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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm policy review, record review, interviews, and BFS portal review the facility failed to ensure a thorough
investigation was completed to prevent further resident to resident abuse incidents. This was true for 1 of 3

Residents Affected - Few (Resident #38) and had the potential to cause psychosocial and physical harm to those residents residing

in the facility. Findings include:Review of the facility's policy titled, Abuse - Reporting & Response, dated
8/25/25, documented:The facility shall submit a follow-up report within five (5) working days of the incident.
This report must include a summary of the investigation findings and identify any corrective actions
implemented in response to a substantiated allegation.Any new or revised information that supplements the
initial report should be included in the follow-up submission to ensure completeness and accuracy.The
facility may choose to submit the follow-up report earlier than the required timeframe Resident #38 was
admitted to the facility on [DATE] with multiple diagnoses including chronic respiratory failure and
depression.Review of Resident #38's MDS dated [DATE], documented that Resident #38 was cognitively
intact.A progress note dated 1/2/26 at 2:47 AM, documented that Resident #38 approached the nurses
station stating | can't take it anymore. He's threatening to kick my ass referring to his roommate. Resident
was offered to go to another room for the night to get some separation and rest for the night. Initially
resident stated | don't want to lose my room. CEO was notified of the incident and was able to assist this
RN with educating resident on the benefits of going to another room for the night. Resident did then go to
room [ROOM NUMBER] for the remainder of the night and slept peacefully. Resident stated during the
interview with this RN that there was no physical altercation that took place and that he felt safe in his
room.A progress note dated 1/2/26 at 1:49 PM, documented the resident was interviewed regarding events
involving his roommate. He appears with no signs of psychosocial harm or distress. He stated that during
the verbal altercation, each individual remained on their side of the room. Resident #38 said that his
roommate stated, once | get out of bed, | am going to kick your ass. The resident indicated that despite this
statement, he did not feel threatened and felt safe within the facility.On 1/8/26 at 12:20, interview with the
Administrator with the CRN present, the Administrator stated he received a call at 2:39 AM and he was
informed of the situation, residents were separated. He spoke with Resident #38 and ruled out physical and
psychosocial harm. When asked, why was this not reported? the Administrator stated he ruled out physical
and psychosocial harm. When asked, Did you investigate the allegation? the Administrator did not respond,
the CRN stated, the facility did not do a thorough investigation.
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