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Based on interviews, record review, and facility policy review, the facility failed to implement its abuse 
prevention and investigation policy when Licensed Practical Nurse (LPN) #1 and Certified Nurse Aide (CNA) 
#1 witnessed Registered Nurse (RN) #1 attempting to prevent Resident #2 from bringing cigarettes into the 
facility and did not report the incident to the Administrator for one (1) of four (4) sampled residents (Resident 
#2).Findings included:A review of the facility's policy Incident Investigation & Reporting, revised 05/24, 
revealed, .Purpose: To provide guidance to the facility for investigation and reporting incidents.3.In the event 
of any incident involving an allegation or suspicion of mistreatment, exploitation, neglect, abuse.each 
occurrence will be reported immediately to the Administrator of the facility.A record review of the admission 
Record revealed the facility admitted Resident #2 on 7/3/24 with diagnoses including Hemiplegia and 
Hemiparesis following Cerebral Infarction.A record review of the Quarterly Minimum Data Set (MDS) with an 
Assessment Reference Date (ARD) of 2/10/25 revealed Resident #2 had a Brief Interview for Mental Status 
(BIMS) score of fifteen (15), which indicated he was cognitively intact.On 12/17/25 at 5:33 PM, during an 
interview with Resident #2, he reported that on 11/21/25 around 4:30 PM, Registered Nurse (RN #1) 
physically blocked him from entering the building while attempting to take a bag containing cigarettes from 
him. He explained that his family had brought cigarettes for him and that he was attempting to bring them 
inside to give to staff for storage. He described a tussle over the bag at the doorway into the facility and 
complained that his arm became caught while the RN continued to block him from entering the facility.On 
12/18/25 at 10:30 AM, during an interview with LPN #1, she confirmed she witnessed the incident on 
11/21/25 involving the disagreement between Resident #2 and RN #1. She explained that RN #1 attempted 
to take the bag that contained cigarettes from the resident. She reported that the resident's arm inadvertently 
became caught during this time. LPN #1 stated the resident ultimately handed the cigarettes to her. She 
confirmed she did not document the incident and did not report it to the Director of Nursing (DON), Assistant 
Director of Nursing (ADON), or Administrator.On 12/18/25 at 11:20 AM, RN #1 stated that on 1/21/25, she 
had asked Resident #1 to give her the cigarettes and he would not. She tried to reason with him and 
confirmed that she did block the door to keep him from entering the facility with the cigarettes. She reported 
that the resident tried to reach around her and that she had gotten hit by the door handle. She denied that 
the resident's arm got bumped. Resident #2 ultimately gave the bag to LPN #1.On 12/18/25 at 11:29 AM, 
during an interview with a CNA #1, she confirmed she observed the incident between Resident #2 and RN 
#1. She described RN #1 standing in front of the door and both RN #1 and Resident #2 pulling back and 
forth on the bag of cigarettes. She confirmed she did not contact facility leadership about the disagreement. 
On 12/18/25 at 12:55 PM, during an interview with the Director of Nursing (DON), she confirmed that staff 
are trained to notify leadership when an incident occurs. She explained that had she been informed of the 
incident, she would have initiated an investigation immediately.On 12/18/25 at 3:50 PM, during an interview 
with the Administrator, she confirmed she was not informed of the incident involving Resident #2 and RN #1. 
She explained that if she had been notified, she would have expected the incident to be investigated.
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