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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record reviews, and resident, Family Member, Nurse Practitioner (NP), Medical Director, local law 
enforcement officer, and staff interviews, the facility failed to protect a resident's right to be free from 
resident-to-resident abuse when a severely cognitively impaired male resident (Resident #86) grabbed a 
cognitively intact male resident's (Resident #19's) arm as he was coming out of the bathroom. This was for 1 
of 3 residents reviewed for resident-to-resident abuse (Resident #19). The findings included: Resident #19 
was admitted to the facility on [DATE] with diagnoses that included cerebral palsy, chronic fatigue, bipolar II 
disorder, and depression. A quarterly Minimum Data Set (MDS) assessment dated [DATE] indicated that 
Resident #19's cognition was intact, he had no behaviors and was independent with using his wheelchair or 
walker. Resident #19's care plan dated 9/18/2025 indicated the resident had problem areas that included 
verbal behavioral symptoms directed toward others; and the resident had poor sense of boundaries. 
Resident #19 had Level II Pre-admission Screening and Resident Review (PASRR) related to bipolar II 
disorder. Resident #86 was admitted to the facility on [DATE] with diagnoses that included Alzheimer's 
dementia with other behavioral disturbances, urinary tract infection, and anxiety. Resident #86's care plan 
dated 8/25/25 indicated the resident had problem areas that included resident had physical behavioral 
symptoms towards others; resident had behavioral symptoms with Level II PASRR in place for Alzheimer's 
dementia and anxiety; resident had a memory/recall problem related to dementia; and resident was at risk for 
adverse consequences related to receiving antipsychotic medication. The interventions included assessing 
whether the behaviors endangered the resident and/or others and intervene as necessary, avoid over 
stimulation and provide a calm environment, resident would receive specialized services recommended by 
PASRR, to administer medication as ordered and change as necessary, and referral to psychiatric services 
as needed. An admission MDS assessment dated [DATE] indicated that Resident #86's cognition was 
severely impaired, he had no behaviors noted and was independent with using his wheelchair. An initial 
allegation report dated 9/8/25 at 8:43 PM completed by the Director of Nursing (DON) indicated there was an 
allegation of resident-to-resident abuse between Resident #19 and Resident #86 on 9/8/25. The initial report 
recorded the facility became aware of the incident on 9/8/25 at 7:00 PM. Details of the allegation stated that 
Resident #86 physically assaulted Resident #19. Resident #19 was exiting the bathroom when Resident #86 
was attempting to get in the bathroom. Resident #86 ran into Resident #19 with his wheelchair and then 
grabbed Resident #19's arm. Resident #19 then hit Resident #86 on his hands trying to get him to let go. The 
residents were immediately separated by Nurse Aide (NA) #1 and Nurse #1. Resident #86 was moved to 
another room immediately. Skin assessments were completed on both residents. Resident #19's skin 
assessment showed some redness to his right shoulder. Resident #86's skin assessment showed no injury 
at that time. Local law enforcement made aware of the allegation on 9/8/25 at 7:00 PM and came to the 
facility and interviewed both residents. Resident #86 had no recollection of the events that occurred, and 
Resident #19 declined to press charges. Both residents were initiated on 15-minute checks for 72 hours. A 
skin assessment was completed by the DON on 9/8/25 at 7:00 PM for Resident #86. Skin assessment 
revealed that no new injury was identified. Medical Director and NP were both made aware of the findings. A 
skin assessment was completed by the DON on 9/8/25 at 8:34 PM for Resident #19. Skin assessment 
revealed some redness to the right shoulder; Resident #19 had no concern for pain or discomfort. Medical 
Director and NP were both made aware of the findings. A written statement completed on 9/8/25 by NA #1 
indicated that NA #1 observed Resident #86 trying to back over Resident #19. Resident #19 tried to stop 
Resident #86, then Resident #86 grabbed Resident #19 by the right arm. On 09/25/2025 at 11:10 AM an 
interview occurred with NA #1. NA #1 reported that she was walking down the hall from the laundry area 
when she saw Resident #86 grabbing the arm on Resident #19. NA #1 stated that it appeared that Resident 
#86 was trying to back into Resident #19 with his wheelchair. NA #1 indicated that Resident #86 was in the 
doorway area and Resident #19 was coming out of the bathroom. NA #1 did not report that Resident #86 
said anything. NA #1 recalled when she saw this happening she went down the hallway to get help from 
Nurse #1. NA #1 reported that she came back with Nurse #1 and Nurse #1 separated the two residents 
immediately. A written statement completed on 9/8/25 by Nurse #1 revealed on 9/8/25 around 7:00 PM, NA 
#1 called Nurse #1 down to the room of Resident #86 and Resident #19. Upon entering the room Nurse #1 
saw Resident #86 holding Resident #19 by the arm tightly. Resident #19 was hitting Resident #86's hands in 
attempt to get Resident #86 to let go. Nurse #1 separated the two residents as soon as possible. Resident 
#86 stated to Nurse #1, I'll beat the dog shit out of him. On 09/25/2025 at 11:49 AM an interview occurred 
with Nurse #1. Nurse #1 reported that she was notified by NA #1 that something was going on between 
Resident #86 and Resident #19. Nurse #1 stated she immediately went down to the room and Resident #86 
was grabbing the top right part of Resident #19's arm. She recalled Resident #19 was hitting Resident #86's 
hands to get him to let go. Nurse #1 reported that Resident #86 told Resident #19 that he would beat the dog 
shit out of him. Nurse #1 reported that she immediately separated the two residents and Resident #86 was 
immediately moved to another room. The facility's investigation report dated 9/11/25 completed by the 
Director of Nursing (DON) indicated the following: The resident-to-resident abuse did occur between 
Resident #86 and Resident #19. Resident #86 and Resident #19 were immediately separated as soon as the 
incident occurred, and Resident #86 was moved to another hall in the facility to keep as much space 
between the two residents. Skin assessments were completed for both residents and on 9/9/25 the redness 
to Resident #19's shoulder was assessed and was noted to be completely resolved. 15-minute watches were 
started on both residents on 9/8/25 for the next 72 hours to monitor for aggression. The facility substantiated 
the allegation of resident-to-resident abuse secondary to witness statements and investigation results. On 
09/25/2025 at 10:30 AM an interview was attempted with Resident #86. Resident #86 had no recollection of 
the events that occurred on 9/8/25. On 09/25/2025 at 12:37 PM an interview occurred with the family 
member of Resident #86. The Family Member reported that Resident #86 had dementia and oftentimes did 
not remember things and often got agitated and displayed behavioral problems. The Family Member stated 
this had happened in the past and they had to talk to his doctor about the concerns. The Family Member 
indicated she was satisfied with how the facility handled the incident by moving Resident #86 for his safety 
and for the safety of Resident #19. The Family Member reported that overall, she was pleased by the 
treatment provided to Resident #86 by the facility and had no additional concerns. On 09/25/2025 at 11:21 
AM an interview occurred with Resident #19. Resident #19 stated that while he was coming out of the 
bathroom, Resident #86 tried to back into him with his wheelchair and then grabbed the fat part of the top of 
his right arm. Resident #19 could not recall the exact date of the incident, just that it had occurred a couple of 
weeks ago. Resident #19 reported that he shouted at him (Resident #86) to stop and that was when staff 
came in and helped. Resident #19 indicated that it hurt a little, but not enough to complain about. Resident 
#19 recalled Resident #86 told him that he would beat the dog stuff out of him. Resident #19 reported that 
staff immediately moved Resident #86 out and into another room on a different hall. Resident #19 stated 
when the police spoke to Resident #86 about the incident, Resident #86 could not remember it happening. 
On 09/25/2025 at 10:37 AM an interview occurred with Nurse #2. Nurse #2 reported that Resident #86 had 
problems with his short-term memory. Nurse #2 stated that if Resident #86 was asked about his military time 
in [NAME] 20-plus years prior then he would probably be able to recall that information but nothing recent. 
On 09/25/2025 at 12:10 PM an interview occurred with the Social Worker (SW). SW reported that the 
incident was reported to her, and she then made a report to Adult Protective Services on 9/9/25. SW stated 
that she also contacted the Resident Representatives for both residents, and they were made aware of 
incident. On 09/25/2025 at 12:21 PM an interview occurred with the Administrator. The Administrator stated 
that he was off work at the time when the incident between Resident #19 and Resident #86 occurred. The 
Administrator reported that he came to the facility immediately that evening once he was made aware of the 
incident and took immediate action for the safety of all residents including the proper reporting measures. He 
stated the residents were not aggressive towards each other prior to the incident and now Resident #86 does 
not even remember the incident happening. On 09/25/2025 at 12:39 PM an interview occurred with the 
Psychiatric Nurse Practitioner (NP) working with Resident #86. The Psychiatric NP reported that the week 
prior to the incident she had reduced Resident #86's Risperdal because of drowsiness he was experiencing 
in the morning. The Psychiatric NP stated that Resident #86 had reported behavioral issues prior to his 
admission, and he was also being assessed for a urinary tract infection that could have also caused the 
confusion and behaviors. The Psychiatric NP indicated after the incident she increased his Risperdal back to 
the original dose and when she sees him next time she will re-evaluate to lower it again if appropriate. On 
09/25/2025 at 12:54 PM an interview occurred with the Medical Director. The Medical Director reported that 
he saw both residents after the incident, evaluated for any injuries and had no concerns following the 
incident. Resident #86 was found to have a urinary tract infection and was treated accordingly. He reported 
that the Resident Representatives were contacted, and residents were separated for safety. On 09/26/2025 
at 4:10 PM an interview occurred with the Investigating Officer from local law enforcement. The Officer 
reported the same details of the incident that Resident #19 was coming out of the bathroom when Resident 
#86 tried to run into him with his wheelchair and grabbed Resident #19's top right arm. The Officer stated 
both residents were interviewed, and Resident #86 did not remember the incident happening and neither 
resident wanted to make an official report or press charges. The facility provided the following corrective 
action plan: 1. Address how corrective action will be accomplished for those residents found to have been 
affected by the deficient practice. The residents were immediately separated, and Resident #86 was moved 
to room [ROOM NUMBER]. The clinical supervisor completed skin checks on both residents. Resident #19 
has some redness on his right shoulder, while Resident #86 has no observed injuries. Both residents were 
placed on 15-minute checks to monitor any aggressive behaviors. The Carthage police department was 
notified and interviewed both residents on 9/8/25, Resident #19 declined to press charges and Resident #86 
had no recollection of the event. The Medical Director and Psychiatric Nurse Practitioner (PNP) were notified 
of the incident on 9/8/20205. Both residents had lab tests performed, including urinalysis, complete blood 
count (CBC), and basic metabolic panel (BMP). Resident #86 was diagnosed with a urinary tract infection 
(UTI) and was prescribed the appropriate antibiotics. Resident #86's Risperdal was increased by a PNP on 
9/9/25; both parties were seen by PNP on 9/11/25 and by the Medical Director on 9/10/25. Adult Protective 
Services (APS) was made aware of the incident on 9/9/25. Education was provided to Resident #19 on how 
to handle the incident without resorting to physical violence.2. Address how the facility will identify other 
residents having the potential to be affected by the same deficient practice.The Director of Nursing (DON) on 
9/8/25 performed a 100% review of all residents. The alert residents were asked if they had been affected by 
any resident who had shown aggressive behavior towards them; none were identified. Residents who were 
unable to communicate, the DON and designee completed 100% skin audits, which were reviewed for any 
injuries related to resident-to-resident altercation, but none were identified. The DON reviewed all events, 
including falls, bruises, or skin tears, to see if any were related to resident-to-resident aggressive behavior for 
the past three months; none were identified. DON reviewed all 24-hour reportable events for the last three 
months for resident-to-resident altercations; none were identified. The event was isolated to the resident's 
room, and residents were under 15-minute observation after the event, with no other aggressive behavior 
noted. No other residents were affected by this event.3. Address what measures will be put into place or 
systemic changes made to ensure that the deficient practice will not recur. Resident #86 was permanently 
relocated to room [ROOM NUMBER] to maintain social distancing between residents. Resident #86 was 
treated for a urinary tract infection. Resident #86 had recently had a decrease of his antipsychotic 
medication. The psychiatric nurse practitioner reviewed the medical regimen of the resident on 09/09/2025 
and decided to increase the dosage back due to the recent aggressive behavior. There have been no further 
incidents of aggression by either resident. All staff were educated to observe residents for signs of increased 
agitation and incidents of aggression, and to develop appropriate interventions to manage the behavior and 
prevent any escalation, in accordance with our Abuse Policy. This education was completed on 9/11/25 by 
DON or designee. Any staff out on leave or PRN status were educated by nursing administration before 
returning to duty. The staff development coordinator educates all staff on abuse prevention during the 
orientation process. There is also annual education for all staff on abuse prevention. 4. Indicate how the 
facility plans to monitor its performance to make sure that solutions are sustained.On 9/8/25, an audit tool 
was created by the DON with the following questions, - Residents were asked if any aggressive behavior had 
been shown against them.- Residents were asked, have you seen any aggressive behaviors towards others 
in the facility. - Residents were asked if they had seen any signs of agitation that would lead to aggressive 
behaviors?- If any of the above questions are checked yes, are appropriate interventions in place to protect 
residents?The DON or designee will conduct audits on five alert and oriented residents daily x 2 weeks, then 
weekly x 10 weeks. The DON or the designee will audit 100% of progress notes and events daily for any 
aggressive behaviors. The results of these audits will determine the need for further monitoring. The DON 
will present all results to Quality Assurance and Performance Improvement (QAPI) every month until 12/1/25. 
The results of these audits will determine the need for further monitoring. Alleged compliance date: 9/12/25 
As part of the validation process, the plan of correction was reviewed and verified through review of audit 
sheets, education records and staff interviews. Education was provided to all staff about abuse policy. 
Review of the monitoring audits revealed they were completed as stated in the corrective action plan with no 
concerns identified. Interviews conducted with staff revealed they had received education on identifying and 
reporting any suspicions, allegations, or witnessed abuse. Supervision of residents by staff was observed as 
part of the recertification survey and no concerns were noted. Residents were interviewed during the survey, 
and none reported having any issues with staff's ability to protect them from abuse. The compliance date of 
9/12/25 for the corrective action plan was validated.
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