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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to protect one resident (Resident 1) of four 
sampled residents from abuse when Resident 1 wandered into Resident 2's room and became verbally and 
physically aggressive. This failure resulted in Resident 2 punching Resident 1 in the face when Resident 1 
would not leave Resident 2's room after repeated requests.On 7/3/25 at 4:33 p.m., the Department received 
a report from the facility that indicated, On 7/3/25 at 1:40 p.m. [Resident 1] was observed in [Resident 2's] 
room by the housekeeper and had to be separated immediately. Upon interviewing [Resident 2], he stated 
that [Resident 1] came into his room and would not leave. [Resident 1] was standing at the bedside with his 
hands up in a fist while [Resident 2] was laying down telling him to leave. According to [Resident 2] he struck 
[Resident 1] in the face and chest.During an observation on 7/16/25 at 1:17 p.m., Resident 1 was walking in 
the hallway of Station 1. Staff were trying to encourage him to come to his room to eat some lunch, which he 
did.During an interview on 7/16/25 at 1:43 p.m., Resident 2 stated that on 7/3/25, he was asleep in bed when 
Resident 1 came in his room yelling and screaming. Resident 2 stated he asked Resident 1 to leave three 
times, but Resident 1 did not leave. Resident 2 stated Resident 1 came over to him yelling, You die! You die! 
and grabbed his (Resident 2's) shirt. Resident 2 stated that at that point he punched Resident 1 several 
times in the face, and staff came in and separated them. Resident 2 stated Resident 1 had come in his room 
before at night and taken his belongings, but had never been physically aggressive. Resident 2 stated he felt 
unsafe because Resident 1 had made threats against his life. Resident 2 stated there was nowhere for him 
to run (since he was in bed), so he hit Resident 1 because his only other alternative was to get beat up.
During an interview on 7/16/25 at 1:56 p.m., the Activities Director (AD) stated that during the Resident 
Council meeting last month (June), Resident 1 had wandered in and out a couple of times. The AD stated he 
went around the facility to ask residents what topics they would like discussed at the upcoming ad hoc 
Resident Council meeting, and one of the issues that residents complained of the most was wandering 
residents. The AD stated the facility was currently experiencing a COVID outbreak, and residents were 
concerned that the wandering resident was spreading the infection around the building by wandering in and 
out of rooms. The AD stated the residents also felt the wandering resident was invading their privacy.During 
an interview on 7/16/25 at 2:09 p.m., Resident 3 stated Resident 1 wandered in her room occasionally. 
Resident 3 stated Resident 1 came in, nods at her, and then goes away.During an interview on 7/16/25 at 
2:12 p.m., Resident 4 stated she lived in a room just a few doors down from where Resident 1 lived. 
Resident 4 stated Resident 1 went in and out of people's rooms including hers. Resident 4 stated the reason 
she kept her door closed was to keep Resident 1 out of her room. Resident 4 stated she preferred to keep 
her door open and keeping it closed made her feel isolated. Resident 4 stated she felt violated when 
Resident 1 wandered into her room. Resident 4 stated that when her door was open, Resident 1 would 
wander in several times a day.During an interview on 7/16/25 2:19 p.m., Resident 5 stated Resident 1 had 
come into his room on a nightly basis until two weeks ago. Resident 5 stated that when Resident 1 came into 
his room he would stand and babble a lot, and sometimes Resident 1 would be argumentative, combative, 
and irritable. Resident 5 stated that when Resident 1 wandered into his room it made him feel annoyed.
During an interview on 7/16/25 at 3:22 p.m., the Social Services Director verified Resident 1 had a wandering 
behavior.During a phone interview on 7/17/25 at 3:15 p.m., Environmental Services Staff (ESS) stated he 
recalled that on 7/3/25, he was taking his bucket to the room where Resident 2 resided. ESS stated he heard 
Resident 1 yelling, I killing you! I killing you! and then he saw Resident 2 punched Resident 1 in the face. 
ESS stated he yelled for help and then told Resident 1, This is not your room. ESS stated three staff came 
and helped separate the residents, but ESS could not recall who came. ESS stated that when he entered 
Resident 2's room, Resident 1 had his hands in fists and was touching Resident 2 with his fists, but did not 
hit him.During an interview on 7/18/25 at 10:30 a.m., the Administrator verified that when Resident 2 
punched Resident 1 in the face on 7/3/25, it was considered abuse per facility policy for abuse prevention. 
The Administrator stated that the abuse could have been prevented by redirecting Resident 1 away from 
Resident 2's room. The Administrator stated Resident 1 should not have been in Resident 2's room.Review 
of Resident 1's medical record revealed Resident 1's face sheet indicated an admission date of 10/18/23, 
and medical diagnoses including dementia (loss of the ability to think, remember, and reason to the extent 
that it interferes with daily life and activities) with behavioral disturbance, cognitive (related to thinking, 
reasoning, or remembering) communication deficit, and need for assistance with personal care, among 
others. Review of Resident 1's Minimum Data Set (an assessment tool), dated 6/24/25, indicated Resident 1 
had a BIMS score of 6 (Brief Interview for Mental Status, a score of 0 to 7 indicates severe cognitive 
impairment). Resident 1's care plan indicated a focus area, initiated 4/24/24, The resident is an elopement 
risk/wanderer [related to] Disoriented to place, Resident wanders aimlessly, with interventions that included, 
Assist resident when ambulating, and, Distract resident from wandering by offering pleasant diversions, 
structured activities, food, conversation, television, book.Review of Resident 2's medical record revealed 
Resident 2's face sheet indicated an admission date of 1/20/25, and medical diagnoses including metabolic 
encephalopathy (a problem in the brain caused by a chemical imbalance in the blood), among others. 
Resident 2's Minimum Data Set, dated [DATE], indicated a BIMS score of 14 (a score of 13 to 15 indicates 
intact cognition).Review of facility policy and procedure, Abuse Prevention and Management, dated 6/12/24, 
indicated, 'Abuse' is defined as the willful, deliberate infliction of injury . ‘Physical abuse' is defined as, but not 
limited to, hitting, slapping, punching and/or kicking Further review of the policy and procedure indicated 
under section, Prevention: The Facility identifies, corrects, and intervenes in situations in which abuse . is 
more likely to occur.
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