services by staff, or mistreatment. This
facility therefore prohibits abuse, neglect,
exploitation, misappropriation of property, and
mistreatment of residents....this will be done by:
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stablishing an environment that promotes resident
sensitivity, resident security, and prevention of
mistreatment. This facility is committed to protecting
our residents from abuse, neglect, exploitation,
retaliation, misappropriation of property and
mistreatment by anyone, including but not limited to
facility staff, other residents.....Supervisors will
monitor the ability of the staff to meet the needs of
residents, including ensuring that assigned staff have
knowledge of individual resident care needs.”
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