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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interviews, WebMD, and review of facility documentation and policies, the facility 
failed to protect the rights of one resident (#1) to be free from abuse by another resident (#2). The deficient 
practice could result in further abuse of residents when appropriate actions are not taken.Findings 
Include:-Resident #1(alleged victim) was admitted to the facility on [DATE] with diagnoses of dementia, 
COPD (Chronic Obstructive Pulmonary Disease), and essential hypertension.The census report revealed 
that Resident #1 shared the same unit with Resident #2 since May 21, 2025.A comprehensive care plan 
dated June 5, 2025, revealed that the resident had a potential for a psychosocial well-being problem related 
to disease process, and the resident was at risk for impaired cognitive function. The interventions included 
anticipate and meet resident's needs; provide necessary cue, reorient and supervise as needed; 
ensure/provide a safe environment; and monitor/document/report any changes in skin status such as 
appearance, color, and wound healing.A review of the Quarterly Minimum Data Set (MDS) assessment 
dated [DATE], revealed a Brief Interview for Mental Status (BIMS) score of 14.0, indicating that the resident 
was cognitively intact. The assessment also included that the resident had not exhibited behavioral 
symptoms.The nursing progress note dated December 3, 2025, revealed a late entry, per document, at 3:10 
PM Resident #1 reported to a certified nursing assistant (CNA) that Resident #2 came into her room and hit 
her, and a bruise was noted to her right arm. The abuse coordinator, director of nursing (DON), resident 
family, and the police were notified.Another nursing progress note dated December 3, 2025, revealed per 
documentation, that Resident #1 approached the nursing station stating that Resident #2 went into her room 
and hit her. The administrator, DON, resident family, provider, and the police were notified. A skin 
assessment was completed and Resident #1 had redness to her face and a bruise to her right arm. Resident 
#2 was moved to the opposite hall. Resident #1 and Resident #2 were both placed on a 15-minute checks.
On December 4, 2025, revealed another nursing progress note, per documentation, Resident #1 was on a 
72-hour monitoring for a bruise on her right arm. Per documentation, the bruise was described as having a 
purple in the center and discoloration around the bruise.Another nursing progress note dated December 5, 
2025, revealed per documentation that the resident's family informed staff that Resident #1 had bruises to 
her left and right upper arm. Further, per documentation, Resident #1's primary nurse assessed Resident #1 
and the bruises where from the previous altercation.A Long-Term Care Evaluation progress note dated 
December 6, 2025, revealed per documentation, a look back detailing resident's skin change/wound 
acquired on December 3, 2025. Per the documentation, Resident #1 had a right outer forearm bruise, lateral 
right elbow bruise, and anterior neck under the chin bruise.-Resident #2 (alleged perpetrator) was admitted 
to the facility on [DATE], with diagnoses that included dementia, anxiety disorder, and unspecified mood 
disorder.The Quarterly MDS dated [DATE] revealed a BIMS score of 3.0, indicating that the resident 
cognition was severely impaired. The assessment also included that the resident had not exhibited 
behavioral symptoms.Review of care plan dated April 25, 2024, revealed an elopement risk/Resident 
wanders related to disorientation to place, impaired cognitive function/dementia or impaired thought 
processes related to dementia, and potential for behaviors related to mood disorder, dementia, and anxiety. 
The interventions included resident was on a secured unit; distract resident from wandering; cue, reorient 
and supervise as needed; intervene as necessary to protect the rights and safety of others; approach/speak 
in a calm manner; divert attention; and remove from situation and take to alternate location as needed.A 
review of resident's behavioral treatment plan dated October 7, 2025, revealed that the resident's current 
behaviors included anxious/restless/pacing, anger/frustration, impulsive behavior/not acknowledging peer's 
space, and physical aggression.On December 3, 2025, the behavioral treatment plan included a 
resident-to-resident allegation of striking another resident.The nursing progress note dated December 3, 
2025 revealed per documentation, Resident #1 informed the staff that Resident #2 entered her room and she 
was hit by Resident #2. The administrator, DON, Resident ‘s family member, provider, and police were 
notified. Resident #2 was assessed with no redness or bruising. Resident #2 was placed on the opposite 
side of the unit and was on 15-minute checks.The census report revealed that Resident #2 was moved to 
another room in the same unit on December 3, 2025.An Order-Administration progress note dated 
December 4, 2025, revealed that Resident #2 was administered an antianxiety medication for impulsive 
behavior. Per documentation, Resident #2 was agitated and became verbally aggressive when staff was 
redirecting him from entering other resident room.A review of facility's investigation report dated December 8, 
2025 revealed that on December 3, 2025, Resident #1 stated to a CNA that she had been hit by Resident #2 
the night before. The investigation revealed a skin assessment was performed and that Resident #1 was 
noted to have a bruise on the top of her right forearm and right lower jaw. The report investigation included 
the police was called, the medical and psych providers, responsible party, case managers were notified, and 
several staff members were interviewed. The investigation report included that on December 2, 2025, at 7:00 
PM, Resident #1 went to the nurse's station to inform staff about Resident #2 was lying in her bed, and the 
incident was reported to the nurse on shift. The report included an interview with a CNA (Staff #7). Staff #7 
stated that on December 3, 2025, at 3:00 PM, Resident #1 informed her that Resident #2 came in her room 
last night and hit me on my arm and kick me in my face. Per report, Staff #7 stated that she saw Resident 
#1's bruises on her arm and face. Further, per investigation report, from the assistant director of nursing 
(ADON), the report revealed that on December 3, 2025, Resident #1 informed a staff member that Resident 
#2 wheeled into her room and hit her. Resident #1 left her room to alert the staff to get Resident #2 out of her 
room. Per investigation report, another CNA (Staff #12) was interviewed. According to the investigation 
report, the Witness Statement Form dated December 2, 2025, at 7:00 PM revealed that Staff #12 was doing 
his rounds when Resident #1 came out of her room to inform him that Resident #2 was lying in Resident #1's 
bed covered in water. Per report, Resident #2 was aggressive, and Resident #2 said that it was his room. 
Resident #2 was escorted out of Resident #1's room, and was returned to back to his own room.An interview 
was conducted on December 23, 2025, at 11:16 AM with a CNA (Staff #7). Staff #7 stated that she worked in 
the secured unit. Her abuse training included the importance of how to handle abuse between staff and 
residents or between resident-to-resident. She stated that abuse can be physical, mental, verbal, sexual and 
financial, and that it was important to report abuse immediately to the abuse coordinator to ensure her 
residents' safety. She said that recently there was a resident-to -resident incident between Resident #1 and 
Resident #2. Staff #7 stated that Resident #1 informed her that Resident #2 came to her room and would not 
get out of her room; Resident #1 and Resident #2 started fighting; Resident #1 was beaten up last night; and 
Resident #1 was hit on her arm and was kicked on her chin by Resident #2. Staff #7 said that Resident #1 
had purple blueish bruises to the left arm. After being informed by Resident #1 about the incident that 
happened the night before, Staff #7 stated that she reported the incident to the ADON (Staff #17) and the 
administrator (Staff #5). Further, Staff #7 stated that after the incident between Resident #1 and Resident #2, 
Resident #2 was moved to the other side of the unit.Attempted to interview Resident #1 on December 23, 
2025, at 11:37 AM. Resident #1 was in her room lying in her bed, and she did not want to speak. She stated 
that she had already spoken to so many people.On December 23, 2025, at 11:39 AM, attempted to interview 
Resident #2 in his room, unsuccessful.Another staff interview was conducted on December 23, 2025, at 
11:44 AM with a Licensed Practical Nurse (LPN/Staff #9). Staff #9 stated that she had been working in the 
secured unit. She stated that abuse was mistreating residents, can be verbal, physical or emotional. She 
said that if she was made aware of or witnessed any abuse, she will report it immediately to the abuse 
coordinator/administrator, and the director of nursing (DON). She said that the impact if an abuse was not 
reported could lead to her employment termination, and the resident would be in more jeopardy because the 
abuse will keep on happening. Further, Staff #9 stated that she was made aware of the incident between 
Resident #1 and Resident #2 after being notified by a CNA (Staff #7) on December 3, 2025, and she 
immediately reported the incident to her ADON, and the abuse coordinator. She said that she also notified 
the Resident #1's family and also called the police. She said that after notifying the ADON about the incident, 
she and the ADON met with Resident #1 in the ADON's office. She said that Resident #1 had a purple 
bruising on her right arm, which looks fresh and new, and Resident #1 informed them of what had happened 
on December 2, 2025 with Resident #2. She stated that Resident #2 was trying to take something from 
Resident #1, and Resident #2 grabbed Resident #1's arm. She also stated that Resident #1 informed them 
that it was Resident #2 that grabbed her arm. Staff #9 stated that Resident #2 goes up and down the hallway 
due to his dementia and was frequently redirected. Furthermore, Staff #9 stated that she considered the 
incident between Resident #1 and Resident #2 as abuse because Resident #2 invaded Resident #1's 
privacy, and the bruising on Resident #1's arm was from a physical abuse.On December 23, 2025, at 1:02 
PM, an interview was conducted with the ADON (Staff #17). The ADON stated that abuse could be sexual, 
physical, verbal, and financial. She stated that physical abuse is when someone hit someone, and sexual 
abuse is when someone physically touch someone without their consent. The ADON stated that if she was 
made aware of any abuse, she will report the allegation of abuse to the abuse coordinator because it is the 
right thing to do and to make sure that the resident will feel safe. The ADON said that she was made aware 
of the resident-to-resident altercation between Resident #1 and Resident #2 that happened on December 2, 
2025. The ADON stated that a nurse informed her that Resident #2 went inside Resident #1's room; 
Resident #1 asked Resident #2 to get out; Resident #2 refused to leave; and Resident #2 hit Resident #1. 
The ADON stated that she informed the DON and the administrator about the incident between Resident #1 
and Resident #2. The ADON stated that the administrator and the DON watched the video camera and 
identified Resident #2 entering Resident #1's room.The DON (Staff #10) was interviewed on December 23, 
2025, at 1:18 PM. The DON stated that the process and expectation regarding abuse was if hear and see or 
suspect abuse, to report immediately to their supervisor, the administrator, and to her. The DON said that the 
impact of reporting an abuse allegation was so she can start the investigation and prevent any further 
incident of abuse. The DON said that if the abuse was not reported in a timely manner, the resident could be 
at risk for further abuse. Moreover, the DON stated that abuse can be verbal, sexual, physical, neglect, and 
misappropriation. She said that sexual abuse could be unwanted touching, and an example of physical 
abuse included hitting, punching, kicking, and physical touching. Regarding an incident involving Resident 
#1, the DON said that Resident #1 notified a nurse after Resident #2 entered her room and Resident #2 hit 
Resident #1. During her investigation, the DON stated that one CNA (Staff #12) took Resident #2 out of 
Resident #1's room, and then Resident #2 was moved to the other side of the unit. The DON stated that she 
considered the incident between Resident #1 and Resident #2 a physical abuse because Resident #1 said 
that Resident #2 hit her and she had a bruise on her arm.Attempted to interview Staff #12 on December 23, 
2025, at 1:34 PM, unsuccessful.On December 23, 2025, at 1:36 PM, an interview was conducted with the 
Administrator (Staff #5) in the conference room. The administrator stated that the video camera was unable 
to be viewed since it has been deleted or written over. The administrator stated that abuse reporting was 
important to protect residents and staff, and to have a safe environment. Regarding Resident #1 and 
Resident #2 incident, the administrator stated that the incident was an alleged physical abuse. The 
administrator said that Resident #1 was alleging that Resident #2 entered Resident #1's room, and Resident 
#1 was alleging that Resident #2 kicked and hit her. The administrator stated that he investigated and 
interviewed the staff. The administrator stated that Resident #2 was unable to talk due to his having a hard 
time communicating; none of staff witnessed the abuse; Resident #2 was inside Resident #1's room because 
Resident #2 was a wanderer; a nurse completed a skin assessment on December 3, 2025, the day of the 
incident report, and Resident #1 had a bruised on her right arm without complaint of pain; and the 
administrator stated that he does not know where Resident #1's bruise came from , and when her bruise 
happened.The interview with the administrator (Staff #5) and the DON (Staff #10) continued on December 
23, 2025 at 1:57 PM in the conference room. The DON stated that the progress note dated December 3, 
2025 revealed that Resident #1 had a bruise on her right arm. The DON stated that a skin assessment was 
performed on December 5, 2025, and it revealed that Resident #1 had a bruise on her arm and Resident 
#1's provider was notified. Further, the DON stated that Resident #1 could not tell her where the bruise came 
from, but Resident #1 said that she was hit by Resident #2 the night of December 2, 2025. The DON stated 
that a purple colored bruise could be a new bruise; a blue colored bruise could mean an older bruise; a 
yellow and greenish colored bruise could mean a much older bruise than a blue colored bruise; and a bruise 
depends on the resident and whether the resident was taking a blood thinner. The DON said that the bruise 
on Resident #1's arm was noted in the abuse allegation. The administrator stated that he cannot prove if the 
bruise was related to or not related to the abuse allegation, and therefore it was inconclusive. Further, the 
DON stated that Resident #2 did not have a history of physical aggression since he had been admitted to 
their facility, and Resident #2 liked to wander. However, a review of Resident #2's behavioral treatment plan 
dated October 7, 2025, revealed that resident's current behaviors included anxious/restless/pacing, 
anger/frustration, impulsive behavior/not acknowledging peer's space, and physical aggression.According to 
WebMd.com with a referenced date of February 27, 2025, a bruise shows up when an injury makes small 
blood vessels under your skin bleed. As you heal, an iron-rich substance in your blood called hemoglobin 
breaks down into other compounds. This process makes your bruise change colors:It's usually red right after 
the injury.Within a day or two, it turns purplish or black and blue.In 5 to 10 days, it may be green or yellow.In 
10 to 14 days, it's yellowy-brown or light brown.It should fade away totally in about 2 weeks.Review of facility 
policy titled Abuse Policy, revised on December 2016, revealed the facility's residents have the right to be 
free from abuse. Another policy statement relating to abuse, revised in July 2017, revealed that all reports of 
resident abuse and or injuries of unknown source ( abuse) shall be promptly reported to local, state, and 
federal agencies and thoroughly investigated by the facility management.Another facility policy reviewed 
titled Resident's Rights, revised on February 2021, revealed that the federal and state laws guarantee certain 
basic rights to all resident of the facility. The rights include the resident's right to be free from abuse.
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