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Level of Harm - Actual harm

Residents Affected - Few

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** 30279

Based on interview and record review the facility failed to ensure that one of three residents (R1) was free 
from abuse. This failure affected R1 who was attacked by another resident R2. As a result, R1 sustained a 
human bite, had to get a tetanus shot and was treated with antibiotics as a prophylactic for infection. this as 
the potential to affect all 41-resident residing on the 2nd floor. 

Findings include:

On 09/18/24 at 10:25am, R2 observed in bed. R2 was unable to recollect what happened on 08/14/24. R1 
stated I'm fine. 

At 10:28am, R1 stated that on (08/14/24), R2 was in the room stealing from R1 and R3 drawer. R1 stated I 
(R1) was out of the room for a minute and when I came back, I (R1) saw R2 taking my stuff, food from my 
drawer and from R3's drawer who was at the hospital at the time. R1 stated when I (R1) asked R2 to put the 
things back, R2 attacked me (R1). R2 tried to hit me with a walker pointing to the walker in the room. R1 
stated so I tried to defend myself and R2 bit me on my fingers and I had to take tetanus shot and I was in 
pain for couple of days and take antibiotics. R1 stated R2 has been moved from the room but (R2) is still on 
this floor down the hall. I (R1) do notice that my food (Snacks) was missing but I will never think R2 was the 
one stealing them. R1 stated I (R1) was calling, and no one (referring to the facility staff) came for a while.

At 10:30am, R3 stated that I (R3) was at the hospital when it happened and when I came back some of my 
food (Snacks) and (beverages) were missing but I did not report it I just let it go because (R2) has moved 
from the room. 

On 09/18/24 at 11:38am, V5 (Social Services Director) stated that she is familiar with both resident R1 and 
R2. V5 stated that all I (V5) know is that the two gentlemen got into altercation. The ADON (V3) took R2 
down to the first floor and was sent out for psych-evaluation. I was told R2 is getting assigned to a new room. 
The surveyor asked about following up with the resident on the cause of the altercation, V5 stated No, I did 
not. Then the surveyor asked about the facility protocol/policy on resident-to-resident altercation. V5 stated 
that I really don't know, when the V2 (DON) and V3 (ADON) are handling the situation, I (V5) step back. V5 
stated that all I asked R2 was you okay and R2 said I'm okay. V5 stated I did not write any-thing (referring to 
documentation) in R1 and R2 medical record.
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On 09/18/24 at 1:40pm V2 DON (Director of Nurse's) stated that R2 tried to hit R1 they have some words for 
what I don't know why. It is possible R1 was just irritated by R1 going back and forth because R2 is a very 
quiet resident and may be R1 bumped into R2. V2 stated that R2 normally stays to self. The surveyor asked 
V2 whether V2 asked the residents R1 and R2 about what caused the altercation. V2 stated I did not. V2 
stated that R1 can express self but R2 cannot explain self. 

At 11:38am V12 CNA (Certified Nurse's Aide) stated that I was on the floor attending to other resident when I 
had the noise, I did not really see them (Referring to R1 and R2) fight but I heard it. V12 stated by the time I 
got to the room the fight was over the nurse was trying to calm them down.

On 09/18/24 at 2:00pm, V7 CNA (Certified Nurse's Aide) assigned to R1 and R2 stated that on 08/14 24 she 
worked with R1 and R2. V7 stated that I came in at the end of the incident. I went on lunch and was coming 
back to the floor and one of the CNAs told me both residents got into an altercation. It was a surprise to me 
because they never argue or fight before that day. The surveyor asked V7 did you ask the residents R1 and 
R2 or the roommates what happened or what they saw. V7 stated No, I did not ask because I came in at the 
end of the altercation.

On 09/19/24 at 11:42am, V8 LPN (Licensed Practical Nurse) stated that I was coming off (returning from) 
lunch break, when V17 RN (Registered Nurse) told me that R1 and R2 got into a fight. V8 stated I called V2 
and V3, while V17 was holding R1, and I was holding R2. I did not witness the fight I was on break; the fight 
was over when I got to the floor. When asked what was the cause of the physical altercation V8 stated I did 
not ask because I was not on the floor when it happened, and it is not in my place to ask this question.

At 12:00pm, V3 stated that I (V3) was called to the room by staff that there was an altercation between (R1) 
and R2, when I got there (referring to the room). I (V3) immediately separated R1 and R2. I (V3) took R2 
downstairs. The surveyor asked whether V3 asked the residents about the cause of the physical altercation. 
V3 stated that she cannot remember what R1 said (R1) just said R2 came to his side of the room, R2 was 
unable to recall the cause of the altercation, R1 resides in the room on bed one across from R2's bed. V3 
stated that R1 had a bite mark and I (V3) asked V17 (RN) to clean up the wound and we got an order from 
the physician to give tetanus shot. V3 stated that she did not document the incident stating that V2 (DON) did 
all the charting after she was made aware of all that happened. V3 stated R2 was petitioned to the hospital 
for evaluation.

On 09/19/24 1:50pm, V2 stated that the expectation from the staff on the floor is to arrange the lunch time 
and break times to accommodate the resident mealtime for lunch time. The staff are to take their lunch time 
and break time between 10:30am and 11:30am because the resident's lunch time (on the floor) is between 
12:00pm and 1:00pm. The incident happened around 1pm. I was not aware that V17 (RN) was not on the 
floor because V8 (LPN) told me she was the nurse on break. V2 stated both nurses should not be on lunch 
break at the same time leaving the residents unsupervised, two CNAs should at least be present on the floor 
with the nurse. V2 stated that on (08/14/24) V17 did not document on the incident, and I (V2) did the 
documentation.

On 09/25/24 at 4:00pm, V1 stated that the staff have the right to go on their breaks. Then the surveyors 
asked whether they should all take a lunch break at the same time. V1 did not answer the question. V3 then 
stated that her office is on the second floor, but she was not on the floor to supervise but they (Staff) can 
easily call her to help in supervising the floor because they all know not to go out on lunch at the same time. 
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R1's medical record admission record showed that R1 was admitted to the facility on [DATE] with diagnosis 
that includes but not limited to unspecified viral hepatitis C without hepatic coma, Acute posthemorrhagic 
anemia, weakness, pain right lower leg, pain left lower leg, open wound of right arm and other disorders of 
veins.

R2's medical record admission record showed that R2 was admitted to the facility on [DATE] with diagnosis 
that includes but not limited to Aphasia following cerebral infarction, hemiplegia and hemiparesis following 
cerebral infarction affecting right dominant side, dysphagia following cerebral infarction and chronic ischemic 
heart disease unspecified.

R1's assessment tool used in assessing facility residents MDS (Minimum Data Set) dated 08/02/24 section C 
scored R1's BIMS (Brief Interview for Mental Status) as 14 indicating cognitively intact.

R2's assessment tool used in assessing facility residents MDS (Minimum Data Set) dated 06/27/24 section C 
scored R2's BIMS (Brief Interview for Mental Status) as 7 indicating that R2 has a severe impairment 
cognitively.

R2's medical record hospital record showed documentation that haloperidol tablet 5mg, give 1 (one) by 
mouth every 8 hours as needed for agitation for 10 days.

On 09/25/24 at 12:53pm, V18 (Physician) stated that he is familiar with both R1 and R2. Because they are 
his patients. When asked about the incident of 08/14/24. V18 stated that the only thing I (V18) can remember 
is that one of the residents (R2) bite another resident (R1) on the finger. V18 stated that R2 is aphasic due to 
stroke, R2 have problem with communication and can be irritable, R1 is in the same room with R2. V18 
stated that the nurse called that they both (Referring to R1 and R2) had altercation between themselves. I 
(V18) asked for them to be separated, petitioned R2 to be sent to the hospital for psyche-evaluation. The one 
with the human bite (R2) to be treated with antibiotics and follow up. V18 stated that all human bites are to 
be treated with antibiotics as a prophylactic for infection. There are so many bacteria in the mouth that can 
cause infection.

Facility Abuse Prevention Program policy dated 10-2022 documented in part that the facility affirms the right 
of the residents to be free from abuse that includes mistreatment of resident, exploitation, misappropriation of 
property. The facility therefore prohibits abuse that includes mistreatment of resident, exploitation, 
misappropriation of property. To do so, the facility has attempted to establish a resident sensitive and 
resident secure environment. The purpose of the policy is to assure that the facility is doing all that is within 
its control to prevent occurrences of abuse that includes mistreatment of resident, exploitation, 
misappropriation of property.

Facility job description for both LPN (Licensed Practical Nurse) and RN (Registered Nurse) presented 
documented in part that the primary purpose of a RN position is to provide each of the residents with routine 
daily nursing care and services in accordance with each resident's assessments and care plan. Essential 
duties and responsibility include but not limited to delivering nursing care to patients/residents requiring 
long-term or rehabilitative care, directs and supervises care given by other nursing personnel.
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The facility Resident-to-Resident Altercations policy presented with no date documented under policy 
statement that all altercations, including those that may represent resident-to-resident abuse, shall be 
investigated, and reported to Nursing supervisor, the director of Nursing Services and to the administrator. 
Listed actions to be implemented includes but not limited to identify what happened, including what might 
have led to aggressive conduct on the part of one or more individuals involved in the altercation.

The facility Accidents and Incident policy presented with revision date 5/2015 under supervision indicated 
that monitoring there is sufficient staff based on residents' needs which can vary. Such needs could include 
behaviors and behaviors leading to altercations with others. 
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Note: The nursing home is 
disputing this citation.

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 30279

Based on interview and record review the facility failed to develop and implement appropriate measures to 
ensure that adequate supervision is provided to two of three residents (R1 and R2) reviewed for supervision. 
This failure affected R1 and R2 who had an altercation that resulted in R1 having a human bite. R1 had to 
get a tetanus shot and was treated with antibiotics as a prophylactic for infection. this has the potential to 
affect all 41-resident residing on the 2nd floor.

Findings include:

R1's medical record admission record showed that R1 was admitted to the facility on [DATE] with diagnosis 
that includes but not limited to unspecified viral hepatitis C without hepatic coma, Acute posthemorrhagic 
anemia, weakness, pain right lower leg, pain left lower leg, open wound of right arm and other disorders of 
veins.

R2's medical record admission record showed that R2 was admitted to the facility on [DATE] with diagnosis 
that includes but not limited to Aphasia following cerebral infarction, hemiplegia and hemiparesis following 
cerebral infarction affecting right dominant side, dysphagia following cerebral infarction and chronic ischemic 
heart disease unspecified.

R1's assessment tool used in assessing facility residents MDS (Minimum Data Set) dated 08/02/24 section C 
scored R1's BIMS (Brief Interview for Mental Status) as 14 indicating cognitively intact.

R2's assessment tool used in assessing facility residents MDS (Minimum Data Set) dated 06/27/24 section C 
scored R2's BIMS (Brief Interview for Mental Status) as 7 indicating that R2 has a severe impairment 
cognitively.

On 09/18/24 at 10:25am, R2 observed in bed. R2 was unable to recollect what happened on 08/14/24. R1 
stated I'm fine. 

At 10:28am, R1 stated that on (08/14/24) (R2) was in the room stealing from R1 and R3 drawer. R1 stated I 
(R1) was out of the room for a minute and when I came back, I (R1) saw R2 taking my stuff, food from my 
drawer and from R3's drawer who was at the hospital at the time. R1 stated when I (R1) asked R2 to put the 
things back, R2 attacked me (R1). R2 tried to hit me with a walker pointing to the walker in the room. R1 
stated so I tried to defend myself and R2 bit me on my fingers and I had to take tetanus shot and I was in 
pain for couple of days and take antibiotics. R1 stated R2 has been moved from the room but (R2) is still on 
this floor down the hall. I (R1) do notice that my food (Snacks) was missing but I will never think R2 was the 
one stealing them. R1 stated I (R1) was calling, and no one (referring to the facility staff) came for a while.

According to the facility presented investigation interview with the staff on duty on 08/14/24, interview 
statement showed that V17, V7, V12 assigned to the floor were not present on the floor at the time of 
incident. 
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disputing this citation.

Surveyor's interview with staff assigned to the floor on 08/14/24 also showed that both licensed nurses 
assigned to the floor V17 (RN) and V8 (LPN) and two of the CNAs V7 were not present on the floor leaving 
only one staff V12 (CNA) to supervise all the residents.

At 11:38am V12 CNA (Certified Nurse's Aide) stated that I was on the floor attending to other resident when I 
had the noise, I did not really see them (Referring to R1 and R2) fight but I heard it. V12 stated by the time I 
got to the room the fight was over the nurse was trying to calm them down.

On 09/18/24 at 2:00pm, V7 CNA (Certified Nurse's Aide) assigned to R1 and R2 stated that on 08/14 24 she 
worked with R1 and R2. V7 stated that I came in at the end of the incident. I went on lunch and was coming 
back to the floor and one of the CNAs told me both residents got into an altercation. It was a surprise to me 
because they never argue or fight before that day. The surveyor asked V7 did you ask the residents R1 and 
R2 or the roommates what happened or what they saw. V7 stated, no, I did not ask because I came in at the 
end of the altercation.

On 09/19/24 at 11:42am, V8 LPN (Licensed Practical Nurse) stated that I was coming off (returning from) 
lunch break, when V17 RN (Registered Nurse) told me that R1 and R2 got into a fight. V8 stated I called V2 
and V3, while V17 was holding R1, and I was holding R2. I did not witness the fight I was on break; the fight 
was over when I got to the floor. When asked what the residents caused the physical altercation V8 stated I 
did not ask because I was not on the floor when it happened, and it is not in my place to ask this question.

At 12:00pm, V3 stated that I (V3) was called to the room by staff that there was an altercation between (R1) 
and R2, when I got there (referring to the room). I (V3) immediately separated R1 and R2. I (V3) took R2 
downstairs. The surveyor asked whether V3 asked the residents about the cause of the physical altercation. 
V3 stated that she cannot remember what R1 said. R1 just said R2 came to his side of the room, R2 was 
unable to recall the cause of the altercation, R1 reside in the room on bed one across from R2's bed. V3 
stated that R1 had a bite mark and I (V3) asked V17 (RN) to clean up the wound and we got an order from 
the physician to give tetanus shot. V3 stated that she did not document the incident stating that V2 (DON) did 
all the charting after she was made aware of all that happened.

On 09/19/24 1:50pm, V2 stated that the expectation from the staff on the floor is to arrange the lunch time 
and break times to accommodate the resident mealtime for lunch time the staff are to take their lunch time 
and break time between 10:30am and 11:30am because the lunch time is between 12:00pm and 1:00pm. 
The incident happened around 1pm. I was not aware that V17 (RN) was not on the floor because V8 (LPN) 
told me she was the nurse on break. V2 stated both nurses should not be on lunch break at the same time 
leaving the residents unsupervised, two CNAs should at least be present on the floor with the nurse. V2 
stated that on (08/14/24) V17 did not document the incident, and I (V2) did the documentation.

According to the facility presented investigation interview with the staff on duty on 08/14/24, interview 
statement showed that V17, V7, V12 assigned to the floor were not present on the floor at the time of 
incident. 

Surveyor's interview with staff assigned to the floor on 08/14/24 also showed that both licensed nurses 
assigned to the floor V17 (RN) and V8 (LPN) and two of the CNAs V7 were not present on the floor leaving 
only one staff V12 (CNA) to supervise all the residents.
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On 09/25/24 at 12:53pm, V18 (Physician) stated that he is familiar with both R1 and R2. Because they are 
his patients. When asked about the incident of 08/14/24. V18 stated that the only thing I (V18) can remember 
is that one of the residents (R2) bite another resident (R1) on the finger. V18 stated that R2 is aphasic due to 
stroke, R2 have problem with communication and can be irritable, R1 is in the same room with R2. V18 
stated that the nurse called that they both (Referring to R1 and R2) had altercation between themselves. I 
(V18) asked for them to be separated, petition R2 to be sent to the hospital for psyche-evaluation. The one 
with the human bite (R2) to be treated with antibiotics and follow up. V18 stated that all human bites are to 
be treated with antibiotics as a prophylactic for infection. there are so many bacteria in the mouth that can 
cause infection. 

On 09/25/24 at 4:00pm, V1 stated that the staff have the right to go on their breaks. Then the surveyors 
asked whether they should all take a lunch break at the same time. V1 did not answer the question. V3 then 
stated that her office is on the second floor, but she was not on the floor to supervise but they (Staff) can 
easily call her to help in supervising the floor because they all know not to go out on lunch at the same time. 

The facility Accidents and Incident policy presented with revision date 5/2015 under supervision indicated 
that monitoring there is sufficient staff based on residents' needs which can vary. Such needs could include 
behaviors and behaviors leading to altercations with others. 

Facility job description for both LPN (Licensed Practical Nurse) and RN (Registered Nurse) presented 
documented in part that the primary purpose of a RN position is to provide each of the residents with routine 
daily nursing care and services in accordance with each resident's assessments and care plan. Essential 
duties and responsibility include but not limited to delivering nursing care to patients/residents requiring 
long-term or rehabilitative care, directs and supervises care given by other nursing personnel.
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