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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 the resident had the right to be free from abuse, 
neglect, misappropriation of resident property, and exploitation for two (Resident #1 and Resident #2) of two 
reviewed for abuse and neglect.The facility failed to ensure Resident #2 was free from abuse, on 6/27/25, 
when Resident #1 struck her in the forehead with a cane, which resulted in a laceration.This failure could 
place residents at risk of abuse and emotional stress. Findings include: 1. Record review of Resident #1's 
face sheet dated 02/26/25, reflected a [AGE] year-old female who was admitted to the facility on [DATE]. 
Resident #1 had diagnoses which included: dementia of unspecified severity without behavioral disturbance 
(a decline in memory or other cognitive function not accompanied by aggression), psychotic disturbance 
(delusions or hallucinations), delirium due to psychological condition (acute confusion linked to psychiatric 
causes), cognitive communication deficit (difficulty understanding or using language), unsteadiness on feet, 
gait abnormalities, muscle weakness, and a history of lack of coordination.Record review of Resident #1's 
Quarterly MDS dated [DATE] , reflected a BIMS score of 10, which indicated she was moderately cognitively 
impaired. Resident #1 used a cane when off the facility premises but did not typically use it inside the facility.
Record review of Resident #1's June 27, 2025 care plan reflected interventions related to behavioral health 
and safety, including redirection, increased monitoring, and staff awareness of behaviors that could place 
others at risk. The care plan specifically indicated that the resident had exhibited physical behaviors toward 
others and outlined interventions such as staff immediately intervening to protect involved residents, calling 
for assistance, and attempting to de-escalate situations by removing the resident from the source of distress 
and engaging them calmly. If the resident's response was aggressive, staff were directed to calmly walk 
away. These interventions reflected a history of agitation and physical aggression toward others.Record 
review of progress notes dated 06/26/25, entered at 11:50 p.m. indicated Resident #1 had returned to the 
facility and was involved in an altercation with Resident #2. The progress note did not include a detailed or 
verbatim account of the incident, but did outline the facility's response following the event. According to the 
documentation, the residents were separated, first aid was provided to both individuals, and both a skin 
assessment and pain assessment were completed. Urinalysis samples were obtained from both residents, 
the abuse coordinator was notified, and the facility's abuse protocol was followed. The progress note also 
stated that one-on-one supervision was initiated for Resident #1 and that the facility would continue to 
monitor the situation.2. Record review of Resident #2's face sheet dated 10/02/ 24 reflected a [AGE] year-old 
female who was admitted to the facility on [DATE]. Resident #2 had diagnoses which included: spinal 
stenosis (narrowing of the spine that can cause pain or mobility issues), muscle weakness, chronic low back 
pain, major depressive disorder (recurrent, severe feelings of sadness and loss of interest ), generalized 
anxiety disorder(intense , excessive or persistent worry or fear ), and essential hypertension(high blood 
pressure ).Record review of Resident #2's Quarterly MDS dated [DATE] , reflected a BIMS score of 13, 
which indicated she was cognitively intact.Record review of Resident #2's June 27, 2025 care plan reflected 
interventions addressing safety, mood, and behavior. The care plan noted Resident #2 preferred to eat in her 
room and had minimal peer interaction. No history of aggressive behaviors was documented. Record review 
of progress notes dated 06/26/25 relevant to the incident were reviewed. The progress notes reflected that 
Resident #2 was involved in an altercation with another resident. Resident #2 was assessed both physically 
and emotionally afterward. The progress notes reflect that first aid was administered, a skin assessment and 
pain assessment were completed, and that Resident #2 received support following the incident. The 
progress notes reflected appropriate post-incident procedures were followed, but did not include an in-depth 
description of the resident's behavior or emotional state beyond confirming that interventions were provided.
Record review of Resident #2's progress notes 06/26/25 reflected law enforcement was dispatched to the 
facility following the altercation. Resident #2 initially requested to be sent to the hospital when officers arrived 
but later refused treatment upon ambulance arrival, and stated she felt fine. A small laceration approximately 
2 cm in length was noted on her forehead. The wound did not require stitches or advanced intervention. 
Record review treatment orders for Resident #2's forehead laceration were discontinued on , 07/08/25 which 
indicated the wound had resolve. Record review of documentation by social services dated 06/27/25 
reflected Resident #2 was alert, oriented, and stated she was feeling better. She accepted supportive 
counseling and was encouraged to avoid contact with Resident #1 and to report any further concerns. 
Resident #2 consented to a referral for psychological services. Documentation reflected plans for continued 
monitoring and supportive interventions due to the incident . Interview on 7/8/25 at 12:38 p.m. with Resident 
#2 During the interview with Resident #2 the resident appeared visibly irritated and used profanity multiple 
times. However, her irritation did not appear to be related to the altercation that occurred with Resident #1. 
Resident #2 expressed frustration that her handwritten Do Not Disturb sign, which was posted on her door, 
was not being respected by staff or others entering her room. She specifically stated that staff continued to 
knock on her door to deliver meals and medications, which she felt disregarded her request to not be 
disturbed.Before initiating the interview, surveyor made an attempt was made to contact the resident using 
the phone number listed in the system; however, the number was not in service. As the resident remained in 
the building and the sign on the door had not been removed during the time the surveyor was on site, 
surveyor knocked on her door to attempt the interview before leaving the facility. Resident #2 acknowledged 
during the interview that she was not mad at the surveyor directly, but also emphasized, You saw the sign on 
the door and still knocked and bothered me anyway. Based on her comments and demeanor, it appeared 
that she remained frustrated with the interruption despite stating it was not personal. Resident # 2's irritation 
during the interaction appeared to be tied to the presence of the Do Not Disturb sign being ignored, rather 
than to the prior incident with Resident #1. Interview on 7/8/25 at 12:45 p.m. with the Assistant Director of 
Nursing revealed she was working on the backside of the unit at the time of the incident and reported hearing 
raised voices, though she was unable to make out what was being said or which residents were involved. 
She stated that shortly afterward, staff came to notify her that assistance was needed. She secured her 
medication cart and responded to the location of the incident. Upon arrival, she observed that the two 
residents. Resident #1 and Resident #2 had already been separated. The ADON stated she observed blood 
coming from a laceration on Resident #2's forehead and immediately began assessing the resident, initiated 
the abuse protocol, and contacted law enforcement. She confirmed that 911 was called and that Resident #2 
initially agreed to be transported to the hospital for further evaluation, but later refused treatment upon 
arrival. The ADON described the injury as minor. She added that Resident #1 had just returned to the facility 
prior to the incident and was later transported to the hospital for psychiatric evaluation in accordance with 
facility protocol.Interview on 7/8/25 at 1:32 p.m. with the Director of Nursing revealed that the facility was 
aware that both residents displayed behaviors such as verbal agitation, including the use of profane 
language and raised voices. One resident was described as feisty, a term often used informally to indicate 
someone who is spirited, outspoken, or easily upset. In this context, it reflects the resident's tendency to 
become verbally agitated or assertive, including using strong language or raising their voice. This description 
did not imply physical aggression or violence but highlighted that the resident may express frustration or 
disagreement loudly or passionately.Interview on 7/8/25 at approximately 2:00 p.m. with the facility 
Administrator revealed he considered the incident an isolated event which involved two residents with a 
known history of behavioral concerns at previous facilities. He stated neither resident had exhibited 
physically aggressive behavior while at the current facility. The Administrator reported both residents 
declined to provide written statements. He responded to the facility 30-45 minutes after being notified and 
expressed confidence that the facility responded appropriately by separating the residents and contacting 
emergency service. According to facility records and staff interviews, neither of the two residents had any 
history of physical or verbal altercations with each other while residing at the current facility. Both residents 
were known to display verbal agitation and use profane language individually, but there were no documented 
incidents of conflict or behavioral issues between them prior to the reported incident.Interview conducted on 
7/8/25 at approximately 2:30 p.m. with the LVN A revealed that she assessed Resident #2's wound the day 
after the incident occurred. The LVN A explained that the incident took place late at night, near midnight, and 
by the time of documentation and follow-up, it was already considered the next calendar day. She further 
clarified that although she personally evaluated the wound the following day during her scheduled shift, other 
nursing staff had already responded to and assessed the resident at the time of the incident. The LVN A 
stated that Resident #2 was selective about who she allowed to examine her, and she did not permit 
paramedics or certain staff to view or treat the area. The LVN A described the wound as minor, resembling a 
scratch, and noted that it was already beginning to heal by the time she observed it. She also mentioned that 
the resident had removed the initial bandage herself prior to the LVN A's assessment.Interview on 7/8/25 at 
1:46 p.m. with CNA A revealed she was present the day of the incident and had prior familiarity with both 
residents. CNA A stated Resident #1 typically left the facility during the day and returned in the evening, 
while Resident #2 usually stayed in her room and did not participate in group dining. CNA A reported the 
residents had never bumped heads before meaning they had never had a disagreement, argument, or 
conflict and typically stayed to themselves. She stated, They would speak to each other and go about their 
day. I've never known either of them to be physical with anyone. CNA A stated since the incident occurred, 
the residents were separated and there had been no further incidents between the two residents. Additional 
interviews conducted with staff on 7/8/25 from 12:45 PM to 2:45 PM revealed consistent knowledge of the 
facility's abuse and neglect policies, including guidelines related to resident-to-resident aggression. 
Interviews were conducted with the Assistant Director of Nursing, Director of Nursing, Licensed Vocational 
Nurse, Certified Nursing Assistant, and the Administrator. Staff members stated they received in-service 
training covering abuse prevention, behavioral interventions, resident rights, and reporting requirements. 
Staff were able to describe the process for managing residents with behavioral concerns. Attempted 
interview on 7/8/25 at 2:10 p.m. with Family Member #1 (associated with Resident #1): A voicemail was left; 
no return call was received.Attempted interview on 7/8/25 at 2:11 p.m. with Family Member #2 (associated 
with Resident #2): A voicemail was left; no return call was received.Attempted interview on 7/8/25 at 2:05 p.
m. with the facility Social Worker: The Social Worker was not on site at the time of the visit. A phone 
interview was attempted using the number provided by facility staff. A voicemail was left; no return call was 
received.Record review of the facility's, undated, Abuse/Neglect policy reflected all residents had the right to 
be free from all forms of abuse, including abuse by other residents. The policy directed that the facility must 
investigate all allegations of abuse, report findings, and implement measures to ensure resident safety when 
abuse is suspected or confirmed.
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