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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff and resident interviews, and facility policy, the facility failed to protect the rights of 
four out of the seven sample residents to be free from abuse by another resident. The deficient practice 
could result in other residents being abused.Findings Include: - Regarding a resident-to-resident altercation 
that occurred on June 20, 2025 involving Resident # 35, Resident #13, and Resident #72. -Regarding 
Resident #35Resident # 35 was re-admitted to the facility on [DATE], with diagnoses of anxiety disorder, 
urinary tract infection, and heart failure. A quarterly MDS (Minimum Data Set) assessment, dated February 2, 
2025, revealed a BIMS (Brief Interview for Mental Status) score of 12, indicating moderately impaired 
cognition. -Regarding Resident #13Resident #13 was admitted to the facility on [DATE], with diagnoses of 
major depressive disorder, hyperlipidemia, and hypothyroidism A quarterly MDS assessment dated [DATE], 
revealed that resident #13 had a BIMS score of 15, which indicated that the resident is cognitively intact. 
-Regarding Resident #72Resident #72 was admitted to the facility on [DATE], with diagnoses of paraplegia, 
edema, and urinary tract infection. An admission assessment MDS dated [DATE], revealed resident #72 had 
a BIMS score of 15, which indicated the resident is cognitively intact. A progress note for Resident #35 dated 
June 21, 2025, revealed that on June 20, 2025, Resident #35 and Resident #13 were relocating kittens 
across the courtyard to prevent them from being injured, and Resident #72 became verbally and physically 
aggressive. A progress note for Resident #13 dated June 21, 2025 a, indicated that Resident # 13 reported 
an incident that had happened the day before. This progress note also noted that resident #13 stated to staff 
that resident # 72 was in a wheelchair and was attempting to enter the gated area. The progress note also 
indicated that Resident #13 stated that Resident #72 was informed she could not enter the restricted areas 
for cats, and that's when Resident # 72 became verbally aggressive and began using profanity towards 
Resident #13. The progress note revealed that Resident #13 stated that Resident #72 attempted to hit him, 
he stepped back, and that's when Resident #72 attempted to grab Resident #13's G-tube. This progress note 
indicated that Resident #35 intervened to prevent Resident #72 from pulling Resident #13's G-tube. In this 
progress note, Resident #13 also stated that Resident #72 began using her fist and the gate to cause injury 
to Resident #35. This progress note also revealed that there was a resident who was sent to get staff for 
assistance. The progress note revealed that the resident had notified nursing staff, and a CNA (Certified 
Nursing Assistant) arrived at the scene. A late entry progress note for Resident #35 dated June 22, 2025, 
stating there was an attraction with another resident. Further review of the progress notes revealed that the 
incident occurred on June 20, per a report from the day shift nurse. Progress further revealed that the 
resident had bruising on her right arm. The progress note also revealed that this incident was reported to the 
police, and the police came to the facility on June 21, the day after the incident. The progress note also 
noted that the Police indicated the situation was a behavioral issue. A progress note for Resident #72 dated 
June 22, 2025, noted that when the officer came to re-address the previous incident that happened on June 
20, the police were not able to interview Resident #72 due to aggressive behaviors exhibited. The progress 
further noted that Residents #13 and Resident #35 were able to be interviewed. A late entry progress note 
for Resident #72 dated June 22, 2025, revealed that the resident had an altercation with another resident. 
The progress note further revealed that the resident was seen attacking another resident by hitting that 
resident through the gated fence and grabbing another resident's feeding tube, which was witnessed by 
(CNA/Staff #44). An interview was conducted via phone on July 02, 2025, at 1:21 PM with a Licensed 
Practical Nurse (LPN/Staff #33) who stated that the incident happened Friday night and she went into work 
Saturday morning. The LPN (Staff #33) stated that when she was performing resident #35's blood sugar 
testing, the resident mentioned to her that there had been an incident that had happened the previous night. 
She also stated that the resident mentioned to her that she was in pain. She further stated that she observed 
Resident #35's skin and had noticed in 4 different areas on her arm. She also stated that there were 3 
indentations from the gate. Additionally, the LPN stated that resident #35 told her that resident #72 was 
holding a baby cat, all while resident #35 and resident #13 were wanting to move the cats to their designated 
area. Staff # 33 also stated that Resident #35 explained to her that the reason for moving the cats was that 
there is a resident who likes to kick the cats. (LPN/Staff #33) stated that Resident #35 told her Resident #13 
was trying to enter the designated area for cats. She further stated that Resident #35 also told her that 
Resident #72 called her, and Resident # 13 was racist.Staff #33 stated that Resident #35 told her that 
Resident # 13 and she responded by saying ‘no.' (LPN/Staff #33) stated that resident # 35 told her that when 
resident #72 proceeded to block the gate, resident #13 tried to get through the gate to get help. Staff #33 
stated that Resident #35 told her that Resident#13 was unable to get through the gate because they were in 
a wheelchair. LPN #33 stated that resident # 35 told her that when resident #13 was attempting to leave, 
Resident # 72 tried to punch him, but he dodged the punch. LPN #33 also stated that resident #72 tried to 
reach for resident # 13's feeding tube. LPN (Staff #33) stated that resident # 35 told her when this was 
happening, she went in front of resident #72 and told her ‘no'. Staff #33 stated that resident # 35 told her 
Resident #72 began to attack her by punching and smashing her arm into the gate. LPN(Staff # 33) further 
stated that she had notified the DON (Staff #22). LPN staff #33 also stated that she went to lock the gate to 
prevent further altercation. An interview was conducted on July 02, 2025, at 2:17 PM with a Certified Nursing 
Assistant (CNA/Staff #44) who stated that she was working in the center west side of the building at the time 
of the incident. She stated that she heard screaming and yelling. She also stated that she had told a nurse 
that she believed there was an altercation going on. She further stated that the nurse went back to what she 
was doing. (CNA/Staff #44) stated she went outside to where the yelling and screaming were coming from. 
Staff #44 stated that she saw residents near the smoking area door, and those residents were yelling at 
resident # 72 to get out of the way. CNA, staff# 44, said that when she approached the area of the incident, 
there was an argument about cats. She further stated that this argument was between Resident # 35, 
Resident #13, and Resident #72. CNA(Staff #44) stated that resident #72 wanted to go into the area and 
where Resident #35 and #13 were. She also stated that Resident #35 and Resident #13 were not allowing 
Resident # 72 to go into the area where they were residing. CNA, staff # 44, stated that resident # 72 was in 
an electric wheelchair guarding the gate. She also stated that Resident #72 was using her electric wheelchair 
to bump the gate into Resident # 35. She further stated that she heard Resident # 72 screaming at Resident 
#35 and Resident #13. Staff# 44 stated that Resident #72 pointed her finger at Resident #72, and #13, and 
told them that they were evil and possessed. CNA, staff #44, stated that other residents were saying that 
only Resident #35 and Resident #13 could go back to that area where those cats were. She further stated 
that these residents said that resident #72 could not go into the area where the cats were. CNA, staff # 44, 
said that she took Resident #35 and #13 back to their rooms. CNA, staff #44, also stated that she told 
resident number #72 that she could go to the smoking area or go back to her room.An interview was 
conducted on July 02, 2025, at 2:59 PM with the Director of Nursing (DON/Staff#22), who stated that abuse 
training is done every 6 months,she stated that the facility is doing it more frequently and or when an incident 
arises. Staff # 22 stated that there is in-service training regarding how to report abuse. (DON/Staff #22 ) 
stated that physical abuse is considered unwanted touch, hitting, and slapping. Staff # 22 said that verbal 
abuse, in the context of resident-to-resident altercation, would be yelling, inappropriate name calling and 
threatening. She also stated that abuse is reported to other state agencies and law enforcement. - Regarding 
a resident-to-resident altercation that involved Resident # 5, Resident #15. -Regarding Resident #5Resident 
# 5 was re-admitted to the facility on [DATE], with diagnoses of paraplegia, hypothyroidism, and anxiety 
disorder. A quarterly MDS (Minimum Data Set) assessment dated [DATE], revealed resident #5 had a BIMS 
(Brief Interview for Mental Status) score of 15, which indicated the resident was cognitively intact. -Regarding 
Resident #15 Resident #15 was admitted to the facility on [DATE], with diagnoses of hyperlipidemia, 
dysphagia, and viral pneumonia. A review of the facility self-report revealed that there was a verbal 
altercation, and resident #5 grabbed and pinched resident #15. The self-report also revealed that Resident 
#15 had shown a painful expression, and an LPN saw the incident and went to break the two residents up. 
Further review of the facility report revealed that resident #5 used derogatory terms towards resident #15, 
who then rammed into resident #5 several times with his wheelchair. A late entry progress note for Resident 
# 15, dated April 10, 2023, revealed a progress note for resident #15, which noted that loud voices were 
heard in the main lobby. It was noted that the receptionist informed a nurse that the resident had been 
assaulted. Further review of the progress notes revealed that the (CNA/Staff #44) began to question 
residents, and all the residents said that resident # 15 rammed his wheelchair into resident # 5. This 
progress notes also revealed that resident #5 sustained a wound, which was immediately treated by his 
nurse. Review of resident # 15's care plan, reviewed or revised on April 15, 2023, noted that the resident 
was involved in an altercation with other residents. Further review of this care plan revealed that resident # 
15 rammed his chair into the resident's feet several times.An interview was conducted on July 02, 2025, at 
1:59 PM with (LPN/staff # 33), who stated that abuse training is done every 3 to 6 months. She also stated 
that abuse training covers neglect, physical, emotional, and verbal abuse. (LPN/Staff #33) stated that when 
abuse occurs, residents are assessed, and they make sure that the resident is not injured. She further stated 
that they notify the state agencies, DON, and the Physician. - Regarding a resident-to-resident altercation 
that involved Resident # 7, Resident #17. -Regarding Resident #7Resident # 7 was re-admitted to the facility 
on [DATE], with diagnoses of pneumonia, anxiety disorder, and bipolar disorder. A quarterly MDS (Minimum 
Data Set) assessment dated [DATE], revealed Resident #7 had a BIMS (Brief Interview for Mental Status) 
score of 11, which indicated the resident was moderately impaired A progress note for Resident #7 dated 
March 02, 2023, at 15:01, revealed that the resident reported to a certified nurse assistant (CNA) that the 
day before, his roommate had hit his right arm with a grabber and had shown the cuts on his arm to staff. 
This progress note further revealed that police were called. A progress note for Resident # 7 dated March 02, 
2023, at 19:01, an officer came to investigate the incident and assess the resident. This progress note further 
indicated the resident roommate was moved to a different room in another hall. -Regarding Resident 
#17Resident # 17 was admitted to the facility on [DATE], with diagnoses of urinary tract infection, anxiety 
disorder, and hypokalemia. A facility self-report dated March 6, 2025, revealed that resident # 17 initially 
denied that he had hit resident #7 and later admitted that he had hit resident # 7 six times. A further review of 
this facility self self-report revealed that resident # 7 was evaluated and noted to have some bruising and 
scratching on his hand. A Policy titled Abuse and Neglect revision or revised in October 2021, revealed that 
the resident has the right to be free from abuse.
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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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 report 
alleged violations involving abuse for two residents (#35 and #13 ). The deficient practice resulted in 
allegations of abuse not being reported, not investigated, and residents not being protected from further 
abuse.Regarding a resident-to-resident altercation that occurred on June 20, 2025 involving Resident # 35, 
Resident #13, and Resident #72. -Regarding Resident #35Resident # 35 was re-admitted to the facility on 
[DATE], with diagnoses of anxiety disorder, urinary tract infection, and heart failure. A quarterly MDS 
(Minimum Data Set) assessment, dated February 2, 2025, revealed a BIMS (Brief Interview for Mental 
Status) score of 12, indicating moderately impaired cognition.A progress note for Resident #35 dated June 
21, 2025, revealed that on June 20, 2025, Resident #35 and Resident #13 were relocating kittens across the 
courtyard to prevent them from being injured, and Resident #72 became verbally and physically aggressive. 
A late entry progress note for Resident #35 dated June 22, 2025, stated there was an interaction with 
another resident. Further review of the progress notes revealed that the incident occurred on June 20, per a 
report from the day shift nurse. The progress note also revealed that this incident was reported to the police, 
and the police came to the facility on June 21, the day after the incident, despite the incident having occurred 
on despite the incident occurring on June 20, 2025. -Regarding Resident #13Resident #13 was admitted to 
the facility on [DATE], with diagnoses of major depressive disorder, hyperlipidemia, and hypothyroidism A 
quarterly MDS assessment dated [DATE], revealed that resident #13 had a BIMS score of 15, which 
indicated that the resident is cognitively intact. A progress note for Resident #13 dated June 21, 2025, 
indicated that Resident # 13 reported an incident that occurred the day before. The progress note indicated 
that resident #13 stated to staff that resident # 72 was in a wheelchair and was attempting to enter the gated 
area. Resident #13 stated that Resident #72 was informed she could not enter the restricted areas for cats, 
and Resident # 72 became verbally aggressive and began using profanity towards Resident #13. The 
progress note revealed that Resident #13 stated that Resident #72 attempted to hit him, he stepped back, 
and that's when Resident #72 attempted to grab Resident #13's G-tube. This progress note indicated that 
Resident #35 intervened to prevent Resident #72 from pulling Resident #13's G-tube. The progress note 
further indicated that Resident #13 stated that Resident #72 began using her fist and the gate to cause injury 
to Resident #35. The note relayed that a resident had notified nursing staff, and a CNA (Certified Nursing 
Assistant) arrived at the scene. -Regarding Resident #72:Resident #72 was admitted to the facility on 
[DATE], with diagnoses of paraplegia, edema, and urinary tract infection. An admission assessment MDS 
dated [DATE], revealed resident #72 had a BIMS score of 15, which indicated the resident is cognitively 
intact. A progress note for Resident #72 dated June 22, 2025, noted that when the officer came to 
re-address the previous incident that happened on June 20, the police were not able to interview Resident 
#72 due to aggressive behaviors. The progress note further noted that Residents #13 and Resident #35 
were able to be interviewed. A late entry progress note for Resident #72 dated June 22, 2025, revealed that 
the resident was seen attacking another resident by hitting that resident through the gated fence and 
grabbing another resident's feeding tube. The Progress Note indicated the altercation was witnessed by 
(CNA/Staff #44). An interview was conducted on July 2, 2025, at 1:06 PM�with a Certified Nursing Assistant 
(CNA/Staff #777) stated that the abuse training she received covered what to do if they witness abuse and 
the reporting guidelines. She also stated that abuse would be reported to the nursing staff, the Director of 
Nursing(DON), and the Assistant Director of Nursing(ADON). She stated that during her abuse training, she 
learned about physical, financial, and sexual abuse. She stated that physical abuse is when a person gets 
touched in a manner that they do not approve of. She stated verbal abuse is anything degrading, 
threatening, or humiliating to a resident.An interview was conducted on July 2, 2025, at 3:13 PM with the 
Director of Nursing (DON/Staff #22), who stated that the incident between resident # 35 and resident # 72 
occurred on Friday evening, and that she was not aware of this incident until Saturday when Staff # 33 called 
her on the phone. She further stated that the incident occurred in the smoking area around the corner, 
through the gate, where the cats were, and that resident # 35 was going to take the cats behind the gate. 
The DON stated that a CNA (Staff # 44) saw the incident and reported it to a nurse. The DON stated that 
when she came to the facility, an LPN (staff #33) had not called the police or the State Agency. The DON 
further stated that she instructed the LPN to call the police. The DON stated that when she came to the 
facility, she conducted the required notifications to the state agency regarding the incident and that on her 
way out of the facility, Resident #13 made her aware that he was involved in the incident regarding 
Residents #35 and #72. The DON stated that she amended the report to the State Agencies. The DON also 
stated that staff are supposed to report any physical abuse, and that they try to do everything within 2 hours, 
including reporting, and that she did not know what happened or why this incident was not reported timely. 
The DON also stated that it should have been reported on Friday to the state agency, and that this does not 
meet their facility expectations. A Policy titled Abuse and Neglect revision, or revised in March 2021, 
revealed that upon discovery of alleged /suspected abuse, the facility will notify health offices, including the 
Department of Health, within 2 hours.
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