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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, interviews, and review of facility policy and procedures, the facility failed to ensure one 
resident (#87) was free from abuse from another resident (#16). The deficient practice resulted in one 
resident (#87) sustaining injuries.Based on clinical record review, interviews, and review of facility policy and 
procedures, the facility failed to ensure one resident (#87) was free from abuse from another resident (#16). 
The deficient practice resulted in one resident (#87) sustaining injuries.Findings include:Related to Resident 
#87-Resident #87 was admitted to the facility on [DATE] with diagnoses that included Aphasia, other 
specified intracranial injury without loss of consciousness, sequela, Anxiety disorder and Schizoaffective 
disorder, Bipolar type.Review of the quarterly Minimum Data Set (MDS), dated [DATE] indicated the Brief 
Interview for Mental Status (BIMS) was not completed. However, staff assessed Resident #87's cognitive 
skills for daily decision making to be moderately impaired. The same assessment also noted that Resident 
#87 exhibited other behavioral symptoms that were not directed towards others every 4-day days during the 
assessment period.Review of the care plan, initiated on December 21, 2021, indicated Resident #87 had a 
behavior problem related to his Schizoaffective disorder, Bipolar type and intermittent explosive disorder as 
evidenced by his restlessness, irritability, and decreased appetite. Interventions included administering 
medications as ordered, monitoring and documenting the side effects of the medications, anticipate and 
meet the resident's needs, and 1:1 attempt to figure out why or what is causing the behaviors due to the 
resident's word salad and difficulty communicating his thought process.Review of a Nursing Note, dated 
October 12, 2025 at 6:03 P.M., revealed that the Assistant Director of Nursing (ADON/Staff #41) notified the 
resident's provider and case manager of a resident-to-resident altercation, via e-mail. Review of an Incident 
Note, dated October 12, 2025 at 10:01 P.M., revealed it was created by Licensed Practical Nurse (LPN/Staff 
#8). The note indicated that around 5:27 P.M. Resident #87 had a verbal disagreement with his roommate 
(Resident #16) regarding a light in the room. The roommate had pushed Resident #87 which caused the 
resident to lose his balance and fall. The same note indicated that an assessment of Resident #87 was done 
and it was determined that he sustained a 4-centimeter (cm) laceration to the back of his head. The bleeding 
was cleaned and bandaged and Resident #87's vital signs were within normal limits. The note shared that 
both residents were able to be successfully redirected and the roommate was moved to a different room.An 
interview with Resident #87 was attempted on October 30, 2025 at 3:26 P.M. However, the resident was not 
interviewable. He was observed to have a hat on his head so alleged wounds were not able to be observed. 
Resident #87 was not willing to remove the hat when asked.Related to Resident #16-Resident #16 was 
admitted to the facility on [DATE] with diagnoses that included Dementia, mild with other behavioral 
disturbance, adjustment disorder with mixed anxiety and depressed mood, and insomnia.Review of the 
admission MDS, dated [DATE] indicated Resident #16 had a BIMS score of 12 which indicated he has 
moderate cognitive impairment. The same MDS also noted Resident #16 exhibits hallucinations, delusions, 
wandering, and other behavioral symptoms not directed towards others every 1-3 days during the 
assessment period.Review of the care plan, initiated on September 8, 2025 indicated Resident #16 had a 
behavioral problem related to Dementia with agitation and anxiety as exhibited by his exit seeking, 
restlessness, delusions, and inability to fall/stay asleep. Interventions included administering medications as 
ordered, monitoring and documenting side effects of the medications, anticipate and meet the resident's 
needs, and to intervene as necessary to protect the rights and safety of others.Review of the clinical record 
revealed a Psych follow-up note dated October 8, 2025 at 12:45 P.M. The note indicated that Resident #16 
was to restart Risperidone 0.5 milligrams (mg) every evening due to increased behaviors and delusions after 
recent discontinuation. The note also indicated the resident was to be monitored for changes in behavior or 
perception and that a follow-up will be done in two weeks.Review of a Progress Note, dated October 11, 
2025 at 8:01 P.M. revealed that Resident #16 was transferred to the current facility, from another facility, 
after assaulting another resident. It also noted that Resident #16 did not recall assaulting another resident at 
his previous facility.Review of a Nursing Note, dated October 11, 2025 at 10:17 P.M. was exhibiting 
increased irritability and was verbally aggressive when being redirected. It took staff several attempts to have 
the resident take his bed time medications.Review of an Incident Note, dated October 12, 2025 at 9:38 P.M. 
and created by Staff #8, revealed that around 5:27 P.M. a verbal disagreement took place between Resident 
#16 and his roommate regarding a light in the room. It also noted that the roommate sustained a 4 cm 
laceration to the back of his head while Resident #16 had his room assignment changed to a different room.
A Nursing Note, dated October 13, 2025 at 1:12 P.M. indicated that the incident was reviewed with the 
nursing team and management. It was then decided to relocate Resident #16 to a different unit due to his 
behaviors and agitation that the resident causes to others due to his impulsivity. The note also indicated that 
Resident #16's provider and guardian was informed of the unit change.An interview was conducted with 
Resident #16 on October 31, at 8:38 A.M. Resident #16 did not recall hitting or pushing anyone. When asked 
why he was moved to his current unit, he indicated that he assumed it was because someone decided that 
he would be a better fit on the current unit. He was unable to explain why he would be a better fit.An 
interview was conducted with LPN/Staff #8 on October 30, 2025 at 2:50 P.M. Staff #8 recollected hearing 
yelling from where she was at the nurses' station. She then went to investigate the noise and entered the 
room of Resident #87 and #16. She continued to explain that she observed Resident #87 on the floor leaning 
against the dresser and Resident #16 standing by the bathroom. She shared that Resident #16 told her he 
had pushed Resident #87 because he wanted the bathroom light on and Resident #16 wanted it off. Staff #8 
explained that Resident #87 sustained a 4-centimeter laceration on his head and his vitals were stable after 
the incident. There were no changes in Resident #87's neurological status. She also described Resident #16 
as someone who is intrusive and can get agitated when other residents in the unit don't listen to him. He 
often needs to be redirected by staff.An interview was conducted with Certified Nursing Assistant (CNA/Staff 
#14) on October 31, 2025 at 8:51 A.M. Staff #14 recalled hearing a loud noise and herself and another CNA 
ran to the noise and saw Resident #87 on the floor with his head against the dresser. She explained that 
they had helped him up and she applied pressure to a wound on the back of his head which was bleeding. 
Resident #16 was moved to a different unit. Staff #14 explained that both residents had been having multiple 
disagreements about the room light being off/on and Resident #16 had been increasingly agitated leading up 
to the event but he had never been physical before.An interview was conducted with the Director of Nursing 
(DON/Staff #3) on October 31, 2025 at 9:06 A.M. Staff #3 described abuse as when someone is not 
receiving proper care, medical attention, or is harmed by staff or other residents. She also explained the 
incident as where one resident was wanting the bathroom light on while the other resident wanting the 
bathroom light off. Resident #16 then pushed Resident #87 out of the way and he then fell and hit the back of 
his head on the floor. Staff #3 described Resident #87 as someone who is very clean and likes to sleep in 
the dark. Staff then separated the two residents and moved Resident #16 to a different room before 
eventually moving him to a different unit. She also indicated that Resident #87 sustained a laceration to the 
back of her head and that she believed it was 4-centimeters. Staff #3 explained that Resident #16 had never 
exhibited physical aggression towards others and he was new to the current facility. There was no indication 
that he had physical aggression towards others prior to be admitted to the current facility. When asked to 
read the October 11, 2025 progress note, she indicated the note mentioned Resident #16 had physical 
aggression behaviors at his previous facility. Staff #3 explained that when new residents are admitted , they 
are put in the locked unit to observe their behaviors and to determine if the unit is a good fir for them or if 
they can be put in a less restrictive unit. When asked what the risk to the residents are if they are abused by 
other residents, Staff #3 shared that residents could fall, have physical injuries, can be affected mentally, 
become depressed, or self-isolate. She also indicated that this situation she would consider this abuse due 
to the fact that Resident #16 willfully harmed Resident #87.Review of the policy titled Identifying Types of 
Abuse, dated 2001 indicated that Abuse was the willful infliction of injury, unreasonable confinement, 
intimidation, or punishment with resulting physical harm, pain, or mental anguish. It also identified 
resident-to-resident abuse as a type of abuse.
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