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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm 48268
or potential for actual harm
Based on interview and record review, the facility failed to provide evidence for the reporting, investigation,
Residents Affected - Some and follow up actions taken to protect residents, for an allegation of a resident-to-resident verbal abuse to the
State Survey Agency for 4 (#s 6, 11, 20 and 32) of 25 sampled residents. Findings include:

1. Review of a Facility-Reported Incident, dated 12/4/23 and submitted to the State Survey Agency reporting
system on 12/4/23, showed there was a verbal assault between resident #20 and his roommate, resident
#32. The report showed resident #20 verbally threatened to kill resident #32, causing resident #32 to be
fearful of staying in their shared room. The report showed resident #32 was removed from the room for
safety.

The facility investigation documentation was requested on 7/1/24 related to the 12/4/23 resident-to-resident
verbal altercation, and no documentation or report of findings was received by the end of the survey period
on 7/3/24.

2. Review of a Facility-Reported Incident, dated 1/16/24 and submitted to the State Survey Agency reporting
system on 1/16/24, showed there was a verbal assault between resident #6 and resident #11. The report
showed both residents were cognitively impaired, and both residents were separated for safety.

The complete facility investigation documentation was requested on 7/1/24 related to the 1/16/24
resident-to-resident verbal altercation, and no report of findings for the investigation was received by the end
of the survey period on 7/3/24.

During an interview on 7/3/24 at 9:32 a.m., staff member A stated after investigating the reportable incidents
at the surveyor's request, the facility did not submit a report of findings for the 12/4/23 or 1/16/24
resident-to-resident incidents.
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