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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 a resident's right to be free from abuse was not 
violated, when two residents (Residents #1 and #2) were involved in a resident-to-resident altercation. 
Resident #1 suffered a bloody lip as a result of Resident #2 hitting him/her in the mouth. The sample was 12. 
The census was 137.The Administrator was notified on 9/23/25 at 4:55 P.M., of the past non-compliance, 
which occurred on 9/16/25. The facility provided 1:1 for the residents and updated their care plans. The 
deficiency was corrected on 9/16/25. Review of the facility's Abuse and Neglect Policy, revised 6/12/24, 
showed:-It is the policy of this facility to report all allegations of abuse to the Administrator of the facility 
immediately and to other appropriate agencies in accordance with current state and federal regulations 
within prescribed time frames;-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;-The facility will investigate all allegations and types of 
incidents;-The facility will take all necessary corrective actions depending on the results of the 
investigation;-Staff will identify residents with increased vulnerability for abuse or who have needs and 
behaviors that might lead to conflict. Through the care planning process, staff will identify any problems, 
goals, and approaches which would reduce chances of mistreatment for these residents;-Residents who 
allegedly mistreat another resident will be removed from contact with the resident during the investigation. 
The accused resident's condition shall be immediately be evaluated to determine the most suitable therapy, 
care approaches, and placement considering his or her safety, as well as the safety of other residents. 
Review of Resident #1's admission Minimum Data Set (MDS), a federally mandated assessment instrument 
completed by facility staff, dated 4/29/25, showed:-Cognitively intact;-No behaviors exhibited;-Diagnoses 
included high blood pressure, chronic obstruction pulmonary disease (COPD, lung disease) and 
schizophrenia (a psychotic disorder or a group of disorders marked by severely impaired thinking, emotions, 
and behaviors). Review of Resident #1's care plan, in use during the survey, showed:-Problem: On 9/16/25, 
the resident was hit by peer (Resident #2) for wearing pink and possibly being gay;-Goal: Resident #1 will be 
free from alterations through next review;-Interventions: Social Services (SS) to meet with the resident 
regarding any ill effects of yesterday events. Neuro checks and 72-hour monitoring; Review of Resident #1's 
progress notes, dated 9/16/25 at 6:49 P.M., showed the resident was outside during smoke break when 
another resident walked up to him/her and punched him/her in the face. The resident was already on a 1:1 
for behaviors so his/her 1:1 was able to separate the resident but not before Resident #2 was able to hit 
Resident #1 in his/her face. The resident was noted to be bleeding from his/her mouth and he/she also noted 
to have an abrasion to his/her right elbow. The resident denied pain or discomfort. The area to elbow was 
cleansed and a dressing was applied. Vitals- Temperature (T) 98.3, Pulse (P) 78, Respirations (R) 18, Blood 
Pressure (BP)132/86, O2 98%. The resident was alert and answered questions appropriately. A call was 
placed to resident's family member and guardian to notify of altercation. The Physician and Director of 
Nursing (DON) were notified. Review of Resident #2's quarterly MDS, dated [DATE], showed:-Cognitively 
intact;-Behaviors: Delusions;-Diagnoses included epilepsy (seizure disorder), anxiety disorder, depression, 
psychotic disorder, COPD and schizophrenia. Review of Resident #2's care plan, in use during the survey, 
showed:-Problem: On 9/16/25, the resident hit peer (Resident #1) due to him/her wearing pink and thinking 
he/she was gay;-Goal: Resident #2 will be free of physical altercations through next review;-Interventions: 1 
on 1 until deemed safe. Psych was to review medications. Educated the resident that it was ok for anyone to 
wear pink and that they do not hit peers if they are gay. Review of Resident #2's progress notes, dated 
9/16/25 at 6:50 P.M., showed staff went to Licensed Practical Nurse (LPN) C and reported that the resident 
stepped outside during smoke time and hit his/her peer, Resident #1 in the face. The resident stated 
Resident #1 was gay, and that he/she wore pink shirts, so Resident #2 hit him/her. The resident was 
assessed, and no injuries were noted. The resident denied complaints of pain or discomfort. Vitals: (T) 97.9, 
(P) 92, (R) 18, B/P-146/94, O2-97%. Call placed to the Physician, DON, and the resident's guardian. Review 
of the facility's investigation, dated 9/16/25, showed:-Certified Nurse's Aide (CNA) B reported to the DON 
that Resident #1 stepped outside to smoke and Resident #2 walked right up to Resident #1 and hit him/her in 
his/face. When the DON had gone to the hall, the residents had already been separated, and Resident #1 
was standing at the nurses' station. Resident #2 was placed on one to one;-CNA A stated that he/she was 
outside with Resident #1 and when he/she opened the door to let the other residents out for some air, that 
was when Resident #2 hit Resident #1;-CNA B stated Resident #2 walked outside to smoke and instead of 
smoking, he/she started punching Resident #1 in the face. It was off guard and unexpected. Resident #1 did 
not swing back. He/She stated he/she did not know what Resident #2's problem was but he/she tried to pull 
Resident's d-ck off because he/she didn't do anything to Resident #2. Resident #1 also stated that he/she 
was just outside smoking and Resident #2 just started swinging, punching him/her in his/her face;-Resident 
#2 stated that he/she thought that Resident #1 was gay because he/she wore pink.-Conclusion/outcome of 
the investigation: Allegation substantiated;-Care plan changes and interventions: Resident #2: 1 on 1 until 
deemed safe. Psych was to review medications. Educated the resident that it was ok for anyone to wear pink 
and that they do not hit peers if they are gay. Resident #1: Social Services (SS) to meet with the resident 
regarding any ill effects of yesterday's events. Neuro checks and 72-hour monitoring. During an interview on 
9/17/25 at 2:56 P.M., Resident #1 said he/she had been at the facility for about four or five months. It was an 
altercation with him/her and another resident. He/She was autistic, so it is hard for him/her to remember. The 
resident resides at the other end of the hall. The incident happened the day prior. They were outside 
smoking. He/She was minding his/her own business. The other resident had been bothering him/her since 
Resident #1 had been at the facility. Resident #2 walked up to him/her and hit/him her in his/her mouth. 
Resident #2 also hit him/her in his/her private area, right side of his/her temple, and also in his/her stomach. 
When Resident #2 hit him/her, he/she fell on the concrete and against the wall. He/She scraped his/her right 
elbow. Resident #2 hit him/her five to seven times. Two to three staff people broke it up. Resident #1 said 
he/she was sitting down in a chair on the patio under something like a gazebo when Resident #2 walked up 
to him/her and hit him/her. A code green was called, and a lot of staff came to assist. During an interview on 
9/18/25 at 1:48 P.M., Resident #2 said he/she didn't know how long he/he had been at the facility. He/She 
had an altercation with Resident #1 about two days prior in the smoking area. The staff had been making fun 
of him/her. They were laughing and it had gotten worse and worse. The staff said that he/she had gotten 
punked. He/She thought they may have been talking about Resident #1 because he/she was the only closest 
gay person by his/her room. He/She turned around and walked outside and started swinging on Resident #1. 
Resident #1 didn't say anything to him/her. Resident #2 just walked up to Resident #1 and started hitting 
him/her. To show them he/she wasn't to be played with, he/she attacked Resident #1. One day, he/she 
would get his/her [NAME] (for attacking Resident #1). He/She was hitting Resident #1 in the face. He/She 
couldn't remember how many times he/she hit Resident #1. Resident #1 had a busted lip, that was it. When 
Resident #2 hit Resident #1, he/she fell on the ground. Resident #2 was placed on 1 to 1 and they were to 
check his/her medication levels. During an interview on 9/18/25 at 2:54 P.M., CNA A said he/she was 
working when the two residents had their altercation. He/She was doing the one-on-one monitoring with 
Resident #1. On the day of the altercation, neither of the residents, Resident #1 nor Resident #2, had an 
argument or anything with each other. He/She took Resident #1 outside to smoke, where he/she sat on a 
chair. The other residents wanted to go outside and smoke like they normally do. When CNA A put the code 
in to let the residents out, he/she was propping the door open. In the midst of him/her propping the door open 
to let the other residents out, Resident #2 walked past CNA A and went up to Resident #1 and just hit 
him/her. When he/she heard the first hit, CNA A ‘s back was turned and then he/she intervened. Resident #2 
hit Resident #1 again at that time. CNA A thought Resident #1 had a cut on his/her elbow and might have 
been bleeding from his/her mouth. CNA A was the only staff outside because Resident #1 was his/her 1 to 1. 
There were more staff on the 600 hall because he/she believed there were three other 1 to 1's. After the 
incident, CNA A asked Resident #1 what happened and what did he/she do. He/She said nothing. CNA A 
said Resident #2 has moments when he/she blacked out. CNA A didn't have to call code green because 
he/she immediately intervened. He/She made Resident #1 leave the hall because he/she wasn't the 
aggressive one. Resident #1 went to the nurse for his/her arm and mouth. That was the first time the 
residents had an altercation with each other. During an interview on 9/18/25 at 3:09 P.M., CNA B said during 
the time of the altercation, he/she was passing out cigarettes. Resident #1 was already outside smoking. 
Resident #2 came out of his/her room to go out the back door. He/She was one of the last ones to get his/her 
cigarette. When he/she went out to get his/her cigarette, but before going outside, he/she asked if anyone 
was talking about him/her. People replied no. At that time, he/she got his/her cigarette, waked out the back 
door and punched Resident #1. CNA B was by the back door. Both Resident #1's and Resident #2's room 
was by the back door. Their rooms were next door to each other. They had three 1 to 1's. CNA A was 
Resident #1's 1 to 1 and CNA B was passing cigarettes. CNA B heard the incident first. As soon as he/she 
heard the boom boom, he/she ran out the back door. He/She called code green as soon as he/she heard it. 
The back door was right there by the room. Right outside the back door is where the incident had taken 
place. No one knew what Resident #2 was getting ready to do. That was why it had caught them off guard. It 
was totally unexpected. Both CNA A and CNA B intervened quickly. Resident #2 hit Resident #1 two or three 
times. Resident #1 did not swing back. Resident #1 fell on the ground when Resident #2 hit him/her. CNA B 
got Resident #1 off the ground. Resident #2 was instantly placed on 1 to 1. Resident #1 was taken off the 
hall and to the nurse's station and was left with the nurse at that time. The nurse was informed of what 
happened. No one had been sent out. Resident #1‘s lip was busted, and he/she was bleeding from the 
mouth. During interviews on 9/18/25 at 2:26 P.M., and 9/19/25 at 4:45 P.M. and 5:03 P.M., the Administrator 
said the resident-to-resident altercations are all behaviors. There was a period of about a week and two or 
three days when they didn't have an Activities Director so that seemed to be the time when more behaviors 
kicked in. They had activities but they didn't have as many as they used to have. It was her expectation that 
all residents are free from abuse. It is the Administrator's as well as everyone's responsibility to ensure that 
residents are free from abuse but ultimately it is the Administrator's responsibility. 2619269
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