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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure residents had the right to be free from 
abuse for 5 (Resident #6, Resident #11, Resident #57, Resident #84, and Resident #85) of 13 residents 
reviewed for abuse. The facility failed to ensure the safety of Resident #84 on 12/3/25 when Resident #11 hit 
him in the chest causing the resident to fall and hit the ground hard resulting in Resident #84 being sent out 
to the hospital for evaluation of injuries. The facility failed to ensure the safety of Resident #85 on 11/19/25 
when Resident #11 punched him in the face. The facility failed to ensure the safety of Resident #6 on 
11/22/25 when Resident #11 pushed him to the ground. The facility failed to ensure the safety of Resident 
#57 on 12/9/25 when Resident #11 hit him on the arm. An Immediate Jeopardy (IJ) was identified on 
12/16/2025. The IJ template was provided to the facility on [DATE] at 4:45 PM. While the IJ was removed on 
12/18/2025, the facility remained out of compliance at a scope of pattern and a severity level of no actual 
harm with potential for more than minimal harm that is not immediate jeopardy because all staff had not been 
trained on abuse/neglect. This failure placed residents at risk of abuse, trauma, and/or psychosocial harm. 
Findings included: Review of Resident #11's quarterly MDS dated [DATE] reflected a [AGE] year-old male 
who was admitted to the facility on [DATE] with the following diagnoses: Alzheimer's (mental deterioration), 
depression (persistent feelings of sadness and loss of interest), bipolar (periods of depression and 
abnormally elevated mood), anxiety (feelings of worry, nervousness, or unease), and mood disorder 
(imbalance of brain chemicals that can lead to long periods of extreme happiness, extreme sadness, or 
both). Resident #11 had a BIMS score of 01, indicating severely impaired cognition. His most current height 
was 6ft 9in and his weight was 238.4lbs. In section E - Behavior it was indicated that within the last 1 to 3 
days Resident #11 exhibited physical behavioral symptoms toward others (e.g., hitting, kicking, pushing, 
scratching, grabbing, abusing others sexually) Review of Resident #11's comprehensive care plan dated 
12/16/2025 reflected, The resident is physically aggressive at times r/t DementiaI can be combative with staff 
during care and also be resistant to care at times.08/06/2025 I have been physically aggressive with another 
resident.10/11/2025 I initiated physical aggression toward a peer.10/22/2025- I initiated physical aggression 
toward my peers and staff members X2 this day.10/23/2025- I initiated physical aggression toward my peers 
and staff members today11/15/2025- I initiated physical aggression toward my peers and staff members 
today. (while on 1:1)11/19/2025- I initiated physical aggression toward my peers and staff members today. 
(while on 1:1)11/22/2025- I initiated physical aggression toward my peer. (while on 1:1)12/03/2025- I initiated 
physical aggression toward my peer today. (while on 1:1)12/05/2025- resident became combative. After 
combative episode left knee skin tear noted. (while on 1:1)Resident #11 was put on 1:1 precaution on 
11/11/2025 due to his behaviors with his peers. The goal was to have fewer episodes of aggressive 
behaviors, and no evidence of behavior problems (aggression/agitation and/or anxiety). The interventions 
listed were to anticipate and meet the resident's needs, caregivers to provide opportunity for positive 
interactions, attention, and to stop and talk with Resident #11 when passing, and to praise any indication of 
progress/improvement in behavior. Review of Resident #85's quarterly MDS dated [DATE] reflected a [AGE] 
year-old male who was admitted to the facility on [DATE] with the following diagnoses: heart failure (when 
the heart cannot pump enough blood to meet the body's needs), high blood pressure, high cholesterol, 
Alzheimer's disease (mental deterioration), stroke (when blood supply to part of the brain is cut off), anxiety 
(feelings of worry, nervousness, or unease), depression (persistent feelings of sadness and loss of interest), 
cardiac pacemaker (device implanted in the heart to help regulate the heart's rhythm), and muscle 
weakness. Resident #85 had a BIMS score of 03, indicating severely impaired cognition. Review of Resident 
#85's comprehensive care plan dated 10/23/2025 reflected he received physical aggression from his peer, 
and the goal was to be safe and free from injury, and the interventions were that Resident #85 was removed 
from the aggressor and assessed for injuries and that staff monitored for delayed injuries. The care plan also 
indicated that Resident #85 received physical aggression from a peer on 11/19/2025.Review of Resident 
#6's comprehensive MDS dated [DATE] reflected a [AGE] year-old male who was admitted to the facility on 
[DATE] with the following diagnoses: high blood pressure, arthritis (painful inflammation and stiffness of the 
joints), Non-Alzheimer's dementia (memory impairment and challenges in performing daily activities), anxiety 
(feelings of worry, nervousness, or unease), Post-Traumatic Stress Disorder (mental health condition that 
arises after experiencing or witnessing and extremely stressful or terrifying event). Resident #6 had a BIMS 
score of 01, indicating severely impaired cognition.Review of Resident #6's comprehensive care plan dated 
11/19/2025 reflected that he received physical aggression from another resident, the goal was to 
demonstrate effective coping skills, and to not harm himself or others. The interventions were to administer 
medications as ordered, assess and address for contributing sensory deficits, and to assess and anticipate 
Resident #6's needs. Review of Resident #84's quarterly MDS dated [DATE] reflected a [AGE] year-old male 
who was admitted to the facility on [DATE] with the following diagnoses: anemia (deficiency of red blood 
cells), high blood pressure, diabetes mellitus (a disease in which the body's ability to produce or respond to 
insulin is impaired, resulting in abnormal metabolism and elevated glucose levels). Resident #84 had a BIMS 
score of 09, indicating moderately impaired cognition. Review of Resident #84's comprehensive care plan 
dated 12/03/2025 revealed, I received physical aggression from my peer and fell on my elbow. The goal was 
to be safe and free from injury, the interventions included, sent to ER for evaluation, staff to monitor for 
residual effects of physical aggression and fall. Review of Resident #57's comprehensive care plan dated 
11/04/2025 reflected a [AGE] year-old male who was admitted to the facility on [DATE] with the following 
diagnoses: vascular dementia with anxiety (type of dementia caused by conditions that affect blood flow to 
the brain), cerebral infarction (when a blood vessel in the brain becomes blocked, cutting off oxygen supply 
to brain tissue), diabetes mellitus (a disease in which the body's ability to produce or respond to insulin is 
impaired, resulting in abnormal metabolism and elevated glucose levels), high blood pressure, major 
depressive disorder (persistent feelings of sadness and loss of interest). He was care planned with a focus of 
The resident is/has potential to be physically aggressive r/t Dementia, Poor impulse control . The 
interventions were to administer medications as ordered, monitor for effectiveness. Analyze times of day, 
places, circumstances, triggers, and what de-escalates behavior and document. Assess and address for 
contributing sensory deficits. Access and anticipate resident's needs. Review of a progress note dated 
12/09/2025 reflected, Resident #11 was sitting in hallway at nurse's station in front of dining room, another 
male resident [Resident #57] walked past [Resident #11] and [Resident #11] lunged forward and hit the other 
resident in the arm. In an interview/observation on 12/16/2025 at 9:53 AM CNA F was providing 1:1 
supervision to Resident #11. CNA F stated that Resident #11 had been on 1:1 supervision for about a 
month, and it would be ongoing until 12/26/25 to her knowledge. She stated that Resident #11 was on 1:1 
supervision because he was aggressive, swung at staff with his arms and legs, and was aggressive to his 
peers. Resident #11 was observed sitting atop a bed, watching television. In an interview on 12/16/2025 at 
10:00 AM with LPN G she stated that the facility was trying to get Resident #11 help, but when they would 
send him to the hospital, the hospital staff reported that Resident #11 did not exhibit any combative or 
aggressive behaviors, and he would be sent back to the facility. The facility had been unable to get the 
county to do an emergency detention order, where he could be detained for 30 days, and potentially receive 
in-patient care. She stated that Resident #11 was very combative. In an interview on 12/16/2025 at 12:05 PM 
with the DON, she stated that the facility had tried to get Resident #11 help, but the county JOP nor the 
attorney would sign an Emergency Detention Order to get Resident #11 into inpatient psychiatric care, as 
they say the law prohibited them from doing that for a person with a Dementia diagnosis. She stated she had 
reached out to 5 other SNFs who all declined taking Resident #11. She stated the hospitals told her that 
Resident #11 must exhibit aggressive behavior at the hospital in order to initiate inpatient behavioral 
admission, which he does not do at the hospital. The DON stated she was in constant communication with 
Resident #11's RP , who was also Resident #11's POA , but she stated that the behavioral hospitals would 
not take POA paperwork for admission, they would need guardianship paperwork, to which she had 
discussed with the RP, and they were willing to get that paperwork. She said that her staff do not have the 
physical stature to manage his physical aggression. In an interview on 12/16/2025 at 12:57 PM with the 
psychiatric NP, she stated that she saw Resident #11 for telehealth visits and recently saw Resident #11 in 
person. She stated she had never seen him initiate aggression, but she observed him being intrusive, getting 
in people's faces, mumbling, and babbling toward people. She stated that for inpatient psychiatric services, 
people have to be able to cognitively process things in order to participate in group therapies, and Resident 
#11 did not have the capacity to do that. She stated she could give an order for the behavioral hospital, but 
she was pretty sure the facility had already reached out to them and was denied. She stated that the facility 
contacted her after each altercation to either provide a virtual or in-person visit to Resident #11. In an 
interview on 12/16/2025 at 2:16 PM with CNA A, she stated that recently when she was doing 1:1 with 
Resident #11, she saw him put his fist up, and she stepped between Resident #11 and another resident, she 
stated his fist landed on her chest. She saw him hitting/kicking/spitting at 3 CNAs and 1 RN just this morning. 
The RN was trying to administer the injection but that is when he was acting out. She stated she does not 
feel safe, nor does she feel residents are safe due to Resident 11's stature and his punch is hard and will 
knock someone backwards. In an interview on 12/16/2025 at 2:40 PM with LPN H, she stated that the bad 
thing about Resident #11 was that his incidents were almost always unprovoked. She stated that she would 
prefer not to answer if she felt residents were safe around Resident #11, because Resident #11 could be 
very aggressive and it was random with no signs. She stated it depended on the day and time as to what 
interventions worked for him. She stated it was really a guessing game to figure out what interventions would 
work because sometimes she could redirect him with conversation and food, but sometimes he was so 
worked up that those interventions would not work. She stated that the incidents were getting worse in 
frequency of him being aggressive. Review of the facility's abuse prevention policy dated 6/2/25 revealed, 
The facility will prohibit neglect, mental or physical abuse of residents. The safety and protection of other 
residents is the facility's primary concern. Review of the facility's Training on Resident-to-Resident Abuse 
Prevention and Response dated 10/22/25 revealed, 4. Prevention Strategies Screeningo Conduct thorough 
assessments of residents to identify those at risk of being victims or perpetrators of abuse.o Develop 
individualized care plans to address specific needs and risks The ADON, CCS, and RDO were notified on 
12/16/2025 at 4:45 PM that an Immediate Jeopardy had been identified due to the above failures and an IJ 
template was provided. The following POR was accepted on 12/17/2025 at 11:30 AM: On 12/16/25 an 
abbreviated survey was initiated at Facility. On 12/16/25 the surveyor provided an Immediate Jeopardy (IJ) 
Template notification that the Regulatory Services has determined that the condition at the facility constitutes 
an immediate threat to residents' health and safety. The notification of Immediate Threat states that the 
facility failed to keep residents free from abuse, F600. Immediate ActionsStarted: 12/16/25 Director of 
Nursing ensured Resident #11 was placed on continuous 2:1 supervision at arm's length. Completion date: 
12/16/25 and Ongoing Director of Nursing ensured that physical separation at arm's length was implemented 
between Resident #11 and all other residents at all times. Accomplished by in-services to all staff conducted 
by DON. Completion date: 12/16/25 and Ongoing Director of Nursing ensured resident #11 was placed in a 
controlled, low-stimulation environment Completion date: 12/16/25 and Ongoing Director of Nursing 
searched the memory care common area and Resident #11's room to ensure objects that could be used to 
cause harm were removed from the resident's environment. Completed 12/16/25 and ongoing Director of 
Nursing ensured a two-staff approach was implemented for all care interactions involving Resident #11. 
Completed 12/16/25 and ongoing Director of Nursing ensured a STAT psychiatric evaluation was requested 
for Resident #11 and completed on 12/16/25 by Psychiatric Nurse Practitioner. Medication changes and 
additional diagnosis resulted. Director of Nursing ensured the resident's medication regimen and PRN 
parameters were reviewed and adjusted as clinically indicated. Completed 12/16/25 On 12/16/25, the DON 
reviewed Resident #11's clinical status to assess for potential medical contributors to aggressive behavior. 
Pain assessment was completed and addressed. Vital signs and oxygen saturation were reviewed and within 
acceptable parameters. Infection screening was reviewed with no acute findings. Bowel and bladder status 
were assessed and addressed. Medication profile was reviewed for potential contributing side effects. No 
acute medical condition was identified contributing to behaviors. Findings were reviewed with the attending 
physician and psych provider. Plan of care was updated accordingly. Responsible: DON Systemic 
ActionsStart: 12/16/25 The facility revised its process for managing residents with aggressive behaviors 
What behaviors , including early identification of triggers, defined escalation thresholds, and clear staff 
response expectations. Revised process includes Identification, Immediate Risk Mitigation, Interdisciplinary 
Care Planning, Staff Assignment, Protection of Others and Monitoring and Oversight. Completion date 
12/16/25 Resident #11's behavioral care plan was revised by the interdisciplinary team to include identified 
triggers, early warning signs, de-escalation techniques, and clear direction for escalation. Completion date 
12/16/25. Corporate Clinical Specialist educated DON and ADON regarding dementia-related aggressive 
behaviors, resident to resident abuse prevention, and de-escalation strategies. Validation completed by quiz. 
Completion date 12/16/25 DON and ADON conducted education for staff on all shifts regarding 
dementia-related aggressive behaviors, resident-to-resident abuse prevention, and de-escalation strategies. 
Staff, including PRN and Agency, will be unable to work until education is completed. Completion date 
12/17/25. Staff education was validated by quiz that was completed and documented. Staff will be unable to 
work until education is completed and validated by quizzes. Minimum score of 100% is expected to pass. 
Completion date: 12/17/25 The Abuse Prevention Policy was reinforced with specific focus on 
resident-to-resident aggression. Completion date: 12/16/25 Pathways of resources for staff for psychiatric 
consultation and alternative placement consideration were reinforced. Pathways will be in binder and placed 
at the nurses' station for staff accessibility. Completion date: 12/17/25 A house-wide assessment was 
conducted by Corporate Clinical Specialist and DON to identify residents at risk for harm, and protective 
interventions were implemented. As a result of the assessment, all residents in memory care unit were at 
risk. Completion date 12/17/25. Responsible: DON Monitoring Start Date: 12/16/25 The DON, or designee, 
provides immediate oversight of supervision levels and resident safety related to aggressive behaviors. 
Charge Nurse provides real time supervision during each shift to ensure protective interventions and 
separation measures remain in place. Any escalation in aggressive behaviors result in immediate 
re-assessment and modification of interventions. Leadership maintains active presence in oversight to 
ensure continued resident safety and adherence to interventions implemented to remove the jeopardy. 
Resident-to-resident aggression is monitored through the QAPI program with trend analysis. Findings are 
reviewed by the QAPI Committee 1x a month for 6 months and corrective actions are implemented as 
needed. Ongoing audits are conducted to ensure compliance with supervision, care planning, and staff 
response protocols. Responsible: Administrator The surveyor monitored the POR on 12/18/2025 as follows: 
Review of a psychiatric progress note dated 12/16/25 at 6:45 PM for Resident #11 revealed a new order for 
Haldol 2 mg BID. Resident #11's current medications were listed along with his diagnoses, and notes from 
the NP. Review of assessments completed on Resident #11 dated 12/16/2025 revealed the following 
assessments were completed: infection screening, pain evaluation, bowel evaluation, bladder evaluation 
which all revealed no acute findings. A note from the DON revealed she conducted a medication review for 
potential interactions, also with no findings. Review of an in-service dated 12/16/2025 conducted by the CCS 
and titled Managing Residents with aggressive behaviors reflected the signatures of the DON and ADON. 
Review of an in-service dated 12/16/2025 conducted by the DON and ADON titled Managing Residents with 
aggressive behaviors reflected 80+ staff were in-serviced either in person or over the phone and a quiz was 
given to every staff ensuring a 100% passing. The in-service covered abuse and neglect prevention, 
management of aggressive behavior, dementia-related aggressive behavior, resident-to-resident abuse, and 
de-escalation strategies. Review of an in-service dated 12/16/2025 conducted by the DON, and titled 2:1 
Safety revealed, staff must consistently remain with Resident #11 under strict precautions to ensure the 
safety of Resident #11, staff, and peers. Staff are required to remain attentive, free from distractions, and 
within arm's reach of the Resident at all times. A minimum of two (2) staff members must be present with the 
Resident at all times. The two assigned staff are responsible for ensuring that all other staff and peers 
remain at an arm's-length distance from the Resident at all times. There are no exceptions to these 
requirements; failure to remain attentive or to follow these precautions will result in disciplinary action. 27 
staff signatures were visible on the sign in sheet, across departments. Review of a binder placed at both 
nurses' stations on 12/17/2025 titled, Resources for Managing Aggressive Behavior revealed steps for 
managing residents with aggressive behaviors, the facility policy on management of residents with 
aggressive behaviors, and an in-service for managing residents with aggressive behaviors. Review of a 
facility census revealed that the CCN and DON identified the residents in the secured unit were at risk of 
harm. Review of QAPI meeting sign in sheet dated 12/17/2025, revealed the signatures of the MD, RDO, 
CCS, and other department head signatures. Review of an audit/monitoring form for Resident #11 revealed 
his care plan was audited on 12/17/25 and staff supervision was monitored on 12/18. Review of undated 
staff competency quizzes which posed questions about managing residents with aggressive behaviors, 
triggers, and escalation pathway, revealed all 9 CNA's, 2 MA 's, 4 LVN's, 2 RN's, and 8 housekeeping and 
dietary staff interviewed achieved 100% passing. Review of Resident #11's updated care plan dated 
12/17/2025 reflected the following updates: Resident is two persons on one r/t resident behaviors and/or 
aggressions with peers. Intervene as necessary to protect the rights and safety of others. Approach/Speakin 
a calm manner. Divert attention. Remove from situation and take to alternate location as needed. Monitor 
behavior episodes and attempt to determine underlying cause. Consider location, time of day, persons 
involved, and situations. Document behavior andpotential causes. Staff to identify resident's triggers for 
behaviors and use de-escalation techniques. Staff to identify early warning signs for resident's behavior and 
triggers. Staff to identify resident's triggers for behaviors (loud noises, other peers in his personal space, 
people touching his clothing, he doesn't like to be changed when his clothing is soiled. Resident doesn't like 
crowded spaces.) Staff to identify early warning signs for residents' behaviors and triggers. (Resident starts 
fidgeting. Repeats words over and over and paces, starts pushing or pulling on staff.) In an 
observation/interview on 12/17/2025 at 9:04 AM, revealed 2 staff-CNA I and NA J stated they were assigned 
to work their 7am-7pm shift with Resident #11. They stated they were instructed by the DON that they were 
responsible for being within an arm's length away from Resident #11 and always keeping Resident #11 an 
arm's length away from his peers. They were to supervise him to ensure no altercations took place. They 
stated Resident #11 required 2 staff for care activities such as dressing, bathing, and changing. Resident 
#11 was observed sitting in a chair watching television in between CNA I and NA J. In interviews completed 
on 12/18/2025 between the time of 10:35 AM. and 12:00 PM with 9 CNA's, 2 MA's, 4 LVN's, 2 RN's, and 8 
Housekeeping and Dietary staff, from various shifts, all staff were able to verbalize that they had been 
trained on managing residents with aggressive behaviors, Dementia related to aggressive behaviors, 
resident to resident abuse, prevention, and de-escalation. Staff were able to identify triggers that could 
possibly lead to incidents of aggressive behavior. Staff verbalized they were educated on Resident #11 
requiring 2:1 supervision on the secured unit. They were able to locate the resident's care plan along with the 
process revised from managing residents with aggressive behaviors. Staff were able to give examples of 
abuse and identified the administrator as the abuse coordinator. The CCS and RDO were informed the IJ 
was removed on 12/18/2025 at 2:30 PM. The facility remained out of compliance at a severity level of no 
actual harm and a scope of pattern that is not immediate jeopardy due to the facility's need to evaluate the 
effectiveness of the corrective systems that were put into place.
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