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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and record review, the facility failed to ensure a resident's right to be informed and 
involved in care planning was upheld for 1 of 3 residents reviewed (Resident O).Findings include:A report, 
dated 9/11/25, indicated Resident O had been prescribed opioid pain medication to be given routinely every 
4 hours. The resident had taken the opioid as prescribed and alleged they had experienced withdrawal 
symptoms when they requested the medication be decreased in dose and frequency.During an interview, on 
10/8/25 at 12:36 P.M., with Resident O she indicated she had had a short-term stay at the facility in August 
2025 for rehabilitation following a right knee replacement and had since been discharged home. She 
indicated, during her stay, she was prescribed pain medication which was to be taken every 4 hours. 
Resident O indicated she was told by a nurse, she should take the medication as prescribed to keep ahead 
of the pain. She indicated she had missed a dose of pain medication, one day during her stay, and started to 
feel sick. She was given the pain medication 2 hours after the missed dose and she felt better immediately. 
She realized she was addicted to the pain medication and told staff she was concerned. A nurse notified the 
physician and he reduced the frequency of the opioid medication to every 12 hours. She indicated after the 
frequency of the medication was reduced, she began to have worsening symptoms of withdrawal. She 
indicated she had experienced chills, hot flashes, runny nose, pain, anxiety, nausea, vomiting, tremors, 
watery eyes, decreased appetite and difficulty sleeping. Another nurse had explained to her that she should 
have been tapered off the pain medication more slowly to avoid the withdrawal symptoms. When asked, she 
indicated she had not known why she was to take the pain medication every 4 hours around the clock and 
had not been told about the potential side effects and withdrawal symptoms she could experience when the 
pain medication was decreased. She indicated the doctor, Nurse Practitioner (NP), nor the nursing staff had 
involved her in the decision to use opioids routinely to treat her right knee pain nor was she offered a 
non-medication treatment to deal with the pain. On 10/8/25 at 12:55 P.M., Resident O's record was 
reviewed. Diagnoses included right artificial knee joint replacement. A hospital record, dated 8/6/25, 
indicated the resident was admitted to the hospital on recommendation of the orthopedic surgeon following 
right knee replacement with severe post-operative pain. She was discharged to the facility on 8/9/25 after her 
pain had improved and she was no longer requiring intravenous morphine for her pain. She had been 
prescribed and received a prescription for Percocet (opioid) 10-325 mg tablets-1 tablet every 6 hours as 
needed for moderate to severe pain for 12 doses. She had been given a dose of the Percocet prior to leaving 
the hospital. The care plans for Resident O indicated she was had been admitted to the facility for 
rehabilitation and would be discharged back home after completion of her therapy. Her plans indicated she 
was to receive occupational therapy for assistance with transfers and self-care, required supervision with 
activities of daily living, had no cognitive impairments and had the potential for pain due to her recent right 
knee replacement.A Skilled Nurse Assessment, dated 8/10/25 at 12:40 A.M., indicated the resident's pain 
level on 8/9/25 at 11:03 P.M. was rated at a 9 out of 10 with 10 being the worst pain felt. She was given 
Percocet 10-325 mg tablet-1 tablet by mouth for the right knee pain. The resident indicated her pain was 
constant but had not affected her sleep or ability to do day to day activities. Following the administration of 
the Percocet, Resident O indicated effectiveness with her pain level as it had decreased to a 2 out of 10.A 
Skilled Nurse Assessment, dated 8/10/25 at 10:07 a.m., indicated Resident O rated her pain at a 5 out of 10. 
The assessment indicated the interventions for pain control included the use of Percocet (Opioid), ice 
machine, and repositioning. A physician's order, dated 8/10/25, was to give Percocet 10-325 mg tablets-1 
tablet every 4 hours routinely for pain.There was no documentation completed indicating the reason for 
changing the order for the Percocet from every six hours as needed to every 4 hours routinely. There was no 
documentation indicating Resident O had been notified of the reason for change in her opioid medication nor 
the risks vs benefits of taking opioid medication routinely, including the risk for tolerance and addiction.
During an interview, on 10/8/25 at 2:00 P.M., Registered Nurse (RN) 2 indicated on 8/10/25, she had 
assessed Resident O and observed her in severe distress from her right knee pain. She had contacted the 
NP and obtained the order changing the Percocet 10-325 mg tablets to be given every 4 hours in an attempt 
to help relieve the resident's pain. When asked, she indicated she had not spoken with the resident about the 
plan to give her opioid/pain medication every 4 hours nor had she explained the risks vs benefits of taking 
routine opioid medication. She indicated she had not documented notification to the NP or the change in 
orders in the clinical record.On 10/8/25 at 2:15 P.M., the Director of Nursing (DON) and Assistant Director of 
Nursing (ADON) were interviewed. Both indicated Resident O had complained of withdrawal symptoms when 
attempting to wean her off the opioid medication. The physician and NP had been notified and orders had 
been received for medications to treat the withdrawal symptoms. The DON indicated staff should have 
consulted with and involved the resident in decisions about her pain management plan. Resident O should 
have been educated on the risks vs benefits of using routine opioids for pain control and possible withdrawal 
symptoms which could occur when decreasing dosages and frequency of opioids.During an interview, on 
10/8/25 at 4:05 P.M., the Regional Nurse Consultant indicated the facility had no specific policy for resident 
rights but followed Federal guidelines which indicated residents have the right to be involved in their care. 
She indicated Resident O should have been notified in advance of changes to her opioid medication orders, 
the risk and benefits of the change, the potential for withdrawal symptoms, and alternative, 
non-pharmacological interventions should have been offered.This Citation relates to Intake 2616114.3.
1-3(n)(2)
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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.
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F 0600

Level of Harm - Actual harm

Residents Affected - Few

Based on observation, interview and record review, the facility failed to ensure a resident was free from 
physical abuse for 2 of 3 residents reviewed. (Resident S and U). This deficient practice resulted in a hand 
injury and extensive bruising for 1 of 3 residents. (Resident S) Findings include:A report, dated 9/29/25, 
alleged Resident U had several physical altercations with Resident S due to Resident S wandering into her 
room. It was alleged there had been no interventions put in place to protect Resident S and staff had been 
instructed to not document these altercations. It was alleged during one of the altercations, Resident U had 
caused bruises on Resident S. Resident S had been kicked, punched, and swung at by Resident U, who had 
allegedly had similar behaviors at another nursing facility prior to being admitted . On 10/6/25, from 11:20 A.
M. to 11:40 A.M., residents were observed on the secured memory care unit (MCU). There were 11 female 
residents on the secured unit. Two residents, Resident S and an unknown resident, were observed walking 
throughout the hall and dining/activity room and the remaining residents were seated at a large dining table 
having a snack. Resident S had a steady gait and required no assistance to ambulate. She wore a blank 
expression on her face, made eye contact but was non-verbal. She was observed leading the unknown 
resident down the hallway where both residents entered Resident U's room, whose room door was open. 
There was no signage or stop sign across Resident U's open door to deter entrance into the room. Both 
residents shortly exited the room and continued walking the hall back towards the dining room. Resident S 
was observed on 10/7 and 10/8/25 at various times, walking up and down the hallway and dining room area 
of the MCU. She was non-verbal, expressionless, and walked around with no sense of purpose. She was not 
observed to be aggressive or intrusive. On 10/6/25 at 12:30 P.M., Resident S's record was reviewed. 
Diagnoses included early-onset Alzheimer's and severe dementia without behaviors. She was receiving 
hospice services for her severe dementia.The current care plan for resident S indicated she had severely 
impaired cognition, was non-verbal, and required assistance with her activities of daily living due to her 
severe dementia. A care plan, dated 9/26/24, indicated she had behaviors related to her diagnoses and staff 
were to monitor the resident for anxious behaviors such as pacing to the point of exhaustion if it caused her 
distress. The care plans did not indicate Resident S wandered frequently into Resident U's room nor were 
there interventions to prevent the obtrusive wandering. The care plan did not indicate Resident S had been 
involved in physical altercations with Resident U when she had wandered into her room. A Nursing Progress 
note, dated 9/9/25 at 4:30 P.M., indicated Resident S had a 1-centimeter (cm) skin tear to her left hand due 
to Resident U hitting her hand. Resident S's family and staff had witnessed the altercation between Resident 
S and Resident U. A Social Service note, dated 9/10/25 at 5:36 P.M., indicated the Social Services Designee 
(SSD) had checked on Resident S, who was observed walking about the MCU as usual. Staff indicated 
Resident S had had a good day and there had been no concerns voiced related to the resident's mood. On 
9/12/25 at 9:40 A.M., a physician's order was obtained to cleanse the skin tear to Resident S's left hand with 
normal saline and cover with a dry dressing two times per week. There was no further documentation 
completed regarding the resident-to-resident altercation between Resident S and U, nor had there been any 
changes made to Resident S or Resident U's care plans to prevent further altercations. Resident S's care 
plan, dated 9/12/25, indicated she had a skin tear to her left hand and was at risk for complications. 
Interventions included monitoring the area for complications, completing treatment as ordered and notifying 
the physician as needed. A New Behavior Initial Assessment form, dated 9/11/25 at 1:59 P.M., indicated 
Resident U had been observed sitting in her room when a peer came to her doorway. Resident U 
aggressively made contact with the peers legs and feet. The peer lost her balance and was pushed back. 
The two residents were separated and Resident U eventually calmed down. Resident U's family was notified, 
and the family indicated the resident had a history of being physically abusive to her peers. The peer was 
confirmed to be Resident S. There was no documentation completed in Resident S's record or any 
assessment completed of her injuries which had resulted from the physical altercation with Resident U. 
There were no changes made to the care plan to prevent further altercations and injuries from occurring. A 
Nursing Occurrence Initial Assessment form, dated 9/18/25 at 11:57 A.M., indicated Resident S was 
observed with scattered bruising to both of her lower legs. Her right lower leg had 5 bruises measuring: #1- 4 
cm x 2 cm; #2- 2 cm x 2 cm; #3- 2.5 cm x 2 cm; #4- 3 cm x 2 cm and #5- 5 cm x 4 cm. The left lower leg had 
3 bruises measuring: #1- 13 cm x 7 cm; #2- 1 cm x 2 cm and #3- 1 cm x 1.5 cm. There was no description of 
the color of the bruises or any assessment of pain from the bruises. The physician and family were notified. 
The form indicated Resident S had wandered and staff were to ensure the resident did not come in contact 
with anything/anyone harmful.There was no investigation completed for the cause of the extensive bruising 
to Resident S's legs nor any changes made to the care plan to ensure the resident did not come in contact 
with anything/anyone harmful. A New Behavior Initial Assessment form, dated 9/19/25 at 11:00 p.m., 
indicated Resident U had been observed in the hallway in her wheelchair when another resident had walked 
by her. Resident U began yelling, kicking and hitting the other resident several times until staff intervened. 
Resident U was taken to her room where she was assisted into bed and stopped yelling. The Administrator 
was notified of the altercation. The other resident was confirmed to be Resident S. There was no 
assessment or documentation of any injuries to Resident S completed and no changes were made to either 
Resident S or Resident U's care plans to prevent further altercations. A Nursing Occurrence Initial 
Assessment form, dated 9/25/25 at 2:25 p.m., indicated Resident S was observed with a mark on her face 
below her left eye. The form indicated it was an isolated incident and no further information was documented. 
Confidential staff interviews, conducted during the survey, indicated staff were aware of the altercations 
occurring between Resident U and Resident S, had reported the altercations and were concerned for 
Resident S's safety. Staff indicated the altercations, which had occurred on 9/11 and 9/19/25, were the result 
of Resident U's behaviors toward Resident S, who frequently wandered into Resident U's room. During 
interviews, it was alleged but unable to be substantiated, that management was aware of Resident U's 
behaviors prior to accepting her at the facility and interventions should have been put in place upon 
admission to prevent the behaviors before they occurred. Staff were concerned there were no interventions 
put in place to protect Resident S or other ambulatory, wandering residents from injury related to wandering 
into Resident U's room. Staff indicated Resident U's behaviors were escalating and alleged she had had 
altercations with other residents who resided on the unit. On 10/7/25 at 12:15 P.M., the Social Services 
Designee (SSD) was interviewed. When asked, she indicated Resident S had no behaviors and was content 
to wander throughout the MCU. The SSD indicated she had been made aware of the altercation occurring on 
9/9/25, when Resident U hit Resident S on the hand causing a skin tear. She had followed up with Resident 
S the following day and observed no changes in mood due to the altercation. The SSD indicated she had 
been unaware of the other altercations and had not known about Resident S's bruises on her legs. During an 
interview, on 10/8/25 at 1:30 P.M., the Administrator indicated she had not been informed of the extensive 
bruising observed on Resident S's legs on 9/18/25. In addition, she indicated she had not been notified of the 
circumstances surrounding the altercations between Resident U and Resident S. She indicated there should 
have been an investigation into the altercations, interventions put in place to prevent further altercations, and 
a plan of protection for all residents on the unit who could be affected by Resident U's behaviors. A current 
policy, titled Abuse Prohibition, Reporting, and Investigation, was provided by the Administrator on 10/6/25 at 
12:00 P.M. The policy indicated all residents had the right to be free from abuse including physical abuse 
which includes hitting, kicking, slapping, biting, and punching. Abuse was defined as being willful with actions 
done deliberately. If a resident initiated the abuse, he/she would be maintained under direct supervision by 
staff until the immediate investigation was completed and resident safety maintained. When abuse was 
observed or alleged, the nurse was responsible to immediately examine and assess the resident to 
determine if any injuries had occurred and their extent. An investigation was to be completed to ensure other 
residents had not been affected by the incident or inappropriate behavior. The Interdisciplinary team were to 
assess a situation of resident-to-resident abuse and make recommendations for interventions to prevent 
recurrence.This Citation relates to Intake 2629854.3.1-27(a)(b)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

Based on interview and record review, the facility failed to ensure allegations of physical abuse were 
reported for 2 of 2 cognitively impaired residents reviewed for abuse (Resident S and Resident U).Findings 
include:A report, dated 9/29/25, alleged Resident U had several physical altercations with Resident S due to 
Resident S wandering into her room. It was alleged there had been no interventions put in place to protect 
Resident S and staff had been instructed to not document these altercations. It was alleged during one of the 
altercations, Resident U had caused bruises on Resident S from kicking, punching, and swinging at her. On 
10/6/25 at 12:30 P.M., Resident S's record was reviewed. Diagnoses included early-onset Alzheimer's and 
severe dementia without behaviors. A Nurses Progress note, dated 9/9/25 at 4:30 P.M., indicated Resident S 
had a 1-centimeter (cm) skin tear to her left hand due to Resident U hitting her hand. Resident S's family and 
staff had witnessed the altercation between Resident S and Resident U. There was no follow up 
documentation, investigation completed or reporting of the altercation as required. A Nursing Occurrence 
Initial Assessment form, dated 9/18/25 at 11:57 a.m., indicated Resident S was observed with scattered 
bruising to both lower legs. Her right lower leg had 5 bruises measuring: #1- 4 cm x 2 cm; #2- 2 cm x 2 cm; 
#3- 2.5 cm x 2 cm; #4- 3 cm x 2 cm and #5- 5 cm x 4 cm. The left lower leg had 3 bruises measuring: #1- 13 
cm x 7 cm; #2- 1 cm x 2 cm and #3- 1 cm x 1.5 cm. There was no description of the color of the bruises or 
assessment of pain from the bruises. There was no investigation, incident reporting or follow up 
documentation completed for the cause of extensive bruising to Resident S's legs. A New Behavior Initial 
Assessment form, dated 9/19/25 at 11:00 p.m., indicated Resident U had been observed in the hallway in 
her wheelchair when Resident S walked by her. Resident U began yelling, kicking and hitting the other 
resident several times until staff intervened. The Administrator was notified of the altercation, but there was 
no documentation of an investigation into the altercation nor was the incident reported as required by State 
and Federal regulations. A Nursing-Occurrence Initial Assessment form, dated 9/25/25 at 2:25 p.m., 
indicated Resident S was observed with a mark on her face below her left eye. The form indicated it was an 
isolated incident and no further information was documented. There was no documentation completed 
indicating the injury of unknown origin had been investigated, the cause determined, and reporting 
completed as required.During an interview, on 10/8/25 at 1:30 P.M., the Administrator indicated she had not 
been informed of the extensive bruising observed on Resident S's legs on 9/18/25. She had not been notified 
of the circumstances surrounding the 4 alleged altercations between Resident U and Resident S. She 
indicated there should have been an investigation into the altercations and results of investigation reported to 
State and Federal agencies as required. A current policy, titled Abuse Prohibition, Reporting, and 
Investigation, was provided by the Administrator on 10/6/25 at 12:00 P.M. The policy indicated all residents 
had the right to be free from abuse including physical abuse which includes hitting, kicking, slapping, biting, 
and punching. Abuse was defined as being willful with actions done deliberately. The policy indicated alleged 
abuse and unusual occurrences must be reported to the Administrator immediately. The facility was to report 
allegations of abuse/unusual occurrences with 2 hours of discovery if the resident had visible injuries or 24 
hours when no injuries were visible. An investigation was to occur immediately and results of the 
investigation reported to the Indiana Department of Health within 5 days of the initial report.This Citation 
relates to Intake 2629854.3.1-28(c)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, interview and record review, the facility failed to ensure an effective behavior care 
plan, behavior monitoring and documentation was completed related to dementia for 1 of 3 residents 
reviewed for dementia needs. (Resident U). Findings include:A report, dated 9/29/25, alleged Resident U 
had several physical altercations with another resident who would wander into her room. It was alleged there 
had been no interventions put in place to protect the other resident and staff had been instructed to not 
document these altercations. It was alleged during one of the altercations, Resident U caused bruises on the 
other resident from being kicked, punched, and swung at. Resident U allegedly had similar behaviors at 
another nursing facility prior to being admitted . On 10/6/25 at 12:12 P.M., Resident U's record was reviewed. 
Diagnoses included dementia, psychotic disorder with delusions, depression, and sleep disorder. A quarterly 
Minimum Data Set (MDS) assessment, dated 8/19/25, indicated Resident U had moderately impaired 
cognition, had no mood indicators but had had physical behaviors towards others 1-3 days during the 
assessment, required supervision to partial assistance with her activities of daily living and used a wheelchair 
for mobility which she propelled herself. The current care plans for Resident U included the following: 
-Resident U displayed mood issues of excessive nervousness and worrying. She had behaviors of becoming 
territorial of her space and hitting/kicking staff when they attempted to enter her room or provide care. 
Interventions included monitoring her behaviors of hitting/kicking staff and excessive nervousness/worry; 
when behaviors occurred, staff were to reapproach her at later time; offer snack/drink; offer diversional 
activity like watching TV; offer to help resident call her daughters; talk with her about past interests; and offer 
1:1 conversation/assurance. - The resident had confused thoughts and at times, delusions which were not 
distressing to her and didn't interfere with her care. Interventions included: staff were not to argue with or 
correct the resident when she had confused thoughts; if upset or distressed, check for unmet needs; 
reintroduce self with each interaction with resident; and break activities into manageable subtasks and 
explain procedures prior to providing care. - Resident U resided on the Memory Care Unit due to her 
dementia and the need for dementia programming. Interventions included: provide specialized programming.
The clinical record indicated Resident U had been admitted to the facility from a sister facility, owned by the 
same corporation. Records from the sister facility indicated the resident had a diagnosis of dementia with 
other behavioral disturbances. There were no other records available, indicating what the behavioral 
disturbances the resident had displayed at her previous facility had been.On 10/6/25, from 11:20 A.M. to 
11:40 A.M., residents were observed on the secured memory care unit (MCU). There were 11 female 
residents. Resident U was observed seated at the dining room table participating in an activity and snack. 
Two ambulatory residents were observed walking throughout the hall and dining/activity room. The two 
ambulatory residents wandered down the hall and walked into Resident U's room. The room door for 
Resident U's room was open. There was no signage or stop sign across the open door to deter entrance into 
the room observed. Both residents shortly exited the room and continued walking the hall back towards the 
dining room.On 10/8/25 at 11:18 A.M., Resident U was observed outside the doorway of her room, seated in 
her wheelchair. An unknown resident walked towards the doorway of Resident U's room and walked in. She 
picked up a hat from a chair and brought it to Resident U. Resident U indicated other residents always came 
into her room and picked things up because her room was so nice. When asked if it bothered her when other 
residents came into her room uninvited, she indicated it did not. A nurse progress note, dated 9/9/25 at 6:32 
p.m., indicated Resident U's daughter had been notified of the resident hitting another resident's hand 
causing a skin tear. The Administrator and Director of Nursing (DON) had also been notified of the event.
Refer to F600.There was no further documentation completed for the altercation occurring between Resident 
U and a peer. There were no changes made to the care plan and no interventions put in place to prevent 
further altercations from occurring. A New Behavior Initial Assessment form, dated 9/11/25 at 1:59 p.m., 
indicated Resident U had been observed sitting in her room when a peer came to her doorway. Resident U 
aggressively made contact with the peers legs and feet. The peer lost her balance and was pushed back (by 
Resident U). The two residents were separated and Resident U eventually calmed down. Resident U's family 
was notified, and the family indicated the resident had a history of being physically abusive to her peers.A 
New Behavior follow-up Assessment form, to be completed every shift for 72 hours after the identification of 
new behavior, dated 9/11/25 at 9:24 p.m.; 9/12/25 at 6:14 a.m., 3:17 p.m., and 8:57 p.m.; 9/13/25 at 6:07 a.m.
, 1:43 p.m., and 8:43 p.m.; 9/24/25 at 2:36 p.m. and 7:57 p.m. all indicated Resident U had had no behaviors 
observed.There were no changes made to the care plan to prevent further altercations and injuries between 
Resident U and other peers from occurring after the resident, again, struck out at her peer. A New Behavior 
Initial Assessment form, dated 9/19/25 at 11:00 p.m., indicated Resident U had been observed in the hallway 
in her wheelchair when another resident walked by her. Resident U began yelling, kicking and hitting the 
other resident several times until staff intervened. Resident U was taken to her room where she was assisted 
into bed and stopped yelling. The Administrator had been notified of the altercation.A New Behavior 
follow-up Assessment forms, dated 9/20/25 at 3:00 a.m., indicated Resident U had been up in her wheelchair 
going in and out of her room. She was told it was nighttime and had been assisted back to her room.-At 3:30 
a.m., Resident U was observed screaming/yelling/cursing/hitting/kicking/pinching and throwing objects. A 
staff member was helping her back to her room when the resident began having behaviors toward the staff 
member. She pinned the staff member in a corner of the room and was swinging a stuffed animal at the staff 
member, trying to hit them. She eventually allowed staff to assist her into bed where she appeared calm.
-Resident U had no further behaviors observed on 9/20, 9/21 or 9/22/25.There were no changes made to the 
care plan to prevent further altercations and injuries between Resident U, other peers, and staff from 
occurring after a 3rd altercation had occurred. There was no documentation completed to indicate the 
Interdisciplinary Team had investigated and tried to determine the cause of Resident U's behaviors and 
effective interventions put into place.An undated Certified Nurse Aide (CNA) care sheet, provided by the 
DON on 10/8/25 at 11:31 A.M., indicated Resident U was combative and was at high risk for falls. The CNA 
care sheet did not indicate who combative behaviors were directed toward (staff or other residents) nor were 
there any specific interventions or safety precautions to be taken for preventing resident to resident 
altercations between Resident U and her peers.Behavior tracking forms, dated 9/1 through 9/30/25, indicated 
Resident U's behaviors of physical aggression (hitting/kicking) towards staff while being provided care or 
redirection interventions were monitored every shift. Physically aggressive behaviors towards staff was 
documented to have occurred during the day shift on 9/11 and 9/16/25. Behaviors had occurred during the 
evening shift on 9/9, 9/11, 9/13, 9/15, 9/25, and 9/27/25. On the night shift, behaviors were documented as 
having occurred on 9/19/25. The behavior tracking form had not identified Resident U as having aggressive 
behaviors towards other residents and those behaviors were not being monitored.Confidential staff 
interviews, conducted during the survey, indicated staff were aware of altercations occurring between 
Resident U and another resident on the MCU, had reported the altercations, and were concerned for resident 
safety. Staff indicated altercations, which had occurred on 9/11 and 9/19/25, were the result of Resident U's 
behaviors toward another resident who frequently wandered into Resident U's room. During interviews, it 
was alleged but unable to be substantiated, management was aware of Resident U's behaviors prior to 
accepting her at the facility, because she had come from a sister facility. Staff indicated interventions should 
have been put in place upon admission to prevent the behaviors before they occurred. Staff indicated 
concern with there being no current interventions in place to protect ambulatory, wandering residents from 
injury related to wandering into Resident U's room. Staff indicated that Resident U's behaviors were 
escalating and staff alleged she had had altercations with multiple residents who resided on the unit.On 
10/7/25 at 12:15 P.M., the Social Services Designee (SSD) was interviewed. The SSD indicated she had 
been made aware of an altercation occurring on 9/9/25, when Resident U hit another resident on the hand 
causing a skin tear. She indicated she had followed up with Resident U and the other resident involved in the 
altercation and neither resident indicated changes in mood or behaviors. When asked, the SSD indicated 
when a new behavior was identified, nurses were to complete a New Behavior Initial Assessment form, notify 
her, the Administrator and DON, and complete a 72 hour follow up assessment. She indicated after the 72 
hour follow up assessments were completed, the Interdisciplinary Team (IDT) would meet and discuss any 
needed changes to the care plan. When asked if these meetings were documented in the resident's records, 
she indicated they had not been. She indicated she had been unaware of the other altercations and had not 
known about injuries to another resident, caused by Resident U. When asked, the SSD indicated Resident U 
was not being monitored on the behavior tracking forms for aggressive behaviors towards other residents, 
only towards staff.On 10/7/25 at 10:47 A.M., the DON provided a current copy of the facility policy titled, 
Behavior Assessment and Management which indicated the purpose of the policy was to have a systematic 
method for identifying specific behaviors which could impact a resident's quality of life or cause concern for 
other residents. Dangerous behaviors were to be observed for, documented in the clinical record, and 
attempts made to determine the cause and prevention of such behaviors. When new behaviors occurred, 
which could present a danger to the resident or others, interfere with activities of daily living, and/or cause 
the resident distress, nurses were to document the episode on the New Behavior Initial Assessment form, 
communicate the new behavior to all disciplines, and complete 3 days of behavior follow up assessments. 
After the 3 day assessments were completed, the IDT would review and document their evaluation and plan 
for the resident in the medical record. The IDT were responsible for determining whether the behavior or 
distress was preventable or required further assessment and would initiate a behavior management care 
plan, if needed, with interventions to assist in reducing or eliminating problem behaviors.This Citation relates 
to Intake 2629854.3.1-37
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