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Develop the complete care plan within 7 days of the comprehensive assessment; and prepared,
reviewed, and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and record reviews, the facility failed to timely review and revise residents'
comprehensive, personˆcentered care plans after significant changes in condition and or behavior
following a residentˆtoˆresident aggression on 3/13/2026 for two of four sampled residents ((Res) 1,
and Res 2), when Res 1 was verbally aggressive towards Res 2 and LVN 1, Res 1 moved Res 2 while
he was in his wheel chair, and Res 2 kicked Res 1's wheel chair. Res 1's care plan was not updated in
accordance with facility policy to address the incident when Res 1's wheelchair was kicked by Res 2
and significant verbal aggression by Res 1 towards other residents and staff, and Res 2 did not have
any documented assessment, care plan updates or any interdisciplinary team (IDT-a collaborative
group of professionals including nurses, doctors, therapists, social workers, and dietitians who meet
regularly to plan and manage a resident's care) documentation indicating the resident was assessed
for safety after the incident, and interventions were placed to keep all residents safe.These failures
to timely reassess and revise care plans placed Res 1 and Res 2 at risk for psychosocial distress
(emotional suffering that may include fear, anxiety, agitation or decrease sense of safety resulting
from unaddressed stressful events) and Res 1 and Res 2 were not comprehensively reassessed for
appropriate individualized services to assure highest practical physical, mental and phycological
well-being following the incidents.During a review of Resident 1's History and Physical (H&P), dated
7/17/25, the H&P indicated Res 1 was a [AGE] year-old female with past medical history of chronic
kidney disease stage 3 (kidneys are moderately damaged and cannot do their job properly, leading to a
buildup of waste in the blood and other health issues), hypertension (condition where blood vessels
experience consistently high pressure), heart failure (condition where the heart cannot pump blood
efficiently to meet the body's needs), type 2 diabetes (condition where the body cannot effectively
use insulin (hormone produce by body to move sugar from blood to cells for energy) to move sugar
from the blood into cells for energy, causing blood sugar to rise too high), atrial fibrillation (a common
heart condition causing an irregular, often fast, heart rate), malignant pleural effusion (accumulation
of fluid between the lung and chest wall caused by cancer), anxiety disorder (mental health conditions
characterized by excessive, persistent, and uncontrollable fear or worry that interferes with daily
life), depression (a serious, common mood disorder causing persistent sadness, loss of interest, and
physical symptoms like fatigue or sleep changes that interfere with daily life), hypothyroidism (a
common condition where the butterfly-shaped gland in the neck doesn't produce enough thyroid
hormones), generalized muscle weakness, and difficulty walking. During a review of Res 2's Progress
Note - Acute Care, dated 3/4/26, the Progress Note - Acute Care indicated Res 2 was a 61-year- old
male with primary diagnosis of hemiplegia (a form of paralysis that causes severe or complete loss of
muscle function, weakness, or stiffness on only one side of the body ) and hemiparesis (condition
characterized by weakness or reduced motor function on one side of the body affecting daily
activities) following cerebral infarction (serious medical emergency where blood flow to part of the
brain is blocked, causing tissue death (necrosis) due to lack of oxygen) affecting the left side,
dysphagia (difficulty swallowing), generalized muscle weakness, difficulty in walking, fracture
(continued on next page)
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(broken bone) of the left rib, benign neoplasm of meninges (non-cancerous brain tumor arising from
the protective membrane surrounding the brain), nicotine dependence, presence of cerebrospinal fluid
drainage device ( a flexible surgically placed plastic tube that relieves pressure on the brain), and
history of falling.During an interview on 3/23/26 at 11:40 a.m. with Res 1, Res 1 stated she was
attacked by another male resident [Res 2] and nothing had been done by the facility to ensure her
safety. Res 1 stated her attacker was a violent man and was still at the facility. Res 1 stated her
nurse was aware of how she got hurt by the resident and she was shocked that nothing was done
regarding the strike to her shoulder by Res 2. Res 1 stated she did not recall the exact date of the
incident but stated that everyone saw it [incident] and the facility staff knew[Res 2's name]
behavior was inappropriate. During a concurrent interview and record review on 3/23/26 at 12 p.m.
with the Social Services Director (DSS), Res 1's electronic medical record (EMR), undated was
reviewed. The DSS stated she was familiar with Res 1. The DSS stated Res 1 had a history of making
false accusations towards staff and fellow residents. The DSS stated on 3/13/26 Res 1 was in the
hallway and was trying to move another resident's (Res 2's) wheel chair. The DSS stated Res 1's
behavior was verbally aggressive towards staff and other residents so a nurse moved Res 2 away
from Res 1, for physical safety but Res 1 continued yelling. The DSS stated the entire event was
monitored, staff was present and Res 1 did not come close to any residents or made physical contact
with any residents. The DSS stated the Administrator (ADM) had also spoken with the staff present
during the incident, and no physical contact occurred between Res 1 or any other resident. The DSS
stated the EMR indicated LVN 1 documented the incident, Res 1 was placed on behavioral monitoring
and her care plan was updated as per policy. The DSS stated since no physical contact was made,
and no resident was harmed, the incident did not need to be reported. The DSS stated Res 1 was
agitated and staff intervened before it escalated.During a concurrent interview and record review on
3/23/26 at 12:48 p.m. with the Minimum Data Set coordinator (MDSC), Res 1's EMR, undated was
reviewed. Res 1's nursing note, dated 3/13/26 at 8:29 p.m. indicated, Resident today had an episode
of behavior with another resident. Resident pushed another resident's [Res 2's] wheelchair out of the
way and verbalized aggression by yelling at the resident, this nurse promptly ran to the residents and
removed both away from one another ensuring safety of both residents as well as residents who were
nearby. No physical contact was made. This resident's [Res 1's] wheelchair was kicked by the other
resident [Res 2], and to prevent further complications residents were advised to separate from one
another. Other resident was taken outside to the patio; while this resident stayed nearby nurses
station with continued behaviors of yelling at staff. As this nurse went to [assess] both residents,
this resident [Res 1] yelled aggressively at this nurse and attempted to reach towards this nurse,
this nurse stepped away. The MDSC stated Res 1 was assessed by the nurse, was placed on
behavioral monitoring and Res 1's care plan was updated after the incident. The MDSC stated social
services note dated 3/20/26 at 11:44 p.m. indicated, Resident is noted to have increase of behaviors
making false statement towards fellow peers. The MDSC stated she was not able to find any other
social services notes regarding the incident between 3/13/26 until 3/20/26. The MDSC then reviewed
the care plan and stated the care plan was updated for behavior of making false statements towards
residents and staff, and she was not able to find any updates regarding her chair being kicked by the
Res 2 or Res 1's aggressive behavior towards staff and residents. The MDSC stated she was not able
to find any IDT documentation regarding the incident of aggressive behavior and pushing of wheel
chair of another residents and planned interventions to ensure Res 1 and other residents safety.
During a concurrent interview and record review on 3/23/26 at 12:53 p.m. with the MDSC, Res 2's
EMR, dated 3/13/26 was reviewed. The MDSC stated she was unable to find any documentation
regarding the incident between Res 1 and Res 2 on 3/13/26. The MDSC stated Res 2's EMR did not
indicate the care plan was updated after the incident. The MDSC stated she was also unable to find
any nursing assessment or IDT team notes in Res 2's EMR regarding the incident, assessment after
the incident and interventions that were discussed or placed to prevent any future incidents. During
(continued on next page)
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an interview on 3/23/26 at 1:30 p.m. with the ADM, the ADM stated he heard about the incident on
3/13/26 between Res 1 and Res 2. The ADM stated Res 1 was yelling at Res 2 , Res 1 moved Res 2's
wheel chair and no physical harm occurred to any residents. The ADM stated Res 2 was moved out of
the way to ensure safety and staff was present for the entire incident and Res 1 was yelling at every
one, not just at Res 2. The ADM stated as far as he was aware no physical contact occurred between
any residents, no harm was done to any residents, and staff quickly deescalated the situation. The
ADM stated he had not reviewed either of the residents [Res 1 and Res 2's] EMR recently. The ADM
stated he would have expected both Res 1 and Res 2 were assessed appropriately after the incidents,
care plans were updated and the IDT team discussed planned interventions to avoid any future
incidents and ensure resident safety.During a concurrent interview and record review on 3/23/26 at
1:40 p.m. with the Director of Staffing Development (DSD), Res 1 and Res 2's EMR, undated and the
facility's policy and procedure (P&P) titled, Abuse Investigation and Reporting, dated July 2017 were
reviewed. The DSD stated she was made aware of the yelling by Res 1 to Res 2 and other residents
and was not aware of Res 2 kicking Res 1's wheel chair. The DSD stated she was not able to find any
notes, care plan updates or IDT notes regarding the incident in Res 2's EMR. The DSD stated she was
informed that Res 2 was assessed by the nurse, however, she was unable to find any documentation
of assessment by the LVN 1 following the incident on 3/13/26 with Res 1. The DSD stated that the
nurses note indicated Res 1's wheelchair was kicked, the incident could potentially be viewed as
abuse, however, no harm occurred to any resident, no physical contact was made between residents
and the situation was witnessed and quickly deescalated. The DSD stated she expected care plan
updates, IDT notes and nursing assessments to be completed for both Res 1 and Res 2 as per policy.
During a concurrent interview and record review on 3/23/26 at 1:45 p.m. with the DSS, Res 1 and Res
2's EMR, dated 3/13/26 was reviewed. The DSS stated Res 1's EMR indicated the nurses notes on
3/13/26 at 8:29 p.m. indicated Res 2 should have been assessed and follow up on behavioral
monitoring if indicated. The DSS stated Res 1 was assessed after the incident and behavioral
monitoring was started for Res 1. The DSS stated the care plan for Res 1 was updated for false
accusation, however, the incident and interventions regarding kicking of Res 1's wheelchair by [Res
2] and verbal aggression were missing. The DSS stated she was unable to find any documented
nursing assessment, care plan updates or IDT notes in Res 2's EMR regarding the incident. The DSS
stated she was informed both residents were assessed after the incident, however, it was important
to document and without documentation she was not able to comment on whether Res 2 was okay
after the incident. The DSS stated she would have expected an updated care plan for Res 2. The DSS
stated social services assessed both residents and followed up after the incident, however, it was
not documented. During a concurrent interview and record review on 3/23/26 at 1:50 p.m. with the
DSS, the facility's P&P titled, Abuse Investigation and Reporting, dated July 2017 was reviewed. The
DSS was asked if this incident should have been investigated and reported as per facility policy. The
DSS stated, kicking the wheel chair of Res 1 by Res 2 and Res 1's aggressive behavior and pushing
Res 2's wheel chair as documented in the nursing note was investigated. The DSS stated she was
notified that no physical contact occurred between Res 1 and Res 2, the incident was witnessed, no
one was harmed and both residents were immediately separated by staff. The DSS stated she and the
ADM followed up and interviewed the staff that were present but it was not documented. During a
phone interview on 3/25/26 at 9:15 a.m. with the Licensed Vocational Nurse (LVN) 1, LVN 1 stated
while conducting her medication pass near Nursing Station 1, she heard yelling from the resident area.
LVN 1 stated upon arrival to the resident area, she observed Res 1 yelling at other residents and
pushed Res 2's wheelchair as he sat in front of the nursing station during the usual smoking time.
LVN 1 stated Res 2 became upset, turned towards Res 1, and kicked her wheelchair slightly. LVN 1
stated Res 1 then began yelling even louder and became verbally aggressive toward multiple
individuals [staff and other residents]. LVN 1 stated that both residents [Res 1 and Res 2] involved
had a known history of similar behaviors. LVN 1 stated she immediately separated the residents and
(continued on next page)
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escorted Res 2 to the patio area near the exit to deˆescalate. LVN 1 stated she conducted a
headˆtoˆtoe assessment and a mentalˆhealth check, determining that Res 2 sustained no injuries.
LVN 1 stated Res 2 had limited mobility due to a preexisting condition and confirmed he was not
physically harmed during the incident. LVN 1 stated she did not document any notes in Res 2's
medical record and should have documented her assessment. LVN 1 stated she attempted to assess
Res 1, who continued to yell, was verbally aggressive, and began smacking herself. LVN 1 stated that
she was concerned Res 1 might harm herself . LVN 1 stated she documented her observations and
actions in Res 1's medical record and also notified her direct supervisor [Director of Nursing (DON)].
LVN 1 stated based on her nursing judgment, she did not believe the incident constituted physical
abuse, as no injuries were identified and the behaviors were consistent with prior episodes for both
residents. LVN 1 stated she was unable to recall care plan updates for Res 1 and Res 2, however, she
did recall updating Res 1's care plan.During a concurrent phone interview and record review on
3/25/26 at 2:55 p.m. with the DON, Res 1 & Res 2's EMR, dated 3/13/26 were reviewed. The DON
stated she was made aware of the incident between Res 1 and Res 2. The DON stated and reviewed
the nursing notes, care plan and IDT notes for both Res 1 and Res 2 from 3/13/26 to 3/25/26. The
DON stated she was unable to find any care plan updates to address Res 1's aggressive behavior
towards staff and other residents following the incident on 3/13/26. The DON stated IDT notes also
did not address Res 1's aggressive behavior or discuss any new interventions for Res 1's behavior.
The DON stated and validated Res 2's EMR had no documented resident assessment after the
incident on 3/13/26, had no nurses notes, no care plan updates or IDT notes regarding the incident
with Res 1. The DON stated she expected the nursing assessment to be documented for Res 2 along
with care plan updates and IDT notes with recommendations for both Res 1 and Res 2. During a
review of the facility's P&P titled, Care Planning - Interdisciplinary Team, dated March 2022, the P&P
indicated, The interdisciplinary team is responsible for the development of resident care plans .
Comprehensive, person-centered care plans are based on resident assessments and developed by an
interdisciplinary team (IDT) .During a review of the facility's P&P titled, Care Plans, Comprehensive
Person-Centered, dated March 2022, the P&P indicated , . The interdisciplinary team (IDT), in
conjunction with the resident and his/her family or legal representative, develops and implements a
comprehensive, person-centered care plan for each resident . The care plan interventions are derived
from a thorough analysis of the information gathered as part of the comprehensive assessment . The
comprehensive, person-centered care plan . describes the services that are to be furnished to attain
or maintain the resident's highest practicable physical, mental, and psychosocial well-being . Care
plan interventions are chosen only after data gathering, proper sequencing of events, careful
consideration of the relationship between the resident's problem areas and their causes, and relevant
clinical decision making . Assessments of residents are ongoing and care plans are revised as
information about the residents and the residents' conditions change .During a review of the facility's
P&P titled, Abuse Investigation and Reporting, dated July 2017, the P&P indicated, All reports of
resident abuse, neglect, exploitation, misappropriation of resident property, mistreatment and/or
injuries of unknown source (abuse) shall be promptly reported to local, state and federal agencies (as
defined by current regulations) and thoroughly investigated by facility management. Findings of abuse
investigations will also be reported . Role of the Administrator . If an incident or suspected incident of
resident abuse, mistreatment, neglect or injury of unknown source is reported, the Administrator will
assign the investigation to an appropriate individual . Upon conclusion of the investigation, the
investigator will record the results of the investigation on approved documentation forms and provide
the completed documentation to the Administrator . All alleged violations involving abuse, neglect,
exploitation, or mistreatment, including injuries of an unknown source and misappropriation of
property will be reported by the facility Administrator, or his/her designee, to the following persons or
agencies . The State licensing/certification agency responsible for surveying/licensing the facility .
An alleged violation of abuse, neglect, exploitation or mistreatment (including injuries of unknown
(continued on next page)
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source and misappropriation of resident property) will be reported immediately, but not later than .
Two (2) hours if the alleged violation involves abuse OR has resulted in serious bodily injury; or .
Twenty-four (24) hours if the alleged violation does not involve abuse AND has not resulted in serious
bodily injury.
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