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Level of Harm - Actual harm

Residents Affected - Few

Provide the appropriate treatment and services to a resident who displays or is diagnosed with dementia.

34231

Based on interview and record review, the facility failed to ensure the safety of a resident (Resident C), upon 
return from the hospital, from a resident (Resident D) with escalating behaviors, which resulted in Resident 
C's head injury/concussion without loss of consciousness for 2 of 4 residents reviewed for dementia care.

Findings include:

1. The clinical record for Resident D was reviewed on 3/3/25 at 11:15 a.m. The resident's diagnoses 
included, but were not limited to, dementia with other behavioral disturbance, anxiety, depression, and 
vascular dementia with agitation.

The Behavior Note, dated 10/7/24 at 9:08 p.m., indicated the resident repeatedly attempted to enter the 
nurse's station. The resident kicked the doors, tried to hit the nurse and asked staff to fight. The interventions 
were not effective, and the resident would be referred to the psychiatrist.

The Behavior Note, dated 10/17/24 at 6:15 a.m., indicated the resident was in the middle of the hall 
screaming. The staff attempted to help, and the resident threatened to hit staff members.

The Progress Note, dated 10/21/24 at 6:52 p.m., indicated the resident had grabbed a butter knife off the 
table. A staff member asked for the knife and the resident refused to give the knife back. A second staff 
member asked the resident for the knife because the resident held the knife like he was going to stab 
someone with it. The nurse attempted to get the knife, and the resident tried to stab the nurse with the knife. 
The nurse was able to retrieve the knife and calm the resident. The resident was reassured that he was not 
in harm's way. The resident insisted that he would die and not make it until the morning.

On 10/25/24, the resident was seen by the facility nurse practitioner with a new order for risperidone 
(antipsychotic) 0.25 mg (milligrams) twice daily for physical aggression and agitation.

The Behavior Note, dated 10/28/24 at 9:07 p.m., indicated the patient screamed at the nurse and attempted 
to hit the nurse in the face. The nurse explained to the resident the treatment orders for bandage changes to 
his right upper extremity. The resident appeared to become more agitated which resulted in his attempt to hit 
the nurse in the face.

(continued on next page)
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The Behavior Note, dated 10/29/24 at 12:28 a.m., indicated the resident had moved the trash can, a walker 
and a wheelchair in front of the room door, which blocked staff from entering the room. A staff member was 
able to get into the room through an adjoining bathroom. When asked if everything was ok, the resident 
responded no and that someone was trying to kill him. The resident was unable to be re-directed and 
continued to place more things in front of the door to hinder staff entrance.

The Care Plan, dated 10/29/24, Indicated the resident may experience paranoia thoughts such as someone 
trying to kill me. Resident will place personal items such as wheelchair, trash can and walker in front of the 
door which doesn't allow staff to enter. Resident takes an ordered antipsychotic. The interventions included, 
but were not limited to, offer snack or drink, resident to see in house psych provider, and staff to ensure 
residents' room door remained open when not providing care.

The Behavior Note, dated 10/29/24 at 12:43 p.m., indicated the resident was found in another resident's 
room with a plunger in his hand. A staff member attempted to assist the resident back in a chair but the 
resident became agitated. When other staff members came to assist, the resident became combative and hit 
a staff member with the plunger. The resident kept swinging the plunger in the air trying to hit everybody with 
it.

The Progress Note, dated 10/30/24 at 1:04 a.m., indicated a staff member found the resident in the bathroom 
naked with the shower on. The resident was spraying himself outside the shower. The staff member assisted 
the resident to put new clothes on. The resident appeared very restless and was unable to sleep for more 
than a few minutes before he was back up. The resident was currently sitting on his roommate's bed, with 
the bed in the lowest position, and call light in reach.

The Psychiatric Nurse Practitioner Note, dated 10/30/24 at 7:38 a.m., indicated the resident was previously 
started on Risperdal to assist with agitation and paranoia. A new order for Zoloft (antidepressant) 25 mg daily 
to improve agitation and mood.

On 10/30/24 at 5:23 p.m., Resident D's roommate, Resident C, readmitted to the facility from the hospital.

The Progress Note, dated 10/30/24 at 10:20 p.m., indicated the nurse heard Resident C yell for help. The 
nurse tried to enter the resident's room; however, the resident's room door was blocked by a wheelchair. The 
nurse gained access to the room from the room next door through the shared bathroom. When the nurse 
walked in the room, Resident D was standing over Resident C and stated, where is my apology? You are 
trying to kill me! Resident D had a wheelchair foot pedal in his hand hitting Resident C with it. The nurse 
intervened and immediately removed the wheelchair foot pedal from Resident D.

The clinical record lacked documentation of increased safety measures or interventions to ensure Resident 
D's escalating behaviors were closely monitored upon his roommate's return. 

During an interview on 3/3/25 at 11:45 a.m., the Director of Nursing indicated on 10/29/24, a care plan was 
implemented for paranoia with interventions of snack, vital signs, psych to see and ensure room door when 
not providing care. They did not implement one on one- or 15-minute checks when Resident D's roommate 
readmitted due to Resident D's behaviors were towards staff. Resident D had not had any negative 
interaction with any resident.
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On 3/4/25 at 11:52 p.m., the Executive Director indicated the facility did not have a policy on dementia care, 
but provided a document titled Behavior Management dated 8/2022. It included, but was not limited to, It is 
the policy .to provide behavior interventions for residents with problematic or distressing behaviors .Care 
plans should be initiated for any behavioral expression .Care plan interventions should include individualized 
and non-pharmacological interventions which address both proactive and responsive interventions 

2. The clinical record for Resident C was reviewed on 3/3/25 at 11:37 a.m. The resident's diagnosis included, 
but was not limited to, dementia with mood disturbance.

The Progress Note, dated 10/30/24 at 5:23 p.m., indicated Resident C had returned from the hospital.

The Progress Note, dated 10/30/24 at 10:20 p.m., indicated the nurse heard Resident C yell for help. 
Resident D had a wheelchair foot pedal in his hand hitting Resident C. The nurse assessed Resident C and 
the resident was bleeding heavily from different spots on his head. The nurse called emergency medical 
services immediately and Resident C was sent to the emergency department for evaluation.

The clinical record lacked documentation of increased safety measures or interventions to ensure the safety 
of Resident C upon readmission from his roommate's (Resident D) escalated behaviors. 

The Emergency Department Note, dated 10/31/24 at 12:56 a.m., included, but was not limited to, the patient 
presented with a head injury. The patient was attached by another resident and hit repeatedly in the head 
with a wheelchair pedal .Diagnosis .Concussion without loss of consciousness 

The Past noncompliance began on 10/30/24 at 10:20 p.m. The deficient practice was corrected by 11/10/24 
after the facility implemented a systemic plan that included the following actions: The interdisciplinary team 
was educated on identifying and responding to high risk behaviors (11/5/24); All residents were interviewed 
to assess for abuse and head to toe skin assessments were completed on non-interviewable residents 
(11/5/24); All staff were educated on Recognizing and Responding to Behaviors and approaches and 
interventions to respond to behaviors (11/10/24).

3.1-37
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Level of Harm - Minimal harm or 
potential for actual harm
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

34231

Based on observation, interview and record review, the facility failed to ensure a resident's (Resident F) 
record accurately reflected the discontinuation of a wanderguard for 1 of 3 residents reviewed for 
documentation.

Findings include:

The clinical record for Resident F was reviewed on 3/4/25 at 10:30 a.m. The diagnoses included, but were 
not limited to, severe dementia with agitation and bipolar.

The physician order, dated 12/27/24, indicated the resident had a security bracelet (wanderguard) to the left 
ankle and to check the placement and function every day shift and night shift.

On 3/4/25 at 10:18 a.m., the resident was observed slightly reclined in a broda chair in the dining room. The 
resident did not have a wanderguard in place.

The elopement risk assessment, dated 2/13/25 at 1:45 p.m., indicated the resident resided had a significant 
change, resided on a secure unit and was not assigned a security bracelet.

The progress note, dated 2/14/25 at 10:45 a.m., indicated the interdisciplinary team determined the resident 
no longer required the use of a wanderguard due to the resident was in a wheelchair and unable to 
self-propel.

Review of the February 2025 and March 2025 treatment administration record indicated between 2/15/25 
and 3/4/25, the staff documented the resident had a wanderguard in place and the wanderguard was 
functioning properly.

During an interview on 3/4/25 at 11:21 a.m., the Executive Director indicated the staff were made aware of 
the discontinuation of the wanderguard and should have discontinued the order. 

During an interview on 3/4/25 at 11:59 a.m., the Director of Nursing indicated the only policy they had on 
wanderguards was in the elopement policy.

3.1-50(a)(2)
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