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or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of the facility's abuse prohibition policy, clinical records, information submitted by the facility, and 
select investigative reports and staff interview, it was determined the facility failed to assure that three 
residents (Residents 2,3, and 4) out of 3 sampled were free from physical abuse perpetrated by another 
resident (Resident 1). Findings include: A review of facility policy titled Pennsylvania Resident Abuse: Abuse, 
Neglect, and Exploitation last reviewed by the facility on May 2025, revealed it is the policy of the facility not 
to tolerate abuse, neglect, mistreatment, exploitation of residents, or misappropriation of resident property by 
anyone. The policy defines abuse as the willful infliction of injury, unreasonable confinement, intimidation, or 
punishment resulting physical harm, pain, or mental anguish. Willful, as used in this definition of abuse, 
means the individual must have acted deliberately, not that the individual must have intended to inflict injury 
or harm. A separate facility policy titled Resident Observation last reviewed May 2025, indicated the policy 
objective is to provide enhanced observation as a temporary safety mechanism during an acute episode 
where a resident is endangered. The procedure specifies that the Director of Nursing (DON) will assign a 
staff member to complete appropriate observation interventions, which may include 15- or 30-minute checks 
or one-to-one (1:1) monitoring. The policy requires that staff assigned to 1:1 monitoring remain with the 
resident at all times and document monitoring at designated intervals. Clinical record review revealed that 
Resident 1's was admitted to the facility on [DATE], with diagnoses which included Huntington's disease (a 
progressive neurological disease that causes nerve cells to decay over time. The disease affects a person's 
movements, thinking ability and mental health). A review of the resident's Quarterly Minimum Data Set 
Assessment (MDS-a federally mandated standardized assessment conducted at specific intervals to plan 
resident care) dated June 4, 2025, indicated the resident was moderately cognitively impaired with a BIMS 
score of 3 (Brief Interview for Mental Status-a tool to assess cognition, a score of 0-7 indicates severe 
cognitive impairment), exhibited physical and verbal behaviors towards others, exhibited wandering 
behaviors and required the assistance of staff for ambulation.Clinical record review revealed that Resident 2 
was admitted to the facility on [DATE], with diagnosis to include dementia and was severely, cognitively 
impaired with a BIMS score of 1. Review of Resident 1's plan of care dated February 28, 2025, for 
psychosocial well-being with interventions to include education to the resident on treatments and 
expectations on outcomes, behavioral health consults, document symptoms, encourage the resident to 
express feelings and administer medications as ordered. Nursing documentation dated from the time of 
admission to the facility the resident exhibited aggressive violent impulsive behaviors towards staff and other 
residents. She made verbal threats. She would attempt to stand and ambulate unassisted, often running 
from the east wing to the west wing nursing units. She would not sleep in her bed but would sleep in a chair 
in the dining room. A review of nursing documentation dated April 14, at 8:04 P.M. revealed, at 2:30 P.M. 
Resident 1 ran from the east unit to the west unit, proceeded to go into the dining room and sit in a chair and 
began screaming. Attempts were made to redirect the resident. At 5:05 P.M., Resident 1 got out of the chair, 
jumped on top of a resident (facility could not identify resident) lying in a recliner chair and laid on top of her. 
Attempts to redirect the resident were unsuccessful. The resident was physically lifted off the other resident. 
Resident 1 became combative, punching and kicking staff with full contact. Attempts were made to calm her, 
she continued to punch and kick staff. Attempts were made to medicate the resident with an antianxiety 
medication, Ativan. The resident refused. A telephone call made to the attending Physician with orders to 
send her to the emergency department for Psychiatry evaluation.The resident was sent to the hospital for an 
emergency commitment hospitalization (302 involuntary commitment to the hospital). The resident was 
evaluated, and the hospital refused the emergency commitment and ordered her to be returned to the facility. 
The resident was readmitted to the facility on [DATE], at 10:00 P.M. Nursing documentation continued to 
note her physical and verbal aggressive behaviors, often running from one nursing unit to the other located 
on the opposite side of the building. Despite repeated behaviors, supervision and interventions remained 
inconsistent. Nursing documentation dated July 27, 2025, at 11:29 A.M., revealed Resident 1 became 
agitated with another peer (facility could not identify resident) who had entered her personal space. Resident 
1 was removed from the common area. Resident 1 proceeded to follow the resident stating she was going to 
spank her, raising her arm and making gestures of hitting toward the other resident. Staff intervened. A 
review of nursing documentation dated July 31, 2025, at 11:58 A.M. revealed that Resident 1 was observed 
ambulating through the east wing dining room and pushing the wheelchair of another female resident (facility 
could not identify this resident). Resident 1 stated, I don't like her, so I pushed her away. Staff attempted to 
educate Resident 1 about wheelchair safety; however, Resident 1 replied, I would do it again, I don't like her, 
I would push her away again. The other resident was relocated for her personal safety. A review of facility 
investigative documentation and nursing documentation dated August 8, 2025, at 8:40 A.M. revealed 
Resident 1 hit Resident 2 on the left side of her head and then grabbed her arms while in the east wing 
dining room. This incident was witnessed by the facility's physical therapist shortly after breakfast. Staff 
immediately separated the residents. As an intervention, the facility initiated every 15-minute checks, 
instructed staff to monitor Resident 1's behaviors, and planned for reassessment after 72 hours (August 11, 
2025). Staff were also instructed to redirect the resident with alternative activities. A review of a written 
witness statement dated August 8, 2025 (no time indicated) by Employee 1, Physical Therapist, documented 
that at approximately 8:20 A.M., Resident 1 was seen hitting Resident 2 on the left side of her head near the 
temple and then grabbing Resident 2's arms. The incident occurred in the east wing dining room while the 
therapist was assisting another resident with a transfer. Resident 2 was seated in a wheelchair, and Resident 
1 was standing. There was no evidence that the 15-minute checks were completed after the August 8, 2025, 
incident. During an interview on September 10, 2025, at 11:00 A.M., the Director of Nursing confirmed the 
required 15-minute checks had not been carried out. A review of facility investigative documentation dated 
August 11, 2025, at 4:05 P.M. revealed that Resident 1 was observed pulling Resident 3's hair in the east 
wing dining room. This incident was witnessed by nursing staff. The residents were separated, and the 
incident was reported to state agencies as well as the local police. A new intervention was initiated requiring 
one-to-one (1:1) supervision for Resident 1. A review of the Interdisciplinary Team (IDT) documentation 
dated August 12, 2025, at 9:27 A.M. revealed the team met to discuss the August 11, 2025, incident. The 
IDT note documented that Resident 1 was not to pull Resident 3's hair and was placed on 1:1 supervision 
until she could be evaluated by psychiatric services. Resident 1 was counseled about the incident but 
demonstrated no remorse, stating, I don't care, I don't care. The IDT documentation did not reference the 
prior August 8, 2025, incident or the intervention requiring 15-minute checks. The note instead indicated that 
15-minute checks would continue until the reassessment 72 hours later. A review of a psychiatric 
consultation notes dated August 12, 2025, at 2:15 P.M. revealed that Resident 1 was seen seated in the 
dining room where she pulled another resident's hair (Resident 3). The note did not reference Resident 1's 
earlier incidents of aggression, including the August 8, 2025, and August 11, 2025, resident-to-resident 
altercations. The psychiatric note also failed to mention that Resident 1 had been placed on 1:1 supervision 
by the facility. A review of facility investigative documentation dated August 27, 2025, at 11:30 A.M. revealed 
Resident 1 stood from her chair in the east wing dining room and approached Resident 3. The staff member 
assigned to provide 1:1 supervision followed closely and attempted to intervene by standing between the 
residents and raising her hand to block Resident 1. Resident 1 reached around the staff member and pulled 
Resident 3's hair. The residents were immediately separated. The incident occurred prior to lunch in the 
dining room, which was described as a noisy and highly stimulating environment. Staff were instructed to 
redirect Resident 1 to quieter areas and to continue 1:1 supervision. Clinical record review revealed that 
Resident 3 was admitted to the facility October 4, 2023, with diagnosis to include dementia and was 
severely, cognitively impaired with a BIMS score of 1. A review of facility investigative documentation dated 
September 8, 2025, at 8:25 P.M. revealed that Resident 1 stood up from her chair in the east wing dining 
room, walked over to Resident 4, and struck her on the back. The resident was redirected out of the dining 
room by staff. Documentation indicated Resident 1 had stated beforehand, I'm going to spank her. The 
intervention at that time was to continue 1:1 supervision, and nursing staff were reeducated to remain within 
arm's reach of the resident during 1:1 observation. A review of a witness statement dated September 8, 2025 
(no time indicated), from Employee 2 (NA), Nurse Aide, revealed Resident 1 was seated near a window in 
the dining room and appeared to be asleep. Employee 2 (NA) was three chairs away, looking at personal 
phone messages, when Resident 1 suddenly stood up, approached Resident 4 (seated in her wheelchair), 
and struck her on the shoulder with an open hand. Employee 2 (NA) then redirected Resident 1 using her 
gait belt and escorted her to the meditation room (off the unit). Clinical record review revealed Resident 4 
was admitted on [DATE], with diagnoses including dementia. Resident 4 was severely cognitively impaired 
with a BIMS score of 1. Nursing documentation revealed Resident 4 wandered frequently throughout the 
unit, entered other residents' rooms, and displayed disruptive vocalizations such as continuous shouting. The 
noted intervention for August 8, 2025, resident to resident incident was to implement every 15-minute staff 
monitoring. There was no evidence at the time of the survey that this intervention was implemented to 
prevent future incidents of resident abuse. Review of interventions revealed that following the August 8, 
2025, incident, every-15-minute monitoring was ordered but not implemented. Following the August 11, 
2025, incident, 1:1 monitoring was ordered. A review of 1:1 monitoring records dated August 11, 2025, 
through the date of survey revealed multiple gaps in documentation, including but not limited to: August 11, 
15, 19, 20, 23, 25, 26, 27, 28, 29, 31; September 1, 2, 3, 4, 6, 7, and 8, 2025. Despite Resident 1's 
documented pattern of aggressive and intrusive behaviors, the facility failed to ensure consistent supervision 
and monitoring. As a result, Residents 2, 3, and 4, all severely cognitively impaired residents, were subjected 
to repeated physical abuse including hitting and hair-pulling. During an interview with the Nursing Home 
Administrator and the Director of Nursing on September 10, 2025, at 2:00 P.M., both confirmed the facility 
failed to prevent Resident 1 from physically abusing (hitting and pulling hair) Residents 2, 3, and 4. The 
facility failed to implement sufficient supervision and monitoring measures to address Resident 1's known 
history of aggression, resulting in physical abuse of three residents. 28 Pa. Code 201.14(a) Responsibility of 
licensee 28 Pa. Code 201.18(b)(1) Management 28 Pa. Code 201.29(a)(c) Resident Rights28 Pa. Code 211.
10(d) Resident care policies. 28 Pa. Code 211.12(c)(d)(5) Nursing Services
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