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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 one of four sampled residents 
(Resident 1) was free from physical abuse when Resident 2 struck Resident 1 with her fist, hitting her on the 
left side of her forehead. This failure resulted in Resident 1's bruised left forehead and fear manifested by 
crying.During a review of Resident 1's admission Record (AR), dated 10/1/24, the AR indicated Resident 1 
was admitted to the facility in late 2024 with diagnoses which included aphasia (a disorder that makes it 
difficult to speak), cognitive communication deficit and right-side body weakness. During a review of 
Resident 1's Physician's Orders (PO), dated 10/1/24, the PO indicated Resident 1 was incapable of making 
her own healthcare decisions.During a review of Resident 1's Minimum Data Set (MDS, a federally 
mandated resident assessment tool), dated 11/5/25, the MDS indicated Resident 1 had no mood or 
behavioral symptoms of crying or verbalization of fear. During a review of Resident 1's hospital emergency 
department (ED) notes, dated 11/23/25, the ED notes indicated the chief complaint was assault with fist, 
hematoma (a collection of blood outside of a blood vessel caused by a broken blood vessel) on forehead, 
had a bruise to the left forehead. During a review of the SBAR (Situation, Background, Assessment, 
Recommendations; a form used for urgent resident updates to communicate between healthcare 
professionals), and initial change of condition (COC) alert charting, dated 11/23/25, the SBAR indicated 
Resident 1 was punched by Resident 2 in the left side of her head with a closed fist. The SBAR also 
indicated Resident 1 manifested fear by crying after being struck by Resident 2. During a review of Resident 
2's AR, dated 2/21/25, the AR indicated Resident 2 was admitted to the facility in early 2025 with diagnoses 
which included bipolar (mental health condition causing extreme mood swings) disorder and aggression. 
During a review of Resident 2's PO dated 2/21/25, the PO indicated Resident 2 was capable of making her 
own healthcare decisions and was her own responsible party. During a review of Resident 2's Nursing Care 
Plan (NCP), dated 3/21/25, the NCP indicated, [Resident 2] has demonstrated physical behavior r/t [related 
to] uncontrolled anger, poor impulse control.aggressive verbal and physical behaviors.assess and anticipate 
resident's needs, immediately separate any party members involved in confrontation. During a review of 
Resident 2's MDS dated [DATE], the MDS indicated Resident 2 had physical behavioral symptoms directed 
towards others that occurred daily. During a review of the SBAR and COC alert charting dated 11/23/25, the 
SBAR indicated Resident 2 punched Resident 1, made verbal threats, and displayed physical aggression. 
The SBAR and COC also indicated Resident 2 punched Resident 1 in the left side of her head with a closed 
fist. During an interview on 12/4/25 at 12:30 with the Director of Nursing (DON), the DON stated her 
expectation was that no resident should be hit and no one deserved to be hit. During a concurrent 
observation and interview on 12/4/25 at 12:52 p.m. inside Resident 1's room, Resident 1 was seated in her 
wheelchair with no distress. When asked if Resident 1 recalled someone who hit her forehead, she lowered 
her head to her left shoulder and cried but could not verbalize why she was crying. Resident 1 shook her 
head and flailed her hands when Resident 2's name was mentioned. During an interview on 12/4/25 at 1:13 
p.m. with Certified Nurse Assistant 2 (CNA 2), CNA 2 confirmed Resident 2 hit Resident 1 with her fist. CNA 
2 stated Resident 1 feared Resident 2 because Resident 2 cursed, yelled, shouted and said bad words. CNA 
2 indicated Resident 1 did not want to stay in her room when Resident 2 was also inside the room and 
Resident 1 would cry when Resident 2 was present in the room. During an interview on 12/4/25 at 2:03 p.m. 
with the Social Services Director (SSD), the SSD indicated as reported, Resident 2 hit Resident 1 with her 
fist. The SSD confirmed Resident 2 was verbally abusive and could hit someone with her temper. SSD 
stated Resident 2 had this outburst of anger even with little things. SSD stated Resident 1 could not verbally 
express herself. SSD validated No one deserved to be hit, everybody should be equal here. The SSD 
indicated, because she was hit, Resident 1 could be traumatized, could be more scared and be more aloof. 
During an interview on 12/4/25 at 3:01 p.m. with the Administrator (ADM), the ADM indicated Resident 2 was 
a very difficult and complicated resident and as reported and witnessed by the nurse, Resident 2 hit Resident 
1. The ADM stated, No one deserved to be hit, everybody had the right to be safe. During an interview on 
12/9/25 at 1:49 p.m. with the Licensed Nurse (LN), the LN confirmed she witnessed Resident 2, with her fist, 
hit Resident 1 in her left temple. The LN confirmed that when the police came and spoke with Resident 1, 
Resident 1, because she could not fully verbalize, she demonstrated to the police and said hit, hit with her 
fist to indicate she was hit by Resident 2. The LN confirmed Resident 1 was very scared of Resident 2. LN 
stated Resident 1 and the other roommate did not want to stay in the room because of Resident 2. The LN 
confirmed Resident 2 screamed and yelled and when roommate or Resident 1 watched her television, 
Resident 2 screamed and said, Shut that television off. The LN confirmed this was the regular behavior of 
Resident 2, yelling, cursing, screaming at her roommates and striking staff who would come inside her room. 
The LN confirmed Resident 2 had become very abusive and even threatened the police officer when she 
was questioned about her hitting Resident 1. The LN indicated she was glad that Resident 1 and her 
roommate were safe now that Resident 2 was sent out for evaluation because of her very aggressive and 
abusive behavior, and stated, No one deserved to be abused or hit. During a review of the facility's Policy 
and Procedure (P&P) titled, Abuse Prevention Program, revised 2018, the P&P indicated, .Resident have the 
right to be free from abuse . this includes but is not limited to .physical abuse .as part of the abuse prevention 
program, the administration will protect our residents from abuse by anyone including other residents .
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