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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm Based on records reviewed and interviews, for one of three sampled residents (Resident #1), who had

or potential for actual harm severe cognitive impairment, and was found with new areas of bruising on his/her left upper arm, the
Facility failed to ensure that Resident #1 and other residents on his/her unit were protected from

Residents Affected - Few potential further abuse by a staff member, when on 04/07/26, although the Assistant Director of

Nurses (ADON) was aware that Resident #1 had alleged that staff were rough with him/her during
care, the Facility failed to ensure they conducted a thorough investigation into his/her bruising of
unknown origin. The Facility's Report did not include an investigation into Resident #1's allegation of
rough handling as potential for abuse and they did not obtain and maintain copies of witness
statements, therefore placing residents at risk for the potential abuse.Findings include:Review of the
Facility's Policy titled, Incident and Reportable Event Management, dated as revised 09/23/25,
indicated that in response to allegations of abuse, neglect, exploitation, or mistreatment, the Facility
must:-have evidence that all alleged violations are thoroughly investigated, and-prevent further
potential abuse, neglect, exploitation, or mistreatment while the investigation is in process.Resident
#1 was admitted to the Facility in December 2022, diagnoses included dementia, depression, and
anxiety.Resident #1's Quarterly Minimum Data Set (MDS) Assessment, dated 03/19/26, indicated
he/she had severe cognitive impairment, and was dependent on staff to meet his/her care
needs.Review of Resident #1's Skin Assessment, dated 04/07/26, indicated he/she had a new area of
bruising on his/her left inner and outer forearm.Review of the Report submitted by the Facility via the
Health Care Facility Reporting System (HCFRS), dated as submitted 04/07/26, indicated that on
04/07/26, small bruises were noted on Resident #1's inner and outer left forearm.Review of the
Facility's Internal Investigation Report, undated, indicated that the Activity Director had noticed
bruises on Resident #1's left forearm and reported this to the nurse. The Report indicated that the
Nurse noted a small cluster of bruises on Resident #1's left inner and outer forearm, and that he/she
(Resident #) had no recollection of what caused the bruising. The Report indicated that Resident #1's
left forearm bruising might have been caused by wheelchair self-propulsion with both arms. The
Report indicated that the Facility could not substantiate abuse.During an interview on 04/29/26 at
10:30 A.M., (which included review of her written witness statement, dated 04/09/26), the Activity
Director said that on 04/07/26, during lunch, she noticed bruises on Resident #1's left forearm. The
Activity Director said she asked Resident #1 how he/she got the bruises and Resident #1 told her
that, they were rough with me. The Activity Director said Resident #1 told her that he/she did not
want to get anyone in trouble, so when she asked him/her (Resident #1) which staff member was
rough with him/her, he/she would not tell her. The Activity Director said she immediately told the Unit
Manager and the Assistant Director of Nurses (ADON).Further review of the Facility's Internal
Investigation indicated that there was no documentation to support that staff members had been
interviewed or asked to provide a written witness statement specific to an allegation of rough care
that could have potentially determined if any staff member had witnessed or had provided rough care
to Resident #1.Although Resident #1 had alleged rough care from staff when asked what happened to
his/her arm, the Facility investigated the bruising as an injury of unknown origin and not as an
allegation of potential abuse, and therefore no attempts were made to identify an accused staff
(continued on next page)
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F 0610

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

member and therefore protect Resident #1 or other residents from further potential abuse. During an
interview on 04/29/26 at 12:44 P.M., the Unit Manager said that on 04/07/26, the Activity Director

told her that she noticed bruising on Resident #1's left forearm, and that he/she (Resident #1) had
told her (Activity Director) that someone had been rough with him/her. The Unit Manager said she
immediately told the ADON and they both went to assess Resident #1. The Unit Manager said
Resident #1 was unable to tell them what happened. The Unit Manager said she and the ADON thought
the bruising might have been from Resident #1 self-propelling his/her wheelchair, but the Unit
Manager also said he/she had been self-propelling his/her wheelchair for a long time and had not had
similar bruising.During an interview on 4/29/26 at 1:05 P.M., the Assistant Director of Nurses (ADON),
said she went into assess Resident #1 with the Unit Manager and said she saw a small cluster of
bruises on his/her left forearm, and said when she asked Resident #1 what had caused the bruises,
he/she (Resident #1) could not answer. The ADON said that on 04/07/26, she was aware that
Resident #1 had alleged that staff had been rough with him/her and that rough care could have
caused his/her bruising. During an interview on 04/29/26 at 2:28 P.M., the Director of Nurses (DON)
said the Unit Manager had notified her that Resident #1 had new bruising on his/her left forearm. The
DON said that she, the ADON, and the Unit Manager investigated the bruises and determined that the
bruise was caused by Resident #1 self-propelling his/her wheelchair. The DON said she could not
recall when she was made aware that Resident #1 had alleged that staff were rough with care and
was the cause of the bruising on his/her left forearm. The DON said she did not investigate the
bruises as an allegation of abuse by staff but should have.During a telephone interview on 05/13/26
at 12:05 P.M., the Administrator said that she had not been made aware that Resident #1 made an
allegation of rough care by staff on 04/07/26 until the day of survey (04/29/26). The Administrator
said that immediately after staff noticed new bruising on Resident #1's forearm and he/she alleged
rough care by staff, the incident should have been reported and investigated as an abuse allegation
and not just an injury of unknown origin. The Administrator said that because a thorough abuse
investigation had not been completed, staff on all shifts from 48-72 hours prior to the allegation being
made had not been interviewed or asked to write a witness statement specific to the abuse
allegation, other residents on the unit had not been interviewed, and efforts to identify an accused
staff member had not been made, but should have been. The Administrator said that once she was
made aware that Resident #1 had made an allegation of abuse by staff, a thorough abuse investigation
had been completed, and she had not been able to substantiate abuse.
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