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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to protect the resident's right to be free from physical abuse for 
two of two sampled Residents (Resident 1 and Resident 2) when on 10/30/2025, Resident 1 hit Resident 2 in 
the face using a right closed fist and Resident 2 hit Resident 1's face with the wheelchair footrest.The facility 
failed to:1. Ensure the facility's policy and procedure (P&P) titled Abuse, Neglect, Exploitation and 
Misappropriation Prevention Program, reviewed 5/28/2025, was followed which indicated residents have the 
right to be free from abuse.The resident abuse, neglect, and exploitation prevention program consists of a 
facility-wide commitment. to protect residents from abuse, neglect, exploitation or misappropriation of 
property, anyone including, but not necessarily limited to other residents and any other individuals. 2. Ensure 
there were interventions in place to prevent the physical altercation between Resident 2 and Resident 1 from 
occurring based on Resident 2's history of not liking noises and roommate incompatibilityThese deficient 
practices resulted in Resident 1 and Resident 2 being subjected to physical abuse while under the care of 
the facility. Resident 1 sustained scratches (thin, line-like cut, superficial break in the skin) on the bridge of 
the nose, the right side of nose, and the right thumb that needed first aid (initial assistance and care given to 
a resident who has been injured). Resident 2 sustained a cut (break or opening in the skin) at the bottom lip 
and reported pain on the right side of the face, head and left hand.Findings:During a review of Resident 1's 
admission Record, the admission Record indicated the facility admitted Resident 1 on 10/23/2025 with 
diagnoses including muscle wasting and atrophy (wasting or shrinking of a body part, tissue or organ), 
limitation of activities due to disability, other abnormalities of gait (a person's manner of walking) and mobility, 
and schizophrenia (a mental illness that is characterized by disturbances in thought).During a review of 
Resident 1's History and Physical (H&P) dated 10/24/2025, the H&P indicated Resident 1 had the capacity to 
understand and make decisions.During a review of Resident 1's Minimum Data Set (MDS - a comprehensive 
assessment and screening tool) dated 10/27/2025, the MDS indicated Resident 1's cognition (conscious 
mental activities, and includes thinking, reasoning, understanding, learning, and remembering) was 
moderately impaired. The MDS indicated that Resident 1 required supervision or touching assistance (helper 
provides verbal cues and/or touching/steadying and/or contact guard assistance as resident completes the 
activity) with eating, and required substantial/maximal (helper does more than half the effort to complete the 
activity or the assistance of two or more helpers is required for the resident to complete the activity) 
assistance from staff with oral hygiene and personal hygiene.During a review of Resident 1's Change in 
Condition (COC- a significant change in resident's health status) Evaluation, dated 10/30/2025, timed at 8:45 
p.m., documented by Licensed Vocational Nurse 1 (LVN 1), the COC Evaluation indicated Resident 2, who 
was Resident 1's roommate, Resident 2, was standing next to Resident 1 while Resident 1 was sitting on his 
bed. LVN 1 observed Resident 2 attacking Resident 1 with a wheelchair footrest.During a review of Resident 
1's Nursing Note dated 10/30/2025, timed at 8:45 p.m., the Nursing Note indicated Resident 1 reported 
Resident 2 swung Resident 2's wheelchair footrest and hit Resident 1 in the face. The Nursing Note 
indicated Registered Nurse 1 (RN 1) assessed Resident 1. Resident 1 was observed with scratches 
measuring approximately 1.5 centimeters (cm- unit of measurement) on the bridge of nose, 0.5 cm on the 
right side of the nose and approximately .5 cm. on the right thumb. The Nursing Note indicated RN 1 
provided first aid treatment to Resident 1.During a review of Resident 2's admission Record, the admission 
Record indicated the facility initially admitted Resident 2 on 6/27/2021 and readmitted Resident 2 on 
10/16/2024 with diagnoses including unspecified dementia (a progressive state of decline in mental abilities), 
unspecified severity, with psychotic disturbance (a mental health state characterized by a loss of contact with 
reality, leading to hallucinations [seeing or hearing things that are not there] and delusions [firmly held false 
beliefs]) and unspecified psychosis (a severe mental condition in which thought and emotions are so affected 
that contact is lost with external reality) not due to a substance or unknown physiological condition.During a 
review of Resident 2's MDS dated [DATE], the MDS indicated Resident 2's cognition was severely impaired. 
The MDS indicated Resident 2 had clear speech, usually had the ability to make self-understood, and usually 
had the ability to understand others. The MDS indicated Resident 2 required setup or clean-up assistance 
(helper sets up or cleans up; resident completes activity and helper assists only prior to or following the 
activity) with eating, supervision or touching assistance with oral hygiene, and required substantial/maximal 
assistance from staff with toileting and personal hygiene.During a review of Resident 2's COC Evaluation, 
dated 10/30/2025, timed at 8:45 p.m., documented by LVN 1, the COC Evaluation indicated LVN 1 observed 
Resident 2 standing and hitting Resident 1 in the face with Resident 2's wheelchair footrest. The COC 
Evaluation indicated Resident 1 and Resident 2 were separated and upon assessment Resident 2 was noted 
with a small (measurement not indicated) cut at the bottom of the lip and complained of pain on the right side 
of the face, head and left hand.During a review of Resident 2's Care Plan (CP) initiated on 10/30/2025, the 
CP indicated Resident 2 had upper lip and right lower lip swelling with 1.0 cm by 1.0 cm cut and purplish 
discoloration. The CP's interventions included to provide first aid treatment, monitor for pain, administer 
medication as ordered and monitor for signs and symptoms of infection.During a review of Resident 2's 
Nursing Note dated 10/30/2025, timed at 8:45 p.m., the Nursing Note indicated Resident 2 reported that 
when (time unknown) he (Resident 2) turned off the television (TV) in the room, Resident 1 hit him. Resident 
2 agreed to go to General Acute Hospital (GACH) for further evaluation. During a review of Resident 2's 
Physician's Order Summary Report, the Physician's Order Summary Report indicated an order dated 
10/30/2025 to transfer Resident 2 to a GACH related to physical aggression initiated towards roommate. 
During a review of Resident 2's GACH's Emergency Department (ED) Report dated 10/31/2025, the ED 
report indicated Resident 2 presented to the emergency department for psychiatric evaluation after an 
altercation with a roommate. The report indicated Resident 2 had mild swelling of the right upper lip without 
any active bleeding or laceration. The report indicated Resident 2 was cleared for discharge to the facility 
after the licensed social worker evaluated Resident 2.During an interview on 11/14/2025 at 11:42 a.m. with 
Resident 1, Resident 1 stated that he and Resident 2 were roommates. Resident 1 stated that on 10/30/2025 
(does not recall the exact time), after dinner, while he was sitting on his bed watching TV, Resident 2 stood 
up from his wheelchair and came over to his (Resident 1's) side of the room and turned off his (Resident 1's) 
TV. Resident 1 stated that he grabbed Resident 2's hat and told Resident 2 to stop touching his TV. Resident 
1 stated Resident 2 turned around and hit (Resident 1) with a closed fist on his chest and in turn he 
(Resident 1) punched Resident 2 with a closed fist in the face. Resident 1 stated that after he punched 
Resident 2, Resident 2 left the room. Resident 1 stated when Resident 2 returned, he (Resident 2) wheeled 
himself to his (Resident 1‘s) side of the room, stood up, walked over to him and swung the footrest at him, 
hitting him in the face, resulting in bleeding to the nose and thumb. During an interview on 11/14/2025 at 
11:48 a.m. with Licensed Vocational Nurse 1 (LVN ) 1, LVN 1 stated that a resident-to-resident altercation 
between Resident 1 and Resident 2 occurred on 10/30/2025 after dinner (does not recall exact time) during 
the 3 p.m.-11 p.m. shift (an eight hour work schedule from 3 p.m. to 11 p.m. ) LVN 1 stated that prior to the 
incident Resident 2 approached LVN 1 and stated that his roommate's (Resident 1) TV was on and he 
wanted it off. LVN 1 stated that she explained to Resident 2 that Resident 1 has the right to have his TV on. 
LVN 1 stated that next thing she knew, she (LVN 1) heard Certified Nursing Assistant 2 (CNA) 2 running 
towards her (LVN 1) reporting that Resident 1 and Resident 2 were yelling at one another. LVN 1 stated 
when she arrived in Resident 1 and Resident 2's room, she witnessed Resident 2 holding his wheelchair 
footrest and hitting Resident 1 with the wheelchair footrest. LVN 1 stated that Resident 2 was swinging the 
wheelchair footrest and Resident 1 was holding on to the footrest trying to protect himself. LVN 1 stated both 
Resident 1 and Resident 2 were going back and forth pushing and pulling the wheelchair footrest towards 
one another. LVN 1 stated that she and CNA 2 separated Resident 1 and Resident 2 when it was safe to do 
so. LVN 1 stated that she observed blood all over Resident 1's face. LVN 1 stated that when she asked 
Resident 2 why he hit Resident 1 with the footrest, Resident 2 stated it was because of the TV. LVN 1 stated 
that the altercation between Resident 1 and Resident 2 was physical abuse because residents should not be 
physically hitting each other for any reason. LVN 1 further stated that the resident-to-resident altercation was 
avoidable, and the facility should have provided a safe environment for both residents.During an interview on 
11/14/2025 at 2:21 p.m. with Registered Nurse 1 (RN) 1, RN 1 stated that on 10/30/2025 after dinner during 
on the 3 p.m.-11 p.m. shift, LVN 1 called him (RN 1) to come to Resident 1 and Resident 2's room. RN 1 
stated that when he arrived in Resident 1 and Resident 2's room LVN 1 reported that Resident 1 and 
Resident 2 were fighting. Resident 1 reported to RN 1 that Resident 2 had hit him with a wheelchair footrest. 
RN 1 stated that he assessed Resident 1 and noted injuries, including a cut on the bridge of the nose and on 
the right thumb. RN 1 stated that he then assessed Resident 2 and noted that Resident 2 had a cut on the 
lower lip.During an interview on 11/14/2025 at 3:35 p.m. with the Administrator (ADM), the ADM stated the 
resident altercation between Resident 1 and Resident 2 was avoidable based on Resident 2's history of not 
liking noises and roommate incompatibility and that interventions should have been put in place to prevent 
the incident from occurring. During a concurrent interview and record review on 11/17/2025 at 11:00 a.m., 
with the Director of Nursing (DON), reviewed Resident 2's Care Plans. The DON stated that Resident 2 does 
not have a care plan specific to Resident 2's behavioral triggers. The DON stated that a care plan should 
have been developed to address Resident 2's triggers so that specific interventions could have been in place 
to avoid behavioral outbursts.During a review of the facility policy and procedure (P&P) titled Abuse, Neglect, 
Exploitation and Misappropriation Prevention Program, reviewed 5/28/2025, the P&P indicated residents 
have the right to be free from abuse, neglect, misappropriation of resident property and exploitation. This 
includes but is not limited to freedom from corporal punishment, involuntary seclusion, verbal, mental, sexual 
or physical abuse The resident abuse, neglect, and exploitation prevention program consists of a facility-wide 
commitment and resource allocation to support the following objectives: 1. Protect residents from abuse, 
neglect, exploitation or misappropriation of property, anyone including, but not necessarily limited to: b. other 
residents; j. any other individuals. 2. Develop and implement policies and protocols to prevent and identify: a. 
abuse or mistreatment of residents. 5. Establish and maintain a culture of compassion and caring for all 
residents and particularly those with behavioral, cognitive or emotional problems.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to develop a comprehensive person-centered care plan (a 
written course of action that helps a resident achieve outcomes that improve their quality of life) for one of 
two sampled residents (Resident 2), who was identified to have behavioral triggers (something that causes 
the brain to react in a certain way, leading to a behavior). This deficient practice had the potential to result in 
the resident's behavioral needs not being properly addressed. Cross reference F600.Findings:During a 
review of Resident 2's admission Record, the admission Record indicated the facility readmitted Resident 2 
on 10/16/2024 with diagnoses including unspecified dementia (a progressive state of decline in mental 
abilities), unspecified severity, with psychotic disturbance (a mental health state characterized by a loss of 
contact with reality, leading to hallucinations [seeing or hearing things that aren't there] and delusions [firmly 
held false beliefs])and unspecified psychosis (a severe mental condition in which thought and emotions are 
so affected that contact is lost with external reality) not due to a substance or unknown physiological 
condition.During a review of Resident 2's MDS dated [DATE], the MDS indicated Resident 2's cognition was 
severely impaired. The MDS indicated Resident 2 had clear speech, usually had the ability to make 
self-understood, and usually had the ability to understand others. The MDS indicated Resident 2 required 
setup or clean-up assistance (helper sets up or cleans up; resident completes activity and helper assists only 
prior to or following the activity) with eating, supervision or touching assistance with oral hygiene, and 
required substantial/maximal assistance from staff with toileting and personal hygiene.During a review of 
Resident 1's admission Record, the admission Record indicated the facility admitted Resident 1 on 
10/23/2025 with diagnoses including muscle wasting and atrophy (wasting or shrinking of a body part, tissue 
or organ), limitation of activities due to disability, other abnormalities of gait (a person's manner of walking) 
and mobility, and schizophrenia (a mental illness that is characterized by disturbances in thought).During a 
review of Resident 1's Minimum Data Set (MDS - a comprehensive assessment and screening tool) dated 
10/27/2025, the MDS indicated Resident 1's cognition (conscious mental activities, and includes thinking, 
reasoning, understanding, learning, and remembering) was moderately impaired. The MDS indicated that 
Resident 1 required supervision or touching assistance (helper provides verbal cues and/or 
touching/steadying and/or contact guard assistance as resident completes the activity) with eating, and 
required substantial/maximal (helper does more than half the effort to complete the activity or the assistance 
of two or more helpers is required for the resident to complete the activity) assistance from staff with oral 
hygiene and personal hygiene.During a review of Resident 2's COC Evaluation, dated 10/30/2025, timed at 
8:45 p.m., documented by LVN 1, the COC Evaluation indicated LVN 1 observed Resident 2 standing and 
hitting Resident 1 in the face with Resident 2's wheelchair footrest. The COC Evaluation indicated Resident 1 
and Resident 2 were separated and upon assessment Resident 2 was noted with a small (measurement not 
indicated) cut at the bottom of the lip and complained of pain on the right side of the face, head and left hand.
During a review of Resident 2's Nursing Note dated 10/30/2025, timed at 8:45 p.m., the Nursing Note 
indicated Resident 2 reported that when (time unknown) he (Resident 2) turned off the television (TV) in the 
room, Resident 1 hit him. During an interview on 11/14/2025 at 11:42 a.m. with Resident 1, Resident 1 stated 
that he and Resident 2 were roommates. Resident 1 stated that on 10/30/2025 (does not recall the exact 
time), after dinner, while he was sitting on his bed watching TV, Resident 2 stood up from his wheelchair and 
came over to his (Resident 1's) side of the room and turned off his (Resident 1's) TV. Resident 1 stated that 
he grabbed Resident 2's hat and told Resident 2 to stop touching his TV. Resident 1 stated Resident 2 
turned around and hit (Resident 1) with a closed fist on his chest and in turn he (Resident 1) punched 
Resident 2 with a closed fist in the face. Resident 1 stated that after he punched Resident 2, Resident 2 left 
the room. Resident 1 stated when Resident 2 returned, he (Resident 2) wheeled himself to his (Resident 1‘s) 
side of the room, stood up, walked over to him and swung the footrest at him, hitting him in the face, resulting 
in bleeding to the nose and thumb. During an interview on 11/14/2025 at 11:48 a.m. with Licensed 
Vocational Nurse 1 (LVN ) 1, LVN 1 stated that a resident-to-resident altercation between Resident 1 and 
Resident 2 occurred on 10/30/2025 after dinner (does not recall exact time) during the 3 p.m.-11 p.m. shift (a 
work schedule from 3 p.m. to 11 p.m.) LVN 1 stated that prior to the incident Resident 2 approached LVN 1 
and stated that his roommate's (Resident 1) TV was on and he wanted it off. LVN 1 stated that she explained 
to Resident 2 that Resident 1 has the right to have his TV on. LVN 1 stated that next thing she knew, she 
(LVN 1) heard Certified Nursing Assistant 2 (CNA) 2 running towards her (LVN 1) reporting that Resident 1 
and Resident 2 were yelling at one another. LVN 1 stated when she arrived in Resident 1 and Resident 2's 
room, she witnessed Resident 2 holding his wheelchair footrest and hitting Resident 1 with the wheelchair 
footrest. LVN 1 stated that Resident 2 was swinging the wheelchair footrest and Resident 1 was holding on 
to the footrest trying to protect himself. LVN 1 stated both Resident 1 and Resident 2 were going back and 
forth pushing and pulling the wheelchair footrest towards one another. LVN 1 stated that she and CNA 2 
separated Resident 1 and Resident 2 when it was safe to do so. LVN 1 stated that she observed blood all 
over Resident 1's face. LVN 1 stated that when she asked Resident 2 why he hit Resident 1 with the footrest, 
Resident 2 stated it was because of the TV. During an interview on 11/17/2025 at 10:40 a.m. with the 
Director of Nursing (DON), the DON stated that the facility was aware that Resident 2 has behavioral 
triggers. The DON stated that Resident 2's anger is triggered when his roommates' TVs are on or when 
Resident 2 hears other residents screaming. The DON stated that the roommates' TVs being on and the loud 
noises triggers behaviors that cause the resident to become angry. During a concurrent interview and record 
review on 11/17/2025 at 11:00 a.m., with the Director of Nursing (DON), reviewed Resident 2's Care Plans. 
The DON stated that Resident 2 does not have a care plan specific to Resident 2's behavioral triggers. The 
DON stated that a care plan should have been developed to address Resident 2's triggers so that specific 
interventions could have been in place to avoid behavioral outbursts.During an interview on 11/14/2025 at 
3:35 with the Administrator (ADM), the ADM stated the resident altercation between Resident 1 and Resident 
2 was avoidable based on Resident 2's history of not liking noises and roommate incompatibility and that 
interventions should have been put in place to prevent the incident from occurring. During a review of the 
facility's policy and procedure (P&P) titled Care plans, Comprehensive Person-Centered, reviewed 
1/10/2024, the P&P indicated a comprehensive, person-centered care plan that includes measurable 
objectives and timetables to meet the resident's physical, psychosocial and functional needs is developed 
and implemented for each resident. 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: a. 
includes measurable objectives and timeframes; b. describes the services that are to be furnished to attain or 
maintain the resident's highest practicable physical, mental, and psychosocial well-being.
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