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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, interviews, review of facility documentation and policies, the facility failed to protect 
The rights of one resident (# 07) to be free from verbal and physical abuse by another resident (#33). This 
deficient practice has the potential to violate the resident's right to safety and prevent further harm. The 
sample size was 5. The facility census was 122. Findings include: -Regarding resident #7 Resident # 7 was 
admitted to the facility on [DATE] with diagnoses that included unspecified dementia, unspecified severity 
without behavioral disturbance, psychotic disturbance, mood disturbance, and anxiety; unspecified mood 
(affective) disorder, and autistic disorder. A review of the Interdisciplinary Team (IDT) Care Conference 
dated June 24, 2025, revealed the resident had a Brief Interview Mental Status (BIMS) score of 3, which 
indicated severe cognitive impairment. A review of the shower sheet dated December 2, 2025 revealed no 
issues were identified on the skin.A review of the nurse progress note dated December 3, 2025, revealed 
that the resident requested to have a room change, and was transferred to a different room on December 3, 
2025. A review of the nurse progress note dated December 6, 2025, revealed that the resident complained 
that roommate Resident #33 had turned off the TV. Staff noted that Resident #33 stated the room was his, 
but nursing clarified that the room was shared by both residents.A review of the nurse progress note dated 
December 7, 2025, revealed that at 7:15 a.m., the Registered Nurse (Staff #25) heard a CNA yelling, Stop 
that, and immediately investigated. The progress note revealed that Staff #25 witnessed the CNA (Staff #88) 
separate and redirect Resident #33, who was attempting to hit resident #7 on the left arm while the resident 
was lying in bed. The note indicated that an assessment was performed and the skin was found intact, and 
that resident #7 denied pain. The note included that resident #7 was moved to another room on the unit and 
the family was notified.A psych follow-up progress note dated December 8, 2025, revealed the resident was 
seen for a routine psychiatric follow-up. The note revealed that staff reported to the provider that the resident 
had a recent altercation with his roommate, and that the resident did not recall the incident and was 
redirected to a different room. A social service note dated December 8, 2025, revealed the Social Services 
Director (SSD/Staff # 28) met with the resident, who was unable to recall any details about the incident that 
occurred over the weekend. Staff # 28 described Resident # 7 as having an overall stable, calm, and 
appropriately engaged presentation, with no observed behavioral concerns during the assessment. A day 
after the alleged incident, a weekly skin observation dated December 8, 2025, noted discoloration on the 
resident's right upper extremity and redness on the right side of the face. Additional notes indicated the facial 
redness was attributed to the resident sleeping on that side.A shower sheet dated December 9, 2025 
revealed the resident had a fungus under the stomach. A weekly skin observation, dated December 9, 2025, 
revealed the resident had redness under the abdominal folds of both iliac crests. A review of the victim of 
physical abuse by roommate care plan, initiated on December 9, 2025, revealed the resident was referred to 
social services and behavioral health for emotional support, and that the resident was moved to another 
room for safety and emotional wellbeing. Regarding Resident # 33Resident # 33 was admitted to the facility 
on [DATE] with diagnoses that included unspecified dementia, anxiety disorder, unspecified, major 
depressive disorder, recurrent, unspecified, and unspecified psychosis not due to a substance or known 
physiological condition. A psychosocial evaluation, dated April 17, 2025, revealed the resident had a BIMS 
score of 3, which indicated severe cognitive impairment. The evaluation also revealed the resident had no 
impaired or slurred speech, with normal vision and hearing. A resident's behavior care plan, revised on 
September 5, 2025, indicated the resident had exhibited behavioral outbursts, including crying and 
overstimulation, with occasional refusal to change environments. Interventions included the provision of a 
structured, calm, and consistent environment to promote safety and minimize triggers associated with 
cognitive decline and behavioral disturbances.A psych follow-up progress note dated December 2, 2025. 
revealed that staff reported to the provider that the resident became aggressive at times with another male 
resident but was easily redirected. An IDT progress note dated December 4, 2025, revealed that resident 
#33 demonstrated behaviors that included, but not limited to: pacing the hallways, verbal and physical 
aggression, and noncompliance with cares and treatments. A nursing progress note dated December 6, 
2025, revealed that staff needed to diffuse a situation which involved resident #33 unplugging resident #7's 
television. A nursing progress note, dated December 7, 2025, revealed the resident #33 had to be redirected 
from hitting Resident # 7, and was provided reorientation/education on proper behavior. A review of the 
psych follow-up progress note, dated December 8, 2025, revealed the provider deemed the current risk to 
patient safety to be low, and that a safety plan was not required for resident #33.A review of the social 
service progress note dated December 8, 2025, revealed resident #33 was interviewed by the social services 
director, and described the altercation as stemming from the other resident (Resident #7), becoming upset 
about the lights being turned off. The note revealed the director attempted to explore the resident's own 
behavior that may have contributed to the event, but rather remarked I guess he is gone now. A 
psychiatry/mental health progress note dated December 10, 2025, revealed resident #33 had a history of 
combative behavior, abusive, and threatening verbal/physical outbursts. The note revealed the provider was 
informed that the resident was reported to have struck his roommate in the arm, which required staff to 
separate the parties involved in the altercation. A Facility Reported Incident (FRI) follow up report, submitted 
December 10, 2025, revealed that the facility concluded that the allegation of resident to resident abuse was 
verified regarding the incident between resident #7 and resident #33 An interview was conducted on 
December 10, 2025, at 10:50 with Resident #33. The resident reported that staff were notified over the past 
two days that the new roommate (resident #7) talked excessively at night, played the television too loudly, 
and needed to lose weight. Resident #33 stated that the roommate was instructed to turn off the television 
and that frustration occurred when the roommate did not immediately comply. Resident #33 reported warning 
staff to intervene before matters were taken into Resident #33's own hands. Resident #33 stated that, due to 
lack of staff intervention, had to beat the roommate's dumb fat ass! (referring to resident #7). Resident #33 
stated that he told staff that he took responsibility for his actions, but also expressed that the actions were 
justified, due to how resident #7's behavior kept pissing off resident#33. Toward the conclusion of the 
interview, resident #33 retracted the statement and denied directing any physical violence towards resident 
#7, and stated that violence would only occur if the resident was struck first. Resident #33 stated, If the 
roommate laid a hand on me, I would kick the dumb ass Resident #33 further stated, But no I did not hit him, 
I was in bed the whole time, and added, I didn't do anything to that fat bastard. Resident #33 further stated a 
lack of awareness regarding staff concerns and stated that resident #7 better not accuse me of anything. 
Resident #33 expressed feeling safe at the facility and was not aware of any residents that were being 
intimidated or abused by any staff or other residents. An interview with Resident #7 was attempted on 
December 10, 2025, at 11:00 a.m.; however, the resident was unable to be interviewed. Additionally a 
second interview was attempted with staff assistance however, the resident was not able to participate in an 
interview.An interview was conducted on December 10, 2025, at 11:06 a.m. with the Behavioral Health 
Therapist (BHT/Staff #15). Staff #15 stated that Resident #33 did not get along well with roommates and 
suspected the behavior was intentional due to improved behavior when Resident #33 had a private room. 
Staff #15 stated that Resident #33 had multiple triggers, including loud television volume and arguments. 
Staff #15 stated being informed of the incident between Resident #33 and Resident #7 through report and 
indicated the incident involved Resident #7 turning off a light. Staff #15 stated that Resident #33 was 
observed arguing with another resident earlier that morning. Staff #15 stated that the most effective 
approach when working with Resident #33 was the use of a calm, controlled, and firm tone with frequent 
redirection. Staff #15 stated that Resident #7 did not exhibit aggressive behaviors and had a diagnosis of 
dementia with associated confusion. Staff #15 stated being recently returned to the unit and being informed 
that nursing staff relocated Resident #7. Staff #15 stated that the placement would not have been 
recommended due to Resident #7 frequently receiving visitors and having prior roommate-related issues. 
Staff # 15, revealed that staff in the behavioral unit were undergoing additional training, to better handle 
situations and challenges unique to the lockdown unit. An interview was conducted on December 10, 2025, 
at 2:19 p.m. with Certified Nurse Assistant (CNA/Staff #88). Staff #88 stated that while passing the room, 
loud verbalizations were heard from Resident #33, described as louder than baseline and inconsistent with 
Resident # 33 usual calm and playful behavior. Staff #88 stated hearing inappropriate language from 
Resident #33, including, Why don't you leave the light alone you son of a bit--! Staff #88 stated that work 
duties were stopped and observation revealed Resident #33 punching Resident #7 once on the side. Staff 
#88 stated immediate intervention occurred, when the staff member separated Resident # 33 from Resident 
#7. Staff #88 stated the nurse in charge responded and assisted with de-escalation. Staff #88 stated that 
Resident #7 was lying on the right side of the bed at the time of the incident and did not respond to Resident 
#33. Staff #88 described Resident #7 as calm and nonreactive throughout the event. Staff #88 stated that 
Resident #7 appeared unharmed following the incident. Staff #88 stated that nursing staff assessed Resident 
#7 and redirected Resident #33 away from the area. Staff #88 stated the incident occurred during early 
morning hours. Staff #88 revealed a lack of awareness regarding the resident's behavior care plan. Staff #88 
stated that Resident #7 had been moved into the shared room approximately three to four days prior to the 
incident. Staff #88 could not recall any conflict between the current two roommates, but stated they were only 
together for about a week. Staff #88 described Resident #7 as pretty calm, and Resident #33, being upset 
over a light in the room.An interview was conducted on December 10, 2025, at 2:41 p.m. with Registered 
Nurse (RN/Staff #21). Staff #21 stated that both residents were roommates and were asleep at the start of 
the shift at 6:15 a.m. Staff #21 stated concern regarding the roommate pairing due to Resident #33's history 
of agitation, possibly dementia-related aggressive behaviors. Staff #21 voiced surprise that Resident # 7 was 
paired with Resident # 33, after learning that Resident # 7 previous roommate exhibited inappropriate sexual 
behaviors, i.e. masturbation, around Resident # 7 visitors. Staff #21 stated that while performing rounds, 
Staff #88 entered to take vital signs and was heard yelling Stop it! Stop it! Staff #21 recalled running to the 
room and observed Staff #88 placed in-between the two roommates. Staff #21 stated being the second staff 
member to enter the room. Staff #21 stated that Resident #7 remained in bed during the altercation. Staff 
#21 stated that Resident #33 appeared to continue to show aggressive behaviors and was escorted from the 
room. Staff # 21 recalled that report was received from Staff #88 who witnessed Resident #33 punch 
Resident #7 on the left side. Staff #21 stated that Staff #88 removed Resident #33 from the room. Staff #21 
stated that vital signs were obtained and were within normal limits. Staff # 21 also performed skin and pain 
assessments which revealed no abnormalities. Staff #21 stated that upper management was contacted to 
report the incident and that Resident #7 was relocated to a more appropriate roommate assignment. Staff 
#21 stated that the last few days with the new roommate assignment had progressed well. Staff #21 stated 
that Resident #7 was placed on 15-minute monitoring checks and that all shifts were informed to continue 
routine skin assessments. Staff #21 stated that a behavioral health consult was submitted for Resident #33 
due to increased agitation and mild sundowning behaviors.An interview was conducted on December 11, 
2025, at 8:34 a.m. with the resident's insurance Registered Nurse Manager (Staff # 125). Staff #125 stated 
that the case manager (Staff # 222) was not available at the moment, but verbalized unawareness of the 
incident and voiced significant concern regarding resident safety and the roommate selection. Staff #125 
stated that management would be immediately contacted to follow up on concerns related to resident safety.
An interview was conducted on December 11, 2025, at 9:44 a.m. with the Social Services Director (SSD, 
Staff #28). Staff #28 stated that room compatibility was assessed using multiple factors, including cognition, 
mood, coordination, case management considerations, grievances, and overall room safety. Staff #28 also 
stated that care planning included meetings with families, long- and short-term care providers, and insurance 
representatives, with a focus on resident advocacy and safety. Staff #28 stated that the rationale for 
assigning Resident #7 as a roommate to Resident #33 included that the prior roommate, quietly engaged in 
frequent episodes of masturbation, while Resident # 7 had visitors. Staff # 28 verified the former roommate 
was care planned for one on one staff cares due to sexual harassment of the staff. In regards to the resident 
presence in room while the former roommate masturbated, Staff # 28 stated that staff-maintained privacy by 
drawing the curtain in accordance with residents' rights to sexual expression. Staff #28 stated that Resident 
#7 had a diagnosis of autism and could become overstimulated without a specific trigger in certain 
environments; however, Staff #28 stated Resident #7 was rarely in the room, and the roommate masturbated 
quietly, which reduced perceived risk of exposure to Resident #7. Staff #28 verbalized that nursing staff 
made the decision to reassign Resident # 7 to Resident #33's room. Staff #28 stated awareness of Resident 
#33's behaviors and stated that both residents were deemed appropriate for shared room placement, and 
the room assignment was maintained.An interview continued on December 11, 2025, at approximately 9:50 
a.m. with the Interim Director of Nursing (IDON, Staff #100), the Director of Nursing Trainee (Staff #61), and 
the Social Services Director (Staff #28). Staff #100 stated that room moves were determined on a 
case-by-case basis. Staff # 100 revealed individualized care planning is implemented when a resident 
becomes agitated or when a move was necessary for roommate safety. Staff #100 stated that roommate 
assignments remained fluid to accommodate resident need. Staff #100 stated that roommate compatibility 
was also influenced by environmental factors, including television use and noise levels. Staff #100 stated 
that facility expectations required assessment of each resident's behaviors to determine roommate 
compatibility. Staff #100 stated that behavior charting and progress notes were expected to document 
behaviors and interventions. Staff #100 stated that resident safety was the highest priority and that abuse 
was not permitted, with all efforts directed toward prevention. Staff #100 revealed that although additional 
staff training was required and that nurses retained autonomy to make safety-based decisions when 
necessary.An interview was conducted on December 12, 2025, at 10:06 a.m., with the resident's insurance 
case manager (Staff # 222) who stated that the resident is now safe and the family is considering different 
options for resident care needs available for the resident. A review of the Resident Rights/Abuse Neglect 
policy, adopted May 1, 2024, defined abuse as the willful infliction of injury, unreasonable confinement, 
intimidation or punishment with resulting physical harm, pain or mental anguish.
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