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Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.
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potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, clinical record review, policy review, and staff interviews, the facility failed to develop effective 
care plan interventions protect the resident's right to be free from physical abuse for 4 of 7 residents 
reviewed for resident to resident altercations(Residents #2, #5, #6, #7). The facility reported a census of 46 
residents.Findings included: 1. The Minimum Data Set(MDS) assessment tool, dated 8/4/25, listed 
diagnoses for Resident #1 which included psychotic disorder(a mental health condition characterized by a 
loss of touch with reality, leading to significant disturbances in thoughts, perceptions, and behavior), 
schizophrenia(a chronic mental health condition characterized by a combination of symptoms that can 
significantly impact a person's thoughts, feelings, and behavior), and anxiety disorder. The MDS stated the 
resident was independent with walking and had physical behavioral symptoms directed toward others (e.g., 
hitting, kicking, pushing, scratching, grabbing, abusing others sexually) and verbal behavioral symptoms 
directed toward others (e.g., threatening others, screaming at others, cursing at others) which occurred 4 to 6 
days out of the 7 day review period. The MDS listed the resident's Brief Interview for Mental Status(BIMS) 
score as 0 out of 0, indicating severely impaired cognition. The facility Nursing Facility Abuse Prevention, 
Identification, Investigation, and Reporting Policy updated 10/19/22, stated residents must not be subjected 
to abuse by anyone including other residents. The policy defined dependent adult abuse to include assault of 
a dependent adult, which meant the commission of any act which was generally intended to cause pain or 
injury to a dependent adult, or which was generally intended to result in physical contact which would be 
considered by a reasonable person to be insulting or offensive or any act which was intended to place 
another in fear of immediate physical contact which would be painful, injurious, insulting, or offensive, 
coupled with the apparent ability to execute the act.Care Plan entries, dated 7/31/25, directed staff to provide 
reassurance and consult psychiatric services as needed, change rooms if indicated, assess for contributing 
factors, and move to a quiet area to deescalate behavior.An 8/1/25 Care Plan entry directed staff to carry out 
non-pharmacological interventions such as offers of food, fluids, toileting, activities, family calls, pain 
assessments, repositioning, and one on one staff supervision. An 8/14/25 Care Plan entry directed staff to 
redirect the resident out of other resident rooms.An 8/29/25 Care Plan entry stated the resident relaxed and 
rested when she cuddled with staff.A 9/1/25 Care Plan entry stated the resident was one on one with staff as 
needed for safety while she ambulated.The Care Plan lacked interventions shown to be effective in 
preventing the resident from physical aggression with other residents.A 4/24/25 hospital Provider Progress 
Note stated the resident was involuntarily discharged from her nursing home and stated in the Emergency 
Department, she was very aggressive, hit staff, and required multiple security guards.A 7/28/25 admission 
Summary stated the resident admitted to the facility. A 7/28/25 Health Status Note stated the resident 
wandered all shift and went in and out of other's rooms, crawled in bed with them, and sat in occupied chairs.
A 7/30/25 Health Status Note stated the resident continuously wandered and entered peer rooms, upsetting 
them.An 8/2/25 Health Status Note stated the resident wandered, trespassed, and took peer belongings. She 
attempted to get into bed or sit in a chair with others which caused peer agitation. She was aggressive and 
combative and had two incidents of increased agitation with peers. She attempted to sit on a male peer's lap 
and attempted to kiss another male peer on the mouth.A 9/27/25 Health Status Note stated the resident told 
staff she would hit them and slapped a staff member on the back.A 10/5/25 Health Status Note stated the 
resident had an increase in her behaviors. She was mean and took her peer's meals away from them. She 
grabbed food off their plates and cursed at them. She hit, kicked, and bit when anyone tried to redirect her. 
Her morphine(a narcotic pain reliever) and Haldol(an antipsychotic medication) had zero effectiveness. A 
10/13/25 Health Status Note stated each day the resident became more aggressive with staff, peers, and 
even guests. She had no boundaries and called names, hit, kicked, and grabbed other's food. She was not 
redirectable and it required two staff to attempt to take care of her. A 10/14/25 Health Status Note stated the 
resident had multiple medication changes without benefit. The resident continued to wander into other's 
rooms, grabbed their belongings, and caused irritation to other residents. She swore at staff and called them 
[NAME] and vulgar names. She told them to die and to go to hell. She hit a staff member which caused a 
bruise and skin tear to the staff member. Her medication regimen changes were completely ineffective 
regardless if they were scheduled or as needed(prn). A 10/21/25 Health Status Note stated the resident was 
agitated after dinner and repeatedly went in and out of resident rooms. Staff carried out 1:1 supervision with 
the resident to prevent further incidents. The administration of prn medication was ineffective. A 10/27/25 
Orders-Administration Note stated the resident stuck staff hard with an open hand across the face when staff 
redirected her out of a male peer's room. The resident in one minute told staff she loved them but then a few 
seconds later was irritable and called staff names. On 10/27/25 at 10:23 a.m. Resident #1 walked out of the 
dining room. At 10:24 a.m., a staff member quickly got up and went down the hall and brought the resident 
back. The resident again stood up and went down the same hall and staff did not go after her until 10:26 a.m. 
The resident was in a room occupied by two other residents who were in bed at the time. While Resident #1 
was still in the other resident's room, Staff A Hospice Social Worker stated to Resident #1 that she shouldn't 
hit people. Staff A stated that the Resident hit a staff member in the face. The resident then went into a 
different resident's room before staff assisted her out. Resident #1 then went down the opposite hall and 
went into room [ROOM NUMBER] and closed the door before Staff A arrived and went in and got her. The 
room was unoccupied at this time. Observations on 10/27/25 from 10:41 a.m. to approximately 11:18 a.m. 
revealed the resident constantly pacing down different hallways. She sat down at the dining table at 11:16 a.
m. but only stayed there for approximately two minutes before getting up again. a. Resident #1 and Resident 
#5The MDS assessment tool, dated 6/23/25, listed diagnoses for Resident #5 which included diabetes(a 
disease which caused alterations in blood sugars), non-Alzheimer's dementia, and schizophrenia. The MDS 
listed the resident's BIMS score as 3 out of 15, indicating severely impaired cognition. Care Plan entries, 
dated 7/20/24, stated the resident had dementia with behavioral disturbances and stated the resident would 
remain safe over the next review period. An 8/25/25 Health Status Note stated staff heard Resident #5 yell 
get out and then heard Resident #1 scream. (Staff) entered the room and Resident #1 sat on Resident #5's 
bed on top of one of his legs and Resident #5 kicked her with the other leg. After staff assisted Resident #1 
up to free Resident #5's legs, it freed his other leg and he began kicking her with both legs. b. Resident #1 
and Resident # 6The MDS assessment tool, dated 7/28/25, listed diagnoses for Resident #6 which included 
Alzheimer's disease, non-Alzheimer's dementia, and anxiety disorder. The MDS listed her BIMS score as 3 
out of 15, indicating severely impaired cognition. Care Plan entries, dated 2/12/25, stated the resident had 
altered thought processes related to Alzheimer's disease, anxiety disorder, and severe cognitive impairment. 
The Care Plan directed staff to reassure the resident to decrease frustration. A 10/4/25 Physical Aggression 
Initiated form stated Resident #1 sat in Resident #6's chair in Resident #6's room and Resident #6 took 
Resident #1's hands to try to get her out of the chair. Resident #1 swung at Resident #6 and hit her in the left 
arm. c. Resident #1 and Resident #7The MDS assessment tool, dated 9/8/25, listed diagnoses for Resident 
#7 which included Alzheimer's, non-Alzheimer's dementia, and bipolar disorder(a chronic mental health 
condition characterized by extreme mood swings). The MDS listed her BIMS score as 13 out of 15, indicating 
intact cognition.Care Plan entries, dated 10/11/23, stated the resident had altered thought 
processes/cognition related to Alzheimer's dementia and directed staff to reassure the resident to decrease 
frustration. A 10/17/25 Health Status Note stated on 10/16/25 at 1:15 p.m. Resident #1 entered Resident 
#7's room and Resident #7 reported that Resident #1 hit her on the head. Staff then witnessed Resident #7 
hit Resident #1. d. Resident #1 and Resident #2The MDS assessment tool, dated 9/22/25, listed diagnoses 
for Resident #2 which included Alzheimer's disease, non-Alzheimer's dementia, and psychotic disorder. The 
MDS listed the resident's BIMS score as 4 out of 15, indicating severely impaired cognition. A 1/27/25 Care 
Plan entry directed staff to reassure the resident to decrease frustration. A 6/16/25 Care Plan entry stated 
the resident had altered thought processes/cognition related to Alzheimer's Dementia with behavioral 
disturbances, generalized anxiety disorder, delusional disorders, and major depressive disorder. A 10/16/25 
Health Status Note stated the resident sat in the dining room and Resident #1 came up to him and hit him on 
the right shoulder area.A 10/16/25 Physical Aggression Initiated form stated a nurse gently placed her hand 
on the resident(Resident #1) for her to come and the resident immediately stood up, jerked away from the 
nurse, turned to face the other resident(Resident #2), and took her right hand and hit the other resident's 
right shoulder. The nurse was unable to intervene in time as a dining room chair was between the resident 
and the nurse.A 10/19/25 Health Status Note stated Resident #1 hit Resident #2 on the right shoulder.On 
10/27/25 at 10:44 a.m., Staff A Hospice Social Worker walked in the hall with Resident #1. Staff A stated she 
visited 1-2 times per week and was worried about other residents so kept an eye on Resident #1. On 
10/27/25 at 3:52 p.m. via phone, Staff B Registered Nurse(RN) stated Resident #1 went in and out of other 
resident rooms and she observed Resident #1 hit Resident #2. She stated they tried to keep her one on one 
with staff when they had staff to do this.On 10/27/25 at 4:01 p.m. via phone, Staff C Certified Nursing 
Assistant(CMA) stated she observed Resident #1 slap the back of Resident #2's shoulder. She stated 
Resident #1 was all over all of the time and hard to redirect. She stated they kept an eye out for her when 
she was up and awake but thought it was impossible for them to care for her and her behaviors. She stated 
she did not think it was possible to prevent her from physically lashing out. On 10/28/25 at 8:22 a.m., Staff D 
Licensed Practical Nurse(LPN) stated Resident #1 was constantly moving and didn't rest. She stated none of 
her medications were effective. She stated when they went towards her, she started swinging and hitting 
people. She stated there was not enough staff to watch her and when asked if she thought the other 
residents were safe from Resident #1, she said no.On 10/28/25 at 8:47 a.m., Staff E LPN stated the resident 
was not on one on one supervision and she roamed all over and they tried to keep an eye on her. She stated 
it was not possible for them to prevent her from going in other rooms and stated she did not feel this was the 
facility for her.On 10/28/25 at 9:10 a.m., Staff F CNA stated Resident #1 was very mean to other residents 
and sometimes aggressive. She stated she slapped the other residents. She stated she was on 15 minute 
checks currently but she was able to get into other resident rooms without them knowing. On 10/28/25 at 
9:20 a.m., Staff G CNA stated the facility did not have enough staff to keep an eye on Resident #1 at all 
times.On 10/28/25 at 9:27 a.m., the Director of Nursing(DON) stated Resident #1 had a 30 second switch 
and could go from saying she loved her to calling her vulgar names. She went into other resident's rooms 
and if they became agitated, she became agitated and would hit. She stated they carried out numerous 
medication changes and stated one on one supervision may agitate her more. She stated if she was not on 
one on one supervision, there was no guarantee(she wouldn't physically lash out at staff again). She stated 
the sent out referrals to other smaller facilities which may suit her better. On 10/28/25 at 12:23 p.m., the MDS 
Coordinator, was queried as to if there were any interventions which kept the resident out of other resident 
rooms. She stated this would be staff watching her but stated one on one supervision was probably not an 
option staffing wise.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, clinical record review, policy review, and staff interview, the facility failed to provide adequate 
supervision to protect the resident's right to be free from physical abuse for 4 of 7 residents reviewed for 
resident -to-resident altercations (Residents #2, #5, #6, #7). The facility reported a census of 46 residents. 
Findings include:1. The Minimum Data Set (MDS) assessment tool, dated 8/4/25, listed diagnoses for 
Resident #1 which included psychotic disorder (a mental health condition characterized by a loss of touch 
with reality, leading to significant disturbances in thoughts, perceptions, and behavior), schizophrenia (a 
chronic mental health condition characterized by a combination of symptoms that can significantly impact a 
person's thoughts, feelings, and behavior), and anxiety disorder. The MDS stated the resident was 
independent with walking and had physical behavioral symptoms directed toward others (e.g., hitting, 
kicking, pushing, scratching, grabbing, abusing others sexually) and verbal behavioral symptoms directed 
toward others (e.g., threatening others, screaming at others, cursing at others) which occurred 4 to 6 days 
out of the 7-day review period. The MDS listed the resident's Brief Interview for Mental Status (BIMS) score 
as 0 out of 0, indicating severely impaired cognition. The facility Nursing Facility Abuse Prevention, 
Identification, Investigation, and Reporting Policy updated 10/19/22, stated residents must not be subjected 
to abuse by anyone including other residents. The policy defined dependent adult abuse to include assault of 
a dependent adult, which meant the commission of any act which was generally intended to cause pain or 
injury to a dependent adult, or which was generally intended to result in physical contact which would be 
considered by a reasonable person to be insulting or offensive or any act which was intended to place 
another in fear of immediate physical contact which would be painful, injurious, insulting, or offensive, 
coupled with the apparent ability to execute the act. Care Plan entries, dated 7/31/25, directed staff to 
provide reassurance and consult psychiatric services as needed, change rooms if indicated, assess for 
contributing factors, and move to a quiet area to deescalate behavior.An 8/1/25 Care Plan entry directed staff 
to carry out non-pharmacological interventions such as offers of food, fluids, toileting, activities, family calls, 
pain assessments, repositioning, and one on one staff supervision. An 8/14/25 Care Plan entry directed staff 
to redirect the resident out of other resident rooms.An 8/29/25 Care Plan entry stated the resident relaxed 
and rested when she cuddled with staff.A 9/1/25 Care Plan entry stated the resident was one on one with 
staff as needed for safety while she ambulated. A 4/24/25 hospital Provider Progress Note stated the 
resident was involuntarily discharged from her nursing home and stated in the Emergency Department, she 
was very aggressive, hit staff, and required multiple security guards. A 7/28/25 admission Summary stated 
the resident admitted to the facility. A 7/28/25 Health Status Note stated the resident wandered all shift and 
went in and out of other's rooms, crawled in bed with them, and sat in occupied chairs. A 7/30/25 Health 
Status Note stated the resident continuously wandered and entered peer rooms, upsetting them. An 8/2/25 
Health Status Note stated the resident wandered, trespassed, and took peer belongings. She attempted to 
get into bed or sit in a chair with others which caused peer agitation. She was aggressive and combative and 
had two incidents of increased agitation with peers. She attempted to sit on a male peer's lap and attempted 
to kiss another male peer on the mouth. A 9/27/25 Health Status Note stated the resident told staff she would 
hit them and slapped a staff member on the back. A 10/5/25 Health Status Note stated the resident had an 
increase in her behaviors. She was mean and took her peer's meals away from them. She grabbed food off 
their plates and cursed at them. She hit, kicked, and bit when anyone tried to redirect her. Her morphine (a 
narcotic pain reliever) and Haldol (an antipsychotic medication) had zero effectiveness. A 10/13/25 Health 
Status Note stated each day the resident became more aggressive with staff, peers, and even guests. She 
had no boundaries and called names, hit, kicked, and grabbed other's food. She was not redirectable and it 
required two staff to attempt to take care of her. A 10/14/25 Health Status Note stated the resident had 
multiple medication changes without benefit. The resident continued to wander into other's rooms, grabbed 
their belongings, and caused irritation to other residents. She swore at staff and called them [NAME] and 
vulgar names. She told them to die and to go to hell. She hit a staff member which caused a bruise and skin 
tear to the staff member. Her medication regimen changes were completely ineffective regardless if they 
were scheduled or as needed(prn). A 10/21/25 Health Status Note stated the resident was agitated after 
dinner and repeatedly went in and out of resident rooms. Staff carried out 1:1 supervision with the resident to 
prevent further incidents. The administration of prn medication was ineffective. A 10/27/25 
Orders-Administration Note stated the resident stuck staff hard with an open hand across the face when staff 
redirected her out of a male peer's room. The resident in one minute told staff she loved them but then a few 
seconds later was irritable and called staff names. On 10/27/25 at 10:23 a.m. Resident #1 walked out of the 
dining room. At 10:24 a.m., a staff member quickly got up and went down the hall and brought the resident 
back. The resident again stood up and went down the same hall and staff did not go after her until 10:26 a.m. 
The resident was in a room occupied by two other residents who were in bed at the time. While Resident #1 
was still in the other resident's room, Staff A Hospice Social Worker stated to Resident #1 that she shouldn't 
hit people. Staff A stated that the Resident hit a staff member in the face. The resident then went into a 
different resident's room before staff assisted her out. Resident #1 then went down the opposite hall and 
went into room [ROOM NUMBER] and closed the door before Staff A arrived and went in and got her. The 
room was unoccupied at this time. Observations on 10/27/25 from 10:41 a.m. to approximately 11:18 a.m. 
revealed the resident constantly pacing down different hallways. She sat down at the dining table at 11:16 a.
m. but only stayed there for approximately two minutes before getting up again. a. Resident #1 and Resident 
#5 The MDS assessment tool, dated 6/23/25, listed diagnoses for Resident #5 which included diabetes (a 
disease which caused alterations in blood sugars), non-Alzheimer's dementia, and schizophrenia. The MDS 
listed the resident's BIMS score as 3 out of 15, indicating severely impaired cognition. Care Plan entries, 
dated 7/20/24, stated the resident had dementia with behavioral disturbances and stated the resident would 
remain safe over the next review period. An 8/25/25 Health Status Note stated staff heard Resident #5 yell 
get out and then heard Resident #1 scream. (Staff) entered the room and Resident #1 sat on Resident #5's 
bed on top of one of his legs and Resident #5 kicked her with the other leg. After staff assisted Resident #1 
up to free Resident #5's legs, it freed his other leg and he began kicking her with both legs. b. Resident #1 
and Resident # 6 The MDS assessment tool, dated 7/28/25, listed diagnoses for Resident #6 which included 
Alzheimer's disease, non-Alzheimer's dementia, and anxiety disorder. The MDS listed her BIMS score as 3 
out of 15, indicating severely impaired cognition. Care Plan entries, dated 2/12/25, stated the resident had 
altered thought processes related to Alzheimer's disease, anxiety disorder, and severe cognitive impairment. 
The Care Plan directed staff to reassure the resident to decrease frustration. A 10/4/25 Physical Aggression 
Initiated form stated Resident #1 sat in Resident #6's chair in Resident #6's room and Resident #6 took 
Resident #1's hands to try to get her out of the chair. Resident #1 swung at Resident #6 and hit her in the left 
arm. c. Resident #1 and Resident #7 The MDS assessment tool, dated 9/8/25, listed diagnoses for Resident 
#7 which included Alzheimer's, non-Alzheimer's dementia, and bipolar disorder (a chronic mental health 
condition characterized by extreme mood swings). The MDS listed her BIMS score as 13 out of 15, indicating 
intact cognition. Care Plan entries, dated 10/11/23, stated the resident had altered thought 
processes/cognition related to Alzheimer's dementia and directed staff to reassure the resident to decrease 
frustration. A 10/17/25 Health Status Note stated on 10/16/25 at 1:15 p.m. Resident #1 entered Resident 
#7's room and Resident #7 reported that Resident #1 hit her on the head. Staff then witnessed Resident #7 
hit Resident #1. d. Resident #1 and Resident #2 The MDS assessment tool, dated 9/22/25, listed diagnoses 
for Resident #2 which included Alzheimer's disease, non-Alzheimer's dementia, and psychotic disorder. The 
MDS listed the resident's BIMS score as 4 out of 15, indicating severely impaired cognition. A 1/27/25 Care 
Plan entry directed staff to reassure the resident to decrease frustration. A 6/16/25 Care Plan entry stated 
the resident had altered thought processes/cognition related to Alzheimer's Dementia with behavioral 
disturbances, generalized anxiety disorder, delusional disorders, and major depressive disorder. A 10/16/25 
Health Status Note stated the resident sat in the dining room and Resident #1 came up to him and hit him on 
the right shoulder area. A 10/16/25 Physical Aggression Initiated form stated a nurse gently placed her hand 
on the resident (Resident #1) for her to come and the resident immediately stood up, jerked away from the 
nurse, turned to face the other resident (Resident #2), and took her right hand and hit the other resident's 
right shoulder. The nurse was unable to intervene in time as a dining room chair was between the resident 
and the nurse. A 10/19/25 Health Status Note stated Resident #1 hit Resident #2 on the right shoulder. On 
10/27/25 at 10:44 a.m., Staff A Hospice Social Worker walked in the hall with Resident #1. Staff A stated she 
visited 1-2 times per week and was worried about other residents so kept an eye on Resident #1. On 
10/27/25 at 3:52 p.m. via phone, Staff B Registered Nurse (RN) stated Resident #1 went in and out of other 
resident rooms and she observed Resident #1 hit Resident #2. She stated they tried to keep her one on one 
with staff when they had staff to do this. On 10/27/25 at 4:01 p.m. via phone, Staff C Certified Nursing 
Assistant (CMA) stated she observed Resident #1 slap the back of Resident #2's shoulder. She stated 
Resident #1 was all over all of the time and hard to redirect. She stated they kept an eye out for her when 
she was up and awake but thought it was impossible for them to care for her and her behaviors. She stated 
she did not think it was possible to prevent her from physically lashing out. On 10/28/25 at 8:22 a.m., Staff D 
Licensed Practical Nurse (LPN) stated Resident #1 was constantly moving and didn't rest. She stated none 
of her medications were effective. She stated when they went towards her, she started swinging and hitting 
people. She stated there was not enough staff to watch her and when asked if she thought the other 
residents were safe from Resident #1, she said no. On 10/28/25 at 8:47 a.m., Staff E LPN stated the resident 
was not on one-on-one supervision and she roamed all over and they tried to keep an eye on her. She stated 
it was not possible for them to prevent her from going in other rooms and stated she did not feel this was the 
facility for her. On 10/28/25 at 9:10 a.m., Staff F CNA stated Resident #1 was very mean to other residents 
and sometimes aggressive. She stated she slapped the other residents. She stated she was on 15-minute 
checks currently but she was able to get into other resident rooms without them knowing. On 10/28/25 at 
9:20 a.m., Staff G CNA stated the facility did not have enough staff to keep an eye on Resident #1 at all 
times. On 10/28/25 at 9:27 a.m., the Director of Nursing (DON) stated Resident #1 had a 30 second switch 
and could go from saying she loved her to calling her vulgar names. She went into other resident's rooms 
and if they became agitated, she became agitated and would hit. She stated they carried out numerous 
medication changes and stated one on one supervision may agitate her more. She stated if she was not on 
one-on-one supervision, there was no guarantee (she wouldn't physically lash out at staff again). She stated 
the sent-out referrals to other smaller facilities which may suit her better.
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