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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, the facility failed to ensure one (#38) of five residents out of 35 sample
residents were kept free from abuse.Specifically, the facility failed to protect Resident #38 from
physical abuse by Resident #3.Findings include: Record review, observations and interviews
confirmed the facility corrected the deficient practice prior to the onsite investigation on 4/27/26 to
4/30/26, resulting in the deficiency being cited as past non-compliance with a correction date of
2/5/26.I. Incident between Resident #38 and Resident #3 on 1/31/26On 1/31/26 at approximately
1:30 p.m. registered nurse (RN) #2 heard a commotion in the hallway, outside the room of Resident #3.
RN #2 witnessed Resident #3 hit Resident #38, causing Resident #38's lip to bleed. The two residents
were immediately separated from each other and placed on frequent checks. Resident #38 had a small
laceration to the middle of her upper lip and a small bruise below her lower lip. II. Facility plan of
correctionThe plan of correction the facility put in place in response to the physical abuse incident
between Resident #38 and Resident #3 was provided by the NHA on 4/29/26 at approximately 3:00
p.m.The plan read: A. Immediate action to correct the deficient practice The plan of correction, dated
1/31/26, identified the facility's noncompliance concern was related to staffing levels. The plan
documented corrective actions taken to correct the noncompliance included education to nurse
management on appropriate staffing levels on the memory care unit and medication changes for pain
reviewed care planned and updated for Resident #3 and Resident #38. B. Systematic
changesEducation was provided to all nurse management and the staffing coordinator on 2/5/26 to
ensure appropriate staffing levels included two licensed certified nurse aides (CNA) on the memory
care unit on the day shift and the evening shifts and the availability of the on-call nurse until
appropriate coverage was met.C. MonitoringThe staffing team, which included the nursing home
administrator (NHA), the director of nursing (DON), the assistant director of nursing (ADON), the staff
development coordinator , the memory care director, the human resource director and the staffing
coordinator, met and reviewed the staffing needs for each day, week and weekend. A daily audit
(Monday through Friday) addressing any staffing needs was implemented. A monthly review of
staffing levels and needs would be reviewed in the facility's quality assurance and performance
improvement (QAPI) meeting every one to three months.III. Facility policy and procedureThe Abuse
policy, dated 5/3/23, was provided by the nursing home administrator in training on 4/28/26 at 11:24
a.m. The policy read in pertinent part, (The facility) does not condone resident abuse and will take
every precaution possible to prevent resident abuse by anyone, including staff members, other
residents, volunteers, and staff of other agencies serving the resident, family members, legal
guardians, resident representative, sponsors, friends, or any other individuals. Residents have the
right to be free from abuse, neglect, misappropriation of resident property and exploitation. This
includes but is not limited to freedom from corporal punishment, involuntary seclusion, verbal, mental,
sexual or physical abuse, and physical or chemical restraints not required to treat the resident
symptoms. Providing a safe environment for the resident is one of the most basic and essential duties
of our facility.IV. Incident of physical abuse of Resident #38 by Resident #3 on 1/31/26A. Facility
(continued on next page)
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investigationThe facility investigation provided by the nursing home administrator (NHA) on 4/29/26
at approximately 3:00 p.m. The investigation documented RN #2 heard a commotion in the hallway,
outside the room of Resident #3 on 1/31/26 at approximately 1:30 p.m. The nurse witnessed Resident
#3 hit Resident #38, causing Resident #38's lip to bleed. The residents were immediately separated
from each other and placed on frequent checks. According to the investigation, Resident #38 had a
small laceration to the middle of her upper lip and a small bruise below her lower lip. The investigation
documented 15-minute checks for Resident #3 and Resident #38 were initiated on 1/31/26 after the
incident. The 15-minute checks continued through 2/2/26. The investigation included statements
from staff members working on the memory care unit on 1/31/26. RN #2's statement identified that
she was near her medication cart when she saw Resident #38 standing outside Residents #3's room.
She went to the residents in an attempt to separate them but could not get there in enough time
before Resident #3 hit Resident #38. According to the statement, RN #2 saw both residents near her
cart a few minutes prior to the incident and there was no concern at that time. Activity assistant (AA)
#1's statement identified that AA #1 was at lunch at the time of the incident and did not witness the
altercation. According to the statement, she felt resident pain could have caused increased agitation,
contributing to the altercation. CNA #3's statement identified that CNA #3 was charting in the dining
area and did not witness the incident. The statement indicated that CNA #3 felt there were no
concerns with either Resident #38 or Resident #3 prior to the incident as CNA #3 had seen both
residents five minutes earlier. The statement documented CNA #3 stated it was hard when there were
not two CNAs on the memory care unit.The investigation summary identified both Resident #38 and
Resident #3 could have been experiencing an increase in pain leading up to the altercation. The
residents were frequently monitored and residents were redirected from Resident #3's room.
According to the summary, Resident #3 was very protective of her room. Resident #3 was care
planned to have a velcro stop sign across her doorway or her door closed to help deter other residents
from going into her room. However, Resident #3 would often not allow the sign up or the door closed.
The investigation summary addressed the need for the medication cart and the charting area to be
closer to Resident #3's room for increased monitoring of the resident. The medications were reviewed
and adjusted for both residents related to pain/discomfort as potential contributing factors to the
incident. The investigation documented that the memory care unit staff were educated on 2/3/26
regarding person-centered care, after the altercation. Pertinent members of the interdisciplinary team
(IDT) were provided education on 2/5/26 related to ensuring two CNAs were present/scheduled on
the memory care unit during the day and evening shifts. According to the education, the on-call nurse
would be utilized as necessary until coverage was found. Review of the investigation identified the
facility substantiated the abuse. B. Resident #38 (victim)1. Resident statusResident #38, age less
than 65, was admitted on [DATE]. According to the April 2026 computerized physician orders (CPO),
diagnoses included vascular dementia, severe, with agitation, Alzheimer's disease unspecified,
neurological disorder with Lewy bodies disease, bipolar disorder and chronic pain. The 4/16/26
minimum data set (MDS) assessment identified Resident #38 exhibited short and long term memory
problems, inattention and disorganized thinking. She had hallucinations, delusions and physical and
verbal behaviors directed towards others.The staff assessment for mental status indicated the
resident's cognition was moderately impaired with impaired decision making. The resident required
supervision and cues. The MDS assessment indicated Resident #38 was independent with her
mobility.2. Record reviewThe wandering and elopement care plan, revised 3/31/26, identified
Resident #38 was at risk for wandering related to Alzheimer's disease, but was pleasantly confused
and could be easily redirected. Interventions, initiated 1/9/24, directed staff to identify patterns and
purpose of wandering, offer pleasant diversions, structured activities, food, and reorientation
strategies. The dementia care plan, revised 3/31/26, documented Resident #38 had impaired
cognitive function/dementia or impaired thought processes related to Alzheimer's disease.
Interventions included directing staff to offer toileting or assessing the resident for pain if she
(continued on next page)
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appeared agitated and providing pain medication as ordered (initiated 2/3/26). The interventions
indicated staff should offer toileting and fluids frequently due to her history of constipation that
contributed to her urinary retention (revised 2/5/26). According to the interventions, Resident #38
became agitated when she was retaining urine or constipated, causing pain/discomfort with
cystocele/prolapse (dropping of the bladder) requiring staff to monitor for the signs and symptoms
(initiated 3/5/26). The dementia care plan further identified that Resident #38 would become agitated;
she could become loud, disrupting the environment. Interventions included offering to take her to her
room to sit in her recliner to calm and reset her mood, if she continued to escalate, staff should offer
to calmly sit with her (initiated 3/13/26). The 1/31/26 nurse progress note documented Resident #38
was involved in a resident-to-resident altercation with another resident (Resident #3). The residents
were separated and Resident #38 was placed on frequent checks. The physician and the resident's
representative were notified and an investigation was initiated.The 2/1/26 nurse progress note
documented Resident #38 was on alert charting to monitor related to a resident-to-resident altercation
on 1/31/26. The note documented the resident had a small bruise to her mid-lower lip and her skin
was intact. According to the note, 15-minute checks were in place and non-interviewable charting
was completed. The note indicated staff monitored her whereabouts and assisted in keeping her away
from the other resident's (Resident #3) bedroom to avoid confrontations. C. Resident #3 (assailant) 1.
Resident statusResident #3, age greater than 65, was admitted on [DATE]. According to the April
2026 CPO, diagnoses included vascular dementia, severe with agitation, memory deficit following
other non-traumatic intracranial hemorrhage, and depressive disorder recurrent, moderate. The
4/30/26 MDS assessment documented Resident #3 exhibited short and long term memory problems,
and fluctuating disorganized thinking. The staff assessment for mental status indicated the resident
was moderately impaired in cognition, poor decision making and required supervision and cues.
According to the MDS assessment, the resident had verbal behaviors directed toward others, could
significantly intrude on the privacy or activity of others and disrupt care or living environment.2.
ObservationsObservations during the survey period identified Resident #3's velcro stop sign was
frequently across her doorway, staff were redirecting residents away from Resident #3's room.
Additionally, staff were requesting, and receiving, other staff members on the memory care unit to
assist in the supervision of residents whereabouts when both memory care unit CNAs were providing
care in residents' rooms. 3. Record reviewThe behavior/dementia care plan, revised 3/11/25,
documented Resident #3 had impaired cognitive function/impaired thought processes related to
dementia. She had verbal aggression of yelling/screaming and physical aggression, including hitting.
Additional behaviors included refusal of care, being withdrawn, tearfulness/crying and negative
statements. Interventions included assessing for pain (initiated 2/5/26) and keeping the resident's
door closed when she refused to have her stop sign up in her doorway (revised 2/5/26). However,
according to the care plan, Resident #3 would often decline for her door to be closed so staff should
help redirect other residents away from her room (revised 2/5/26). The care plan identified Resident
#3 was protective of her room and would become upset if others entered or tried to enter the
room.The 1/31/26 alert note documented Resident #3 was on alert charting due to a
resident-to-resident altercation. According to the note, the resident was pleasantly confused with no
noted injury.The 2/2/26 nursing note documented Resident #3 continued on alert charting related to
the altercation on 1/31/26. According to the note, Resident #3 had decreased agitation on 2/2/26.
The staff monitored her for signs of pain and offered activities and personal care when she was
distressed. The note identified Resident #3 was refusing to allow staff to replace the stop sign to the
doorway of her room and would not allow the nurse to apply analgesic gel to her contracted hand.
However, 15-minute checks were continued and the other resident involved in the altercation
(Resident #38) was removed from areas near Resident #3.V. Staff interviewsThe NHA was
interviewed on 4/30/26 at 12:57 p.m. The NHA said Resident #3 hit Resident #38 (on 1/31/26) and the
investigation determined physical abuse was substantiated. She said RN #2 witnessed the incident,
(continued on next page)
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but was not able to separate the residents before Resident #38 was hit. The NHA said Resident #3 did
not like people in her room but she would often take down the stop sign that helped deter other
residents from entering her room. The NHA said pain was a factor for both residents. The NHA said
Resident #38 had difficulty communicating her needs and time and the staff determining her needs
related pain, constipation, and urinary retention. The NHA said staff should assess the resident for
pain related to constipation and urinary retention. She said the pain medication ordered for Resident
#38 increased her constipation. The NHA said Resident #3 had pain related to her hand contracture
but would often refuse interventions. She said pain could have contributed to Resident #3's agitation
on 1/31/26. She said the nurse practitioner reviewed the residents' medication management with new
treatment orders implemented following the incident. The NHA said staff were educated on
person-centered care after the incident between Resident #3 and Resident #38, to include behaviors
and contributing factors.The NHA said the facility investigation identified there was one CNA and one
nurse on the memory care unit at the time of the altercation. She said there were usually two CNAs
scheduled on the memory care unit and she felt that the staffing levels in the unit on 1/31/26 was an
isolated incident. She said there was a CNA who called in that day and the CNA had not been replaced
in coverage. She said there should have been two CNAs scheduled on 1/31/26 so the facility
implemented past non-compliance correction actions to include education with staff management to
ensure appropriate staffing coverage daily for the memory care unit.
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