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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 four of eight sampled residents (#24, 15, 20, and 9) to be free from abuse by other residents (#20, 
22, 11, 18). The deficient practice could lead to ongoing abuse, leading to harm to other residents.-Findings 
include:Regarding Resident #24Resident #24 (alleged victim) was admitted to the facility on [DATE], with 
diagnoses including Alzheimer's disease, dementia in other diseases classified elsewhere, without 
behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety, post-traumatic stress 
disorder, anxiety disorder, and insomnia.A review of the annual Minimum Data Set (MDS) assessment dated 
[DATE], revealed a Brief Interview for Mental Status (BIMS) score of 9, which indicated the resident had 
moderate cognitive impairment. The MDS further revealed that Resident #24 had exhibited no verbal or 
physical behavioral symptoms directed towards others during the assessment period.Review of Resident 
#24's care plan, which was initiated on October 10, 2025, revealed a risk for psychosocial well-being 
problem potentially related to a resident-to-resident altercation. Interventions included: when conflicts arise, 
remove residents to a calm, safe environment, allowing them to vent and share feelings.Resident #20 
(alleged perpetrator) was admitted to the facility on [DATE], with diagnoses including dementia, without 
behavioral disturbance, psychotic disturbance, mood disturbance, anxiety, anxiety disorder, post-traumatic 
stress disorder, vascular dementia, with other behavioral disturbance, and major depressive disorder.A 
review of the quarterly MDS assessment dated [DATE], revealed a BIMS score of 00, which indicated the 
resident #20 could not complete the assessment. The MDS further revealed that Resident #20 had exhibited 
no verbal or physical behavioral symptoms directed towards others during the assessment period.Review of 
Resident #20's care plan that was initiated September 4, 2025, revealed a risk for a behavioral problem, 
intrusive and combative with care at times. Interventions included an attempt to redirect behaviors.
-Regarding the December 5, 2025, incident On December 5, 2025, a nursing progress note was entered into 
the clinical record for Resident #24. It stated that Resident #24 was observed getting hit in the face with a 
room door. Resident #24 had an abrasion to the right lower eyebrow. Head-to-toe skin assessment was 
completed with no other injuries noted.Review of a skin assessment for Resident #24, dated December 5, 
2025, revealed that Resident #24 had an abrasion on his right upper eyelid and no other skin injuries or 
wounds were noted.On December 5, 2025, a nursing progress note was entered into the clinical record for 
resident #20. It stated that Resident #20 was observed abruptly closing the door to a resident's room on the 
resident's face, causing injury. Resident #20 was then taken to the day room for checks every 15 minutes. 
Review of a skin assessment dated [DATE], revealed no areas of concern for resident #20. Review of the 
facility's undated 5-day investigation report regarding the altercation that occurred on December 5, 2025, 
revealed that a laundry aid (staff #234) was delivering clothing to resident #24's room and witnessed the 
altercation. Following the alteration, Resident #20 was placed on 15-minute supervisory checks. The report 
further stated that resident #24 was seen by the facility's behavior nurse practitioner. Resident #20 could not 
recall the events, and no changes were ordered to his medications. An interview was conducted by 
telephone on December 23, 2025, at 2:22 p.m. with staff #234. Staff #234 stated that on December 5, 2025, 
she was delivering clean clothing to the room of resident #24. As she was hanging clothes in his closet, she 
heard a verbal argument between Resident #24 and Resident #20. She then observed resident #20 
attempting to enter resident #24's room. Resident #24 was attempting to close the door while resident #20 
was trying to enter. Staff #234 stated that she called out for help and witnessed Resident #20 forcefully push 
the door into the face of Resident #24. An interview was conducted with Director of Nursing (DON/staff #31) 
on December 23, 2025, at 3:23 p.m. Staff #31 stated that the altercation between Resident #20 and Resident 
#24 on December 5, 2025, in which a resident used a door to strike another resident, would meet the 
definition of abuse and fail to meet the facility's expectation. Regarding Resident #15Resident #15 (alleged 
victim) was admitted to the facility on [DATE], with diagnoses including unspecified dementia, with agitation, 
metabolic encephalopathy, major depressive disorder, generalized anxiety disorder, and a personal history 
of benign neoplasm of the brain.A review of the quarterly MDS assessment dated [DATE], revealed a BIMS 
score of 2, which indicated the resident had severe cognitive impairment. The MDS further revealed that 
Resident #15 had exhibited other behavioral symptoms not directed towards others one to three days during 
the assessment period.Review of resident #15's care plan that was initiated on April 19, 2024, revealed a 
risk for the potential to be physically aggressive regarding dementia. Interventions included analyzing times 
of day, places, circumstances, triggers, and what de-escalates behavior and document. Resident #22 
(alleged perpetrator) was admitted to the facility on [DATE], with diagnoses including unspecified dementia 
with agitation, bipolar disorder, mood affective disorder, major depressive disorder, anxiety disorder, and 
insomnia.A review of the quarterly MDS assessment dated [DATE], revealed a BIMS score of 5, which 
indicated the resident had severe cognitive impairment. The MDS further revealed that Resident #22 had 
exhibited other behavioral symptoms not directed towards others one to three days during the assessment 
period.A care plan that was initiated on August 6, 2025, revealed that resident #22 was at risk for the 
potential to be verbally aggressive, yelling or cursing at others. Interventions included when Resident #22 
becomes agitated, intervention before escalating, and guiding away from distress. - Regarding the December 
10, 2025, incident On December 10, 2025, a nursing progress note was entered into the clinical record for 
resident #15. It stated that Resident #15 was in an altercation with another resident and ended up with a 
hematoma around the left eye. Resident #15 then calmed down and is no longer in pain. Review of a change 
in condition form for Resident #15 dated December 10, 2025, revealed that Resident #15 had a documented 
contusion and discoloration and reported to be in pain. Further review revealed that Resident #15 expressed 
non-verbal signs of pain, including tension, distressed pacing, and fidgeting. On December 10, 2025, a 
nursing progress note was entered into the clinical record of Resident #22. It stated that Resident #22 was in 
an altercation with another resident at 9:25 p.m., and the resident was assessed with no injuries noted and 
was currently sleeping. Review of a change in condition form for Resident #22, dated December 10, 2025, 
revealed no pain or physical injuries to Resident #22. Review of the facility's undated 5-day investigation 
report regarding the altercation that occurred on December 10, 2025, revealed that at approximately 9:30 p.
m., both resident #15 and resident #22 were in the dayroom. A licensed practical nurse (LPN/staff #6) was in 
the room, but had his back turned towards the residents when the altercation happened. The report further 
stated that Resident #22 tried to put a blanket over Resident #15's head, and Resident #15 said words to 
Resident #22, and Resident #22 slapped Resident #15 across the face several times. Resident #22 was 
placed on 15-minute supervisory checks until he could be seen by the behavioral nurse practitioner. 
Attempts to interview Staff #6 by phone took place on December 23, 2025, at 12:12 p.m., 1:11 p.m., and 1 
:56 p.m. Voicemail messages were left, but no return call was received. An interview was conducted with 
staff #31 on December 23, 2025, at 3:23 p.m. Staff #31 stated that the altercation between Resident #15 and 
Resident #22 on December 10, 2025, in which a resident hit or slaps another resident, would meet the 
definition of abuse and fail to meet the facility's expectation.Regarding Resident #20Review of the care plan 
for resident #20 (alleged victim) revealed a focus initiated on December 5, 2025, that Resident #20 was at 
risk for psychosocial well-being problem regarding a resident-to-resident altercation. Interventions included 
when a conflict arises, remove resident to a calm safe environment and allow Resident #20 to vent and 
share feelings. Resident #11 (alleged perpetrator) was admitted to the facility on [DATE], with unspecified 
dementia, without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety, major 
depressive disorder, personal history of traumatic brain injury, and generalized anxiety disorder.A review of 
the quarterly MDS assessment dated [DATE], revealed a BIMS score of 6, which indicated the resident had 
severe cognitive impairment. The MDS further revealed that Resident #11 had exhibited other behavioral 
symptoms not directed towards others, one to three days during the assessment period.A care plan that was 
initiated on April 24, 2025, revealed that Resident #11 was at risk for potential to be physically aggressive. 
Interventions included monitoring, documenting, and reporting any signs or symptoms of Resident #11 
posing a danger to self or others. - Regarding the December 12, 2025, incidentOn December 12, 2025, a 
nursing progress note was entered into the clinical record for Resident #20. It stated that Resident #20 was 
pushed onto the ground. Resident #20 only had minor pain and injuries and was doing fine now and resting. 
Review of a change in condition form for Resident #20, dated December 12, 2025, revealed that Resident 
#20's skin was noted to have a contusion and an abrasion. The evaluation further stated that resident #20 
was experiencing new pain symptoms.On December 13, 2025, a nursing progress note was entered into the 
clinical record for resident #20. It stated that resident #20's x-ray results indicated that he had an acute 
olecranon avulsion fracture of the right elbow and an acute olecranon avulsion fracture of the right forearm. 
The medical doctor said Resident #20 may need surgery, but doesn't know if the resident is a candidate for 
surgery. The note further stated that the initiator (Resident #11), who pushed Resident #20 to the ground, is 
still going after Resident #20, and staff are keeping a close eye on them with checks every 15 minutes. On 
December 12, 2025, a nursing progress note was entered into the clinical record for Resident #11. It stated 
that resident #11 was irritated with another resident and pushed him down to the ground. Both residents 
were calm and resting after the incident, and no injuries occurred. Review of a change in condition form for 
Resident #11, dated December 12, 2025, revealed that Resident #11 had no physical injuries noted and was 
not in any pain. On December 13, 2025, a nursing progress note was entered into the clinical record for 
resident #11. It stated that Resident #11 was still showing signs of aggression towards Resident #20, and the 
staff was still watching both residents closely. Review of the facility's undated 5-day investigation report 
regarding the altercation that occurred on December 12, 2025, revealed that at approximately 7:30 p.m., the 
staff witness, Certified Nursing Assistant (CNA/staff #250), observed Resident #20 and Resident #11 
arguing. Staff #250 ran to separate the residents and witnessed resident #11 push resident #20 to the floor. 
Staff #250 then took resident #11 to the day room. The report further stated that resident #20 was assessed 
to have a bruise on his right elbow and his right scapula. Resident #11 told staff that he felt like Resident #20 
was causing trouble by going into rooms and stealing things. An interview was conducted with Staff #31 on 
December 23, 2025, at 3:23 p.m. Staff #31 stated that the altercation between Resident #20 and Resident 
#11 on December 12, 2025, in which one resident pushed another resident to the ground, causing injuries, 
would meet the definition of abuse and fail to meet the facility's expectations.- Regarding the December 22, 
2025, incident On December 22, 2025, a nursing progress note was entered into the clinical record for 
Resident #20. It stated that Resident #20 was walking around the unit and stopped at another resident's 
table and grabbed the other resident's banana. The resident got upset, got up, and punched resident #20 in 
the stomach. The two residents were separated and assessed for injuries. Management and the family were 
notified. Review of a change in condition form for Resident #20, dated December 2, 2025, revealed that 
Resident #20's skin had no changes observed, and Resident #20 was not in pain. On December 22, 2025, a 
nursing progress note was entered into the clinical record for Resident #11. It stated that Resident #11 was 
eating breakfast when another resident wandering in the unit came up to him and took his banana. Resident 
#11 got upset and got up and punched the other resident in the stomach. Resident #11 was placed on 
one-on-one supervision. Review of a skin assessment and weekly skin check for Resident #11, both dated 
December 22, 2025, revealed no skin injuries or areas of concern for Resident #11. An interview was 
conducted by telephone on December 23, 2025, at 2:34 p.m. with CNA (staff #58). Staff #58 stated that on 
December 22, 2025, during breakfast, he witnessed resident #20 walking around. Resident #20 walked up to 
the table occupied by Resident #11 and took Resident #11's banana. Staff #58 went over to intervene and 
witnessed Resident #11 accuse Resident #20 of stealing, and Resident #11 punched Resident #20 in the 
stomach. Staff #58 then separated the residents, and Resident #11 denied hitting Resident #20. Review of 
the facility's undated 5-day investigation report regarding the altercation that occurred on December 12, 
2025, revealed that resident #11 and resident #20 were assessed, and no physical injuries were noted to 
either resident; psycho-social support was provided to both residents. An interview was conducted with Staff 
#31 on December 23, 2025, at 3:23 p.m. Staff #31 stated that the altercation between resident #20 and 
Resident #11 on December 22, 2025, in which one resident hit another resident in the stomach, would meet 
the definition of abuse and fail to meet the facility's expectation. Regarding Resident #9 Resident #9 (alleged 
victim) was admitted to the facility on [DATE], with diagnoses including dementia, unspecified severity, 
without behavioral disturbance, psychotic disturbance, mood disturbance, anxiety, and major depressive 
disorder.A review of the admission MDS assessment dated [DATE], revealed a BIMS score of 11, which 
indicated the resident had moderate cognitive impairment. The MDS further revealed that Resident #9 had 
exhibited no verbal or physical behavioral symptoms during the assessment period.Review of Resident #9's 
care plan that was initiated on December 19, 2025, revealed a risk for impaired cognitive function or impaired 
thought related to his diagnosis of dementia. Interventions included monitoring, documenting, and reporting 
changes in condition and cue, reorienting and supervising Resident #9, as needed. Resident #18 (alleged 
perpetrator) was admitted to the facility on [DATE], with diagnoses including vascular dementia, with other 
behavioral disturbance, insomnia, anxiety disorder, metabolic encephalopathy, anemia, and violent behavior.
A review of the annual MDS assessment dated [DATE], revealed a BIMS score of 6, which indicated the 
resident had moderate cognitive impairment. The MDS further revealed that Resident #18 had exhibited no 
verbal or physical behavioral symptoms directed towards others, but was observed to reject care one to 
three times during the assessment period. Review of Resident #18's care plan that was initiated on October 
29, 2025, revealed a risk for psychosocial well-being related to a resident-to-resident altercation. 
Interventions included removing Resident #18 to a calm, safe environment when conflicts arise, and allowing 
him to share his feelings. - Regarding the December 20, 2025, incidentOn December 20, 2025, a behavior 
progress note was entered into the clinical record for Resident #9. It stated that Resident #9 started arguing 
with another resident. A nurse walked over to get between the men when they started to swing and hit each 
other a few times. The two residents were separated, no injuries were noted, and the nurse would continue 
to monitor. Review of a change in condition form for Resident #9, dated December 20, 2025, revealed that 
Resident #9's skin had no changes and was not in pain. The document noted the resident's physical 
aggression. On December 20, 2025, a behavior progress note was entered into the clinical record for 
resident #18 (identical note as Resident #9). It stated that Resident #18 started arguing with another 
resident. A nurse walked over to get between the men when they started to swing and hit each other a few 
times. The two residents were separated, no injuries were noted, and the nurse would continue to monitor.
Review of a change in condition form for Resident #9, dated December 20, 2025, revealed that Resident 
#18's skin had no changes and was not in pain. The document noted the resident's physical aggression. An 
interview was conducted by telephone on December 23, 2025, at 12:14 p.m. with LPN/staff #212. Staff #212 
stated that on December 20, 2025, she was passing medications and observed Residents #9 and #18 both 
seated at the dinner table. She overheard Resident #18 verbally threaten Resident #9 and immediately 
reacted to separate the residents. As she approached, she saw Resident #18 hit Resident #9 with his hand. 
Resident #9 then hit back at resident #18 until staff could separate the residents. Staff #212 assessed both 
residents, and no physical injuries were noted to either resident. Review of the facility's undated 5-day 
investigation report regarding the altercation that occurred on December 20, 2025, revealed that residents #9 
and #18 were arguing over a female resident, and Resident #18 believed he was protecting her. An interview 
was conducted with Staff #31 on December 23, 2025, at 3:23 p.m. Staff #31 stated that the altercation 
between Resident #9 and Resident #18 on December 20, 2025, would meet the definition of abuse and fail 
to meet the facility's expectations.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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