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Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34314

Based on observation, interview and record review the facility failed to investigate an allegation of abuse. 
This applies to 2 of 5 residents (R1 & R4) reviewed for abuse in the sample of 5. 

The findings include:

On August 29, 2024 at 9:30 AM, R1 was sitting up in his wheelchair in his room. He stated, he had a different 
room mate (R4) that called him a N****R. He reported it to V5 Registered Nurse (RN) and called the local 
police department. The police department came to the facility. They moved R4 out of the room and to a 
different room. 

On August 29, 2024 at 10:27 AM, V1 Administrator stated, R1 called the police on R4 for calling him a 
N****R. The police didn't do anything about it and R4 denied ever calling him that. She did not do an abuse 
investigation because she moved the resident out of the room and didn't treat it as an abuse allegation. 

On August 29, 2024 at 10:47 AM, R4 was lying in bed watching television. He stated, he was upset that R1 
had the television on at 2 AM. R4 called the police pulling the race card. 

R1's progress note by V5 RN dated August 22, 2024 shows, Resident approached writer complaining about 
his roommate. Resident stated that he had a disagreement with the resident. Writer asked resident the 
details of the incident, he claimed that his roommate saying words that he does not like. Resident stated that 
he feels uncomfortable sleeping with his roommate around. He stated that he will call the police. He stated 
that he reported it earlier to the administrator. The police came and mediated with the situation. 

The facility did not provide any abuse investigation or further information. 

R1's Minimum Data Set, dated dated dated [DATE] shows, he is cognitively intact. 

R4's Minimum Data Set, dated dated dated [DATE] shows, he is cognitively intact. 
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The facility's abuse policy and prevention program dated October 2022 shows, Abuse policy: This facility 
affirms the right of our residents to be free from abuse, neglect, exploitation, misappropriation of property, 
deprivation of goods and services by staff or mistreatment of residents. In order to do so, the facility has 
attempted to establish a resident sensitive and resident secure environment. The purpose of this policy is to 
assure that the facility is doing all that is within its control to prevent occurrences of abuse, neglect, 
exploitation, misappropriation of property, deprivation of goods and services by staff and mistreatment of 
residents. This will be done by: implementing systems to promptly and aggressively investigate all reports 
and allegations of abuse, neglect, misappropriation of property and mistreatment, and making the necessary 
changes to prevent future occurrences . The following definitions are based on federal and state laws, 
regulations and interpretive guidelines. Abuse: Abuse means any physical or mental injury or sexual assault 
inflicted upon a resident other than confinement, intimidation, or punishment with resulting physical harm, 
pain, or mental anguish to a resident . V. Internal reporting requirements and identification of allegations: .
Upon learning of the report, the administrator of designee shall initiate an incident investigation.
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