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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide services to prevent resident-to-resident abuse 
(intentional bodily injury that includes slapping, pinching, choking, kicking, shoving, grabbing, and punching) 
for two of five sampled residents (Resident 3 and Resident 5), according to the facility's policy and procedure 
(P&P) titled, Residents Right to Human Care, and the facility's five-day Follow-up Investigation Report (FUIR 
- mandatory follow-up report long-term care facilities must submit to the State Survey Agency within five 
working days of an abuse/neglect incident, detailing investigation results, corrective actions taken, and if the 
allegation was verified) dated 12/1/2025 by failing to: 1. Ensure Resident 4, who had a history of 
resident-to-resident abuse and was experiencing increasingly agitated behavior, did not hit Resident 3 over 
the head with a food tray on 11/23/2025 at approximately 7:30 am. 2. Ensure Resident 4, who had a history 
of resident-to-resident abuse on 11/23/2025, continued to be placed on one-to-one (1:1) monitoring (one 
trained staff provides continuous monitoring, close supervision to prevent harm, requiring constant vigilance 
even during sleep, and ensuring immediate intervention) until Resident 4 was transferred to a higher level of 
care due to ongoing impulsive (acting on sudden urges or desires without thinking through the 
consequences, often leading to risky, poorly conceived, or regrettable actions) and assaultive (actions or 
tendencies to physically attack or aggressively confront others, ranging from verbal threats and intimidation 
to physical violence like hitting, kicking, or biting, and involves intent to harm, damage, or intimidate) 
behaviors. 3. Ensure Resident 4 did not hit Resident 5 on the top of the head and pull Resident 5's hair on 
11/29/2025 at approximately 8:50 pm. As a result of these failures, Resident 4 assaulted Resident 3 while 
Resident 3 was eating breakfast. Resident 4 assaulted Resident 5 while on the facility's patio during a smoke 
break. Resident 5's hair was pulled and hit on the back of the head by Resident 4. This failure caused 
Resident 5 experiencing pain to Resident 5's head, and made Resident 5 feel unsafe and afraid that another 
resident will assault Resident 5. This failure caused psychosocial (mental, emotional, social, and spiritual 
effects) discomfort to Resident 5. Findings: a. During a review of Resident 3's admission Record (AR), the 
AR indicated the facility admitted Resident 3 on 10/30/2024 with diagnoses that included schizoaffective 
disorder (mental health disorder that is marked by a combination of schizophrenia symptoms like 
hallucinations or delusions, and mood disorder symptoms, such as depression or mania), bipolar (mental 
illness that causes unusual shifts in a resident's mood, energy, activity levels, and concentration) type, 
unspecified temporal mandibular joint (TMJ- refers to the jaw joint connecting your jawbone to your skull) 
disorder, and insomnia (common sleep disorder marked by difficulty falling asleep, staying asleep, or getting 
quality rest, leading to daytime fatigue, concentration issues, and irritability). During a review of Resident 3's 
Minimum Data Set (MDS- a resident assessment tool) dated 10/31/2025, the MDS indicated Resident 3 had 
intact cognition (ability to think, remember, and function). The MDS indicated Resident 3 experienced 
hallucinations (false perceptions of things that are not real, involving the senses of sight, sound, smell, taste, 
or touch) and delusions (fixed belief that persists despite evidence of the contrary). During a review of 
Resident 3's Progress Notes (PN) dated 11/23/2025, timed at 1:36 pm, the PN indicated at approximately 
7:30 am, Resident 3 was hit over the head with a meal tray by peer (Resident 4) while eating breakfast in the 
dining room. The PN indicated Resident 3 experienced, A little bit of pain. During an interview on 12/5/2025 
at 12:05 pm, with Resident 3, Resident 3 stated, I don't remember when it [incident with Resident 4] 
happened, but it was [another resident] that hit me. Resident 3 stated, I was just sitting, eating my breakfast 
when [Resident 4] came to me and just hit me on my head with the tray. Resident 3 stated Resident 4 did not 
say anything to Resident 3 before hitting Resident 3. Resident 3 stated, It hurt a little, but I was in shock 
more. I don't know why [Resident 4] did that to me. b. During a review of Resident 4's AR, the AR indicated 
the facility admitted Resident 4 on 10/10/2025 with diagnoses that included schizoaffective disorder, 
unspecified anxiety disorder (persistent feeling of dread or panic that can interfere with daily life), and 
recurrent, unspecified, major depressive disorder (common and serious illness that negatively affects how 
one feels, thinks and acts). During a review of Resident 4's MDS dated [DATE], the MDS indicated had 
moderately impaired cognition. The MDS indicated Resident 4 experienced hallucinations and delusions. 
During a review of Resident 4's untitled Care Plan (CP), initiated 11/16/2025, the CP indicated Resident 4 
was resident-to-resident abuser (related to diagnosis of schizoaffective disorder, depressive type). The CP 
indicated on 11/23/2025, Resident 4 hit [Resident 3] with food tray on the head. The CP indicated on 
11/29/2025, Resident 4 hit and pulled [Resident 5] hair unprovoked. The CP goals indicated Resident 4 
would discuss triggers leading to assaulting others during one-to-one counseling session once weekly by 
1/10/2026. The CP interventions indicated on 11/23/2025, to remind Resident 4 of their behavior, and 
verbally prompt Resident 4 to verbalize feelings rather use assaultive behavior toward peers. On 11/29/2025, 
the interventions indicated to work with Resident 4 to review identifying triggers by writing a list of triggers 
that spark agitated behavior toward peers, and 1:1 monitoring until further order. During a review of Resident 
4's PN dated 11/2025, the PN indicated the following notes: 1. On 11/23/2025, timed at 7 am, Resident 4 
was observed punching the bathroom door with bilateral (both) fists. 2. On 11/23/2025, timed at 7:10 am, 
Resident 4 was observed punching the bathroom door with bilateral (both) fists. 3. On11/23/2025, timed at 
8:36 am, at approximately 7:30 am, during breakfast in the dining room, Resident 4 hit Resident 3 on the 
head with a food tray without provocation. The PN indicated Resident 4 was, Already agitated earlier this 
morning, and was on 1:1 observation during the time of incident. The PN indicated Resident 4 was being 
aggressive towards staff and was unable to control Resident 4's actions. The PN indicated Resident 4 was 
placed on five-point restraint (a type of mechanical restraint that secures a patient at all five points- both 
wrists, both ankles, and the chest/waist to prevent severe self-harm or to others). The PN indicated Resident 
4 received a new order for 1:1 until further order due to physically assaultive behavior and suicidal ideations. 
4. On11/25/2025, timed at 3:50 pm, the PN indicated Resident 4 unprovoked, assaulted staff, and 
nonreceptive to staff redirection. The PN indicated Resident 4 continued kicking and threatening staff. 5. On 
11/26/2025, timed at 10:03 pm, Resident 4 remained on 1:1 monitoring related to assaultive behavior 
towards staff and peers. 6. On 11/28/2025, timed at 10:22 pm, Resident 4 remained on 1:1 monitoring 
related to assaultive behavior and suicidal ideation. 7. On 11/28/2025, timed at 11:52 pm, Resident 4's 
physician was informed Resident 4 no longer had suicidal ideation, discontinued Resident 4's 1:1 monitoring 
and placed Resident 4 on every 15-minute monitoring. The PN did not indicate if Resident 4 continued to 
display assaultive behavior. 8. On 11/29/2025, timed at 9:29 pm, at approximately 8:50 pm Resident 4 went 
behind Resident 5 and started hitting and grabbing Resident 5's hair on the back of the head, unprovoked. 
The PN indicated staff immediately separated Resident 4 and Resident 5 but Resident 4 continued 
assaulting staff and struggled against Crisis Prevention Institute's (CPI) NVCI. During a review of Resident 
4's phone orders (PO), dated 11/2025, the PO indicated the following orders: 1. 11/23/2025, timed at 7:45 
am, the PO indicated Resident 4 was ordered 1:1 (monitoring) until further order (UFO) due to physical 
assaultive behavior towards the peer. 2. 11/28/2025, timed at 11:54 pm, the PO indicated Resident 4's order 
for 1:1 monitoring related to physically assaultive behavior towards the peer and suicidal ideation until further 
order was discontinued by the Director of Nursing (DON). The PO indicated the discontinue reason was 1:1 
monitoring was changed to every 15 minutes monitoring. 3. 11/29/2025, timed at 9:13 pm, the PO indicated 
Resident 4 was ordered 1:1 monitoring until further order for safety related to assaultive behavior. c. During a 
review Resident 5's AR, the AR indicated the facility admitted Resident 5 on 10/2/2025 with diagnoses that 
included schizoaffective disorder, bipolar type, uncomplicated nicotine (addictive ingredient in cigarettes) 
dependence to cigarettes, and uncomplicated alcohol abuse. During a review of Resident 5's MDS dated 
[DATE], the MDS indicated Resident 5 had intact cognition. The MDS indicated Resident 5 experienced 
hallucinations and delusions. During a review of Resident 5's PN dated 11/2025 and 12/2025, the PN 
indicated the following notes: 1. On 11/29/2025, timed at 10:10 pm, the PN indicated at approximately 8:50 
pm during smoke break, Resident 4 went behind Resident 5 and started hitting and pulling Resident 5's hair 
on the back of the head unprovoked. 2. On 12/1/2025, timed at 2:21 pm, the PN indicated Resident 5 
discussed feelings of safety die to an incident that occurred with Resident 4. The PN indicated Resident 5 
stated, [Resident 4] just pulled my hair and hit me during smoke break. The PN indicated Resident 5 stated, I 
was trying to see what kind of cigarette [Resident 4] was smoking but then looked down when I passed 
[Resident 4]. The PN indicated Resident 5 stated, I don't feel safe. During an interview on 12/5/2025 at 12:16 
pm, with Resident 5, when asked about the incident [with Resident 4] Resident 5 stated, I'm okay, but I don't 
feel safe. Resident 5 stated Resident 4 hit Resident 5 on the top right side of the head and pulled the top of 
Resident 5's hair. Resident 5 stated, It really hurt. I didn't like [Resident 5] did that to me. I'm afraid that 
someone else might hit me now. What if someone does? Resident 5 repeated, It really hurt when [Resident 
5] did it and it makes me afraid someone else is going to hit me. I don't like it. I don't feel safe here anymore. 
During an interview on 12/5/2025 at 1:36 pm, with Registered Nurse (RN) 1, RN 1 stated (in general) during 
1:1 supervision CNAs were required to keep an arm's length from the resident with the order to maintain 
safety to the resident and to others. RN 1 stated Resident 4 was on 1:1 monitoring for assaultive behavior, 
but after several days, because Resident 4 did not want to harm others, they asked for the MD to remove the 
order. During an interview on 12/5/2025 at 2 pm, with the DON, the DON stated it was all residents' right to 
be free from abuse. The DON stated on 11/23/2025, the facility substantiated Resident 4 hit Resident 3 on 
the head with a food tray. The DON stated Resident 4 had been having issues with physical aggression and 
assaultive behavior since being admitted . The DON stated the purpose of 1:1 monitoring was for residents 
with suicidal ideation (thoughts of self-harm or ending one's life) and for physical aggression to make sure 
that the resident on monitoring was not going to hit another resident or staff. The DON stated 1:1 monitoring 
was used to stop the escalation of a resident's behavior to prevent residents and staff from being harmed. 
The DON stated the FUIR was a legal document. The DON stated if the FUIR regarding the 11/23/2025 
incident indicated Resident 4 would not be removed from 1:1 monitoring until transfer to higher level of care, 
Resident 4 should not have been taken off it on 11/28/2025. The DON stated on 11/29/2025, Resident 4 hit 
Resident 5's head and pulled Resident 5's hair. The DON stated it was possible that if Resident 4 had not 
been removed from 1:1 monitoring as indicated in the FUIR, it was possible Resident 5 may not have been 
hit in the head and had Resident 5's hair pulled by Resident 4. The DON stated because Resident 4 was 
hurt, Resident 4 was afraid and did not feel safe. The DON stated it was possible the feelings could cause 
psychological harm to Resident 4. During an interview on 12/5/2025 at 1:02 pm, with Certified Nurse 
Assistant (CNA) 3, CNA 3 stated CNA 3 observed Resident 4 grab Resident 4's food tray with food on the 
tray, stand up after first sitting down, and hit Resident 3 on the head with the tray. CNA 3 stated Resident 4 
tried to hit Resident 3 again, but CNA 3 stopped Resident 4. CNA 3 stated CNA 3 used Nonviolent Crisis 
Intervention (NVCI- widely used training program for safely managing disruptive behavior using verbal 
de-escalation and physical techniques as a last resort) to prevent further altercations. CNA 3 stated CNA 3 
held Resident 4's arms to guide Resident 4 to Resident 4's room. CNA 3 stated Resident 4 was placed on 
1:1 monitoring after the incident occurred. CNA 3 stated 1:1 monitoring was a way to prevent residents from 
hurting themselves or others. CNA 3 stated, We have to prevent any accident or incident from occurring, so 
we always have to be watching them (residents). During an interview on 12/5/2025 at 1:21 pm, with Licensed 
Vocational Nurse (LVN) 3, LVN 3 stated LVN 3 was in the medication room preparing medications for 
residents when Resident 4 hit Resident 3 with the food tray. LVN 3 stated LVN 3 assessed both residents 
and put Resident 4 on 1:1 monitoring. LVN 3 stated, We took [Resident 4] off 1:1 (monitoring) like a week or 
so later because [Resident 4] was no longer suicidal, ironically. LVN 3 stated Resident 4 was also on 1:1 
monitoring for assaultive behavior. LVN 3 stated after Resident 4 was taken off 1:1 monitoring, another 
incident occurred. LVN 3 stated Resident 4 was agitated and did not want to be at the facility. LVN 3 stated 
1:1 monitoring was, So important, for the safety of the residents and others. During a review of the facility's 
FUIR dated 12/1/2025, the FUIR indicated Resident 4 was involved in a substantiated incident of 
resident-to-resident abuse. The FUIR indicated Resident 4 was placed on 1:1 monitoring due to ongoing 
agitation and expressed suicidal ideation. The FUIR indicated Resident 4 would remain on 1:1 supervision 
(monitoring) until transfer to higher level of care was completed. During a review of the facility's P&P titled, 
Residents Rights to Human Care, revised 2/2021, the P&P indicated resident had the right to be free from 
abuse, neglect, and harm. The P&P indicates residents would be treated with dignity and respect.
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