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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure two residents' right to be free from abuse was not 
violated, when a staff member threatened a resident, using profanity and was held back by other staff 
(Resident #6). In addition, Residents #1 and #2 were involved in a physical resident to resident altercation. 
Resident #2 flipped Resident #1's mattress over, which caused Resident #1 to fall and hit the floor. The 
sample was 9. The census was 85. The Administrator was notified on 8/15/25 at 9:56 A.M. of the past 
non-compliance, which began on 7/13/25. The facility immediately separated Resident #6 and the employee, 
who threatened the resident. The employee was suspended pending investigation and later terminated. Staff 
determined there was no physical injury to the resident. The resident's care plan was updated and social 
services followed up with the resident. In addition, the facility provided education for staff on de-escalation. In 
addition, the Administrator was notified on 8/15/25 at 9:56 A.M. of the past non-compliance, which began on 
7/26/25. The facility immediately separated both residents and performed head to toe skin assessments. 
Resident #1 reported he/she felt safe at the facility, and he/she was fine. The police were contacted, and 
Resident #2 was issued a citation for peace disturbance. Resident #2 was immediately sent out to the area's 
local hospital for an evaluation, treatment, and monitoring. No new orders were given. Upon his/her return to 
the facility, Resident #2 was placed on a different floor. In addition, he/she was being followed Psychiatrist G 
and was placed on 72 hours (1:1) behavior monitoring. The facility also started working on alcohol abuse 
resources/referrals for Resident #2 to include Alcohol Anonymous (AA) classes in which the resident agreed 
to attend. The facility immediately conducted their investigation, whereas several residents along with staff 
were interviewed. An all-staff education was immediately started on abuse, neglect, and exploitation with 
emphasis on identifying and reporting abuse and neglect. The noncompliance was corrected on 7/28/25. 
Review of the facility's Abuse Prevention and Prohibition Program policy, revised 8/22, showed:-Purpose: To 
ensure the facility establishes, operationalizes, and maintains an abuse prevention and prohibition program 
designed to screen and train employees, protect residents, and to ensure a standardized methodology for 
the prevention, identification, investigation, and reporting of abuse, neglect, mistreatment, misappropriation 
of property, and crime in accordance with federal and state requirements;-Policy: --Each resident has the 
right to be free from mistreatment, neglect, abuse, and voluntary seclusion and misappropriation of property 
the facility has zero tolerance for abuse, neglect, mistreatment and or misappropriation of resident property 
staff must not permit anyone to engage in verbal, mental, sexual, or physical abuse, neglect mistreatment or 
misappropriation of property;--The facility is committed to protecting residents from abuse by anyone, 
including but not limited to facility staff, other residents, consultants, volunteers, staff from other agencies 
serving residents, family members, legal guardians, surrogates, sponsors, friends and visitors. This policy 
statement also includes deprivation by any individual, including a caretaker, of goods, services or rights that 
are necessary for a resident to attain or maintain physical, mental or psychosocial well-being;--The 
Administrator is responsible for coordinating and implementing the facilities abuse prevention policies, 
procedures, training programs, and systems. 1.Review of Resident #6's quarterly Minimum Data Set (MDS), 
a federally mandated assessment instrument completed by facility staff, dated 6/17/25, showed:-Cognitively 
intact;-No behaviors;-Independent with Activities of Daily Living (ADL, essential and routine self-care tasks 
that most healthy individuals can perform without assistance);-Diagnoses included asthma and other 
abnormalities of breathing. Review of the resident's care plan, updated 4/3/25, showed:-Focus: The resident 
has impaired cognitive function or impaired thought processes;-Goal: The resident will maintain current level 
of cognitive function through the review date;-Interventions: Use the residents preferred name. Identify 
yourself at each interaction. Face the resident when speaking and make eye contact. Reduce any 
distractions- turn off TV, radio, close door etc. The resident understands consistent, simple, directive 
sentences. Provide the resident with necessary cues. Stop and return if agitated;-Focus: The resident has 
potential to demonstrate verbally abusive behaviors toward other residents and staff;-Goal: The resident will 
verbalize understanding of need to control verbally abusive behavior through the review date;-Interventions: 
--Assess resident's understanding of the situation. Allow time for the resident to express self and feelings 
towards the situation;--Analyze of key times, places, circumstances, triggers, and what de-escalates 
behavior and document;--Document observed behavior and attempted interventions in behavior log. Review 
of the facility's investigation, dated 7/14/25, showed:-Description: Resident #6 was in an angry mood and 
cussing at Certified Nurse Aide (CNA) A. Resident #6 was rude to another resident. CNA A allegedly 
attempted to correct Resident #1 and tried to dissuade him/her from his/her behavior. Resident #6 called 
CNA A a b***h and walked over to him/her in an aggressive manner. CNA A responded and said something 
back to Resident #6. CNA A allegedly said, your mom's a b***h and allegedly said that he/she was going to 
f*** (him/her) up. There was another CNA and nurse who intervened and stood between CNA A and 
Resident #6. Resident #6 tried to get to CNA A, but the two were kept separated. The incident occurred in 
the second floor dining room;-Findings: Resident #6 had a Brief Interview for Mental Status (BIMS, a 
screening tool used to determine cognitive impairment. A score of 13 to 15 suggests the patient is cognitively 
intact) of 15 and medical diagnosis of asthma, abnormalities of breathing, and psycho-active substance 
use;--CNA witnessed aggressive behavior;--Resident #6 was verbally aggressive with Resident #4 briefly 
and the staff member intervened;--Resident #6 has a history of verbal aggression. He/She is fully 
ambulatory, and has some history of physical aggression but with no contact;--Resident #6 is his/her own 
responsible party. Resident #6's physician was notified. The Administrator and Director of Nursing (DON) 
were also notified;-During the interview, the resident stated Resident #4 stopped and blew his/her nose right 
by him/her. Resident #4 is always doing this kind of stuff. He/She claimed that he/she only turned to him/her 
and said come on [NAME] what are you doing?;--Resident #6 said CNA A became mad at him/her for it and 
would not stop.--Resident #6 stated CNA A said something about his/her mother, called him/her a crack 
head, and threatened to do something to him/her if CNA A saw him/her outside;--Resident #6 interview with 
the Director of Nurses (DON): After CNA A intervened, the resident told the CNA you look like you crawled 
out of a bad dog food bag. The CNA responded by calling Resident #6 out and talking about his/her mother. 
The resident stated he/she was sorry for his/her response to the CNA because that was rude of him/her. 
He/She stated that he/she doesn't feel he/she is in any danger and that he/she feels safe in the facility;-Safe 
surveys were completed with Resident #6;--Resident #6 stated that he/she felt safe except when CNA A was 
in the building on 7/13/25;--On 7/14/25, Resident #6 said he/she felt safe and said he/she wanted to 
apologize to CNA A;-Upon interview with the Administrator, Resident #6 stated that CNA A kinda hurt his/her 
feelings a bit by saying something about his/her mother;-The police were notified immediately, and arrived on 
scene at 4:37 P.M., the officer did not take a report;-The residents in the facility were protected from any 
potential harm. CNA A was removed from the area of the incident immediately, asked to make a statement 
and suspended pending investigation;-Interviews with staff were completed and statements 
obtained;-Interviews with staff and statements noted the following:--Resident #6 reacted to Resident #4, who 
had stopped close to him/her and blew his/her nose. Resident #6 said what the f*** is wrong with you?. CNA 
A reported Resident #6 said to Resident #4, why the f*** would you blow your nose so close to me. At that 
point, CNA A corrected him/her and said Resident #4 doesn't know what (he/she) is doing, you don't have to 
be so mean to (him/her). Resident #6 and CNA A exchanged words, with Resident #6 repeatedly telling CNA 
A to mind (his/her) own business. CNA A argued back saying that it is (his/her) business, because (Resident 
#4) is a resident in the facility.;-The above details are the start of the encounter, and was noted by CNA B 
and dietary aide (DA) D. Both corroborated the incident, in particular, DA D noted Resident #6 told CNA A to 
mind (his/her) own damn business;--Resident #6 then got up and moved towards CNA A in an aggressive 
manner;--Resident #6 called CNA A a b***h, and CNA A responded by calling Resident #6's mother a b***h. 
CNA B intervened and kept CNA A and Resident #6 separated. It was reported by Licensed Practical Nurse 
(LPN) C that CNA A said I'm gonna f*** you up, you can't keep talking to me. During this time, Resident #6 
continued to insult CNA A;--LPN C intervened helping CNA B with the Resident #6 and CNA A. They kept 
the staff and residents separated;-Resident #6 and LPN C said CNA A called Resident #6's mother a 
b***h;-Resident #6 and LPN C both said CNA A threatened Resident #6. CNA A reported he/she was 
defending himself/herself;-Residents were interviewed; --The residents did not report much detail about the 
incident; --The residents in the dining room at that time reported that they felt safe;-Conclusion: CNA A 
responded to an aggressive resident by making comments which have been corroborated by the 
investigation. The comments included an insult about the resident's mother and a threat towards Resident 
#6;-Recommendation:--The Interdisciplinary team will continue to review and monitor the behavior of 
Resident #6 for interventions;--Resident #6 has been on 30 minute checks to identify mood and 
behavior;--Education provided on abuse and neglect, resident rights and resident incidents with staff;--Onsite 
education for staff on de-escalation;--Social Services will follow Resident #6 and make recommendations for 
mental health assessments and counseling in the facility and outside the facility when discharging;--After 
review, the decision has been made to terminate CNA A. During an interview on 7/18/25 at 1:14 P.M., 
Resident #4 said he/she did not remember the incident. He/She felt safe in the facility and had no issues with 
any other residents or staff. During an interview on 7/18/25 at 1:52 P.M., CNA B said there is a resident 
(Resident #4) upstairs in his/her early stages of dementia and he/she doesn't really understand what's going 
on and other residents pick on him/her. Resident #4 was sitting at a table behind Resident #6, he/she was 
trying to leave his/her table to blow his/her nose. He/She moved approximately two to three feet behind 
Resident #6 and blew his/her nose. Resident #6 got aggressive and he/she turned around and said Damn, 
I'm eating. Like what the f***, why would you come over here and blow your freaking nose? What the heck is 
wrong with you? Wow! CNA A overheard it and told Resident #6 that Resident #4 doesn't understand what's 
going on, you know you don't have to talk to (him/her) like that. Resident #6 said oh shut up I'm not talking to 
you, I'm talking to (Resident #4). This is between me and (Resident #4). CNA A said you know who you 
talking to like that? I'm not these other people, you got me messed up or whatever, you don't talk to me like 
that. CNA B intervened and tried to calm CNA A down and told him/her not to engage or argue with the 
resident. CNA B couldn't tell Resident #6 to stop because if he/she would have, he/she would have turned on 
me. So, CNA B was trying to stop CNA A and told him/her he/she could lose his/her job. CNA A said, I don't 
care. CNA B tried to hold CNA A back. CNA B couldn't stand there and let CNA A hit a resident. Resident #6 
started picking on CNA A's mom (who works as a CNA on night shift). CNA B did not actually hear what CNA 
A said to Resident #6 because he/she was talking over CNA A, trying to get him/her to be quiet. Resident #6 
then said CNA A's mom was a crackhead and got up and took a few steps forward. CNA B had to physically 
hold CNA A back because he/she started stepping forwards toward Resident #6. The nurse also got 
between the CNA and the resident. CNA B never witnessed CNA A ever become aggressive with Resident 
#6 or any other resident prior to this incident. After the incident, the administrator got his/her statement and 
he/she received education on resident abuse and de-escalation tactics. During an interview on 7/18/25 at 
2:23 P.M., CNA A said it started when they were passing lunch. One of the other residents, who is not in 
his/her right mind, got up and he/she blew his/her nose by Resident #6. He/She got angry and was yelling at 
the other resident so CNA A intervened. Resident #6 told CNA A to mind my f***ing business, and this was 
his/her business. CNA A told Resident #6 it was his/her business and Resident #4 couldn't defend 
himself/herself because he/she was not in his/her right state of mind and really doesn't know what he's/she's 
doing. Resident #6 got up and was walking around and continued to be disrespectful. CNA A told Resident 
#6 he/she could just go to his/her room because he/she was being disruptive. That's when he/she sat down 
and then got back up. Resident #6 came towards CNA A like he/she was going to hit him/her. CNA A told 
Resident #6 he/she was not that f***ing person, that he/she was not that b***h, because he/she had been 
calling CNA A a b***h prior to this. This was when the nurse and CNA B both intervened and told CNA A to 
just go outside and calm down because he/she was getting loud. He/She was down to go outside and calm 
down. CNA A went outside and called the Staffing Coordinator and told him/her what had happened. When 
he/she calmed down and went back inside, LPN C told him/her that he/she had to go home. CNA A wrote a 
statement and left, and has not been back to the facility since. CNA A did not threaten the resident or tell 
him/her that he/she was going to f*** (him/her) up. Resident #6 told CNA A that when he/she was walking 
towards him/her, trying to hit him/her. CNA A did not tell Resident #6 his/her mother was a b***h, he/she 
called CNA A's mom that. Resident #6 kept telling him/her him/her and his/her mother were both crackheads 
and saying look at that ugly b***h. Resident #6 had never been that way towards him/her before the incident. 
Resident #6 has been in multiple altercations around the facility. During an interview on 7/18/25 at 3:00 P.M. 
Resident #11 said it was really a misunderstanding at first. Resident #4 came next to him, he/she is a really 
nice person, and he/she was blowing his/her nose, like rigorously blow his/her nose. Resident #6 said, you're 
killing me [NAME] and was kind of laughing. One of the nurses heard that. That CNA was locked and loaded 
and he/she started yelling at him/her, saying you're a crackhead and he/she threatened the resident 
physically. It was really like he/she had it in his/her mind that he/she was doing this terrible atrocity. They 
were holding the CNA back and he/she was yelling at and threatening him/her. The resident feels safe in the 
facility. The resident was not fearful but definitely hurt by those accusations. The CNA called his/her mom a 
name, and his/her mom died unfortunately in 2015. When he/she was in the facility on Sunday, he/she didn't 
really feel safe, but other than that he/she does. There's a lot of really good people here. The facility 
addressed the issue and removed CNA A that day. They were pretty thorough about that. During an 
interview on 7/18/25 at 3:44 P.M., LPN C said he/she was down the hall and heard some something, 
something with yelling. He/She jumped up and walked over to the dining room because he/she knew it was 
coming from that way. He/She heard, he/she wants to say Resident #6, say b**ch or something like that and 
CNA A said your momma don't come visit you or something like that. He/She had a CNA standing in front of 
CNA A and he/she was standing behind the CNA. LPN C was looking at the front of Resident #6 so they had 
two people in front of both of them. The two of them, the CNA and himself/herself, sandwiched in the middle. 
Resident #6 was on the outside of him/her and CNA A was on the outside of the other CNA. Resident #6 
was trying to walk around the staff to yell at CNA A or get to him/her. LPN C heard CNA A say I'm gonna f*** 
you up or something about I'm gonna f*** you up. LPN C saw CNA A pointing, and he/she saw CNA A 
bobbing around the other CNAs head talking. He/She asked CNA A like 3 times to please leave this dining 
room. As soon as CNA A calmed down, he/she told CNA A he/she was going to have to leave the building 
and he/she did without any problems whatsoever. CNA A did come back up and grabbed a pen and paper 
and said that someone told him/her to write his/her statement. He/She said OK, but CNA A had to leave out 
of the building as soon as he/she was done. CNA A was never around the resident again after that one time. 
He/She was very shocked. He/She walked CNA A to the elevator and that was that. The facility provided 
in-servicing on verbal abuse and abuse in general. It defined the residents' rights and exactly what staff are 
to do, or try to do, you know steps to take to try to deescalate the situation, the DON and Administrator 
notified of the incident within one minute of walking away after it happened because LPN C walked him/ her 
to the elevator and watched him/her get on. The second he/she got on the elevator, LPN C started calling 
administration. The police were not called because he/she felt like they had it under control at that point. 
Resident #11 was asked if he/she was scared, or if he/she felt threatened at that time. Resident #6 said no. 
There was no injury to Resident #6. During an interview on 7/18/25 at 3:56 P.M., the DON said that during 
the investigation, he/she interviewed Resident #6. The resident said Resident #4 sneezed and he/she told 
Resident #4 [NAME], I know you didn't do that. Resident #6 said when he/she approached Resident #4, the 
CNA began to say don't treat (him/her) like that, you know (he/she) is not aware of what (he/she) is doing . 
Resident #6 then said he/she began to tell CNA A it was not his/her business, they began to go back and 
forth. The resident cursed CNA A and CNA A said some words to the resident. Resident #6 said he/she was 
sorry for what he/she said to CNA A. Resident #6 said it was too late to take it back, because those words 
were very hurtful that he/she said to him/her. Resident #6 was educated that he/she should have backed 
away from it. The employee should not have gone back and forth with the resident. Resident #6 said he/she 
felt safe in the facility and he/she didn't feel CNA A was a threat or anything of that nature so he/she did feel 
safe and was not in any danger in the facility. CNA A is still on suspension. The Administrator called the 
DON on 7/17/25 and said he would be terminating CNA A. During an interview on 7/18/25 at 4:59 P.M., the 
Administrator said that he was able to corroborate the threatening statement was made by CNA A. Resident 
#6 said that it was insulting to him/her and his/her mother. His expectations are for staff to get the potential 
victim away from the aggressive resident, get out of the way and try to de-escalate the situation. It was not 
appropriate of acceptable for CNA A to curse at or threaten Resident #6. Staff was in-serviced to 
de-escalate, protect the other resident and don't go in with an aggressive manner. 2. Review of the undated 
facility's investigation summary provided by the Regional Nurse, showed:-Summary of Investigation: Abuse 
Allegation Investigation;-Report completed by the Administrator;-Precipitating Incident: On 7/26/25 at 
approximately 7:10 A.M., it was reported by CNA E, that Resident #2 attempted to hit his/her roommate 
Resident #1. Per first interview with Resident #1, Resident #2 missed when he/she swung at Resident #1, 
but then pushed Resident #1 to the ground. CNA E walked in and separated the two residents. The residents 
were separated immediately;-Key Witnesses: CNA E and LPN C;-Findings: CNA E witnessed the end of the 
altercation. Resident #2 had become aggressive with Resident #1 because he/she was making noise too 
early in the morning. LPN C and CNA E noted the smell of alcohol on Resident #2's breath. Resident #2 
acknowledged that he/she had been drinking: Resident #2 was sent to the ER for an assessment. The urine 
screen was requested but the hospital records did not show high ammonia levels or make any note of 
alcohol. Resident #2 is his/her own responsible party. The Physician, Administrator, and the DON was 
notified. Resident #2 is being followed by a psychiatrist and was on behavior monitoring. During an interview, 
Resident #2 stated his/her roommate was moving around every morning while he/she was trying to sleep, 
and he/she was sick of it. LPN C had asked Resident #2 if he/she had had drank liquor and he/she said yes, 
but he/she was not sure of how much he/she had. Social Services met with the resident regarding behavior 
agreement. On July 8, 2025, Resident #2 signed a behavior agreement expressing an agreement to not 
drink. The policy on alcohol use was reviewed with him/her at the time. Resident #2 met with Social Services 
to discuss alcohol abuse treatment. Resident #2 had agreed to attend AA meetings and participate in the 
program. Upon interview Resident #1 said he/she felt safe in the facility and that he/she was fine. Resident#1 
said his/her roommate started yelling at him/her, telling him/her that he/she was always making noises and 
waking him/her up then pushed him/her to the floor and swung on him/her with his/her fist but stumbled and 
missed then went to swing on Resident #1 again and the door opened, and it was the girls (staff). LPN C 
took Resident #1's vitals. He/She asked the resident if he/she was ok or was he/hurt in anyway and the 
resident responded no that he/she was fine. LPN C asked Resident #1 if he needed medical help and he/she 
said, no, he/she only pushed him/her down. No injury noted. Resident #1 did not have a history of behaviors 
or altercations. A Trauma Informed Care assessment had been completed and Social Services was following 
the resident. The Police were notified immediately and arrived on scene at 10:00 A.M. Upon interview with 
the Police, Resident #1 said the incident was a first, he/she and his/her roommate have not had problems 
before. Upon exit the Police stated they would issue a ticket and summons for Peace Disturbance. The 
residents in the facility were protected from any potential harm. Interviews and Staff were interviewed and 
statements obtained; -CNA E wrote: He/She was walking down East hall, and he/she heard a lot of noises 
like someone was falling. Once he/she heard a vase fall, he/she opened the door and he/she noticed 
Resident #2 was standing over Resident #1 who was down on the ground between the bed and the night 
stand and CNA E yelled for assistance;-LPN C: He/She was called down to the residents' room by two CNAs 
who said Resident #2 was hitting Resident #1. LPN C went to the residents' room and observed Resident #2 
was standing Resident #1, while Resident #1 was on the floor next to his/her own bed. Resident #2 was 
yelling that he/she was tired of Resident #1 making noises over there. LPN C immediately smelled liquor on 
Resident #2's breath;-Safe surveys were completed. Residents on the hall and in the dining room were 
interviewed and stated they felt safe. Upon return from the hospital Resident #2 was placed on 1 to 1 and 
residents were kept safe;-The incident was reviewed in QAPI on July 28, 2025, the first business day after 
the incident;-Conclusion: Resident #2 was under the influence of alcohol, an unspecified amount, became 
angry and pushed Resident #1 to the floor. Resident#1 had no injuries and felt safe in the 
facility;-Recommendation: The IDT was to continue to review and monitor the behavior of Resident #2. 
Social Services was to work with Resident #2 on treatment and management of his/her alcohol abuse. 
-Education on Abuse Neglect, resident to resident incidents with staff. Social Services was to follow Resident 
#2. Review of Resident #1's quarterly MDS, dated [DATE], showed:-Severe cognitive impairment;-Mobility 
devices: None used;Diagnoses included hypertension (high blood pressure) and hyperlipidemia (high 
cholesterol) Review of the resident's care plan, in use at the time of the investigation, showed:-Focus: 
Resident was involved in an altercation with his/her roommate;-Goal: Resident will have his/her needs met 
by the interdisciplinary team (IDT) and not fear staff or residents through the next review 
period;-Interventions: Assess for signs of being afraid or skittish around residents or staff. Involve family for 
support and redirection activities. Refer to psych services as needed for support. Review of the resident's 
progress notes, dated 7/26/2025, showed:-At 7:10 A.M., LPN C was called to residents' room by two CNAs. 
They said Resident #2 was hitting Resident #1. LPN C went to the resident's room and observed the resident 
on his/her buttocks next to his/her bed with his/her roommate, Resident #2 standing over him/her and was 
yelling at him/her. LPN C removed Resident #2 from the room immediately. Action: Resident #1 said 
Resident #2 started yelling at him/her that he/she was always making noises over there and waking Resident 
#2 up. Then Resident #2 pushed the resident to the floor and swung on the resident with his/her fist but 
stumbled and missed. Then Resident #2 swung on the resident again, but the door opened, and it was the 
girls (staff). Resident #2 removed from room asap. The resident stood up by himself/herself from floor and 
sat in a chair. LPN C assessed the resident. The resident denied pain before, during and after skin 
assessment completed. Vitals (VS): blood pressure (B/P) 136/74, pulse (P) 80 reg, respirations (resp) 20 
even unlabored, temperature (T) 98.1. LPN C asked the resident if he/she was ok or was he/she hurt in any 
way. The resident said no, he/she was fine. LPN C asked the resident did he/she need medical help and 
he/she said no, Resident #2 only pushed him/her down. No injury noted. Physician C made aware, no new 
orders. Director of Nursing (DON) and Administrator aware of situation. LPN C asked the resident if he/she 
need assistance getting ready and he/she said, no. Per the resident, all needs and wants met prior to the 
time LPN C exited the room;-12:27 P.M., LPN C spoke with the resident's family member that morning 
regarding the altercation between him/her and his/her roommate. The resident said he/she was okay and felt 
fine. He/She also said that if his/her vision was better, that he/she could have handled himself/herself a bit 
better during the altercation. The resident's family member only mentioned his/her roommate being moved 
and stated that he/she was glad that the resident was okay. Through observation, the resident appeared to 
be in good spirits and wasn't in any pain from the altercation. During an interview on 8/4/25 at 3:12 P.M., the 
resident said he/she didn't know how long he/she had been at the facility. Someone had hit him/her but it 
wasn't a big thing. The other person was a resident like he/she was. He/She didn't know the other resident's 
name. Then the resident said it was his/her roommate, Resident #2. They had been roommates for maybe a 
year. Resident #2 did not hit him/her, but Resident #2 had flipped his/her mattress over off the bed and the 
resident fell and hit the floor. His/Her right hip had hurt then but now it was sore once in a while. He/She 
didn't know if staff were around at that time or not. He/She had had covid at one time so he/she couldn't see 
anything. Resident #2 was never on top of him/her trying to hit him/her. Some of the staff came in when they 
were tussling and one staff got the resident and put him/her in one place and another staff person got 
Resident #2 and put him/her in another place. He/She was not sent to the hospital. He/She didn't know what 
staff intervened or their names, but they separated them. He/She didn't know why Resident #2 did that to 
him/her. He/She never found out the reason why. The resident was awake when he/she was flipped over. 
He/She was not asleep. He/She had not been hit in the face or eyes, nor did the resident hit his/her face or 
eyes when he/she fell to the floor. He/She wasn't aware if Resident #2 had gone to the emergency room or 
not. Review of Resident #2's annual MDS, dated [DATE], showed:-No cognitive impairment;-No 
behaviors;-Mobility devices: None;-Diagnoses included stroke and depression. Review of the resident's 
medical record, showed an additional diagnosis included alcohol abuse. Review of the resident's care plan, 
in use at the time of the investigation, showed:-Focus: The resident has potential to be to demonstrate 
physical behaviors related to poor impulse control;-Goal: Resident will verbalize understanding of need to 
control physically aggressive behavior through the review date;-Interventions/Tasks: Analyze of key times, 
places, circumstances, triggers, and what de-escalates behavior and document. Assess and anticipate 
resident's need: food, thirst, toileting needs, comfort level, body positioning, pain, etc.;-Focus: The resident 
had been advised of the facility alcohol policy;-Goal: The resident will be compliant with the facility alcohol 
policy through review date;-Interventions/Tasks: Educate Resident on the importance of not drinking alcohol 
related to his/her medications and diagnoses. Remind family of the facility's alcohol policy. Remind the 
resident that it was not within the facility's policy for him/her to purchase alcohol and take it into the 
facility;-Focus: The resident was resistive to care of the facility by consuming alcoholic beverages and 
therefore he/she was issued a behavior agreement to become more compliant with facility rules and 
regulations;-Goal: The resident will comply with care by not consuming alcohol policy through the next review 
date;-Interventions/Tasks: Educate resident/family/caregivers of the possible outcome(s) of not complying 
with treatment or care. Offer resident AA services/counseling for his/her addiction through outside source. 
Resident's room was to be checked if any suspicion of resident having alcohol in his/her room with resident's 
permission. Review of the resident's Residents Behavior Agreement, dated 7/8/25, showed:-He/She 
promised to refrain from loud verbal confrontation and physical aggression with other residents. He/She 
would treat fellow residents with kindness and in a dignified manner;-He/she was to refrain from using 
alcohol or other drugs unless prescribed by physician and provided by nursing;-He/she promised to avoid the 
use of alcohol or drugs while out on leave of absence (LOA). He/She further promised to check in with the 
nurse for assessment upon return from LOA;-He/She was to work with Social Services on outpatient referral 
for substance abuse treatment. Review of the resident's progress notes, dated 7/26/25, showed:-At 7:10 A.M.
; LPN C was called down to residents' room by two CNAs who stated the resident was hitting Resident #1. 
LPN C went to the residents' room and observed the resident standing over Resident #1, while Resident #1 
was on the floor next to his/her own bed. The resident was standing over Resident #1 screaming he/she was 
tired of Resident #1 making noises over here. LPN C did smell liquor on the resident's breath. LPN C 
immediately removed the resident from room. LPN C spoke with the resident one on one in 
the[TRUNCATED]
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