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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and staff interview, it has been determined that the facility failed to ensure that the 
comprehensive care plan was reviewed and revised by the interdisciplinary team after an incident of 
resident-to-resident abuse for 2 of 3 residents reviewed, Resident ID #s 3 and 4.Findings are as follows: 
Review of a facility reported incident submitted to the Rhode Island Department of Health on 6/27/2025 
revealed that while rounding on 6/26/2025 at approximately 8:45 PM, staff observed Resident ID #4 in 
Resident ID #3's room. Staff witnessed Resident ID #4 holding Resident ID #3's arm and striking his/her 
side, arm, and legs. The report further revealed that after Resident ID #4 was removed from the room, s/he 
was then sent to the emergency department for an evaluation. Resident ID #3 was observed to be teary and 
upset during the nursing assessment.Review of an undated document titled, Special care unit disclosure, 
states in part, .The mission of [facility name redacted] Special care unit is to help the residents live a life of 
dignity, love, respect, in an environment that is best suited to their needs .the environment is designed to 
promote and encourage independence while promoting safety .1. Record review revealed Resident ID #3, 
the victim, was admitted to the facility in December of 2023 with diagnosis including, but not limited to, 
Alzheimer's disease.Record review of a Quarterly Minimum Data Set (MDS) assessment dated [DATE] 
revealed a Brief Interview for Mental Status (BIMS) score of 5 out of 15, indicating the resident has severely 
impaired cognition. Further review revealed the resident is totally dependent on staff for his/her activities of 
daily living.Record review of the care plan dated 9/20/2024 revealed that Resident ID #3 is unable to care for 
him/herself related to his/her cognitive impairment. Further, the care plan revealed s/he is non ambulatory 
and requires a Hoyer lift (a device that aids in the transfer a resident with challenged mobility from one place 
to another) for transfers by two caregivers.Record review revealed a progress note dated 6/27/2025 
authored by Licensed Practical Nurse (LPN), Staff A, which revealed Resident ID #4 (the perpetrator) 
grabbed Resident ID #3's arm and s/he hit him/her all over his/her body. Additionally, the progress note 
indicated that both residents were separated. Further review of the note revealed that all safety precautions 
were applied.Review of Resident ID #3's care plan failed to reveal evidence the care plan was updated or 
revised to include interventions to promote the resident's safety after the incident that took place on 
6/26/2025.2. Record review revealed Resident ID #4, the perpetrator, was admitted to the facility in April of 
2025 and readmitted in June of 2025 with diagnoses including, but not limited to, dementia and anxiety 
disorder. Review of the admission MDS assessment dated [DATE] revealed a BIMS score of 4 out of 15, 
indicating the resident has severely impaired cognition. Further review revealed the resident is independent 
with transfers and utilizes a walker for mobility. Record review revealed a progress note dated 6/26/2025 
authored by LPN, Staff B, which revealed Resident ID #4 went into Resident ID #3's room while s/he was 
asleep, grabbed his/her arm and hit him/her all over his/her body. Additionally, the progress note indicated 
Resident ID #4 was transferred to the hospital because s/he was a danger to others. Further review of the 
note revealed that all safety precautions were applied.Additional review revealed a progress note dated 
6/27/2025 that revealed Resident ID #4 returned to the facility with a diagnosis of a urinary tract infection and 
new orders for keflex (an antibiotic), ativan (an anti-anxiety medication), and trazodone (a medication 
prescribed to treat depression, anxiety and insomnia). Further review of the note revealed all safety 
precautions applied.Record review of Resident ID #4's care plan last revised on 6/30/2025 revealed the 
resident exhibits periods of increased anxiety and agitation. S/he often reaches out to touch objects, which 
may include other residents. S/he attempted to bite his/her spouse, has pinched others, grabbed another 
resident's hand on 5/31 and grabbed another resident's nose on 6/3/2025. Interventions include, monitoring 
for increase in agitation as evidenced by loud tone, clenched fists, and argumentative behaviors. Additional 
review of the care plan revealed a problem start date of 6/30/2025 as the resident experienced signs and 
symptoms of an acute urinary tract infection which will resolve in 14 days with an intervention to administer 
medications as ordered.Record review failed to reveal evidence that the resident's care plan was revised to 
include updated safety interventions to prevent further incidents until 7/6/2025, 10 days after the resident 
was readmitted to the facility following his/her hospital admission. During a surveyor interview on 7/7/2025 at 
1:03 PM with Staff A, she revealed that Resident ID #4 was transferred to the hospital following the incident 
with Resident ID #3. Additionally, she indicated that there were no additional safety measures put in place 
upon his/her return to the facility.During a surveyor interview on 7/7/2025 at approximately 2:30 PM with the 
Administrator, in the presence of the Assistant Director of Nursing Services, she revealed that the safety 
precaution that was implemented for Resident ID #3 was placing Resident ID #4 on one to one supervision 
prior to his/her transfer to the hospital on the date of the incident. Additionally, she was unable to provide 
evidence that Resident ID #3's care plan was revised to include safety interventions were implemented going 
forward, following the resident-to-resident incident on 6/26/2025. Additionally, she was unable to provide 
evidence that Resident ID #4's care plan was revised to include updated safety precautions were 
implemented to prevent future incidents, until 7/6/2025, which was 10 days after s/he was readmitted to the 
facility following his/her hospitalization.
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