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Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, facility staff failed to follow their abuse policy when staff failed to report a
resident to resident altercation to Administration, resulting in a failure to conduct a thorough investigation
into the altercation, in which one resident sustained an injury underneath his/her eye (Residents #1 and
#2). The sample was four. The census was 111.Review of the facility's Abuse and Neglect policy, dated
6/12/24, showed the following:-Purpose: It is the policy of this facility to report all allegations of
abuse/neglect/exploitation or mistreatment, including injuries of unknown sources and misappropriation of
resident property are reported immediately to the Administrator of the facility and to other appropriate
agencies in accordance with current state and federal regulations within prescribed time
frames;-Definitions:-Physical Abuse: Purposefully beating, striking, wounding, or injuring any resident or
any manner whatsoever mistreating or maltreating a resident in a brutal or inhumane manner. Physical
abuse includes handling a resident with any more force than is reasonable for a resident's proper control,
treatment or management. Physical abuse also includes, but is not limited to, hitting, slapping, punching,
biting, and kicking. Physical abuse also includes corporal punishment, which is physical punishment used
as a means to correct or control behavior;-Procedure for Response and Reporting Allegations of Abuse,
Neglect and Exploitation:-Any owner, operator, employee, manager, agent, or contractor of the facility can
report an allegation of abuse/neglect/exploitation to the abuse agency hotline without fear of
retaliation;-When suspicion of abuse/neglect/exploitation or reports of abuse/neglect/exploitation occur, the
following procedure will be initiated:--The Licensed Nurse will:---Respond to the needs of the resident and
protect him/her from further incident;---Notify the Administrator or designee;---Complete an incident report if
indicated;---Revise the resident's care plan if the resident's medical, nursing, physical, mental, or
psychosocial needs or preferences change as a result of an incident of abuse;--The Administrator or
designee will:---Administrator/Designee will complete an administrative investigation to include personal
statements from staff and residents involved in a situation that has any type of accusations of abuse either
staff or resident abuse, any unexpected medical emergency, or when the administrative staff feel
uncomfortable in any situation involving resident care or treatment or staff treatment;---Refer to the State
Operations Manual (SOM) for reporting and utilize the Abuse-Neglect Reporting Decision Tree to assess
the particular incident. Should the incident be a reportable event, notify the appropriate agencies
immediately: as soon as possible, but no later than 24 hours after discovery of the incident. In the case of
serious bodily injury, no later than two hours after discovery or forming the suspicion;---The administrative
investigation will consist of any pertinent information describing the situation being investigated, the names
of all staff and residents involved, the root cause of the incident, the recommendations from the
investigation including the facts that prove or disprove the alleged situation occurred, the plan of correction
or action by the administrative staff, all statements attached from residents and staff involved and any
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training or education that the administration feels needs to be provided to staff or residents to ensure
education has been provided to prevent future similar situations;---The administrative investigation will also
include a review of the resident's record to ensure that the documentation reveals that the legal guardian
and/or responsible party was notified (if applicable), the physician was made aware, the resident was fully
assessed, interventions and physician's orders were followed, the resident was re-evaluated, and the plan
of dare was updated to reflect the change in medical or behavioral status;---The facility Director of Nursing
(DON)/Designee will ensure all clinical details and supportive plan of care interventions are completed for
the administrative investigation;---Within five working days of the incident, report sufficient information to
describe the results of the investigation, and indicate any corrective actions taken, if the allegation was
verified. Review of Resident #1's admission Minimum Data Set (MDS), a federally mandated assessment
instrument completed by facility staff, dated 12/5/25, showed the following:-Moderate cognitive
impairment;-No moods or behaviors exhibited;-Diagnoses include anemia (a condition where the blood
lacks enough healthy red blood cells to carry adequate oxygen to the body) and end stage renal disease
(ESRD, the final permanent stage of chronic kidney disease where kidneys can no longer function on their
own to filter waste and excess fluids). Review of the resident's nurse's notes, showed the following:-On
1/26/26 at 9:33 P.M., staff documented at about 4:20 P.M., Resident #1 was sitting at the television area.
Resident #2 was seen hitting Resident #1 with his/her walking cane. Resident #1 sustained a slight
bruise/cut on the side of his/her left eye. The area was cleansed with wound cleanser, triple antibiotic
ointment was applied and covered with a bandage. Resident #1's family and the DON and Assistant
Director of Nursing (ADON) were made aware;-On 1/28/26 at 12:14 P.M., staff documented the resident
was in bed resting. The resident complained of a headache and was given medication for the pain. The
resident said he/she wanted to go hospital to be seen following altercation with another resident. The
resident was transferred to the hospital for further evaluation. The resident's family was notified upon
resident being transferred. A message was left for the resident's physician and the DON was made aware.
Review of the resident's care plan, showed no documentation regarding the resident-to-resident altercation.
Review of Resident #2's quarterly MDS, dated [DATE], showed the following:-No cognitive impairment;-No
behaviors exhibited;-Diagnoses included anemia, congestive heart failure, high blood pressure, and
Alzheimer's disease. Review of the resident's nurse's note, dated 1/26/26 at 9:21 P.M., showed staff
documented at about 4:20 P.M., the resident was seen at the television area hitting another resident with
his/her walking cane. The residents were separated and Resident #2 was taken to the nursing station. A
message was left for the resident's family and the DON and ADON were made aware. Review of the
resident's care plan, showed no documentation regarding the resident-to-resident altercation. During an
interview on 2/2/26 at 12:40 P.M., the resident said he/she was in a fight in the city a while ago. The
resident said he/she did not remember any other altercation. Review of Resident #4's quarterly MDS, dated
[DATE], showed the resident had moderate cognitive impairment. During an interview on 2/3/26 at 7:55
A.M., Registered Nurse (RN) A said he/she was giving care to a resident in their room when he/she
overheard a loud commotion going on and stepped outside the room to see what was happening. He/She
heard Resident #4 asking Resident #2 why he/she hit Resident #1 with his/her cane. RN A did not see the
altercation; however, Resident #1 had a cut under his/her left eye. RN A took Resident #2 to the nursing
station and called the DON, the physician and family members. He/She was not asked to write a statement
regarding the altercation. During an interview on 2/3/26 at 9:05 A.M., Resident #4 said Resident #1 was
watching television in the common area and Resident #2 came up and started hitting Resident #1 with
his/her cane. There was no exchange of words
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between the residents. Resident #2 just started hitting Resident #1. Resident #4 was not interviewed by the
facility staff or asked to write a statement about the incident. During an interview with the DON and
Administrator on 2/2/26 at 12:22 P.M., the DON said she expected staff to follow the facility's abuse and
neglect policy as written. She was told Resident #2 had a fall and his/her cane accidently hit Resident #1.
She read the nurse's notes in Resident #1's medical record but did not read the notes in Resident #2's
record. She should have reviewed Resident #2's nurse's notes as well. She did not obtain statements about
the altercation. The Administrator was said she was not aware of the altercation. The altercation should
have been reported to her and then reported to the state agency within two hours. The Administrator and
DON should have conducted a thorough investigation into the altercation. 2729169
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