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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, medical record review, and facility P&P review, the facility failed to ensure the identification, 
reporting, and investigation was completed when one of three sampled residents (Resident 1) reviewed for 
abuse, reported two abuse allegations against another resident. * On 11/16/25, Resident 1 alleged Resident 
2 was going to hit her, resulting in Resident 1 feeling threatened, scared, and unsafe. Resident 1 reported 
the alleged incident to facility staff. * On 11/26/25, Resident 1 alleged Resident 2 threatened to cut her into 
pieces, resulting in Resident 1 feeling threatened and unsafe. Resident 1 reported the alleged incident to 
facility staff. These failures of the facility to identify, report, and investigate Resident 1's allegations of abuse 
posed the risk for resident-to-resident abuse to occur in a highly vulnerable population.Findings: Review of 
the facility's P&P titled Abuse, Neglect, and Exploitation revised 12/19/22, showed it is the policy of the 
facility to provide protections for the health, welfare and rights of each resident by developing and 
implementing written P&P's that prohibit and prevent abuse. Abuse means the willful infliction of injury, 
unreasonable confinement, intimidation, or punishment with resulting physical harm, pain or mental anguish, 
which can include staff to resident abuse and certain resident to resident altercations. Willful means the 
individual must have acted deliberately, not that the individual must have intended to inflict injury or harm. An 
alleged violation is a situation or occurrence that is observed or reported by staff or residents but has not yet 
been investigated. An immediate investigation is warranted when suspicion of abuse or reports of abuse 
occur. Written procedures for investigation include providing complete and thorough documentation of the 
investigation and reporting all alleged violations to the Administrator and state agency. The Administrator will 
follow up with government agencies to confirm the initial report was received, and to report the results of the 
investigation when final within 5 working days of the incident, as required by state agencies. Medical record 
review for Residents 1 was initiated on 12/1/25. Resident 1 was admitted to the facility on [DATE]. Review of 
Resident 1's MDS assessment dated [DATE], showed Resident 1 was cognitively intact. Review of Resident 
1's H&P examination dated 10/1/25, showed Resident 1 had the capacity to understand and make decisions. 
a. On 12/1/25 at 1230 hours, an interview was conducted with Resident 1. Resident 1 stated Resident 2 had 
threatened her on two separate occasions and the facility failed to address her concerns. Resident 1 stated 
she then contacted the state agency to report the incidents. Resident 1 stated the first incident occurred on 
the morning of 11/16/25. Resident 1 stated she was sitting in her wheelchair inside of her room. Resident 1 
stated she observed Resident 2 sitting in her wheelchair, in the hallway at the entrance to Resident 1's room. 
Resident 1 stated Resident 2 began to yell and curse at Resident 1. Resident 1 stated Resident 2 had raised 
her arm and clenched her fist. Resident 1 stated Resident 2 was yelling that Resident 1's wheelchair 
belonged to Resident 2. Resident 1 stated she then self-propelled her wheelchair out of her room and into 
the hallway. Resident 1 stated as she passed Resident 2, Resident 2 still had her arm raised with a clenched 
fist, and Resident 2 was yelling you have my wheelchair; I will kill you. Resident 1 stated she believed 
Resident 2 was going to hit her. Resident 1 stated she felt threatened, scared, and unsafe. Resident 1 stated 
she then reported the incident to LVN 1. On 12/1/25 at 1313 hours, an interview was conducted with LVN 1. 
LVN 1 stated Resident 1 informed her of an alleged incident involving Resident 2 allegedly occurring on 
11/16/25. LVN 1 further stated Resident 1 said Resident 2 blocked the entrance to Resident 1's room and 
began to scream and yell at Resident 1. At some point, Resident 2 lifted her arm and made a fist. Resident 1 
reported having felt uncomfortable and threatened as she believed Resident 2 was going to hit her. LVN 1 
stated she reported the alleged incident to the Administrator (facility's Abuse Coordinator). Medical record 
review for Resident 2 was initiated on 12/1/25. Resident 2 was admitted to the facility on [DATE]. Review of 
Resident 2's H&P examination dated 9/8/25, showed Resident 2 had no capacity to understand and make 
decisions. Review of Resident 2's Care Plan Report revised 9/24/25, showed Resident 2 had a diagnosis of 
schizophrenia. The care plan showed Resident 2 had the potential to be verbally aggressive related to 
psychosis manifested by verbal aggression towards others. On 12/1/25 at 1445 hours, an interview was 
conducted with the Administrator. The Administrator verified he was the facility's Abuse Coordinator. The 
Administrator stated he was unaware of the abuse allegation made by Resident 1 against Resident 2 for the 
incident on 11/16/25. The Administrator further stated he was unaware Resident 1 reported feeling 
uncomfortable and threatened as she believed Resident 2 was going to hit her. The Administrator stated if he 
was aware, he would have reported the alleged incident to the state agency and conducted an investigation 
specific to Resident 1's allegation of abuse. b. On 12/1/25 at 1230 hours, an interview was conducted with 
Resident 1. Resident 1 stated a second incident with Resident 2 occurred during the evening of 11/26/25. 
Resident 1 stated she was out on pass and returned to the facility at approximately 1745 hours. Resident 1 
stated she attempted to utilize the elevator at which time she observed Resident 2 in the hallway. Resident 1 
stated Resident 2 began to yell and curse at Resident 1. Resident 1 stated Resident 2 claimed Resident 1 
had her wheelchair. Resident 1 stated Resident 2 threatened to cut her into pieces. Resident 1 stated she 
felt threatened and unsafe. Resident 1 stated Resident 3 (who lived across the hall from Resident 1) 
witnessed Resident 2 threaten her. Additionally, Resident 1 stated she spoke to the DON regarding the 
incident. On 12/1/25 at 1352 hours, an interview was conducted with the DON. The DON stated on 
Thanksgiving (11/27/25) day, Resident 1 informed her Resident 2 yelled at Resident 1. The DON stated 
Resident 1 alleged Resident 2 yell she was Jesus Christ and would strike Resident 1 down with lightning. 
Resident 1 also alleged Resident 2 stated she would cut Resident 1 into pieces. The DON stated Resident 1 
informed her she felt unsafe. The DON was asked if she felt this incident was potential resident to resident 
mental/verbal abuse. The DON stated no, Resident 2 was cognitively impaired and had not intended to 
cause Resident 1 any harm. The DON was asked if the Administrator was aware of the alleged incident, to 
which the DON replied, yes. Medical record review for Resident 3 was initiated on 12/1/25. Resident 3 was 
admitted to the facility on [DATE]. Review of Resident 3's H&P examination dated 8/30/25, showed Resident 
3 had the capacity to understand and make decisions. On 12/3/25 at 1025 hours, an interview was 
conducted with Resident 3. Resident 3 stated Resident 2 frequently yelled and screamed while in the 
hallway. Resident 3 stated approximately three weeks ago while he was in the hallway, he heard Resident 2 
threaten to cut off Resident 1's head. On 12/1/25 at 1445 hours, an interview was conducted with the 
Administrator. The Administrator verified he was the facility's Abuse Coordinator. The Administrator stated he 
was unaware of the abuse allegations made by Resident 1 against Resident 2 for the incidents on 11/16/25 
and 11/26/25. The Administrator further stated he was unaware Resident 1 reported feeling uncomfortable 
and threatened as she believed Resident 2 was going to hit her. The Administrator stated if he was aware, 
he would have reported the alleged incident to the state agency and conducted an investigation specific to 
Resident 1's allegation of abuse.
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