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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on the 
clinical record review, staff and resident interviews, and facility policies and procedures, the facility failed to 
protect the resident (#8) rights to be free from physical abuse by another resident (#7). The deficient practice 
could result in bodily injury and emotional or mental trauma.Findings include:-Regarding Resident # 
7:Resident #7 was admitted to the facility on [DATE], with diagnoses that included diffuse traumatic brain 
injury with loss of consciousness, essential hypertension, hereditary and idiopathic neuropathy, unspecified, 
intrapartum hemorrhage, unspecified, anxiety disorder, unspecified. The quarterly Minimum Data Set (MDS) 
dated [DATE], revealed a Brief Interview of Mental Status (BIMS) score of 00, indicating severe cognitive 
impairment. The MDS revealed that the resident had no potential indicators of psychosis but exhibited 
physical behavioral symptoms directed towards others (e.g., hitting, kicking, pushing, scratching, grabbing or 
abusing others sexually), verbal behavioral symptoms directed towards others (e.g., threatening others, 
screaming at others, cursing at others, and rejection of care (e.g., bloodwork, taking medications, ADL 
assistance), with a frequency of 1 to 3 days. Furthermore, the MDS revealed that the resident wore glasses 
to improve visual acuity and was usually able to make themselves understood and understand others.The 
resident's quarterly care plan dated June 12, 2025, revealed that the resident was at risk for elopement 
related to traumatic brain injury, as evidenced by attempting to leave the building. Interventions included the 
use of a wander guard, completion of elopement risk assessment, and placement of the resident in 
supervised areas. Further, the care plan revealed that the resident had the potential to exhibit behavioral 
symptoms, including refusal of care, cussing at staff, and swatting with arms. The resident was noted to be 
gaining control of functional abilities and will now swing at staff and family. The care plan revealed that the 
resident is now able to drag himself out of bed, climb into his wheelchair, and propel out of the room. The 
resident sometimes dragged himself to the toilet and poured water from the toilet onto himself. The resident 
had been observed wandering into other residents' rooms and taking items. The related short-term goal 
identified in the care plan stated that the resident will show no signs or symptoms of negative consequences 
or outcomes secondary to behaviors. Interventions in the care plan included the use of two staff for all care 
provided, staff to watch the resident when he is out of bed in common areas, and staff will assess whether 
behaviors endanger the resident and or others and intervene if necessary. Additional interventions included 
that staff will convey an attitude of acceptance toward the resident, not alienate or criticize the resident when 
he is resistant to care, maintain a calm environment, and provide consistent staff as much as possible.A 
review of the progress note dated July 18, 2025, at 09:54 P.M. revealed notes from the facility's behavioral 
health team meeting where the resident's behaviors and medications were reviewed. Results of the meeting 
revealed that the team's psychiatric provider increased the resident's valproic acid to 250 mg TID due to 
behaviors and review of laboratory results.A review of a progress note dated July 19, 2025, at 10:23 P.M. 
revealed that the resident was involved in a resident-to-resident altercation after he was noted to wander into 
another resident's (resident # 8) room and take the other resident's water bottle. Staff returned the water 
bottle, and resident # 8 witnessed the resident coming out of the room and questioned resident #7 about 
taking his things. Resident #7 became agitated, began cursing, and while the staff were separating the 
residents, reached out and made contact, striking him in the arm. No injuries to either resident were reported.
An additional review of progress notes of the past 30 days revealed entries noting resistance to care or 
aggression on June 24, 2025, at 10:53 P.M, June 26, 2026, at 10:36 P.M., June 30, 2025 at 02:56 P.M., July 
15, 2025, at 10:18 A.M., July 18, 2025, at 06:25 A.M. All other entries indicated that the resident was 
cooperative with care.-Regarding Resident #8:Resident # 8 was admitted on [DATE], with diagnoses that 
included intracranial injury with loss of consciousness of unspecified duration, major depressive disorder, 
recurrent, anxiety disorder, unspecified.The quarterly MDS dated [DATE], revealed a BIMS score of 13, 
indicating intact cognition. The PHQ-2 revealed a score of 00, indicating no mood disturbance. Behavioral 
symptoms identified in the MDS included no presence of delusions, physical symptoms directed towards 
others, rejection/refusal of care, or wandering.A review of the resident's care plan indicated that placement 
was required on a secured unit secondary to his psychiatric diagnosis, poor safety awareness, which 
resulted in the resident exhibiting behaviors that could possibly place the resident or others at risk. A review 
of the resident's monthly summary progress note dated June 13, 2025, revealed that the resident had mild 
cognitive and memory impairment and was independent in the majority of activities of daily living, requiring 
only supervision or set-up assistance. The note further stated that the resident exhibited infrequent behaviors 
and had effective communication and understanding. review of the resident's progress note dated July 19, 
2025, at 10:47 P.M. revealed that the resident was involved in a resident-to-resident altercation. The resident 
witnessed resident #7 coming out of his room and questioned him about taking his things. Staff attempted to 
separate the two residents. Resident #7 contacted the resident, hitting him in the arm. Skin assessments 
were conducted on both residents, which revealed no injury. Notifications were completed, but no further 
interventions were identified.A review of the resident's progress notes dated July 20, 2025, revealed that the 
resident had no complaints of pain and that no injury was noted to the resident's arm. The note indicated that 
the resident was up in the dayroom and spending time in activities. A review of the facility's grievance log for 
the previous 4 months (from April through July, 2025) revealed that there were no grievances listed for either 
resident. An interview was conducted with Licensed Practical Nurse (LPN/ Staff #160) on July 21, 2025, at 
11:16 A.M. The LPN stated that she is familiar with abuse and defined it as verbal, physical, sexual, 
confinement, or misappropriation. Staff #160 stated that she receives abuse training at the facility annually 
and holds Crisis Prevention Institute (CPI) certification. The LPN stated that if staff witness abuse between 
residents, the first goal is to create safety, separate the residents, call the doctor, family, administrator, and 
Director of Nursing (DON). When asked about the specific incident, the LPN stated that she remembered the 
event and was in the day room speaking with a physician on the phone. Upon completing the telephone 
conversation, she turned around and noticed that resident #7 was no longer in the day room. She stated that 
she walked into the hallway and observed resident #7 coming out of resident #8's room, carrying some of 
resident #8's property as he was in his wheelchair. The LPN stated that she took the property from resident 
#7 and redirected him to return to the day room. She then stated that as they were moving out of resident 
#8's room, resident #8 returned to the unit and observed the LPN and resident #7 exiting resident #8's room. 
Staff #160 stated that the residents began cursing at each other, and resident #7 reached out from his 
wheelchair, leaned across the doorway to the room, and got him on the arm (referring to resident #8). The 
LPN stated that the residents were separated and assessed for injury, and that no injuries were observed.
The LPN stated that resident #7's baseline is that he becomes agitated, but it is more often with staff than 
with other residents. Mitigation strategies reported by staff #160 included keeping resident #7 on a secure, 
locked down unit, supervising him, and charting on targeted assessments. The LPN stated that this incident 
did not meet her expectations and that the risk could be harm to the resident.A follow-up interview was 
conducted with staff #160 on July 21, 2025, at 2:17 P.M. She stated that day she had called the physician to 
report a critical lab on another resident. The LPN stated that she believed that other staff were in the shower 
room, but one was there and the other was taking vital signs in another area. The LPN stated that she was 
distracted by speaking on the telephone and writing instructions from the provider.A telephone call to 
interview Certified Nursing Assistant (Staff #73) was placed on July 21, 2025, at 11:30 AM. There was no 
answer, and a message was left. No return call was received.A telephone message was left on July 21, 
2025, at 11:31 A.M. with staff #158, Certified Nursing Assistant (CNA), requesting a call back. The CNA 
returned the call on July 21, 2025, at 12:25 P.M. and stated that she recalls no events of resident-to-resident 
abuse on unit and if observed, it would not meet her expectations. The CNA stated that the risk to the 
resident is that they could be removed from the facility.An interview was conducted with resident #8 on July 
21, 2025, at 12:18 P.M. The resident stated that he felt safe at the facility and denied any concerns. Resident 
#8 stated that he recalled no incidents. An observation of resident #7 was conducted on July 21, 2025, at 
12:21 P.M., who was non-interviewable due to unclear verbal responses and ‘fist-bump' gestures.An 
interview was conducted with Certified Nursing Assistant (CNA), (Staff #122) on July 21, 2025, at 12:38 P.M.
, who stated that abuse could be physical, verbal, sexual or financial. The CNA stated that she is familiar with 
resident #7's baseline, stating, 'he can be a handful, so we really need to keep an eye on him. She further 
stated that resident #7 is now able to propel his manual wheelchair independently and moves quickly, often 
attempting to wander into other areas, including other residents' rooms. She reported that resident #7 
explores other areas looking for things like jackets, games, or anything, really, and other residents get angry. 
The CNA stated, he doesn't really know what's going on. She stated that he is not on 1:1 status, but he really 
should be. The CNA reported that this has been reported to the facility administration. The CNA stated that 
resident-to-resident abuse would not meet her expectations and that the risk to the resident is that they may 
be harmed or may be moved.An interview was conducted with the Director of Nursing (DON), Staff #14, on 
July 21, 2025, at 2:15 P.M., who defined abuse as resident-to-resident or staff-to-resident and could include 
physical or verbal abuse, sexual abuse, or misappropriation. The DON stated that residents on the 
behavioral unit could be there for many reasons. The DON stated that the residents sign a contract and 
could be court-ordered are here for many reasons, and all require monitoring to watch the residents. Staff 
#14 stated that the staffing on unit is consistent with two CNAs and a nurse on every shift, which has an 
average daily census of 7 to 8 residents. The DON stated that some residents cannot be roomed with other 
residents. The DON stated that someone is assigned to be observing in the day room, and the other checks 
on the residents who are in their rooms. The DON stated that someone needs to know where the resident is 
at all times. Staff #14 stated that in this event, the nurse had to call a doctor, and the resident left while she 
was on the phone. The DON stated that she had not completed a full debrief on the incident, as it occurred 
the previous weekend, but advised staff that resident #7 must be monitored closely. Staff #14 reported that 
staff was assigned to the dining room to observe all staff, but that now, a staff member must observe him at 
all times. The DON stated that the resident has not been placed on 1:1 observation as she did not wish to set 
staff up to fail, as they may not be able to provide that level of supervision. The DON stated that when 
resident #7 arrived at the unit and before the incident, he was in a vegetative state, less independent, and 
could not participate or cooperate in therapy. However, he has now progressed and demonstrates increased 
mobility and function. The DON stated that the resident's family is very supportive and has a goal of taking 
him home. When asked what resident #7's care plan included about monitoring in the common area, she 
stated that before the incident, someone had to be in the dining room to observe; however, now someone 
needs to monitor him at all times. The DON stated that observation means that you have to keep your eyes 
on them at all times. Staff #14 stated that if the telephone call to the provider was not urgent, the staff 
member could have waited to make the call to the provider. The DON stated that the phone on the unit is 
behind the desk next to the med cart, which permitted the nurse to face the dining room, but based on the 
circumstances, she may have had her head down taking orders as she spoke to the provider. The DON 
stated that this event did not meet her expectations, and the risk of abuse could be injury to the resident. A 
review of the policy, Preventing, Reporting and Investigating Abuse/Neglect revised July 2023, revealed that 
residents have the right to be free from abuse, neglect, misappropriation of resident property, and 
exploitation. The policy defined abuse as, The willful infliction of injury, unreasonable confinement, 
intimidation, or punishment with resulting physical harm, pain or mental anguish.
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