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F 0600

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to protect one resident (Resident #2) from physical abuse when 
Resident #1 punched Resident #2 in the face to the extent hospitalization was required. The facility census 
was 66.The Administrator was notified on 10/20/2025 at 5:05 PM of the past noncompliance which began on 
10/20/2025. The facility administration immediately separated and protected the residents from further abuse 
by Resident #1. Residents #1 and #2 were sent to separate hospitals for medical assessment and treatment, 
staff updated regarding each resident's plan of care, and all residents were interviewed and provided 
updated abuse and neglect information. All staff were In-serviced on the abuse and neglect policy and 
procedure by 10/23/25. The noncompliance was corrected on 10/23/2025. Review of the facility's Abuse and 
Neglect Policy dated 6/12/24., showed:- The facility will develop and operationalize policies and procedures 
for screening and training employees, protection of residents and for the prevention, identification, 
investigation, and reporting of abuse, neglect, mistreatment, and misappropriation of property. The purpose 
is to assure that the facility is doing all that is within its control to prevent occurrences;- Alleged violation is 
defined as a situation or occurrence that is observed or reported by staff, resident, relative, visitor or others 
but has not yet been investigated and, if verified, could be noncompliance with the Federal requirements 
related to mistreatment, exploitation, neglect, or abuse;- Abuse is the willful infliction of injury, unreasonable 
confinement, intimidation, or punishment with resulting physical harm, pain, or mental anguish, which can 
include staff to resident abuse and certain resident to resident altercations. Instances of abuse, irrespective 
of any mental or physical condition, cause physical harm, pain or mental anguish. It includes verbal abuse, 
sexual abuse, physical abuse, and mental abuse;- Physical Abuse is defined as purposefully beating, 
striking, wounding, or injuring any resident or any manner whatsoever mistreating or maltreating a resident in 
a brutal or inhumane manner. Physical abuse includes, but is not limited to hitting, slapping, punching, biting, 
and kicking;- Protection of Residents: Residents who allegedly mistreat another resident will be removed 
from contact with the resident during the course of the investigation. The accused residents shall be 
immediately evaluated to determine the most suitable therapy, care approaches, and placement considering 
his or her safety, as well as the safety of other residents;- The facility will identify, correct, and intervene in 
situations where abuse is likely to occur;- The facility will identify patterns, behaviors, and trends of behaviors 
that could result in harm to others;- The facility will protect all residents from harm;- The Administrator will 
complete an administrative investigation and notify the appropriate agencies no later than 24 hours after 
discovery of the incident;- The Administrator will follow up with appropriate agencies, during business hours, 
to confirm the report was received. 1. Review of Resident #1's Discharge MDS (Minimum Data Set), a 
federally mandated assessment tool completed by facility staff, dated 10/20/25., showed:- Mild cognitive 
impairment;- Diagnoses included: schizophrenia (a mental health condition characterized by a distorted 
perception of reality, leading to symptoms like hallucinations, delusions, disorganized thinking, and a loss of 
motivation), antisocial personality disorder (a mental health condition characterized by persistent disregard of 
the rights of other people, failure to comply with laws and social customs, and irresponsible and reckless 
behavior), anxiety, depression, intermittent explosive disorder (a mental health condition characterized by 
repeated, sudden bouts of impulsive, aggressive, violent behavior or angry verbal outbursts), and heart 
disease;- Independent with ambulation and all mobility.Review of the resident's care plan, dated 10/21/25, 
showed:- The resident had the potential to be physically or verbally aggressive related to diagnoses;- The 
resident was at risk for delusions (fixed false beliefs that can't be reasoned with), hallucinations (hearing, 
seeing, feeling, smelling things that are not there), or irritability;- The resident was at risk for cursing, 
hollering, moving around in or frequently getting up and down from the chair, nervousness, pacing on the 
unit, or restlessness;- The resident required nursing staff to be aware of body stance and facial expressions 
when approached; - The resident would be provided the lowest restrictive environment while maintaining 
protective oversight.Review of the resident's nursing progress notes for the month of October 2025 showed:- 
On 10/20/25 at 3:50 A.M., Resident #1 came to staff and reported he/she had stabbed Resident #2. Resident 
#1 was calm and cooperative and placed on immediate one on one with facility staff for protective oversight 
of all residents and staff. Appropriate personnel were notified;- On 10/20/25 at 5:57 A.M., Chlorpromazine 
(antipsychotic medication) 50 milligrams (mg) administered to the resident for related to increased delusions 
and voiced hallucinations per psychiatric physician order. The resident reported to staff they are telling me to 
harm others, and I am being attacked. The resident remained on one on one with facility staff until taken out 
of the facility by Emergency Medical Services (EMS);- On 10/20/25 at 4:00 A.M., Neurologic Focused 
Evaluation showed the resident had some confusion and had voiced having auditory hallucinations and 
delusions;- On 10/20/25 at 4:24 A.M., Psychosocial Post-Incident Impact Note showed the resident was the 
aggressor in an incident;- On 10/20/25 at 6:44 A.M., The resident was sent to hospital per psychiatric 
provider order. 2. Review of Resident #2's Quarterly MDS, dated [DATE], showed;- Cognition Intact;- 
Diagnoses: Parkinson's disease (a progressive neurological disorder that affects movement, balance, and 
coordination, osteomyelitis (a bone infection that occurs when bacteria or other microorganisms invade and 
damage the bone tissue), Human Immunodeficiency Virus (HIV) (a virus that attacks the body's immune 
system), and anxiety;- Required substantial assistance from staff for activities of daily living (ADL's) to 
include showering, toileting, and transfers.Review of the resident's care plan, dated 10/9/25, showed:- The 
resident had an ADL self-care performance deficit related to a left leg above the knee amputation;- Resident 
would have the lowest restrictive environment while maintaining protective oversight.Review of the resident's 
nursing progress notes for the month of October 2025, showed:- On 10/20/25 at 3:50 A.M., the resident's call 
light was on and upon staff entering the room, the resident was lying in bed with lacerations to both sides of 
the face and with a moderate amount of blood. The resident stated that an old person had come into his/her 
room and started punching him/her in the face. An immediate assessment was done and the Administrator, 
the Director of Nursing (DON), and emergency services were notified. The resident was transferred to the 
hospital for evaluation and treatment to the facial wounds.- On 10/20/25 at 4:00 A.M., Skin check 
assessment documentation completed and showed two new wounds classified as lacerations below both 
eyes had been acquired in the facility;- On 10/20/25 at 3:59 P.M., Psychosocial Post-Incident Impact Note 
showed the resident said he/she felt safe and had always got along with the Resident #1;- On 10/20/25 at 
8:30 P.M., New orders placed by provider for Cefdinir oral antibiotic 300mg twice a day for 10 days and 
Clindamycin topical antibiotic three times a day for 10 days for treatment to facial wounds;- On 10/21/25 at 
11:07 P.M., nursing documentation to continue all antibiotics and closure strips on face were still in place;- 
On 10/22/25 at 1:39 P.M., nursing documentation to continue antibiotic for facial trauma;- On 10/23/25 at 
5:40 A.M., nursing documentation to resident's wounds on face are clean and the closure-strips are intact. 
Light bruising noted to left and right cheeks under both eyes.Review of the resident's hospital records, dated 
10/20/25, showed:- The resident was seen and treated at a local hospital emergency department for facial 
fracture, reported assault, and multiple open wound to the face;- The resident received a Tetanus Diphtheria 
Acellar Pertussis (TDAP) Vaccine (vaccine that protects against three serious bacterial infections) and the 
orders had been given for Cefdinir and Clindamycin antibiotics.Review of the facility's self-report, dated 
10/20/25 at 5:57 A.M., showed:- Resident #1 had gone to nursing staff and let them know he/she had 
stabbed someone and Resident #2 was found to have wounds to his/her cheek;- Resident #1 was placed on 
one-on-one observation and staff went into conjoined room and found Resident #2 with blood on his/her face 
and wound to cheek;- Notifications were made, Resident #2 was sent to the emergency room for treatment, 
and Resident #1 was interviewed by the Sheriff's deputies and sent to the hospital for psychiatric evaluation.
During an interview on 11/4/25 at 8:50 A.M., Resident #2 said:- He/She felt safe at the facility, as long as the 
facility didn't let Resident #1 come back;- On 10/20/25 at around 4:00 A.M., Resident #1 had entered his/her 
room and started assaulting him/her by hitting him in the face which caused cuts to his face. It made me 
scared because I can't defend myself anymore.During an interview on 11/4/25 at 11:50 A.M., the 
Administrator said:- He had been notified of the incident on 10/20/25 by Licensed Practical Nurse (LPN) A;- 
After the incident the facility did everything, reached out to all the guardians, providers, Sheriff, and both 
residents were sent out to the hospital;--It is undetermined at this time if resident #1 will be allowed to return;- 
He believed Resident #1 had a pen in his/her hand when hitting Resident #2 in the face;- LPN A provided 
cares and sent Resident #2 out via EMS for treatment and evaluation of face. Resident #1 was put on 
one-to-one supervision until he/she was picked up by EMS and taken for psychiatric evaluation.During an 
interview on 11/4/25 at 12:56 P.M., Resident #2 said:- He/She hadn't seen any item in Resident #1's hand 
because he/she only saw a blur as Resident #1 was hitting his/her face;- He/She tried to fight back but 
he/she is getting weaker with age;- He/She had never had any problems with Resident #1 before. During an 
interview on 11/4/25 at 1:04 P.M. the Director of Nursing (DON) said:- When she arrived at the facility, 
Resident #1 was with staff and LPN A was caring for Resident #2;- EMS arrived and began talking with and 
caring for Resident #2 and police arrived and began getting statements;- She notified the physicians and 
responsible parties, and Resident #1 was given Chlorpromazine per provider order in effort to calm the 
resident's behaviors;- Resident #1 had always had delusions but had never had an incident before and this 
was out of character. She had never seen Resident #1 be upset with anybody and the facility had no reason 
to exceed the least restrictive supervision for Resident #1;- Resident #2 had completed the ordered 
antibiotics for the infection prevention for his/her wounds and was doing well.During an interview on 11/6/25 
at 8:45 A.M., LPN A said:- Both residents had been getting along with no issues prior to this incident;- 
Resident #1 had gone to the nurse's station and said he/she had stabbed Resident #2;- He/She had nursing 
staff begin one on one supervision with Resident #1 and he/she went to Resident #2's room where he/she 
found the resident with a bloody face and saying he/she had been punched in the face;- He/She immediately 
notified EMS, assessed and cared for Resident #2 and notified the DON;- EMS assessed Resident #2 then 
transported via ambulance to a nearby hospital for evaluation and treatment;- Another EMS arrived and 
transported Resident #1 to a different hospital for psychiatric evaluation and treatment. Intake 2660057
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