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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of clinical record, and facility policy, the facility failed to protect the residents' (#26, #24, 
#4, and #6) right to be free from physical abuse by a resident. The deficient practice could result in physical 
and psychosocial harm.Regarding Resident #26 and Resident #24:-Resident #26 was admitted to the facility 
November 6, 2023, with diagnoses that included unspecified dementia, unspecified severity, with other 
behavioral disturbance, prediabetes, type 2 diabetes mellitus, chronic kidney disease, cardiomegaly, delirium 
due to known physiological condition, anxiety disorder, bradycardia, and adult failure to thrive.An admission 
minimum data set (MDS) assessment dated [DATE], revealed a brief interview for mental status (BIMS) 
score of 1, indicating severe cognitive impairment. Section C revealed the resident had inattention and 
disorganized thinking. Section E revealed the resident had wandering behavior that occurred daily.A care 
plan dated November 15, 2023, revealed the Resident #26 had a behavior problem due to wandering/exit 
seeking, with interventions for staff to intervene as necessary to protect the rights and safety of others, 
approach and speak in a calm manner, divert attention, and remove from situation and take to alternate 
location as needed.An Incident Note, dated December 10, 2023, revealed Resident #26 was in the room of 
Resident #24 and was standing over Resident #24. Resident #24 became extremely angry and started 
hitting Resident #26 in the face several times. Resident #24 hit Resident #26 on the left cheek leaving a red 
mark. The residents were separated by the nurse and a Certified Nursing Assistant (CNA). Resident #26 was 
assessed and had visible open skin on the left hand fourth finger on both sides. Basic first aid given, and 
15-minute checks initiated.An additional Incident Note dated December 10, 2023, revealed Resident #26 
was wandering in the hall since start of shift. No redness was noted to face, and middle finger left hand 
bandages are intact to fingers. Resident remained on every 15-minute checks per provider directions.Despite 
the documentation of open skin on Resident #26's hand, a Weekly Skin check and Wound assessment 
dated [DATE], revealed the resident did not have any new or ongoing skin impairments.-Resident #24 was 
re-admitted to the facility December 28, 2020, with diagnoses that included epilepsy, personal history of 
traumatic brain injury, unspecified intracranial injury with loss of consciousness of unspecified duration, 
hypo-osmolality and hyponatremia, anxiety disorder, other specified mental disorders due to known 
physiological condition, unspecified intellectual disabilities, schizoaffective disorder, and 
obsessive-compulsive disorder.A quarterly MDS assessment dated [DATE], revealed a BIMS assessment 
was not conducted for the resident.A care plan dated October 12, 2022, revealed the resident had a behavior 
problem due to physical behaviors, yelling at staff, pacing, urinating and defecating on bathroom floor to 
annoy roommates, and touching inappropriately. Interventions included for staff to intervene as necessary to 
protect the rights and safety of others, approach and speak in a calm manner, divert attention, remove from 
situation and take to alternate location as needed.An Incident Note dated December 10, 2023, revealed 
Resident #24 was in his room and Resident #26 was standing over Resident #24. Resident #24 became 
extremely angry and started hitting Resident #26 in the face several times. Resident #26 hit Resident #24 on 
the left cheek leaving a red mark. The residents were separated by the nurse (Staff #70) and CNAs. Basic 
first aid was administered. Notifications were made to the Administrator, Director of Nursing (DON), 
physician, and resident's family.An additional Incident Note dated December 10, 2023, revealed Resident 
#24 remained on 15-minute checks per the physician. No redness was noted to the resident's left cheek.A 
facility Reportable Event Record/Report dated December 15, 2023, revealed that on December 10, 2023, at 
approximately 5:45 p.m., Resident #26 was walking around the facility's behavioral unit when he walked into 
Resident #24's room. Staff called out to Resident #26 to redirect him and started working their way toward 
Resident #24's room. When staff approached the room, they found that Resident #26 and Resident #24 were 
in an altercation. Staff separated the residents and escorted Resident #26 out of Resident #24's room. When 
staff asked Resident #24 what happened, he told staff that he was resting and when he opened his eyes, 
Resident #26 was there at his bedside and it startled Resident #24. Resident #24 stated that he swung at 
Resident #26 and contacted Resident #26's left cheek. Resident #26 defended himself and contacted 
Resident #24's cheek. Both residents were assessed by the nurse and found to have no injuries or skin 
impairments. Residents were separated, made safe, and placed on 15-minute safety checks per medical 
provider's instructions.A telephonic interview was attempted on July 16, 2025, at 9:04 a.m., with a Licensed 
Practical Nurse (LPN / Staff #70), however the phone contact provided was a wrong number.An interview 
was conducted with a CNA (Staff #20) on July 16, 2025, at 9:15 a.m., who stated that she was working on 
the behavioral unit on the day of the incident between Resident #26 and Resident #24. Staff #20 stated that 
Resident #26 was very confused and went into Resident #24's room, and that she remembered hearing 
Resident #26 screaming. Staff #20 stated that then another CNA went into Resident #24's room and called 
for help, so Staff #20 ran into the room. Staff #20 stated when she entered the room, she saw Resident #24 
grabbing Resident #26's neck and hitting Resident #26. Staff #20 stated she intervened and helped to 
separate the residents and calmed Resident #24 down. Staff #20 stated that she could not remember if there 
were any injuries to the residents. Additionally, Staff #20 stated after the incident, the residents were kept 
separated and were placed on 15-minute checks.An interview was conducted with the facility Administrator 
(Staff #39) on July 16, 2025, at 9:38 a.m. The Administrator stated that if there is an allegation of abuse, that 
the facility staff ensure the safety of residents, then staff notify their immediate supervisor, the DON, and 
Administrator. The Administrator stated an initial investigation is conducted and within 2-hours the facility 
determines if it is a legitimate allegation, and then if it is a legitimate allegation, the allegation is reported to 
mandated entities. The facility staff then complete the investigation and submit a 5-day report to the State 
Agency. Regarding the incident on December 10, 2023, between Resident #26 and Resident #24, the 
Administrator stated that he did not recall the actual incident, but that his understanding based on reading 
the investigation report was that Resident #26 wandered into Resident #24's room, and that startled 
Resident #24. The Administrator stated that Resident #24's immediate reaction was that he swung and 
contacted Resident #26's cheek and Resident #26 struck Resident #24, and then staff separated the 
residents. The Administrator stated that there were no major skin impairments on the residents. The 
Administrator stated that the definition of abuse is not clear, and that taken at face value, there was an 
altercation between the residents, and by current definitions that would be defined as abuse. However, the 
Administrator stated that he did not think there was ill intent of Resident #26 to go into the room and startle 
Resident #24. Additionally, that Resident #24 had a traumatic brain injury and given his impairments, the 
Administrator stated that he did not think Resident #24 had intent to harm, and that Resident #26 was 
defending himself.Regarding Resident #6 and Resident #4:-Resident #6 was admitted to the facility February 
20, 2021, with diagnoses that included cerebral infarction due to thrombosis of left anterior cerebral artery, 
epilepsy, diffuse traumatic brain injury with loss of consciousness, hemiplegia affecting right dominant side, 
cerebral edema, atrial septal defect, tachycardia, unspecified psychosis, insomnia, anxiety disorder, 
schizoaffective disorder, personal history of traumatic brain injury, and major depressive disorder.An annual 
MDS assessment dated [DATE], revealed the resident had a BIMS score of 1, indicating severe cognitive 
impairment.A care plan dated March 2, 2022, revealed Resident #6 had a communication problem due to 
brain injury, with interventions for staff to be conscious of the resident's position when in groups, activities, 
and the dining room to promote proper communication with others.An additional care plan dated January 28, 
2022, revealed Resident #6 had a psychosocial well-being problem due to anxiety, ineffective coping, lack of 
acceptance to current condition, traumatic brain injury (TBI), schizophrenia, and verbal and physical 
aggression. Interventions included that the resident needs assistance/supervision/support to identify 
precipitating factors and stressors, and when conflict arises, remove residents to a calm safe environment 
and allow to vent/share feelings.A Behavior note dated July 5, 2024, revealed another resident was in a 
wheelchair behind Resident #6, who did not like this and stated mother fu****. The other resident was 
redirected back down the hallway.A Behavior note dated July 5, 2024, revealed Resident #6 drank juice out 
of another resident's drink, and a staff approached Resident #6 and took the juice and tried to redirect 
Resident #6. Resident #6 started to swing at the staff, and a CNA came and redirected the resident to the TV 
room.A Behavior note dated July 11, 2024, revealed Resident #6 approached the nurse when at the 
medication cart and became very invasive of personal space. The resident became agitated with the nurse 
when nurse did not shake the resident's hand, and slapped the nurse on left upper arm.A Behavior note 
dated July 11, 2024, revealed staff attempted to encourage resident unsuccessfully to lay in bed to rest. The 
resident's responses were come on mother fu****, and Resident #6 attempted to hit a CNA.A Behavior note 
dated July 13, 2024, revealed at 6:27 p.m., Resident #6 attempted to grab a male peer, and the nurse 
intervened to keep the residents separated. At 7:15 p.m., Resident #6 stated to a nurse come on mother 
fu****. At 8:50 p.m., Resident #6 attempted to enter another peer's room and the nurse attempted to redirect 
the resident, then Resident #6 attempted to hit the nurse. Another resident heard Resident #6 stating fu** 
you bi***, and motherfu****, and the other resident emerged from the room. A verbal altercation ensued and 
the nurse stood between the residents preventing a physical altercation from occurring.A Behavior note 
dated July 13, 2024, revealed that Resident #6 stated to another resident Mother fu**** and bast***.An 
Incident note dated July 15, 2024, revealed that Resident #6 was struck by another resident in the face. Per 
the documentation, Resident #6 was unable to state what happened, and was removed from the area and 
assessed for injury. The documentation revealed that first aid was initiated. There was no evidence of a skin 
assessment or description of any injury or details on what type of first aid was initiated and to what area of 
the resident's body.The clinical record was reviewed and there was no evidence of a skin assessment for 
Resident #6 that described any injury following a resident to resident altercation incident on July 15, 2024.
-Resident #4 admitted to the facility April 17, 2024, with diagnoses that included cerebral infarction, 
unspecified mood disorder, type 2 diabetes mellitus, opioid dependence, post-traumatic stress disorder, 
epilepsy, hemiplegia and hemiparesis following cerebral infarction affecting left side, dysphagia, 
disorientation, and history of falling.An admission MDS assessment dated [DATE], revealed Resident #4 had 
a BIMS score of 15, indicating intact cognition.A care plan dated April 9, 2024, revealed Resident #4 had 
potential for impaired cognitive function or impaired thought process due to behaviors, with interventions to 
reduce any distractions: turn off TV, radio, close door etc., and to use consistent, simple, directive sentences, 
and to provide the resident with necessary cues, and to stop and return if the resident is agitated and as 
needed.An Incident note dated July 15, 2024, revealed that Resident #4 rolled alongside Resident #6 in the 
dining room, and Resident #4 punched Resident #6 in the face. Resident #4 refused to comment, and 
Resident #6 was removed from the area and assessed for injury.A Behavior note dated July 16, 2024, 
revealed Resident #4 went by Resident #6 as he was leaving the dining room and stated you're a useless 
human being.A facility Reportable Event Record/Report dated July 20, 2024, revealed that on July 15, 2024, 
at approximately 12:00 p.m., on the behavioral unit, Resident #4 struck Resident #6 on the lower part of 
Resident #6' face. Prior to the event occurring, Resident #4 was wheeling himself to the dining area for 
lunch, and Resident #6 looked at Resident #4 and called him a mother fu****. In response, Resident #4 
wheeled over to Resident #6 and struck Resident #6 causing Resident #6's lip to swell. Staff did witness the 
physical altercation, and immediately intervened and separated the two residents. The nurse on duty issued 
an ice pack for the Resident #6's swelling but did not find any other skin impairments. Social services staff 
met with Resident #4 to discuss his behavior, in which Resident #4 admitted it was not the right thing to do, 
but that he did not appreciate being called that name. Resident #4 apologized and stated that he has calmed 
down and will not have any further issues.A facility investigation (undated) revealed that per a CNA (Staff 
#86), she was passing trays in the dining room and witnessed Resident #4 reach out and contact Resident 
#6's lower jaw. Staff #86 immediately separated the residents.A telephonic interview was conducted with a 
CNA (Staff #52) on July 15, 2025, at 3:11 p.m., who stated that she recalled that staff had informed her that 
there was an incident where Resident #4 struck Resident #6 in the face on July 15, 2024, but that she did not 
witness the incident personally.An interview was conducted with a CNA (Staff #86) on July 16, 2025, at 8:11 
a.m. Staff #86 stated that if there is an allegation of abuse, then staff are expected to remove the residents to 
safety and notify the nurse, and try to keep the residents separated. Regarding the incident on July 15, 2024, 
Staff #86 stated that she witnessed Resident #4 approach Resident #6 and that Resident #4 struck Resident 
#6 in the face, and that it was aggressive in nature. Staff #86 stated that she then intervened and removed 
Resident #6 from that area and reported to the nurse. Staff #86 additionally stated that Resident #4 does not 
care for Resident #6.An interview was conducted with the Administrator (Staff #39) on July 16, 2025, at 9:38 
a.m. The Administrator stated that his understanding of the incident on July 15, 2024, was that Resident #4 
was passing by Resident #6, and Resident #6 used some language toward him (Resident #4). The 
Administrator stated that Resident #6 has limited words available to him and that is how he communicates. 
The Administrator stated that Resident #4 took offense and wheeled over to Resident #6 and made contact 
with Resident #4, causing Resident #4's lip to swell, and then Resident #4 received an ice pack from the 
nurse. The Administrator stated that the incident was a resident to resident altercation.Review of the facility 
policy titled Abuse Policy, dated 2022, revealed the facility strives to prevent the abuse of all their residents, 
and recognizes that we care for residents with the diagnosis of dementia and other mental illnesses whose 
behaviors are not always predictable. The facility further recognizes that due to the proximity of our residents 
to one another and an individual's freedom of choice, that situations may arise where it is not possible to 
completely prevent all incidents of abuse. By definition, abuse is the infliction of injury, unreasonable 
confinement, intimidation, or punishment with resulting physical harm, pain or mental anguish. Abuse also 
includes the deprivation by an individual, including a caretaker, of goods or services that are necessary to 
attain or maintain physical, mental, and psychosocial well- being. Instances of abuse of all residents, 
irrespective of any mental or physical condition, cause physical harm, pain or mental anguish. It includes 
verbal abuse, sexual abuse, physical abuse, neglect, mental abuse including abuse facilitated or enabled 
through the use of technology, and misappropriation of property. Potential abusers can be residents, 
employees, family members, visitors, venders, or any other person who comes into the facility. None of these 
types or sources of abuse are condoned in the facility. Our objective is to provide a safe haven for our 
residents through preventative measures that protect every resident's right to freedom from abuse. If abuse 
is witnessed or suspected, or an injury of unknown origin is identified, the resident's safety will immediately 
be secured. Prompt reporting and investigation will be utilized to identify the validity of findings and 
reasonable measures will be implemented to deter further incidents of abuse.Review of the facility policy 
titled Resident Rights/Dignity: Abuse, Neglect, Exploitation or Misappropriation - Reporting and Investigating, 
dated January 1, 2024, revealed all reports of resident abuse (including injuries of unknown origin), neglect, 
exploitation, or theft/misappropriation of resident property are reported to local, state and federal agencies 
(as required by current regulations) and thoroughly investigated by facility management. Findings of all 
investigations are documented and reported.
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