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Level of Harm - Actual harm

Residents Affected - Few

Based on observation, record review and interview, the facility failed to prevent physical and emotional 
abuse for 2 of 3 residents reviewed for abuse prevention. (Residents C & D) This deficient practice resulted 
in 1 of 3 residents sustaining extensive bruising (Resident C) and 2 of 3 residents experiencing mental 
anguish and fear. (Residents C & D)Findings include:1.A record review for Resident B was completed on 
9/29/2025 at 10: 46 A.M. Diagnoses included, but were not limited to: schizophrenia, alcohol abuse, 
epilepsy, drug induced dyskinesia, major depressive disorder and mood disorder.A Quarterly MDS 
assessment, dated 9/29/2025, indicted Resident B was cognitively intact, transferred independently, received 
antipsychotic, antidepressant and anticonvulsant medication, had exhibited behaviors of physical behavioral 
symptoms for 1-3 days during the assessment period and verbal behavioral symptoms for 1-3 days of the 
assessment look back period. The current care plans for Resident B, revised on 5/30/2025, included the 
following plan: Resident is at risk for exhibiting behaviors related to Schizophrenia with history of behaviors. 
Behaviors exhibited are anger/yelling/cursing. The interventions included, but were not limited to: offer one 
on one attention with staff (added 9/23/2025 after the altercation), re-direct resident with a snack or an 
activity and the interdisciplinary team was to review the behavior management program every quarter and as 
needed. The current care plans for Resident B included the following: had a history of striking out at staff 
andpeers, initiate on 3/23/2023. The interventions included: At first sighs of agitation please remove from 
situation and provide a safe place for me to express what's bothering me and to make my feelings known, 
please offer me a snack such as popcorn, chips, and some tea.Review of a Trauma Evaluation Note, 
completed on 9/20/2025 at 8:38 P.M., and documented as late entry on 9/23/2025 at 4:10 A.M., indicated the 
residents were lined up by the courtyard door for their next cigarette break and Resident C was upset 
because she had not received her medications. Resident B had approached Resident C, who had been 
standing against the wall. Resident B had placed his wheelchair in front of Recent C and stated, I'm sick of 
listening to your f---ing mouth. Resident B then began hitting Resident C's upper body and head with his 
closed fists.A Nursing Progress Note, on 9/20/2025 at 8:45 P.M. and documented as a late entry on 
9/23/2025 at 4:01 A.M., indicated the nurse had been notified by staff who had witnessed Resident B 
approach Resident C, stop his wheelchair in front of her and state, I'm sick of listening to your f---ing mouth 
and then had hit Resident C with clenched fists in her upper body, face and head. Resident B was taken to 
his room for a full body assessment and the notes indicated he had sustained a scratch down his face. A 
Nursing Progress Note, completed on 9/21/2025 at 7:40 P.M., indicated two police officers had interviewed 
Resident B about yesterday's incident. The note indicated Resident B had not been truthful with the police 
officers, per staff witnesses. Immediately after the police officers left the facility, Resident B went by Resident 
D, who had been trying to get to her room. Resident B had screamed at Resident D and stated, You need to 
mind your own f---ing business. The interaction had been observed by staff, who intervened immediately and 
redirected Resident B to his room and Resident D to her room.A Trauma Evaluation Note, completed on 
9/22/2025 at 9:50 A.M., indicated Resident B had told the writer that he and Resident C were with other 
residents waiting in the hall to go out to smoke. Resident B indicated that Resident C had been talking very 
loudly about all kinds of negative stuff. Resident B indicated he made a comment to Resident C and 
Resident C had commented back to him and then had hit him on his head.A Social Service Note, completed 
on 9/22/2025 at 9:50 A.M., indicated Resident B had come to the office The Social Service Director (SSD) 
indicated she had asked the resident what had happened to his head. Resident B indicated he had gotten 
into a fight with Resident C. Resident B insisted Resident C had initiated physical contact and he had 
defended himself. A Social Service Note, on 9/22/205 at 11:13 A.M., indicated the SSD had called Resident 
B's mother and had gotten permission to send Resident B to a psychiatric hospital and a referral had been 
sent to the acute care facility. A Nursing Progress Note, on 9/22/2025 at 9:30 P.M., indicated the psychiatric 
hospital ambulance had arrived and had transported Resident B to the psychiatric hospital.During an 
interview, on 9/29/2025 at 8:47 P.M., Confidential Employee 2 indicated Resident B sometimes had physical 
altercations if he did not get his way. Confidential Employee 2 indicated the approach made a difference in 
his behaviors and the more praises he received, the better his attitude. Confidential Employee 2 indicated 
they were not at the facility on the evening of Resident B and Resident C's altercation. They indicated 
Resident B sometimes had a good night and sometimes had a bad night. Employee 2 indicated Resident C 
sometimes could flip the switch quickly and just be hateful.During an interview, on 9/29/2025 at 9:06 P.M., 
Confidential Employee 3 indicated on the night of the altercation between Resident B and Resident C, 
Resident C had been talking to herself about not receiving her medications timely. Resident B had told 
Resident C to shut up as Confidential Employee 3 had been returning a resident to the locked memory care 
unit. Confidential Employee 3 indicated Resident B had had an incident the prior week with another resident 
and the employee had been concerned since Resident B had a history of getting angry so quickly. 
Confidential Employee 3 indicated she had closed the door to the locked memory care unit and had 
witnessed Resident B lunge at Resident C. Employee 3 indicated she had viewed the altercation through the 
glass windows of the memory care unit. She indicated she had witnessed Resident B banging on Resident C 
violently. Resident C was smacking at Resident B's hands , trying to get Resident B off of her. Confidential 
Employee 3 indicated Resident B was windmill punching (a punch delivered with a wild, circular swing of the 
arm, often lacking control and accuracy) Resident C. Confidential Employee 3 indicated staff had called the 
executive director immediately after the altercation and had been instructed to take resident B to his room 
and not to take him out to smoke until a later time. During an interview, on 9/29/2025 at 10:26 P.M., 
Confidential Employee 4 indicated monitoring was increased on 9/20/2025 for Resident B, but one to one 
supervision had not been implemented. Employee 4 indicated one-to-one supervision was implemented after 
Resident B had yelled at and lunged at Resident D, on 9/21/2025.During an interview, on 9/30/2025 at 11:21 
A.M., the Director of Nursing indicated she was not aware of the altercation between Resident B and C until 
9/22/2025 when she arrived at the facility. She indicated she was not aware of any interventions 
implemented for Resident B after the altercation on 9/20/2025. She indicated she was not aware of any 
documentation completed for one-on-one supervision and that heightened supervision had happened after 
the altercation with Resident B and C. She indicated one on one supervision had been put into place after 
Resident B's altercation with resident D.During an interview, on 9/30/2025 at 11:35 A.M., the Executive 
Director indicated he was informed of the altercation between Resident B and C shortly after the altercation 
happened. He indicated he had spoken with Resident B on the phone and had tried to calm him down. He 
indicated Resident B indicated Resident C would not stop talking and so he had hit Resident C. The 
Executive Director indicated the facility had forms to document one on one supervision, however, the 
completed one to one supervision documentation forms for Resident B could not be produced. 2. A record 
review for Resident C was completed on 9/29/2025 at 12:54 P.M. Diagnoses included, but were not limited 
to: PTSD (post traumatic stress disorder), vascular dementia, schizophrenia, bipolar disorder, anxiety 
disorder, major depressive disorder and pseudobulbar affect.A Quarterly MDS assessment, dated 6/26/2025, 
indicated Resident C was cognitively intact, had no impairment with range of motion, walked independently, 
received medications of an antipsychotic, antianxiety, antidepressant, opioid and anticonvulsant and had 
delusions and no mood issues. A Nursing Progress Note, on 9/20/2025 at 7:45 P.M., indicated Resident C 
reported that Resident B had wheeled up to her as she was standing by the courtyard door and started 
hitting her. Resident C had multiple bruises documented which included the following:-Right forearm 11cm x 
6.5cm-Inner right elbow 2.5cm x 2cm,-Under left breast 3cm x 2.5cm, 1.5cm x 1.5cm and 2cm x 1.5-Left 
palm 7cm x 6.5cm-Left wrist 1.5cm x 1cm-Left fourth digit finger 5cm x 1.5cm-Palmar side of left second digit 
finger 1cm x 1cm-Back of third digit left finger 5cm x 1.5cm-Left upper shoulder 6.5cm x 6.5cm-Outer left 
shoulder 8cm x 8cm. The facility executive director was notified of the incident.A Trauma Evaluation form, 
dated 9/20/2025 at 8:40 P.M. and documented as late entry on 9/23/2025, indicated, Resident C had been 
standing in line for her smoke break by the courtyard door and had verbalized that she was upset because 
she had not received her medications. Resident B had approached Resident C, stopped his wheelchair in 
front of Resident C and stated, I'm sick of listening to your f---ing mouth. Resident B then began hitting 
Resident C with clenched fists to her upper body, face and head.A Nursing Progress Note, on 9/20/2025 at 
8:45 P.M. and documented as a late entry on 9/23/2025, indicated the nurse had been notified by the staff 
member who had witnessed Resident C in line by the courtyard door. Resident C had been verbalizing she 
had been upset because she had not received her medications. Resident B had approached Resident C with 
his wheelchair , stopped in front of her and stated, I'm sick of listening to your f---ing mouth and had begun 
hitting her with clenched fists in her upper body, face and head. Resident C had been taken to her room. A 
full body assessment had been completed that showed Resident C had bright purple bruises on the left side 
of her head, the bottom of her left jawline, her right forearm, her inner right elbow, under her left breast, on 
her left palm, on her left wrist, on her left 2nd, 3rd and 4th fingers, on her upper left shoulder and on her 
outer left shoulder. The nurse had remained with Resident C until she was calm. Resident C indicated, He 
kept hitting me, I don't know why. I swear, I never hit him or scratched him on purpose, I was trying to get 
him away from me. The note indicated Resident B and C were kept away from each other with increased 
staff supervision and support.A Trauma Evaluation form, completed on 9/22/2025 at 3:05 P.M., indicated 
Resident B and Resident C had been in an alleged verbal altercation that turned into a physical altercation. 
Resident C had received a few bruises and scratched Resident B's face, neck and head. A Social Service 
Note, on 9/23/2025 at 3:35 P.M. and documented as a late entry, indicated the following: Writer asked 
resident how she was doing she said that she's a little sore, but she'd be all rightA Social Service Note, on 
9/23/2025 at 3:36 P.M. and documented as a late entry, indicated, Resident C was still very upset by the 
incident. She was overheard talking to a staff member about the incident and blaming the other resident for 
things that he did not do, or was not responsible for. The note did not elaborate about what things Resident B 
was accusing Resident B of doing.A Social Service Note, on 9/24/2025 at 2:38 P.M., and documented as a 
late entry, indicated when Resident C was asked how she was doing, she promptly showed the writer her 
bruises. Resident C indicated that it looked worse then [than] it felt.A Care Plan, initiated on 12/16/2019 and 
revised on 4/3/2025, indicated Resident C was at risk for emotional/physical distress related to a history of 
physical/mental abuse. Interventions included, but were not limited to: allow to express concerns, fears, 
feelings and expectations, ensure safety, establish trust and to collaborate care with medical providers and 
psychological services.Care Plan, initiated on 8/7/2025, indicated Resident C was at risk for being injured by 
her peers and would remain free from injury. Interventions included, but were not limited to: will approach 
staff for assistance, will continue to receive psychiatric services to help with mental/emotional issues and will 
learn to identify potentially dangerous situations and leave them before they escalate.During an interview 
and observation, on 9/29/2025 at 1:21 P.M., Resident C indicated resident B had tried to choke me out. 
Resident C indicated she had had this type of abuse before from her ex-husband and the incident with 
Resident B had scared her to death. She indicated her fingers had been swollen and bruised from the 
incident. Resident C's right forearm, left shoulder and left outer shoulder had deep red, blue and purple 
colored bruises. Resident C was observed to have darkened areas on her left cheekbone and neck that were 
covered with make-up. She indicated she was tired of the other residents asking her what had happened, so 
she had covered up the areas (with makeup).During an interview, on 9/29/2025 at 9:06 P.M., Confidential 
Employee 3 indicated Resident C had PTSD (post-traumatic stress disorder) due to have been in an abusive 
situation where this same type of abuse had occurred. The staff member indicated Resident C had cried for 
most of the night (on 9/20/2025) and this attack had triggered her PTSD issues. Confidential Employee 3 
indicated Resident C had been shaking, jumped every time her room door opened and even yelped when 
staff had knocked on the door. Employee 3 indicated Resident C was scared.During an interview, on 
9/29/2025 at 10:26 P.M., Confidential Employee 4 indicated she had not witnessed the attack between 
Resident B and C. Employee 4 indicated the residents had already been separated when she had arrived. 
She indicated Resident C stated that Resident B had came up to her and stated, I'm so sick of listening to 
your f--king mouth, put his head down and started wailing on her. Confidential Employee 4 had completed 
the nursing assessment for Resident C's bruising. The employee indicated Resident C was crying, shaking 
and had clearly been traumatized.3. During an observation, on 9/29/2025 at 9:51 P.M., Resident D was 
observed at the end of the back hallway seated in her wheelchair, looking out the glass door. A record review 
for Resident D was completed on 9/29/2025 at 10:22 A.M. Diagnoses included, but were not limited to: 
hemiplegia nondominant side, dysphagia and a history of transient ischemic attack.A Quarterly MDS 
assessment, dated 9/29/2025, indicated Resident D was cognitively intact and had no behaviors. A Progress 
Note, on 9/21/2025 at 9:36 P.M., indicated while administering medications Resident began crying and 
indicated, I don't trust anyone anymore, I'm never coming back to a nursing home. I have my grabber under 
my pillow, if he comes near me. I'm going to hit him in the head to get him away from me. Resident D was 
given a hug and assured staff would be outside her door all night.During an interview, on 9/29/2025 at 9:06 P.
M., Confidential Employee 3 indicated when the police officers were at the facility for the incident between 
Residents B and C, Resident D had come down the hallway and asked what was going on. Resident B told 
Resident D to stay out of his business and the police officers had informed Resident B to keep his anger in 
check and not to hit anyone else. Resident D indicated to Confidential Employee 3, on 9/21/2025, that 
Resident B had been following her and at that time Resident B came around the corner of the hallway and 
stated to Resident D to mind your own business, you bitch and had lunged at Resident D. Confidential 
Employee 3 indicated Resident D had slept with her grabber stick under her pillow to protect herself if 
Resident B came into her room.During an interview, on 9/29/2025 at 10:26 P.M., Confidential Employee 4 
indicated after the police left on 9/21/2025, Resident D had been attempting to get to her room and Resident 
B had lunged at her. in a threatening manner Confidential Employee 4 indicated she had not witnessed this 
action, but Resident D was scared when she went to give Resident D her medication. Confidential Employee 
4 indicated Resident D had her grabber stick under pillow and indicated the grabber being under the pillow 
gave her security.During an interview, on 9/30/2025 at 11:21 A.M., the Director of Nursing indicated she was 
only informed of a verbal altercation between Resident B and D. She was not informed of Resident B lunging 
at Resident D and staff intervention to prevent contact. She indicated one on one supervision was put into 
place for Resident B after the altercation with Resident D.During an interview, on 9/30/2025 at 11:35 A.M., 
the Executive Director indicated there was only a verbal interaction from Resident B to Resident D. He 
indicated nothing else had happened. Although Resident B had a known history of angry outburst and 
physical and verbal altercations and had care plan to address behaviors with interventions to relocate the 
resident to a quiet, safe place and offer him a snack at the first signs of agitation, staff did not follow the 
planned interventions which resulted in Resident B physically assaulting Resident C, causing her physical 
bruising and emotional trauma. In addition, staff did not implement preventative one to one supervision for 
Resident B to prevent further abuse which resulted in verbal abuse and threatening physical behaviors 
toward Resident D which resulted in emotional distress and fear.A policy was provided by the Executive 
Director, on 9/29/205 at 10:20 A.M. The policy titled, Abuse Policy, indicated, .The resident has the right to 
be free from abuse, neglect, misappropriation of resident property, and exploitation.Residents should not be 
subjected to abuse by anyone, including, but not limited to, facility staff, other residents, consultants or 
volunteers, staff of other agencies serving the resident, family members or legal guardians, friends, or other 
individuals.Abuse is defined as ‘the willful infliction of injury, unreasonable confinement, intimidation, or 
punishment with resulting physical harm, pain or mental anguish.Prevention-Provide staff, residents, and 
family members information on how to and whom to report concerns, incidents, and grievances without fear 
of retribution, and provide feedback regarding the concerns; identify, intervene, and correct situations of 
alleged, suspected, or substantial abuse; supervision of staff, monitoring of resident's with needs and 
behaviors, communication deficits, and/or those totally dependent on staff.This deficient practice relates to 
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