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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on and 
observations, record review and interviews, the facility failed to ensure six (#1, #2, #3, #4, #5 and #6) of 
seven residents out of seven sample residents were kept free from abuse.Specifically, the facility failed 
to:-Ensure Resident #2, Resident #3 and Resident #5 were kept free from physical abuse from Resident #1; 
-Ensure Resident #1 and Resident #4 were kept free from abuse towards each other; and,-Ensure Resident 
#6 was kept free from physical abuse by Resident #7.Findings include:I. Facility policy and procedureThe 
Abuse policy and procedure, revised 9/13/23, was provided by the nursing home administrator (NHA) on 
12/3/25 at 5:58 p.m. It revealed in pertinent part, Each resident will be free from abuse. Abuse can include 
verbal, mental, sexual or physical abuse, corporal punishment or involuntary seclusion. It is the policy of this 
community that all team members monitor residents and will know how to identify potential signs and 
symptoms of abuse. Occurrences, patterns and trends that may constitute abuse will be investigated. Willful, 
as used in this definition of abuse, means the individual must have acted deliberately, not that the individual 
must have intended to inflict injury or harm. Physical abuse includes hitting, slapping, pinching and kicking.II. 
Incidents of physical abuse involving Resident #1A. Incident of physical abuse on 9/22/25 between Resident 
#1 and Resident #2The facility abuse investigation was provided by the NHA on 12/3/25 at 4:09 p.m. The 
abuse investigation documented Resident #2 said something to Resident #1 while leaving the dining room. 
Resident #1 then responded by hitting Resident #2. Resident #2 raised his hand to respond, when Resident 
#1's daughter yelled, hey at Resident #2, to get him to stop. Staff intervened and Resident #1 and her 
daughter continued to walk down the hallway. Both residents were separated and assessed with no injuries 
observed. The incident was witnessed by facility staff and Resident #1's daughter. Resident #2 and Resident 
#1 were interviewed and unable to recall the incident. The investigation conclusion indicated physical abuse 
was not substantiated because no injuries were sustained and the assailant had severe cognitive impairment 
and was unable to understand that her actions could result in a violation of a criminal statute. -However, 
abuse occurred because Resident #1 willfully struck Resident #2 after he made a comment to her. B. 
Incident of physical abuse on 10/2/25 between Resident #1 and Resident #2The facility abuse investigation 
was provided by the NHA on 12/3/25 at 4:09 p.m. The abuse investigation documented the nursing staff 
witnessed Resident #1 yelling at Resident #2 to give her money back. Resident #1 then hit Resident #2 on 
the left arm and the head. Both residents were separated and Resident #2 grabbed his walker and walked 
away. Resident #1 had a history of delusions and believing others were taking her money. Resident #2 was 
assessed with no injury observed. Resident #2 said he did not get along with Resident #1 but could not recall 
the incident. The resident was interviewed two days after the incident occurred. The investigation conclusion 
indicated physical abuse was not substantiated because no injuries were sustained, the assailant had severe 
cognitive impairment and did not understand her action could result in a violation of a criminal statute. 
-However, abuse occurred because Resident #1 willfully struck Resident #2 because she thought he stole 
her money. C. Incident of physical abuse on 10/3/25 between Resident #1 and Resident #3The facility abuse 
investigation was provided by the NHA on 12/3/25 at 4:09 p.m.The abuse investigation documented 
Resident #1 did not enjoy the meal which was served at lunch. Resident #1 got up from the table, walked 
over to Resident #3, picked up Resident #3's arm and hit her on the wrist. The investigation conclusion 
indicated physical abuse was not substantiated because no injuries were sustained, the assailant had severe 
cognitive impairment and did not understand her action could result in a violation of a criminal statute. 
-However, abuse occurred because Resident #1 willfully got up from her chair, walked over to Resident #3, 
picked up her arm and struck Resident #3 on the wrist. D. Incident of physical abuse on 10/31/25 between 
Resident #1 and Resident #4 The facility abuse investigation was provided by the NHA on 12/3/25 at 4:09 p.
m. The abuse investigation documented Resident #1 entered Resident #4's room to use the bathroom by 
mistake. Resident #4 grabbed Resident #1's hands and twisted them, telling her that was not her room. 
Resident #1 pulled her arms away and struck Resident #4. The residents were separated and assessed with 
no injuries observed. Resident #4 was interviewed and said she did not recall the incident, however said 
people kept coming into her room. She said she felt they were trying to take her belongings. The 
investigation conclusion indicated physical abuse was not substantiated because no injuries were sustained, 
the assailant had severe cognitive impairment and did not understand her action could result in a violation of 
a criminal statute.-However, abuse occurred because Resident #4 willfully grabbed Resident #1's wrist and 
twisted because she had entered her room and Resident #1 willfully hit Resident #4 in retaliation. E. Incident 
of physical abuse on 11/6/25 between Resident #1 and Resident #5 The facility abuse investigation was 
provided by the NHA on 12/3/25 at 4:09 p.m. The abuse investigation documented Resident #5 was 
wheeling herself around the unit aimlessly, which was her usual behavior. Resident #1 did not like it and 
pushed her walker into Resident #5's legs. The certified nurse aide (CNA) was close by and witnessed the 
incident, however the CNA was unable to stop the walker from being pushed by Resident #1 into Resident 
#5.The CNA reported Resident #1, prior to the incident, was bothered by another resident who sat on the 
armrest of her recliner chair.Both residents were separated and assessed with no injury observed.The 
conclusion indicated physical abuse was not substantiated because no injuries were sustained, the assailant 
had severe cognitive impairment and did not understand her action could result in a violation of a criminal 
statute. -However, abuse occurred because Resident #1 willfully pushed her walker into Resident #5's legs 
because she did not like her wandering down the hallway. III. Incident of physical abuse between Resident 
#7 and Resident #6The facility abuse investigation was provided by the NHA on 12/3/25 at 4:09 p.m. The 
abuse investigation documented the nurse heard Resident #6 and Resident #7 arguing down the hallway. 
Resident #6 was in the hall outside Resident #7's door. Resident #7 was observed telling Resident #6 it was 
not her room, while she was trying to enter. Resident #6 touched Resident #7 on the head with one finger. 
Resident #7 slapped Resident #6 on the chest. The nurse separated both residents and conducted 
assessments with no injuries observed. Resident #6 said she did not know it was Resident #7's room. The 
interventions included identifying Resident #6 wandered into other residents' space and may have put herself 
at risk. Staff should assist Resident #6 away from other residents if she was in their personal space.The 
investigation conclusion indicated that physical abuse was not substantiated because the assailant (Resident 
#7) did not have intent to harm the victim (Resident #6); she was trying to prevent her from entering the 
room, and there was no pain or harm to the victim. -However, abuse occurred because Resident #7 willfully 
struck Resident #6 in the chest because she attempted to enter the room and touched her on the head. IV. 
Resident informationA. Resident #1 (assailant and victim)1. Resident statusResident #1, age greater than 
65, was admitted on [DATE]. According to the December 2025 computerized physician orders (CPO), 
diagnoses included dementia without behavioral disturbance, insomnia and depression. The 11/19/25 
minimum data set (MDS) assessment revealed the resident had short term and long term memory 
impairment and severe impairment in making decisions regarding tasks of daily life. She was independent 
with ambulation, bed mobility and eating and required moderate assistance with dressing and bathing. The 
MDS assessment documented the resident did not exhibit physical behavioral symptoms, however did 
exhibit verbal behavior symptoms directed toward others one to three days during the assessment period. 2. 
Record reviewThe wandering care plan, initiated 1/13/25 and revised 1/14/25, documented Resident #1 was 
at risk for wandering and elopement due to confusion and new surroundings. The intervention documented 
engaging the resident in purposeful activity.The activity of daily living (ADL) care plan, initiated 1/23/25, 
documented Resident #1 had a self-care performance deficit related to a diagnosis of dementia. The care 
plan indicated the resident was able to transfer herself independently with a walker, toilet herself 
independently and was independent with bed mobility.The secured neighborhood residence care plan, 
initiated 1/13/25 and revised 8/11/25, documented Resident #1 resided on the secured unit due to her risk of 
elopement, safety awareness impairment and history of trauma that motivated the resident to find a safe 
neighborhood. The interventions included distracting the resident from wandering by offering pleasant 
diversions, structured activities, food, conversation, television and a book, identifying a pattern of the 
resident's wandering; monitoring fatigue and weight loss and verifying placement and working condition of 
the wander alert system.The behavioral care plan, initiated 1/13/25 and revised 10/6/25, documented 
Resident #1 had the potential to be verbally expressive and cautious of others due to a history of trauma. 
Resident #1 had a history of making accusations of others, specifically males raping her related to past 
trauma and believing someone was stealing from her. The resident's delusions caused increased agitation 
toward other residents and/or staff. The interventions included analyzing key times, places, circumstances, 
triggers, determining what de-escalated her behavior, assessing and anticipating the resident's needs, 
assessing the resident's coping skills and support system, calling the family for a trial with a wander guard 
system on another neighborhood and offering pain interventions when the resident appeared irritable or in 
pain.The physically aggressive care plan, initiated 2/17/25 and revised 11/11/25, documented Resident #1 
had a history of physically aggressive behavior related to poor impulse control, frustration, being smacked by 
another person and becoming reactive and striking back and delusions regarding someone stealing her 
money. The interventions included creating signage for the resident's room, assessing and anticipating the 
resident's needs, assessing for restlessness and facial grimacing, treating the resident for pain, assessing for 
clinical conditions through lab work, providing physical and verbal cueing to alleviate anxiety, giving positive 
feedback, assisting in the verbalization of the source of the resident's agitation, assisting in setting goals for 
more pleasant behavior, encouraging the resident to seek out a staff member when agitated, encouraging 
the resident to sit where she had her own personal space, providing frequent checks to ensure her safety 
and the safety of others, giving the resident as many choices as possible about care and activities, 
redirecting the resident away from others and providing redirection when the hallway was congested.The 
9/10/25 nursing progress note documented Resident #1 was irritable and talked negatively when speaking 
with staff and other residents.The 9/14/25 nursing progress note documented Resident #1 had not slept that 
night and was up several times crying. The resident remained awake and wandering throughout the unit, 
entering other residents' rooms and turning on the lights.The 9/18/25 nursing progress note documented 
Resident #1 was up at 10:00 p.m. until 1:30 a.m. wandering in and out of other residents' rooms, sitting in the 
lounge, pacing and playing with light switches.The 9/22/25 nursing progress note documented Resident #1 
walked out of the dining room with her daughter and passed another resident (Resident #2). While she 
passed by, she hit Resident #2.The 10/3/25 nursing progress note documented Resident #1 hit another 
resident (Resident #2) on the left arm and head, while yelling at him to give her money back.The 10/7/25 
nursing progress note documented the facility attempted a trial of placing Resident #1 off the secured unit.
The 10/7/25 nursing progress note documented Resident #1 attempted to exit the facility and opened the 
door to leave. The watch mate was activated and an alarm sounded. She said she did not know where she 
was going. The nurse redirected Resident #1 back to the facility and into the dining room for a snack and 
coffee.A 10/7/25 at 4:24 p.m. nursing progress note documented Resident #1 was found wandering in the 
sun room and brought back by facility staff multiple times throughout the day. The resident attempted to 
leave the facility and the watch mate set off the alarm.The 10/8/25 nursing progress note documented 
Resident #1 wandered often throughout multiple units at the facility and into the courtyard. She attempted to 
leave the facility at 2:40 p.m., saying she was trying to get back home. The resident was redirected back to 
the unit she resided in. It was determined the resident should return back to the secured unit as she had a 
safety impairment, short-term and long-term memory loss and exhibited behaviors that affected herself and 
others negatively. She was returned back to residing in the secured unit.The 10/12/25 physician progress 
notes documented Resident #1 had increased behaviors and aggression toward another resident. She was 
tried on a non-secured unit, however that trial failed because she was constantly wandering, including 
outside of the facility. She was returned to the secured unit.The 10/19/25 nursing progress note documented 
Resident #1 had increased behaviors for several days, using foul language, increased negative talks and 
complaints and was very agitated toward staff and other residents.The 10/30/25 incident progress note 
documented Resident #1 entered another resident's room (Resident #4) by accident to use the bathroom. 
Resident #4 grabbed her by the hands and twisted them, telling her to get out of her room. Resident #1 
pulled away and hit Resident #4. Resident #1's responsible party suggested putting up a sign so she did not 
go into another room by accident.The 11/2/25 nursing progress note documented Resident #1 hallucinated 
that she was [AGE] years old and was looking for her father. She got up and told another resident she was 
going to kill them because they hurt her father. Resident #1 was redirected by facility staff to her room.The 
11/10/25 nursing progress not documented Resident #1 was worked up and was mean toward residents and 
staff.The 11/16/25 nursing progress note documented Resident #1 was heard saying bang, bang, bang, he's 
next toward another resident. The certified nurse aide (CNA) tried to encourage the resident to be nice, 
however Resident #1 continued with the behavior.The 11/21/25 nursing progress note documented Resident 
#1 had an altercation with another resident. Resident #1 hit another resident in the shoulder after telling her 
to move.B. Resident #2 (victim)1. Resident statusResident #2, age [AGE], was admitted on [DATE]. 
According to the December 2025 CPO, diagnoses included dementia with behavioral disturbance, anxiety 
and depression.The 11/17/25 MDS assessment revealed the resident had short term and long term memory 
impairment and had severe impairment in making decisions regarding tasks of daily life. He was independent 
in ambulation, bed mobility and transfers, required moderate assistance with showering and toileting and 
supervision with dressing and personal hygiene. The MDS assessment documented the resident did not 
exhibit verbal or physical behavioral symptoms toward others during the assessment period. 2. Record 
reviewThe 9/8/25 nursing progress notes documented Resident #2 hit another resident and then the other 
resident hit him back. The residents were separated and provided redirection.The 9/19/25 nursing progress 
notes documented Resident #2 was restless, roaming the hallways, asking the staff to check his catheter 
bag every couple of minutes and got mad when he was informed the bag was not full. The resident was 
yelling and cursing at facility staff.The 9/22/25 nursing progress note documented the activity staff member 
witnessed Resident #2 being hit by Resident #1 and yelled at by Resident #1's daughter. No injuries were 
observed.The 10/2/25 nursing progress note documented Resident #2 was hit by Resident #1. The other 
resident yelled at Resident #2 telling him to give her money back. Resident #2 got up and walked away from 
Resident #1. No injuries were observed.C. Resident #3 (victim)1. Resident statusResident #3, age greater 
than 65, was admitted on [DATE]. According to the December 2025 CPO, diagnoses included dementia 
without behavioral disturbance and depression. The 10/22/25 MDS assessment revealed the resident had 
short term and long term memory impairment and had severe impairment in making decisions regarding 
tasks of daily life. She was independent with ambulation, personal hygiene, transfers, bed mobility and 
toileting, needed supervision with dressing and required maximum assistance with bathing. The MDS 
assessment documented the resident did not exhibit verbal or behavioral symptoms toward others during the 
assessment period. 2. Record reviewThe 10/3/25 nursing progress note documented Resident #3 was struck 
in the chest by Resident #1. Resident #3 informed the staff that Resident #1 had smacked her. Both 
residents were immediately separated.D. Resident #4 (victim and assailant)1. Resident statusResident #4, 
age [AGE], was admitted on [DATE] and readmitted on [DATE]. According to the December 2025 CPO, 
diagnoses included dementia without behavioral disturbance and depression. The 10/2/25 MDS assessment 
revealed the resident had severe cognitive impairment with a BIMS score of five out of 15. She was 
independent with eating and toileting. The MDS assessment documented the resident did not exhibit 
physical or verbal behavioral symptoms toward others during the assessment period. 2. Record reviewThe 
10/30/25 nursing progress note documented Resident #1 entered Resident #4's room, thinking it was hers to 
use the bathroom. Resident #4 grabbed Resident #1 by the wrist and twisted. Resident #4 yelled at Resident 
#1 to get out of her room. Resident #1 then hit Resident #4. Resident #4 told staff, That woman came in my 
room and I tried to get her to leave and she attacked me. Both residents were separated and staff had them 
eat dinner at separate tables. No injuries were observed. E. Resident #5 (victim)1. Resident status Resident 
#5, age greater than 65, was admitted on [DATE] and readmitted on [DATE]. According to the December 
2025 CPO, diagnoses included dementia without behavioral disturbance, anxiety disorder and Alzheimer's 
disease. The 10/10/25 MDS assessment revealed the resident had short term and long term memory 
impairment and had severe impairment in making decisions regarding tasks of daily life. She required 
maximum assistance with eating and oral hygiene, toileting, bathing, dressing, bed mobility and transfers. 
She ambulated with the use of a wheelchair. The MDS assessment documented the resident did not exhibit 
physical or verbal behavioral symptoms toward others during the assessment period 2. Record review The 
11/6/25 nursing progress note documented Resident #5 was placed on 15-minute safety checks due to a 
resident-to-resident altercation. No other information was documented. F. Resident #6 (victim)1. Resident 
status Resident #6, age [AGE], was admitted on [DATE]. According to the December 2025 CPO, diagnoses 
included dementia without behavioral disturbance.The 11/4/25 MDS assessment revealed the resident had 
severe cognitive impairment with a BIMS score of three out of 15. She was independent with ambulation, 
bed mobility and transfers, supervision with eating and dressing and required moderate assistance with 
personal hygiene, toileting and bathing. The MDS assessment documented the resident did not exhibit 
physical or verbal behavioral symptoms toward others during the assessment period. 2. Record review The 
9/12/25 nursing progress note documented the nurse heard residents arguing down the hallway. Resident #6 
was sitting in the hallway outside Resident #7's room. Resident #7 told Resident #6 that was not her room. 
Resident #6 touched Resident #7 on the head and then Resident #7 slapped Resident #6 in the chest. No 
injuries were observed. G. Resident #7 1. Resident status Resident #7, age greater than 65, was admitted 
on [DATE]. According to the December 2025 CPO, diagnoses included dementia with behavioral disturbance 
The 11/19/25 MDS assessment revealed the resident had short term and long term memory impairment and 
had severe impairment in making decisions regarding tasks of daily life. She required maximum assistance 
with toileting, dressing, personal hygiene, bed mobility and transfers. She used a wheelchair for mobility. The 
MDS assessment documented the resident did not exhibit physical or verbal behavioral symptoms toward 
others during the assessment period. 2. Record review The behavioral care plan, initiated 4/14/25 and 
revised 9/16/25, documented Resident #7 had a history of hitting out at another resident when they ran over 
her toes with their wheelchair. Resident #7 had the potential to strike out at other residents if they were in her 
space or arguing with her. The interventions included analyzing times of day, places, circumstances, triggers 
and de-escalation techniques, assessing and addressing any contributing sensory deficits, assessing and 
anticipating the resident's needs, directing the resident away from other residents' rooms, intervening when 
she was arguing with another resident and providing frequent checks. The 8/16/25 nursing progress note 
documented Resident #7 hit another resident with an open hand on the right arm after the other resident ran 
over her left foot. The other resident was trying to approach the recliner in the common area and did not 
leave room between herself and Resident #7. No injuries observed. The 8/17/25 nursing progress notes 
documented Resident #7 was irritable and was packing the hallways between 8:00 p.m. to 10:30 p.m. 
Resident #7 was observed grabbing other residents' chairs, pushing chairs out of her way and got upset 
when she felt another resident took her chair. She refused assistance from facility staff until 10:30 p.m. when 
she allowed them to assist her back to bed. The 9/4/25 nursing progress note documented Resident #7 was 
sitting in her wheelchair in the hallway. Another resident grabbed the wheel on her wheelchair, lifted it and 
tipped it over. Resident #7 remained in the wheelchair, lying on her left side. No injuries were observed. The 
9/12/25 nursing progress note documented Resident #7 was sitting in the doorway of her room when 
Resident #6 approached. Resident #7 told Resident #6 it was not her room. Resident #6 touched her on the 
head, which led to Resident #7 slapping Resident #6 on her chest. No injuries were observed. The 10/14/25 
nursing progress note documented Resident #7 crowded around the medication cart in the evenings asking 
about her mother and wanting to leave and go to Kansas. She refused to go to the dining room because of 
the green exit sign. V. Staff interviews Certified nurse aide with medication authority (CNA-Med)) #1 was 
interviewed on 12/3/25 at 3:27 p.m. CNA-Med #1 said she was a CNA with medication authority. She said 
Resident #1 had a history of being easily irritated and striking out at other residents. She said the facility staff 
tried to entertain Resident #1 as much as possible to keep her busy and away from the other residents in the 
secured unit. CNA-Med #1 said Resident #1 and Resident #2 did not get along and the facility staff tried to 
keep them away from each other as much as possible. She said Resident #1 was easily triggered into 
physical aggression when it involved Resident #2. She said she did not know why the two residents did not 
get along, but they had a clear dislike for one another. CNA-Med #1 said Resident #1 wandering throughout 
the secured unit and into other residents' rooms. She said the night shift reported she would be up all night, 
wandering into other rooms and turning on the lights. She said it was difficult to constantly redirect her away 
from other residents to ensure she did not become physically aggressive. CNA-Med #1 said she was aware 
of all the incidents involving Resident #1. She said she did not have any doubt Resident #1 was willful in 
being physically aggressive with other residents on the secured unit. She said she considered all of the 
incidents with Resident #1 physical abuse. CNA-Med #1 said the incident between Resident #6 and Resident 
#7 was physical abuse. She said Resident #6 was pleasantly confused and wandered throughout the unit, 
but Resident #7 did not like when people entered her room. She said Resident #6 touching Resident #7's 
head was not physically aggressive, but Resident #7's response of hitting was considered physical abuse.
CNA-Med #1 said the secured unit had a lot of residents who wandered constantly and there was always a 
lot going on. She said the unit could use some more supervision in the common area when care was being 
provided or meals were being served. The NHA and the director of nursing (DON) were interviewed together 
on 12/3/25 at 5:03 p.m. The NHA said Resident #1 had a history of physical aggression. She said Resident 
#1 did not like other residents entering her space and would sometimes strike out. She said Resident #1 was 
a grumpy lady and it was difficult to identify all of her triggers. The NHA said the facility had tried Resident #1 
off the secured unit because of all the wandering that took place on the unit, however Resident #1 was not 
safe and attempted to leave multiple times during the trial. She said Resident #1 currently did not have a 
roommate to ensure she had her own space away from other residents, for the time being. The NHA said 
she was aware Resident #1 and Resident #2 did not get along but was not sure the reason. She said the 
facility staff tried to keep them away from one another. The NHA said the definition of physical abuse 
included willful action. She said even though she understood the definition of willful, she did not think 
residents with cognitive impairment could commit physical abuse because they did not understand their 
actions could implicate criminal charges. The NHA said she did not feel a resident with dementia could be 
willful in their actions.The NHA said she did not feel the incident between Resident #6 and Resident #7 was 
considered physical abuse because Resident #7 had a diagnosis of dementia.
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