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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, resident and staff interviews, and policy review, the facility failed to ensure that one 
resident (#34) was free from abuse by another resident (#50). The deficient practice could result in residents 
being physically and emotionally harmed. Findings Include:-Regarding Resident #50 Resident #50 was 
readmitted to the facility on [DATE], with diagnoses that included suicidal ideations, displaced fracture of the 
right lower leg, effusion of the right ankle, chronic pain syndrome, anxiety disorder, muscle weakness, 
hypertension, seizures, type 1 diabetes, major depressive disorder, insomnia, and spastic hemiplegia 
affecting the left nondominant side.A Quarterly Minimum Data Set (MDS) dated [DATE], revealed a Brief 
Interview for Mental Status (BIMS) score of 11, which indicated moderately impaired cognition. A care plan 
initiated on December 10, 2025, revealed a focus on the resident getting easily agitated when other 
residents' behaviors disrupted her normal routine related to impulse control, with an intervention to guide her 
away when she and intervene before her agitation escalates and engage calmly in conversation.A progress 
note dated December 10, 2025, at 10:15 a.m. revealed that a report was submitted on 12/10/2025 to Adult 
Protective Services (APS) for an altercation on 12/9/2025, and that the ombudsman and police department 
had been notified.A progress note dated December 10, 2025, at 12:47 p.m. revealed that at approximately 
4:45 p.m., the nurse was notified of an altercation in the dining room. The note further revealed that upon 
observation, the victim was shouting expletives in the dining area, and the perpetrator was seated at a 
nearby dining table at the time of the incident. The progress note revealed that the perpetrator stood and 
placed both hands on the victim's shoulder while yelling at the victim, and the victim attempted to move away 
from the perpetrator. The note further revealed that during the victim's movement, the perpetrator's arm 
moved upward and made contact with the victim's nose before the victim positioned themselves further away 
from the perpetrator. -Regarding Resident #34 Resident #34 was admitted to the facility on [DATE], with 
diagnoses that included cutaneous abscess of the neck, severe sepsis, generalized anxiety disorder, 
hypothyroidism, insomnia, major depressive disorder, dementia, and urinary tract infection. A Quarterly 
Minimum Data Set (MDS) dated [DATE], revealed that a Brief Interview for Mental Status (BIMS) could not 
be conducted because the resident was rarely or never understood. The MDS also revealed that the resident 
exhibited physical, verbal, and other behavioral symptoms for 1-3 days, and she had hallucinations and 
delusions. A care plan focus initiated on December 10, 2025, revealed that the resident would reminisce 
about her parents, and her behaviors might escalate and disrupt other residents, with interventions to 
monitor episodes to determine the underlying cause and document behaviors. A progress note dated 
December 9, 2025, at 4:18 p.m. revealed that the resident was yelling and tossing furniture in the hallway in 
the afternoon while repeatedly saying, I want my mom. The note further revealed that staff stayed with the 
resident, redirected her, and kept her under close watch for safety.A progress note dated December 10, 
2025, at 10:12 a.m. revealed that a report was submitted on 12/10/2025 to Adult Protective Services (APS) 
for an altercation on 12/9/2025, and that the ombudsman and police department had been notified.A 
progress note dated December 10, 2025, at 12:52 p.m. revealed that at approximately 4:45 p.m., the nurse 
was notified of an altercation in the dining room. The note further revealed that upon observation, the victim 
was shouting expletives in the dining area, and the perpetrator was seated at a nearby dining table at the 
time of the incident. The progress note revealed that the perpetrator stood and placed both hands on the 
victim's shoulder while yelling at the victim, and the victim attempted to move away from the perpetrator. The 
note further revealed that during the victim's movement, the perpetrator's arm moved upward and made 
contact with the victim's nose before the victim positioned themselves further away from the perpetrator.A 
telephonic interview was attempted on December 30, 2025, at 11:34 a.m. with Resident #34's responsible 
party, and there was no response.An interview was conducted on December 30, 2025, at 11:44 a.m. with 
Resident #50, who stated that she could not remember if she had been involved in any altercations recently 
due to her memory loss, but she could recall knowing who Resident #34 was.A telephonic interview was 
conducted on December 30, 2025, at 12:21 p.m. with the facility psychiatrist (Psychiatrist/Staff#29), who 
stated that he could recall an altercation being reported to him regarding residents #34 and #50. The 
psychiatrist further stated that he met with the residents on December 15, 2025, but he did not speak with 
them about the incident so as not to agitate them. The psychiatrist stated that neither of the residents 
brought the altercation up in their session, but that Resident #50 would be the one who could recall the 
incident between the two residents. An interview was conducted on December 30, 2025, at 1:07 p.m. with a 
Certified Nursing Assistant (CNA/Staff#61) who stated that a resident-to-resident altercation would be 
defined as a resident saying something to emotionally hurt another resident, or if they physically harmed 
them. The CNA stated that there was a woman on the locked unit who liked to hit people, and she identified 
her as Resident #50. The CNA further stated that there was recently an altercation between Resident #50 
and another resident, and she was directed to watch the residents closely. The CNA also stated that the 
resident has not had any issues since the altercation. An interview was conducted on December 30, 2025, at 
1:27 p.m. with a Licensed Practical Nurse (LPN/Staff#89) who stated that a resident-to-resident physical 
altercation would be defined as residents hitting or swinging at each other, and her process if one were to 
occur would be to immediately separate the residents, check them for injuries, and report to the Director of 
Nursing (DON) or Administrator immediately, but within 2 hours. The LPN stated that there was an 
altercation earlier in the month that she did not observe, but it was reported to her, and she took action 
immediately. The LPN stated that she was in the middle of two new admissions when the CNAs told her that 
they had to separate two residents in the dining room because Resident #50 was grabbing Resident #34's 
shoulders and neck area, and that Resident #50's arm flung up and made contact with Resident #34's nose. 
The LPN stated that the CNAs described that Resident #50 stood up out of her wheelchair because Resident 
#34 was talking to herself, and Resident #50 went behind Resident #34 to grab and shake her shoulders 
because she was agitated. The LPN stated that they assessed both of the residents and determined there 
were no injuries, and they redirected and calmed the residents down within 30 minutes of the altercation. The 
LPN further stated that the residents did not have any prior issues as far as she knew, and this was a 
one-time incident. An interview was conducted on December 30, 2025, at 1:51 p.m. with a CNA, Staff #10, 
who stated that there was a recent altercation between two residents, but she did not observe the incident. 
The CNA stated that Residents #34 and #50 were involved in the altercation, and that another CNA, Staff 
#28, yelled for her to go to the dining room to assist the two residents. The CNA stated that when she looked 
through the windows of the dining room, she saw Resident #50 standing and holding the arms of her 
wheelchair, and by the time she got there, they were already standing apart from one another. The CNA 
stated that Staff #28 was not in the dining room when she got there because he was at the nurses' station 
reporting it to Staff #89. The CNA further stated that Staff #28 was the witness to the incident, and he 
reported that Resident #50 grabbed Resident #34's shoulders.A telephonic interview was conducted on 
December 30, 2025, at 2:32 p.m. with a CNA, Staff #28, who stated that a resident-to-resident altercation 
would be defined as verbal or physical abuse from patient to patient, like putting hands on each other or 
screaming and yelling. The CNA stated that if he were to observe a resident-to-resident altercation, his 
process would be to remove the patients, calm the situation, and notify the nurse and DON right away. The 
CNA stated that there was a resident-to-resident altercation 2-3 weeks prior involving Residents #50 and 
#34. The CNA further stated that he was moving residents to, or from, the dining room when he saw through 
the window that Resident #50 was standing up behind Resident #34 and was grabbing her by the neck and 
choking her. The CNA stated that he immediately got involved with another CNA, and they informed the 
DON right away after separating the residents. The CNA stated that Resident #50 was irritated with Resident 
#34, and she put her hands on her. The CNA stated that they did not know that Resident #50 wheeled 
herself into the dining room, and there were no staff in the dining room at that time. The CNA stated that from 
as far away as he was, it appeared Resident #50 was choking Resident #34, but he did not think she had the 
strength to do it. The CNA also stated that Resident #50 hit Resident #34's nose in the altercation, and the 
nurse assessed both of the residents because Resident #34 was bleeding from her nose. The CNA stated 
that moving forward, they decided that there would always be someone in the dining room to make sure 
residents did not wander in alone. An interview was conducted on December 30, 2025, at 2:58 p.m. with the 
Administrator (Administrator/Staff#73), who stated that they had a resident-to-resident altercation between 
Residents #50 and #34. The administrator stated that the nurse was giving medications, the staff were trying 
to get residents to the dining room, and a CNA was talking to a family member when Resident #50 came up 
behind Resident #34 and grabbed her on the neck and shoulders. The administrator further stated that 
Resident #50's forearm hit Resident #34's face, and there were no injuries noted on either of the residents. 
The administrator stated and motioned that the altercation described to him by the CNA appeared to 
resemble a headlock, and Staff #28 witnessed the altercation from the nurses' station outside the dining 
room, called for help, and they separated the residents. The administrator stated that they concluded that the 
altercation was verified because it was witnessed and did happen, they did a medication review with the 
psychiatrist following the incident, and have seen some differences in the resident's behavior. An interview 
was conducted on December 30, 2025, at 3:29 p.m. with the Director of Nursing (DON/Staff#56), who stated 
that there was a resident-to-resident altercation between Resident #34 and Resident #50 in the dining room. 
The DON stated that, according to staff, Staff #28 was bringing someone back into the dining room when he 
saw Resident #50 standing up behind Resident #34 with her hands on Resident #34's neck and shoulders 
before he yelled to Staff #10 to run in to help. The DON stated that the investigation was substantiated 
because the resident was observed putting her hands on another resident. A review of a policy titled, 
Summary of Resident Rights, had a review date of February 5, 2024, and revealed that residents had the 
right to be free from abuse, neglect, misappropriation of resident property, and exploitation. This included, 
but was not limited to, freedom from corporal punishment, involuntary seclusion, any physical or chemical 
restraint not required to treat resident symptoms, verbal, mental, sexual, or physical abuse.A review of a 
policy titled, Resident Abuse and Neglect, had a review date of August 2, 2024, and revealed that the facility 
was committed to the physical, mental, social, and emotional well-being of the resident and had developed a 
zero-tolerance policy related to resident abuse. The policy further revealed that any incident or suspected 
incident of resident abuse would be reported promptly to the appropriate agencies and individuals, the 
Director of Nursing and Administrator. The policy also revealed that it would not tolerate abuse by anyone, 
including but not limited to staff, other residents, consultants, volunteers, staff of other agencies serving the 
resident, family members, legal guardians, friends, or other individuals.
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