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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, interviews, and record reviews, the facility failed to protect the residents' right to be free from 
physical abuse by another resident for 1 (#2) of 6 residents reviewed for abuse. The facility failed to ensure 
Resident #2 was free from physical abuse by Resident #1. This deficient practice resulted in actual physical 
harm on 10/28/2025 for Resident #2 when Resident #1 hit Resident #2 in the face with a chair. Resident #2 
obtained an Acute right orbital floor and anterior orbital rim fractures with no signs of entrapment, acute 
fracture of the anterior and posterolateral wall of the right maxillary sinus, and a comminuted fracture of the 
nasal bone with recommended surgical repair. The facility implemented corrective actions which were 
completed prior to the State Agency's investigation, thus it was determined to be a Past Noncompliance 
citation.Findings: Review of the facility's policy titled Abuse/Neglect Policy with a revised date of 04/03/2025, 
revealed the following, in part:Policy: It is the policy of the facility that each resident will be free from abuse.
DefinitionsA. Abuse: Abuse is the willful infliction of injury, unreasonable confinement, intimidation, or 
punishment with resulting physical harm, pain, or mental anguish.iii. Physical Abuse - includes hitting, 
slapping, pinching, and kicking. Review of the facility census revealed Resident #1 and Resident #2 shared a 
room beginning in April 2025. Review of Resident #1 and #2's incident reports dated 07/18/2025 through 
10/27/2025 revealed no physical altercations. Resident #2Review of Resident #2's Clinical Record revealed 
the resident was admitted to the facility on [DATE] with diagnoses, which included Schizophrenia, Bipolar 
Disorder, Cognitive Communication Deficit, and Primary Bilateral Open Angle Glaucoma. Review of Resident 
#2's Quarterly MDS with an ARD of 02/19/2025 revealed a BIMS of 15, which indicated he was cognitively 
intact. Review of Resident #2's current Care Plan revealed the resident had a potential for verbal aggression 
related to Depression, Bipolar Disorder, and Schizophrenia. On 10/28/2025, Resident #2 was verbally 
aggressive with Resident #1 which resulted in a physical altercation. Resident #2 sustained bruising and a 
skin tear to right eye. Staff immediately separated the 2 residents, implemented 1:1 supervision for both 
residents, began neurological assessments and skin treatments for Resident #2, and placed Resident #2 in a 
new room. Resident #2 refused to go to the Emergency Room. An x-ray of the right facial bone was 
completed in the facility and revealed a sinus fracture. Resident #2 agreed to go to emergency room with 
much encouragement. Review of Resident #2's Hospital records with a date of service of 10/28/2025 
revealed a CT of the Head without Contrast was completed with results of an Acute right orbital floor and 
anterior orbital rim fractures with no signs of entrapment, acute fracture of the anterior and posterolateral wall 
of the right maxillary sinus, and comminuted fractures of the nasal bone. Review of the Emergency 
Department Provider Notes dated 10/28/2025 revealed Resident #2 complained of pain to face, reported 
blurry vision at baseline, and no vision changes following incident. Review of the Hospital Ophthalmology 
Consult Note dated 10/29/2025 revealed the following in part:Assessment/Plan:1. Primary Open Angle 
Glaucoma-Denies pain currently; exam within normal limits in terms of trauma. No evidence of traumatic 
injury to anterior or posterior eye structures.2. Orbital Fracture Right Eye- no evidence of entrapment on 
imaging; extraocular muscles intact; Follow up with ENT/OMFS/Plastics for repair outpatient. Review of 
Resident #2's care plan, updated upon return from the hospital on [DATE] revealed the resident was 
discharged from the hospital due to refusing interventions. Resident #2 refused to cease smoking upon 
return to the facility when taken off droplet isolation. On 11/03/2025 an intervention was added for the 
resident to be seen by the Psychiatric MD on the next physician's round. Review of Resident #2's current 
Physician's Orders dated 10/31/2025 revealed the following, in part:Tylenol 325 mg by mouth every 4 hours 
as needed for pain per standing order for 7 days. Review of Resident #2's MAR revealed Tylenol 325 mg for 
pain had not been administered by the facility since the incident on 10/28/2025 or since his discharge from 
the hospital on [DATE]. Review of Resident #2's Nurses' Notes dated 10/31/2025-11/06/2025 revealed 
documentation Resident #2 was assessed by a nurse at least daily for pain and denied pain. Further review 
of Resident #2's Nurses' Notes revealed the following, in part:10/30/2025 at 1:46 p.m., a call was received 
from the hospital social worker who said Resident #2 refused to have scheduled surgery. S3DON and family 
were notified. Will continue to follow-up. 10/31/2025 at 9:09 p.m. Resident #2 returned to facility at 8:50 p.m. 
Resident #2 was alert x3, PERRL, with facial bruising was noted to right side eyes, cheeks and forehead. 
Resident #2 had 2 butterfly bandages to upper eyebrow. Resident #2 denied pain or shortness of breath. 
Resident #2 denied SOB. Follow up with OMFS scheduled for 11/12/2025 with tentative surgery plans for 
11/13/2025. 11/01/2025 at 5:40 a.m., Resident #2 was in bed appearing to be resting with respirations even 
and unlabored, Vital Signs: Blood Pressure 140/91, Pulse 87, Respirations 17, Oxygen saturation was 97% 
with 2L nasal cannula in place, Temperature 98.2. Resident #2 was alert to verbal stimuli, Resident #2 
complained of no pain or discomfort. Resident #2 was able to make needs known. 11/01/2025 at 11:08 a.m., 
Resident #2 observed lying in bed awake and alert. He was verbally responsive with clear, coherent speech. 
Resident #2 is oriented to name, place, and date. Dark bruising and hematoma noted around the right eye, 
related to a previous physical altercation. Discoloration appears deep purple to dark brown, consistent with 
healing. No new swelling, drainage, or open areas observed. Resident #2 denies pain or tenderness to the 
site at this time. Resident #2 has a documented diagnosis of legal blindness, which was present prior to the 
incident. He remains calm, cooperative, and able to communicate needs effectively during assessment. 
11/04/2025 at 10:30 a.m. Resident #2 denies feelings of sadness, hopelessness, loss of appetite, agitation. 
Reassured Resident #2 that he is safe, and denied needing anything. Resident #2 remains on isolation at 
this time. Will continue to monitor. 11/04/2025 at 7:25 p.m. Resident #2 in bed listening to the television. 
Resident #2 remains on isolation precautions. Resident #2 in pleasant mood. Resident #2 ate 2 sandwiches 
for dinner along with snack and fruit from dinner tray. Resident very talkative and denies pain or discomfort. 
No complaints of shortness of breath. 11/05/2025 at 1:39 p.m. Resident #2 in room up in wheelchair listening 
to music. Remains on isolation precautions. Resident #2 denies pain at this time. Appetite has increased, 
Resident #2 ate all of breakfast and snacks and 75% of lunch. Medication administered as prescribed and 
taken without difficulty. Resident #2 in good spirits. O2 98% on room air.11/05/2025 at 8:31 p.m. Resident #2 
in bed resting at this time. No complaints of pain or discomfort. Resident #2 ate all of his dinner and said he 
has been having a sweet tooth, eating lots of snacks. Resident #2 pleasant this shift and smiled and talked to 
this nurse during rounding. 11/06/2025 at 9:00 a.m. Resident #2 sitting outside on the back patio and 
appears to be in a good mood. Resident #2 stated, I am doing fine, and thank you for checking on me! 
Resident #2 denies pain/discomfort. Voices no concerns. Denies unsafe feelings at this time. Reassured 
resident that he is safe and discussed measures put in place by facility to maintain his and all residents' 
safety. Resident #2 verbalized understanding and expressed gratitude. Will continue to monitor. 11/06/2025 
at 1:46 p.m. Resident #2 has no open skin noted to his face. He continues with bruising to the right side of 
his face. There is no swelling noted at this time or complaints of pain. Will continue to monitor. Resident 
#1Review of Resident #1's clinical record revealed the resident was admitted to the facility on [DATE] with 
diagnoses, which included Cognitive Communication Deficit, Paranoid Schizophrenia, and Vascular 
Dementia Review of Resident #1's MDS with an ARD of 08/19/2025 revealed Resident #1 had a BIMS of 8, 
which indicated moderate cognitive impairment. Review of Resident #1's current Care Plan revealed the 
resident had impaired cognitive function/dementia or impaired thought processes related to Dementia and 
Schizophrenia. On 10/28/2025, Resident #1 was in an altercation with roommate. Following the incident 
Resident #1 was placed on 1:1 supervision with staff until discharged to the behavioral hospital for 
evaluation. On 11/06/2025 at 4:18 p.m., an observation and interview was conducted with Resident #2 sitting 
on his bed in his room. An area of dark discoloration was noted under his right eye. No swelling or obvious 
deformity was observed to the facial area. No signs of distressed breathing or any other outward signs of 
pain noted. Resident #2 stated Resident #1 hit him in the face with a chair about a week ago after he asked 
Resident #1 if he had moved his shirt. He explained Resident #1 became angry and yelled, I don't have your 
shirt; I can't wear your clothes, and then hit him with a chair. He stated Resident #1 had never hit him before. 
He said staff immediately intervened, separated him from Resident #1, and examined his injury. He said he 
had a facial fracture and was sent to the emergency room. He denied having pain when the incident 
occurred. He said the only pain he currently had was occasional headaches, but that he had those prior to 
the fracture. He said he and Resident #1 had argued before at times, but it had never became physical. He 
stated he always felt safe in the facility and prior to Resident #1 hitting him the administrator had offered to 
move him to a new room, but he declined. He stated after the incident the facility sent Resident #1 out of 
here and he had not returned. Resident #2 stated he did not have any change in vision, or problems with 
eating and drinking following the incident. On 11/07/2025 at 10:30 a.m., an observation was made of 
Resident #2 in the dining room seated in his wheelchair at a table interacting with other residents. No 
distress noted. On 11/07/2025 at 10:40 a.m., an interview was conducted with Resident #2 in his room. He 
denied having any pain and confirmed staff always asked if he had pain and offered medicine, but he didn't 
need it. He denied feelings of depression, anxiety or emotional distress. He confirmed he had been talking to 
the Social Worker day to day since he got back from the hospital. He stated he was going to have surgery to 
fix the area around his eye and nose soon, and was glad to be off isolation and enjoying smoking his 
cigarettes.On 11/07/2025 at 12:22 p.m., an interview as conducted with S4LPN. She confirmed she 
witnessed the incident on 10/28/2025 at 1:00 p.m. between Resident #1 and Resident #2. She stated both 
residents were verbally arguing about a shirt when she first intervened and de-escalated the situation. She 
stated Resident #2 returned to his room, and Resident #1 sat in a chair outside of the room calmly. S4LPN 
stated about 5 minutes later, she was still in the hallway two doors away when she heard loud arguing. She 
saw Resident #2 in the hallway standing over Resident #1 in his personal space. S4LPN stated as she 
intervened, Resident #1 stood, picked up his chair and swung it once at Resident #2, hitting S4LPN in the 
arm, and hitting Resident #2's face. She stated she immediately called for help and the residents were 
separated, put on 1:1 observation, and assessed. She said there was a skin tear to the right side of Resident 
#2's face, and redness to his chin, but no obvious deformity or swelling. She stated Resident #2 denied any 
pain, and refused having his vital signs checked. S4LPN stated Resident #2's nose bled intermittently, and 
an x-ray was ordered after notifying the medical provider. She stated when the results showed a fracture, the 
provider was notified, and Resident #2 was sent to the Emergency Room. S4LPN confirmed Resident #2 has 
not complained of pain since his return from the hospital, continued to eat well, and had resumed smoking. 
S4LPN confirmed she received training on abuse and handling aggressive resident behaviors after the 
incident. She stated she notified S3DON immediately of the incident. On 11/07/2025 at 11:00 a.m., an 
interview was conducted with S7NP. She confirmed the Medical Doctor had been notified of the incident on 
10/28/2025, and an x-ray was ordered after Resident #2's nose bled off and on afterward. She confirmed the 
x-ray revealed a sinus fracture, and Resident #2 was sent to the emergency room for further assessment. 
She said there had been no changes in Resident #1 or Resident #2's behaviors prior to the incident on 
10/28/2025. S7NP stated Resident #2 denied pain or emotional distress since the incident. S7NP stated 
Resident #2 initially refused the surgery but later agreed. She stated the facility could not have anticipated or 
prevented this incident from occurring. On 11/07/2025 at 11:46 a.m., an interview was conducted with 
S12CNA. S12CNA confirmed she worked with Resident #2 regularly, but did not work on his hall the day of 
the incident. S12CNA stated Resident #2's behavior had been the same as before the incident and he had 
not verbalized any pain or fear to her since returning from the hospital. S12CNA confirmed she received 
training on abuse and dealing with difficult or aggressive behaviors after the incident. On 11/07/2025 at 2:07 
p.m., an interview as conducted with S5CNA. S5CNA confirmed she worked on 10/28/2025 but did not 
witness the incident between Residents #1 and #2. She stated after the incident both residents were placed 
on 1:1 observation and had no further issues. She stated she had not witnessed any changes in either 
resident's behavior leading up to the incident and had never seen either be physically or verbally aggressive 
toward each other. S5CNA stated she had been trained on abuse and neglect previously and received 
training again a few days after the incident, and correctly verbalized types of abuse, and to report it 
immediately if witnessed. S5CNA stated she had not noticed any changes in Resident #2's behavior after the 
incident, and he had not complained of any pain to her. On 11/07/2025 at 3:01 p.m., an interview as 
conducted with S11CNA. He confirmed he worked on 10/28/2025 but did not witness the incident between 
Residents #1 and #2. He stated he heard loud talking, but staff had already responded and the residents 
were being separated and put on 1:1 observation, which meant in arms' length of staff at all times. He denied 
being aware of any changes in Residents #1 or #2's behaviors leading up to the incident. He said he did not 
know of any other incidents between the 2 residents. He confirmed he received abuse and neglect training 
annually and again after the incident on 10/28/2025. He was able to correctly identify types of abuse and 
vernalized he would report it immediately if he witnessed it happen. On 11/07/2025 at 3:08 p.m., an interview 
was conducted with S13PNP. S13PNP stated she assessed Resident #2 on 11/04/2025. She confirmed he 
was pleasant, expressed no concerns related to the incident, and exhibited appropriate behavior. She stated 
he denied pain, fear, depression, or anxiety.On 11/10/2025 at 11:45 a.m., an interview was conducted with 
S3DON. S3DON confirmed on 10/28/2028 Resident #1 hit Resident #2 with a chair. S3DON stated staff 
were present and able to immediately intervene when the incident began. S3DON said after the incident, 
both residents were immediately separated, assessed by nursing staff and placed on 1:1 observation until 
Resident #1 was discharged to the behavioral hospital, and staff implemented neuro checks for Resident #2. 
Resident #2 received an x-ray where results showed a nasal fracture and the resident was sent to the 
Emergency room. She stated staff responded timely and appropriately to the incident, and it could not have 
been predicted. S3DON stated Resident #2 had not complained of pain to his face since the incident or 
requested pain medication related to the incident. She further stated he had not displayed sadness, 
hopelessness, loss of appetite, or agitation. She confirmed after fracture precautions had been explained to 
Resident #2, he still resumed smoking on 11/07/2025, and had not complained of difficulty breathing. She 
confirmed after the incident she began the process of implementing a Plan of Correction which included 
training all staff on abuse, neglect, and dealing with aggressive resident behaviors. She stated a QAPI plan 
related to abuse was also implemented on abuse, and there was ongoing monitoring tools in which random 
cognitively impaired and cognitively intact residents had been identified by BIMS and were being monitored 
for abuse 3 times a week for 6 weeks and monthly thereafter. She stated cognitively impaired resident 
monitoring was accomplished by assessing for any indication of abuse by direct observation of resident 
change in behavior such as crying, withdrawn, decrease in activity participation, acting out at others; and 
skin audits when indicated. S3DON stated cognitive residents were also interviewed regarding any concerns 
of abuse, and this would be monitored 3 times a week for 6 weeks and monthly thereafter. On 11/10/2025 at 
12:38 p.m., an interview was conducted with S1ADM. S1ADM said after being notified by S3DON of the 
incident, and viewing the incident of the facility's video footage, he could confirm Resident #1 physically 
abused Resident #2 on 10/28/2025 when he hit Resident #1 with a chair. S1ADM explained the video 
revealed Resident #2 standing in front of and over Resident #1 speaking in a loud voice, before Resident #2 
hit him with the chair. He stated staff could be seen responding immediately and appropriately. He stated 
after the incident both residents were separated and put on 1:1 observation for safety, later sent to the 
appropriate outside facilities, and the appropriate agencies had been notified timely. He confirmed Resident 
#1 was being discharged from the facility and would not be returning. S1ADM confirmed to prevent future 
resident to resident physical abuse, S3DON implemented a Plan of Correction in which all staff were trained 
on abuse and handling aggressive resident behaviors after the incident. He stated S3DON had also 
implemented ongoing monitoring tools in which random cognitively impaired and cognitively intact residents 
had been identified and were being monitored for abuse. S1ADM stated since Resident #2 returned from the 
hospital, he complained of being unable to smoke while on isolation for the flu, but had resumed smoking 
since his room isolation had ended. S1ADM stated Resident #2 denied pain on every occasion he asked, 
and was only concerned about smoking. S1ADM further stated Resident #2 has not displayed or voiced fear, 
emotional distress, or depression since returning to the facility. On 11/06/2025 at 10:20 a.m., S3DON 
provided documentation the facility initiated an effective Plan of Correction on 10/28/2025, which included: 
On 10/28/2025 at 1:00 p.m., an altercation occurred between Resident #2 (BIMS 15) and Resident #1(BIMS 
8).S4LPN was on the hall when she heard both residents arguing with each other and immediately 
de-escalated the situation. S4LPN witnessed Resident #1 holding the chair he had been sitting in over his 
head and attempting to swing it at [Resident #2], his roommate. S4LPN immediately intervened by reaching 
over to grab the chair from the Resident #1's hand, but Resident #1 continued to swing the chair, which 
resulted in the leg of the chair hitting S4LPN's arm and Resident #2's face. Both residents were immediately 
separated and put on 1:1 supervision. S3DON/S9ADON notified S10WCN, and S4LPN assessed Resident 
#2 with facial injuries noted. Treatment to skin tear underneath right eye provided by S10WCN. Order for 
facial x-ray received. Resident #1 refused to be assessed. Resident #2 remained a 1:1 and moved to a 
different room. Resident #1 remained on 1:1 supervision until transportation arrived to transport to a local 
behavioral hospital at approximately 7:50 p.m. 1:1 Supervision consists of one staff member assigned to 
supervise a single resident indicating a staff member to remain within close proximity of the resident being 
supervised. 1:1 supervision is indicated for a resident who poses a specific threat to another resident. On 
10/28/2025 S3DON and S9ADON initiated an in service with all staff and reviewed the following areas:1. 
Abuse/Neglect, Reporting Abuse/Neglect to Immediate Supervisor, Administrator, Director of Nursing, 
Charge Nurse, Weekend RN, Floor Nurse.2. How to respond to an aggressive resident per policy/procedure.
A resident list as completed for resident's BIMS scores for identification of other residents at risk. Resident 
with a BIMS of 10 or less were identified as Cognitive Impairment/Communication Impairment. A QAPI 
monitor was developed to assess random residents who reside on the [Memory Care] unit and are 
Cognitively Impaired, for any indication of abuse by direct observation of resident change in behavior (crying, 
withdrawn, decrease in activity participation, acting out at others). The QA Monitor will be completed for 3 
random residents that are cognitively impaired 3 times a week for 6 weeks and monthly thereafter. A resident 
list for residents that are cognitively intact with a BIMS of 13 or greater as completed by S3DON. An 
additional QA Monitor as developed for reporting of alleged violations. The QA Monitor will be completed 3 
times a week for 6 weeks and monthly thereafter. We need to add a review of the training log (you can put it 
down here) to say we looked at the logs and the monitoring. On 10/28/2025 S10WCN and S9ADON 
in-serviced nursing staff regarding CNA assignments in designated locations for both secure unites. The 
assignment of designated locations is to ensure staff are visible and ensure any resident care concerns are 
identified. The in-services were on-going. The PRN staff and new hires will be in-serviced prior to working. 
The likelihood for resident to resident altercation with injury to any resident no longer existed as of 
10/28/2025. Monitors ongoing. Throughout the survey from 11/06/2025 to 11/12/2025, observations, 
interviews, and record reviews revealed the above listed actions were implemented. Random staff interviews 
revealed staff received training on the facility's abuse policy and procedure and were given questionnaires 
testing their knowledge. Observations were made throughout the survey with no abuse identified. 
Observations, interviews, and record review, revealed monitoring had begun with no further issues identified.
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