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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** 34901
or potential for actual harm
This citation pertains to MI00145588.
Residents Affected - Few
Based on interview and record review, the facility failed to thoroughly conduct and document an investigation
of a resident to resident altercation for two residents (R103 and R104) out of four residents reviewed for
abuse, resulting in missed opportunities to implement corrective measures and interventions.

Findings include:

The facility self-reported incident documented that on 5/25/24 at 2:00 AM, Resident #103 (R103) pulled up
Resident #104's (R104) pants and pushed him in the back. This incident was observed by Certified Nurse
Aide (CNA) A. A review of the facility's complete investigation indicated that Social Worker (SW) B completed
a wellness visit for both residents and there were no psychosocial changes noted to either resident related to
the incident. Residents reported feeling safe in the building.

A review of the Admission Record for R103 documented an admitted [DATE] with diagnoses that included
Crohn's Disease, acquired partial absence of both the stomach and pancreas, and protein-calorie
malnutrition. A Minimum Data Set assessment dated [DATE] documented intact cognition.

A review of the Admission Record for R104 documented an admitted [DATE] with diagnoses that included
encephalopathy, adult failure to thrive, and dementia. A MDS assessment dated [DATE] documented severe
cognitive impairment.

On 7/16/24 at 3:30 PM, a review of the clinical records for R103 and R104 was conducted with the Nursing
Home Administrator (NHA). The NHA stated wellness visits were necessary to make sure there was no
mental anguish from the incident and should be documented in the resident's clinical record. The completion
of a wellness visit was not documented in the clinical records of R103 or R104.

On 7/16/24 at 3:40 PM, SW B said she did not complete a wellness visit for R103 or R104. SW B said if a
wellness visit was conducted, it would be part of the resident's clinical record.

A review of the facility document title, Abuse, Neglect and Exploitation, dated 1/28/2002, revealed in part the
following:
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F 0610 - Investigations may include but not limited to providing complete and thorough documentation of the
investigation.

Level of Harm - Minimal harm or

potential for actual harm - The facility will make efforts to ensure all residents are protected from physical and psychosocial harm
during and after the investigation. Examples include but are not limited to providing emotional support and

Residents Affected - Few counseling to the resident during and after the investigation, as needed.

On 7/16/24 at 5:25 PM during the exit conference, the NHA did not offer additional documentation or
information when asked.
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