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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interviews, facility documentation, and policy review, the facility failed to protect 
the rights of one resident (# 2) to be free from abuse by another resident (# 1). The deficient practice could 
result in other residents being abused. Regarding Resident # 1: Resident # 1 was admitted on [DATE], with 
diagnoses that included [NAME] Syndrome, adjustment disorder, and major depressive disorder.A care plan 
dated March 19, 2020, revealed that Resident # 1 exhibited behavior problems, including becoming very 
angry and agitated when another resident or roommate accidentally sits in his chair or accidentally touches 
personal items. The care plan also revealed that Resident #1 can become angry or agitated with other male 
residents who speak to my significant other. A Quarterly Minimum Data Set (MDS) assessment dated 
[DATE], revealed Resident # 1 was unable to complete the Brief Interview for Mental Status (BIMS), 
indicating severe cognitive impairment. The assessment also revealed that Resident # 1 had physical 
behavioral symptoms directed toward others in the past 1 to 3 days.An incident note regarding Resident # 1, 
dated August 16, 2025 at 10:33 p.m., revealed that a Licensed Practical Nurse (LPN/staff # 5) was notified 
by CNAs about aggressive behavior towards another resident in his room. CNA staff informed the LPN that 
Resident # 1 was attempting to throw book and physically push the other resident. Staff were able to 
intervene, and the LPN (staff # 5) was able to separate the two residents. The incident also revealed that the 
LPN explained to Resident # 1 that their actions were wrong and to avoid them. The LPN described that 
Resident # 1 was argumentative but nodded when the situation was explained, as if Resident # 1 
understood. The LPN also noted that he will continue to monitor.Review of the clinical record revealed no 
evidence that the incident was reported on August 16, 2025 to administration, family, provider or the state 
agency and there was no evidence of an investigation regarding the incident. However, during an interview, 
a Registered Nurse (RN/staff #22) revealed that the incident was reported to her, but she did not investigate 
as there was no injury.Further review of the clinical record revealed no evidence of additional monitoring 
after the August 16, 2025 incident.A Behavioral note regarding a second incident that occurred with Resident 
# 1 and Resident #2 on August 17, 2025. The note relayed that on August 17, 2025 at 4:27 pm, LPN (Staff # 
8) heard screaming in the south hall. When staff arrived at Resident # 1's room, they saw Resident # 1 mad 
and screaming at Resident # 2. Resident # 1 then proceeded to place his hands-on Resident # 2's chest and 
pushed her out of the room, while Resident # 2 sat her in her wheelchair. Staff managed to separate 
residents. The LPN stated that he tried to educate Resident # 1 that he could not touch other residents. LPN 
# 8 did indicate notifying administration, and police. An Incident report regarding Resident #1, dated August 
17, 2025 at 10:33 p.m. revealed that police had arrived regarding the incident, and a report was filed. The 
report revealed that the incident was unsubstantiated because there was no harm. The facility placed a 
Velcro barricade across the door. Regarding Resident # 2:Resident # 2 was admitted on [DATE], with 
diagnoses that included fracture of the left femur, dementia, atelectasis, and anxiety disorder. A Quarterly 
Minimum Data Set (MDS) assessment dated [DATE], revealed a BIMS score of 6, indicating severe cognitive 
impairment.Review of Resident #2's comprehensive care plan dated July 30, 2025, revealed that Resident # 
2 had impaired cognitive function, dementia, or impaired thought process due to Dementia. Further review of 
the care plan revealed no evidence of a focus regarding wandering from July 10, 2025 through August 19, 
2025.A Behavioral note regarding Resident # 2, dated August 16, 2025, at 7:03 p.m., revealed that Resident 
# 2 had been observed by Licensed Practical Nurse (LPN / Staff #5) entering many resident rooms. Resident 
# 2 had to be redirected over 10 times just by LPN Staff #5. The behavioral note revealed that Resident # 2 
was unwelcome in many of the rooms and was aggressive to other residents when she was dismissed from 
their room. An incident note regarding Resident # 2 marked late entry dated August 16, 2025, at 10:30 p.m. 
revealed that at 6:00 p.m., Certified Nursing Staff (CNA) overheard a commotion in Resident # 1's room. 
Staff had entered the room and found Resident # 2 attempting to show Resident # 1 a book. The incident 
report also revealed that Resident # 1 became visibly upset by Resident # 2's presence, and that staff had to 
remove Resident # 2 from the room in which Resident # 2 obtained a skin tear, described as a 2 cm by 2 cm 
superficial laceration on her right forearm, which was cleaned and treated. Further review of the clinical 
record revealed no evidence that the skin tear was assessed by a nurse at the time of the incident on August 
16, 2025, or that the incident had been reported to administration, provider or family.A second incident 
occurred between Resident #1 and Resident #2 on August 17, 2025, per an incident note dated August 17, 
2025 at 5:41pm, late entry. Nurse and CNAs monitored the resident, and she was assessed for injuries.
Review of the resident's care plan revealed a new focus regarding wandering that was initiated on August 
20, 2025, after the incident. Interventions included offer activities, redirect when wandering the hallway, 
redirect and reorient when removing items from other resident rooms, redirect out of other resident rooms as 
needed.A facility investigation report signed August 22, 2025, unsubstantiated the August 17, 2025 incident 
due to no harm occurring, but failed to include any information from the August 16, 2025, incident.An attempt 
was made to call LPN # 5 on August 28, 2025, at 11:23 a.m., but was unable to reach and no phone call was 
returned. An interview with LPN # 8 on August 28, 2025, at 11:41 a.m., revealed that Resident # 2 wanders 
and goes into Resident # 1's room. On August 17, 2025, LPN # 8 revealed that he saw Resident # 1 wheel 
up to Resident # 2 and push her on the chest back out of his room into the hallway. Staff separated the 
residents, and LPN # 8 stated that he assessed Resident # 2, and she appeared to be ok. LPN #8 then 
stated he called the supervisors and was told to call the police. LPN # 8 was unaware of other altercations of 
Residents # 1 and 2 prior to the August 17, 2025, incident. An interview with CNA # 10 on August 28, 2025, 
at 1:43 p.m. revealed that she heard Resident # 2 had been wandering into Resident # 1's room and there 
was an altercation between the two. CNA # 10 reported that she was in the dining room when an altercation 
happened between Resident # 1 and # 2 on August 16, 2025, and helped make sure residents were 
separated from each other before going back to her section. She was unsure if that incident was reported, as 
usually the nurses will report incidents. An interview with CNA # 13 on August 28, 2025 at 1:52 p.m. revealed 
that on August 17, 2025, it was getting close to dinner time, and she heard some commotion from Resident # 
1's room. CNA # 13 said she witnessed Resident # 2 get pushed by Resident # 1. It was revealed that 
Resident # 2 was pushed back into the hallway from Resident # 1's room by Resident # 1. CNA # 13 stated 
that they managed to get the residents separated and watched Resident # 2 closely to make sure she did not 
go into Resident # 1's room for the rest of the night. CNA # 13 was aware of the altercation between 
Residents # 1 and 2 on August 16, 2025, but was not working on that day. Attempted to Interview 
Administrator (ED/Staff # 18) on August 28, 2025, however, it was reported by staff that he was in Canada 
and they were unable to reach him at the time. Attempted to interview the Director of Nursing (staff #77) on 
August 28, 2025, but she was not available due to being out of town, and was unable to reach.An interview 
with both LPN Care Coordinator (Staff # 21) and Registered Nurse (RN/Staff # 22) on August 28, 2025, at 
2:15 p.m. revealed that RN Staff # 22 was on call that weekend and received both calls for the incidents on 
August 16 and the incident on August 17, 2025. She revealed that the incident on August 16. 2025 was not 
physical and therefore did not report or investigate. When asked about Resident # 2's skin laceration Staff # 
22 revealed that it was obtained while they were trying to remove Staff # 2 from the room and not caused by 
Resident # 1. Staff # 22 stated she had assessed the wound on Monday, August 18th even though the only 
skin and wound assessments on record were August 15, 2025, and August 22, 2025. Both assessments 
indicated no wounds to the skin. Staff # 22 revealed that they monitored the residents that night but did 
acknowledge that another altercation took place on August 17th, where Resident # 1 had pushed Resident # 
2 out of his room. LPN Staff # 21 revealed that after the second incident, they had a meeting with Resident # 
1 and family to set up outside psychological services. LPN Staff # 22 also revealed that they placed a Velcro 
barricade across Resident # 1's room to help prevent other residents from wandering in.A Policy and 
Procedure titled, Resident Rights/Dignity: Abuse, Neglect, Exploitation and Misappropriation Prevention 
Program, dated January 1, 2024, stated the residents have the right to be free from abuse, neglect, 
misappropriation of resident property and exploitation. The policy also revealed that the resident abuse, 
neglect and exploitation prevention program consists of a facility-wide commitment to protect residents from 
abuse by anyone including other residents and protect resident from further harm during investigations.
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