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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record reviews, and interviews conducted during an abbreviated survey (2616960, 439261, and 
439285), the facility failed to ensure that residents are free from resident-to-resident abuse. This was evident 
for four (4) of 12 residents (Resident #1, #3, #7, and # 8) sampled for abuse. Specifically, 1) on [DATE] at 
9:55 PM, Certified Nursing Assistant #2 discovered Resident #1 lying in bed bleeding from their head after 
being physically assaulted by Resident #2. Resident #1 was transferred to the hospital and later expired. 2) 
On [DATE] at 3:45 AM, Resident #4 was observed striking Resident #3 with their cane while Resident #3 
was sitting on the floor in Resident #4's bathroom. Resident #3 was later diagnosed with an acute right hip 
fracture. 3) On [DATE] at 3:21 PM, Resident #7 reported Resident #8 wandered to their room and struck 
them with their walker. Resident #7 sustained redness under their right eye and complained of pain. This 
resulted in actual harm and the death of Resident #1, serious injury and harm to Resident #3, and Resident 
#7 that was Immediate Jeopardy. The findings are: A review of the facility's policy on Abuse, Mistreatment, 
Neglect, Exploitation and Misappropriation of Resident's Property with an effective date of [DATE] and a 
review date of [DATE] with no revisions noted, documented the facility shall provide the residents with 
considerate and respectful care designed to promote the resident's independence and dignity. Each resident 
has the right to be free from abuse, mistreatment, neglect and misappropriation of property. This includes the 
identification of residents and the development of intervention strategies to prevent occurrence, monitoring of 
changes that would trigger abusive behavior, and reassessment of the interventions on a regular basis. 1) 
Resident #1 was admitted to the facility with diagnoses including major depressive disorder, cerebral 
infarction (necrotic tissue in the brain), and diabetes.A review of the Minimum Data Set (a resident 
assessment tool) dated [DATE] documented Resident #1's cognition was severely impaired. A review of the 
Comprehensive Care Plan for Abuse Prevention dated [DATE] documented interventions to ensure 
one-to-one social service visits as needed and to encourage the resident to verbalize their feelings. Resident 
#2 was admitted to the facility with diagnoses including dementia, and cerebral infarction.Resident #2 did not 
have a Minimum Data Set completed due to being admitted on [DATE].A review of the Comprehensive Care 
Plan for Abuse Prevention dated [DATE] documented interventions to ensure the resident is asked about 
preferences for care routines. A review of Resident #2's medical record revealed that the resident was 
admitted to the facility on [DATE] after an evaluation and four (4) day stay in a hospital psychiatric 
emergency department. A review of the Hospital Psychiatric Emergency Department Consult report, dated 
[DATE] at 3:27 PM, revealed Resident #2 was admitted from home to the hospital psychiatric emergency 
department on [DATE] with history of worsening dementia, being agitated and confrontational with family, 
being paranoid, and delusional. The chief complaint was aggressive and paranoid behavior. A review of the 
Hospital Medication Administration Record documented Resident #2 received Olanzapine (an antipsychotic 
medication used to treat Bipolar and Schizophrenia disorders) 2.5 milligram by mouth on [DATE] at 5:49 PM 
and 5 milligrams sublingually on [DATE] at 8:00 PM. On [DATE] at 1:08 AM they received Olanzapine 10 
milligrams intramuscularly, and at 6:45 PM received an additional 5 milligrams of Olanzapine intramuscularly. 
The hospital medication discharge orders recommended Depakote Delayed Release 125 milligrams every 
12 hours and Olanzapine 2.5 milligram every 12 hours upon discharge to the facility on [DATE]. The facility 
did not conduct effective monitoring of Resident #2 upon admission. The facility did not develop a baseline 
care plan for Resident #2 to identify and address potential aggressive behavior towards others.A review of 
the Physician's Order Activity Detail Report, dated [DATE] through [DATE], revealed there was no written 
order in the electronic medical record for psychiatric consult. There was an order dated [DATE] for 
psychotherapy evaluation, however, there was no documented evidence the psychotherapy evaluation was 
conducted.The facility's investigation dated [DATE] documented that Resident #2 physically assaulted 
Resident #1 with their wheelchair footrest. On [DATE] at approximately 9:55 PM, Certified Nursing Assistant 
#2 was conducting rounding and found Resident #1 in their room bleeding fresh, warm blood from their head. 
Blood was splattered throughout the room. Resident #2 was observed cleaning themself in the bathroom. 
Licensed Practical Nurse #1 and Registered Nurse Supervisor #1 responded immediately, and First Aid was 
applied to Resident #1. 911 was called and New York Police Department took over the scene. Resident #1 
was transferred to the hospital and subsequently expired on [DATE]. The facility concluded that there was 
reasonable cause to believe that abuse, mistreatment, neglect, or quality of care concern occurred. A review 
of the unit hallway video surveillance, dated [DATE] at 9:55:06 PM, revealed Certified Nursing Assistant #2 
(incoming shift 10:00 PM-6:00 AM) making rounds and going into Resident #1 and Resident #2's shared 
room. Certified Nursing Assistant #2 exited the room and called Licensed Practical Nurse #1 who was at the 
nursing station. From 9:57:01 PM to 9:58:36 PM nursing staff are seen entering and exiting the residents' 
room. At 9:58:36 PM, Registered Nurse Supervisor #1 went into the residents' room. At 10:18:02 PM, 
Emergency Medical Services arrived on the unit and went into the residents' room and exited at 10:23:24 PM 
with Resident #1 on a stretcher. During an interview on [DATE] at 2:30 PM, Certified Nursing Assistant #1 
stated they were assigned to Resident #1 and Resident #2 on [DATE] during the 2:00 PM to 10:00 PM shift. 
Certified Nursing Assistant #1 stated that they arrived on the unit at 1:55 PM and performed rounds. Certified 
Nursing Assistant #1 stated during rounds they observed Resident #1 sitting in the dayroom and Resident #2 
was in their room with family. Certified Nursing Assistant #1 stated after supper at approximately 6:30 PM, 
they took Resident #1 to their room and provided care to them and put them in their bed. Certified Nursing 
Assistant #1 stated that they put Resident #1's wheelchair footrest on top of the wheelchair seat, then put the 
wheelchair into the hallway on one side. Certified Nursing Assistant #1 stated Resident #2 was not ready to 
go to bed, so they provided care to them and left them sitting in their wheelchair with the footrest attached. 
Certified Nursing Assistant #1 stated between 8:00 PM and 8:30 PM, they made rounds and Resident #1 
was asleep and Resident #2 was still sitting in their wheelchair. There was no unusual behavior. After the 
incident, Certified Nursing Assistant #1 stated they found one (1) footrest with blood on it and a bloody towel 
underneath a bag in the drawer of Resident #2's closet (unsure of time). Certified Nursing Assistant #1 also 
stated while they were looking for the other footrest, the police observed that the window mesh was broken, 
and they looked out the window and saw the other footrest on the ground. During an interview on [DATE] at 
3:00 PM, Certified Nursing Assistant #2, who found Resident #1, stated that while they were performing 
rounding on Resident #1's unit at approximately 9:55 PM on [DATE], they observed Resident #1 lying in their 
bed. Certified Nursing Assistant #2 stated they observed blood splattered on the floor and the headboard of 
Resident #1's bed and they immediately notified Licensed Practical Nurse #1. Certified Nursing Assistant #2 
stated they also observed Resident #2 sitting on the toilet making the sign of the cross with their hand. 
During an interview on [DATE] at 2:00 PM and 10:00 PM, Licensed Practical Nurse #1 stated that they 
worked with Resident #1 and Resident #2 on [DATE] on the 2:00 PM to 10:00 PM shift. Licensed Practical 
Nurse #1 stated Resident #2's family was visiting with them in their room on [DATE] during the evening 
(unsure of time) and nothing unusual went on. Licensed Practical Nurse #1 stated they gave Resident #2 
their medication at 5:54 PM and the family left the unit at approximately 7:00 PM. Licensed Practical Nurse 
#1 stated at 9:51 PM they performed rounds on the unit and observed Resident #1 in bed asleep, while 
Resident #2 was sitting in a chair (unsure if seated in wheelchair), their right hand resting in their chin and 
there was no unusual behavior observed. Licensed Practical Nurse #1 stated when they responded to the 
call of Certified Nursing Assistant #2, they observed Resident #2 sitting on the toilet making the sign of the 
cross with their hand. During an interview on [DATE] at 2:33 PM, Registered Nursing Supervisor #1 stated 
on [DATE] at approximately 9:55 PM they were on Resident #1's unit when they were called by Licensed 
Practical Nurse #1. Registered Nurse Supervisor #1 stated they immediately went to Resident #1 and #2's 
room where they observed blood splattered on the floor, wall, and closet. Registered Nursing Supervisor #1 
stated that Resident #1 was lying on their right side in bed with a blanket pulled up to their chest, and a pillow 
on top of their head. Registered Nursing Supervisor #1 stated there was a lot of bright red blood and they 
applied pressure to Resident #1's head. Registered Nursing Supervisor #1 stated 911 was called (not sure of 
the time) and responded at approximately 10:18 PM, secured the scene, and took over caring for Resident 
#1. Registered Nursing Supervisor #1 stated they observed Resident #2 sitting on the toilet in the bathroom, 
and their wheelchair was stationed next to the wall across from their bed. Registered Nursing Supervisor #1 
stated they are unsure if the footrests were attached to the wheelchair. Registered Nursing Supervisor #1 
stated that when the residents are put in bed, some staff remove some of the footrests and put them on the 
seat of the wheelchair, and some staff leave the footrest attached to the wheelchair. During an interview on 
[DATE] at 3:02 PM, Registered Nursing Supervisor #2 stated that they admitted Resident #2 on [DATE] and 
notified Physician #1 of Resident #2's past medical history and list of medications. They stated they did not 
see the psychiatric consult information from the hospital emergency department, and that is why they did not 
put Resident #2 on monitoring. They stated they did not inform Physician #1 of Resident #2's aggressive 
behavior. They stated the care plans should have been done by the unit manager the following day. During 
an interview on [DATE] at 5:00 PM, the Director of Nursing stated that Resident #2 used one (1) of the 
footrests from their wheelchair to assault Resident #1. The Director of Nursing stated the police were called 
and Resident #2 was taken into custody. The Director of Nursing stated that an investigation was conducted 
and concluded that there is reasonable cause to believe that abuse, mistreatment, and neglect occurred. The 
Director of Nursing stated that the admitting Registered Nurse is responsible for thoroughly reviewing the 
Patient Review Instrument and discharge summary and then sharing that information with the medical 
doctor. The Director of Nursing stated that all Registered Nurses are responsible for implementing the care 
plans and Licensed Practical Nurses are responsible for updating them. The Director of Nursing stated that 
Resident #2 did not exhibit any behavior prior to the incident. During an interview on [DATE] at 1:27 PM, the 
Administrator stated that they were notified by the Director of Nursing on [DATE] at approximately 10:00 PM 
that there was an incident in the facility. The Administrator stated that both residents were taken to the 
hospital, and Resident #2 was taken into police custody while they were in the hospital. The Administrator 
stated they were informed later that Resident #1 expired in the hospital. The Administrator stated together 
with the Director of Nursing, they reviewed the video surveillance recording and staff was observed 
performing rounding on the unit. The Administrator stated that the facility's policy and procedure on footrests 
storage states that the wheelchair footrests can be left attached or removed and put on top of the wheelchair 
seat. The Administrator stated that Resident #2 hit Resident #1 with their wheelchair footrest, however, they 
are not sure if the footrests were attached to Resident #2's wheelchair. 2) Resident #3 was admitted to the 
facility on [DATE] with diagnoses including vascular dementia, osteoporosis, and arthritis.The Minimum Data 
Set, dated [DATE], documented Resident #3 had moderately impaired cognition. Section E documented 
Resident #3 had wandering behavior that occurred one (1) to three (3) days, which placed the resident at 
significant risk of getting to stairs or outside the facility. The Minimum Data Set also documented the 
wandering behavior significantly intrudes on the privacy or activities of others. A Behavior Care Plan dated 
[DATE] documented Resident #3 had behaviors of wandering in rooms related to cognitive impairment and 
chronic mental illness. Interventions included to eliminate external noise, which may stimulate or initiate 
behavior, and staff will engage in simple distractions like calm music and emotional support. There was no 
documented evidence in the care plan identifying intervention for how to monitor Resident #3's wandering 
behavior. Resident Nursing Instruction Form (contains instructions for Certified Nursing Assistants) dated 
[DATE] documented wandering behavior; dated [DATE] documented yelling and screaming. The resident 
was scheduled for behavior monitoring every day from 6:00 AM-2:00 PM, 2:00 PM-10:00 PM, and 10:00 PM- 
6:00 AM.A Resident Certified Nursing Assistant Documentation Record dated [DATE] through [DATE] 
documented Resident #3's wandering behavior, monitored every day from 6:00 AM-2:00 PM, 2:00 PM-10:00 
PM, and 10:00 PM- 6:00 AM.A Nursing note dated [DATE] at 8:48 AM by Registered Nurse Supervisor #5 
documented it was reported by Certified Nursing Assistant #3 they responded to the noise in Resident #4's 
room and observed Resident #4 striking Resident #3 with their cane. Resident #3 was observed sitting on 
the bathroom floor with feet extended. Resident #3 was assessed and noted with pain in the right hip. The 
Medical Doctor was notified and ordered Tylenol. Resident #3 was transferred to the hospital, and the family 
was notified.A Physician Order dated [DATE] documented that Resident #3 was ordered Tylenol 325 
milligram tablet, give two (2) tablets by oral route as one (1) dose, and transfer to the hospital due to pain in 
the right hip.A hospital Diagnostic Result of Hip X-ray two (2) views dated [DATE] documented soft tissue 
swelling, osseous demineralization, and an acute right intertrochanteric fracture (broken hip) with various 
deformities. A Patient Review Instrument dated [DATE] documented a primary diagnosis of right hip 
intertrochanteric fracture. Resident #4 was admitted to the facility on [DATE] with diagnoses including 
psychosis, depression, and anxiety. A Minimum Data Set, dated [DATE], identified Resident #4 as 
moderately impaired in cognition. A Behavior Care Plan dated [DATE] documented behavior related to 
cognitive impairment, desire to manipulate, chronic mental illness, and mood state. Interventions included 
redirecting away from a dangerous situation and separating from the situation through direct intervention by 
staff. Resident Nursing Instruction Form dated [DATE] documented no behavior, schedule for monitoring 
every day from 6:00 AM-2:00 PM, 2:00 PM-10:00 PM, and 10:00 PM- 6:00 AM.A Resident Certified Nursing 
Assistant Documentation Record dated [DATE] through [DATE] documented Resident #4's behavior 
monitored from 7:00 AM-9:00 AM, 3:00 PM-5:00 PM, and 11:00 PM-1:00 AM.The facility's undated 
Occurrence Investigation Form documented there was a resident-to-resident physical altercation. Certified 
Nursing Assistant #3 reported on [DATE] at approximately 3:45 AM, they responded to a noise coming from 
Resident #4's room. Upon entering the room, Resident #4 was observed striking Resident #3 (who resided in 
a room next to Resident #4's room) with their cane . Resident #3 was observed sitting on the bathroom floor. 
Both residents were separated immediately. Resident #3 was assessed with no visible injury but observed 
guarding their right lower extremity with facial grimaces. Resident #4 refused body assessment. Resident #4 
was observed agitated and unable to redirect. Both residents were unable to provide the occurrence of the 
event. 911 was called and responded. Both residents were transferred to hospital. Resident #3 was 
readmitted to facility on [DATE] with diagnosis of right hip intertrochanteric fracture. Resident #4 returned to 
the facility on [DATE] at 6:30 PM with no new orders, and at 7:45 PM was sent back to the hospital due to 
agitation. During an interview on [DATE] at 4:00 PM, Certified Nursing Assistant #3 stated they worked on 
[DATE] during the night shift (10:00 PM-6:00 AM) and were assigned to Resident #3. Certified Nursing 
Assistant #3 stated both residents used to be roommates, but Resident #3 was transferred to the next room 
(on [DATE]). Certified Nursing Assistant #3 stated Resident #3 was in their bed sleeping prior to taking their 
break (unsure of the time), and while on the break, they heard a loud sound and went to Resident #4's room 
and heard Resident #4 asking Resident #3 why they were in their room. Certified Nursing Assistant #3 stated 
they observed Resident #3 sitting on the bathroom floor. Certified Nursing Assistant #3 stated they do not 
remember if Resident #4 hit Resident #3 with their cane, but both residents were separated immediately, and 
they called for assistance. Certified Nursing Assistant #3 stated they conduct their rounds every two (2) 
hours, but do not document it. During an interview on [DATE] at 1:30 PM, Licensed Practical Nurse #2 stated 
they worked on [DATE] during the night shift (10:00 PM-7:00 AM). Licensed Practical Nurse #2 stated both 
residents were in their respective rooms, sleeping prior to the incident. Licensed Practical Nurse #2 stated 
Resident #3 might get up from bed and go to their previous room (Resident #4's room) because they used to 
be in that room. Resident #3 was not observed with behavioral symptoms prior to the incident, and Resident 
#4 had no prior aggressive behavior observed. Licensed Practical Nurse #2 stated they did their rounds 
every hour, but there was no place to document. Licensed Practical Nurse #2 stated certified nursing 
assistants document behavior monitoring in their kiosk for both residents. Licensed Practical Nurse #2 stated 
they were responsible for monitoring the staff and residents in the unit for their safety.Previous Registered 
Nurse Supervisor #5 is no longer employed in the facility, and their whereabouts were unknown. During an 
interview on [DATE] at 1:20 PM, Registered Nurse Supervisor #3 stated that the unit nurses are responsible 
for monitoring the staff and residents in the unit to prevent accidents by doing their rounds. 3) Resident #7 
was admitted to the facility on [DATE] with diagnoses including dementia, depression, and psychotic 
disorder. The Minimum Data Set, dated [DATE], identified Resident #7 as severely impaired in cognition. 
Resident #7 required supervision/touching assistance with ambulation and other activities of daily living. A 
Behavior Care Plan with a review date of [DATE] documented Resident #7 with verbal aggression directed 
towards others related to cognitive impairment. Interventions included redirecting away from dangerous 
situations, separating from the situation by direct intervention of staff, and ambulating if needed to walk or 
feel restless/anxious. There was no documented evidence in the care plan of interventions for how to monitor 
Resident #7's behavior. A Resident Certified Nursing Assistant Documentation Record dated [DATE] through 
[DATE] documented Resident #7's behavior monitored from 7:00 AM-9:00 AM, 3:00 PM-5:00 PM, and 11:00 
PM-1:00 AM.A Nursing note dated [DATE] at 9:25 PM, documented Resident #7 reported Resident #8 
wandered into their room and hit them with their rolling walker. Resident #7 observed with redness under 
their right eye, and Resident #7 complained of pain. Pain medication was administered with relief.Resident 
#8 was admitted to the facility on [DATE] with diagnoses including dementia, depression, and psychotic 
disorder.The Minimum Data Set, dated [DATE], identified Resident #8 as severely impaired in cognition. 
Section E documented that Resident #8's wandering behavior occurred one (1) to three (3) days, which 
placed the resident at significant risk of getting to a potentially dangerous place. The wandering behavior 
significantly intrudes on the privacy or activities of others. Resident #8 required supervision/touching 
assistance with ambulation and other activities of daily living. Resident #8 used a walker device for mobility.A 
Behavior care plan with a review date of [DATE], documented Resident #8 with wandering, pacing, and 
combative behavior related to dementia. Interventions to redirect away from a dangerous situation and 
separate from the situation by direct intervention by staff. A Resident Nursing Instructions Form dated 
[DATE], with a revised date [DATE], documented with wandering behavior symptoms and to monitor every 
day at 6:00 AM-2:00 PM, 2:00 PM-10:00 PM, and 10:00 PM-6:00 AM. There was no documented evidence 
in the care plan of interventions for how staff should monitor Resident #7's wandering behavior.Occurrence 
Investigation Form (no date) documented on [DATE] at 3:55 PM, Resident #7 reported Resident #8 
wandered into their room looking for something, they asked Resident #8 to leave, and Resident #8 hit them 
with their rolling walker in their right eye. Resident #7 was observed with a red mark near their right eye. The 
facility reviewed their video surveillance (undated) and observed Resident #8 wandered to Resident #7's 
room. Resident #8 immediately came out of the room, closing the door as they left. Resident #8 was 
ambulating in the hallway when Resident #7 came out of their room with their slippers in their hand and 
struck Resident #8 on their left upper arm. Resident #8 turned around and hit Resident #7 in the face with 
their walker. Both residents were separated. Registered Nurse Supervisor #4 assessed Resident #7, no 
other visible injury observed. Resident #7 denies pain and discomfort. 911 was called and responded. Two 
(2) police officers arrived at the facility and took statements then left without filing any report. Resident #7 
was transferred to another unit. The facility's investigation concluded that there was a resident-to-resident 
physical altercation. Record review of written statement dated [DATE] at 3:45 PM by Certified Nursing 
Assistant #5 revealed they observed Resident #7 at 2:00 PM walking in the unit hallway, and they assisted 
them towards the dining room and left. During an interview on [DATE] at 4:04 PM, Registered Nurse 
Supervisor #4 stated they were informed by the Director of Nursing regarding the resident-to-resident 
altercation. Registered Nurse Supervisor #4 stated when they arrived on the unit, they observed Resident #7 
sitting at the nursing station. Registered Nurse Supervisor #4 stated Resident #7 was observed with redness 
under their right eye. Registered Nurse Supervisor #4 stated Resident #7 was taken to their room, and a full 
body assessment was done; no other visible injury was observed. Registered Nurse Supervisor #4 stated it 
was them and the unit nurses who were responsible for monitoring residents to prevent accidents in the unit. 
During an interview on [DATE] at 4:30 PM, Director of Nursing stated they were not the Director of Nursing at 
the time of the above incidents. The previous Director of Nursing, who did the investigation, is no longer 
employed in the facility, and their whereabouts are unknown. The Director of Nursing stated the supervisors 
and unit nurses are responsible for monitoring the residents in the unit to prevent accidents and 
resident-to-resident altercations.On [DATE] at 3:46 PM, Immediate Jeopardy was identified and declared. 
The Facility's Administrator and the Director of Nursing were notified.The Administrator returned the signed 
the Immediate Jeopardy Template on [DATE] at 8:40 PM. On [DATE] at 10:01 PM, the facility presented a 
removal plan that listed the immediate action the facility would take to prevent serious harm from occurring or 
recurring. The removal plan was accepted on [DATE] at 10:02 PM.On [DATE] the facility had not completed 
implementation of the removal plan. After discussion it was determined by the facility that plan needed to be 
revised to include policy revision and further education of staff in behavioral health monitoring. The 
Administrator presented the updated removal plan on [DATE] at 8:03 PM.The facility updated removal plan 
was accepted on [DATE]. Based on observation, interview, and record review, the facility completed 
implementation of the removal plan on [DATE] at 2:00 PM.Immediate Jeopardy was lifted based on the 
following corrective actions taken by the facility: Policy and Procedure on Abuse, Mistreatment and Neglect 
dated [DATE] was reviewed with no revision. An Audit was done on [DATE]. The Director of Nursing and 
Assistant Director of Nursing assessed 70 residents on the third floor with no injuries or signs of abuse. No 
additional concerns were identified. Facility admission policy dated [DATE], revised on [DATE]. On [DATE], 
the facility developed a policy titled Resident Rounding-Nursing. It is the policy for all nursing staff that states 
they are responsible for completing regular rounds of their assigned areas and the facility's common areas, 
at the start of their shift, twice during the shift, and at the end of their shift, to monitor resident well-being, 
maintain a safe environment, and respond promptly to resident needs. The facility policy titled 
Nursing/Rehabilitation/Maintenance dated [DATE] was reviewed/revised on [DATE] to include storage for 
equipment (including wheelchair/footrests) not being used. Facility-wide inspection was conducted [DATE], 
by the therapy department, to assess durable medical equipment in residents' rooms that could present a 
potential safety hazard. Concerns will be addressed accordingly to ensure safety. Three Hundred and 
Fifty-Eight (358) resident wheelchairs were checked for potential safety hazards. No concerns were found. 
In-service conducted on [DATE] on Rounding, Call Bells, and Daily Tasks. Lesson plan and sign-in sheets 
were reviewed/confirmed for staff in-service conducted on Rounding, Call Bells, and Daily Tasks. An Audit 
done on [DATE] of all new residents admitted within the 30 days prior to the date of the incident ([DATE]) 
was reviewed by the Regional Nurse/Designee to determine if there were any documented or known 
behavioral concerns with an adjunct target behavior care plan with individualized monitoring in place. Three 
residents were admitted on psychoactive medications with physical aggression, anxiety and mood changes. 
Behavior care plans were developed. Facility policy on Behavioral Health and Dementia dated 06/2025, 
revised [DATE] to include that the facility will ensure a designated behavior health monitor will be assigned 
each shift to observe for residents having behaviors such as combative, aggressive impulsive and or 
assaultive behaviors. Any behaviors negatively affecting others will be documented on the behavioral 
monitoring log including interventions attempted. All behaviors will be reported to the Registered Nurse for 
follow up including documentation and notification to physician and psychiatry as needed. The Registered 
Nurse Supervisor will review and sign the behavior monitoring log each shift. From [DATE] - [DATE] the 
following staff members received in-service on resident-to-resident abuse/prevention. Listed as follows: 
Registered Nurse-30 of 30=100%, Licensed Practical Nurses- 38 of 38 = 100%, Certified Nursing 
Assistants-159 of 169 =94 %, Administration staff - 16 of 16 =100 %, Housekeeping 27 of 30 =90 %, Nursing 
Administrative 2 of 2 = 100% , Rehab 26 of 26 = 100 %, Dietary 38 of 40 =95 %, Recreation 9 of 10 = 90%, 
Social Services 5 of 5 = 100 %, Maintenance 6 of 6 = 100 % and Escort 2 of 2 = 100 % On [DATE] the 
facility completed in-service of all admission staff on changes to the admission policy, including a need to 
conduct a thorough review of the Patient Review Instrument prior to acceptance of the hospital referral. 
[DATE] - [DATE] facility staff members including Registered Nurses, Licensed Practical Nurses, and Certified 
Nursing Assistants were interviewed and stated they received in-service on documentation, reporting of 
resident's behavior, equipment storage including wheelchair footrests, resident to resident abuse prevention 
and call bell with no concerns identified. As per the Administrator, the remainder of the staff who did not 
receive in-services will be in-serviced prior to starting their duties. Staff on vacation or off duty will be 
in-serviced before going to the unit.It was determined by the State Agency that the facility fully implemented 
their plan to abate the immediate jeopardy as of [DATE] at 2:00 PM. 10 NYCRR 415.4(b)(1)(i)
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Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of being 
admitted
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and interviews during an Abbreviated Survey (ID# 2616960), the facility did not 
ensure a baseline care plan was developed within forty eight (48) hours of a resident's admission and 
implemented for the resident that includes the instructions needed to provide effective person-centered care 
that meets professional standards of quality of care. This was evident for one (1) out of twelve (12) residents 
(Resident #2) sampled for baseline care plan. Specifically, on [DATE], Resident #2 was admitted to the 
facility with the chief complaint of aggressive and paranoid behavior that was not addressed in a baseline 
care plan. On [DATE] at 9:55 PM, Resident #2 physically assaulted Resident #1 with their wheelchair 
footrest, who later expired in the hospital. Additionally, the facility did not provide the resident and their 
representative with a summary of the baseline care plan. The findings are:The facility's policy and procedure 
titled Resident's Baseline Care Plan, with review date [DATE], documented it is the facility policy to develop 
and implement a baseline care plan for each resident that includes the instructions needed to provide 
effective and person-centered care of the resident that meets professional standards of quality of care. All 
clinical disciplines review all admission documents and documentation and meets with resident for initial 
assessment. Completes all sections within 48 hours of admission and makes arrangement to provide written 
copy of the Baseline care plan to resident and/or family. Review care plan as necessary to ensure care-plan 
is resident centered and according to the resident's needs and wants.Resident #2 was admitted to the facility 
on [DATE] with diagnoses of Dementia, Cerebral Infarction, and Hypertension.There was no Minimum Data 
Set (an assessment tool) completed. Resident #2 was admitted on [DATE].A Hospital Psychiatric Emergency 
Department Consult report dated [DATE] at 3:27 PM, revealed Resident #2 was admitted from home to the 
hospital psychiatric emergency department on [DATE] with a history of worsening Dementia, being agitated 
and confrontational with family, being paranoid, and delusional. The chief complaint was aggressive and 
paranoid behavior. A review of the Baseline Care Plan dated [DATE], with no completed date, revealed no 
documented evidence that the chief complaint, aggressive and paranoid behavior, was addressed in the 
Baseline Care Plan. Review of Resident #2's electronic medical record revealed no documented evidence 
that the facility provided Resident #2 and their representative with a summary of the baseline care plan.A 
facility's investigation dated [DATE] documented that Resident #2 physically assaulted Resident #1 with their 
wheelchair footrest. Resident #1 was transferred to the hospital and subsequently expired on [DATE]. During 
an interview on [DATE] at 10:15 AM, Resident #2's family member stated they were not given a copy of the 
baseline care plan or received any documentation from the facility upon Resident #2's admission. The family 
member stated they were not aware of what a baseline care plan was all about. During an interview on 
[DATE] at 3:02 PM, Registered Nurse Supervisor #2 stated they admitted Resident #2 on [DATE] and 
initiated a baseline care plan. Registered Nurse Supervisor #2 stated they never provided a copy of the 
baseline care plan to Resident #2 of their family member. Registered Nurse Supervisor #2 stated they did 
not address the behavior because Resident #2 was admitted with no behavior. Registered Nurse Supervisor 
#2 stated the nurses and social workers are responsible for providing a copy of the baseline care plan to 
family members. During an interview on [DATE] at 12:51 PM, the Director of Social Work stated either the 
nurse or they can initiate the baseline care plan upon admission. The Director of Social Work stated they 
never saw Resident #2 because they sent them to the hospital. The Director of Social Work stated they or 
the nurse can give a copy of the baseline care plan to the resident or the resident's family member. Director 
of Social Work, they were not sure if Resident #2's family member received a summary of the baseline care 
plan.During an interview on [DATE] at 1:18 PM, the Director of Nursing stated the baseline care plan was 
developed, and it was a template generated in their system. The Director of Nursing stated the baseline care 
plan must be developed within 48 hours of the resident's admission to the facility. The Director of Nursing 
stated either the nurse or the social worker can provide a summary of the baseline care plan to Resident #2's 
family member. The Director of Nursing stated they were not sure if a copy of the baseline care plan was 
provided to the family member.10 NYCRR 415.11
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.
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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and staff interviews conducted during an abbreviated survey (439285), from 
09/22/2025 to 10/01/2025 the facility did not ensure that a resident's care plan was reviewed and revised by 
the interdisciplinary team after each assessment, including both the comprehensive and quarterly review 
assessments. This was evident in one (1) out of twelve (12) residents (Resident #7) sampled. Specifically, 
Resident #7 had a quarterly assessment conducted on 04/03/2025 and documented on the Minimum Data 
Set 3.0 ( a resident assessment tool). The resident was assessed as having wandering behavior, and 
agitation, with severely impaired cognition. The resident's comprehensive care plan was developed on 
03/07/2025. On 04/27/2025 Resident #7 had a physical altercation with another resident after wandering in 
their room. The comprehensive care plan was not reviewed until 09/09/2025. There were no revisions to the 
interventions after the incident.The findings are:The facility policy titled Care Planning dated 12/11/2024 
documented it is the policy of the facility to provide an individualized comprehensive care plan for each 
resident based on assessments done at the time of admission, quarterly, annually and when there is a 
change in condition. A Comprehensive care plan will be reviewed and revised as needed upon 
re-admission(less than 30 days), quarterly and upon significant change. Care plans will be updated to reflect 
episodic issues/problems as they arise.Resident #7 was admitted to the facility on [DATE] with diagnoses of 
Dementia, Major Depressive Disorder, and Agitation.The Quarterly Minimum Data Set 3.0 assessment tool 
dated 04/03/2025 documented Resident #7 has severely impaired cognition. Resident #7 required 
setup/supervision with all activities of daily living care.A Care plan Behavior as evidenced by wandering, 
verbal aggression directed towards others and physically abusive dated 03/07/2025 and revised 09/09/2025. 
Interventions included: we will provide you with reality orientation, we will redirect you away from dangerous 
situations, and we will separate you from the situation by direct intervention of staff.The care plan was not 
updated to reflect the resident-to-resident altercation on 04/27/2025. Record review reveals there were no 
new interventions implemented since 09/21/2024.An Occurrence Investigation Form (no date) documented 
on 04/27/2025 at 3:55 PM Resident #7 reported Resident #8 wandered into their room looking for something, 
they asked Resident #8 to leave, and Resident #8 hit them with their rolling walker in their right eye. Resident 
#7 was observed with red mark near their right eye. Registered Nurse Supervisor #5 was notified. Registered 
Nurse Supervisor #5 assessed Resident #7, no other visible injury observed. Facility conclusion documented 
Resident #8 wandered into Resident #7 room and then immediately came out of the room closing the door 
as they leaves. Resident #8 was ambulating in the hallway when Resident #7 came out of their room with 
their slippers in their hand and struck Resident #7 on their left upper arm. Resident #7 face was hit with the 
walker. Both residents were separated. 911 was called and responded. Two Police Officers arrived at the 
facility and took statement then left without filing any report.A Psychiatry note dated 04/24/2025 documented 
Resident #7 admitted and treated with worsening dementia, wandering with aggression and agitation.During 
an interview on 10/07/2025 at 4:04 PM, Registered Nurse Supervisor #5 stated they were informed by 
Director of Nursing regarding the resident-to-resident altercation. Registered Nurse Supervisor #5 stated 
when they arrived on the unit, they observed Resident #7 sitting at the nursing station. Registered Nurse 
Supervisor #5 stated Resident #7 was observed with redness under their right eye. Registered Nurse 
Supervisor #5 stated Resident #7 was taken to their room and full body assessment done; no other visible 
injury was observed. Registered Nurse Supervisor #5 stated they wrote their nursing progress note but did 
not update the behavior care plan. Registered Nurse Supervisor #5 stated the Unit Nurse on the floor was 
supposed to review and update the behavior care plan.During an interview on 10/07/2025 at 4:11 PM, the 
Director of Nursing stated that anyone can update the care plan, including Licensed Practical Nurses, once 
the care plan has been initiated by a Registered Nurse. The Director of Nursing stated the staff member who 
did the incident report should have updated the care plan.10 NYCRR 415.11(c)(1)
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