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F 0609

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 18236

Based on record review and interview, facility staff failed to report to the Department of Health and Senior 
Services (DHSS) within the two-hour required timeframe a resident to resident altercation between two 
residents (Resident #1, and Resident #2) when Resident #1 slapped Resident #2. The facility census was 56.

1. Review of the facility's abuse, neglect, exploitation or mistreatment policy, dated 1/30/24, showed the 
purpose of the policy is to ensure all alleged violations related to mistreatment, exploitation, neglect, or 
abuse are thoroughly investigated and reported to the proper authorities within the required time frames. All 
alleged violations of abuse, neglect, exploitation or mistreatment are reported immediately, but not later than 
two hours after the allegation is made to the administrator of this facility and to other officials to include State 
Survey Agency and adult protective services where state law provides for jurisdiction in long term care 
facilities.

2. Review of the facility's investigation form, dated 1/22/25, showed staff documented after the noon meal 
Resident #1 hit Resident #2. Review showed a typed anonymous note left under the administrator's door on 
1/24/25 at 7:30 A.M. Review of the anonymous note left under the administrator's door, undated, showed the 
following Resident #1 had slapped Resident #2 on 1/22/25 in the afternoon, and wanted to bring it to your 
attention since we were not sure if it had been reported. Review of the facility investigation did not contain 
documentation staff reported the altercation to DHSS with in the two hour time frame.

3. Review of Resident #1's Minimum Data Set (MDS), a federally mandated assessment instrument required 
to be completed by facility staff, dated 1/16/25, showed staff assessed the resident as severe cognitive 
impairement, with a diagnosis of dementia.

Review of resident's progress notes, dated 1/22/25 through 1/24/25, did not contain documentation staff 
reported to DHSS of the resident to resident altercation with the two hour timeframe. 

4. Review of Resident #2's MDS, dated [DATE], showed staff assessed the resident with a mild cognitive 
impairement and a diagnosis of dementia.

Review of resident's progress notes, dated 1/22/25 through 1/24/25, did not contain documentation staff 
reported to DHSS of the resident to resident altercation with the two hour timeframe. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During an interview on 1/30/25 at 10:41 A.M., Certified Nurse Assistant (CNA) A said Resident #1 and 
Resident #2 were in another resident's room when he/she heard yelling coming from the room. CNA A said 
he/she went to room and he/she saw Resident #1 slap Resident #2 in the face. He/she said the residents 
were immediately separated and he/she reported this to Registered Nurse (RN) A. 

During an interview on 1/30/24 at 1:27 P.M., the administrator said she came in on 1/24/25 at approximately 
7:45 A.M., and saw a note left under her door about an altercation between Resident #1 and Resident #2. 
She immediately started investigating. She said it seemed the charge nurse had dropped the ball, because 
the charge nurse thought social services had reported it to her. 

During an interview on 2/3/25 at 9:07 A.M., RN A said he/she was the charge nurse at the time of the 
incident but didn't see what happened. RN A said he/she heard staff say, They hit each other, He/She said 
when staff were seen going up the hall to talk to the administrator he/she assumed they were reporting this 
to her. RN A said he/she did not follow up with staff to see what actually happened between the two 
residents. RN A said, I take responsibility, I did not report this to the administrator.

During an interview on 2/3/25 at 9:42 A.M., the administrator said she expects staff to report any incident of 
resident altercations. The administrator said she expected staff to report any incident of violence within the 
required timeframe so it could be reported to the state timely.

MO00248498

22265333

06/26/2025


