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Based on observation, interview, and record review, the facility failed to:1. notify the responsible party (RP) 
when one of three sampled residents (Resident 1) was involved in a resident-to-resident altercation.2. 
assess, treat, monitor and notify the physician and the responsible party (RP) when one of three sampled 
residents (Resident 1) had a cut under his left eye, bruising on his left cheek and scabs to the left side of his 
nose and under his left eyebrow.These failures resulted in the physician and the RP being unaware of the 
wounds and the RP being unaware of the resident-to-resident altercation. Findings:During an interview on 
11/14/25 at 8:59 a.m. with Family Member (FM/RP) 1, FM 1 stated when she was visiting Resident 1 on 
11/12/25, and noted Resident 1 had a black eye and she was not made aware of the black eye or the 
resident-to-resident altercation Resident 1 was involved in.During a review of Resident 1's S (situation) B 
(background) A (appearance) R (Review and Notify) (SBAR-used to notify the physician of a change of 
condition) dated 11/11/25, the SBAR indicated, Resident to resident abuse.primary care clinician notified.yes.
RP notified 11/11/25.9:10 p.m.During a review of Resident 1's Progress Notes (PN) dated 11/12/25, the PN 
indicated, RP of (Resident 1's room number) approached writer asking what had happen to residents face. 
Writer explained that I noticed a reden [sic] area on nose. Writer explained that there was an incident on 
another shift. RP asked why she was not contacted, at this point writer call ADON (Assistant Director of 
Nursing) and SS (Social Services).During a review of the facility's 5-day report (DR) dated 11/18/25, the DR 
indicated, CNA (certified nursing assistant) staff informed social services and Administrator that resident A 
(Resident 3) pushed Resident B (Resident 1) when he got too close to him causing resident B to stumble 
back.During an interview on 11/20/25 at 11:11 a.m. with Licensed Vocational Nurse (LVN) 1, LVN 1 stated 
she was assigned to Resident 1 on 11/11/25 at the time of the resident-to-resident altercation. LVN 1 stated 
she documented on the Change of Condition form that the RP was notified but she was not the one that 
notified the RP. LVN 1 stated the Director of Nursing (DON) was supposed to notify the RP of the incident.
During an interview on 11/14/25 at 2:19 p.m. with ADON, ADON stated the wife spoke with her the next day 
after the resident-to-resident altercation and was unaware of the incident. ADON stated the RP was upset 
that she was not notified. ADON stated when she talked to LVN 1 regarding notifying the RP of the 
resident-to-resident altercation LVN 1 told her she documented it but could not remember if she spoke with 
the RP.2. During an interview on 11/14/25 at 1:46 p.m. with CNA 1, CNA 1 stated she had taken care of 
Resident 1 for two consecutive days, and Resident 1 had a cut under his left eye, bruising on his left cheek 
and scabs to the left side of his nose and under his left eyebrow for the two days she had cared for him. CNA 
1 stated she did not know what caused the injuries to Resident 1.During a concurrent observation and 
interview on 11/14/25 at 2:14 p.m. with Administrator, in Resident 1's room, Resident 1 was sitting on the 
bed and had a cut under his left eye, bruising on his left cheek and scabs to the left side of his nose and 
under his left eyebrow. Administrator stated he was not aware Resident 1 had wounds.During a concurrent 
observation and interview on 11/14/25 at 2:19 p.m. with ADON, in Resident 1's room, Resident 1 was lying 
on the bed and had a cut under his left eye, bruising to his left cheek and scabs to the left side of his nose 
and under his left eyebrow. ADON stated the day after the altercation with Resident 2, she had observed a 
cut under Resident 1's left eye but was unaware of the bruising and the scabs. ADON stated when she 
noticed the cut she spoke to Resident 1's nurse and the nurse said the cut was there prior to the altercation. 
ADON stated that when the cut, bruising and scabbing were identified a change of condition should have 
been made to notify the physician to obtain treatment orders, the RP should have been notified and the 
areas monitored.During a concurrent interview and record review on 11/14/25 at 2:25 p.m. with ADON, 
Resident 1's clinical record was reviewed. ADON was unable to provide documentation of any assessment, 
treatment, monitoring and notification to the physician and RP being done.During a review of the facility's 
policy and procedure (P&P) titled, Notification of Changes dated 3/2025, the P&P indicated, The facility must 
inform the resident, consult with the resident' s physician and/or notify the resident's family member or legal 
representative when there is a change requiring such notification.accidents.potential to require physician 
intervention.circumstances that require a need to alter treatment. This may include.new treatment.During a 
review of the facility's policy and procedure (P&P) titled, Skin assessment dated 3/25, the P&P indicated, 
The assessment may also be performed after a change of condition or after any newly identified pressure 
injury.
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