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F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, observations, and interviews with the resident's Responsible Party, staff, Nurse Practitioner 
(NP), Medical Director, law enforcement, and the hospital physician, the facility failed to protect Resident 
#1's right to be free from injury of an unknown origin. Resident # 1 sustained facial swelling, hematoma and 
contusion extending from the right eye to the corner of his right lip. The source of the injury to Resident #1 
was not observed by anyone, the source of injury could not be explained by the resident, and the injury was 
suspicious. On 10/09/25, Resident #1's was observed by Nurse Aide (NA) #2 to have swelling to the 
residents' right side of face. The resident was transferred to the hospital via Emergency Medical Services 
(EMS) who noted the resident had been assaulted by a facility staff member. Observations of Resident #1 
during the investigation showed swelling to the residents' right side of the face and soreness was reported by 
the resident. This deficient practice affected 1 of 3 residents reviewed for resident abuse/injury of unknown 
origin (Resident #1).The findings included:Resident #1 was admitted to the facility on [DATE] with diagnoses 
which included seizures, bipolar disease, major depressive disorder, anxiety disorder, osteoarthritis, 
schizophrenia, cognitive communication deficit, alcoholic hepatitis without ascites, chronic pancreatitis, 
convulsions, and psychosis not due to a substance or unknown physiological condition. Review of physician 
order dated 10/31/23 revealed Resident #1 was ordered Eliquis (a blood thinner used to prevent and treat 
blood clots) 5 milligrams (mg) two times a day. Review of physician order dated 06/12/24 revealed Resident 
#1 was ordered Keppra 5 milligrams (mg) two times a day for seizures. Review of lab dated 06/18/25 
revealed Resident #1 had received labs to monitor the residents Keppra level. The labs further revealed 
Resident #1's level was at 44.6 mg/ml (micrograms per milliliter). The normal range is from 10.0 mg/ml to 40.
0 mg/ml.Review of Resident #1's quarterly Minimum Data Set (MDS) dated [DATE] revealed the resident 
was severely cognitively impaired. The MDS further revealed Resident #1 had impaired range of motion of 
the upper extremity on his left side. The MDS further revealed Resident #1 was not coded for any behaviors. 
Review of Resident #1's care plan revised on 09/16/25 revealed Resident #1 had inappropriate behaviors 
such as being resistive to treatment and care, refusing appointments which resulted in missed treatments, 
refused showers, disrobing, pulled and tore his brief, banging on the wall at night due to the residents 
diagnoses of bipolar, schizophrenia, psychosis, and anxiety. The goal was for Resident #1 to comply with 
routine care and have a decrease in behavior. Interventions included document care being resisted per 
facility protocol and notify physician of patterns in behavior, discuss with Resident #1 implications of not 
complying with therapeutic regimen, and if he refuses care, leave him and return in 5-10 minutes.A phone 
interview conducted with Nurse Aide (NA) #1 on 10/13/25 at 12:20 PM revealed she had worked from 3:00 
PM to 11:00 PM on 10/08/25. NA #1 further revealed while providing incontinence care to Resident #1 on 
10/08/25 around 7:45 PM the resident scratched NA #1 on the left side of her face with his right hand. NA #1 
stated she had started on the right side of Resident #1's bed and had cleaned the resident and then rolled 
Resident #1 onto his back. NA #1 indicated she went to the left side and gradually raised Resident #1's hip 
to fasten his brief and Resident #1 took his right hand and reached across and scratched NA #1 in on the left 
cheek. NA #1 indicated she had told Medication Aide (MA) #1 that Resident #1 had scratched her but did not 
report this to the assigned Nurse. NA #1 indicated she told MA #1 that it was okay and thought she would 
report the resident's behaviors and her scratch. NA #1 stated Resident #1 was often aggressive and cussed 
staff. NA #1 revealed she had worked with Resident #1 multiple times and it was no surprise the resident had 
aggressive behavior towards her. NA #1 denied hitting Resident #1. A follow-up phone interview with NA #1 
on 10/14/25 at 4:15 PM revealed NA #1 had worked in the facility for about a year and had been assigned to 
Resident #1 multiple times. NA #1 indicated Resident #1 was often could be resistive to care and at times 
aggressive towards staff. On 10/08/25 NA #1 worked 2nd shift from 3:00 PM until 11:00 PM and was 
assigned Resident #1. NA #1 revealed around 7:30 PM she provided incontinence care to Resident #1 and 
she had started on the left side of the resident and rolled Resident #1 to clean him and place his brief under 
him. NA #1 stated she went to the right side to fasten his brief she gently raised the resident's right hip to 
fasten the brief and Resident #1 struck out with his right hand and scratched her on the left cheek. NA #1 
indicated she stated to Resident #1 ouch.you shouldn't do that. NA #1 revealed she fastened Resident #1's 
brief and pulled the bed cover over up on the resident. NA #1 she returned to Resident #1's room around 
10:00 PM and indicated Resident #1 had no behaviors and she was able to check the resident's brief. NA #1 
indicated Resident #1 brief was dry and she ended her shift at 11:00 PM. NA #1 denied she had hit Resident 
#1. NA #1 stated she did not report the resident scratching her on the cheek because she did not feel upper 
management would have done anything.Review of a photo that NA #1 sent through text message on 
10/14/24 at 4:25 PM showed a picture of NA #1 with the left side of her face showing in the picture. Review 
of the photo revealed two one-inch scratches near the corner of her eyebrow. There were two scratches near 
her eye that were about 1 1/2 inches long and one near her mouth about 2 inches long. NA #1 indicated the 
picture had been taken during the day on 10/09/25.A phone interview with Medication Aide (MA) #1 on 
10/13/24 at 12:15 PM revealed she had worked from 7:00 PM to 11:00 PM on 10/08/25 to administer 
medications and around 9:15 PM she had observed NA #1 with a scratch on her left cheek. NA #1 confirmed 
Resident #1 had scratched her during incontinence care. MA #1 indicated she told NA #1 she needed to 
report what had happened. MA #1 stated NA #1 told her it was okay and none of her business. MA #1 
revealed she entered Resident #1's room shortly after to give the resident his medicine. MA #1 indicated the 
lights were on in the room and she did not see any signs that Resident #1 had been hurt and did not show 
any signs of pain or being upset. MA #1 revealed she had visited Resident #1 later in her shift around 10:45 
PM to assist with brushing his teeth and revealed Resident #1 did not complain of any pain or discomfort and 
did not show any signs that he had been hit. MA #1 revealed during her shift Resident #1 showed no signs 
that any incident had occurred and observed no injuries on Resident #1. MA #1 indicated she did not report 
NA #1's injury due to NA #1 telling MA #1 that she did not need to worry about it.A phone interview with NA 
#2 on 10/13/25 at 2:05 PM revealed she worked 3rd shift from 11:00 PM until 7:00 AM starting on 10/08/25. 
NA #2 indicated she had entered Resident #1's room at 2:00 AM to give her first rounds of incontinence 
care. NA #2 indicated Resident #1's light was off, but the hallway light was on, and she was able to check 
Resident #1's brief. NA #2 stated Resident #1's brief was dry and the resident was lying on his right side. NA 
#2 indicated she went back into Resident 1's room around 5:30 AM and stated that the right side of the 
resident's face was swollen, the right eye was black, and he had a busted lip with dried blood. NA #2 
indicated she went and got Nurse #1 who assessed the resident. NA #2 stated Resident #1 stated NA #1 by 
name and that NA #1 had hit him. NA #2 revealed the resident was often combative and could be aggressive 
but slept all of her shift until she observed the injury the morning of 10/09/25.A follow up interview with NA #2 
and Medication Aide (MA) #1 on 10/16/25 at 11:20 AM revealed on 10/08/25 Medication Aide (MA) #1 
worked during second shift from 7:00 PM to 11:00 PM to administer medications to residents. MA #1 
indicated around 9:15 PM she observed NA #1 with a scratch on the left side of her face that appeared to be 
very red and have some bloody raised spots. MA #1 indicated NA #1 reported Resident #1 had scratched 
her during care and she told NA #1 to report the resident's behaviors but NA #1 told MA #1 did not need to 
worry about it. MA #1 revealed shortly after observing NA #1 she entered Resident #1's room around 10:30 
PM and gave Resident #1 multiple medicines orally. MA #1 indicated Resident #1 was up in his bed awake 
with the lights on and Resident showed no signs of pain, discomfort, or any behavior that an incident had 
occurred. MA #1 indicated she left her shift at 11:00 PM. NA #2 revealed she worked 10/08/25 from 11:00 
PM until 7:00 AM on 10/09/25 and she had arrived at the facility about 10:45 PM on 10/08/25 and NA #1 was 
finishing up rounds. NA #2 indicated NA #1 had not given any kind of report before leaving. NA #2 stated she 
had checked on Resident #1 at 1:00 AM and 3:00 AM and both times the resident was asleep, and his brief 
was dry. NA #2 indicated Resident #1's light was turned off in his room, but she was able to see to check his 
brief due to the light in the hall. NA #2 revealed when she checked on Resident #1 at 1:00 AM and 3:00 AM 
the resident was lying on his right side and showed no sign of pain or discomfort. NA #2 revealed around 
5:30 AM on 10/09/25 she had entered Resident #1's room to get him up and ready for the day and observed 
Resident #1's right side of his face to be swollen. NA #2 indicated she immediately went and got Nurse #1 to 
assess Resident #1. NA #2 stated Resident #1 said NA #1's name and that she had hit him.Review of 
progress note dated 10/09/25 revealed Nurse #1 was made aware by Nurse Aide #2 and Medication Aide #1 
that Resident #1 had swelling to the right of his face. The note further revealed upon assessment that the 
resident had swelling to the right eye, cheek, and lip. Dried blood was observed under the resident's 
fingernails on his right hand, outside of mouth, and inside his mouth and on his chest. The note indicated 
vital signs were taken, pain assessment was completed, and a skin assessment was completed. The 
Director of Nursing (DON), Emergency Medical Service (EMS), Medical Director (MD), and the family were 
notified.A phone interview with Nurse #1 on 10/13/25 at 11:20 AM revealed on 10/09/25 at around 5:15 AM 
she was notified by NA #2 and Medication Aide #1 that the right side of Resident #1's face was swollen. 
Nurse #1 stated she had assessed Resident #1 and observed the resident's right cheek to be swollen, right 
eye swollen, a cut in his mouth in the cheek area, dried up blood around the resident's corner mouth, and 
dried blood under the resident's fingernails on his right hand. Resident #1 stated NA #1's name and that she 
had hit him in the face. Nurse #1 revealed she notified the Director of Nursing, Administrator, Medical 
Director, Law Enforcement, and the Responsible Party (RP). Resident #1 was sent out to the hospital to be 
further assessed. Nurse #1 revealed she was not aware of any concerns with Resident #1 until she was 
notified by NA #2 and Medication Aide #1. Nurse #1 indicated she had been surprised Resident #1 had 
voiced a specific name due to him not usually calling staff by their name. The nurse indicated Resident #1 
often yelled at staff like you or nurse come here.A phone interview with Resident #1's Responsible Party 
(RP) on 10/13/25 at 9:20 AM revealed she was notified by Nurse #1 the right side of Resident #1's face was 
swollen, and Resident #1 had reported to staff that [NA #1's name] had hit him repeatedly and the NA would 
be suspended during the investigation. The RP indicated she was concerned that staff told her they believed 
the incident occurred during the evening of 10/08/25 but staff had not observed resident #1's injuries until the 
morning of 10/09/25. Review of hospital emergency department progress notes dated 10/09/25 revealed 
Resident #1 was brought in by EMS and reported the resident was assaulted by a staff member who 
punched him in the face and the resident had right facial pain. It was documented that the resident had 
traumatic injuries to his face which appeared to be superficial. The records indicated Resident #1 face 
showed soft tissue swelling of the pre-[NAME] (transitional teeth located between the canine and molar 
teeth) and peri mandibular (lower jaw) areas but no fractures or acute abnormal findings. The physician 
Resident #1 had poor dentition, and needed to follow-up with dentistry, but had no acute infection suspected. 
Resident #1 was discharged back to the facility on [DATE] with orders for Tylenol 1000 mg every 6 hours 
and Robaxin (muscle relaxant) as needed for pain.Review of Resident #1's hospital after care summary 
dated 10/09/25 revealed Resident #1 was diagnosed with assault, injury of head, contusion of the face 
(bruise just beneath the skin), and facial hematoma (pooling of blood in the surrounding tissues after an 
injury to the blood vessels).A phone interview with the hospital Physician on 10/27/25 at 11:05 AM revealed it 
was reported by Emergency Medical Services (EMS) that Resident #1 had been assaulted by a staff 
member. The Physician stated Resident #1 was alert but unable to give information without being coached. 
The Physician indicated Resident #1's contusion, hematoma, and swelling to the right side of his face would 
be appropriate for an individual that was assaulted. It was further revealed it was possible that Resident #1 
had self-injured himself, but he would have to hit himself very hard and possibly more than once.An interview 
and observation with Resident #1 on 10/13/25 at 1:45 PM revealed the resident was an African American 
gentleman and had swelling to his right cheek bone with brown color discoloration. Resident #1 stated he 
was still sore and held his mouth when he spoke. Resident #1 stated NA #1's name and that she had hit him 
several times but was unable to provide any further information. Observation of Resident #1 fingernails 
observed them to be trimmed and rounded with no jagged edges. Resident #1 revealed he felt safe since NA 
#1 was suspended and had no issues eating. An interview and observation with Resident #2 on 10/13/25 at 
2:15 PM indicated he was Resident #1's roommate. It was further revealed Resident #2 was blind and wore 
headphones during the investigation. Resident #2 was unable to identify if he had heard of any incident that 
occurred on 10/08/25 through 10/09/25. Resident #2 was not interview able.An interview with the Police 
Officer assigned to Resident #1's case on 10/14/25 at 11:50 AM revealed law enforcement had been 
contacted by the facility on 10/09/25 and informed a resident had accused a staff member of assaulting 
them. The Police Officer indicated he was not the initial officer that responded but was now assigned to the 
case. The Police Officer stated he had spoken to the initial officer and Resident #1 had repeated NA #1's 
name and stated NA #1 had hit him several times and had stated the incident occurred at night. The 
interview further revealed the Police Officer had spoken to Resident #1 on this date (10/14/25) and Resident 
#1 indicated a staff member named [NAME] or [NAME] had hit him and the incident had occurred during the 
day. The Police Officer noted both times Resident #1 was interviewed details of the incident had changed. 
The Police Officer revealed he was still investigating and would need to interview staff. Review of a police 
report dated 10/27/25 revealed on 10/09/25 at 6:05 AM it was reported to a reference of assault. The 
reported further revealed law enforcement was dispatched at 6:30 AM to the facility. The report indicated 
Resident #1 reported he was struck by a staff member. Law enforcement did an investigation and was 
unable to determine the cause of injury. The case was presented to the District Attorney and was closed. An 
interview with the Director of Nursing (DON) on 10/13/25 at 11:15 AM revealed around 5:45 AM on 10/09/25 
she was notified by Nurse #1 that Resident #1 had swelling to the right side of the face and Resident #1 had 
stated NA #1's name and that she had hit him. It was further revealed that the DON advised Nurse #1 to 
notify the family, Medical Director, and the Administrator. The DON also advised Nurse #1 to get statements 
from staff, complete a thorough oral mouth exam due to possible abscesses, and a skin assessment on 
Resident #1. The DON indicated Resident #1's RP requested for the resident to be sent out to the hospital to 
be further assessed. The DON revealed NA #1 worked on 10/08/25 from 3:00 PM until 11:00 PM. The DON 
stated she interviewed NA #1 on 10/10/25 and observed NA #1 to have a scratch on the left side of her face 
that looked angry. NA #1 told the DON that she was providing incontinence care to Resident #1 around 7:45 
PM on 10/08/25 and the resident scratched her during care. The DON indicated NA#1 did not report what 
had happened or Resident #1's behaviors to Nurse #1 during her shift on 10/08/25. The DON revealed 
Resident #1 had ongoing behavior of being resistive to care and being aggressive towards staff, but staff 
were educated to walk away when any resident became aggressive or combative. The DON indicated 
Resident #1 had never recalled staff names prior to the incident and was surprised he continued to report NA 
#1 had assaulted him. The DON stated NA #1 denied causing any harm to Resident #1. The DON revealed 
she had interviewed NA #2 who worked third shift on 10/08/25 from 11:00 PM to 7:00 AM on 10/09/25. The 
DON explained NA #2 indicated she had checked Resident #1 throughout the night, and he was asleep, and 
she did not want to wake him. NA #2 reported to the DON that she did not observe Resident #1's facial 
swelling until around 5:30 AM when she had turned on the resident's bedroom light and observed it. NA #2 
indicated during her checks during third shift she left the resident's light off and checked his brief and it was 
dry throughout shift. The DON indicated during the initial investigation she was unable to determine how 
Resident #1's injury had occurred.An interview with the Rehabilitation Director on 10/14/25 at 11:35 AM 
revealed Resident #1 had bed rails since admission to assist with bed mobility. The Rehabilitation Director 
indicated they had assessed Resident #1 on 10/14/25 and found no concerns with the resident using a bed 
rail. The Rehabilitation Director indicated in the past Resident #1 had slid out of bed frequently. The interview 
further revealed Resident #1 could slide out of bed but was unable to ambulate to put himself back into bed.
An interview with the Assistant Administrator and the Administrator on 10/14/25 at 12:20 PM revealed on 
10/13/25 they had spoken to Resident #1 and observed the resident to become aggravated and take his 
bedside remote and jerk it up and down aggressively. The Administrator indicated Resident #1's bedside 
remote cord was tightened, but felt Resident #1 could have possibly injured himself with his bedside remote 
or had a seizure and hit his bedrail.A phone interview with Resident #1's Psychiatrist on 10/14/25 at 1:05 PM 
revealed he was not aware that there had been an incident with Resident #1 on 10/09/25. The Psychiatrist 
stated facility staff had never communicated to him that the resident had outburst or was being aggressive 
towards staff. The Psychiatrist indicated he did not believe Resident #1 would be able to injure himself and 
cause a contusion and hematoma to his face but was not aware of any ongoing behaviors.A phone interview 
with the Nurse Practitioner (NP) on 10/14/25 at 1:10 PM revealed she was familiar with Resident #1 and 
stated Resident #1 could be combative at times and was sometimes resistant to care. The NP indicated she 
assessed Resident #1 on 10/13/25 and Resident #1 showed no signs of pain, and his swelling was healing 
quickly. The NP explained she was unable to determine if NA #1 had assaulted Resident #1 and it was also 
possible that he somehow injured himself. The NP stated Resident #1s left arm was impaired and contracted 
but he had excellent strength in his right hand and arm.A phone interview with the Medical Director on 
10/16/25 at 4:10 PM revealed on 10/15/25 she had assessed Resident #1. The Medical Director further 
revealed Resident #1 had previously thrown himself on the floor and had ongoing outburst behaviors towards 
staff. The Medical Director indicated she was unable to determine if the resident's injuries were an outcome 
of NA #1 hitting him after reviewing the medical records and speaking to staff. The Medical Director stated 
she felt that it was very possible that Resident #1 had injured himself due to his outbursts and behaviors. The 
Medical Director indicated Resident #1 had been followed for seizures and had not had any issues in a long 
time and labs were completed frequently to follow Resident #1's Keppra levels. The MD indicated Resident 
#1's labs and had not shown any levels of Keppra that were concerning. The Medical Director stated 
Resident #1 did not complain of pain or discomfort and was almost healed on 10/15/25.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, and Responsible Party, dental provider Chief Operating Officer, Medical Director, staff and 
hospital physician interviews, the facility failed to provide the necessary assistance to obtain dental services 
for 1 of 3 residents reviewed for routine and emergency dental services (Resident #1). The findings 
included:Resident #1 was admitted to the facility on [DATE] with diagnoses which included seizures, 
osteoarthritis, and cognitive communication deficit.Review of physician order dated 10/31/23 revealed 
Resident #1 was ordered Eliquis (anticoagulant medication) 5mg (milligrams) twice a day.Review of the 
in-house dental list provided by the facility revealed 07/09/25 was the last time the dentist was in the facility. 
Resident #1 was not seen by the dentist on 07/09/25. Review of a notice sent by the in-house dentist office 
on 08/22/25 revealed the notice had been emailed to Social Worker (SW) #1 and SW #2 and indicated 
Resident #1 required a medical consultation for medication adjustment before he could be added back to the 
routine dental visits.Review of a notice sent by the in-house dentist office on 09/29/25 revealed the notice 
had been emailed to Social Worker (SW) #1 and SW #2 and indicated Resident #1 required a medical 
consultation for medication adjustment before he could be added back to the routine dental visits. The notice 
included the dentist had requested this since 02/05/25 and Resident # 1 would not be able to be added to the 
routine dental visit list on 10/22/25 because a medical consultation had not been completed. It was noted 
Resident #1 had teeth that needed fillings and multiple teeth that needed to be extracted. An interview with 
the in-house contracted dental providers Chief Operating Officer (COO) on 10/15/25 at 2:55 PM revealed 
Resident #1 had not been assessed by the dentist since 02/05/25 and the resident was aggravated during 
this routine dental visit. The COO indicated Resident #1 required a medical consultation for medication 
adjustment to assist with Resident #1's comfort before the resident could be seen in the future for routine 
visits. The COO stated they had reached out to the facility by email on 08/22/25 and 09/29/25 to Social 
Worker #1 and Social Worker #2 to follow up about the resident being seen but had not received any 
responses. The COO stated Resident #1 was overdue to be assessed by the dentist and possibly needed to 
have tooth extractions and tooth fillings completed. An interview with Social Worker #1 on 10/16/25 at 11:30 
AM revealed the in-house dentist kept a running list of residents that needed to be seen, and the SW was 
able to add residents if they had experienced dental pain or requested to be seen. SW #1 indicated she was 
provided with a copy of who was going to be seen at each routine dental visit. SW #1 stated she was not 
aware of any notices being sent on 08/22/25 or 09/29/25 from the in-house dental provider for Resident #1 to 
receive a medical consultation for future appointments. An interview conducted with Social Worker #2 on 
10/16/25 at 11:45 AM revealed she had been employed for 6 months and had received notices and the 
routine list from the in-house dental provider. It was further revealed she did not recall any notices or 
concerns from the in-house dental office regarding Resident #1. The SW did not recall receiving any emails 
on 08/22/25 and 09/20/25 about Resident #1. Review of Resident #1 quarterly Minimum Data Set (MDS) 
dated [DATE] revealed the resident was severely cognitively impaired and required extensive support with 
one person assistance with personal hygiene care. The MDS further revealed Resident #1 did not have 
mouth or facial pain, discomfort, or difficulty with chewing. The MDS indicated Resident #1 had not behaviors 
during the look back period.Review of Resident #1's care plan revised on 09/16/25 revealed the resident had 
deficit pertaining to teeth or oral cavity characterized by altered oral mucous membrane, problems with teeth 
and gums, and other oral dental problems related to the history of carious teeth (teeth that have cavities or 
tooth decay). The goal was for the Resident #1 to be able to chew food sufficiently, provide appropriate oral 
hygiene, and to be able to eat and drink free of pain. Interventions included coordinating arrangements for 
dental care, dietary referral as needed for chewing or swallowing, ensure resident is tolerating current diet 
consistency, and observe for and notify physician of signs and symptoms of oral or dental problems needing 
attention or possible evaluation such as pain, abscess, debris in mouth, cracked or bleeding lips, missing, 
loose, broken, eroded, decayed teeth; black or white coated tongue, ulcers of mouth, and lesions.Review of 
hospital records dated 10/9/25 revealed Resident #1 was brought in by Emergency Medical Services (EMS) 
from the facility, and it was reported he was assaulted by a staff member who punched him in the face, and 
he had right facial pain. It was documented Resident #1 had traumatic injuries to his face which appeared to 
be superficial. The records indicated the resident's face showed soft tissue swelling of the pre-[NAME] 
(transitional teeth located between the canine and molar teeth) and peri mandibular (lower jaw) areas but no 
fractures or acute abnormal findings. The record revealed Resident #1 had poor dentition, and needed to 
closely follow-up with dentistry, but had no acute infection suspected.Review of a notice emailed to the 
in-house dentist office by SW #2 on 10/09/25 revealed SW #2 sent a request for Resident #1 be seen during 
the routine visit at the facility on 10/22/25. The notice included the in-house dental providers response that 
Resident #1 could not be added to the list to be seen because Resident #1's medical consultation had not 
been completed after 4 attempts since 02/05/25. An interview with Resident #1's Responsible Party (RP) on 
10/13/25 at 9:20 AM revealed she was notified by Nurse #1 on 10/09/25 that Resident #1 had been observed 
with the right side of his swollen with concerns he had been hit by a Nurse Aide (NA). It was further revealed 
when Resident #1 was discharged back to the facility Resident #1 face was swollen and was sore when 
eating. An interview and observation with Resident #1 on 10/13/25 at 1:45 PM revealed the resident had 
swelling to his right cheek bone with some color discoloration. Observations further revealed Resident had 
multiple teeth missing in the front with some discoloration to several teeth. Resident #1 stated he was still 
sore and held his mouth when he spoke. Resident #1 revealed he had no issues eating. Review of progress 
note dated 10/13/25 revealed the Nurse Practitioner (NP) assessed Resident #1 on this date for an acute 
visit following a reported assault and emergency department visit for evaluation. The note further revealed 
Resident #1 during the exam denied any pain around the face or nasal area. Remainder of emergency 
department exam showed only soft tissue swelling consistent with the hematoma, contusion, and periodontal 
disease, for which he followed by the in-house dentist. Resident #1 denied any vision changes, headache, 
pain, or focal tenderness. An interview with the Assistant Director of Nursing (ADON) on 10/16/25 at 3:40 PM 
revealed when Resident #1 was discharged back to the facility on [DATE] the Resident's Responsible Party 
(RP) was visiting and spoke to a staff member and requested that Resident #1 be seen by dental. The 
ADON further revealed Resident #1 had no complaints of pain and had no issues eating. The ADON 
indicated she was not aware until 10/16/25, a medical consultation was required for Resident #1 to be seen 
during routine dental visits. The ADON indicated the NP and the Medical Director had assessed Resident #1 
and did not have any concerns with the resident's dental status and indicated dental services could wait until 
the routine dentist visit on 10/22/25. The ADON stated the facility was in the process of getting Resident #1's 
medical consultation completed, and he would be added to the 10/22/25 routine list to be examined. An 
interview with the facility Medical Director on 10/16/25 at 4:10 PM revealed Resident #1 had not complained 
of any mouth pain or discomfort. The Medical Director indicated she was not aware of pending consultations 
for Resident #1 but did not think there had been any outcome or harm due to staff not following up with the 
in-house dental provider and Resident #1 having a medical consultation completed. The Medical Director 
indicated facility staff were good at communicating issues and the resident would have been assessed by the 
dentist immediately if Resident #1 had shown signs of pain or discomfort.An interview was conducted with 
the Administrator, Assistant Administrator, and Director of Nursing (DON) on 10/16/25 at 6:00 PM. The 
Administrator revealed they had found where the facility had been notified on 08/22/25 and 09/29/25 that 
Resident #1 required a medical consultation for adjusting his medicine before he could be scheduled for a 
routine dental visit. The Administrator stated they were not aware how it was missed, but the facility should 
have followed up with the dentist to get the medical consultation completed so that Resident #1 could have 
been seen. The DON and Administrator indicated if Resident #1 had shown any signs of pain and 
discomfort, they would have sent him out immediately. The Assistant Administrator and Administrator 
explained the facility was in the process of getting Resident #1's medical consultation so he could be seen 
for a routine visit on 10/22/25 but did not think it was urgent due to the NP and Medical Director assessing 
the resident and not having any dental concerns.An interview with hospital Physician on 10/27/25 at 11:05 
AM revealed Resident #1 was assessed on 10/09/25 at the hospital for possible assault with facial swelling. 
The Physician stated during the assessment the resident had no evidence of infection or abscesses. The 
Physician indicated Resident #1's swelling was not caused due to any dental issues but recommended 
follow-up with his dentist.
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