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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 
observation, interview, and record review, the facility failed to ensure one sampled resident (Resident#21) 
out of 16 sampled residents was free from abuse. On 12/7/25 Resident #22 assaulted Resident #21 while 
Resident #21 was sleeping with fingernails and a broken pen resulting in the left side of Resident #21 having 
multiple facial lacerations to varying depths. The facility census was 135 residents.The Administrator was 
notified on 12/22/25 of the Past Non-Compliance which occurred on 12/7/25. The facility immediately 
completed education for all employees on Abuse and Neglect and Customer Service. The deficiency was 
corrected on 12/9/25. Review of the facility Abuse and Neglect Policy, revised 6/12/24, showed:-Abuse was 
the willful infliction of injury, intimidation or punishment with resulting physical harm, pain or mental anguish.
-Physical abuse is 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 also 
includes, but is not limited to, hitting, slapping, punching, biting, and kicking. 1. Review of Resident #21's 
undated face sheet showed he/she admitted to the facility on [DATE] with readmission on [DATE] and had 
the following diagnoses: -Bipolar disorder (a disorder that causes extreme mood swings, shifting between 
highs (mania or hypomania) of intense energy, euphoria, or irritability, and lows (depression) of sadness and 
hopelessness, affecting sleep, energy, thinking, and daily function.)-Major Depressive disorder (a serious 
mood disorder causing persistent sadness, loss of interest (anhedonia), and significant impairment in daily 
life, stemming from complex genetic, biological (neurotransmitter imbalances), environmental, and 
psychological factors.)-Schizoaffective-bipolar (a serious mental illness blending symptoms of schizophrenia 
(hallucinations, delusions, disorganized thinking) with mood swings from bipolar disorder (manic highs and 
depressive lows.)-Anxiety disorder Review of Resident #21's Quarterly Minimum Data Set (MDS- a federally 
mandated assessment tool completed by staff and used for care planning) dated 12/6/25 showed he/she 
was cognitively intact. Review of Resident #22's undated face sheet showed he/she admitted to the facility 
on [DATE] with readmission on [DATE] and had the following diagnoses:-Schizoaffective disorder (a serious, 
chronic mental illness blending symptoms of schizophrenia (like hallucinations, delusions, disorganized 
thinking) with symptoms of a mood disorder (major depression or bipolar mania), causing significant distress 
and impairment. It's categorized as either bipolar type (with highs and lows) or depressive type (with lows 
only).)-Bipolar disorder-Unspecified psychosis (a temporary diagnosis used when someone has psychotic 
symptoms (like hallucinations or delusions) but there isn't enough information or clarity for a specific 
diagnosis like schizophrenia or bipolar disorder, often in emergencies or early stages.) -Anxiety disorder 
Review of Resident #22's Quarterly MDS dated [DATE] showed he/she was cognitively intact. Review of 
Resident #21's Progress Notes dated 12/7/25 showed: -A code green (facility team response for behavior) 
was called to the unit. Resident #21 complained Resident #22 hit him/her on the head and pulled his/her 
hair. -He/She had several abrasions on the side of his/her face. -He/She was lying in bed with no bleeding or 
redness in color and no swelling, with no complaint or discomfort. -Local law enforcement was called as the 
resident wanted to press charges.-He/She was sent to the hospital. Review of local law enforcement's report 
dated 12/7/25 at 8:10 P.M. showed: -At 8:33 P.M. officers were dispatched to the facility in regard to a 
disturbance. -Paramedics were on scene upon arrival and were taking Resident #21 to the hospital. 
-Resident #21 said he/she was in his/her room when Resident #22 had come into the room and attacked 
him/her with a plastic fork, scratching his/her face multiple times with the fork. -Resident #22 said Resident 
#21 had accused him/her of taking items and it had gone on for a month. He/she was angry about the 
accusations and then when he/she went to his/her room and found belongings thrown on the floor and lotion 
on his/her bed, he/she was fed up. Resident #22 attacked and scratched Resident #21 with his/her nails. 
-Resident #21 had multiple scratches to the left side of the face and scratches appeared clumped and red. 
There was a small amount of blood observed, but paramedics were already on scene and had begun 
cleaning the wound. -Resident #22 was not panicked and appeared calm and aware of his/her action toward 
Resident #21. -Resident #22's room was in disarray and specks of blood were seen on the bed and floor. 
-Resident #22 was issued a summons for assault of Resident #21. Review of Resident #21's Hospital 
discharge paperwork dated 12/7/25 showed:-He/She was seen in the emergency room for facial abrasions 
and assault that occurred on 12/7/25 about 9:17 P.M.-The affected area was to be kept clean and dry. 
-Bacitracin (antibiotic ointment to stop bacteria growth from growing in the wound) was to be applied a few 
times a day. -Over-the-counter medications could be used for pain. Review of Resident #21's photo dated 
12/7/2025 at 11:03 P.M. showed: -The picture was on the resident's Samsung cellphone on the camera roll. 
-The wound noted several abrasions or lacerations to the left side of the resident's face of varying widths and 
redness.-Wound 1 extending from just above the outer aspect of the left eyebrow in a lateral fashion 
approximately 1.5 centimeters (cm - a unit of measurement) in length and 0.5 cm wide, appeared to be a 
superficial reddened area.-Wound 2 intersecting wound 1 was a superficial appearing wound, extending from 
the outer aspect of the left eyebrow and terminating at the end of wound 1. This wound was approximately 1 
cm long and 0.5 cm wide.-Wound 3 intersected the middle of wound 2 and was approximately 2 cm long and 
much thinner, perhaps 0.2 cm wide, much darker red appears to be a laceration.-Wound 4 appeared to have 
reddened area 1.5 cm long and perhaps 1 cm wide. It appeared deeper as it was dark red in nature. This 
wound originated just superior-lateral to zygomatic arch (cheekbone), extending toward the earlobe. 
Extending from this widened wound were two separate thinner trails of dark red appearing lacerations. These 
two trails were also dark red and were each in similar width to wound 3. The length of these wounds was 
difficult to estimate given position of face in relation to the camera.-Wound 5 was a thin lateral laceration 
appearing wound on the zygomatic arch (cheekbone) and was approximately 1.2 cm long and narrow, 
appeared dark red.-Wound 6 was just perpendicular to the inferior aspect and posterior end of wound 5, 
approximately 0.3 cm from the edge of Wound 5. This wound was 0.5 cm long and thin with dark red 
appearance.-Wound 7 & 8 originated just 0.3 cm posterior to wound 6 and appeared to have two separate 
scratches/thin lacerations extending posteriorly from the origin in an upward curved manner approximately 1 
cm in length and was dark red in appearance.-Wound 9 was located roughly in the area of the mandibular 
(jawbone) angle. It appeared to be almost teardrop shape with the thin, lighter red area pointing upward 
toward the eye and extending approximately 1 cm, terminating in a dark redden circular looking wound 
approximately 0.5 cm wide. -Wound 10 was approximately 1 cm long, narrow wound, dark red in 
appearance, perpendicular to the jawline and situated approximately halfway between the jawbone angle 
and the chin.-The cheekbone was generally reddened in addition to the scratches/lacerations.-All wound 
sizes were approximated based on the photograph. Review of Resident #21's physician orders dated 
12/8/25 showed:-Bacitracin was ordered 12/8/25 and started 12/8/25. -Staff were to cleanse the scratches on 
left cheek with wound cleanser, pat dry and apply bacitracin twice daily until the wound was healed. -The 
wound was to be left open to air two times a day for treatment to facial scratches until healed. -There was no 
end date to the order. Review of Resident #21's skin/wound note dated 12/8/25 showed: -He/She had 
multiple scratches on his/her face from an altercation with Resident #22. -He/She was sent out to the 
emergency room with bacitracin ordered. Review of Resident #22's Progress Notes dated 12/8/25 
showed:-A code green was called to the unit when Resident #22 hit Resident #21 on the head and scratched 
Resident #21 causing an abrasion. -Local law enforcement arrived and spoke with resident citing him/her 
with assault without arrest. Review of the facility investigation dated 12/8/25 showed:-A physical altercation 
between Resident #21 and Resident #22 involving the head area. -Certified Nurse Aide (CNA) J was a 
witness.-A code green was called on the unit when Resident #22 hit Resident #21 in the head and scratched 
the left side of Resident #21's face several times causing abrasions. -Resident #21 had superficial scratches 
to the left side of his/her face. -Resident #21 had a history of behavior, anxiety, and poor self-control. 
Resident #22 had a history of poor decisions making, fighting, impulsive behavior, and paranoid disorder. 
Resident #21 prior had gone into Resident #22's room and trashed Resident #22's room, because he/she 
thought Resident #22 stole Resident #21's perfume. After trashing Resident #22's room Resident #21 left 
and returned to his/her room and laid down for a nap. While lying in bed Resident #22 went into Resident 
#21's room and stated he/she was ready to fight and scratched Resident #21 on the left side of his/her face. 
Resident #21 sent to the emergency room and returned with no new orders. Resident #22 remained on the 
unit without further behavior concerns. Resident #22 received a citation from local law enforcement for 
assault.-The incident was the result of abuse. -The investigation was completed by the Administrator. 
Observation and interview on 12/22/25 at 11:22 A.M. Resident #21 showed:-His/her face on the left maxilla 
(upper jawbone) to the mandible (lower jawbone) down to the chin at varying angles and widths light to dark 
pink healed markings.-He/She said he/she was in bed and asleep when Resident #22 called him/her a 
derogatory name a whole bunch of times and had come in his/her room and clawed the hell out of his/her 
face.-Resident #22 had a pen or pencil in his/her hand. -He/She was beyond pissed off and wanted to beat 
Resident #22 back. -His/her face hurt bad after it had happened, and he/she went to the hospital. During an 
interview on 12/22/25 at 11:45 A.M. Resident #22 said: -Resident #21 had come to his/her room accused 
him/her of stealing perfume, tore up his/her picture and put shampoo on his/her sheets. -He/She had gone to 
confront Resident #21 in his/her room, and it escalated. -They ended up in the hall.-He/She hit Resident #21 
with his/her fist and used his/her fingernails to scratch Resident #21. During an interview on 12/29/25 at 1:53 
P.M. CNA K said: -He/She was at the door to the unit connected to the dining room, when he/she held the 
door open for Resident #22 to return to the unit. -Seconds later he/she heard screaming, ran to Resident 
#21's room and found Resident #22 on top of Resident #21. He/she was the first staff to respond to the fight. 
-Resident #22 was clawing at Resident #21's face with his/her nails and had a broken pen in the same hand. 
-He/She had to pry the broken pen out of Resident #22's hand. -When he/she separated Resident #22 from 
Resident #21, Resident #22 moved to the hallway, and Resident #21 came into the hallway after Resident 
#22. -Resident #22 said Resident #21 had gone into Resident #22's room and touched Resident #22's stuff. 
-Resident #22 had said he/she wanted to fight and did not want to give up the pen. -Resident #21's face was 
pretty bad. -Resident #21 was sleeping and woke up to Resident #22 on top of him/her. -Resident #21 was 
emotional and crying and said that it was not over, and he/she would get back at Resident #22. During an 
interview on 12/22/25 at 12:30 P.M. CNA J said:-He/She responded to a code in Resident #21's room. 
Resident #22 was on top of Resident #21. Resident #22 had what looked like a pen in his/her hands. 
-Resident #21 got up, tried to fight back and then looked at his/her face and said, my face my face. -Resident 
#21's face was red and scratched. There was a whole lot of scratches on the side of Resident #21's face with 
some blood. During an interview on 12/22/25 at12:44 P.M. Certified Medication Technician (CMT) K said: 
-He/She was not assigned but had just gotten over to the unit to help with medication pass and heard the 
ruckus. -He/She stepped out of the nurse station, looked down the hall and could see Resident #22 swinging 
his/her arms inside a room. -By the time he/she got to the room, the fight between Resident #22 and 
Resident #21 had moved to the hallway. -He/she was trying to break up Resident #21 and Resident #22. 
-Resident #22 had something silver in the middle of his/her fist. Someone said it was tweezers, but he/she 
not sure. -Resident #21 was all scratched up on the one side of the face. Some of the scratches were deep 
enough to draw blood.-Resident #22 said he/she had just picked up whatever it was in his/her hands. During 
an interview on 12/22/25 at 2:27 P.M. the Administrator and the Director of Nursing (DON) said: -He/she was 
not in the building at the time of the resident-to-resident altercation between Resident #21 and Resident #22. 
-Both Resident #21 and Resident #22 had coping skills and apologized with no further behaviors. This made 
the incident not abuse. Resident #21 had gone into Resident #22's room and trashed it. Resident #22 went 
into Resident #21's room to talk. -Resident #22 said he/she scratched Resident #21's face with his/her nails. 
Resident #21 never saw anything in Resident #22's hands during the incident. -If Resident #22 had a known 
object in his/her hands and it was confirmed beside just using his/her nails then the incident would be 
considered abuse. Since Resident #22 only used his/her nails during the incident it was not seen as abuse. 
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