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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 one of three sampled residents (Resident 1) from 
physical abuse (aggressive or violent behavior with the intention to cause physical harm) as indicated in the 
facility's policy and procedure (P&P) titled, Abuse Prevention and Prohibition Program.This failure resulted in 
Resident 2 hitting Resident 1 on 3/1/25, 4/12/25, 5/7/25, and on 6/27/25 and resulted in Resident 1 feeling 
unsafe in the facility.A. During a review of Resident 1's admission Record (AR), the AR indicated Resident 1 
was admitted to the facility on [DATE] with diagnoses which included schizophrenia (a mental illness that is 
characterized by disturbances in thought).During a review of Resident 1's MDS, dated [DATE], the MDS 
indicated Resident 1's cognition (mental action or process of acquiring knowledge and understanding 
through thought, experience, and the senses) was intact and was independent with activities of daily living 
(ADLs) and with walking.During a review of Resident 1's Change in Condition (CIC) Evaluation, dated 
4/12/25 and timed at 1:10 pm, the CIC indicated Resident 1 was hit once in the face by another resident.
During a review of Resident 1's Nurses Notes (NN), dated 4/12/25 and timed at 4:16 pm, the NN indicated 
Resident 1 informed the charge nurse (unknown) that another resident hit Resident 1 on the patio on 4/11/25.
During a review of Resident 1's IDT note, dated 4/15/25 and timed at 10:39 am, the IDT note indicated 
Resident 2 hit Resident 1 in the face during supervised patio activities.During a review of Resident 1's CIC, 
dated 5/7/25 and timed at 12:35 pm, the CIC indicated Resident 1 came out of Resident 1's room and stated 
another resident came to Resident 1's room and hit Resident 1 once in the face.During a review of Resident 
1's IDT note, dated 6/27/25 and timed at 9 pm, the IDT note indicated Resident 1 was struck by a male peer 
who was experiencing a psychotic break (a period where a person loses touch with reality). The IDT note 
indicated the incident was unprovoked by Resident 1.During a review of Resident 1's Physician's Progress 
Note (PPN), dated 6/27/25 and timed at 11:57 pm, the PPN indicated Nurse Practitioner (NP) 1 received a 
report from nursing staff (unknown) that Resident 2 hit Resident 1 while Resident 1 was in bed.During a 
review of Resident 1's Census List (CL), the CL indicated Resident 2 had been in room [ROOM NUMBER]-C 
since 3/18/25.B. During a review of Resident 2's admission Record (AR), the AR indicated Resident 2 was 
admitted to the facility on [DATE] with diagnoses which included schizoaffective disorder (a mental illness 
that can affect thoughts, mood, and behavior).During a review of Resident 2's MDS, dated [DATE], the MDS 
indicated Resident 2's cognition (mental action or process of acquiring knowledge and understanding 
through thought, experience, and the senses) was intact and was independent with activities of daily living 
(ADLs) and with walking.During a review of Resident 2's untitled Care Plan (CP) Report, initiated on 3/1/25 
and revised on 4/12/25 and revised on 5/7/25, the CP indicated Resident 2 punched a male peer in the nose 
on 3/1/25, punched a male peer in the face on 4/1/25, and punched a peer on the face on 5/7/25. The CP 
indicated the CP interventions were not revised after Resident 2 punched a male peer in the face on 4/12/25.
During a review of Resident 2's untitled CP Report, initiated on 5/7/25 and revised on 6/7/25, the CP 
indicated Resident 2 hears voices which contributes to Resident 2's physical aggression. The CP indicated 
Resident 2 heard voices that peer had urinated in Resident 2's food so Resident 2 went to male peer's room 
and struck male peer. The CP indicated Resident 2 heard voices which led to an unprovoked assault on a 
male peer on 6/27/25. The CP interventions indicated Resident 2 was placed on one-to-one supervision for 
24 hours on 5/8/25.During a review of Resident 2's IDT note, dated 5/7/25 and timed at 4 pm, the IDT 
indicated, on 5/7/25, Resident 2 heard voices that peer had urinated in Resident 2's food so Resident 2 went 
to male peer's room and struck male peer. The IDT indicated Resident 2 was placed on one-to-one 
supervision for 24 hours.During a review of Resident 2's Interdisciplinary Team (IDT, a team of professionals 
from various disciplines who work in collaboration to address the resident's care) note, dated 6/27/25 and 
timed at 9 pm, the IDT note indicated Resident 2 had an episode of physical aggression towards a male peer 
and Resident 2 was placed on one-to-one (1:1, one staff supervising 1 resident) supervision to ensure the 
safety of other residents.During a review of Resident 2's Change in Condition (CIC) Evaluation, dated 
6/27/25 and timed at 11:45 pm, the CIC indicated Resident 2 was physically aggressive to Resident 1 while 
inside Resident 1's room.During a review of Resident 2's Nurses Notes (NN), dated 6/27/25 and timed at 
11:57 pm, the NN indicated, on 6/27/25, Resident 2 was witnessed by Licensed Vocational Nurse (LVN) 2 
inside Resident 1's room holding on to Resident 1's back while Resident 1 was in bed. The NN indicated 
Resident 2 was restraining Resident 1 and was not allowing (Resident 1) to move or get away.During a 
review of Resident 2's Physician's Progress Note (PPN), dated 6/27/25 and timed at 11:57 pm, the PPN 
indicated Nurse Practitioner (NP) 1 received a report from the nursing staff (unidentified) that Resident 2 hit 
Resident 1 while Resident 1 was in bed. The PPN indicated NP 1 ordered an antipsychotic (used to treat 
symptoms of psychosis, such as hallucinations, delusions, and disorganized thinking) medication to be given 
to Resident 2 every bedtime and for Resident 2 to be on one-to-one supervision. The PPN also indicated NP 
1 ordered an emergency antipsychotic injection to be given to Resident 2 due to Resident 2's aggression and 
Resident 2 being a danger to others. During a review of Resident 2's Census List (CL), the CL indicated 
Resident 2 had been in room [ROOM NUMBER]-A since admission. During an interview on 7/8/25 at 1:45 
pm with Resident 1, Resident 1 stated Resident 2 had hit Resident 1 two times prior to 6/27/25. Resident 1 
stated on 6/27/25, Resident 1 was asleep in bed when Resident 2 hit Resident 1 for no reason. Resident 1 
stated there was another incident which happened on another day (date unknown) when Resident 2 went 
inside Resident 1's room and hit Resident 1. Resident 1 stated there was another incident which happened 
two months ago (date unknown) when Resident 1 was watching television in the patio and Resident 2 hit 
Resident 1 unprovoked. Resident 1 stated Resident 1 did not feel safe in the facility and did not want to be in 
the facility. During an interview on 7/8/25 at 3:15 pm with the Director of Staff Development (DSD), the DSD 
stated there had been no room changes for Resident 1 and Resident 2 as indicated on the Census List. The 
DSD reviewed Resident 2's care plans which addressed Resident 2's incidences of physical aggression 
towards Resident 1 on 3/1/25, on 4/12/25, on 5/7/25, and on 6/27/25. The DSD stated the CP interventions 
did not include room changes and only placed Resident 2 on one-to-one supervision 24 hours after each 
incident. The DSD stated the CP interventions were not revised after Resident 2 punched a male peer in the 
face on 4/12/25. During an interview on 7/9/25 at 12:02 pm with Licensed Vocational Nurse (LVN) 1, LVN 1 
stated staff (in general) redirect residents and try to keep Resident 1 and Resident 2 away from each other 
but the facility only has one hallway. LVN 1 stated if Resident 1 and or Resident 2 were on one-to-one 
supervision, it would be easier to keep the residents from each other.During an interview on 7/9/25 at 1 pm 
with the Director of Nursing (DON), the DON stated Resident 2 was not on one-to-one supervision before 
Resident 2 hit Resident 1 on 6/27/25. The DON reviewed Resident 2's care plans which addressed Resident 
2's incidences of physical aggression towards Resident 1 and stated the facility should have implemented 
other interventions like removing Resident 1 from Resident 2's line of sight. The DON reviewed the facility's 
P&P titled, Abuse Prevention and Prohibition Program, dated 7/9/24. The DON stated the facility did not 
keep Resident 2 from hitting Resident 1 and should have placed Resident 2 on one-to-one supervision 
indefinitely to prevent Resident 2 from hitting others. The DON stated Resident 2 also refuses to take 
Resident 2's antipsychotic medication and Resident 2's responsible party (RP) did not give consent for 
Resident 2 to receive the antipsychotic medication as an injection which made it difficult to manage Resident 
2's behavior. The DON stated the facility will now place Resident 2 on one-to-one supervision until the facility 
finds another solution to Resident 2's physical aggression towards Resident 1.During a review of the facility's 
P&P titled, Abuse Prevention and Prohibition Program, dated 7/9/24, the P&P indicated each resident has 
the right to be free from abuse and the facility is committed to protecting the residents from abuse by anyone. 
The P&P indicated, The facility conducts an ongoing review and analysis of abuse incidents and implements 
corrective actions to prevent future occurrences of abuse. Resident assessments and care planning are 
performed to monitor resident needs and address behaviors that may lead to conflict.
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