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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 one of three sampled residents (Resident
 1) was safe from harm or possible physical abuse by other residents, when Resident 1's behavior of lying on the floor left
 him vulnerable to potential injury. This failure resulted in Resident 2 kicking Resident 1 in the head while Resident 1
 laid in the hallway, with the potential for head aches or a serious skull injury. Findings: On 9/17/2019 the facility
 notified the Department about an altercation between two residents, Resident 1 and Resident 2. During a tour and
 observation of the facility on 9/23/19 at 2:15 p.m., the tour revealed Resident 1 and Resident 2 had rooms on the same
 hallway but Resident 1 had a room on the left side of the hall, and Resident 2 had a room on the right side of the hall and 3 doors
down. During an interview on 9/23/19, at 11:45 a.m., Administrator stated Resident 1 had a known behavior in which
 he would lay down on the hallway floor. The staff helped him back to bed as necessary. Review of Resident 1's nursing
 Progress Note, dated 9/16/19, at 6:25 a.m., documented an incident that occurred to Resident 1 on the morning of 9/14/19:
 Certified Nursing Assistant B (CNA B) reported seeing Resident 2 come out of his room and kick Resident 1 in the head while
Resident 1 was lying on the hallway floor. During an interview with CNA B on 9/23/19, at 12:10 p.m., CNA B stated, she had
 been passing ice to residents and heard Resident 1 moaning in the hallway. CNA B stated she heard Resident 2 yell at
 Resident 1 to be quiet. CNA B stated she saw Resident 2 return to his room and found Resident 1 lying on the floor in the
 hallway, just outside his own bedroom. CNA B stated Resident 1 told her Resident 2 had kicked him in the head. CNA B
 clarified that she did not see the actual kicking but she was the CNA who reported the issue to the nurse. During an
 interview on 9/23/19, at 2:20 p.m., CNA C stated Resident 1 had a history of [REDACTED]. When asked about Resident 2, CNA C
stated Resident 2 could be grouchy in the morning especially if his sleep was disrupted. During an interview on 9/23/19, at 2:30 p.m.,
Licensed Staff A stated, Resident 1 used a wheelchair to get around, but often walked in the hallway and laid
 down on the floor, .moaning as if he was in pain. She stated the CNAs helped him back to bed when he was ready. When asked
 about Resident 2, Licensed Staff A stated, Resident 2 had a history of [REDACTED]. Licensed Staff A stated that they
 stepped out of Resident 2's way when he was yelling at them. Review of Resident 1's individualized nursing care plan,
 Nursing Care Plan History, initiated 2/27/19, indicated Resident 1 had .episodes of sitting and laying on the floor in the
 hallways. A discontinuation date of 3/8/19 indicated the care plan was no longer relevant. Review of current nursing care
 plans did not address Resident 1's behavior of lying on the floor of the hallway, or of interventions to prevent harm to
 Resident 1 or other residents who could trip over Resident 1. Review of Resident 2's individualized nursing care plan,
 initiated 12/23/17, indicated Resident 2 had an issue with his mood related to depression. Interventions were to have a
 psychologist consult and to encourage him to participate in activities. The nursing care plan did not indicate aggressive
 behaviors to the other residents. Review of the facility's policy, Care Plans - Comprehensive, 10/2010, indicated each
 resident's comprehensive care plan was designed to identify problem areas and individual risk factors. The policy indicated the
facility assessed, created, and revised care plans as needed to prevent decline. Review of the facility's policy,
 titled Abuse Prevention Program Policy, dated 12/2016 indicated that as part of the resident abuse prevention the
 administrator would Protect our residents from abuse by anyone including: Facility Staff, other residents, consultants,
 volunteers, staff form other agencies, family members, legal representatives, friends , visitors or any other individual.
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