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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility policy review, and resident and staff interviews, the facility failed to prevent a 
resident-to-resident incident that resulted in an injury. Resident #1 hit Resident #2 with a walker which 
resulted in a nasal fracture. The facility reported a census of 56. Findings include:1. Review of the Minimum 
Data Set (MDS), dated [DATE] identified Resident #1 as severely cognitively impaired with a Brief Interview 
for Mental Status (BIMS) score of 3 out of 15. The MDS list of diagnoses included metabolic encephalopathy, 
seizure disorder and age-related cognitive decline. The MDS identified Resident #1 walked independently up 
to 150 feet, and utilized a walker for mobility. Review of the Care Plan, date initiated: 3/24/25, revealed a 
Focus area to address [name redacted, Resident #1] has a history/potential of Sundowning (a worsening of 
symptoms like confusion, anxiety and agitation in the individuals with dementia that occurs in the late 
afternoon and evening) in the early-late afternoon. Interventions identified, included, in part:a. Anticipate and 
attempt to meet needs. Date Initiated: 9/19/25.b. Intervene as necessary to protect the rights and safety of 
others. Approach/Speak in a calm manner Divert attention. Remove from situation and take to alternate 
location as needed. Date Initiated: 9/19/25.The Care Plan, date initiated: 5/30/25, included a Focus area to 
address [name redacted] has potential/history of being physically aggressive r/t dx (diagnosis) of Dementia 
and he has poor impulse control. Physically aggressive toward another resident 10/12 and causing serious 
injury. Interventions included, in part:a. Administer medications as ordered. Monitor for side effects and 
effectiveness. Date Initiated: 5/30/25.b. Analyze times of day, places, circumstances, triggers, and what 
de-escalates behavior and document. Date Initiated: 5/30/25.c. Assess and address for contributing sensory 
deficits. Date Initiated: 5/30/25.d. Assess and anticipate needs: foods, thirst, toileting needs, comfort level, 
body positioning, pain, etc. Date Initiated: 5/30/25.e. COMMUNICATION: provide physical and verbal cues to 
alleviate anxiety; give positive feedback, assist verbalization of source of agitation, assist to set goals for 
more pleasant behavior, encourage seeking out of staff member when agitated. Date Initiated: 5/30/25.f. 
Modify environment: Adjust room temperature to comfortable level, Reduce noise, dim lights, place familiar 
objects in room, keep door closed, etc. Date Initiated: 5/30/25A review of the progress notes revealed the 
following Nurses Note entered on 6/13/25 at 11:30 PM, CNA (Certified Nursing Assistant) stated resident 
[Resident #1] fell after he made an attempt to hit another resident. The resident [Resident #1] stated the 
other resident involved in verbal altercation was talking bad to the female residents that were also sitting 
near the nurse's station. Review of the Facility Incident Report, Submission Date: 10/16/25 at 9:36 AM [State 
Agency notified of incident by phone on 10/12/25 at 5:20 PM] Incident Summary: [Name redacted, Resident 
#1].with the following diagnosis: Metabolic Encephalopathy, Type 2 Diabetes Mellitus Without Complications, 
Age-Related Cognitive Decline, Cognitive Communication Deficit, Muscle Weakness, Difficulty in Walking, 
Not Elsewhere Classified, Not Elsewhere Classified BIMS-03. Name redacted, Resident #2].with the 
following diagnosis: Senile Degeneration of Brain, Not Elsewhere Classified, Other Giant Cell Arteritis, 
Polymyalgia Rheumatica, Inflammatory Liver Disease, Unspecified, Nontoxic Multinodular Goiter, Other 
Specified Symptoms and Signs Involving the Circulatory and Respiratory Systems BIMS-08. On October 12, 
2025, at approximately 4:52 PM, [name redacted] Director of Nursing, reported to me, [name redacted], 
Administrator, that [name redacted Resident #1] had used his walker to strike [name redacted, Resident #2] 
in the face. It was reported that [name redacted], Dietary Aide, witnessed the incident. Staff immediately 
intervened, separating from the residents. [Name redacted, Resident #2] was assessed by the nursing staff 
and transported by ambulance to [name of hospital redacted]. Family/POA/Guardians notified. Nurse 
Practitioner notified. State Agency notified via phone October 12th, 2025, at approximately 05:20pm.[Name 
redacted, Resident #1] was placed on 1:1 supervision for 72 hours. [Law enforcement name redacted] 
notified. Corrective Action Description: Following the conclusion of the investigation, On October 12, 2025, at 
approximately 4:35 PM, [name redacted, Resident #2] was observed seated in the dining room next to [name 
redacted, Resident #1] as dining service was about to begin. [Name redacted, Dietary Aide] entered the 
dining room from the kitchen with the drink cart and witnessed [name redacted, Resident #1] stand, pick up 
his walker, and strike [name redacted, Resident #2] in the face. No yelling, raised voices, or disturbances 
were observed prior to the incident. At the time of the incident, [name redacted], Certified Medication Aide, 
was stationed outside the dining room near the open doors at the medication cart. She heard [name 
redacted, Resident #2] cry out and immediately intervened. [Name redacted, Resident #1] was standing over 
[name redacted, Resident #2], attempting to throw glasses and silverware at her. [Name redacted, CMA] 
placed herself between [name redacted, Resident #2] and [name redacted, Resident #1] to protect [name 
redacted, Resident #2]. [Name redacted], Certified Nursing Aide, also responded to the dining room and 
successfully de-escalated [name redacted, Resident #1]. [Name redacted, Resident #2] was escorted toward 
the nurse's station for her safety. [Name redacted, Resident #2] was assessed by the nursing staff and 
transported by ambulance to [hospital name redacted] for further evaluation. Evaluation at [hospital name 
redacted] confirmed that [Name redacted, Resident #2] sustained a nasal fracture. She was subsequently 
discharged and returned to [name of facility redacted]. [Name redacted, Resident #2] was interviewed on 
October 13, 2025, at approximately 8:00 AM. During the initial interview, she was unable to recall the 
incident. Later that afternoon, she regained memory of the event. [Name redacted, Resident #1] was 
interviewed on October 13th, 2025, at approximately 9:00am. He was unable to recall the incident. 
Psychosocial visits initiated for both residents involved. Diagnostic labs were initiated for [name redacted, 
Resident #1] and no abnormal results were found to indicate any underlying health concerns. Change of 
Condition completed on both residents. Incident Report completed and reviewed. Nurse's notes reviewed. 
MDS/Care Plan reviewed and updated as indicated for both residents involved. No additional behavioral 
episodes have been observed in [name redacted, Resident #1] following the incident.During an observation 
on 10/27/25 at 10:35 AM, Resident #1 rested comfortably in his room. Resident #1 stated he did not recall 
the incident on 10/12/25. During an interview on 10/28/25 at 11:42 AM, Staff B, Certified Medication 
Assistant (CMA) reported on 10/12/24 around supper time, she stood outside the dining room door with the 
medication cart. She heard Resident #2 scream and when she ran up to her, Resident #1 stood over her 
attempting to hit Resident #2 again. Staff B stated she shielded Resident #2 and deflected items that 
Resident #1 threw at Resident #1 (cups and silverware). Staff B then took Resident #2 to the nurse's station 
to put an ice pack on her face and administered Tylenol. Resident #2 was sent out to the hospital and when 
she returned, she had a fracture to her nose. Staff B reported Resident #1 tried to hit another resident a few 
months ago where he held his walker above the resident's head, but staff stopped him. When asked what 
interventions staff take when Resident #1 has these behaviors, she reported they were to take him to a table 
by the nurse's station, have him eat his meals there with staff nearby and to provide one on one care.During 
an interview on 10/28/25 at 12:58 PM, Staff D, Licensed Practical Nurse (LPN) reported she worked when 
Resident #1 hit Resident #2 with his walker. She reported she was not in the dining room when it happened, 
but she and Staff C, Certified Nursing Assistant (CNA) ran into the dining room. Staff D witnessed Resident 
#1 throw a plastic mug at Resident #2. Resident #1 had lifted up his walker up in the air and said to Resident 
#2, You got what you deserve, B___! Staff D stated she pulled the walker away from Resident #1, and the 
CNA's took Resident #2 out of the dining room. Staff D stated Resident #2 had a small amount of blood 
coming from her nose. Resident #2 was sent out to the hospital. Resident #1 was taken back to his room rest 
of the evening where a CNA sat with him for the rest of the shift. She has witnessed Resident #1 with 
behaviors in the afternoon where he would become belligerent. She recalled he tried to hit two other 
residents with his walker a few months ago, but staff were able to stop him. She reported after the incident 
[on 10/12/25] Resident #1 went into the dining room and asked Resident #2 you want more, B___? or Get 
out of my seat. Staff D stated she removed him from the dining room and had him sit at the table across from 
the nurse's station and had him eat there. Then this past Saturday [10/25/25], Resident #1 walked up to 
Resident #2 and asked you want some more?During an interview on 10/28/25 at 2:15 PM, Staff E, CNA 
reported she did not witness the above incident but had witnessed Resident #1 pick up his walker and 
attempt to hit another male resident with it. Staff were able to stop him. When asked what is care planned for 
Resident #1 when he has his Sundowners behaviors, she reported the staff should separate him from the 
other resident, redirect him by taking him to his room, get him a snack or drink.During an interview on 
10/28/25 at 2:21 PM, the Administrator reported the following: The incident involving Resident #1's physical 
aggression toward Resident #2 appeared to be the result of multiple contributing factors. While Resident #1 
had a history of verbal aggression, this was his first documented episode of physical aggression. The IDT 
(Interdisciplinary team) reviewed the circumstances and identified the following root causes:a. Age-related 
cognitive decline: Resident #1 has shown signs of cognitive impairment, which may affect his judgment, 
impulse control, and ability to process social interactions appropriately.b. Psychosocial stressors: His recent 
placement in a nursing home environment may have triggered emotional distress.c. Social isolation: He has 
had little to no contact with family or friends and has not received visitors, contributing to feelings of 
loneliness and abandonment.d. Possible depression: These factors suggest the presence of depression, 
which may have intensified his agitation and led to the escalation in behavior.e. The combination of cognitive 
decline and emotional distress likely contributed to the incident.During an interview on 10/28/25 at 3:27 PM, 
Staff F, Dietary Aide, reported he worked on the day of the incident between Resident #1 and Resident #2. 
Staff F recalled before supper, he witnessed Resident #1 pick up his walker and hit Resident #2 in the face. 
Staff F stated Resident #2 had called Resident #1 a racial slur prior to his hitting her. Staff F stated the aides 
stopped Resident #2 from hitting Resident #1 and took her to the out of the dining room to the area near the 
nurse's station. During an interview on 10/29/25 at 10:34 AM, Staff C, CNA stated she worked the day of the 
incident where Resident #1 hit Resident #2 with his walker. She stated she could not recall the exact date. 
Staff C stated she was in the main lobby area when she heard yelling from the dining room. She explained 
she and Staff B, CMA ran into the dining room and witnessed Resident #2 throw a plastic cup at Resident #1 
but it did not hit him. Resident #1 stood up and reached his hand up to hit Resident #2 again. At this point 
they did not realize he had already hit her in the first place. Staff C explained as Staff B tried to shield 
Resident #2 from Resident #1, she re-directed Resident #1 as Resident #2 was taken out of the dining room. 
Later Resident #1 had one to one care for the rest of the shift. When asked what interventions were care 
planned for Resident #1 when he had behaviors, she stated she did not know as she only works weekends.
During an interview on 10/29/25 at 8:11 AM, the Director of Nursing (DON) reported she received a phone 
call from Staff A, Registered Nurse (RN) who reported Resident #2 did not want Resident #1 to sit beside her 
in the dining room and threw a mug at him, which bounced off his arm, Resident #1 then picked up his 
walker and threw it at her face and it hit her nose. There was bleeding. The DON stated interventions were 
added to Resident #1's Care Plan, which included a psychiatric evaluation, increased staff monitoring, 
encouraged him to eat at the table out of the dining room. The DON stated he does occasionally go to the 
dining room to eat meals, but if staff see that Resident #2 gets upset with him there, they move him out to the 
table by the nurse's station. She has witnessed Resident #1 getting upset with Resident #2 and yelling, I 
didn't hit you. Prior to the above incident, Resident #1's Care Plan included staff encouragement of activities 
such as putting music on, provide snacks, distraction or if nice outside take him outside. During an interview 
on 10/30/25 at 8:39 AM, the DON reported when meals are ready to be served, staff who are assigned to be 
at the assist tables should be in the dining room. She stated the on the day of the incident [10/12/25] 
between Resident #1 and Resident #2 there were no aides in the dining room as the meal was not being 
served at the time. She stated he med aides do stand outside the door of the dining room, but the aides are 
usually not in the dining room until the meals are being served.2. Review of the Resident #2's quarterly MDS, 
dated [DATE], revealed a BIMS score of 8 out of 15, which indicated a moderate cognitive impairment. 
Review of the Behavior section of the assessment revealed Resident #2 experienced hallucination and 
delusions, with no physical or verbal behavioral symptoms. The diagnoses list included, in part: senile 
degeneration of the brain, major depressive disorder, history of falling, anxiety disorder. Review of Resident 
#2 Care Plan revealed the following Focus areas:a. On the Care Plan, dated 3/9/23, [Name redacted, 
Resident #2] has episodes of behaviors and potential behaviors as evidenced by being combative, negative 
verbalizations, name calling, DX (diagnosis) dementia, anxiety and depression. Refuses showers at time. 
Interventions included, in part: Intervene as necessary to protect the rights and safety of other residents. 
Approach/speak in a calm manner, Divert attention if needed. Remove from the situation and take to 
alternate location as needed. b. On the Care Plan, dated 5/20/25, [Name redacted, Resident #2] has 
experienced a traumatic event in the past, that currently affects their mental and psycho-social well-being. 
[Name redacted, Resident #2] was abuse by her mom and distant relative. [Resident #2] witnessed horrific 
events of the holocaust. Review of Emergency Department Provider Notes dated 10/12/25 at 8:13 PM 
revealed, in part Preliminary impression at the time of hand off: Blunt facial trauma. Radiology Results: 
IMPRESSION: Minimally displaced fracture of the right nasal bone. Otherwise, no acute facial bone 
abnormality. Plan/Follow up Items: discharged to home. Review of Resident #2 Care Plan, dated 10/13/25 
revealed a Focus area to address [Name redacted, Resident #2] has a fractured nasal bone r/t (related to) 
another resident striking her. Interventions included, in part: Ensure [name redacted, Resident #2] feels safe, 
and encourage to continue normal routine. Date Initiated: 10/12/25. Review of a Progress Notes revealed the 
following:a. On 10/14/25 at 1:42 PM the Social Worker documented the resident appeared visibly shaken 
and expressed discomfort due to facial injury. Resident verbalized feelings of fear, confusion, and 
vulnerability.b. On 10/21/25 at 4:57 PM the Social Worker documented the resident shared that they make 
efforts to avoid contact with the other resident and continue to feel fearful when encountering him.During an 
observation and interview on 10/27/25 at 1:47 PM, Resident #2, rested in bed, a light purple bruise noted 
below her right eye. Resident #2 stated there had been an incident where a man hit her with porcelain. She 
could not recall the date. Resident #2 stated it hurt and she was very upset and afraid when she sees him in 
the hallway. Review the facility policy, titled Abuse Prevention, Revised Date: 10/21/22 revealed a Policy 
statement which declared The facility is committed to protecting the residents from abuse by anyone 
including, but not necessarily limited to: facility staff, other residents, and staff from other agencies providing 
services to our residents, family members, legal guardians, surrogates, sponsors, friends, visitors, or any 
other individual.The Definition section of the policy defined abuse as Willful infliction of injury, unreasonable 
confinement, intimidation, or punishment with resulting physical harm, pain, mental anguish, or emotional 
distress. This includes the deprivation by an individual, including a caretaker of goods or services that are 
necessary to attain or maintain physical, mental and psychosocial well-being. The policy Procedure included 
statement under Protection which directed: 3. It is the responsibility of all staff to provide a safe environment 
for the residents. Resident are and treatments shall be monitored by all staff, on an on-going basis, so that 
residents are free from abuse, or mistreatment. Care will be monitored so that the residents care plan is 
followed.
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