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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35930

Based on record reviews and resident, staff and physician interviews, the facility failed to thoroughly 
investigate an allegation of staff to resident physical abuse for 1 of 3 residents reviewed for abuse (Resident 
#1). 

The findings included:

Review of the facility's Abuse, Neglect and Exploitation policy, last revised 03/20/23, read in part, V. 
Investigation of Alleged Abuse, Neglect and Exploitation: B4. Identifying and interviewing all involved 
persons, including the alleged victim, alleged perpetrator, witnesses, and others who might have knowledge 
of the allegations. B6. Providing complete and thorough documentation of the investigation.

Resident #1 was admitted to the facility on [DATE].

A review of the facility's Initial Allegation Report, completed by the Administrator and sent to the State 
Agency on 04/16/24 revealed that Resident #1 informed the facility that an employee in blue scrubs hit him in 
the stomach on 04/16/24. The report indicated the facility presented two employees to the resident and 
Resident #1 identified Nursing Assistant (NA) #1 as the person who hit him in the stomach. The report 
indicated the facility became aware of the incident on 04/16/23 at 6:45 p.m. and that the facility notified the 
local police department and Adult Protective Services and suspended NA #1 and began an investigation of 
the allegation.

A review of the facility's Investigation Report, completed by the Administrator on 04/17/24, revealed, during 
the investigation, resident [Resident #1's] roommate [Resident #2] stated 3 times that nothing ever 
happened. The report stated that the incident did not result in physical injury or harm to Resident #1, nor did 
it result in mental anguish for the resident. The report indicated Resident #1 had no emotional response 
noted. Resident does have manipulative and attention seeking behaviors. The Investigation Report indicated 
Human Resources reviewed the employee record of NA #1 and there had been no issues noted in it. 
Corrective actions following the incident included skin assessments and resident interviews as well as an 
Ad-hoc Quality Assurance Performance Improvement (QAPI) meeting on 04/17/24 was completed to deem 
compliance and unsubstantiate the allegation.
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A review of the summary of the incident, written by the Administrator and undated, read as follows: On 
4/16/2024 at approximately 6:45 p.m. Chief Clinical Officer was notified that resident [Resident #1] said 
someone hit him in the stomach. Resident initially described a nurse in blue scrubs with short hair. The nurse 
that fit that description was presented to the resident and he laughed and stated no. The assigned Certified 
Nursing Assistant [CNA] was called back to the facility and presented to the resident and he stated yes. CNA 
did not meet the description provided by resident. Resident had a skin assessment completed with no issues 
noted. Resident's roommate [Resident #2] (BIMS 15) [brief interview for mental status which scores a 
resident's cognition] was interviewed and stated he did not hear or see anything occur that day. Nurse 
interviewed alert and oriented residents on the hall (BIMS 13 or higher) with no issues noted. Nurse 
completed skin assessments on resident with BIMS less than 13 on hall with no issues noted. [Resident #1] 
is care planned for manipulative and attention seeking behaviors. Due to inconsistencies of story and other 
interviews, facility unsubstantiates the allegation of abuse.

Review of NA #1's assignments on 04/08/24, 04/09/24, 04/11/24, and 04/14/24 revealed she had cared for 
residents on the 200 Hall. On 04/15/24, NA #1 cared for residents on the 500 Hall. Resident #1 resided on 
the 200 Hall and had been assigned to NA #1's care on 04/16/24. 

An interview was conducted with NA #1 on 04/22/24 at 2:16 p.m. NA #1 confirmed she had worked from 7:00 
a.m. until 3:00 p.m. on 04/16/24 and had been assigned to care for Resident #1. She stated after Resident 
#1 identified her, she left his room, and said that she had been suspended from working during the facility's 
investigation. She stated she was allowed to return to work after one day of suspension.

An interview was conducted with the Director of Nursing (DON) on 04/23/24 at 2:00 p.m. The DON stated 
she had just begun her job as DON on 04/15/24 and the abuse allegation from Resident #1 related to NA #1 
was on 04/16/24. The DON stated she went to Resident #1's room to interview him about the abuse 
allegation he made on 04/16/24. After interviewing the resident, the DON informed the Chief Clinical Officer 
of her interview with the resident and then she left. The DON explained the Chief Clinical Officer had been 
the facility's interim DON prior to her starting at the facility and the Chief Clinical Officer took over the 
investigation at that point.

An interview was conducted with the Chief Clinical Officer on 04/23/24 at 2:21 p.m. The Chief Clinical Officer 
explained she was informed of the abuse allegation by the DON. She indicated Resident #1 identified NA #1 
as the alleged perpetrator. The Chief Clinical Officer explained NA #1 was immediately suspended from work 
at the facility pending the investigation and then she had a couple of nurses interview alert and oriented 
residents and perform skin assessments on residents who were not alert and oriented on NA #1's 04/16/24 
assignment on the 200 hall as well as other residents who resided in close proximity to NA #1's assignment 
on the 200 hall. The Chief Clinical Officer explained the interviews and skin assessments did not reveal any 
positive abuse findings and therefore, the investigation did not expand to other areas of the facility such as 
the 500 hall where NA #1 had been assigned to work on 04/15/24.
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An interview was conducted with the Administrator on 04/23/24 at 12:41 p.m. The Administrator explained 
skin assessments were performed on residents with a BIMS score of less than 13 who resided on the same 
hall as Resident #1, and they had no signs or symptoms of abuse. He stated interviews were conducted with 
residents with a BIMS score of 13 or greater who resided on the same hall as Resident #1 which were 
negative for abuse allegations. When asked to clarify whether he expanded the interviews (of alert and 
oriented residents) or skin assessments of residents (who were not alert and oriented) in other areas of the 
facility where NA #1 worked prior to the incident of 04/16/24, the Administrator stated he had not. He 
explained they had only looked at those residents who had been assigned to her care on 04/16/24 as well as 
other residents who resided on the 200 hall near the area of her assignment and that they had found no 
problems or concerns. The Administrator further explained had there been any concerns that alluded to 
abuse then the investigation would have expanded to other areas of the facility where NA #1 had worked. 
The Administrator stated by suspending NA #1 immediately after the allegation of abuse was made, he had 
removed the immediate potential threat. He also stated that the decision to not expand the investigation to 
other areas in the building was because there had been no positive findings from the resident interviews and 
skin checks. The Administrator stated after the investigation had been completed, NA #1 had been allowed 
to return to work.
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