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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure one (#2) of five residents out of five sample 
residents were kept free from abuse.Specifically, the facility failed to protect Resident #2 from physical abuse 
by Resident #1.Findings include: I. Incident of physical abuse of Resident #2 by Resident #1 on 9/22/25A. 
Facility investigationThe facility investigation was provided by the nursing home administrator (NHA) on 
10/27/25 at approximately 2:00 p.m. The facility investigation documented that on 9/22/25 at 3:30 p.m. the 
maintenance assistant witnessed Resident #2 mumbling, prompting Resident #1 to use an expletive word 
towards Resident #2 and directing her not to speak. Resident #1 reached out with her left hand and lightly hit 
Resident #2 on the right cheek without injury. According to the investigation, Resident #2 responded to the 
hit by saying There is no reason for that. The maintenance assistant separated the residents and notified the 
nursing staff. The investigation identified that no other memory care staff working on the unit witnessed the 
incident.The investigation documented both of the residents were interviewed after the incident. Resident #2 
said she did not hit people and it was not nice to hit people. Resident #1 was unable to answer the questions 
when interviewed. Resident #1 and Resident #2 were placed on 15-minute checks for 72 hours following the 
altercation. Review of the investigation identified the facility substantiated abuse. The investigation revealed 
a root cause analysis was completed to determine the possible causes on the 9/22/25 altercation. According 
to the analysis, Resident #1 had agitation beginning in the morning on 9/22/25. The agitation continued, 
prompting Resident #1 to hit Resident #2 (on 9/22/25 at 3:30 p.m.) The analysis identified the underlying 
issue of the agitation was related to an ingrown toenail causing Resident #1 discomfort and new medication 
changes. According to the investigation analysis, the ingrown toenail was not addressed prior to the incident 
because Resident #1 could not always verbalize pain/discomfort. The corrective action identified in the root 
cause analysis was to schedule a podiatry visit for Resident #1, apply Vicks Vaporub to the toe, offer the 
resident Tylenol and monitor her for pain. The investigation documented staff were educated after the 
altercation related to Resident #1's ingrown toenail. The staff were informed the resident's toenail was 
causing her pain and agitation. The education directed staff to encourage Resident #1 to wear non-skid 
socks without shoes until she was seen by a podiatrist. B. Resident #2 (victim)1. Resident statusResident #2, 
age greater than 65, was admitted on [DATE]. According to the October 2025 computerized physician orders 
(CPO), diagnoses included dementia, severe, with mood disturbance and Alzheimer's disease. The 9/23/25 
minimum data set (MDS) assessment identified Resident #2 exhibited short and long term memory 
problems, inattention, disorganized thinking and had physical behaviors directed to others. The staff 
assessment for mental status indicated the resident's cognition was moderately impaired. The MDS 
assessment indicated Resident #2 was independent with her mobility.According to the MDS assessment, 
Resident #2 would significantly intrude on other resident's privacy or activity and disrupt care or living 
environment.2. Record reviewResident #2's wandering care plan, revised 11/22/23, identified Resident #2 
was at high risk for wandering and elopement. According to the care plan, Resident #2 could easily be 
redirected. The care plan directed staff to monitor the resident's location frequently (initiated 6/1/23).The 
dementia care plan, revised 3/13/25, indicated Resident #2 had behaviors such as wandering, poor safety 
awareness and repetitive verbalizations. Interventions included directing staff to encourage Resident #2 to 
participate in simple, structured activities of interest and incorporate cues, reorientation, and supervision as 
needed (initiated 4/5/24). According to the interventions, staff should assist Resident #2 to a quieter 
environment if she became agitated in a louder environment (initiated 4/5/25). The interventions indicated 
Resident #2's wandering and exit-seeking behaviors may be triggered when the resident was bored and 
hungry. The resident should be redirected and guided from other residents' rooms/doorways when 
wandering, because she tended to enter the rooms and rummage through other residents' belongings 
(initiated 8/26/25). Additional wandering interventions directed staff to de-escalate the wandering behavior by 
involving the resident in activities of choice, engagement, one-to-one supervision and providing 
snacks/meals (initiated 3/13/25). Resident #2's communication care plan, revised 11/22/25, indicated 
Resident #2 had a communication problem related to senile degeneration of the brain, dementia in other 
diseases elsewhere, with agitation and psychotic disturbance. Interventions, revised 6/2/25, directed staff to 
anticipate and meet needs and encourage Resident #2 to focus on a word or phrase at a time. The 9/22/25 
nursing progress note documented a maintenance assistant notified the nurse that he witnessed another 
resident (Resident #1) lightly hit Resident #2 in the face. According to the note, the maintenance assistant 
separated the two residents and walked Resident #2 to the nursing staff. The note indicated Resident #2 was 
assessed and there were no injuries identified or a notable change in her baseline for mood and cognition as 
a result of the altercation. The note documented that Resident #1 and Resident #2 were placed on frequent 
checks after the incident.C. Resident #1 (assailant) 1. Resident statusResident #1, age greater than 65, was 
admitted on [DATE]. According to the October 2025 CPO, diagnoses included Alzheimer's disease, 
dementia and other diseases elsewhere classified, moderate with agitation, major depressive disorder, 
recurrent, mild and generalized anxiety disorder.The 8/18/25 MDS assessment documented Resident #1 
exhibited short and long term memory problems, inattention and disorganized thinking. The staff assessment 
for mental status indicated the resident was moderately impaired in cognition. According to the MDS 
assessment, the resident had verbal behaviors directed toward others and other behavioral symptoms not 
directed toward others.2. Record reviewResident #1's cognition care plan, revised 5/29/25, indicated 
Resident #1 had impaired cognitive function/dementia or impaired thought processes related to Alzheimer's 
disease and dementia. According to the care plan, the resident had verbal and physical aggressive 
behaviors that included yelling/screaming, kicking, hitting, scratching and throwing objects. The care plan 
revealed Resident #1 was sensitive to noise and did not like loud environments or other people telling her 
what to do. Pertinent interventions included staff were to identify environmental triggers, such as noise and 
remove the resident to a quieter area, if she became agitated, staff were to offer her other distractions 
(revised 9/5/25) and monitoring the resident for ingrown toenails which caused her increased agitation and 
pain (initiated 9/26/25). The pain care plan, revised 2/20/25, identified Resident #1 had a potential for pain. 
The resident had a history of ingrown toenails which caused pain and agitation. Interventions included 
monitoring Resident #1 for the probable cause of each pain episode, documenting and removing/limiting the 
causes where possible (initiated 2/20/25). The 9/19/25 nursing progress note identified Resident #1 became 
very irritated with Resident #2 in the morning on 9/19/25. According to the note, the nurse broke up the 
disturbance when Resident #2 balled up her hand in a fist, pulled back her arm and threatened to hit. The 
resident did not hit anyone and there were no injuries. The note identified the residents were safely 
separated and redirected. The 9/22/25 nursing note documented the altercation between Resident #1 and 
Resident #2 reported by the maintenance assistant (see investigation above). Resident #1 was not injured as 
a result of the altercation. The progress note revealed Resident #1 had increased agitation on the day of the 
altercation (9/22/25). The note identified Resident #1 had a recent medication change. The 9/23/25 nursing 
note documented Resident #1 was on alert charting for a resident-to-resident altercation initiated by Resident 
#1. The note indicated Resident #1 had behaviors on 9/23/25 following the 9/22/25 altercation with Resident 
#2. According to the note, she was agitated in the early morning hours, kept her distance from others, did not 
want others to approach her, paced the halls and was exit seeking. The note documented the resident was 
administered PRN (as needed) acetaminophen with improvement to her behavior. Following the medication 
administrations, Resident #1 participated in group activities and sat with other residents for lunch. The note 
identified staff monitored Resident #1's whereabouts every 15-minutes and assured she maintained distance 
from the other resident (Resident #2) involved in the (9/22/25) altercation. The note indicated the staff would 
continue to monitor for Resident #1 for signs and symptoms of pain and offer pain management to assist in 
her decline of behaviors.The 9/25/25 nurse practitioner (NP) note identified Resident #1 was seen by the NP 
to follow up with Resident #1 pain to her bilateral great toes and an ingrown toenail to her right great toe. The 
note identified the resident's toes were very sensitive during the NP visit and she remained at elevated risk of 
interfering with other residents' cares. The note documented the NP was informed Resident #1 swatted 
another resident (Resident #2) on the face when another resident interfered with Resident #1's personal 
space. The NP note identified Resident #1 had a recent (9/18/25) increase to her quetiapine (antipsychotic 
medication). II. Staff interviewsCertified nurse aide (CNA) #2 was interviewed on 10/27/25 at 2:22 p.m. CNA 
#2 said Resident #1 would become agitated when Resident #2 would come up to her and speak to her in 
incomprehensible verbiage. CNA #2 said Resident #2 was most active in the morning and usually took a nap 
in the living room in the afternoon where staff could watch her related to her history of seizures. She said 
Resident #2 was not on any extra supervision or monitoring. She said the staff just tried to know where she 
was and what she was doing. CNA #1 was interviewed on 10/27/25 at 2:29 p.m. CNA #1 said Resident #2 
was intrusive of other residents' space. She said Resident #1 would become irritated with Resident #2's 
intrusive behavior so staff usually would redirect Resident #2 with a drink and warm blanket so she could rest 
in the living room. CNA #1 said they tried to keep Resident #2 in the main living area of the memory care unit 
so staff could keep her within sight. She said Resident #2 did not usually go down the hallway. The 
maintenance assistant was interviewed on 10/27/25 at 2:34 p.m. The maintenance assistant said he walked 
onto the memory care unit and was waiting for the door to lock closed after he entered the memory care unit. 
He said he heard Resident #1 and Resident #2 arguing by the piano. He said Resident #1 cursed at 
Resident #2 while she told Resident #2 not to speak. He said he then saw Resident #1 lightly slap Resident 
#2 in the face. The maintenance assistant said he walked over to the residents and separated them. He said 
he guided Resident #2 away from the piano and brought her to a CNA who was around the corner in the 
hallway and reported the incident to the nurse on the memory care unit.Licensed practical nurse (LPN) #1 
was interviewed on 10/27/25 at 2:37 p.m. LPN #1 said staff tried to have residents not too close to Resident 
#1 or in her personal space. She said staff tried to keep Resident #1 involved in activities to help prevent 
altercations with other residents. She said staff tried to keep Resident #2 in the main living area so they 
could watch her. She said the goal was to keep both residents busy and keep an eye on them so Resident 
#2 was not in Resident #1's personal space. LPN #1 said Resident #1 had an ingrown toenail at the time of 
the incident on 9/22/25 but there were no injuries as a result of the incident. LPN #1 was interviewed a 
second time on 10/27/25 at 4:20 p.m. LPN #1 said the 9/22/25 resident-to-resident altercation happened 
shortly after the start of her shift. She said Resident #1 was playing the piano and Resident #2 was in the 
main living room. She said she did not see Resident #2 leave the living room and go down the hall because 
she was talking to a resident's family member. She said she did not know if there were activities going on at 
the time or where the two CNAs were. Activity assistant (AA) #1, who worked in the memory care unit was 
interviewed on 10/27/25 at 4:17 p.m. AA #1 said she was in the dining hall/main living area during activities 
and she did not always have a clear sight of the hall or small living room on the other side of the unit by the 
unit entry doors when was engaged with the residents in her activity or in the dining hall. She said she did 
not remember hearing an event happen down the hall on the day in question (9/22/25). She said other staff, 
including CNAs and nurses, frequently rounded the halls to keep track of residents, but she said she tended 
to stay in the same area for her activities. AA #1 said she would have been conducting an activity around 
3:30 p.m. on 9/22/25. She said she could not recall if Resident #1 or Resident #2 participated in activities 
that day. She said Resident #1 could have waves of irritability but did not remember a particular change in 
behavior or irritability during activities that week. She said Resident #2 could be intrusive even if she was 
meaning well and/or not showing signs of agitation. AA #1 said Resident #2 did not mean to upset people but 
her intrusiveness could conflict with other residents' personalities. The unit manager (UM) was interviewed 
on 10/27/25 at 4:25 p.m. The UM said to prevent resident-to-resident altercations, staff looked at the 
residents' environment, noise level, temperature, bathroom needs and any other unmet need. She said the 
staff received continued education and tried to learn residents' personalities and personal history. The UM 
said Resident #1 thought the memory care unit was her personal space and she was in charge of everything. 
She said Resident #1 had some pain related to her ingrown toenails. The UM said staff tried to keep her from 
other residents that seemed to irritate her and offer redirection. She said staff usually had Resident #1 and 
Resident #2 in different locations to keep attention away from each other. The UM said on 9/22/25, Resident 
#2 was speaking in incomprehensible verbiage and was too close to Resident #1 so Resident #1 hit 
Resident #2 with her hand.The UM said Resident #1 had had ingrown toenails for the past couple of months 
prior to the incident. She said she and the NP would clip Resident #1's toenails but the nails would continue 
to cause the resident discomfort. She said Resident #1was in the process of seeing a podiatrist. She said 
she felt the root cause of the altercation was pain related to Resident #1's ingrown toenails. The UM said 
Resident #1's toes were red and inflamed. The UM said there were no new interventions or revisions to the 
care plan after the 9/22/25 incident. She said Resident #1 care plan was updated after the altercation to 
include discomfort to the resident's toes and provide redirection.The UM and the NHA were interviewed 
together on 10/27/25 at 4:52 p.m. The UM said she felt there was enough staff on the memory care unit at 
the time of the 9/22/25 altercation between Resident #1 and Resident #2. The NHA said none of the memory 
care staff witnessed the altercation. She said during the investigation, she did not ask the staff when 
Resident #2 was last seen. She said one of the staff members told her Resident #2 was in a quiet area next 
to the unit doors prior to the event. She said she did not ask the memory care staff where they were or what 
they were doing when the altercation occurred. The NHA said she would want to know the last known 
whereabouts of residents prior to the altercation and would add those questions to her abuse packet. The 
NHA said Resident #1's care plan did not identify she would become agitated when other residents were in 
her personal space. She said Resident #2's care plan documented Resident #2 rummaged and went into 
other residents' rooms but the care plan did not identify that she would intrude on other residents' personal 
space. The NHA said Resident #1 had moments when she thought she was in charge and if she thought 
other people should be doing something that they were not doing. The NHA said Resident #1 would get 
upset with other people in her space. The UM said sometimes Resident #1 would not always have an issue 
with residents who spoke to her with incomprehensive speech but sometimes she would. The UM said it all 
really depended on Resident #1's mood at the time. The UM said Resident #1 had toe pain at the time of the 
altercation with Resident #2 on 9/22/25. The NHA said Resident #1 had a recent medication change. She 
said her quetiapine was increased on 9/18/25, prior to the incident. The NHA said it was a combination of 
increased behaviors regarding the medication change and pain related to the ingrown toenail. The UM said 
following the incident, Resident #1 was seen by an outpatient podiatrist appointment and would be seen by 
the outpatient provider. The NHA said she would update Resident #1's care plan to include to monitor 
Resident #1 when she was in boss mode. The NHA said the facility would update Resident #2's care plan 
regarding her intrusiveness.
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