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Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and record review, the facility failed to take steps to protect one (#19 and #256) of eight residents
from physical abuse out of 45 sample residents reviewed for abuse.

Specifically, the facility failed to prevent Resident #19 from physical abuse by Resident #256.

Findings include:

I. Facility policy and procedure

The Abuse: Prevention of and Prohibition Against policy, revised 11/29/23, was provided by the director of
nursing (DON) on 7/10/24 at 2:28 p.m. It read in pertinent part,

Abuse is willful infliction of injury, unreasonable confinement, intimidation, or punishment with resulting
physical harm, pain or mental anguish.

Willful means the individual must have acted deliberately, not that the individual must have intended to
inflict injury or harm.

II. Incident of physical abuse between Resident #256 and Resident #19 on 6/13/24

A. Facility investigation of the altercation on 6/13/24

The witness statement, dated 6/13/24, written by a certified nurse aide (CNA), documented Resident #256
and Resident #19 were sitting at the dining room table. The residents went back and forth talking to each
other. They told each other to be quiet. They said do not tell me what to do and I will knock the black out of
you. Resident #256 grabbed a hold of Resident #19's hair and would not let go.

The 6/13/24 nurse incident note revealed Resident #256 and Resident #19 were sitting at the dining room
table. They were talking back and forth telling each other to be quiet. The note documented the residents
were saying do not tell me what to do and I will knock the black out of you. The staff went to separate the
residents and Resident #256 grabbed Resident #19's hair and did not want to let go. The unit nurse, the
therapist and another staff member separated the residents and redirected both residents from one
another. The therapist took Resident #256 outside for redirection and distraction. Resident #19 was
redirected and removed to an alternate area. The progress note documented no skin changes were noted
on either resident. The progress note documented neither resident recalled the
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event and remained at baseline.

The facility's conclusion of the internal investigation was Resident #256 pulled Resident #19's hair.

The facility's investigation summary revealed Resident #256 was sent to a higher level of care on 6/13/24
for the safety of self and others and for psychosocial safety and stabilization.

The facility investigation revealed Resident #256 had four incidents with other residents prior to the incident
on 6/13/24.

Resident #256 had an incident on 2/23/24, 2/24/24, 4/10/24 and 4/28/24 with other residents The
interventions for each incident included to redirect the resident and provide frequent checks.

-Resident #256 and Resident #19 had a previous incident on 4/28/24.

-Review of Resident #256's comprehensive care plan did not reveal There were not new person-centered
interventions after Resident #256 was involved in multiple resident to resident altercations (see care plan
below).

B. Resident #256 - assailant

1. Resident status

Resident #256, age greater than 65, was admitted on [DATE] and discharged on 6/13/24 to a local hospital.
According to the June 2024 computerized physician orders (CPO), diagnoses included vascular dementia,
cognitive communication deficit and muscle weakness.

The 4/25/24 minimum data set (MDS) assessment revealed the resident's cognitive status was severely
impaired with a brief interview for mental status (BIMS) score of three out of 15.

The MDS assessment did not identify the resident displayed behaviors during the assessment period.

2. Record review

The care plan, dated 2/19/24 and revised 6/20/24, identified the resident had verbal and physical
aggression related to her dementia. Resident #256 was agitated when staff attempted to assist her and she
responded physically when she became frustrated. Interventions included monitoring the resident and her
surroundings to minimize known stressors such as multiple residents too close to the resident (5/23/24) and
redirecting as needed(5/10/24).

-The care plan did not identify new interventions implemented after the 2/23/24 and 2/24/24 resident to
resident altercation incidents.

C. Resident #19 - victim

1. Resident status

Resident #19, age [AGE], was admitted on [DATE]. According to the July 2024 CPO, diagnoses included
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Alzheimer's disease and dementia.

The 5/17/24 MDS assessment revealed the resident's cognitive status was severely impaired with a BIMS
score of one out of 15.

The MDS assessment identified the resident displayed verbal behaviors toward others.

2. Record review

The care plan, revised 7/15/24, identified the resident had a history of being verbally and physically
aggressive if others were in her walking path and she could become aggressive if another resident had an
object she wanted. Interventions include offering to take her outside (5/17/24) and redirecting her when she
yelled at others (6/20/24).

V. Staff interviews

Licensed practical nurse (LPN) #2 was interviewed on 6/15/24 at 2:12 p.m. He was familiar with Resident
#256. LPN #2 said he was not present on 6/13/24 when the altercation took place. He said he was aware
Resident #256 and Resident #19 were involved in a resident to resident altercation. He said the residents
that resided in the secured unit were confused and often argued among themselves. LPN #2 said he
stepped in when arguing occurred, tried to separate the residents when they argued and he tried to distract
the residents.

The nursing home administrator (NHA) was interviewed on 7/16/24 at 10:57 a.m. The NHA said the 6/13/24
altercation between Resident #265 and Resident #19 was substantiated as physical abuse. He said after
the altercation, the facility immediately separated the residents and redirected them. The NHA said the
intervention used to prevent the 6/13/24 altercation was to redirect the resident. The NHA said this
intervention was not effective.
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