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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of records, and review of facility policy and procedure, the facility failed to protect the 
rights of three of seven sampled residents (#10, #8, and #20) to be free from abuse by other residents (#22, 
16, and 6). The deficient practice could lead to ongoing abuse, leading to harm of other residents.-Findings 
include:Regarding Resident #10Resident #10 (alleged victim) was admitted to the facility on [DATE], with 
diagnoses including Alzheimer's disease, major depressive disorder, anxiety disorder, encounter for palliative 
care, benign prostatic hyperplasia with lower urinary tract symptoms, and senile degeneration of brain.A 
review of the admission Minimum Data Set (MDS) assessment dated [DATE], revealed a Brief Interview for 
Mental Status (BIMS) score of 3, which indicated the resident was severely cognitively impaired. The MDS 
further revealed that resident #10 had exhibited no verbal or physical behavioral symptoms directed towards 
others during the assessment period. Review of resident #10's care plan that was initiated September 23, 
2025, revealed a risk for psychosocial well-being related to a resident-to-resident altercation. Interventions 
included increased communication and monitoring of his usual response to problems.Resident #22 (alleged 
perpetrator) was admitted to the facility on [DATE] with diagnoses including unspecified moderate dementia- 
with agitation, anxiety disorder, anemia, chronic obstructive pulmonary disease, generalized muscle 
weakness, hypothyroidism, acute respiratory failure with hypoxia, metabolic encephalopathy, and 
unsteadiness on feet.Review of resident #22's quarterly MDS dated [DATE] revealed a BIMS score of 8, 
which indicated moderate cognitive impairment. The MDS further stated that resident #22 exhibited no verbal 
or physical behavioral symptoms directed towards others. A care plan that was initiated September 23, 2025 
that revealed that resident #22 was at risk for a psychosocial wellbeing problem related to a 
resident-to-resident altercation. Interventions included 72-hour observation, consult with pastoral, social 
services, and psych services, and monitor/document resident #22's unusual response to problems. 
-Regarding October 20, 2025 incidentOn October 20, 2025, at 12:24 p.m. an incident progress note was 
entered into the clinical record for resident #10. It stated that at approximately 12:24 p.m. resident #10 was 
observed having being struck in the abdomen by another resident. Per the note, resident #10 was at 
baseline very confused and only muttered something about a radio. Both residents were immediately 
separated for safety. Resident #10 was assessed head to toe with no redness or bruising noted. Resident 
#10 denied any pain.Review of resident #10's skin assessment, dated October 20, 2025, revealed that 
resident #10's skin was clean dry and intact. No skin issues or injuries were noted.Review of a psych follow 
up progress note dated October 21, 2025, documented that per the assessment, resident #10's deemed that 
his safety risk was low and a safety plan was not required.On October 20, 2025, at 12:43 p.m. an incident 
progress note was entered into the clinical record for resident #22. It stated that at approximately 12:24 p.m. 
resident #22 was observed punching another resident in the abdomen. Resident #22 kept saying he's a 
f^cking rat. Both residents were separated for safety.Review of a psych follow up progress note dated 
October 21, 2025, revealed that resident #22 had been seen by Behavior Nurse Practitioner (NP/staff #174). 
The note documented that the NP had adjusted the orders for medications and resident #22 was monitored 
and remained under observation.Review of the facility's undated 5-day investigation report regarding the 
altercation which occurred on October 20, 2025 revealed that resident #10 entered the day room at 
approximately 12:30 p.m. and was observed greeting other residents around the room. Per the report, 
resident #10 approached resident #22, resident #22 said something to resident #10 and then resident #22 
punched resident #10 in the stomach. The report documented that neither resident had physical injuries 
noted. Further review of the 5-day investigation report revealed a written staff witness statement by a 
Registered Nurse (RN/staff #130). The statement indicated that staff #130 was giving another resident 
medication in the shower room and upon exiting observed the resident-to-resident altercation. Attempts to 
contact the RN (staff #130) for a telephonic interview were made on November 6, 2025 at 11:29 a.m., 12:42 
p.m., and 3:24 p.m. No return call was received. -Regarding resident #10 and resident #22 on October 21, 
2025 incidentReview of a clinical records for residents #10 revealed an incident progress note at on October 
21, 2025, at 4:43 p.m. The notes stated that resident #22 had been observed verbally assaulting resident 
#10 in the dayroom. Resident #10 was sitting at the table, and not provoking resident #22. Resident #22, 
moved his wheelchair near resident #10 and resident #22 punched resident #10 in the upper body. Resident 
#10 was transported outside to diffuse and separate the residents and no physical injuries were noted to 
either resident. Review of a skin assessments for residents #10, dated October 21, 2025 revealed that no 
physical injuries were noted to resident #10. Review of a clinical records for residents #22 revealed an 
incident progress note at on October 21, 2025, at 4:37 p.m. The notes stated that resident #22 had been 
observed verbally assaulting resident #10 in the dayroom. Resident #10 was sitting at the table, and not 
provoking resident #22. Resident #22, moved his wheelchair near resident #10 and resident #22 punched 
resident #10 in the upper body. Resident #10 was transported outside to diffuse and separate the residents 
and no physical injuries were noted to either resident. Review of a skin assessments for residents #22, dated 
October 21, 2025, revealed that no physical injuries were noted to resident #22. Review of facility census 
records for resident #22 reveal that resident #22 was moved from the Vista East unit to the Vista [NAME] unit 
on October 21, 2025.Review of the facility's undated 5-day investigation report for the altercation which 
occurred on October 21, 2025 revealed that resident #10 was sitting at a table when he had a verbal 
altercation with resident #22. Resident #22 then punched resident #10 in the upper body. The report further 
stated that resident #22 had just been seen by the NP (staff #174) and had been placed on 15-minute 
supervisory checks. The facility determined it was best to move resident #22 to a different secure unit and 
continued one-on-one staff monitoring until the change in medication took effect. Further review of the 
undated 5-day investigation revealed that no witness statements were included in the report for the 
altercation on October 21, 2025.Attempts were made to interview Licensed Practical Nurse (LPN/staff #163) 
on November 6, 2025, at 11:32 a.m., 12:46 p.m. and 3:25 p.m. No return call was received.An updated 
quarterly MDS for resident #22 was entered into the clinical record on October 22, 2025. Resident #22's 
BIMS score was assessed to be 7, indicating severe cognitive impairment. The MDS documented that the 
resident did not exhibit physical behavioral symptoms directed towards others. However, the MDS indicated 
that the resident exhibited verbal and other behavioral symptoms directed towards others during the 
assessment period. An interview was conducted with the Director of Nursing (DON/staff #56) on November 
6, 2025 at 3:05 p.m. Staff #56 stated that her expectation is that when a resident-to-resident altercation 
occurs, the residents with a history of behaviors directed towards others would be placed on one-on-one 
supervision until they can be seen by the facility's psych provider. If the resident has no history of behaviors 
directed towards others, the perpetrator would be placed on behavioral checks every 15 minutes until the 
resident could be seen by the psych provider. The DON said that incidents between residents #22 and #10 
which occurred on October 20, 2025 and October 21, 2025 both met the definition of abuse and failed to 
meet her expectations for the residents and the facility. Regarding resident #8 -Resident #8 (alleged victim) 
was admitted to the facility on [DATE], with diagnoses including vascular dementia with other behavioral 
disturbance, dysphagia, oral phase, anxiety disorder, hypokalemia, metabolic encephalopathy, violent 
behavior, and anemia.Review of resident #8's care plan initiated October 13, 2025 revealed that resident 
#8's behaviors included intrusive wandering and refusal of care. Interventions included indicated for staff to 
intervene as necessary to protect the rights and safety of others. Review of the quarterly MDS assessment 
for resident #8 dated October 14, 2025, revealed a BIMS score of 6, which indicated severe cognitive 
impairment. The MDS further documented that resident #8 did not exhibit verbal or physical behavioral 
symptoms directed towards others during the assessment period.An incident progress note dated October 
29, 2025documented that the RN (staff #130) heard a commotion in the dayroom while charting at the 
station. Per the note, staff #130 looked up and saw resident #8 being hit on the arm by another resident. 
Resident #8 informed the RN that the other resident was yelling at him and then hit him. According to the 
note, both residents were separated and no physical injuries were noted to either resident. -Resident #16 
(alleged perpetrator) was admitted to the facility on [DATE] with diagnoses including unspecified dementia 
with agitation, generalized anxiety disorder, chronic obstructive pulmonary disease, chronic pain syndrome, 
unspecified severe protein-calorie malnutrition, recurrent major depressive disorder, and hyperlipidemia.
Review of resident #16's care plan initiated November 20, 2024 and revised September 30, 2025 addressed 
psychosocial wellbeing related to a resident to resident altercation. Interventions directed to monitor and 
document resident #16's usual response to problem and consult with pastoral care, social services and 
psych services. Review of resident #16's annual MDS assessment dated [DATE] revealed a BIMS score of 
6, which indicated severe cognitive impairment. The MDS indicated that resident #16 did not exhibit verbal or 
physical behavioral symptoms directed towards others during the assessment period.An incident progress 
note dated October 29, 2025 documented that a RN (staff #130) heard a commotion while charting at the 
nurse's station. Per the note, the RN looked up and saw resident #16 hitting another resident on the arm. 
The note indicated that resident #16 was baseline dementia and laughed about the situation. According to 
the note the residents were separated for safety and no physical injuries were noted to either resident. 
Review of the facility's undated 5-day investigation report for the altercation which occurred on October 29, 
2025 revealed that at approximately 4:11 p.m., resident #16 was witnessed shouting at resident #8 while in 
the dayroom. The report indicated that resident #8 was heard telling resident #16 to shut up. Per the report 
resident #16 hit resident #8 on the arm then resident #8 struck back at resident #16. The report documented 
that staff separated and assessed both residents. No injuries were observed to either resident. Both resident 
#8 and resident #16 could not recall the incident 30 minutes after the altercation. Resident #16 was placed 
on 15-minute supervisory checks until she could be seen by the NP (staff #174). Further review of the 
undated 5-day report revealed a written staff witness statement by RN (staff #130). The statement revealed 
that at approximately 4:07 p.m. on October 29, 2025, staff #130 heard a commotion in the dayroom while 
charting., The RN stood up and witnessed resident #16 hit resident #8 on his arm. Attempts to contact staff 
witness, RN #130, were made on November 6, 2025 at 11:29 a.m., 12:42 p.m., and 3:24 p.m. No return call 
was received.On November 6, 2025 at 3:05 p.m., an interview was conducted with Director of Nursing 
(DON/staff #56). Staff #56 stated that her expectation regarding resident-to-resident altercation is that the 
residents with a history of behaviors directed towards others be placed on one-on-one supervision until they 
can be seen by the facility's psych provider. If the resident has no history of behaviors directed towards 
others, she expects the perpetrator to be placed on behavioral checks every 15 minutes until the resident 
could be seen by the psych provider. The DON said that the incident between residents #16 and #8 on 
October 29, 2025 met the definition of abuse and failed to meet her expectations for the residents and the 
facility.-Regarding Resident #20-Resident #20 (alleged victim) was admitted to the facility on [DATE] , with 
diagnoses including: major depressive disorder, type 2 diabetes mellitus without complications, obstructive 
sleep apnea, polyneuropathy, fibromyalgia, chronic obstructive pulmonary disease, atherosclerotic heart 
disease of native coronary artery without angina pectoris, narcissistic personality disorder, adjustment 
disorder with mixed anxiety and depressed mood, mild cognitive impairment of uncertain or unknown 
etiology, malignant neoplasm of bladder, rheumatoid arthritis, and encounter for antineoplastic chemotherapy.
Review of the quarterly MDS assessment for resident #20 dated August 1, 2025, revealed a BIMS score of 
12, which indicated moderate cognitive impairment. The MDS further stated that resident #20 exhibited no 
verbal or physical behavioral symptoms directed towards others during the assessment period.Further 
review of resident #20's MDS assessment dated [DATE] revealed that he was assessed to be independent 
for sit to stand, and walking 50 feet with two turns, once standing. Furthermore, the assessment indicated 
that resident #20 required assistance prior to or after walking 150 feet after standing. The MDS assessment 
noted that resident #20 had no falls noted prior to admission and indicated one fall with injury since 
admission to the facility. Review of resident #20's care plan focus initiated May 6, 2024, revealed a risk for 
falls related to psychoactive drug use. Interventions included anticipating and meeting the resident's needs.A 
care plan focus for resident #20 initiated August 12, 2024, revealed that resident #20 was at risk for 
elopement. Interventions included assessment for fall risk and distract resident from wandering by offering 
pleasant diversions and conversations. Another care plan for resident #20 revealed a focus initiated October 
29, 2025, revealed that resident #20 was at risk for not meeting social needs. Interventions included 
indicated to introducing introduce resident #20 to other residents with a similar background and encouraging 
encourage and facilitating facilitate their interactions.A skin assessment dated [DATE] documented that the 
resident had no skin issues/injuries. An SBAR (Situation, Background, Assessment and Recommendation) 
Summary note dated November 3, 2025 documented that documented that at approximately 7:00 p.m., 
another resident was joking around with peers in the dayroom and appeared to have said something to this 
resident which upset him and caused him to push the other resident to the floor. A Nurses note dated 
November 3, 2025 documented that resident #20 was involved in an incident with another resident. Per the 
note resident #20 wanted to make sure the other resident was okay before he left. The incident was 
categorized as unexpected due to the residents usually joking with each other. The note indicated that neuro 
and vital check were accomplished and provider was notified of the findings. According to the note, new 
orders were received to send the resident to the ER (emergency room) for scans.Review of the Weekly Skin 
Check form dated November 4, 2025 revealed that resident #20 did not have documented skin 
issues/injuries or new skin condition.A change of condition evaluation for resident #20 dated November 3, 
2025, at 7:03 p.m. revealed that Resident #6 had developed a bump on the back of his head and was noted 
to be in acute pain. A review of the census information for resident #20 revealed that resident #20 was 
discharged for a hospital leave on November 3, 2025. The resident had not returned to the facility. Resident 
#6 (alleged perpetrator) was admitted to the facility on [DATE] , with diagnoses including: unspecified 
dementia, unspecified severity, without behavioral disturbance, psychotic disturbance, mood disturbance, 
and anxiety, atrial fibrillation, depression, personal history of transient ischemic attack (tia), and cerebral 
infarction without residual deficits, and essential (primary) hypertension.Review of the quarterly MDS for 
resident #6, dated September 2, 2025, revealed a BIMS of 6, which indicated severe cognitive impairment. 
The MDS further stated that resident #6 exhibited no verbal or physical behavioral symptoms directed 
towards others during the assessment period.Review of the care plan for resident #6 revealed a focus 
revised on December 1, 2024 for not meeting resident #6's emotional, intellectual, physical and social needs, 
in regards to resident #6's diagnoses of dementia. Interventions included assistance and escort to activity 
functions and introducing resident #6 to other residents with similar background and interests and encourage 
and facilitate interaction. Another care plan focus initiated June 2, 2025, revealed that resident #6 had an 
impaired cognitive function regarding his diagnosis of dementia. Interventions included cueing, reorienting 
and supervision of resident #6 as needed. Review of resident #6's progress notes revealed a provider 
summary note dated November 3, 2025, at 8:37 p.m. for resident #6's change in condition related to 
behavioral symptoms. It stated that at approximately 7:00 p.m. resident #20 was joking with peers in the 
dayroom and appeared to say something to resident #6 as resident #20 was walking by resident #6's table. 
Resident #6 appeared to get upset and pushed resident #20 to the floor. Resident #20 stated that He pushed 
me and I fell, but I'm okay. The residents were separated, assessed for neuros, vitals and assessed head to 
toe. The provider's recommendations were to place resident #6 on checks every 15 minutes and monitor. A 
nursing progress note on November 3, 2025, at 9:41 p.m. revealed that after the altercation, resident #6 
stated that he wanted to make sure that resident #20 was okay before leaving the day room. The note further 
stated that the incident was unexpected because both residents joke with each other daily. An interview was 
conducted by telephone on November 6, 2025, at 2:10 p.m. with Licensed Practical Nurse (LPN/staff #111). 
LPN #111 stated that on November 3, 2025, at approximately 7:00 p.m., resident #6 was seated at a table in 
the day room and resident #20 came into the room to get a snack from a nurse. Resident #20 stopped by the 
table occupied by resident #6 and resident #20 said something to resident #6, quietly. LPN #111 then 
witnessed resident #6 stand up aggressively. Staff then attempted to intervene but resident #20 pushed 
resident #6 to the floor. The residents were separated and assessed. LPN #111 stated that resident #20 had 
immediately told staff that he was not injured and resident #6 could not recall the incident 10 minutes later. 
resident #6 likes to joke with other residents and staff, so this behavior was unlike him. An interview was 
conducted by telephone on November 6, 2025, at 2:18 p.m. with Certified Nursing Assistant (CNA/staff 
#120). CNA #120 stated that on November 3, 2025 at approximately 7:00 p.m., she was working on the 
computer and overheard resident #6 tell resident #20 You don't talk to me like that. She then witnessed 
resident #6 push resident #20 to the ground. CNA #120 stated she ran towards the residents to assist in 
separating them and that resident #6, could not recall the events that took place, soon after the incident. An 
interview was conducted on November 6, 2025, at 3:05 p.m. with DON #56. DON #56 stated that on 
November 3, 2025, resident #20 had been out of the facility on a bus trip attending a program for military 
veterans. Upon his return, resident was assessed to have a sprained ankle that could have altered his 
stability on his feet. DON #56 stated that resident #20 is still at the hospital recovering from a broken hip due 
to the incident, and they expect him to return to the facility in the near future. DON #56 then stated that the 
incident on November 3, 2025, between residents #20 and #6 would be considered abuse and would fail to 
meet her expectations. Review of the facility's 5-day investigation revealed that after staff witnessed resident 
#6 push resident #20 to the ground, resident #20 was initially assed to only have a bump on his head. Later 
in the evening, resident was taken to the emergency room and at the hospital it was reported that resident 
#20 had fracture of his right hip. Resident #6 expressed remorse to staff, but could not recall the incident 
soon after. Resident #6 was moved to a different unit of the facility but became irate and aggressive and the 
facility moved him back to his previous room. Review of a facility policy titled, Abuse and Neglect - Clinical 
Protocol, revised in March of 2018, revealed that abuse was defined as the willful infliction of injury, 
unreasonable confinement, intimidation, or punishment with resulting physical harm, pain or mental anguish.
Review of a policy revised in September of 2022, titled, Abuse, Neglect, Exploitation or Misappropriation - 
Reporting and investigating, revealed a definition of abuse being the willful infliction of injury withresulting 
physical harm, pain or mental anguish. The policy further revealed a definition for willful being that an 
individual acted deliberately.Review of a policy revised in April of 2021, titled, Abuse, Neglect, Exploitation or 
Misappropriation -Prevention Program, revealed that residents have a right to be free from abuse, and the 
facility was committed to ensuring residents were protected from abuse by anyone, including other residents.
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