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F 0607

Level of Harm - Minimal harm or
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This citation pertains to Intake: 2575125 Based on interview and record review, the facility failed to
implement the abuse policy for reporting and response to allegations of abuse in 1 of 3 residents (Resident
#102) reviewed for abuse, resulting in the potential for further allegations of abuse to be unreported. Findings
include:Resident #101Review of an admission Record revealed Resident #101 was a male, with pertinent
diagnoses which included: unspecified dementia, unspecified severity, without behavioral disturbance,
psychotic disturbance, mood disturbance, and anxiety; mild cognitive impairment of uncertain or unknown
etiology; and cognitive communication deficit. Review of a Minimum Data Set (MDS) assessment for
Resident #101, with a reference date of 5/1/25 revealed a Brief Interview for Mental Status (BIMS) score of
3, out of a total possible score of 15, which indicated Resident #101 was severely cognitively impaired.
Resident #102Review of an admission Record revealed Resident #102 was a male, with pertinent diagnoses
which included: legal blindness, as defined in USA; essential (primary) hypertension (high blood pressure).
Review of a Minimum Data Set (MDS) assessment for Resident #102, with a reference date of 5/21/25
revealed a Brief Interview for Mental Status (BIMS) score of 12, out of a total possible score of 15, which
indicated Resident #102 was moderately cognitively impaired.Review of Resident #102's Progress Note
dated 7/28/25 at 3:41 PM and authored by Nursing Home Administrator (NHA) A revealed, Note Text:
Regarding a possible altercation between this resident and another resident (referring to Resident #101) over
the weekend. This resident said that another resident (referring to Resident #101) was saying some things
that this resident found annoying and that was frustrating. This resident said he put his hands up to shoo the
other resident away. This resident said no hotting (sic), slapping, or contact of any kind happened. Abuse
could not be substantiated.Review of Resident #102's Case Management Progress Note dated 7/29/25 at
9:00 AM and authored by Case Manager (CM) F revealed, Note Text: Went down to check on (Resident
#102) after the events of the weekend. | asked him about what happened and he stated that (Resident #101)
came to his table in the dining room and started talking to him about the (group name omitted) and racial
accusations. He stated that he was upset bythe (sic) conversation and wanted (Resident #101) to stop
talking and swearing. When (Resident #101) wouldn't stop he hit (Resident #101) in the stomach because he
felt frustrated.l asked him if he actually hit him, actually made contact with him and he said yes, in the
stomach.Review of Resident #102's Social Services Progress Note dated 7/29/25 at 1:49 PM and authored
by Manager of Case Management (MCM) G revealed, Note Text: Psychosocial visit after weekend events.
Met with (Resident #102) to f/u (follow up) regarding peer-to-peer interactions. Reports he was frustrated
with what peer (referring to Resident #101) was saying including racial and rude comments. (Resident #102)
states he was trying to get him away and hit him. This writer asked if made physical contact, (Resident #102)
confirmed he did.In an interview on 8/4/25 at 3:15, NHA A reported he initially had not been made aware of
the interaction between Resident #101 and Resident #102 because it had occurred on a Sunday and he had
not been made aware of it until the following Monday. NHA A reported when they were made aware of the
interaction, Director of Nursing B had interviewed Resident #102 and he had said that he didn't slap Resident
#101 but he was using his hands to shoo him away. NHA A reported the nurse (LPN N) who had responded
was unaware that it needed to be reported immediately because she had not seen it happen. NHA A
reported the interaction had not originally been reported to the State Agency because when he was made
aware of it on that Monday morning, Resident #102 had reported he had not slapped Resident #101 but had
been using his arms to shoo Resident #101 away. NHA A reported he had been made aware that Resident
#102 actually hit Resident #101 today and would submit the incident to the State Agency. In an interview on
8/5/25 at 8:36 AM, Licensed Practical Nurse (LPN) N reported she had responded to the altercation between
Resident #101 and Resident #102. LPN N reported she had not actually witnessed the altercation herself
because she was on the unit passing medications at the time but what was told to her was that Resident
#101 was calling Resident #102 a racist and then Resident #102 slapped Resident #101. LPN N reported
when she arrived, the residents were no longer in a confrontation, and she addressed them both and told
them they both lived at the facility and had to be respectful of one another. LPN N reported she then
addressed Resident #102 and told him under no circumstances was anybody to lay hands on somebody
else. LPN N reported she then had to go back to passing her medications. LPN N reported she did not report
the incident to anyone that Resident #102 had hit Resident #101. LPN N stated that was my error. LPN N
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F 0689 This citation pertains to Intake: 2575125 Based on interview and record review, the facility failed to provide
adequate supervision to prevent a resident-to-resident altercation for 2 (Resident #101, Resident #102) of 3
Level of Harm - Minimal harm or residents reviewed for abuse, resulting in Resident #101 making racial accusations to Resident #102 and
potential for actual harm Resident #102 hitting Resident #101 in the stomach. Findings include:Resident #101 Review of an
admission Record revealed Resident #101 was a male, with pertinent diagnoses which included: unspecified
Residents Affected - Few dementia, unspecified severity, without behavioral disturbance, psychotic disturbance, mood disturbance,

and anxiety; mild cognitive impairment of uncertain or unknown etiology; and cognitive communication
deficit. Review of a Minimum Data Set (MDS) assessment for Resident #101, with a reference date of 5/1/25
revealed a Brief Interview for Mental Status (BIMS) score of 3, out of a total possible score of 15, which
indicated Resident #101 was severely cognitively impaired.Review of Resident #101's Care Plan in place on
7/27/25 (at the time of the altercation) revealed, | have a potential for mood/behavior problem r/t (related to)
ETOH (alcohol) abuse.l may yell out at staff or peers. last revised 1/23/25 with care planned interventions
which included Remove resident from areas with other residents, as needed, when he is exhibiting
inappropriate behaviors Date Initiated: 10/31/23. Resident #102 Review of an admission Record revealed
Resident #102 was a male, with pertinent diagnoses which included: legal blindness, as defined in USA;
essential (primary) hypertension (high blood pressure). Review of a Minimum Data Set (MDS) assessment
for Resident #102, with a reference date of 5/21/25 revealed a Brief Interview for Mental Status (BIMS) score
of 12, out of a total possible score of 15, which indicated Resident #102 was moderately cognitively impaired.
In an interview on 8/4/25 at 2:28 PM, Resident #102 reported he had an incident with another resident
(Resident #101) about a week ago. Resident #102 reported Resident #101 had come up to him making
racial accusations. Resident #102 reported he tried to tell Resident #101 to leave but he wouldn't. Resident
#102 reported a friend at another table had kept telling Resident #101 to shut up. Resident #102 reported he
got tired of what Resident #101 was saying and hit him in the belly. Resident #102 reported he was angry
because Resident #101 wouldn't leave his table. Resident #102 reported he wasn't doing anything except
waiting for his food to come when Resident #101 started all that. Review of Resident #102's Case
Management Progress Note dated 7/29/25 at 9:00 AM and authored by Case Manager (CM) F revealed,
Note Text: Went down to check on (Resident #102) after the events of the weekend. | asked him about what
happened and he stated that (Resident #101) came to his table in the dining room and started talking to him
about the (group name omitted) and racial accusations. He stated that he was upset bythe (sic) conversation
and wanted (Resident #101) to stop talking and swearing. When (Resident #101) wouldn't stop he hit
(Resident #101) in the stomach because he felt frustrated.| asked him if he actually hit him, actually made
contact with him and he said yes, in the stomach. Review of Resident #102's Social Services Progress Note
dated 7/29/25 at 1:49 PM and authored by Manager of Case Management (MCM) G revealed, Note Text:
Psychosocial visit after weekend events. Met with (Resident #102) to f/u (follow up) regarding peer-to-peer
interactions. Reports he was frustrated with what peer (referring to Resident #101) was saying including
racial and rude comments. (Resident #102) states he was trying to get him away and hit him. This writer
asked if made physical contact, (Resident #102) confirmed he did. In an interview on 8/5/25 at 8:36 AM,
Licensed Practical Nurse (LPN) N reported she had not witnessed the altercation between Resident #101
and Resident #102 but responded to it. LPN N reported she had been on the unit passing medications at the
time when somebody reported there had been an altercation between Resident #101 and Resident #102.
LPN N reported it was a super busy day. In an interview on 8/5/25 at 8:48 AM, Dietary Aide (DA) E reported
he had been preparing drinks for the lunch meal when he heard Resident #102 yell to Resident #101 that is
racist. DA E reported at that point he went into the kitchen and told Sous Chef (SC) L what was happening.
DA E reported he did not think there was any other staff in the dining room at the time. In an interview on
8/5/25 at 10:03 AM, SC L reported the serving staff (referring to DA E) had come to her during the middle of
serving lunch and reported that Resident #101 and Resident #102 were arguing. SC L reported by the time
she got to the dining room, the altercation had ended. In an interview on 8/5/25 at 11:00 AM, Unit Manager
(UM) J reported on 7/27/25 when the altercation occurred between Resident #101 and Resident #102 during
the lunch meal, Certified Nurse Aide (CNA) | and LPN M had been assigned to the dining room. UM J
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