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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

32663

Based on interview and record review, the facility failed thoroughly investigate the an allegation of physical 
abuse of a cognitively impaired resident by a staff member for 1 of 5 residents reviewed for abuse. (CNA 1 
and Resident F)

Findings include:

Review of a facility self reportable, dated 8/6/24 at 6:49 p.m., was completed on 9/19/24 at 1:33 p.m. The 
report indicated on 8/6/24, CNA 1 allegedly abused Resident F. The follow up for the investigation indicated 
staff who witnessed the incident were interviewed. 

The facility investigation lacked interviews of other staff members and residents to determine if there had 
been any other concerns with abuse.

Resident F's clinical record was reviewed on 9/20/24 at 12:50 p.m. Diagnoses included Alzheimer's Disease, 
pulmonary fibrosis, rheumatoid arthritis, stage 3 chronic kidney disease, restless and agitation, muscle 
weakness and dementia with behavioral disturbances. 

An annual Minimum Data Set (MDS) assessment, dated 7/25/24, indicated the resident was severely 
cognitively impaired.

An 8/6/24 written statement, by CNA 2 indicated Resident F was walking in the hallway. CNA 1 was also 
going down the hallway with a linen cart. CNA 1 grabbed the resident by the arm and attempted to pull the 
resident away.

During an interview, on 9/20/24 at 2:10 p.m., Resident F was unable to answer screening questions 
accurately. 

During an interview on 9/19/24 at 2:03 p.m., the Administrator indicated the facility's investigation did not 
include interview or assessment of other residents.

A current policy, dated 2/1/23, titled Abuse Prevention And Prohibition Policy was provided by the 
Administrator on 9/20/24 at 4:00 p.m. The policy indicated the following:
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 a. Investigation of abuse: When an incident or suspected incident of abuse is reported, the Administrator or 
designee will investigate the incident with the assistance of appropriate personnel. The investigation will 
include 

a. For non-verbal residents, cognitively impaired residents or residents who refuse to be interviewed, attempt 
to interview residents first, if unable, observe resident, complete an evaluation of resident behavior, affect 
and response to interaction, and document findings. 

This citation relates to complaint IN00440479.
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