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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 provide supervision to one of eight sampled 
residents (Resident 1) in accordance with Resident 1's Care Plan. This failure resulted in Resident 1 hitting 
Resident 2 in the face on [DATE] at 3 pm. Resident 2 sustained a laceration (tear or cut in the skin) under 
Resident 2's left eye, a skin tear (traumatic wound caused by friction when the upper layer of the skin 
becomes torn from the underlying layers) on the left eyelid, and was transferred to the General Acute Care 
Hospital 1's (GACH 1's) Emergency Department (ED). Resident 2's Computed Tomography (CT scan - a 
detailed picture of the inside of the body using specialized imaging techniques and computer technology) 
results from GACH 1's ED, dated [DATE] and timed at 1:07 pm, indicated Resident 2 sustained a displaced 
fracture (a broken bone where the pieces have shifted out of their normal alignment, often breaking into two 
or more fragments) of the left nasal (relating to the nose) bone. Findings: 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 (severe mental disorder causing loss of touch with reality) and anxiety 
(persistent worries that disrupt daily life). During a review of Resident 1's History & Physical (H&P) dated 
[DATE], the H&P indicated Resident 1 did not have the capacity to make medical decisions. During a review 
of Resident 1's Minimum Data Set (MDS, a standardized assessment and care planning tool) dated [DATE], 
the MDS indicated Resident 1's was inattentive (not paying attention to something) and had disorganized 
thinking (thoughts do not have logical flow). During a review of Resident 1's untitled Care Plan Report (CPR), 
dated [DATE], the CPR indicated Resident 1 had schizophrenia which placed Resident 1 at risk (increased 
possibility of happening) for aggression, anxiety, and unsafe behaviors. The CPR indicated Resident 1 
attempted to strike a male peer on [DATE] due to belief that the peer was talking about Resident 1. The CPR 
indicated Resident 1 struck a male peer [Resident 2] without provocation (action or speech that makes 
someone angry) due to paranoid ideation (persistent feelings of distrust and suspicion) on [DATE]. The CPR 
indicated on [DATE], while out on the patio, Resident 1 accused a male staff member (unknown) of talking 
about Resident 1 and wanted to engage in a physical fight with the male staff member. The CPR indicated 
on [DATE], while out on the patio, Resident 1 struck another resident [Resident 2] without provocation due to 
paranoid ideations. The CPR interventions initiated on [DATE] indicated Resident 1 will have Resident 1's 
meals in the dining room with assigned 1:1 supervision (providing dedicated, constant supervision for 
individual) while [Resident 2] will have [Resident 2's] meals in the patio area or the TV room; Resident 1 will 
be permitted in the patio area when Resident 1 was deemed psychiatrically stable (person is no longer an 
immediate danger to themselves or others), accompanied by Resident 1's 1:1 staff and only when the patio 
is not in use by others. The CPR also indicated Resident 1, and [Resident 2] have been informed of the 
[DATE] safety plan interventions and both residents understood the supervision protocols. The CPR did not 
indicate how long the [DATE] safety plan interventions were going to be in effect. The CPR safety plan 
interventions were updated on [DATE] and indicated Resident 1 will be closely monitored while on the patio, 
by assigned Certified Nursing Assistant (CNA); Resident 1 will have Resident 1's meals on a table alone until 
Resident 1 presents with further behavioral stability with no incidents of aggression for 2 weeks. The CPR 
did not indicate any changes to the safety plan interventions initiated on [DATE]. During a review of Resident 
1's Interdisciplinary Team (IDT, a team of professionals from various disciplines who work in collaboration to 
address the resident's care) Note, dated [DATE] and timed 6:38 pm, the IDT Note indicated at 4 pm (on 
[DATE]), Resident 1 was observed by facility staff (unknown) struck another male peer [Resident 2] once to 
the back of [Resident 2's] head while [Resident 2] was getting water out of the water jug while out on the 
patio. The staff (unknown) separated Resident 1 and Resident 2 immediately, notified the Nurse Practitioner 
(NP- a nurse who is qualified to treat certain medical conditions without the direct supervision of a doctor), 
and received a Telephone Order (T.O.) to give Resident 1 an emergency intramuscular (IM- injecting directly 
into the muscle) of Haldol 10 milligrams (mg)/milliliter (ml) and Benadryl 50 mg/ml x1 STAT (immediately) 
and for Resident 1 to be placed in the Seclusion Room (room within facility used to decrease stimulation to 
calm resident) due to (d/t) delusional thoughts (false beliefs) and aggression as ordered. During a review of 
Resident 1's Change of Condition (COC, a sudden clinically important deviation in the resident's health or 
functioning that requires further assessments and interventions) Evaluation, dated [DATE] and time 4 pm, 
the COC indicated Resident 1 showed verbal and physical aggression towards another male peer [Resident 
2]. During further review of Resident 1's medical record, no evidence of a behavioral evaluation or an IDT 
note addressing Resident 1's behavior and discontinuation of 1:1 supervision before [DATE] was found in 
Resident 1's medical record. b. During a review of Resident 2's AR, the AR indicated Resident 1 was 
admitted to the facility on [DATE] with diagnoses which included schizophrenia and anxiety. During a review 
of Resident 2's H&P, dated [DATE], the H&P indicated Resident 1 had the capacity to make medical 
decisions. During a review of Resident 2's MDS dated [DATE], the MDS indicated Resident 2's cognition was 
intact and Resident 2 was independent with mobility (the ability to move). During a review of Resident 2's 
COC, dated [DATE] and time 4 pm, the COC indicated Resident 2 was the victim involved in a 
resident-to-resident altercation (argument or disagreement) with Resident 1. Resident 2 sustained an 
abrasion (a surface or superficial wound where the skin was scraped off) to Resident 2's 4th/5th dorsal right 
medial phalanx (the top [back] surface of the middle bone in the right middle finger). Resident 2 complained 
of pain of 3/10 on a pain scale 0-10 (tool used to track and measure pain). During a review of Resident 2's 
COC, dated [DATE] and timed 1:53 pm, the COC indicated that Resident 2 was the victim involved in a 
resident-to-resident altercation with Resident 1. Resident 2 sustained a one-centimeter (cm, unit of measure) 
laceration (tear or cut in the skin) under Resident 2's left eye and a skin on Resident 2's eyelid. During a 
review of Resident 2's Nurses Notes (NN), dated [DATE] and timed 2:45 pm, the NN indicated at 12 pm on 
[DATE], Resident 2 was walking out of the building and Resident 1 struck Resident 2 without provocation 
and without warning. The NN indicated Resident 1, and Resident 2 were separated, and Resident 2 was 
transferred out of the facility to get Resident 2's wounds treated. Durin a review of Resident 2's NN, dated 
[DATE] and timed 8:44 pm, the NN indicated Resident 2 got back to the facility from GACH 1 on [DATE] at 
4:10 pm. Then NN indicated Resident 2 complained of pain of 3/10 on a pain scale 0-10. During a review of 
Resident 2's CT scan results from GACH 1's ED, dated [DATE] and timed at 1:07 pm, the CT scan results 
indicated Resident 2 sustained a displaced fracture of the left nasal bone. During a review of Resident 2's 
GACH 1 Emergency Department Patient Discharge Instruction (EDPDI) dated [DATE], the EDPDI indicated 
Resident 2 had a nasal fracture and facial contusion (a bruise on the face from torn blood vessels). During a 
concurrent observation and interview on [DATE] at 1:14 p.m. with the Administrator (ADM), a facility 
surveillance video dated [DATE] was observed. Resident 1 was observed walking towards the entrance door 
into building from the outside recreation/patio area and struck Resident 2 in the upper facial area with no 
provocation by Resident 2. Resident 1 struck Resident 2 when Resident 2 exited the door to go out to the 
recreation area. The ADM stated, We (unknown facility staff) told Resident 1 to come and talk to us (any 
facility staff) when Resident 1 heard voices, but Resident 1 would not listen. The ADM stated, There was 
nothing we could do to prevent it. The ADM stated Resident 1 was no longer on 1:1 supervision and 
Resident 1's 1:1 supervision was discontinued based on staff discretion and did not require a Physician's 
Order (PO). During an interview on [DATE] at 3:39 pm with Mental Health Worker 1 (MHW 1), MHW 1 stated 
the incident between Residents 1 and 2 on [DATE] happened quickly, and when MHW 1 came out of the 
Activity Room, Resident 2 was already on the ground. MHW 1 stated MHW 1 observed Resident 2's face 
was red. MHW 1 stated Resident 1 had very little insight (understanding) into Resident 1's diagnosis and 
symptoms and Resident 1 was unable to distinguish if the voices Resident 1 heard were real. MHW 1 stated 
Resident 1 stated Resident 1 didn't know why Resident 1 struck Resident 2. MHW 1 stated Resident 1 had a 
history of (h/o) hearing voices and internal stimuli (internal voices/hallucinations). MHW 1 stated Resident 1 
believed people were saying things to Resident 1. MHW 1 stated Resident 1 had previously stated to staff 
they're talking shit, it's okay but, they're talking shit. During a concurrent observation and interview on 
[DATE], at 4:23 pm with Resident 2, Resident 2 was alert and able to state person, place, and time. Resident 
2 stated Resident 2 was attacked by one of the inmates for no reason. Resident 2 stated Resident 2 kicked 
Resident 1 off Resident 2 because Resident 1 knocked Resident 2 down when Resident 1 attacked Resident 
2 by surprise. Resident 2 stated Resident 2 just walked past Resident 1. Resident 2 stated Resident 1 hit 
Resident 2 in the back of the head before, about six months prior, sometime in October, and Resident 2 had 
a bump. During an interview, on [DATE], at 4:36 pm with CNA 1, CNA 1 stated CNA 1 was currently 
providing 1:1 supervision to Resident 1. CNA 1 stated Resident 1 was unpredictable, and Resident 1 will 
swear and get angry unprovoked. CNA 1 stated Resident 1 was very paranoid (irrationally suspicious, 
fearful, or distrustful) and suspicious of others. CNA 1 stated sometimes Resident 1 could tell CNA 1 that 
Resident 1 was hearing voices and sometimes Resident 1 gets angry and unable to talk. During an interview, 
on [DATE], at 2:30 pm with the Social Services Director (SSD/SW), the SSD/SW stated Resident 1 was 
delusional (having fixed false beliefs that are based on an inaccurate interpretation of reality) and paranoid 
because Resident 1 reacts to the voices. The SSD/SW stated Resident 1 has had that for a long time and 
had a long history of aggressive/assaultive behavior (actions intended to harm, intimidate, or dominate 
others). The SSD/SW stated Resident 1 was unpredictable and had a long history of mental illness (health 
conditions involving changes in emotion, thinking, or behavior). During an interview, on [DATE], 2:51 pm with 
the ADM, the ADM stated there was an incident [which involved Resident 1 and Resident 2] on [DATE]. 
Resident 1 was the aggressor and Resident 2 was the victim. During an interview, on [DATE], at 4:37 pm 
with Licensed Vocational Nurse 1 (LVN 1), LVN 1 stated Resident 1 is an aggressive resident who doesn't 
have a particular trigger which facility staff have been able to identify. LVN 1 stated Resident 1 stayed away 
from peers mostly and stayed in Resident 1's room most of the time. LVN 1 stated Resident 1 had a history 
of cheeking (concealing a medication in the mouth) medication and had random aggression. A review of the 
facility's policy and procedure (P&P) titled, Care Planning, dated [DATE], the P&P indicated a 
Comprehensive Care Plan will be developed for each resident based on their individual assessed needs. 
The P&P indicated, Each resident's Comprehensive Care Plan will describe.services that are to be furnished 
to attain or maintain the resident's highest practicable physical, mental, and psychosocial well-being. The 
P&P indicated the IDT will revise the Comprehensive Care Plan as needed, as dictated by changes in the 
resident's condition and to address changes in behavior and care of the resident.
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