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Residents Affected - Few
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** F600: 
Abuse:Based on interview and record review the facility failed to prevent resident to resident physical assault 
for two (R1, and R2) out of three residents reviewed for abuse. This failure resulted to R1 sustaining a head 
injury with staples. Findings Include:R1's Minimum Data Set (MDS) dated [DATE], Brief Interview 
Score/BIMS (14) indicates he is cognitively intact.R2' MDS dated [DATE], BIMs score (15) indicates he is 
cognitively intact.On 7/30/25 at 10:02 AM, R1 stated he has been in this facility for over a year. R1 stated, on 
7/1/25 around 1pm, he was watching a program on his television (TV) and listening to his radio. R1 got up to 
assist R2 to pick up his lunch tray when R1 accidentally fell on R2. R2 then hit the back/side of R1's head 
with a dumbbell. R1 stated staff came into his room to attend to his bleeding head. The paramedics picked 
R1 up to the hospital to treat his bleeding head with two staples. R1 returned to the facility same day, R2 had 
been moved to another room. R1 had no further contact or interaction with R2 since, and he feels safe in the 
facility.On 7/30/25 at 10:18 AM, R2 stated that he has been in this facility for over one year. R2 stated he 
was having verbal altercation with R1 because R1's TV/radio volume was loud. R2 told R1 to lower the 
volume, but R1 approached him, cursing at him with F word and R2 cursed him back with F word. R2 stated 
R1 attempted to hit R2 with a food tray but R2 blocked it and hit the back/side of R1's head with a dumbbell. 
The staff came into the room after the incident to move R2 to another room, R2 did not have contact with R1 
since, and he feels safe in the facility.On 7/30/25 at 10:29 AM, V4 (Licensed Practical Nurse/LPN) stated she 
worked 7am-3pm shift on 7/1/25 with R1 and R2, at about 1pm a resident came to the nursing station to alert 
the staff that there was a commotion going on inside the room between R1 and R2. V4 went into the room 
immediately, to separate, call 911/code gray (Physical Altercation). V1 (Administrator), V2 (Assistant Director 
of Nursing/ADON), V3 (Social Service Director), and other staff came into the room, R1 was bleeding 
because of a head injury, V4 applied pressure until the paramedics came to take R1 to the hospital. V4 
stated that R2 was moved to another room before R1 returned to the facility same day with 2 staples on the 
back of his head. V4 attends in-services on how to prevent abuse, and that hitting is a form of 
resident-to-resident physical abuse.On 7/30/25 at 10:43 AM, V5 (Certified Nursing Assistant/CNA) stated she 
worked on the day of the incident 7/1/25. V5 rounds every two hours and as needed to attend to resident and 
to prevent abuse. V5 stated that hitting is a form of resident-to-resident physical abuse, and she attended 
in-service on how to prevent abuse about four weeks ago. On 7/30/25 at 3:20 PM, V1 (Administrator) stated 
she is the abuse coordinator, it is her expectation that residents are kept safe, free from abuse, and she 
conducted in-service on how to prevent abuse on 7/2/25. During her investigation, R1 stated that R2 hit him 
at the back/side of his head with a dumbbell. R2 stated that he told R1 to reduce the volume of his radio/TV, 
R1 became upset, cursed R2 with F word and he used F word as well. R1 then approached him while lying 
in bed, and he hit R1 with the dumbbell. V1 stated that R1 is the aggressor because R2 is bed bound. V3 
updated the care plan, continues to provide frequent behavioral management counselling in addition with the 
psych consult. V1 also stated that the dumbbell has been confiscated, locked up, a picture copy, and the 
police report # JJ316577, BEAT #1032 reviewed.V6 (CNA), V7, V8 (LPNs), V9, and V10 (CNAs). All stated 
that hitting is a form of resident-to-resident physical abuse and were in-serviced on how to prevent abuse.
Documents reviewed but are not limited to the following:R1, R2, and R3's Face Sheet, POS, and Section C 
of MDS.R1's Hospital Emergency Department (ED) Report dated 7/1/25, documents in part: Assault Victim, 
Head injury, Laceration of head, and Laceration Repair, return to ED in ten days for staple removal. R1's 
progress note dated 7/1/25 documents in part, 2 sutures noted to posterior head.R3's written witness 
statement dated 7/2/25 document in part: R2 got upset, got into the other one's face and R2 hit him (R1) with 
his weight (Dumbbell).R1 and R2's Assessment for aggressive behaviors.Facility Reported Injury, Initial 
report dated 7/1/25, and Final Report dated 7/8/25.Abuse in-service dated 01/2025, and 7/2/25.Abuse Policy 
dated 1/20/25 documents in part: Resident have the right to be free from abuse, and neglect. The facility 
desires to prevent, prohibits abuse and neglect.Concern/Compliment Forms from 1/6/25 to 6/23/25.Resident 
Council Meeting Minutes dated 1/28/25 to 7/29/25.
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