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Provide the required documentation or notification related to the resident's needs, appeal rights, or bed-hold 
policies.
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potential for actual harm
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to 1) provide the resident representative a written notice for a 
bed hold upon a transfer to the hospital and 2) follow up with the resident/responsible party and document 
the follow up in the resident's medical chart for 1 resident (Resident #1) of 1 resident reviewed for hospital 
transfers resulting in the potential for a resident and/or resident's representative being uninformed of the bed 
hold policy.Findings include: Resident #1 (R1)Review of the admission Record and Minimum Data Set 
(MDS) dated [DATE] revealed R1's initial admission date to the facility was on 10/16/2024 with pertinent 
diagnoses including dementia (decline in mental abilities such as memory, thinking and reasoning that is 
severe enough to interfere with daily life) and depression. Brief Interview for Mental Status (BIMS) reflected a 
score of 4 out of 15 which indicated R1 was severely cognitively impaired (00 to 07 is severe cognitive 
impairment). R1 was transferred to the hospital on [DATE] and returned to the facility on [DATE] with a 
closed left femoral neck fracture that required surgical intervention.During an interview on 10/20/2025 at 
12:09 PM, FM E stated that the facility did not talk to her about holding R1's bed when R1 transferred to the 
hospital for her fracture but she was hoping R1 was going back to the facility because she could not take 
care of her at home. FM E was glad that they brought her back to the facility.Review of R1's chart revealed 
that there was no bed hold documentation or bed hold notice document found. During a phone conversation 
on 10/20/2025 at 12:30 PM, Licensed Practical Nurse (LPN) M stated that she sent a bed hold notice with 
R1with other paperwork when she went to the hospital which is standard protocol. LPN M said the nurse 
sends the paperwork with the resident and then management follows up with the resident/responsible party. 
During an interview on 10/20/2025 at 12:42 PM, Licensed Vocational Nurse (LVN) F stated the bed hold 
notice is at the nurses' station and is given to the resident to sign at the time of transfer to the hospital along 
with other items in the transfer packet. LVN F said then she makes a copy and gives it to management to 
follow up on. An email from Nursing Home Administrator (NHA) A on 10/21/2025 at 8:48 AM revealed When 
sending a resident out they get the bed hold policy and send it with the other paperwork. We attempted to 
call the daughter several times but were not successful. The hospital doesn't send a copy back.During an 
interview on 10/22/2025 at 8:50 AM, admission Director (AD) C stated that upon admission, residents are 
given a copy of the bed hold policy along with their admission paperwork. AD C said she explains what it 
means at the time and then the nurses are responsible for giving the bed hold notice to the 
resident/resident's representative upon transfer to the hospital. AD C stated that the Business Office 
Manager (BOM) follows up with the resident/resident's representative when there is a transfer to hospital to 
see if they would like to hold the bed. During an interview on 10/22/2025 at 9:00 AM, BOM S stated that the 
bed hold policy is given and explained upon admission by AD C and the clinical team sends a copy with the 
resident when there is a hospital transfer. BOM S said then AD C calls and follows up with the 
resident/responsible party to see if they want to hold the bed per facility policy. BOM S said that follow up 
should occur no matter what the payor source is per facility policy. During an interview on 10/22/2025 at 
10:39 AM, Director of Nursing (DON) B stated that AD C gives the initial bed hold policy upon admission and 
then the nurses sends the bed hold notice to residents when they are sent out to the hospital and then BOM 
S follows up the resident/responsible party afterwards to see if they want to hold the bed. For R1, DON B 
stated that they don't keep a copy of the bed hold notice and that NHA A tried to contact R1's responsible 
party and had notes in R1's chart. During an interview on 10/22/2025 at 11:36 AM, NHA A stated that she 
didn't document anything in R1's chart because she knew R1 was coming back to the facility so she didn't 
see the need to call the responsible party about the bed hold. NHA A said she wasn't sure what the facility 
policy said but that AD C was in charge of the bed hold follow up. Review of the Bed Hold Procedure with a 
revision date of 4/18/2023 revealed Policy Overview: Upon a resident's transfer for hospitalization, the facility 
will provide the resident and the resident representative written notice which specifies the duration of the bed 
hold policy and address information explaining the return of the resident to the next available bed. 
Procedure. Upon discharge for emergency medical treatment the facility's admissions director or designee 
will attempt to contact the resident and/or the resident's representative within 24 hours and/or the next 
business day to confirm their decision related to a bed hold and document their attempt(s) and/or the 
resident's representatives bed hold decision in the resident's record. The admission Director or designee will 
also send a copy of the Bed Hold Notice to the resident's representative via e-mail or postal mail and 
document in the resident's record. If a Medicaid resident has used the maximum allowable bed hold days, 
the resident and/or their representative may choose to pay privately to continue to hold the bed at their 
discretion.
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Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #2641096.Based on observation, interview, and record review, the facility failed to ensure 
adequate supervision to prevent resident to resident abuse for 1 resident (Resident #1) of 3 residents 
reviewed for abuse, resulting in Resident #2 who had a history of delusions, hallucinations and aggression, 
pushed Resident #1. Resident #1 fell and sustained a closed left femoral neck (hip bone) fracture and 
subsequent surgical intervention. Findings include: Review of the Facility Report Incident (FRI) initial report 
to the State Agency on 10/11/2025 revealed {Licensed Practical Nurse (LPN) M} notified the Administrator 
that at approximately 11:30 AM resident (Resident #1) was observed on the floor near the doorway of 
resident (Resident #2's) room. Upon assessment, (Resident #1) reported pain in her left hip, accompanied 
by impaired range of motion. resident was transported to the emergency room for further evaluation. 
Statements: (LPN M): LPN M reported that during her interview with (Resident #2), he verbalized that he 
pushed the female resident (Resident #1) because she was entering his room and he did not want her in 
there. (LPN M) also stated that (Resident #1) told her, That man pushed me.Resident #1 (R1)Review of the 
admission Record and Minimum Data Set (MDS) dated [DATE] revealed R1's initial admission date to the 
facility was on 10/16/2024 with pertinent diagnoses including dementia (decline in mental abilities such as 
memory, thinking and reasoning that is severe enough to interfere with daily life) and depression. Brief 
Interview for Mental Status (BIMS) reflected a score of 4 out of 15 which indicated R1 was severely 
cognitively impaired (00 to 07 is severe cognitive impairment). R1 was transferred to the hospital on [DATE] 
and returned to the facility on [DATE] with a closed left femoral neck fracture that required surgical 
intervention.Review of R1's hospital records dated 10/11/2025 revealed .Summary: (R1) is a 78 y.o. female 
with PMHx (past medical history) of dementia who presented to the ED (emergency department) from SNF 
(Skilled Nursing Facility) after an unwitnessed ground level fall in the hallway. She was reportedly pushed by 
another resident after she walked into the wrong room. Unknown how long she was down. Patient is on 
Hospice but she and daughter, her DPOA (durable power of attorney), agrees to revoke Hospice for surgery 
with plan to go back on Hospice after. Patient denies any pain currently. ED Course: X-ray of the left hip 
showed a left femoral neck fx (fracture) with possibility of a superior pubic rami fx (fracture) . Orthopedic 
surgery was consulted.asked to admit.Review of R1's Discharge GG Evaluation dated 10/11/2025 revealed 
that R1 was independent with transfers prior to discharge to the hospital.During a phone interview on 
10/20/2025 at 12:09 AM, Family Member (FM) E stated that R1 wandered around the facility independently 
since admission and could do ADLs (Activities of Daily Living) independently with some encouragement by 
staff prior to the incident.During a phone interview on 10/20/2025 at 11:53 AM, LPN M stated that she did not 
witness the incident on 10/11/2025. She said she was at the nurses' station and R1 was at the nurses' 
station and shortly after that CNA N came to her and said R1 was on the floor outside of R2's door, LPN M 
stated that R1 said that man pushed me (referring to R2). LPN M reported that since R1 came back from 
hospital, that she (R1) needs assistance with ADLs and walking where she was independent prior to the 
incident only needing guidance for the order of doing certain tasks such as pulling up her pants after using 
the bathroom. During an interview and observation on 10/20/2025 at 8:42 AM, R1 was lying in bed and said 
she needed to use the bathroom. She appeared confused and wasn't sure if she needed staff to help her use 
the bathroom. R1 did not remember the incident, how she got the fracture, or that a resident pushed her.
Review of R1's admission Evaluation dated 10/16/2024 revealed .VII. Elopement.2. Mental Status: 
disoriented, wanders aimlessly. 3. Mobility: is independent with locomotion with or without an assisted device 
including a wheelchair.6. Wandering/exit seeking: behaviors redirectable .Review of R1's Behavior log from 
7/1/2025 to 10/21/2025 revealed there were 12 days of documented behaviors related to wandering out of 
112 days reviewed and with the question Has the resident exhibited this behavior before? yes was 
documented. Review of R1's care plan for behavior revealed At risk for changes in behavior and mood 
related to depression, anxiety, dementia, history of CVA (cardiovascular accident), cognitive communication 
deficit. Date initiated: 10/6/2025. interventions/tasks.encourage resident to attend activities of choice, date 
initiated 10/20/2025, evaluate for physical needs: hunger, thirst, positioning, toileting, pain, cold/warm, etc , 
date initiated 10/20/2025. May attempt distraction interventions: music, activities, relaxation techniques, 
positioning, etc., date initiated 10/6/2025, non-pharmacological interventions: invite to activities and talk with 
resident about cooking, jewelry making, animals (dogs/cats), watching tv (all kinds), music (country), date 
initiated 10/20/2025.targeted behaviors: sadness, anxiousness, may wander down the hallways, may wander 
near/in resident rooms, date initiated 10/20/2025 .Review of R1's care plan for dementia revealed The 
resident has impaired cognitive function or impaired thought processes r/t (related to) dementia. Date 
initiated 8/11/2025. interventions/ tasks.cue, reorient and supervise as needed. provide a program of 
activities that accommodates the resident's abilities. Resident #2 (R2)Review of the admission Record and 
Minimum Data Set (MDS) dated [DATE] revealed R2's initial admission date to the facility was on 10/5/2024 
with pertinent diagnoses including paranoid schizophrenia (persistent delusions and hallucinations, primarily 
involving themes of persecution, mistrust, and suspicion), depression and anxiety. Brief Interview for Mental 
Status (BIMS) reflected a score of 14 out of 15 which indicated R2 was cognitively intact (13 to 15 cognitively 
intact).During an observation and interview on 10/20/2025 at 11:00 AM, R2 was lying in bed and had 3 
repetitive movements of getting out of bed, swinging his feet over his wheelchair, walking to the foot of the 
bed and crawling over to lay down again. During these movements, R2 stated that woman (R1) came into his 
room a few times and he asked her to leave, and she wouldn't leave. R2 said that he thought she was going 
to choke him so he pushed her but didn't mean to hurt her.Review of R2's physician orders revealed Invega 
Sustenna Intramuscular Suspension Prefilled Syringe 234 MG (milligrams)/1.5ML (milliliters) (Paliperidone 
Palmitate). Inject 234 mg intramuscularly every day shift starting on the 28th and ending on the 28th every 
month for schizophrenia.Review of R2's Interdisciplinary (IDT) note dated 10/13/2025 revealed IDT met to 
review recent incident with resident where he (R2) reportedly pushed another resident (R1) who was 
entering his personal room, causing that resident to fall. Resident verbalized today that when the woman 
entered his room that he was scared she was going to choke him, which lead him to push her. Resident (R1) 
does have paranoid schizophrenia that at times manifests delusions and paranoia. Resident was seen and 
evaluated at ER (Emergency room) after incident related to change in behaviors, had CT (Computed 
tomography scan) without contrast performed, and was returned to facility. No increase in behaviors noted 
this shift. Resident has since had a velcro stop sign placed to his doorway to deter wandering residents from 
entering his personal space and he states he believes it will help. Mood/behavior charting in place and 
(name deleted) psych (psychiatric) services requested to visit with resident upon next visit to facility. Care 
plans reviewed and updated appropriately.Review of R2's behavioral progress note dated 10/11/2025 and 
documented by LPN M after the incident with R1 and after R1 was sent to the hospital revealed Resident 
came up to desk very agitated. Mumbling. Jumped up out of chair and started getting loud. Telling this nurse 
he wants a shot of penicillin and he wants it now. This nurse explained those orders have to come from the 
doctor and the medicine has to come from pharmacy. He said you're a liar. I explained that is the procedure. 
Resident leaned over the counter with hands raised at this nurse and started (stared) at this nurse and didn't 
move for ten minutes. Multiple times staff tried to redirect resident and he wasn't leaving desk. Kept raising 
hands at this nurse and stating your (sic) a liar. Explained this nurse would call doctor and let him know. He 
insisted the shot was in the med cart. Resident eventually got in his w/c (wheelchair) and went to his room. 
On call NP (nurse practitioner) ordered one time dose of ativan IM (prescription sedative medication used to 
treat anxiety, insomnia, seizures, and other conditions). Pulled from pixus (pyxis-automated medication 
dispensing system used in healthcare settings). Administered in left buttock.Review of R2's behavioral 
progress note dated 9/14/2025 revealed Resident very upset this AM. Asked nurse to call police and report 
staff for taking his breakfast tray. When CNA (Certified Nursing Assistant) went into grab tray resident started 
yelling and got out of bed quickly and ran towards aide. Also requesting penicillin shot. NP notified of 
behaviors.Review of R2's outside psychology services progress note dated 10/13/2025 revealed When 
asked about the weekend incident, patient (R2) stated a lady (R1) came into his room and continued to do so 
even after he asked her to go away multiple times. He states that 2 or 3 other people were coming in and 
looking in his door with a frown on their face, which he believes were real people. Patient reports, This lady 
never came to me before, I pushed her on the back with 1 hand then she fell down. I was not really that mad. 
I felt threatened; her hand is always balled up in a fist. He states that he feels bad about pushing her and 
denies any suicidal or homicidal ideations, stating he is not really having bad thoughts. He states he 
sometimes hears voices, which he perceives as real people telling him different things in his head. When 
asked about his appetite, he states the cook is spitting and urinating in his food, so he mainly eats snacks. 
He also believes that the hospital drained his bank account. Shortly after the incident, the resident came to 
the nurses' station very agitated and anxious. He was yelling, jumped out of his wheelchair, and demanded a 
shot of penicillin. Nursing obtained a one-time dose of Ativan IM (intramuscular) from the on-call physician to 
manage his agitation. Nursing reported continued delusions, though he did take his Invega injection that 
month. He had been refusing showers and all oral medications, with a behavioral incident on 9/14/2025 
where he became upset with nursing staff for removing his breakfast tray, requesting police be called. 
Symptom(s): Other: Refusal of oral medications, comments to staff including paranoia that they are 
poisoning his food, believing his medication is heroin.Review of R2's outside psychology services progress 
noted dated 10/2/2025 revealed .Psych (Psychiatric) History: Social Psychiatric: Ongoing Refusal of oral 
medications and intermittent refusal of monthly injections; prefers (LPN M) for injections. History rejecting 
care, refusing showers, and prior refusals of COVID testing and skin observations. Behavioral incident 
9/14/2025 demanded police be called after breakfast tray was removed. Nursing reports ongoing delusions; 
sleeps most of the time.Review of R2's outside psychology services progress noted dated 9/4/2025 revealed 
.Review of Systems: Psychiatric: believes he has herpes, consistently asks for penicillin shot despite 
negative STD (sexually transmitted disease) testing, sexually inappropriate behavior with nursing, accuses 
staff of poisoning his food, limited diet consisting mostly of ice cream and sometimes cereal, multiple refusals 
of medications, refusing COVID testing per facility protocol, refusing skin observations, rejection of care, 
prefers specific nurse (LPN M) to administer injections.Review of R2's outside psychology services progress 
noted dated 7/24/2025 revealed Nursing states that the patient still thinks that he has a venereal disease, he 
first thought that he had gonorrhea, now it is herpes, and he consistently asked for a penicillin shot. I 
reviewed his progress notes, and behavior task logs he was noted to have sexually inappropriate behavior 
with nursing on 7/18/2025. On 7/2/2025 he was fixated on receiving a dose of penicillin despite negative STD 
testing and continues to insist on having a penicillin shot. Nursing reports that the patient will eat mostly ice 
cream and sometimes cereal. They report most of the times (sic) patient accuses them of poisoning his food. 
Previously, patient was seen on 6/26/2025 where he was agitated and stated that lab results showing 
negative venereal disease panel were a lie. He believed the facility was poisoning his food and refused to 
take medications.Review of R2's outside psychology services progress noted dated 6/26/2025 revealed .
History of Present Illness. Patient states that the facility is poisoning his food, he refuses to take medications, 
he thinks nurses are giving him medications that are not what he is supposed to be taking. Review of R2's 
outside psychology services progress noted dated 5/29/2025 revealed .History of Present Illness. Patient 
states people are messing with my meds. Nursery (nursing) reports that patient has been having 
hallucinations and delusions, including thinking that people are poisoning his food. Patient also made 
statements that he believes his medication is heroin, which is why he will not take them.Review of R2's 
Emergency Department visit dated 10/11/2025 revealed discharge instructions on how to manage his anger.
Review of R2's care plan revealed At risk for changes in behavior and mood r/t (related to) dx (diagnosis) of 
paranoid schizophrenia, major depressive disorder and generalized anxiety disorder. Resident has a 
tendency to refuse staff assistance with showers and medications. Resident often won't take his Invega 
injection unless he believes it is a penicillin shot. Resident has delusions that staff is poisoning his food and 
he believes that he has venereal diseases (he accuses staff of lying when they try to prove to him that he 
does not). Resident has a fixation on receiving penicillin injection. Resident is very particular about staff not 
touching his breakfast tray without permission. Resident has a history of being sexually inappropriate 
towards staff. Date initiated 10/7/2024.Non-pharmacological interventions: play R & B music, read 
newspaper, watch a variety of TV shows, watch basketball, go to bingo when scheduled, offer snacks of his 
choice (ice cream, fritos, chocolate, coca-cola) .During a phone interview on 10/20/2025 at 11:53 AM, LPN M 
stated that she did not witness the incident on 10/11/2025. She said she was at the nurses' station and R1 
was at the nurses' station and shortly after that CNA N came to her and said R1 was on the floor outside of 
R2's door, LPN M stated that R1 said that man pushed me (referring to R2). When she talked to R2, he said 
he pushed her because she was in his room and wouldn't leave. LPN M stated that R2 gets agitated with 
staff at times, he thought his food was poisoned and wanted to call the police. She said R2 was paranoid and 
chased a CNA out of his room and down the hall when she was in there getting his meal tray. On 10/11/2025 
after the incident occurred, LPN M said R2 was mad and wanted a penicillin shot and raised his hand at her 
and stared at her for a long time but didn't hit her. She stated, I was so scared he was going to hit me. During 
an interview on 10/21/2025 at 9:03 AM, CNA N stated on 10/11/2025, she was coming around the nurses' 
station and saw R1 on the floor outside R2's room. CNA N said that R2 reported he (R2) pushed R1. CNA N 
said that R1 would wander down the hall independently and go into resident rooms due to her confusion and 
R2 gets feisty and yells at times. CNA N said R2 chased her down the hallway when she took his meal tray 
out of his room because he thought he was being poisoned. CNA N said she doesn't feel safe being around 
R2 at times and will take another staff member into his room with her.During an interview on 10/20/2025 at 
3:43 PM, CNA U stated on 10/11/2025, she was in the room next to R2 when she heard a woman shout, my 
leg and she went out of the room and found R1 on the floor and she got the nurse. CNA U said that R1 liked 
to wander the hall and would linger in resident doorways. CNA U stated that R2 has yelled and had 
threatening behavior before. Review of R2's Behavior Log from 7/1/2025 to 10/21/2025 revealed there were 
6 days of documented behaviors related to movements (repetitive movements in room), rejection of care and 
threatening behavior out of 112 days reviewed. The question Has the resident exhibited this behavior 
before? yes was documented each time.During an interview on 10/20/2025 at 3:17 PM, Social Services 
Coordinator (SSC) V stated she wasn't working on 10/11/2025 on the day of the incident but she followed up 
with both residents when she came back to work. SSC V said they don't have behavior meetings but they 
discuss residents' medication changes and behaviors in IDT and clinical meetings, and with continued issues 
they discuss new interventions. SSC V said R1 was confused and wandered the halls and R2 had delusions 
and wasn't aware of his physical aggression towards others. During an interview on 10/21/2025 at 9:44 AM, 
CNA O stated that R2 was unpredictable and would yell at staff and gets in their face. CNA O said she 
doesn't feel safe when she goes into R2's room and will usually take another staff member in with her. CNA 
O' said management isn't quick to help when it comes to residents with behaviors. During second interview 
on 10/22/2025 at 9:03 AM, SSC V stated that R1 liked to walk down the halls, and they didn't have a concern 
with it until the incident on 10/11/2025. SSC V' said staff educated R1about not going into other resident 
rooms and would redirect her and have her go to activities. When further queried, SSC V said that R1 
doesn't attend activities which can keep her busy since she likes alone time and looking out of her window. 
When asked if R1 can understand education when she had a dementia diagnosis, SSC V stated that R1 
understands education and then forgets so she needs reminders to not go into resident rooms. SSC V stated 
that she meets with the resident and resident's POA (Power of Attorney) when there are behavior issues, but 
she wasn't able to get a hold of FM E to discuss R1. During an interview on 10/21/2025 at 8:45 AM, Activities 
Manager (AM) K stated that R1 doesn't attend any activities, but her staff will provide 1:1 activities with her 
daily and R2 only attends activities he chooses that involves food. During an interview on 10/22/2025 at 
10:35 AM, Minimum Data Set Registered Nurse (MDS) L stated that R1 was currently weight bearing as 
tolerated and needed assistance now versus before the fracture on 10/11/2025. MDS L said R1 was a 1 
assist now with walking and ADLs and as a result a significant change assessment was being completed. 
During an interview on 10/22/2025 at 10:39 AM, Director of Nursing (DON) B stated that R1 wandering down 
the halls and into resident rooms wasn't an issue prior to the incident on 10/11/2025 and if that was the case, 
they would have put interventions into place prior to the incident. DON B said IDT discussed abnormal 
behaviors and they did not feel a 1:1 with staff supervision was needed for either R1 or R2. DON B stated 
she wasn't aware that staff were concerned about their safety while being around R2 in the facility common 
areas or when going into his room and said other residents would let her know if R2 was bothering them or if 
they didn't like R1 coming into their room.
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