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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review the facility failed to protect the residents right to be free from 
physical abuse by other residents for 2 of 3 residents (R2, R3) when care plan intervention to adequately 
increase supervision to protect residents from abuse were not implemented and behaviors were not 
investigated or documented with detail to assist in determining possible antecedents of the negative 
behavior. Additionally, the facility failed to monitor R3 for mood and behavioral changes following a 
resident-to-resident abuse incident which resulted in minor injuries and increased withdrawal. R2's Resident 
Face Sheet indicated she admitted to the facility 10/19/23. R2's diagnosis included Alzheimer's disease, 
insomnia and dementia with behavioral disturbance.R2's quarterly Minimum Data Set (MDS) dated [DATE], 
identified severe cognitive impairment and indicated she displayed wandering behaviors 4-6 days during the 
assessment period. The MDS indicated R2 ambulated independently.R2's Vulnerable Adult assessment 
dated [DATE], indicated she did not have a history of abuse toward others or self abuse. R2 had physical 
limitations and cognitive deficits that made her susceptible to abuse. R2 had behaviors that made her 
susceptible to abuse to self or others and had communication limitations. R2's care plan dated 6/30/25, 
identified her as a vulnerable adult and indicated if she became violent or aggressive staff should implement 
interventions to minimized risk to herself or others. The care plan indicated she had exhibited physical 
aggression toward others and indicated she had slapped another resident on 10/4/24 and 10/11/24, had 
pinched another resident on 10/6/24, and pushed another resident on 6/30/25. The care plan directed staff to 
provide close supervision and gently guide her away if she was observed in close proximity to peers, 
especially when entering others personal space or rooms and observe her closely to identify specific triggers 
that may lead to aggression. The care plan further directed staff to provide sensory items and/or baby doll 
and stroller when R2 became agitated. The care plan indicated R2 exhibited inappropriate behaviors such as 
wandering into other residents rooms and taking things that didn't belong to her. R2's Resident Progress 
Notes identified the following:5/11/25, R2 had family visit. After they left R2 appeared to be upset. R2 had 
been in and out of other residents rooms, tried to take a blanket off someone who was using it and was 
walking around the dining room trying to take food and drinks off of other residents trays.6/19/25, R2 was 
standing in the dining room to the left of a male resident. R2 was observed interacting with newspapers on 
the table and not engaging with male resident. Male resident reached out and struck R2 on the elbow with a 
closed fist. Staff removed R2 from the area. 6/30/25, R2 found on the floor of another residents (R3) room. 
The other resident stated R2 came to her door and she tried to push her out and said R2 pushed back. R2 
had a bump on the back of her head. 6/30/25, Due to resident to resident altercation, R2 would remain under 
constant supervision due to ongoing boundary intrusiveness.7/3/25, R2 remained one to one with staff. 
During observation on 7/10/25 at 11:13 a.m., R2 was ambulating independently on the unit. R2 was following 
a female resident. R2 had newspapers in her hand and was touching the other resident with them. The other 
resident repeatedly stated, don't touch me. A staff member was standing with her back to the room, down the 
hall. Two other staff walked out of the bathroom with a different resident. No staff were in the area to 
intervene. At 11:20 a.m., the other resident propelled herself out of her room. R2 walked over and placed her 
hands on the other residents wheelchair. The other resident stated, no, no, no, don't touch me. R3's 
Resident Face Sheet indicated she admitted to the facility on [DATE]. Diagnosis included dementia without 
behavioral disturbance, agitation, Alzheimer's disease and anxiety. R3's quarterly MDS dated [DATE], 
identified severe cognitive impairment and indicated she displayed physical, verbal and other behaviors 4-6 
days of the assessment period and wandering behaviors 1-3 days. The MDS indicated R3 ambulated 
independently.R3's care plan dated 6/30/25, identified her as a vulnerable adult. The care plan indicated if 
R3 got violent or physically aggressive staff would implement interventions to minimize risk to self or others. 
Facility to report and investigate any allegations of suspected abuse. The care plan indicated R3 had been a 
victim of another residents physical aggression. The care plan directed a mesh screen to her door and 
directed staff to monitor for behavioral changes indicating fear, withdrawl or anxiety and adjust care 
accordingly. The care plan identified behavioral symptoms that included hallucinations/delusions. R3's 
Vulnerable Adult assessment dated [DATE], indicated she did not have a history of any type of abuse toward 
others or self. R3 did not have physical limitation which made her susceptible to abuse, but did have 
cognitive deficits. The assessment further indicated R3 did not display behaviors that made her susceptible 
to abuse. R3's Resident Progress Notes identified the following:6/30/25, Per trained medication aide (TMA), 
R3 came out of her room asking for assistance. TMA and another caregiver noted R3's right eye was black 
and blue and swollen and her lip was swollen with a small amount of blood noted. R3 brought the staff to her 
room where another resident (R2) was lying on the bathroom floor. When asked what happened, R3 stated 
the other resident was trying to come into her room so she pushed her away and said the other resident back 
and they both fell on the floor. 7/1/25, R3's family member called regarding incident and inquired about plan 
to keep R2 out of her room as she felt it startled R3 and she wanted R3 to feel secure. Informed family of 
stop sign and mesh screen type door and R2 currently being one to one with staff.7/1/25, R3 had been in her 
room most of the shift.7/1/25, R3 had been following another female resident (R2) consistently for about two 
hours. Staff had been one to one with other resident (R2). After supper R3 went to her room and stayed in 
the room. 7/6/25, R3 was seated at the breakfast table and noticed female resident (R2) near her room. R3 
stated, that's my room and immediately got up and walked at a fast pace toward the other resident. Staff was 
able to intercept. When asked where she was going, R3 said that women is too close.7/8/25, R3 had been 
staying in her room throughout most of shift. Did go out to eat dinner.7/9/25, R3 stayed in room for most of 
shift. During observation and interview on 7/9/25 at 4:15 p.m., R3 was seated in a recliner chair in her room. 
R3 had a bruise above her right eye, and a scab on her lip. When asked about her eye, R3 stated a fight. R3 
said it was the person who for some time would take things from her room. R3 said, finally, I just said no 
more of this. R3 remembered the fight and said it happened over there, pointing to the window. R3 said, I 
had a bruise, a black eye, and the other. When asked if she was afraid of the other resident R3 said, Yes 
and said as time goes by it's less and less, then said, that's not right. R3 said, it just so much and so long, 
then said, no, for a short time. R3 said she wouldn't sleep. R3 said, this is how I look at it, she hit me here, 
and pointed to her eye, and said, it came from the south. R3 said, it wasn't just you hurt me, I'll hurt you, it 
was real fighting. R3 said it lessened as time went by but said that doesn't mean it goes away either.During 
interview on 7/9/25 at 4:30 p.m., nursing assistant (NA)-B stated since the incident R3 had not been out of 
her room as much. NA-B said normally R3 would walk around the unit. NA-B said she had not seen any 
issues between R2 and R3 since the incident but said R3 stayed in her room. NA-B said if R3 was out 
walking, staff tried to keep R2 away. During interview on 7/10/25 at approximately 7:00 a.m., TMA-A stated 
R3 liked to walk around the unit but said, I know she did not come out of her room much after the incident 
with R2. TMA-A said R3 would come to an activity then go right back to her room. During interview on 
7/10/25, at approximately 7:15 a.m., NA-D said she worked the day after the incident between R2 and R3. 
NA-D said the only thing she had noticed was one time R3 walked past a table where R2 was seated and R2 
said there she is, in Spanish and seemed very agitated. NA-D said R3 was staring at R2 very deeply but had 
not said anything. During interview on 7/10/25 at 11:36 a.m., NA-C said staff tried to keep an eye on R2 but 
said sometimes they got busy. NA-C said R3 had been in her room a lot lately and did not come out as 
much. During interview on 7/10/25 at 1:03 p.m., registered nurse (RN)-B stated after the incident between R2 
and R3, staff kept R2 in their visual field and if they saw R2 near other residents they tried to direct her away. 
RN-B said staff were not assigned to R2 but they worked together to provide supervision to R2. RN-B said 
they did not have any increase in staffing to supervise following the incident. In regard to the weekend and 
evening staffing, RN-B said she was not sure what the plan was. RN-B said when she started at the facility 
they had a designated extra staff person called a safety staff but said they had not had the extra staff for a 
month or so. RN-B said she had seen some signs of fear/anxiety from R3 but had not asked her if she was 
afraid of R2. She said she felt R3 had a good recollection of what had happened. During interview on 7/10/25 
at 1:29 p.m., the director of nursing said prior to the incident between R2 and R3 they had implemented an 
extra safety staff member due to a previous resident, The DON said after that resident declined they felt they 
could pull that position and provide increased supervision when it appeared someone was more agitated. 
The DON said they provided one to one supervision of R2 the day of the incident and throughout the 
investigation but no longer had the one to one. The DON said currently they provided more eyes on 
supervision.Facility Policy Abuse Prevention Plan dated 7/21/22, indicated Prevention of abuse, neglect, 
misappropriation of resident property the facility should do the following: Ensure sufficient staffing and 
appropriate supervisory staff on each shift to meet the needs of the residents. Ensure concerns, incidents 
and grievances are investigated and steps taken to minimize the likelihood of re-occurrence.
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and document review the facility failed to ensure timely reporting to the state agency (SA) 
of a significant medication error for 1 of 3 residents (R1) reviewed for medication errors and failed to ensure 
timely reporting of an incident of resident to resident abuse for 2 of 3 residents (R2,R3) reviewed for abuse.
Findings include:R1's care plan dated 6/27/25, identified the use of high-risk medications for pain. The care 
plan directed staff to administer medications as ordered and assess for side effects. R1's Physician Order 
Report dated 6/1/25 through 6/30/25, identified the following medications. -6/6/25, OxyContin 15 milligrams 
(mg) by mouth every 12 hours.-6/17/25, Oxycodone 5mg every six hours as needed for severe pain.-6/28/25, 
MS Contin (morphine) 30mg every twelve hours. Discontinued 6/29/25. Provider note dated 6/27/25, 
indicated Oxycontin had been denied due to health care plan. An emergency refill was approved through the 
weekend. A prescription dated 6/27/25, indicated do not fill until 6/30/25. MS Contin 30 mg oral tablet 
extended release by mouth every 12 hours. R1's Medication Administration History dated 6/1/25 through 
6/30/25, indicated the following medications were administered:-MS Contin 30mg, 6/28/25 at 12:00 p.m., 
6/29/25 at 12:00 a.m. and 6/29/25 at 12:00 p.m.-OxyContin 15mg, 6/2825 at 8:00 a.m., 6/28/25 at 8:00 p.m., 
6/29/25 at 8:00 a.m. 8:00 p.m. dose not administered due to condition. -6/30/25, 2:20 a.m., R1 was 
semi-alert but unresponsive verbally and only able to open eyes partially. R1's pulse was 116 beats per 
minute; oxygen saturation level was 56 percent on room air. On-call nurse practitioner (NP) was updated and 
directed staff not to call 911 due to resuscitation status. Family was updated and came to see R1 and 
requested she be sent to the emergency department (ED). R1's hospital notes dated 6/30/25, indicated R1 
admitted for altered mental status and hypoxia (a condition where the body, or a specific part of it, doesn't 
receive enough oxygen). Apparently have both oxycodone and morphine last afternoon for pain. No Narcan 
was given and R1 was hypoxic on arrival to ED and barely responded to verbal commands. Her baseline 
was alert and awake. The current episode started from one to two hours ago and the problem had not 
changed. Associated symptoms included confusion, somnolence (excessive sleep or drowsiness) and 
unresponsiveness. R1 responded to three doses of Narcan. Was alert and awake after Narcan but continued 
to be hypoxic. Started antibiotic to cover aspiration pneumonia secondary to obtundation from opioid 
overdose. A report to the SA indicated the medication error was reported on 7/1/25, at 6:43 p.m. During 
interview on 7/10/25 at 11:00 a.m., the director of nursing (DON) stated when a significant medication error 
was identified it should be reported to the SA. The DON said she felt like she had to do a little more digging 
do determine if the medication error was significant and when she determined it was, she reported the error. 
The DON said when she learned R1 had been admitted to the hospital it was determined to be a significant 
error. R2's Resident Face Sheet indicated diagnosis included Alzheimer's disease, insomnia and dementia 
with behavioral disturbance. R2's Resident Progress Notes dated 6/30/25, indicated R2 was found on the 
floor of another residents (R3) room. The other resident (R3) stated R2 came to her door, and she tried to 
push her out and said R2 pushed her back. R2 had a bump on the back of her head. R3's Resident Face 
Sheet indicated diagnosis included dementia without behavioral disturbance, agitation, Alzheimer's disease 
and anxiety. R3's Resident Progress Note dated 6/30/25, indicated per trained medication aide (TMA), R3 
came out of her room asking for assistance. TMA and another caregiver noted R3's right eye was black and 
blue and swollen and her lip was swollen with a small amount of blood noted. R3 brought the staff to her 
room where another resident (R2) was lying on the bathroom floor. When asked what happened, R3 stated 
the other resident was trying to come into her room so she pushed her away and said the other resident 
pushed back and they both fell on the floor. An additional Progress Note dated 6/30/25, indicated the incident 
occurred at 6:40 a.m. A report to the SA indicated the resident-to-resident altercation had been reported 
6/30/25 at 3:16 p.m. During interview on 7/10/25 at 1:29 p.m., the DON stated the incident had not been 
reported to the SA in the required two-hour time frame. The DON said staff had called her at home and she 
went to the facility and reported as soon as she could. Facility policy Abuse Prevention Plan dated 7/21/22, 
indicated staff would notify building charge immediately any reports of possible abuse, neglect, 
misappropriation or exploitation. The charge would immediately notify the administrator, DON and social 
services. If the event that caused suspicion involves abuse or results in serious bodily injury the individual is 
required to report to the SA immediately, but no later than two hours after forming the suspicion. Abuse was 
described as: the willful infliction of injury. Neglect described as: Failure of the facility, employees or service 
providers to provide goods and services to a resident that are necessary to avoid physical harm, pain or 
emotional distress.
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Level of Harm - Actual harm

Residents Affected - Few

Ensure that residents are free from significant medication errors.
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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review the facility failed to ensure residents remained free from significant 
medication errors. This resulted in actual harm to R1 who was administered opioid medications prior to the 
prescribed date resulting in hypoxia, confusion and unresponsiveness and required the use of Narcan (used 
to reverse the effects of an opioid overdose).Findings include: A report to the state agency dated 7/1/25, 
indicated R1 had a visit with the palliative care provider on 6/27/25. The provider was informed that the R1's 
insurance had denied Oxycontin which R1 had been receiving for management of significant pain from 
fractures that occurred prior to admission to SNF (skilled nursing facility). R1's provider, nurse practitioner 
(NP)-A, stated that she made numerous calls regarding this patient on Friday afternoon once she received 
notification of the denied coverage of the Oxycontin from the insurance. After lengthy calls with the insurance 
provider and pharmacy it was determined the Oxycontin would be extended until they could work through a 
prior authorization of Morphine for pain management. The provider had to write an order for Morphine to 
initiate the prior authorization process. However, the order indicated not to fill until on or after 6/30/25. The 
night nurse received Morphine from the pharmacy on 6/28/25, around 1:00 a.m. A call was placed to the 
pharmacy as the facility did not have an order. The pharmacist confirmed the order, indicated the signed 
order would be sent to the facility. Upon receipt, the night nurse entered the order into the electronic record 
on 6/28/25 at 1:34a.m. R1 received Morphine while continuing to receive OxyContin. R1's Resident Face 
Sheet indicated she admitted to the facility on [DATE], diagnosis of osteoporosis with fractures of left and 
right lower leg and left clavicle. R1's admission Minimum Data Set (MDS) dated [DATE], identified moderate 
cognitive impairment, dependent on staff for transfers and had almost constant severe pain. R1's care plan 
dated 6/27/25, identified the use of high-risk medications for pain. The care plan directed staff to administer 
medications as ordered and assess for side effects. R1's Physician Order Report dated 6/1/25 through 
6/30/25, identified the following medications. -6/6/25, OxyContin 15 milligrams (mg) by mouth every 12 hours.
-6/17/25, Oxycodone 5mg every six hours as needed for severe pain.-6/28/25, MS Contin (morphine) 30mg 
every twelve hours. Discontinued 6/29/25. Provider note dated 6/27/25, indicated Oxycontin had been denied 
due to health care plan. An emergency refill was approved through the weekend. A prescription dated 
6/27/25, indicated do not fill until 6/30/25. MS Contin 30 mg oral tablet extended release by mouth every 12 
hours. R1's Medication Administration History dated 6/1/25 through 6/30/25, indicated the following 
medications were administered. -MS Contin 30mg, 6/28/25 at 12:00 p.m., 6/29/25 at 12:00 a.m. and 6/29/25 
at 12:00 p.m.-OxyContin 15mg, 6/2825 at 8:00 a.m., 6/28/25 at 8:00 p.m., 6/29/25 at 8:00 a.m. 8:00 p.m. 
dose not administered due to condition. R1's Resident Progress Notes identified the following:-6/28/25, Fax 
received from pharmacy for MS Contin. Order placed in electronic record. MS Contin 30 mg oral tablet 
extended release every 12 hours.-6/29/25, 2:52 p.m., R1 was very groggy and not eating or drinking. Writer 
noted R1 was receiving both OxyContin and MS Contin. Call placed to pharmacy who confirmed R1 should 
not be receiving both medications at the same time. MS Contin was not supposed to be started unless 
payment authorization was not received for OxyContin.-6/29/25, 4:07 p.m., R1 resting in bed. She would 
respond by opening her eyes a little with gentle touch and calling her name.-6/30/25, 2:20 a.m., R1 was 
semi-alert but unresponsive verbally and only able to open eyes partially. R1's pulse was 116 beats per 
minute; oxygen saturation level was 56 percent on room air (normal range for oxygen saturation is 95-100). 
On-call nurse practitioner (NP) was updated and directed staff not to call 911 due to resuscitation status. 
Family was updated and came to see R1 and requested she be sent to the emergency department (ED). 
R1's hospital notes dated 6/30/25, indicated R1 admitted for altered mental status and hypoxia (a condition 
where the body, or a specific part of it, doesn't receive enough oxygen). Apparently had both oxycodone and 
morphine last afternoon for pain. No Narcan was given and R1 was hypoxic on arrival to ED and barely 
responded to verbal commands. Her baseline was alert and awake. The current episode started from one to 
two hours ago and the problem had not changed. Associated symptoms included confusion, somnolence 
(excessive sleep or drowsiness) and unresponsiveness. R1 responded to three doses of Narcan. Was alert 
and awake after Narcan but continued to be hypoxic. Started antibiotic to cover aspiration pneumonia 
secondary to obtundation from opioid overdose. During interview on 7/9/25 at 2:14 p.m., pharmacist (P)-A 
stated the potential negative effects of too much opioid medication included respiratory distress, increased 
sedation, Tachycardia (a condition where the heart beats faster than normal, typically over 100 beats per 
minute), unresponsiveness and hypoxia. During interview on 7/9/25 at 4:57 p.m., registered nurse (RN)-A 
stated prior to the medication error R1 had been alert and was able to make her needs known. During 
interview on 7/9/25 at 5:03 p.m., nursing assistant (NA)-A stated R1 had been alert and fairly oriented. NA-A 
said before the medication error happened, R1 had been coming out of her room more. During interview on 
7/10/25 at 9:04 a.m., LPN-A stated early Saturday (6/28/25) morning, a tote arrived from the pharmacy. 
LPN-A said when she saw the morphine she called the pharmacy and was told they had a prescription. 
LPN-A said the pharmacy sent a copy of the prescription and she entered the order into the electronic record 
and had a second nurse verify the order. LPN-A said the prescription had said do not give until 6/30/25, but 
she had missed it. LPN-A said she had received education following the medication error. During interview 
on 7/9/25 at 5:09 p.m., the director of nursing (DON) stated when licensed practical nurse (LPN)-A found out 
the order for the MS Contin had been obtained, she should had read the physical prescription prior to 
entering the order into and medication record. The DON stated the nurse who verified the order should have 
compared the prescription with the order. The DON said the facility policy was to have all orders verified by 
two staff. The DON stated the nurses did not follow the process for entering and verifying orders. The DON 
stated the nurses involved in the medication error had been immediately educated following the identification 
of the medication error. In addition, auditing of medical records had been initiated for other residents. During 
interview on 7/10/25 at 8:46 a.m., nurse practitioner (NP)-A stated R1 had significant pain, and the 
OxyContin needed insurance authorization. NP-A wrote the order for the MS Contin to start on 6/30/25, if the 
insurance did not authorize the Oxycontin. NP-A said the potential concerns related to R1 having received 
both medications at the same time included respiratory distress and said, that is what happened. NP-A said 
the medication error was significant and said she had not written the order while at the facility because she 
did not want staff to administer the MS Contin to R1. Facility policy related to significant medication errors 
was requested but not received.
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