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Residents Affected - Few

Based on observations, interviews, and record review, the facility failed to protect one of five sampled 
residents' (Resident 1) right to be free from physical/mental abuse by Resident 2 when Resident 2 shoved a 
walker into Resident 1's legs.As a result of this failure, Resident 1 experienced a skin tear in the left knee. 
Findings:Resident 1 was admitted to the facility in March of 2025 with diagnoses that included chronic 
respiratory failure and adult failure to thrive.A review of Resident 1's Minimum Data Set (MDS, a 
standardized assessment tool used in nursing homes), dated 7/16/25, indicated Resident 1 had a Brief 
Interview for Mental Status (BIMS) score of 13 of 15 indicating Resident 1 was cognitively intact.Resident 2 
was admitted to the facility in December of 2023 with diagnoses that included dementia (a decline in 
cognitive abilities, such as memory, thinking, and reasoning).During a review of the facility's document titled, 
Event Statement Form, dated 8/19/25, the document indicated that Certified Nursing Assistant 1 (CNA 1) 
gave the following statement after the incident between Resident 1 and 2 had occurred, I heard [Resident 1] 
and [Resident 2] arguing from the hallway over their curtain. I rushed over there and witnessed [Resident 1] 
standing above [Resident 2] who was seated in his wheelchair. [Resident 1's] walker was in front of 
[Resident 2], and [Resident 2] pushed the walker into [Resident 1] right as I walked into the room.During a 
review of Resident 1's SBAR [situation, background, assessment, and recommendation] & INITIAL COC 
[change in condition]/ALERT CHARTING & SKILLED DOCUMENTATION, dated 8/19/25, the document 
indicated, Describe the problem/symptom: Verbal Disagreement with roommate resulting in ST [skin tear] to 
L [left]. knee.Other things that have occurred with this problem/symptom are: ST 0.9x0.2x.0.1 cm 
[centimeters] to Right (sic) front knee, with scant bleeding, controlled and stopped.During an interview on 
9/2/25 at 10:28 a.m. with CNA 1, CNA 1 confirmed that she witnessed Resident 2 shove a walker into 
Resident 1's legs during her shift on 8/19/25 at approximately 6:20 p.m. CNA 1 indicated that, as a result of 
the incident, Resident 1 ended up with a skin tear to his left knee.During a concurrent observation and 
interview on 9/2/25 at 11:02 a.m. with Resident 1, Resident 1's left anterior knee had a circular scab of 
approximately 1 inch diameter. Resident 1's knee also had purplish and reddish bruising to the medial aspect 
of his left knee. Resident 1 indicated that, on 8/19/25, Resident 2 shoved a walker into his knees and stated, 
I was surprised he did what he did.I put my hands up in fear during the incident.During an interview on 9/2/25 
at 11:47 a.m. with the Social Services Director Assistant (SSDA), the SSDA indicated that a resident using a 
walker to strike another resident would be considered physical abuse.During an interview on 9/2/25 at 1:03 p.
m. with Licensed Nurse 2 (LN 2), LN 2 indicated she assessed Resident 1 immediately after the incident 
between Resident 1 and Resident 2. LN 2 indicated Resident 1 sustained a skin tear to his left knee that was 
bleeding, so she proceeded to bandage it. LN 2 further indicated that, after a short time after applying the 
dressing, the wound had bled through the dressing and required a new dressing.During a review of the 
facility's policy and procedure (P&P) titled Abuse Prevention Policy, revised 3/24, the P&P indicated, Each 
resident has the right to be free from verbal, sexual, physical, and mental abuse, corporal punishment and 
involuntary seclusion. Residents must not be subjected to abuse by anyone, including, but not limited to, 
facility staff, other residents, consultants or volunteers, staff off other agencies serving the resident, family 
member(s) or legal guardian, friend(s), or other individuals.
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