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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and administrative and clinical record review, the facility failed to provide evidence of a thorough 
investigation, assessment of the resident, and internal and federal reporting of an incident of a resident with 
reported new bruises of suspected origin. This failure affects 1 of 3 sampled residents reviewed (Resident # 
1).The findings included: Review of the he facility's policy regarding Incident and Reportable Event 
Management, reviewed 09/25/2024, documented regarding Alleged Violations - Investigate/Prevent/Correct: 
In response to allegations of abuse, neglect, exploitation, or mistreatment, the facility must have evidence 
that all alleged violations are thoroughly investigated. Prevent further potential abuse, neglect, exploitation, 
or mistreatment while the investigation is in progress.Procedure:The Five I's to Event Management, To help 
reduce the risk of an event, all residents receive assistance and supervisions as addressed in their care plan. 
If an event occurs, the facility will follow the 5 i's in an effort to minimize the potential recurrence. Incident 
(what happened or was reported as happening)Injury (provide care and document the injury)Interview (who 
saw the resident last or at the time of the event)Investigate (why did it happen)Intervention (what mitigation 
effort are we using)Incident/InjuryThe licensed nurse should evaluate the resident and render first aide if 
needed 2. The licensed nurse should create an event note and include the following details a. The 
assessment details of the resident (including the details of the resident) b. Presence or absence of injury, 
and any treatments rendered. c. If resident is able to report what occurred, this should be included in the 
notes d. Notification of family or responsible party e. Notification of physician and any orders received. 3. The 
licensed nurse should create a risk report in the electronic system and identify the most appropriate type of 
event from the available options in the in the system. 4. The licensed nurse should also notify the following in 
accordance with state and federal requirements. a. Supervisor on duty and/or DON (Director of Nursing)/ED 
(Executive Director) Review of the clinical record for Resident # 1 revealed that the resident was admitted to 
the facility on [DATE] and was discharged at the time of the review on 09/10/25. Resident # 1 was admitted 
to the facility for Nondisplaced intertrochanteric fracture of right femur. The 02/14/25 Minimum Data Set 
Assessment (MDS) cognitive function, documented a BIMS score of 15 (Brief Interview for Mental Status) 
score ranges from 0 to 15 and a score of 15 would indicate that the resident is mentally intact). Further 
review of the facility's administrative records regarding an occurrence for Resident # 1 failed to provide 
documented evidence that there was an incident that occurred for Resident # 1. Review of the clinical record 
for Resident # 1 failed to provide an assessment of the resident's injury or that an incident occurred. There is 
no evidence of facility or federal reporting of the incident for Resident # 1. An interview was conducted on 
09/10/25 at approximately 12:15 PM with the Administrator regarding an incident occurring involving 
Resident # 1. The Administrator then reported that he did report an incident to the State Agency regarding an 
incident with Resident # 1. He did not have evidence of the information provided to the State Agency but 
provided the surveyor with a confirmation email dated February 23, 2025, at 1:46 PM which documented, 
Based on the information provided, a report for investigation has been accepted regarding Resident # 1. This 
was processed by Hotline Counselor. This information is confidential pursuant to section 39.202 and section 
415.107, Florida Statutes, and can only be released as specified in the statute. The Administrator then 
reported that he submitted the report to the State Agency prior to interviewing the resident. After he 
interviewed the resident, he said that the resident felt that the aide was rushed during her transfer, but she 
didn't want the aide to get in trouble. However, the resident did request that the aide no longer work with her. 
So, they removed the aide from that assignment. He further stated that because the resident did not feel that 
the aide intentionally did anything, he did not report the incident to the Federal Agency. The surveyor then 
questioned the Administrator regarding not having the resident's name listed on the requested logs for 
reporting, i.e. incident reports, reports to the state and federal agencies. The surveyor then requested any 
reports or information of what was investigated regarding the incident with Resident # 1 and any subsequent 
education provided to the staff associated with the February 23rd reported incident for Resident # 1. He then 
reported that the Risk Manager is on vacation, and he is trying to get in the RM office to see what she has. 
The Administrator later reported that he did not have an incident report or any evidence of an investigation. 
Review of a State Agency's report revealed the following documentation, On 02/22/2025 during the 3pm to 
11pm shift, Resident # 1 received two (2) bruises during a stand pivot transfer from the wheelchair to bed. 
The resident has fragile skin and during the transfer the resident stated to please stop but the aide continued 
to transfer. This was a single time occurrence and there is no prior history of occurrences. Resident # 1 did 
not want the aide to get in trouble, but she did not want to have the aide take care of her anymore. The aide 
was contacted for a statement but did not return the call. The aide was suspended pending an investigation. 
No recommendations were needed to be given as additional training was provided to the AP, and 
facility-wide training was conducted for staff on proper lifting techniques. The resident is an [AGE] year-old 
female who has capacity, who has been diagnosed with Intertrochanteric fracture of right hip, high blood 
pressure and diabetes. The resident requires assistance with her ADL's (activities of daily living) and IADL's. 
The facility's director confirmed that the allegations were found to be substantiated against the alleged CNA. 
The evidence presented during the investigation was sufficient to support the allegations. These findings are 
based on statements from the vulnerable adult, collateral statements from facility staff, and observations 
made by the API during the investigation. The evidence indicates that Resident # 1 did, in fact, sustain 
physical injuries. An act, threat, or omission (abuse) was committed, which could or is likely to cause 
significant harm to the victim. Resident # 1 sustained bruises from the CNA, which were noted during the 
investigator's visit. The bruises were visible on both of the resident's upper arms, corresponding with the 
hand placement that the CNA would typically use during a stand pivot transfer from a wheelchair to a bed. 
The allegations and medical records confirm that Resident # 1 has fragile skin, which would require extra 
care during handling. Resident # 1 has the capacity to understand, communicate, and make decisions, and 
she clearly explained to the investigator how she received the bruises. Review of the facility 's grievance log 
did identify a grievance on 02/23/25 at 10:30 AM, which documented that a nurse reported a concern for 
Resident # 1. The grievance documented the following information, the CNA was not careful during transfer 
from wheelchair to bed. The resident does not want the CNA anymore. The report documented that the 
concern was reported to the administrator on 02/23/25 at 11:00 AM. The report further noted that the 
Administrator spoke with the resident and staff member who took the report. The resident felt the aide rushed 
in transferring her. The aide was re-assigned from the resident. Additional transfer training to take place. An 
interview was conducted on 09/11/25 at 9:25 AM, with the Infection Preventionist, who was also the MOD 
(Manager on Duty) the weekend of the reported incident. The nurse stated that the Morning CNA reported to 
her regarding the incident, which is documented on the grievance, and so she contacted the Executive 
Director/Administrator. At this time, she does not remember about any injury to the resident. However, she 
did recall that the resident was insistent on the aide no longer working with her and was also willing to 
change rooms, if necessary to prevent the aide from working with her again. A telephone interview was 
conducted on 09/11/25 at 9:39 AM with the Certified Nursing Assistant (CNA), Staff A. She confirmed she 
was the CNA that reported the incident to the MOD on 02/23/25. As she recalls, Resident #1 wanted to get 
up and when she went to get her up, she remembered seeing bruises on her arms. She is not 100 % sure of 
the extent of the bruises at this time. She stated she asked the resident what happened, and the resident 
reported that something happened the night before with a shower or with the caregiver from the night before. 
She confirmed she noticed the bruises and knew they were new because she works with the resident five 
days a week. She stated she just reported the incident, but she doesn't recall giving a statement regarding 
the incident. She doesn't remember if it was the resident or daughter, who requested that the aide no longer 
worked with her, but remembers that one of them requested that the aide no longer care for the resident. An 
interview was conducted on 09/11/15 at 11:17 AM with the Licensed Practical Nurse, Staff B, who was the 
morning nurse on the date the incident was reported. She stated she did not think she was the nurse that the 
CNA reported the incident to but what she remembers is that the resident reported that the aide grabbed her 
rough during the transfer. She also recalled that the resident did not want that aide anymore. She thinks the 
resident may have had some skin issues, but she doesn't remember. The MOD then took over and reported 
the incident to the ED. The surveyor asked about bruises, she then stated she didn't remember and stated, 
let me check the record. The surveyor stated there was no assessment to identify what was observed on the 
resident regarding the bruises. She then stated usually, we will complete an incident report on the shift it 
occurred. She also thinks it may have been reported at night as well. There is no evidence that the facility 
followed their policy and procedure regarding Incident and Reportable Event Management concerning 
Resident # 1 and the incident which occurred with her.
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