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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, facility documentation, resident and staff interviews, and policy review, the facility 
failed to protect the rights of one resident (#100) to be free from abuse by another resident (#200). This 
deficient practice could result in further instances of resident to resident abuse. Findings include:-Resident 
#100 (Perpetrator) was admitted to the facility on [DATE], with diagnosis that include Alzheimer's disease, 
epilepsy, and depression.Review of the admission Minimum Data Set (MDS) assessment dated [DATE] 
revealed a Brief Interview for Mental Status (BIMS) score of 0 which indicated the resident had severe 
cognitive impairment. A review of a behavior care-plan Initiated November 19, 2025 revealed that resident 
#100 has a behavior problem related to agitation and aggression towards other residents and staff, with a 
goal of the resident will have fewer episodes of behaviors, and noted interventions of anticipate and meet the 
resident's needs, and minimize potential for the resident's disruptive behavior by offering tasks which divert 
resident's attention.-Resident #200 (Victim) was admitted to the facility on [DATE], with diagnoses that 
include weakness, acute kidney failure, Wernicke's encephalopathy, and dementia. Review of the Quarterly 
Minimum Data Set (MDS) assessment dated [DATE] revealed a Brief Interview for Mental Status (BIMS) 
score of 0 which indicated the resident had severe cognitive impairment. A review of progress notes for 
resident #100 dated November 28, 2025 at 8:00 p.m. revealed resident #100 had been aggressive with 
another resident, and was seen having resident #200 pushed up against the door to our quiet room. It further 
documented that resident #200 stated that resident #100 hit resident #200 in the right rib cage. The note 
concludes that resident #100 was sent to the hospital to find appropriate placement for him.A review of a 
change of condition assessment for resident #200 dated November 28, 2025 at 10:14 p.m. revealed resident 
#200 was involved in a resident to resident altercation and alleges that resident #100 punched him in the 
ribs. It also revealed they ordered an x-ray to rule out injuries for resident #100, and to monitor for bruising 
and apply cold packs as needed. However, nothing was noted on the skin assessments in the resident 
clinical record, and no x-ray results were found.A review of provider progress notes for resident #100 dated 
November 29, 2025 at 8:03 a.m. revealed resident #100, since admission, had been noted to be increasingly 
restless with aggressive responses, and per the nursing staff incidents occur if he gets too close to another 
resident and they tell him to back off he will become verbally aggressive. The note also revealed the resident 
also once grabbed a butter knife during a prior incident. However, there are no details related to that incident 
present elsewhere in the clinical record.An interview was conducted with a Certified Nursing Assistant 
(CNA/staff #5) on December 5, 2025 at 10:54 a.m. The CNA stated that normally resident #100 is usually 
[NAME], but sometimes he would get agitated and they would just redirect him. The CNA stated he didn't 
witness the altercation between resident's #100 and #200 but he heard about it, and that it was an 
altercation. The CNA also stated it was the first time he knew of that resident #100 got physical with another 
resident. The CNA concluded that there are several types of abuse, including physical, verbal, neglect, and 
that abuse is doing something others wouldn't want them to do.An interview was conducted with a 
Registered Nurse (RN/staff #10) on December 5, 2025 at 11:02 a.m. The RN stated that she was familiar 
with the altercation, and that she wasn't sure if the police got involved following the incident. The RN stated 
that resident #100 was very restless, constantly pacing, and lacked understanding of boundaries. She further 
stated that resident #100 tended to to irritate other residents. The RN further stated after the incident resident 
#100 was sent to the hospital due to needing placement. The RN stated she was the one who put the note in 
on resident #100 about the altercation. The RN stated that absolutely this falls under abuse, and that abuse 
is anything that negatively affects the physical or mental health of the resident. The RN concluded that she 
feels resident #100 was provoked, but it was not acceptable. An interview was conducted with the Assistant 
Director of Nursing (RN/staff #15) was conducted on December 5, 2025 at 11:39 a.m. The RN stated that 
resident #100 is young to be a resident, and has Alzheimer's. She stated that it was hard for him, because 
he's very physically fit but needed his brain to be busy, and before his diagnosis of Alzheimer's he was on 
the go constantly, and thinks he was a mechanic. The RN stated that resident #100 tended to sundown, and 
was high anxiety and easy to set off from things like loud voices. She noted that even things like dietary staff 
cleaning and scraping plates could set him off. The RN stated she was familiar with the incident, and that 
resident #100 was found pressing resident #200 up against a door, and that resident #200 stated he was 
punched in the ribs by resident #100. The RN stated they did an x-ray to rule out injuries but that during 
assessments no injuries were noted. The RN concluded that resident #100 was sent to the hospital following 
the incident and ultimately went home with his spouse. An interview was conducted with the Director of 
Nursing (RN/staff #50) was conducted on December 5, 2025 at 12:34 p.m. The DON stated that what was 
relayed to her about the incident was that a CNA came around the corner and saw resident #100 pinning 
resident #200 against a door. She stated that resident #100 had spacing issues, and that immediately 
following the incident the residents were separated and resident #100 was placed on a 1 to 1 with him until 
he left the facility for the hospital. The DON stated that resident #200 stated he was punched in the side, but 
that no bruising, tenderness or injuries were noted. The DON concluded that abuse is any unwelcome or 
unaccepted behavior, like physical, sexual, or verbal abuse, and that the incident does not meet her 
expectations with how residents should be treated.A review of facility policy titled ‘Abuse, neglect, 
exploitation, and misappropriation prevention program' revised January, 2025 revealed residents have the 
right to be free from abuse, neglect, misappropriation of resident property and exploitation. This includes but 
is not limited to freedom from corporal punishment, involuntary seclusion, verbal, mental, sexual, or physical 
abuse, and physical or chemical restraint not required to treat the resident's symptoms.
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