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Based on observation, interviews and records reviewed, for one of three sampled residents (Resident #1), 
who resides on a secured Dementia unit, has a known behavior that includes physical aggression and has 
been involved in multiple resident to resident physical and verbal altercations, the Facility failed to ensure 
that they provided him/her with an adequate level of staff supervision on the unit to maintain residents safety 
in an effort to prevent resident to resident altercations, therefore placing him/her and other residents on the 
unit at risk for injury. Findings include: Review of the Facility policy titled, Care Plan, comprehensive 
Person-centered, revised 01/2024, indicated a comprehensive, person-centered care plan will be developed 
for each resident. The policy indicated a care plan will include objectives that meet the residents' physical, 
psychosocial and functional needs. The policy indicated that the resident comprehensive care plan will 
identify problem areas and their causes as warranted and develop interventions that are targeted and 
meaningful to each resident. Review of the report submitted by the Facility via the Health Care Facility 
Reporting System (HCFRS), dated 02/26/25, indicated there was a resident-to-resident altercation involving 
Resident #1 and Resident #3, when Resident #1 put his/her hand on Resident #3's neck, resulting in a skin 
tear (laceration) to Resident #1. Review of the report submitted by the Facility via the HCFRS, dated 
06/16/25, indicated a resident-to-resident altercation involving Resident #1 and Resident #2 had occurred 
when Resident #1 went into Resident #2's room and stood over him/her resulting in scratches to Resident 
#1. Review of the report submitted by the Facility via the HCFRS, dated 08/13/25, indicated a resident-to 
resident altercation was witnessed by staff in which Resident #1 was observed to have pinched another 
Resident. Review of the report submitted by the Facility via the HCFRS, dated 09/15/25, indicated a 
resident-to-resident altercation involving Resident #1 and Resident #2 had occurred while Resident #1 was 
standing in Resident #2's room doorway. Review of the report submitted by the HCFRS, dated 12/12/25, 
indicated a resident-to-resident altercation involving Resident #1 and Resident #2 had occurred, on when 
Resident #1 removed the STOP sign and entered Resident #2's room resulting in a laceration to Resident 
#1. Review of the report submitted by the Facility via the HCFRS, dated 12/20/25, indicated a 
resident-to-resident altercation involving Resident #1 and Resident #2 had occurred when Resident #1 
removed the STOP sign and approached Resident #2 while he/she was in bed resulting in a bruise to 
Resident #1. Resident #1 was admitted to the Facility October 2023, diagnoses included Alzheimer's 
dementia, dementia with unspecified severity with other behavioral disturbance, generalized anxiety disorder 
and insomnia. Review of Resident #1's Minimum Data Set (MDS) Assessment, dated 10/06/25, indicated 
he/she was severely cognitively impaired and wandered, placing the resident at significant risk of getting into 
a potentially dangerous place, was dependent for activities of daily living (eating, toileting, hygiene, dressing) 
and required supervision for ambulation. Review of Resident #1's Behavior Care Plan, dated as initiated 
04/12/2024 and reviewed/revised on 12/26/25, indicated Resident #1 wanders on the unit, refuses/resists 
care, rummages, paces and throws/smears food, finds furnishings and will attempt and be successful at 
taking them apart or destroying items, enters other residents' rooms and is difficult to redirect at times, takes 
his/her personal belongings such as blankets, clothes, activity items, decorations etc. and throw/places them 
into trash receptacles, is aggressive towards [Spouse] at times and puts non-food items in his/her mouth and 
will refuse to allow staff to remove. Resident #1's Behavior Care Plan Interventions included; encourage 
[spouse]/health care proxy to not try and force resident to do things that he/she is showing signs of not 
wanting to do, invite and encourage activity programs consistent with established interests, offer snacks or 
drinks as a redirection tactic, provide non-confrontational environment for care, when agitated reapproach at 
a later time when resident is less agitated. Resident #2 was admitted to the Facility in July 2022, diagnoses 
included unspecified dementia with other behavior disturbance, cerebral infarction (stroke), diabetes mellitus 
and Schizophrenia (brain disorder that disrupts how a person thinks, feels and behaves). Review of Resident 
#2's Minimum Data Set (MDS) Assessment, dated 12/08/25, indicated he/she was cognitively intact, 
exhibited physical, verbal, and other behavior symptoms, rejected care, was dependent on staff for toileting, 
hygiene, dressing and required supervision for ambulation. Review of Resident #2's Behavior Care Plan, 
dated as initiated 04/29/25 and reviewed/revised 12/26/25, indicated he/she rejected/refused care, was 
sexually inappropriate, had angry outburst, and had a history of assaultive behaviors. Resident #2's Behavior 
Care Plan intervention included; encourage to call for assistance if someone enters his/her room, encourage 
to keep the STOP sign on his/her door at all times, when agitated reapproach at a later time when he/she is 
less agitated. During an interview on 12/30/25 at 9:15 A.M., Resident #2 said that Resident #1 came into 
his/her room all of the time and went into all of his/her drawers. Resident #2 said that he/she would wake up 
and be startled by Resident #1 standing at the foot of his/her bed. Resident #2 said that he/she had made 
staff aware that Resident #1 was bothering him/her and was told by staff to ring the call bell if Resident #1 
entered his/her room. Resident #2 said that he/she would ring the bell, and yell for staff but that Resident #1 
would continue to enter his/her room and approach him/her before staff would get there. Resident #3 was 
admitted to the Facility in September 2018, diagnoses included unspecified dementia with other behavioral 
disturbance, Schizophrenia, major depressive disorder, and anxiety disorder. Review of Resident #3's 
Minimum Data Set (MDS) Assessment, dated 12/08/25, indicated he/she was severely cognitively impaired, 
rejected care, wandered, was dependent on staff assistance for activities of daily living (eating, toileting, 
hygiene, dressing) and required supervision for ambulation. Review of Resident #3's Behavior Care Plan, 
dated as initiated on 04/16/25, and reviewed/revised on 10/08/25, indicated he/she exhibited repetitive 
actions/questions, exit seeking, crying pacing, wandering, placing self under the bed, physical aggression 
towards others, confronting other residents that rummage through his/her closet, and making attempts to 
grab males by the face.Resident #3's Behavior Care Plan interventions included STOP sign Velcro banner 
will be placed across resident door to deter other residents from entering his/her room, reassure resident to 
avoid placing self under bed, when agitated reapproach at a later time when resident is less agitated.During 
a telephone interview on 12/26/25 at 10:45 A.M., Visitor #1 said that Resident #1 had physical altercations 
with other residents at the Facility at least six or eight times, but that there were never any witnesses. Visitor 
#1 said that the Police had been to the facility at least twice to investigate theses altercations. Visitor #1 said 
that Resident #1 wanders throughout the day into all rooms, pushes chairs and other furniture, and is unable 
to participate in activities because he/she cannot focus. Visitor #1 said the facility staff do not provide enough 
supervision for Resident #1.On 12/30/25 from 9:30 A.M, until 9:38 A.M., while on Resident #1, #2 and #3's 
unit (3 West), the surveyor made the following observations: -Resident #1 was in the unit dining/day room 
located at the end of the hallway. -The dining/day room is not located in an area where staff walk by the 
dining/day room to get to other rooms. - The dining/day room is not visible from the Nurses station. -There 
are areas within the interior of the dining/day room that staff would only be able to visualize when standing in 
the doorway to the room. -There were four residents sitting at tables in the dining/day room, and Resident #1 
was observed to be standing over a table where two residents were sitting. -Resident #1 took a dining/day 
room chair and pushed it across the room into a wall, then walked over to another chair and pushed that 
chair into a different wall. -Resident #1 was observed to be mumbling while walking up to the other residents 
seated at tables and removing the tablecloths.-Resident #1 exited the dining/day room and proceeded to 
walk down the hallway. -During the entire time of the observation, from 9:30 A.M. to 9:38 A.M., there were no 
staff member present to provide supervision in the dining/day room during the observation and no staff 
members entered to check on the residents while the surveyor was there. During a telephone interview on 
01/02/26 at 3:00 P.M., the Psychiatric Nurse Practitioner (NP) said that Resident #1 should not be in the 
dining/day room without staff supervision. The NP said that Resident #1 would benefit from one-to-one 
supervision.Review of Resident #1's Psychiatric Evaluation and Consultation, dated 12/17/25, indicated 
he/she had more behaviors lately and was sometimes noncompliant with medications and care. The Note 
indicated that Staff should continue to redirect him/her and monitor for any signs or behaviors that would 
indicate harm to self or others and send to ER (emergency room). During an interview on 12/30/25 at 2:00 P.
M., Certified Nurse Aide (CNA) #1 (who worked the 7:00 A.M. to 3:00 P.M. shift, four days a week and had 
provided care to Resident #1) said that Resident #1 wanders into other residents' rooms and takes their 
personal items and that he/she had mastered taking the STOP sign banners off of the doorways. CNA #1 
said Resident #1 requires two care-givers to provide care because he/she hits and pushes staff. During an 
interview on 12/30/25 at 3:40 P.M., Certified Nurse Aide (CNA) #2, (who was assigned to provide care to 
Resident #1 on the 3:00P.M. through 11:00P.M. shift, five days a week) said that Resident #1 will remove the 
STOP signs that are across the doorways and go into other resident's rooms and try to take their blankets. 
CNA #2 said that one time she witnessed Resident #1 pick up an air mattress pump machine, that had been 
attached to the end of a bed and attempt to hit the resident lying in bed with the machine, but she had been 
able to stop him/her.CNA #2 said that Resident #1 gets aggressive and will raise his/her fists. CNA #2 said 
that she had seen Resident #1 remove the STOP sign, open the door, and enter Resident #2's room on 
multiple occasions. CNA #2 said that she had told Resident #2 to ring the call bell when Resident #1 was in 
his/her room because she cannot supervise Resident #1 while she is in other rooms providing care. CNA #2 
said she was not aware of any specific person that supervised Resident #1 when she busy with other 
residents.During an interview on 12/30/25 at 2:30 P.M., the Unit Manager said that Resident #1 goes into 
other residents' rooms every day. The Unit Manager said the STOP sign banners work about 80% of the 
time but on other days Resident #1 will take all the STOP sign banners down. The Unit Manager said 
although Resident #2 had agreed to a room change (in an effort to deter Resident #1 from going into his/her 
room) it had not altered Resident #1's behavior and Resident #1 continued to go into Resident #2's room. 
The Unit Manager said he was aware that Resident #2 became upset when Resident #1 had entered his/her 
room and that there had been physical altercations between them. During an interview on 12/30/25 at 3:00 P.
M., the Director of Social Services (DSS) said Resident #1 is into everything, wanders and is intrusive. The 
DSS said that Resident #1 and Resident #2 do not get along and that for the past several months staff have 
been trying to deter (keep) Resident #1 away from Resident #2, but that Resident #1 is fixated on going into 
Resident #2's room. The DSS said Resident #2 should have been moved to another unit prior to the incident 
on 12/20/25 and that she questions if the Facility is an appropriate setting for Resident #1, because he/she is 
hard to redirect and will fixate on other residents. During an interview on 12/30/25 at 4:05 P.M., the Assistant 
Director of Nurses (ADON) said Resident #1 wanders daily, can be aggressive and can be difficult to 
redirect. The ADON said the facility has tried two types of STOP sign banners on the doors, but that 
Resident #1 has figured them out and continues to enter other residents' rooms. The ADON said prior to the 
altercation involving Resident #1 and Resident #2 on 12/20/25, staff had redirected Resident #1 away from 
Resident #2's room three times, had closed the door, and replaced the STOP sign each time. The ADON 
said he was aware that resident-to-resident altercations had occurred involving Resident #1, Resident #2 
and Resident #3. The ADON said staff watch Resident #1 as much and as close as they can, but that 
sometimes they don't get to him/her in time. The ADON said Resident #1 should not have been in the 
day/dining room with other residents unsupervised.
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