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Level of Harm - Minimal harm 
or potential for 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** 29562

Based on observation, interview, and record review, the facility failed to keep residents safe from resident to 
resident abuse. R2 pushed R1, causing R1 to fall. R2 also was physically abusive to R3.

This applies to 2 of 5 residents (R1 and R3) reviewed for abuse from a total sample of 5.

The findings include: 

Incident report dated April 17, 2024, R1 and R2 had an altercation, the actual time of the incident was not 
documented but the report shows that it happened after breakfast. R1 walked to her bedroom and was 
approached by R2. The encounter resulted to R1 falling on the floor. 

Hospital record dated April 17, 2024, shows that R1 was sent to emergency department after a fall and the 
nursing home staff reported to the paramedics that R1 was inadvertently knocked down by another resident 
at the nursing home who was being disruptive. R1 was released later back to the facility with no significant 
injuries. 

Physician Progress Notes dated April 22, 2024, documents that R1 had a physical altercation with another 
resident the previous week. The note continues to document that R1 fell , hit her head. 

On April 30, 2024, at 11:25 AM, R1 was in her bedroom, sitting on her recliner. R1 stated that another 
resident pushed her, she fell , and hit her head on the floor. R1 was unable to recall the name of the resident. 
There was bruising to her right temporal area and right side of her face by her right ear. R1 also said she 
went inside her bedroom when there is no activity because she didn't want to be around that resident (R2) 
who attacked her. 

Face sheet shows R1 is [AGE] years-old who has multiple medical diagnoses which include dementia in 
other diseases classified elsewhere, mild, with other behavioral disturbance, traumatic subdural hemorrhage 
with loss of consciousness status unknown, initial encounter, and repeated falls. Quarterly Minimum Data 
Set (MDS) dated [DATE] shows Brief Interview for Mental Status (BIMS) score was 9 which means that R1 
has moderate impairment in cognition. 
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Face sheet shows R2 is [AGE] years-old who has multiple medical diagnoses which include Alzheimer's 
disease, unspecified, unspecified dementia, unspecified severity without behavioral disturbance, psychotic 
disturbance, mood disturbance, and anxiety, major depressive disorder, and deaf non-speaking. Quarterly 
MDS dated [DATE] shows that she has a BIMS score of 7 which means that R2 has severe impairment in 
cognition. 

Incident report dated February 26, 2024, at around 5:00 PM, shows that R1 and R2 just finished their dinner. 
R1 and R2 were sitting next to each other as they had done for months. At that moment, there was a 
misunderstanding between these residents which led R2 to strike R1 in the face and lip. According from R1, 
R2 was petting her stuffed animal and she told R2 to give her back her stuffed animal, the next thing R1 
knew R2 hit her. R1 later realized that she had mistaken R2 for someone else that is why she demanded R2 
to return her stuffed animal. R1 did not require any special treatment to address the cut to her face. 

On April 30, 2024, around 9:30 AM, On April 29, 2024, at 1:43 PM, V5 (Certified Nursing Assistant/CNA) 
stated prior to the (4/17/24) incident R1 was in the dining room and stated that if R2 goes to her room she 
will give her a black eye because she kept stealing her stuff. R2 got upset when she saw that R1 was talking 
about her. They started arguing, they were separated by staff. V6 (CNA) was helping another resident in a 
rest room next to the dining room and it was also along the hallway where R1's bedroom was. V6 heard 
screaming and saw R2 walking towards the dining room. V6 called the attention of V5. R2 started gesturing 
with her hand that she pushed R1. V5 went inside R1's bedroom and found her (R1) sitting on the floor with 
her walker tilted and leaning on her. R1 said that R2 pushed her. R1 also said that R2 was taking her teddy 
bear. R2 said that R1 hit her first. V6 assumed that R2 went to R1's bedroom to take her teddy bear. R1 
pushed her and R2 pushed her back. R1 was crying and screaming She hit me! She hit me! R2 likes stuffed 
animals, and she tends to take other resident's stuffed animals. 

On April 29, 2024, at 1:14 PM, V2 (Director of Nursing/DON), stated she was alerted by the staff that there 
was an altercation that happened between R1 and R2. On April 17, 2024, R1 was found on the floor with the 
right side of her head bleeding. According to V2, R1 was very protective of her bedroom and her belongings 
and R1 had a habit of confronting individuals entering or coming close to her room. R1 would at times would 
tell other residents if they touched her belongings, she would hit the person. R2 is totally deaf and uses sign 
language to communicate. R2 gestured in sign language about what happened, but nobody could 
understand her explanation because R2's communication boards were misplaced. V2 also stated that R2 
has a different kind of wandering behavior. R2 is familiar with the unit layout. R2 enjoys walking. V2 added 
that R2 has a behavior of going to other resident's bedroom to take other resident's belongings. 

R2 was discharged for psychiatric care after the incident. 

On April 29, 2024, at 2:57 PM, V8 (CNA) stated that she had never taken care of R2, but she had taken care 
of R1. V8 described R 1 as pleasant and cooperative. R1 was very nice person and did not argue with other 
residents unless someone took her belongings. According to V8, R1 would scold the person taking her items, 
but she was never physically aggressive. 
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On April 30 at 11:00 AM, V17 (CNA) stated that R1 was feisty when another resident takes her items but R1 
would not physically hurt anyone. V17 add that R2 has a behavior of entering other resident's rooms to take 
their personal belonging. V17 stated that on February 26, 2024 that R1 and R2 were in the dining room, 
when R1 started talking and gesturing a threat to R2. R2 got upset with her and slapped her. They tried to 
separate them from the table, but R2 kept coming back on the same table where R1 sits. V17 stated that the 
staff try to watch R2 as much as they can but it's impossible because they have other residents to care for. 
There's no way they can stop her from roaming around and keeping her out of other resident's rooms. After 
the 2nd incident happened on 4/17/24 between R1 and R2, R1 spent the majority of her time in her bedroom 
away from R2. 

R2's progress notes for February 26, 2024 document that at 4:26PM, staff heard a commotion in the dining 
room and it was noted that R2 punched R3 in the face. 

2. Face sheet shows that R3 is [AGE] years-old who has multiple medical diagnoses which include cerebral 
palsy, major depressive disorder, and anxiety disorder. R3's Significant change in status MDS dated [DATE] 
shows that her BIMS score was 9 which means that R3 has moderate impairment in cognition. R3's progress 
notes dated March 20, 2024, at 4:15 PM shows that R3 activated her call light and, staff found another 
resident (R2) in the bedroom. R3 stated that the other resident (R2) slapped her on her right arm. No noted 
injury, but R3 did say that she was having some discomfort to the area no acute injury was noted. 

On April 30, 2024, at 11:20 AM, R3 was resting in bed and she remembered being hit by another resident. 

On April 30, 2024, at 1:46 PM, V14 (Nurse) stated that on March 20, 2024, R2 was seen inside R3's 
bedroom. V14 was unsure what R2 was doing there or what she did. However, R3 stated that she was 
slapped by R2. 
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