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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm 41591
or potential for actual harm
Based on observation, interviews, and record review completed during an Abbreviated Survey

Residents Affected - Few (#NY00337643), for one (Resident #1) of three residents reviewed, the facility did not ensure that an
allegation of abuse was thoroughly investigated. Specifically, a staff member reported on 3/25/24 that they
witnessed a potential abuse incident on 3/20/24 between another staff member and Resident #1. The
facility's investigation to rule out any abuse, neglect or mistreatment concluded no abuse occurred but did
not include any interviews with staff members who were working at the time of the alleged incident and
witnessed the incident. Additionally, the facility did not report the alleged abuse until 13 days after it
occurred. This was evidenced by the following:

Resident #1 had diagnoses including dementia, depression, and diabetes. The Minimum Data Set Resident
Assessment, dated 1/10/24, documented the resident was severely impaired cognitively.

Review of a facility's Investigation Summary dated 3/25/24 and completed by the Director of Nursing,
revealed that an incident occurred on 3/20/24 between Licensed Practical Nurse #1 and Resident #1.
Resident #1 was sitting at the nurse's station, appeared upset and threw food at Licensed Practical Nurse #1
and the nurse swatted it away. The report included that the food went back towards the resident but did not
hit them. The summary included that interviews were conducted by the Director of Nursing with Licensed
Practical Nurse #1, Licensed Practical Nurse Manager #1 and two additional witnesses who were not
identified in the report and did not include any statements. The Director of Nursing concluded there was no
abuse and no action taken. The Investigation Summary later added that updated interviews (4/4/24 after
surveyor intervention) that were conducted with staff members were inconclusive, but that two staff members
reported Resident #1 was hit with the food that was thrown back by Licensed Practical Nurse #1.
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F 0610 During an interview on 4/4/24 at 11:49 AM and again at 1:11 PM Licensed Practical Nurse Manager #1
stated the incident was reported to them on 3/20/24 via a text from Licensed Practical Nurse #1 that included
Level of Harm - Minimal harm or that Resident #1 threw food at them which they swatted away. The text included that a Staff Member who
potential for actual harm was present was upset about the incident. Licensed Practical Nurse Manager #1 stated that on 3/25/24 (five
days after the incident) they overheard a staff member telling a nurse about the incident that occurred
Residents Affected - Few 3/20/24. When questioned at the time, the staff member informed Licensed Practical Nurse Manager #1 that

when Resident #1 threw the food, Licensed Practical Nurse #1 threw it back at the resident hitting them in
the face causing a red spot. Licensed Practical Nurse Manager #1 stated they obtained written statements
from staff regarding the incident at that time but were unable to find any of them. Licensed Practical Nurse
Manager #1 said they reported the incident to the Administrator, Director of Nursing and Assistant
Administrator but did not complete an Incident/Accident Report.

During interviews on 4/4/24, between 2:00 PM to 2:30 PM, Certified Nursing Assistants #1, #2 and #3 each
stated they had not been asked to provide a statement regarding their account of the incident that they
witnessed on 3/20/24 until that morning (4/4/24).

During an interview on 4/4/24 at approximately 1:30 PM the Director of Nursing stated they were unaware
Licensed Practical Nurse Manager #1 was unable to find any staff statements regarding the incident and that
the investigation should include statements from staff working at the time of the incident.

During an interview on 4/9/24, at 8:43 AM the Administrator stated they should be notified immediately of any
suspected abuse and that the Nurse Managers are responsible for investigating any alleged incident of
possible abuse and notifying Administration. The Administrator stated that on 3/25/24 Licensed Practical
Nurse Manager #1 reported an incident to them and told them another resident was a witness. The
Administrator stated they interviewed this resident who was alert and oriented and said nothing happened.
The Administrator stated staff who were present should have been interviewed regarding the incident and it
should have been reported to the Department of Health within five days and it was not.
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