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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm 39365

Residents Affected - Few Based on observation, record review, and interviews conducted during an Abbreviated Survey

(NY00355639), the facility failed to ensure that all alleged violations involving abuse, neglect, exploitation, or
mistreatment, including injuries of unknown source and misappropriation of resident property, are reported
immediately but not later than two hours after the allegation is made to the State Survey Agency in
accordance with State law through established procedures. This was evident for one out of three residents
(Resident #1) sampled for abuse. Specifically, on 09/20/2024 at 7:30 AM, Resident #1 was observed with an
abrasion and redness without any active bleeding on the left forearm. The facility investigated the incident
and did not report the injury of unknown origin to the New York State Department of Health.

The findings are:

The facility Policy and Procedure entitled Abuse Investigation and Reporting, with the revision date of
09/16/2024, documented all reports of resident abuse, neglect, exploitation, misappropriation of resident
property, mistreatment, and/or injuries of unknown source (abuse) shall be promptly reported to local state
and federal agencies (as defined by current regulation) and thoroughly investigated by facility management.
Findings of abuse investigations will be reported.

Resident #1 was admitted to the facility with diagnoses including Adult Failure to Thrive, Malnutrition, and
Dementia.

A Minimum Data Set (an assessment tool) dated 08/23/2024 identified that Resident #1 had severely
impaired cognition.

An Accident/Incident Note dated 09/20/2024 at 3:55 PM written by Unit Manager #1 documented that they
were called by Certified Nursing Assistant #1 on 09/20/2024 at 7:30 AM for an injury of Unknown Origin.
Resident #1 was attended by a Certified Nursing Assistant #1 when observed with an abrasion and redness
without any active bleeding on the left forearm. Resident #1 was not able to say what happened. There are
no changes in the upper-lower Range of Motion. No complaint of pain was voiced. The Medical Doctor was
made aware and ordered Mupirocin two times a day. The family was notified. Emergency Contact #1 and
Emergency Contact #2 were made aware.
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F 0609 A review of the facility's Summary of Investigation dated 09/20/2024, documented the facility investigated
and concluded that abuse did not occur. No staff withessed any incident or fall. Resident #1 non-complaint
Level of Harm - Minimal harm or with care. The abrasion likely occurred while Resident #1 was trying to leave the room and resist care.

potential for actual harm

During an interview on 01/13/2025 at 1:26 PM, the Director of Nursing stated when the incident occurred on
Residents Affected - Few 09/20/2024, the incident was investigated by the former Director of Nursing. The Director of Nursing stated
the staff was interviewed 72 hours back, and no one witnessed any injury or fall. The Director of Nursing
stated Resident #1 had a behavior of resisting care and combative behavior. The Director of Nursing stated
the incident was not reported to the New York State Department of Health because Resident #1 likely had a
self-inflicted abrasion that was very superficial and with no bleeding due to movement behavior. The Director
of Nursing stated they were supposed to report any allegation of abuse, including injury of unknown origin, to
the Administrator and the New York Department of Health within two hours.

During an interview on 01/13/2025 at 3:37 PM,, the Administrator stated they were made aware that
Resident #1 sustained a laceration on 09/20/2024, but they don't recall what time. The Administrator stated
they did not report the incident that occurred on 09/20/2024 to the New York State Department of Health
because Resident #1 had a history of combativeness and, due to that, may have caused self-inflicted injury.
The Administrator stated that the Director of Nursing and Administrator are responsible for investigation and
reporting to the New York Department of Health.
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