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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to 
receiving treatment and supports for daily living safely.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32568

This citation pertains to Intake Number(s): MI00144743 and MI00144492

Based on observation, interview, and record review, the facility failed to maintain an environment that was 
clean, sanitary, and homelike for four (R505, R508, R509, and R510) of five residents reviewed for the 
environment with the potential to affect all residents who resided on the second floor of the facility. Findings 
include:

A review of complaints submitted to the State Agency revealed allegations that the facility was dirty and 
unsanitary.

On 6/17/24, an unannounced onsite investigation was conducted.

On 6/17/24 from 10:19 AM and 10:32 AM, an observation of the second floor was conducted and the 
following was observed:

Upon entrance to the 2 [NAME] Unit, a strong odor that smelled like dirty feet was observed. The air smelled 
stale.

A portable vital sign machine was observed in the hallway of the 2 [NAME] Unit. The base was rusted and 
coated with various dried substances and stuck on debris. 

The hallway of the 2 [NAME] Unit appeared unmopped and foot prints were visible on the floor. 

The heating and cooling unit at the end of the hallway on the 2 [NAME] Unit was observed to have large 
amounts of food and trash inside the vent. The panel where the dial was located was dirty with multiple areas 
of a dried, chunky substance observed.

R508 was observed lying in bed. The floor in R508's room was sticky and unmopped. R508 reported they 
were cold, but was unable to answer questions about the cleanliness of the room. 

(continued on next page)
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R505's room was visibly dirty from the hallway. A large area of a dried, shiny substance was observed 
underneath the trash can and extended out to the middle of the room. A plastic cup with spilled white powder 
was observed on the ground next to the trash can. Trash (food wrappers, paper, and crumbs) and debris 
was observed on the floor, scattered throughout the room, including the bathroom. The floors appeared to be 
unmopped. A large, thick, dried tan substance was observed under the bed. The handles on the dresser and 
closet were loose and falling off. The privacy curtain was observed with multiple dark brown stains that 
resembled feces. 

R509's floor appeared unmopped with a large area of food particles and crumbs scattered around the bed.

R510's room located on the 2 East Unit was observed with a dirty, sticky, unmopped floor. The floor was 
littered with trash, including a bloody bandage, napkins, juice cartons, and debris. Upon interview, R510 
appeared pleasant but confused and reported her room was cleaned all the time, despite the observed 
condition. R510's bathroom was observed with a two plastic bags on the ground, one with used, soiled briefs 
and another with dirty linens. The bathroom floor was littered with trash that included used disposable gloves 
and paper towel. The floor in front of the toilet was observed with areas of dark brown stains. The sink was 
observed with dried toothpaste and areas with a dried pinkish-tan substance. 

On 6/17/24 at 12:36 PM, the 2 [NAME] and 2 East units, including R505, R508, R509, and R510's rooms 
remained in the same condition as mentioned above.

On 6/17/24 at 12:42 PM, an interview was conducted with Housekeeper 'B' who was cleaning the 2 [NAME] 
Unit. Housekeeper 'B' explained they were assigned to that unit and they were required to clean each 
resident's room. They reported they were required to empty the trash, sweep and mop the floor, and clean 
any high touch surfaces. 

On 6/17/24 at 12:59 PM, an interview was conducted with Housekeeping Supervisor (HS) 'A'. HS 'A' reported 
housekeeping services were provided from 7:00 AM until 3:00 PM each day, including on the weekends. HS 
'A' explained that housekeeping staff were responsible for cleaning each room in their assigned hallway 
which included emptying trash cans, sweeping and mopping the floors, wiping down high touch areas, and 
cleaning the bathroom including the toilets and sinks. When queried about any concerns about how the 2 
[NAME] and 2 East units were maintained, HS 'A' reported those units were more messy and harder to 
maintain. 

On 6/17/24 at 1:05 PM, an observation of the second floor (2 [NAME] and 2 East Units) was conducted with 
HS 'A'. Upon observing R505's room, HS 'A' reported the condition was unacceptable and reported there 
have been issues with certain housekeepers not thoroughly cleaning the residents' rooms. The cup with 
white powder that was observed on R505's floor in the morning was no longer on the floor, but the floor 
remained unmopped and dirty. At 1:15 PM, R509's floor remained unmopped and dirty with food particles 
and crumbs. At that time, R509 was interviewed and reported nobody had been in to clean their room yet. 
When queried about the cleanliness of the heating and cooling units at the end of the hallway, HS 'A' 
reported the maintenance staff were responsible to ensure the internal components were clean and 
maintained and housekeeping was responsible for wiping down the external component of the unit. R510's 
floor appeared the have been swept and the plastic bags were removed from the bathroom, but the sink and 
toilet in the bathroom remained dirty.
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A review of R505's clinical record revealed R505 was admitted into the facility on [DATE]. A review of a 
Minimum Data Set (MDS) assessment dated [DATE] revealed R505 had severely impaired cognition.

A review of R508's clinical record revealed R508 was admitted into the facility on [DATE]. A review of a MDS 
assessment dated [DATE] revealed R508 had severely impaired cognition.

A review of R509's clinical record revealed R509 was admitted into the facility on [DATE]. A review of a MDS 
assessment dated [DATE] revealed R509 had intact cognition.

A review of R510's clinical record revealed R510 was admitted into the facility on [DATE]. A review of a MDS 
assessment dated [DATE] revealed R510 had moderately impaired cognition.

A review of a facility policy titled, Physical Environment, dated 3/8/21, revealed, in part, the following: .
Thorough scrubbing/disinfecting shall be done for all environmental surfaces that are being cleaned 
in-patient care areas .In patient care areas, cleaning of non-carpeted floors and other horizontal surfaces .
shall be done daily .All patient floors shall be wet-vacuumed or mopped with a disinfectant-detergent solution 
.Cubicle curtains shall be changed is visibly soiled .Ensure surface or item is cleaned before disinfected .
Presence of organic soil will alter activity of disinfection .Checklist for Daily Cleaning of Patient Rooms .
Lavatory surfaces .Waste receptacles .Floors .

39592

On 6/17/24 at 11:58 AM, observation of the 2 East Lounge/Dining Room revealed nine residents sitting in 
wheelchairs and at various tables in the room. Near the middle of the room, a circular hole was observed cut 
into the carpet approximately 2.5 inches in diameter. On closer examination, the hole appeared to be a 
receptacle box where an old outlet had been in the floor. The depth of the receptacle box was approximately 
3.5 inches. Wires and cables were observed down in the box. On the South wall of the Lounge/Dining Room, 
a cable protruding from a hole in the wall had multiple wires sticking out of it.

On 6/17/24 at 12:20 PM, Certified Nursing Assistant (CNA) J was interviewed and asked about the hole in 
the carpet in the 2 East Lounge/Dining Room. CNA J explained the hole had been there for a while. When 
asked to define a while, CNA J explained it had been approximately one month. CNA J was asked about the 
cable with exposed wires sticking out of the wall. CNA J explained she had not noticed those wires before.

On 6/17/24 at 12:35 PM, the Maintenance Director was interviewed and asked about the hole cut into the 
carpet with exposed receptacle box. The Maintenance Director explained they would not know about the 
hole unless staff told them about the problem. When informed staff had said the hole had been there for one 
month, the Maintenance Director had no answer. Another maintenance worker was observed placing a metal 
plate on top of the receptacle box and screwing down to the floor with screws that were approximately 1.25 
to 1.5 inches long. When asked about the cable with exposed wires sticking out of the wall, the Maintenance 
Director explained it was an old telephone cord. 

(continued on next page)

113235217

06/05/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

235217 06/17/2024

Skld Bloomfield Hills 2975 N Adams Road
Bloomfield Hills, MI 48304

F 0584

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

On 6/17/24 at approximately 3:10 PM, the Administrator was interviewed and asked about the receptacle box 
hole in the 2 East Lounge/Dining Room. The Administrator explained he had been told someone must have 
kicked the plate off the box. When asked how could the plate be kicked off if it was screwed to the floor, the 
Administrator had no answer. The Administrator was asked why the hole had been open for a month. The 
Administrator had no explanation.
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32568

This citation pertains to Intake Number(s): MI00144772.

Based on interview and record review, the facility failed to report an allegation of resident to resident abuse 
to the State Agency within the required time frame for two (R501 and R502) of four residents reviewed for 
abuse. Findings include:

A review of a complaint submitted to the State Agency revealed .On 05/27/2024 around 4 AM, (R501) was 
assaulted by (R502) .(R502) attacked (R501) twice by going into (R501's) room and punching her in the 
face. Night shift was present and did nothing to stop the assault. (R502) continued to enter the room of 
(R501) two more times. Day shift staff (Registered Nurse - RN 'H') .called the local police regarding the 
matter around 10:30 AM .It is unknown why staff did not report the allegations or intervened to prevent 
further harm to (R501) .

On 6/17/24, an unannounced onsite investigation was conducted. 

A review of R501's clinical record revealed R501 was admitted into the facility on [DATE] and discharged 
home on 6/7/24. A review of R501's Minimum Data Set (MDS) assessment dated [DATE] revealed R501 had 
intact cognition.

A review of R501's progress notes revealed a note dated 5/27/24 at 5:10 AM, written by Licensed Practical 
Nurse (LPN) 'C', that noted, Resident was awaken by another resident. Resident stated, 'There resident 
demanded to get in her bed'. She told the resident 'No' that is when the resident hit (R501) in the face with 
his fist .DON (Director of Nursing), ADON (Assistant Director of Nursing) .notified. Pain medications given for 
the complaint of headache .

On 6/17/24 at 11:06 AM, a telephone interview was attempted with R501. R501 was not available for 
interview prior to the end of the survey.

A review of R502's clinical record revealed R502 was admitted into the facility on [DATE] and discharged to 
the hospital on 5/27/24 with diagnoses that included: dementia with behavioral disturbance. A review of a 
MDS assessment dated [DATE] revealed R502 had severely impaired cognition. 

A review of R502's progress notes revealed R502 had wandering behaviors, was previously aggressive 
toward his wife prior to coming to the facility, was threatening and aggressive with staff, and had been found 
in beds that were not his on multiple occasions.

A review of a progress note dated 5/27/24 at 5:41 AM, written by LPN 'C', revealed R502 entered another 
resident's room (R501) and demanded the resident to get out of his bed. When R501 said 'No', R502 hit the 
resident in the face with his fist. It was documented the DON and ADON were contacted about the allegation.

(continued on next page)
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A review of a progress note dated 5/27/24 at 11:00 AM, written by RN 'H', revealed, Police arrived at the 
facility related to incident that occurred. After speaking with the female resident (R501) who was involved, 
the police decided to petition the resident out related to aggressive behaviors .

On 6/17/24 at 11:33 AM, an interview with LPN 'C' was conducted via the telephone. When queried about 
what happened between R501 and R502 on 5/27/24, LPN 'C' reported R502 woke up to use the bathroom at 
4:00 AM and instead left his room and entered R501's room and asked her to move over so he could get into 
her bed. R501 told R502 no and R502 struck (R501) with his fist. LPN 'C' reported R502 had a history of 
being physically aggressive with his wife who was also a resident at the facility, prior to admission into the 
facility. LPN 'C' reported the Certified Nursing Assistants (CNAs) assigned to the unit notified LPN 'C' of what 
happened. LPN 'C' explained she successfully contacted the DON and ADON and they were to notify the 
Administrator. LPN 'C' did not contact the police and reported she heard they came some time after her shift 
was over. LPN 'C's shift ended at 7:00 AM. When queried about anything put into place to prevent any 
further abuse by R502, LPN 'C' reported once R502 was redirected to his room, he went to sleep for the 
resident of the shift.

On 6/17/24 at 1:27 PM, an interview with RN 'H' was conducted via the telephone. RN 'H' was the oncoming 
day shift nurse on 5/27/24. RN 'H' reported LPN 'C' gave report of R502 going into R501's room and punched 
her a few times in the face. RN 'H' was not sure if LPN 'C' contacted the Administrator/Abuse Coordinator. 
RN 'H' contacted the DON and implemented one on one supervision for R502. RN 'H' explained the police 
were contacted by the DON and when they came to the facility they ended up petitioning R502 to the 
hospital for a psychiatric evaluation. 

A review of the facility's investigation into the resident to resident incident between R502 and R501 on 
5/27/23 revealed the following: .Date/Time Incident Discovered: 5/27/24 8:30 AM .Incident Summary: (R501) 
alleged that (R502) hit her in her face . The investigation summary noted that LPN 'C' reported in a statement 
that the alleged incident occurred at approximately 4:00 AM and LPN 'C' documented in the clinical record 
about the allegation at 5:41 AM. It was documented that the State Agency was contacted on 5/27/24 at 10:33 
AM, approximately six and a half hours after R501 alleged R502 punched her in the face. 

On 6/17/24 at 2:54 PM, an interview was conducted with the DON. The DON reported she found out about 
R501's allegation of abuse by R502 at approximately 9:00 AM on 5/27/24 after she discovered a missed call 
from the ADON. The DON reported the ADON did not leave a message and when she called the ADON back 
she was informed of the allegation of abuse. The DON reported she notified the police and the Administrator 
immediately after she became aware.

On 6/17/24 at 3:07 PM, an interview with the Administrator, who was the Abuse Coordinator for the facility, 
was conducted. When queried about the facility's protocol when staff become aware of an allegation of 
abuse, the Administrator reported whomever was aware of the allegation was required to contact him 
immediately and the DON if he did not answer. The Administrator explained they had two hours to report 
allegations of abuse to the State Agency. When queried about why the allegation of abuse reported by R501 
was not reported to the State Agency until 10:33 AM, the Administrator reported he was contacted by the 
ADON at 4:30 AM, but he did not answer the call and a message was not left. The Administrator reported at 
that time he did not have access to the State system used to report allegations of abuse, but the DON did 
have access. 

(continued on next page)
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A review of a facility policy titled, Abuse and Neglect, updated on 3/24/23, revealed, in part, the following, .All 
allegations an/or suspicions of abuse must be reported to the Administrator immediately. If the Administrator 
is not present, the report must be made to the Administrator's Designee .All allegations of abuse will be 
reported to the appropriate State Agencies immediately after the initial allegation is received .
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32568

This citation pertains to Intake Number(s): MI00144772.

Based on interview and record review, the facility failed to implement adequate supervision for one (R502) of 
four residents reviewed for supervision, who had a history of wandering into other residents' rooms and 
aggressive behaviors, resulting in R502 entering R501's room multiple times, attempting to get into her bed, 
and punching her in the face multiple times. Findings include: 

A review of a complaint submitted to the State Agency revealed .On 05/27/2024 around 4 AM, (R501) was 
assaulted by (R502) .(R502) attacked (R501) twice by going into (R501's) room and punching her in the 
face. Night shift was present and did nothing to stop the assault. (R502) continued to enter the room of 
(R501) two more times. Day shift staff (Registered Nurse - RN 'H') .called the local police regarding the 
matter around 10:30 AM .It is unknown why staff did not report the allegations or intervened to prevent 
further harm to (R501). (R501) does not have visible bruises or injuries but her face does hurt. (R501) was 
alert and oriented to everything around her .

On 6/17/24, an unannounced onsite investigation was conducted. 

A review of a Case Report (police report) dated 5/27/24 at 10:36 AM revealed, On 05/27/2024 at 
approximately 10:36 AM, I was dispatched to (facility), in reference to a battery between two resident which 
had happened earlier in the morning .Interview with (R501): I interviewed (R501) in her room. At 
approximately 4:00 AM, (R501) was asleep and awoken by the sound of someone in her room and saw an 
elderly man, later identified as (R502) near her window. (R501) hit her call button at this time. (R502) then 
came and sat at the foot of (R501's) bed. (R501) told (R502) he was not in his room. (R502) then moved a 
bedside table and told (R501) to 'move over so I can get in bed with you'. (R501) told (R502) 'no' and he 
responded to her, 'bitch I said move over'. (R502) then punched (R501). (R501) put her hands up to fight 
(R502) off .

 .(R502) then left (R501's) room and was heard arguing with an unknown aide outside of the room. (R502) 
re-entered (R501's) room and closed the door. (R501) again told (R502) it was not his room. (R502) punched 
(R501) in her face a second time. (R502) then left out of the room and was again heard yelling at one of the 
aides .

 .(R502) came back into (R501's) room a third time and went into her bathroom. (R502) exited and was 
heard yelling at the aides. (R502) re-entered (R501's) room a fourth time. (R501) again told (R502) it was not 
his room and he then left for a final time .

 .(R501) told me she was struck in the center of her face, near the bridge of her nose, and near her right eye. 
(R501) did not have any obvious marks on her face but did complain of pain. (R502) declined being 
evaluated at the hospital .(R501) was concerned for her safety moving forward as (R502) came in and out of 
her room four times during the incident despite aides being aware of (R502's) behavior .While speaking with 
(R501), she was alert and aware. (R501) did not seem confused about (R501) battering her earlier that 
morning .
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 .Interview with (R502): I attempted to interview (R502), but it was obvious he suffered from dementia .did not 
recall anything happening during the early hours of the morning .

 .Contact with (Director of Nursing - DON): I spoke to (DON) .by phone and explained what (R501) told me. 
(DON) was aware of the incident but was unaware (R502) had entered and exited (R501's) room multiple 
times and interacted with aides. I explained to (DON) because (R502) had assaulted another resident due to 
his mental state, I would be petitioning him for a mental health evaluation .(DON) further explained (R502's) 
wife is also a resident at (facility) and there is prior history of domestic violence between the two .

 .Based on my investigation, it appears aides were aware of (R502) being in (R501's) bedroom in an agitated 
state and failed to act allowing (R502) to return to (R501's) room and batter her a second time .

A review of R501's clinical record revealed R501 was admitted into the facility on [DATE] and discharged 
home on 6/7/24. A review of R501's Minimum Data Set (MDS) assessment dated [DATE] revealed R501 had 
intact cognition.

A review of R501's progress notes revealed a note dated 5/27/24 at 5:10 AM, written by Licensed Practical 
Nurse (LPN) 'C', that noted, Resident was awaken by another resident. Resident stated, 'There resident 
demanded to get in her bed'. She told the resident 'No' that is when the resident hit (R501) in the face with 
his fist .DON (Director of Nursing), ADON (Assistant Director of Nursing) .notified. Pain medications given for 
the complaint of headache .

On 6/17/24 at 11:06 AM, a telephone interview was attempted with R501. R501 was not available for 
interview prior to the end of the survey.

A review of R502's clinical record revealed R502 was admitted into the facility on [DATE] and discharged to 
the hospital on 5/27/24 with diagnoses that included: dementia with behavioral disturbance. A review of a 
MDS assessment dated [DATE] revealed R502 had severely impaired cognition. 

A review of a progress note dated 5/27/24 at 5:41 AM, written by LPN 'C', revealed R502 entered another 
resident's room (R501) and demanded the resident to get out of his bed. When R501 said 'No', R502 hit the 
resident in the face with his fist. It was documented the DON and ADON were contacted about the allegation.

A review of a progress note dated 5/27/24 at 11:00 AM, written by RN 'H', revealed, Police arrived at the 
facility related to incident that occurred. After speaking with the female resident (R501) who was involved, 
the police decided to petition the resident out related to aggressive behaviors .

Further review of R502's progress notes revealed the following documentation regarding his behaviors:

On 4/20/24 at 1:06 AM, it was documented in a progress note that R502 took another resident's walker and 
was found lying in a bed of another resident. It was documented he was redirected to his room and less than 
two minutes later he was back wandering in the hallways.

On 4/22/24 at 4:03 PM, it was documented R502 was observed wandering into other resident's rooms.

(continued on next page)
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ON 5/3/24 at 5:00 AM, it was documented R502 was not in his room and was found in another room, seated 
in a chair without pants or a brief on. When asked to exit, R502 became combative and threatened the staff 
stating he would whoop your ass. After R502 exited the room, he continued to follow the nurse up and down 
the hallway threatening her. 

On 5/6/23 at 3:57 AM, it was documented R502 was verbally abusive toward staff and threatened to his an 
aide. R502 made threatening gestures by putting his fists up.

On 5/23/24 at 2:10 AM, it was documented R502 wandered into an unoccupied room and laid in the bed. 

On 6/17/24 at 11:33 AM, an interview with LPN 'C' was conducted via the telephone. When queried about 
what happened between R501 and R502 on 5/27/24, LPN 'C' reported R502 woke up to use the bathroom at 
4:00 AM and instead left his room and entered R501's room and asked her to move over so he could get into 
her bed. R501 told R502 know and R502 struck (R501) with his fist. LPN 'C' reported R502 had a history of 
being physically aggressive with his wife who was also a resident at the facility, prior to admission into the 
facility. LPN 'C' reported the Certified Nursing Assistants (CNAs) assigned to the unit notified LPN 'C' of what 
happened. When asked what was reported, LPN 'C' explained that R502 went into R501's room and hit her, 
per R501. LPN 'C' reported she was not aware that R502 entered R501's room multiple times. When queried 
about anything put into place to prevent any further incidents of wandering or physical abuse by R502, LPN 
'C' reported once R502 was redirected to his room, she had an aide watch him but he went to sleep for the 
rest of the shift.

On 6/17/24 at 11:47 AM, the Administrator was asked to provide any video footage of the 1 East Unit hallway 
from the midnight shift on 5/27/24. The Administrator reported he would try to obtain the footage but due to 
Administrative changes, the facility had been unable to access video footage from the cameras. The camera 
footage was not provided prior to the end of the survey. 

On 6/17/24 at 12:57 PM, an interview was conducted with CNA 'F' who was the CNA assigned to R502 and 
R501 on 5/27/24 during the midnight shift. When queried about what happened between the residents on 
that date, CNA 'F' reported R501 put her call light, CNA 'F' heard R501 yelling and when CNA 'F' entered her 
room R502 was standing over R501 who was on the bed. R501 was yelling, Help! Help! according to CNA 'F' 
and R502 wore only an incontinence brief. CNA 'F' explained she told R502 to get out of the room and he 
became very combative and tried to slam the door in my face. CNA 'F' reported R502 was on the other side 
of the door (inside the room) and would not come out and every time CNA 'F' opened the door he tried to 
close it again. Eventually R502 went back to his room. According to CNA 'F', R502 had a history of 
wandering into other residents' rooms, but was not aware of him ever hitting another resident. 

On 6/17/24 at 2:19 PM, an interview was conducted with CNA 'G' who was the other CNA assigned to R502 
and R501's unit on 5/27/24 midnight shift. When queried about what happened between R501 and R502 that 
shift, CNA 'G' reported she was on break around 4:00 AM and CNA 'F' stayed on the floor. CNA 'F' 
messaged CNA 'G' and asked for help managing R502's behaviors. When CNA 'G' got to R501's room, 
R502 was in the hallway in front of R501's room. Later in the interview, CNA 'G' reported R502 was inside of 
R501's room and he kept closing the door and blocking it. CNA 'G' reported they just tried to keep eyes on 
him to ensure he was away from R501 and eventually R502 went back to his room. CNA 'G' explained R502 
had a history of wandering and threatening behaviors toward the staff. CNA 'G' stated, He wandered into 
other residents' rooms and we got a lot of complaints about that. 
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A review of R502's care plans revealed a care plan initiated on 4/22/24 that noted R502 exhibited wandering 
behaviors related to impaired safety awareness and a dementia diagnosis. There were no new interventions 
after 4/22/24. Another care plan created on 5/12/24 revealed R502 had a behavior concern but it did not 
specify what that concern was. 

On 6/17/24 at 2:54 PM, an interview was conducted with the DON. When queried about what should be in 
place for residents with repeated wandering and aggressive behaviors, the DON reported residents should 
have increased monitoring if they exhibit those behaviors. When queried about R502, the DON reported she 
was not aware that he had gotten into any other residents' beds previously or that he was aggressive. When 
queried about how R502 got into R501's room multiple times on 5/27/24, the DON reported she was not 
aware of that and was told that he was redirected out of R501's room after she alleged he hit her. 
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