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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to maintain medical records on each resident that were 
complete and accurately documented in accordance with accepted professional standards and practices for 
2 (Resident #1 and Resident #2) of 2 residents reviewed for medical records.LVN A failed to document a 
verbal and physical altercation on 10/08/25 between Resident #1 and Resident #2 in a timely manner in 
Resident #1's progress notes.LVN A failed to document a verbal and physical altercation on 10/08/25 
between Resident #1 and Resident #2 in a timely manner in Resident #2's progress notes.LVN B failed to 
document injury assessments on Resident #1 in a timely manner.RN C failed to document injury 
assessments on Resident #1 in a timely manner. These failures could put residents at risk of improper care 
based on inaccurate or incomplete documentation.Record review of Resident #1's admission record 
reflected a [AGE] year-old male admitted to the facility on [DATE]. His relevant diagnoses included 
unspecified dementia with agitation (loss of memory, language, problem solving and other thinking abilities 
which significantly impair a person's ability to perform daily activities with restless behaviors like pacing and 
rocking, as well as verbal or physical aggression like shouting or combativeness), mood disorder due to 
known physiological condition with depressive features (a mental health condition characterized by a 
disturbance in mood (like depression or mania) that is directly caused by a medical or physiological 
condition), and cognitive communication deficit (difficulty with communication).Record review of Resident 
#1's quarterly MDS assessment dated [DATE] reflected a BIMS score of 4 which indicated severe cognitive 
impairment. Record review of Resident #1's progress notes reflected the following entries:Created date: 
10/08/25 at 12:54 PM; Effective date: 10/08/25 at 12:50 PM by the MDS nurse, [PA-C] informed of incident 
with other resident and gave new order to increase Depakote 125mg PO TID. Order carried out and RP 
notified and agreed to medication increase. Floor nurse along with DON and Admin made aware of new 
order.Created date: 10/13/25 at 4:49 PM; Effective date: 10/08/25 at 4:46 PM by LVN A, CN was at nurses 
station and heard the resident in a verbal altercation with another resident in the hallway. CNA stated this 
resident was hit with a walker in the face by another resident passing him by. CNA separated both residents 
to de-escalate the situation. Resident stated, I don't know what happened, but he hit me. CN performed a 
head-to-toe assessment on the resident for any injuries. Resident had redness to the left eyebrow and under 
his left eye. Resident stated he had pain to the area. CN administered Tylenol to relieve the pain. RP, DON, 
ADMN and MD were notified.Created date: 10/15/25 at 4:05 PM; Effective date: 10/10/25 at 4:03 PM by LVN 
B, The resident with no noted injuries from altercation on 10/08/25, no bruising, nor redness noted to face 
nor upper body, the resident has no recollection of the incident.Created date: 10/16/25 at 5:24 AM; Effective 
date: 10/10/25 at 9:21 PM by RN C, No evidence of bruising or redness noted to face, or upper torso present 
from altercation on 10/08/25. No indication of pain. Continue plan of care.Created date: 10/15/25 at 4:07 PM; 
Effective date: 10/11/25 at 4:00 PM by LVN B, The resident with no noted bruising nor redness to face nor 
upper body from altercation on 10/08/25, no c/o of pain voiced denies pain when asked. The resident does 
not remember anything about the altercation.Created date: 10/16/25 at 5:25 AM; Effective date: 10/11/25 at 
8:15 PM by RN C, No evidence of bruising or redness noted to face or upper torso present from altercation 
on 10/08/25. No indication of pain. Continue plan of care.Created date: 10/15/25 at 4:10 PM; Effective date: 
10/12/25 at 1:07 PM by LVN B, The resident does not have any noted bruising nor redness to the face nor 
upper body from the altercation on 10/08/25, denies pain when asked, no c/o of pain voiced. the resident has 
no recollection of the altercation.Created date: 10/16/25 at 10:26 PM; Effective date: 10/12/25 at 10:30 PM 
by RN C, No evidence of bruising or redness noted to face or upper torso present from altercation on 
10/08/25. No indication of pain. Continue plan of care.Record review of Resident #2's admission record 
reflected n [AGE] year-old male admitted to the facility on [DATE]. His relevant diagnoses included 
Alzheimer's disease with early onset (progressive brain disorder that slowly destroys memory and thinking 
skills) and unspecified dementia, unspecified severity, with other behavioral disturbance (loss of memory, 
language, problem solving and other thinking abilities which significantly impair a person's ability to perform 
daily activities with behavioral disturbances such as depression, agitation, and wandering).Record review of 
Resident #2's quarterly MDS dated [DATE] reflected a BIMS score of 4 which indicated severe cognitive 
impairment. Record review of Resident #2's progress notes reflected the following entry:Created date: 
10/13/25 at 4:51 PM; Effective date: 10/08/25 at 4:50pm by LVN A, CN was at nurses station and heard the 
resident in a verbal altercation with another resident in the hallway. CNA stated this resident hit the other 
resident with a walker in the face as he passed the other resident. CNA separated both residents to 
de-escalate the situation. When asked what happened the resident stated, I am tired of him cussing at me (in 
spanish). CN performed a head-to-toe assessment on the resident for any injuries. No visible injuries or pain 
noted at this time. RP, DON, ADMN and MD were notified. CN call MD's office to request an order for a UA 
and labs. MD agreed STAT. Labs and urine have been collected. Pending results. Resident was placed on a 
1:1 monitoring plan.In an interview on 11/26/25 at 3:25 PM, LVN B stated she was told in report about 
Resident #1 and Resident #2's altercation. LVN B stated, The nurse heard yelling, and she saw [Resident 
#2] hit [Resident #1] with his walker. [Resident #1] may have Tourette's because he will just be walking down 
the hall and say curse words. [Resident #2] is sensitive to other's words, so they keep [Resident #1] and 
[Resident #2] away from each other. LVN B stated she forgot to document the follow ups on 10/10/25, 
10/11/25 and 10/12/25. She stated she was off on 10/13 and 10/14 and documented them on 10/15. LVN B 
stated she was advised the documentation was not done in morning report on 10/15/25. She stated she did 
the documentation and also told RN C that it needed to be done during report at shift change that evening. 
LVN B stated if something was not documented, it did not happen. She stated if things were not documented 
accurately and timely, it could lead to residents not receiving the care they needed. She stated 
documentation in-services were conducted at least every 3 months, and the last one was in October. She 
stated when that type of incident occurred, the nurse did a physical aggression-received report for the victim 
and physical aggression- initiated report in incident/ risk management reports which gave the steps to follow 
and progress notes were part of those steps. LVN B stated Resident #2 had not had any other incidents of 
physical aggression.In an interview on 11/26/25 at 4:18 PM, Resident #1 stated he felt safe in the facility and 
was not afraid of anyone. Resident #1 could not recall ever being hit by anyone or anything.In an interview 
on 11/26/25 at 4:24 PM, Resident #2 stated he did not remember hitting Resident #1 with his walker. He 
stated he was friends with Resident #1 and would never hit him. He stated he felt safe in the facility. In a 
telephone interview on 11/26/25 at 5:10 PM, LVN A stated she did not see the incident happen. She stated 
she heard something in the hallway, walked toward it, and asked the hospice CNA that was close by what 
happened. The hospice CNA told her Resident #1 and Resident #2 had a verbal altercation then Resident #2 
picked up his walker and smacked Resident #1 in the face with it. LVN A stated she saw a red mark on 
Resident #1's face. LVN A stated she did put a progress note in, but she did not sign and lock it because she 
was told the DON needed to see it first. LVN A stated she was off from 10/10/25 to 10/12/25, and on 
10/13/25, she went into her progress notes and signed/locked it so it would show up. She did not lock it on 
10/08/25 because she was waiting on the DON to read it and approve it. LVN A stated there were no other 
issues between Resident #1 and Resident #2. She stated Resident #1 cursed and made inappropriate 
remarks all the time even with redirection. LVN A stated they automatically did an incident report that showed 
up in progress notes once it was copy/pasted at the end of the incident report. She stated it was important to 
document things when they happened so that details would not be forgotten and so that others knew what 
was going on with the resident. She stated she did not recall the last in-service for documentation.In a 
telephone interview on 11/26/25 at 5:43 PM, RN C stated she was told by the nurse she relieved (LVN B) to 
go back and make sure there was documentation of Resident #1's injury assessments from the altercation 
on 10/08/25. RN C stated she was told there was an altercation between Resident #1 and Resident #2, but 
was not aware Resident #1 had been hit since he did not have any injuries or any changes in behavior. 
Resident #1 and Resident #2 had not had any altercations prior to or since that incident and staff made sure 
they were apart. RN C stated it was important to document things so other staff were aware of what was 
going on with the resident and could provide appropriate care. In an interview on 11/26/25 at 6:05 PM the 
ADON stated it was important to document incidents accurately and timely to ensure the resident got the 
care/treatment necessary. The ADON stated when nurses were initially hired, she did a skills check off with 
them which included documentation. She stated nurse skills were also done annually and as needed. The 
ADON stated LVN A saved the initial progress note on 10/08/25 but she did not sign it, so it did not show up 
in the progress notes for that day. She stated annual evaluations and skills check offs were done quarterly. 
In an interview on 11/26/25 at 6:39 PM, the MDS nurse (who was acting DON) stated it was important to 
document things as they happened for the safety of the residents, to note interventions, and so other staff 
were aware of what was going on with the resident. She stated nurses had been educated and in-serviced 
that they were to document for 72 hours for any issues/incidents. The MDS nurse stated if things were not 
documented, the resident was at risk of not getting the care they needed. She stated nurses were in-serviced 
on documentation upon hire, annually, and as needed.Record review of the facility's Policy for Resident 
Incident and Visitor Accident Report dated 06/05/25 reflected in part: .3. Pertinent documentation must be 
completed:. d. Nurse Progress Notes. g. Follow up documentation every shift for 72 hours or more frequently 
if needed.
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