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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility documentation, and staff interviews, the facility failed to ensure that residents 
are free from abuse from another resident (Residents #1 and #3). The deficient practice could lead to 
additional resident-to-resident altercations, thereby creating an unsafe environment.Findings 
include:-Regarding Resident #1:Resident #1 was admitted on [DATE], with diagnoses that included 
unspecified dementia, unspecified severity, with other behavioral disturbance, and unspecified dementia, 
severe, with psychotic disturbance.A quarterly MDS (Minimum Data Set) assessment dated [DATE], 
revealed a BIMS (brief interview for mental status) score of 05, indicating that the resident had severe 
cognitive impairment. The MDS assessment also revealed that within the last seven days before the 
assessment, Resident #1 exhibited verbal behavioral symptoms directed towards others one to three days 
out of the seven; other behavioral symptoms not directed towards others occurred four to six days, but not 
daily; rejection of care and wandering occurred daily.An order dated December 1, 2025, revealed that 
Resident #1 exhibited aggressive/combative behavior, and to move the resident to a quiet room until the 
episode is resolved; to remove potentially harmful objects from the immediate environment; protect other 
residents in the immediate area from harm; and to document behavior in the progress notes for 72 hours 
every shift.A progress note dated December 1, 2025, at 7:05 PM revealed that Resident #1 had been in the 
dining room when she took the food off of another resident's plate. The note also documented that the other 
resident swatted at Resident #1 and proceeded to grab her right breast. The progress note also noted that 
Resident #1 had an assessment completed, reporting three scratches on the right breast measuring 3.5 cm 
(centimeters), 5 cm, and 2 cm. The note also documented that the two residents were separated immediately 
and that contact was made with the DON (Director of Nursing), the police, and APS (Adult Protective 
Services). A progress note dated December 1, 2025, at 9:22 PM, revealed that Resident #1 will be on 
behavior charting and exhibited no further behaviors towards the other resident, or signs or symptoms of 
distress or discomfort. The note also documented no signs of infection to the three scratches on the right 
breast of Resident #1. A progress note dated December 2, 2025, at 1:39 PM, revealed that Resident #1 was 
still on behavior charting and exhibited no further behaviors or signs or symptoms of distress or discomfort. A 
care plan focus, dated December 2, 2025, revealed that Resident #1 had scratches on her right breast 
related to a resident-to-resident altercation, with a target goal to have the scratches heal without complication.
A progress note dated December 3, 2025, at 4:26 AM, revealed that Resident #1 was still on behavior 
charting for the resident-to-resident altercation, as well as an unrelated fall, and exhibited no further 
behaviors or signs or symptoms of distress or discomfort. A behavioral health consult note, dated December 
4, 2025, revealed that Resident #1 had been seen for a resident-to-resident altercation in which Resident #1 
attempted to grab another resident's food from the dining room table. The other resident grabbed Resident 
#1's right hand, then squeezed her right breast. The note also documented that staff will implement 
monitoring during meal times as an intervention to avert further interactions.A progress note dated December 
6, 2025, at 3:46 AM, revealed that Resident #1 was still on behavior charting and exhibited no further 
behaviors or signs or symptoms of distress or discomfort. The note also documented that the scratches on 
her breast are healing appropriately.-Regarding Resident #3:Resident # 3 was re-admitted on [DATE], with 
diagnoses that included vascular dementia, unspecified severity, with other behavioral disturbance, and 
unspecified mood affective disorder.An order dated December 1, 2025, revealed that Resident #3 had been 
involved in a resident-to-resident altercation and directed that the altercation be documented in progress 
notes.An annual MDS assessment dated [DATE], revealed a BIMS score of 99, indicating that the resident 
was unable to complete the interview.A progress note dated December 1, 2025, at 7:21 PM, revealed that 
Resident #3 had been sitting at a dining room table during dinner when another resident approached her and 
attempted to grab at her food. The note also revealed that Resident #3 grabbed the hand of the other 
resident to push that arm away, and then grabbed, twisted, and scratched the right breast of the other 
resident. The progress note also documented that the two residents were separated, placed on behavior 
monitoring to be kept apart, and that contact was made with the DON (Director of Nursing), the police, and 
APS. A progress note dated December 1, 2025, at 9:24 PM, revealed that Resident #1 was still on behavior 
charting due to a resident-to-resident interaction and exhibited no further behaviors or signs or symptoms of 
distress or discomfort. A progress note dated December 2, 2025, at 1:43 PM, revealed that Resident #1 was 
still on behavior charting due to a resident-to-resident interaction and exhibited no further behaviors or signs 
or symptoms of distress or discomfort. The note also documented that the two residents did not come into 
contact with each other and that they were kept separated.A care plan approach with a start date of 
December 2, 2025, revealed that Resident #3 exhibited behaviors of physical/verbal aggression towards 
others and will redirect wandering residents away from Resident #3's room or when Resident #3 is eating. A 
progress note dated December 3, 2025, at 1:44 PM, revealed that Resident #1 was still on behavior charting 
due to a resident-to-resident interaction and exhibited no further behaviors or signs or symptoms of distress 
or discomfort. The note also documented that the two residents did not come into contact with each other 
and that they were kept separated.A behavioral health consult note, dated December 4, 2025, revealed that 
Resident #3 had been seen for a resident-to-resident altercation in which another resident, Resident #1, 
wandered to Resident #3, and attempted to grab Resident #3's food from the dining room table. Resident #3 
grabbed the right hand of Resident #1, then squeezed her right breast in an attempt to get Resident #1 
away. The note also documented that staff will implement monitoring during meal times as an intervention to 
avert further inappropriate interactions.An interview was attempted with Resident #3 on December 16, 2025, 
at 10:25 AM; however, Resident #3 was unable to provide coherent sentences and repeated sounds. An 
interview was attempted with Resident #1 on December 16, 2025, at 10:30 AM; however, the Resident was 
located in bed in their room and presented unarousable and therefore unable to be interviewed.An interview 
was conducted on December 16, 2025, at 10:43 AM with an LPN (Licensed Practical Nurse/Staff #33), who 
stated that within her role, allegations of abuse, whether verbal, physical, mental, or emotional, would need 
to be reported immediately to the charge nurse and the DON. Regarding Residents #1 and #3, Staff #33 
stated that she had been in the dining room providing dining assistance to an unrelated resident and that her 
back had been facing the altercation. Staff #33 stated that she overheard the altercation from behind her 
and, by the time she turned around, a CNA (Certified Nursing Assistant) had separated the two residents. 
Staff #33 stated she had reviewed the video footage from the dining room and noted that the video had 
shown Resident #1 approach Resident #3's table to grab her food, and Resident #3 reacted physically, 
which resulted in Resident #1 obtaining three scratches on her right breast. Staff #33 stated that Resident #3 
had a history of aggressive behavior toward others and had been involved in a resident-to-resident incident 
before this altercation, and that Resident #1 had no history of aggressive behavior before this incident. Staff 
#33 also stated that she had been unsure if the incident would be considered abuse due to both Residents 
#1 and #3 exhibiting severe cognitive deficits; however, it was treated as an abuse allegation due to the 
nature of physical harm that Resident #1 experienced to her right breast.An interview was conducted on 
December 16, 2025, at 10:43 AM, with a CNA (Staff #23), who stated that, within her role, allegations of 
abuse are to be reported immediately or within 2 hours to the nurse, the charge nurse, and the DON. Staff 
#23 also stated that every staff name badge includes examples of abuse and instructions on what to do if 
identified, and then showed this writer her badge, which contained the stated information. Regarding the 
incident between Residents #1 and #3, Staff #23 stated that Resident #3 had her meal set up and prepared. 
Staff #23 explained that Resident #3 had been set up with a magic bowl, a dining device that assists 
residents who have difficulty eating off a flat plate. Staff #23 also stated that Resident #3 is unable to speak 
coherent words and will repeat the sounds ‘[NAME] da [NAME] da [NAME]'. Staff #23 stated that she 
observed Resident #1 on the left side of Resident #3 when Resident #1 grabbed at the plate of Resident #3, 
to which Resident #3 stated the repetitive sounds, while also grabbing at the breast of Resident #1. Staff #23 
stated that Resident #3 has a history of aggressive behavior, such as swatting at other residents who wander 
into her personal space, and that staff had been instructed to redirect residents who wander into Resident 
#3's personal space to other activities in a different area. Staff #23 also stated that they are unsure if this 
would be considered abuse due to cognitive deficits that both Resident #1 and #3 exhibit; however, the 
abuse policy would still need to be followed, as Resident #3 did make physical contact with Resident #1's 
breast. An interview was conducted on December 16, 2025, at 2:16 PM, with a CNA (Staff #53), who stated 
that, within her role, allegations of abuse are to be reported immediately to the nurse, the charge nurse, and 
the DON. Staff #53 also stated that if a resident-to-resident altercation were to happen and a resident were 
to obtain scratches to their body, whether cognitively intact or not, it would be seen as abuse and would need 
to be reported and investigated as abuse.An interview was conducted on December 16, 2025, at 2:42 PM, 
with the DON (Staff #43), who stated that staff are expected to report any allegations of abuse immediately 
so that an investigation can begin. Staff #43 stated that if the alleged perpetrator is a staff member, staff are 
expected to ensure the resident's safety and notify the chain of command. Staff #43 identified physical abuse 
as the willful action of causing harm or bodily harm, with the intent to harm. Regarding Residents #1 and #3, 
Staff #43 stated that she had spoken with both Staff #23, who witnessed the incident, and Staff #33, who 
reviewed the video footage of the incident. Staff #23 stated that Staff #23 had been with another resident 
documenting their meal percentages when Resident #1 had set off the unit alarm in an attempt to open the 
locked unit doors. Staff #43 continued to say that Staff #23 left the dining room to disarm the alarm and, 
upon returning to the dining room, Staff #23 observed Resident #1 grab at the bowl in front of Resident #3, in 
which Resident #3 grabbed at the right breast of Resident #1. Staff #43 stated Staff #23 was able to 
separate the two residents, but at that point, Resident #3 had grabbed at and scratched at the breast of 
Resident #1. Staff #43 stated that both residents had been assessed head-to-toe and confirmed that 
Resident #3 had three scratches on their right breast. Staff #43 identified the altercation between Residents 
#1 and #3 as abuse, as it was determined to be physical aggressive behaviorA review of a facility policy titled 
Abuse Prevention Policy, last revised in April 2025, defined abuse as the willful infliction of injury, 
unreasonable confinement, or punishment that can have the result of physical harm, pain, or mental anguish 
or deprivation. The policy also revealed that instances of abuse of all residents, irrespective of any mental or 
physical condition, cause bodily harm, pain, or mental anguish. The policy indicated that physical abuse 
includes hitting, slapping, pinching, and kicking, as well as controlling behavior through corporal punishment.
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