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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure Resident 2 received the necessary 
behavioral health care and services for mental and psychosocial well-being as part of Resident 2's 
comprehensive assessment. These deficient practice of failing to provide one of five residents (Resident 2) a 
behavioral health care and services caused physical harm to another resident during a physical altercation. 
During a review of Resident 2's admission record (face sheet - a document containing demographic and 
diagnostic information) indicated Resident 2 was admitted to the facility on [DATE] with the following 
diagnoses: autoimmune thyroiditis (an illness caused by the immune system attacking healthy tissues), 
hyperlipidemia (high cholesterol [fat] in the body), gastroesophageal reflux disease (a common condition 
where the stomach acid repeatedly flows back into the esophagus [a tube that connects your mouth and 
stomach]), muscle weakness, and unsteadiness on feet. During a review of Resident 2's Minimum Data Set 
(MDS - a resident assessment tool) dated 11/07/2025, indicated, Resident 2 is cognitively intact (a person's 
thinking and reasoning abilities are functioning properly and are not significantly impaired) and did not 
require mobility devices (helps a person walk or move from place to place when one has a disability or injury) 
to ambulate (walk). During a review of Resident 2's Physician Order Report (a condensed, organized 
document summarizing a patient's key medical information, including diagnoses, treatments, current 
medications, test results, and follow-up instructions) dated 11/17/2025 with open ended as the end date, 
indicated Resident 2 can go on pass for 4 to 6 hours. During a review of Resident 2's Psychology Notes (a 
standardized tool used by psychologists to record resident's mental and emotional state, behavior and any 
changes in their condition, to inform care planning and treatment) dated 11/21/2025, 12/11/2025 and 
12/17/2025 indicated, Resident 2 declined to be seen. During a review of Resident 2's history and physical 
(H&P - a physician's complete patient examination) dated 11/30/2025 indicated, Resident 2 had the capacity 
to make medical decisions. During a review of Resident 2's care plan (CP - a guideline for nurses to help 
them create and achieve a solid plan of action in the treatment of a patient) on verbal and physical 
aggression dated 12/09/2025 indicated, Resident 2's CP approach was to refer Resident 2 to a psychologist 
or psychiatrist to allow Resident 2 verbalization in a managed and controlled environment to prevent 
reoccurrence of aggression. During a review of Resident 2's Nursing Progress Notes (captures the details of 
a patient's health status, treatment progress, and any changes in their condition over time) dated 12/09/2025 
at 8 PM, indicated, Resident 2 refused to go to the hospital for mental health evaluation after a physical 
altercation with Resident 1. During a review of the facility's In-Service Education (a professional development 
for workers aimed to enhance their skills, knowledge, and competence to improve job performance) titled 
Resident to Resident Altercation sign-in sheet dated 12/09/2025 and 12/10/2025 indicated, education was 
provided to several nursing staff. During a review of Resident 2's Physician Order Summary Report dated 
12/10/2025 with open ended as an end date, indicated, Resident 2 has to have a 1:1 sitter (a caregiver 
provides dedicated, focused attention and assistance to a single individual, ensuring their needs and 
well-being are met with personalized support) for safety every shift - 7AM to 3PM, 3PM to 11PM, and 11PM 
to 7AM. During a review of Resident 2's physician progress notes (a doctor's written record that documents a 
patient's health status, treatment, and care plan) dated 12/13/2025 indicated, Resident 2 need to have a 
sitter but allowed to go out of facility. During an interview on 12/24/2025 at 10:57 AM with Certified Nurse's 
Aide (CNA) 1, CNA 1 stated Resident 2 gets aggressive, agitated, frustrated when [Resident 2] doesn't get 
[Resident 2's] way. [Resident 2] is not calm. CNA 1 stated the potential harm that may come to Resident 2 
while out on pass (OOP - a patient has temporary, authorized leave from the facility for a short period [hours 
to a day or two] to go home or elsewhere, often for family visits or personal needs, with arrangements for 
their return, requiring physician and nursing approval and documentation) may cause physical contact with 
others like argue with another civilian.might argue too much and start fighting but only when [Resident 2] 
doesn't get [Resident 2's] way. During an interview on 12/24/2025 at 11:12 AM with a licensed vocational 
nurse (LVN) 1, LVN 1 stated [Resident 2] doesn't get along with roommates.[Resident 2] causes problems so 
roommates will be moved to another room. LVN 1 stated Resident 2 needed to be on a 1:1 with a sitter 
because [Resident 2] might hurt a staff or other residents here.unpredictable behavior. LVN 1 stated the 
potential harm that may come to Resident 2 while out on pass without a staff member was physical harm - 
fall, break arm or leg, and Resident 2 may come in contact with someone where [Resident 2] does not agree 
with and get into an argument. During an interview on 12/24/2025 at 12:05 PM with a registered nurse 
supervisor (RNS), RNS stated Resident 2 does not interact with other residents, just stays in the room; yells 
at staff; does not want anybody near [Resident 2]. RNS also stated Resident 2 does not listen to reasons. 
When asked why Resident 2 needed a 1:1 with a sitter, RNS stated to protect the other patients and that 
Resident 2 is always angry at something. RNS stated [Resident 2] needs a sitter to prevent [Resident 2] from 
getting angry at people like residents and staff, and to prevent the same incident - physical altercations - 
from happening again. RNS stated the potential harm that may happen to Resident 2 when Resident 2 is out 
on pass is that [Resident 2] may provoke somebody and will start a fight, trip and fall, and get into altercation 
with another person while out of the facility. During an interview on 12/24/2025 at 2:10 PM with the Director 
of Nursing (DON), the DON stated Resident 2's physician ordered a 1:1 with a sitter for safety started on 
12/10/2025, all shifts due to [Resident 2's] aggressive behavior. DON also stated that Resident 2 does not 
require to have a 1:1 with a sitter when OOP we only do for here; [Resident 2] is alert.can go to the bus.our 
responsibility is for [Resident 2] inside the facility and not be aggressive to other residents; when [Resident 2] 
is outside, [Resident 2] goes alone.[Resident 2] is responsible for herself when [Resident 2] is out there. 
During a review of the facility's policy and procedure (P&P - policy explains the rules and presents them in a 
logical framework while procedures outline the step-by-step implementation of various tasks) titled Safety 
Supervision of Residents undated, indicated the facility's individualized, resident-centered approached to 
safety addresses safety and accident hazards for individual residents. The P&P also indicated that resident 
supervision is a core component of the systems approach to safety and the type and frequency of resident 
supervision is based on the assessed needs and identified hazards in the environment.
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