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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record review, staff interviews, WebMD, and review of facility documentation and policies, the facility
failed to protect the rights of one resident (#1) to be free from abuse by another resident (#2). The deficient
practice could result in further abuse of residents when appropriate actions are not taken.Findings
Include:-Resident #1(alleged victim) was admitted to the facility on [DATE] with diagnoses of dementia,
COPD (Chronic Obstructive Pulmonary Disease), and essential hypertension.The census report revealed
that Resident #1 shared the same unit with Resident #2 since May 21, 2025.A comprehensive care plan
dated June 5, 2025, revealed that the resident had a potential for a psychosocial well-being problem related
to disease process, and the resident was at risk for impaired cognitive function. The interventions included
anticipate and meet resident's needs; provide necessary cue, reorient and supervise as needed;
ensure/provide a safe environment; and monitor/document/report any changes in skin status such as
appearance, color, and wound healing.A review of the Quarterly Minimum Data Set (MDS) assessment
dated [DATE], revealed a Brief Interview for Mental Status (BIMS) score of 14.0, indicating that the resident
was coghnitively intact. The assessment also included that the resident had not exhibited behavioral
symptoms.The nursing progress note dated December 3, 2025, revealed a late entry, per document, at 3:10
PM Resident #1 reported to a certified nursing assistant (CNA) that Resident #2 came into her room and hit
her, and a bruise was noted to her right arm. The abuse coordinator, director of nursing (DON), resident
family, and the police were notified.Another nursing progress note dated December 3, 2025, revealed per
documentation, that Resident #1 approached the nursing station stating that Resident #2 went into her room
and hit her. The administrator, DON, resident family, provider, and the police were notified. A skin
assessment was completed and Resident #1 had redness to her face and a bruise to her right arm. Resident
#2 was moved to the opposite hall. Resident #1 and Resident #2 were both placed on a 15-minute checks.
On December 4, 2025, revealed another nursing progress note, per documentation, Resident #1 was on a
72-hour monitoring for a bruise on her right arm. Per documentation, the bruise was described as having a
purple in the center and discoloration around the bruise.Another nursing progress note dated December 5,
2025, revealed per documentation that the resident's family informed staff that Resident #1 had bruises to
her left and right upper arm. Further, per documentation, Resident #1's primary nurse assessed Resident #1
and the bruises where from the previous altercation.A Long-Term Care Evaluation progress note dated
December 6, 2025, revealed per documentation, a look back detailing resident's skin change/wound
acquired on December 3, 2025. Per the documentation, Resident #1 had a right outer forearm bruise, lateral
right elbow bruise, and anterior neck under the chin bruise.-Resident #2 (alleged perpetrator) was admitted
to the facility on [DATE], with diagnoses that included dementia, anxiety disorder, and unspecified mood
disorder.The Quarterly MDS dated [DATE] revealed a BIMS score of 3.0, indicating that the resident
cognition was severely impaired. The assessment also included that the resident had not exhibited
behavioral symptoms.Review of care plan dated April 25, 2024, revealed an elopement risk/Resident
wanders related to disorientation to place, impaired cognitive function/dementia or impaired thought
processes related to dementia, and potential for behaviors related to mood disorder, dementia, and anxiety.
The interventions included resident was on a secured unit; distract resident from wandering; cue, reorient
and supervise as needed; intervene as necessary to protect the rights and safety of others; approach/speak
in a calm manner; divert attention; and remove from situation and take to alternate location as needed.A
review of resident's behavioral treatment plan dated October 7, 2025, revealed that the resident's current
behaviors included anxious/restless/pacing, anger/frustration, impulsive behavior/not acknowledging peer's
space, and physical aggression.On December 3, 2025, the behavioral treatment plan included a
resident-to-resident allegation of striking another resident.The nursing progress note dated December 3,
2025 revealed per documentation, Resident #1 informed the staff that Resident #2 entered her room and she
was hit by Resident #2. The administrator, DON, Resident ‘s family member, provider, and police were
notified. Resident #2 was assessed with no redness or bruising. Resident #2 was placed on the opposite
side of the unit and was on 15-minute checks.The census report revealed that Resident #2 was moved to
another room in the same unit on December 3, 2025.An Order-Administration progress note dated
December 4, 2025, revealed that Resident #2 was administered an antianxiety medication for impulsive
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