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F 0558 Reasonably accommodate the needs and preferences of each resident.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46095
or potential for actual harm
Based on observation, record review, resident and staff interviews, the facility failed to place a resident's
Residents Affected - Few (Resident #83) call light within reach to allow for the resident to request staff assistance this was for 1 of 7
residents reviewed for accommodation of needs.

The findings included:

Resident #83 was admitted to the facility on [DATE] with diagnoses that included hemiplegia (paralysis of
one side of the body) affecting left side, need for assistance with personal care, and type 2 diabetes mellitus.

The admission Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #83 was cognitively
intact. He was dependent on staff for toileting hygiene, transfers, and dressing. He required maximum
assistance with shower/baths, bed mobility, and dressing and moderate assistance with personal hygiene.
He was always incontinent of bowel and bladder. He had functional limitation with range of motion of one
side of his upper extremities.

Resident #83 ' s care plan, last reviewed on 07/18/24, indicated he had an activities of daily living (ADL)
self-care performance deficit related to hemiplegia and stroke. The interventions included for staff to
encourage the resident to use bell to call for assistance. Another focus read Resident #83 had an actual fall
and was at risk for further falls related to poor trunk control. The interventions included for staff to ensure
resident's call light was within reach and encourage the resident to use it for assistance as needed. The
resident needs a prompt response to all requests for assistance.

A continuous observation was conducted on 08/05/24 from 12:11 PM through 12:32 PM of Resident #83.
Resident #83 was lying in bed watching television. His lunch tray was brought in by Nursing Assistant (NA)
#1. NA #1 raised the head of the bed up and assisted Resident #83 with setting his meal tray up and then
exited the room. Resident 83 ' s call bell was on the floor out of his reach.

An interview was conducted on 08/05/24 at 12:45 AM with Resident #83. He stated his call bell falls to the
floor a lot and staff often forget to give it to him. He explained that he would wait for the nurse

(continued on next page)
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F 0558 to bring in his medications or he would yell when he saw someone in the hall if he needed assistance. He

also stated the call bell doesn 't do any good if it was on the floor and it made him uneasy when he couldn 't
Level of Harm - Minimal harm or reach it.

potential for actual harm

An observation and interview were conducted with Nursing Assistant (NA) #1 on 08/05/24 at 2:41 PM. He
Residents Affected - Few verified he was the direct care NA for Resident #83. He also verified the call bell in Resident #83 ' s room
was on the floor beside the bed and out of his reach. He explained that he was in his room to give him his
lunch try earlier but forgot to check call bell placement at that time. NA #1 then stated he did not realize
Resident #83 ' s call bell was on the floor. He indicated he usually checks the call bell before leaving the
rooms. NA #1 could not recall when Resident #83 last had his call bell.

An interview was conducted on 08/07/24 at 12:43 PM with the Administrator and the Director of Nursing.
They both stated the call bell should always be within the residents ' reach.
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F 0584

Level of Harm - Potential for
minimal harm

Residents Affected - Some

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to
receiving treatment and supports for daily living safely.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46095

Based on observations and staff interviews the facility failed to ensure resident rooms were in good repair.
Rooms #304 and #308 had several patched areas of sheetrock putty exposed on walls and room [ROOM
NUMBER] had a missing plank panel on wall behind the headboard. This was for 3 of 8 rooms reviewed for
comfortable, clean, and homelike environment.

The findings included:

a. During the initial tour on 08/05/24 at 10:50 AM, an observation of rooms [ROOM NUMBERS] revealed the
walls were patched in multiple areas with what appeared to be putty in preparation for painting.

Observations were conducted during a round with the Maintenance Director on 08/07/24 at 11:37 AM. He
verified rooms [ROOM NUMBERS] had patched areas that needed to be painted. He stated the rooms were
on his to do list but could not provide a date or timeframe he thought he would get to the projects.

b. On 08/05/24 at 10:50 AM, an observation of room [ROOM NUMBER] revealed plank vinyl floor panels on
the wall behind the headboard of the bed. One of the panels had fallen off exposing a dried clear substance
that appeared to be glue.

Observations were conducted during a round with the Maintenance Director on 08/07/24 at 11:37 AM. He
verified room [ROOM NUMBER] had exposed glue from one of the vinyl panels falling off the wall. He stated
the room was on his to do list but could not provide a date or timeframe he thought he would get to the
projects.

The Administrator was interviewed on 08/07/24 at 12:43 PM, and stated it was important for the environment
to be well repaired and homelike. The Administrator indicated since she started working at the facility in April,
they have been fixing many concerns that were present. She also stated the Maintenance Director was
responsible for the concerns.
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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46095

Residents Affected - Few Based on record review, resident and staff interviews, the facility failed to protect 1 of 4 residents (Resident
#19), for his right to be free from physical abuse as evidence by another resident (Resident #9) slapping him
with an open hand to the side of his head.

The findings included:

Resident #9 was admitted to the facility on [DATE] with diagnoses that included schizophrenia and
hemiplegia and hemiparesis of the left non-dominant side.

Resident #9 ' s quarterly Minimum Data Set (MDS) assessment dated [DATE] indicated his cognition was
intact. He exhibited no behavior during the look-back period.

Resident #9 ' s care plan, last reviewed on 07/29/24 revealed a focus that read he was verbally aggressive
related to poor impulse control. Resident was verbally aggressive and threatened bodily harm to staff and
other residents. The interventions included when Resident #9 became agitated for staff to intervene before
agitation escalated, guide him away from source of distress, and engage calmly in conversation.

Resident #19 was admitted to the facility on [DATE] with diagnoses that included cerebral palsy, depression,
and manic depression (bipolar disease).

Resident #19's quarterly Minimum Data Set (MDS) assessment dated [DATE] indicated his cognition was
intact. He exhibited no behavior during the look-back period.

Resident #19 ' s care plan, last reviewed on 07/19/24 revealed a focus for him having a behavior problem.
Resident #19 was easily agitated, episodes of refusing care, and hitting self when agitated. The interventions
included he had episodes noted where he would yell out, [NAME], [NAME], bang, bang at inappropriate
times and for staff to monitor behavior episodes and attempt to determine underlying cause. Another focus
read that he had a communication problem related to him usually understanding verbal content, he usually
understood others, and he had unclear speech. The interventions included to ensure/provide a safe
environment and avoid isolation.

The Facility Reported Incident (FRI) dated 07/22/24, revealed Resident #19 was witnessed striking his
roommate, Resident #9. The report indicated the residents were immediately separated and an investigation
began. The report also indicated there was no physical or mental injury or harm. Law enforcement was
notified on 07/22/24 at 10:50 AM.

A Behavior note dated 07/21/24 revealed Nursing Assistant (NA) #3 was walking past Resident #19 & #9's
room and witness Resident #19 slap Resident #9 in the face. Resident #19 stated he slapped Resident #9
because he wanted him to shut up. Resident #19 was educated to keep his hands to himself and stay on his
side of the room.

Attempts to interview NA #3 were unsuccessful.
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F 0600 A statement written by Nursing Assistant #3 dated 07/22/24 revealed on 07/21/24 as she was walking down
the hall, she could hear Resident #9 talking to himself as he did every night. She stopped at the room door
Level of Harm - Minimal harm or and witnessed Resident #19 at Resident #9 ' s bed and he yelled, shut the f**k up. She immediately went
potential for actual harm into the room to intervene but before she could get to the residents Resident #19 slapped Resident #9 with
an open hand on his right hand/forearm. Resident #9 ' s right arm was up near his face and when his arm
Residents Affected - Few came down it hit his face. She yelled for the nurse to assist.

A phone interview was conducted on 08/08/24 at 4:20 PM with Nurse #2. She verified she was the nurse for
Resident #19 and #9 on 07/21/24. She stated the Nursing Assistant (NA) #3 informed her Resident #19
slapped Resident #9 and she immediately separated the two residents. Nurse #2 explained Resident #19
stated he slapped Resident #9 because he would not stop talking. She moved Resident #9 to a different
room. She indicated prior to the incident Resident #9 was talking to himself while he was in bed. He was not
yelling or cussing.

An interview with Resident #19 was conducted on 08/06/24 at 11:40 AM. He explained that Resident #9 was
cussing him on 07/21/24 so he got up from his bed and slapped him across the head. He further explained
Resident #9 just kept repeating the same words over and over and would not shut up, he was tired of
hearing him. He stated he was not trying to hurt Resident #9 he just wanted him to be quiet.

An interview with Resident #9 was conducted on 08/06/24 at 11:55 AM. His speech was very hard to
understand due to talking very low and he mumbled at times. He answered yes and no questions

appropriately. He stated Resident #19 slapped him with an open hand but did not explain why or any other
details. He denied being in pain or being fearful when Resident #19 slapped him or afterwards.

Interview with the Administrator was conducted on 08/07/24 at 12:43 PM. She indicated the residents had
been a good match for roommates up until that point and she never expected an altercation would occur.
She stated Nurse #2 moved Resident #9 to a different room immediately and the nurse started the
investigation, which was what she would expect the nurse to do. She further stated Resident #19 and
Resident #9 have continued to reside at the facility on different halls. However, the nurse should have called
her to notify her of the incident.
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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46095
potential for actual harm
Based on record review and staff interviews, Nurse #2 failed to implement the reporting portion of the abuse
Residents Affected - Few policy after Nurse Aide #3 (NA #3) told her Resident #19 slapped Resident #9 on the right hand/forearm. The
facility also failed to notify Adult Protective Services (APS) regarding an allegation of abuse. This was for 1 of
4 Residents (Resident #9) reviewed for abuse.

The findings included:

a. A review of the facility's Abuse policy, last revised 2023, revealed new employees will be educated on the
reporting process for abuse during the initial orientation. The policy read in part:

The facility will have written procedures that include:

Reporting of all alleged violations to the Administrator, state agency, adult protective services and to all other
required agencies (e.g., law enforcement when applicable) within specified timeframes.

A phone interview was conducted on 08/08/24 at 4:20 PM with Nurse #2. She verified she was the nurse for
Resident #19 and #9 on the night of 07/21/24. She stated at approximately 2:45 AM NA #3 informed her
Resident #19 slapped Resident #9, and she immediately separated the two residents. She moved Resident
#9 to a different room. She also stated Resident #9 stated Resident #19 hit him and denied pain after he was
slapped. She indicated prior to the incident Resident #9 was talking to himself while he was in bed. He was
not yelling or cussing. She further stated she did not call to report the incident to the Administrator because
she was unaware of the facility policy. Her main concern was to keep Resident #9 safe.

Review of the orientation training, dated 07/19/24 through 07/22/24, which included the abuse policy, fire
safety and emergency preparedness, was signed by Nurse #2 on 07/21/24 (after the incident).

An interview with the Director of Nursing was conducted on 08/06/24 at 1:15 PM. She stated Nurse #2,
agency nurse, was the nurse on duty when Resident #19 slapped Resident #9. She explained Nurse #2 did
not notify the administration after the incident because she did not feel it was abuse. The DON further
explained that orientation training was given to Nurse #2 on 07/21/24 (after the incident).

An interview with the Administrator was conducted on 08/06/24 at 1:39 PM. She explained that Nurse #2, an
agency nurse, was the nurse on duty when Resident #19 slapped Resident #9. She stated she had Nurse #2
come to the facility on [DATE] to write a statement related to the incident. When she questioned her on why
she did not notify administration after Resident #19 slapped Resident #9 Nurse #2 told her because she did
not feel it was abuse. Nurse #2 was reeducated on the abuse policy at that time. The Administrator then
stated she expected nursing staff to report any type of abuse to the Administrator and/or the Director of
Nursing immediately.
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F 0607 b. An interview with the Administrator was conducted on 08/06/24 at 1:39 PM. She stated she submitted an
initial report of abuse to the state regulatory agency on 07/22/24 regarding Resident #19 slapping Resident

Level of Harm - Minimal harm or #9. She explained that she did not notify APS until 07/29/24 because she was unaware that she needed to

potential for actual harm report to APS. She indicated that she recently moved to North Carolina and her former state did not have to
report to APS.

Residents Affected - Few
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F 0636 Assess the resident completely in a timely manner when first admitted, and then periodically, at least every
12 months.

Level of Harm - Potential for

minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46095

Residents Affected - Some Based on record reviews and staff interviews, the facility failed to complete an annual Minimum Data Set
(MDS) assessment within the required time frame for 1 of 19 residents reviewed for MDS assessments
(Residents #9).

The findings included:
Resident #9 was admitted to the facility on [DATE].

A review of Resident #9's most recent MDS assessment was dated 7/12/24 and was coded as a annual
assessment. The electronic medical record indicated the assessment was export ready and had not been
transmitted.

An interview was conducted on 08/07/24 at 11:48 AM with the MDS nurse. She stated the annual MDS
assessments for Residents #9 had not been transmitted as required. She explained that there had been a lot
of admissions and discharges, and she had gotten behind. The MDS nurse stated she was in the process of
getting the assessments completed and transmitted.

An interview was conducted on 08/07/24 at 11:52 AM with the Administrator and Director of Nursing. They
stated the MDS assessments should be transmitted within the required time frame.
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F 0637 Assess the resident when there is a significant change in condition

Level of Harm - Minimal harm or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 31227
potential for actual harm
Based on staff, Medical Director (MD) interviews and record review, the facility failed to complete a
Residents Affected - Few significant change Minimum Data Set (MDS) after 2 areas of significant decline. This was for 1 of 19
residents reviewed for MDS accuracy (Resident #24).

The findings included:

Resident #24 was admitted on [DATE] with cumulative diagnoses congestive heart failure, chronic
obstructive pulmonary disease, and dementia.

Review of his quarterly MDS dated [DATE] indicated Resident #24 had severe cognitive impairment and
required substantial staff assistance with Activities of Daily Living (ADLs). He was coded as frequently
incontinent of bladder and always incontinent of bowel, weight of 111 pounds with no known weight loss, and
no pressure ulcers.

A review of Resident #24's medical record revealed he developed a stage 3 ulcer described as pressure to
his sacrum on 6/7/24.

A review of Resident #24's weights for the last 3 months from 5/2/24 (113.2 pounds) to 7/25/24 (102.6
pounds) was a loss of 10.6 pounds or 9.36% weight loss in 3 months.

Review of Resident #24's comprehensive care plan revealed a care area revised on 6/10/24 regarding a
pressure ulcer to his sacrum related to incontinence, cognitive decline. New interventions included to assess,
record and monitor wound healing and report improvements or declines to the MD, and to educate family
and caregivers on importance of positioning/repositioning, mobility, nutrition and incontinence care. Another
care area which had been revised on 6/14/24 regarding his potential for nutritional problems related to his
mechanically altered and therapeutic diet and include significant weight changes. There were new
interventions in place including a protein supplement and zinc added to aid in his wound healing.

An interview was completed on 8/6/24 at 12:20 PM with the MD. He stated Resident #24 has had an overall
physical decline in the last 3 months or so and his family had decided to go with comfort care rather than
hospice. He stated as his condition progressed, the facility would continue to treat his pressure ulcer and his
weight loss, but his family stated they did not want Resident #24 sent out to the hospital. The MD stated his
pressure ulcer and weight loss were unavoidable.

An interview was completed on 8/7/24 at 11:45 AM with the MDS Nurse. She stated she revised Resident
#24's care plan for his newly developed pressure ulcer and weight loss in June and then opened a quarterly
MDS on 7/23/24 and should have realized that a significant change MDS was needed instead of the
quarterly. She stated it was her oversight.

(continued on next page)
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F 0637 An interview was completed on 8/7/24 at 12:24 PM with the Administrator and the Director of Nursing (DON).

The DON stated Resident #24 has had a continuous decline in recent months and a significant change MDS
Level of Harm - Minimal harm or would have been expected before now. The Administrator stated she expected the MDS Nurse to have
potential for actual harm caught the 2 area of decline since those areas had already been captured in his care plan in June.

Residents Affected - Few
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F 0638 Assure that each resident’s assessment is updated at least once every 3 months.

Level of Harm - Potential for **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40197
minimal harm
Based on record reviews and staff interviews, the facility failed to complete quarterly Minimum Data Set
Residents Affected - Many (MDS) assessments within the required time frame for 5 of 19 resident MDS assessments reviewed
(Residents #17, #81, #24, #42 and #19).

The findings included:

a. Resident #17 was admitted to the facility on [DATE].

A review of Resident #17's most recent MDS assessment was dated 7/19/24 and was coded as a quarterly
assessment. The electronic medical record indicated the assessment was in progress and had not been
completed.

b. Resident #81 was admitted to the facility on [DATE].

A review of Resident #81's most recent MDS assessment was dated 7/16/24 and was coded as a quarterly
assessment. The electronic medical record indicated the assessment was in progress and had not been
completed.

31227

c. Resident #42 was admitted to the facility on [DATE].

A review of Resident #42's most recent MDS assessment was dated 7/20/24 and was coded as a quarterly
assessment. The electronic medical record indicated the assessment was in progress and had not been
completed.

d. Resident #24 was admitted to the facility on [DATE].

A review of Resident #24's most recent MDS assessment was dated 7/23/24 and was coded as a quarterly
assessment. The electronic medical record indicated the assessment was in progress and had not been
completed.

46095

e. Resident #19 was admitted to the facility on [DATE].

A review of the medical record revealed a quarterly MDS assessment was completed on 4/23/24.

A review of Resident #19's most recent MDS assessment was dated 7/20/24 and was coded as a quarterly
assessment. The electronic medical record indicated the assessment was in progress and had not been

completed.

(continued on next page)
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F 0638 An interview occurred with the MDS nurse on 8/7/24 at 11:46 AM, who stated the quarterly MDS
assessments for Residents #17, #81, #42, #24 and #19 had not been completed as required. She explained
that there had been a lot of admissions and discharges, and she had gotten behind. The MDS nurse stated
she was in the process of getting the assessments completed and transmitted.

Level of Harm - Potential for
minimal harm

Residents Affected - Many On 8/7/24 at 12:24 PM, the Administrator and Director of Nursing were interviewed and stated they expected

the MDS assessments to be completed within the required time frame.
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F 0640 Encode each resident’s assessment data and transmit these data to the State within 7 days of assessment.

Level of Harm - Potential for **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46095
minimal harm
Based on record review and staff interviews, the facility failed to complete a discharge Minimum Data Set
Residents Affected - Some (MDS) assessment within the required time frame for 1 of 4 residents reviewed for MDS assessments
(Residents #61).

The findings included:
Resident #61 was admitted to the facility on [DATE].

A review of Resident #61's most recent MDS assessment was dated 7/20/24 and was coded as a discharge
assessment. The electronic medical record indicated the assessment was in progress and had not been
transmitted.

An interview was conducted on 08/07/24 at 11:48 AM with the MDS nurse. She stated the discharge MDS
assessment for Resident #61 had not been completed as required. She explained that there had been a lot
of admissions and discharges, and she had gotten behind. The MDS nurse stated she was in the process of
getting the assessment completed and transmitted.

An interview was conducted on 08/07/24 at 11:52 AM with the Administrator and Director of Nursing. They
stated the MDS assessment should be completed within the required time frame.
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F 0641

Level of Harm - Potential for
minimal harm

Residents Affected - Some

Ensure each resident receives an accurate assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40197
Based on record review, observation, physician and staff interviews, the facility failed to code the Minimum
Data Set (MDS) assessment accurately in the areas of urinary status, and upper extremity range of motion.
This was for 2 of 19 MDS assessments reviewed (Resident #37 and Resident #49).

The findings included:

1. Resident #37 was admitted to the facility on [DATE]. Her diagnoses included neuromuscular dysfunction
of the bladder.

The Admission Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #37 was cognitively
intact. She was coded with an indwelling catheter and always incontinent of bladder.

A review of the July 2024 physician orders included indwelling urinary catheter to straight drainage related to
urinary retention.

On 8/7/24 at 11:46 AM, an interview occurred with the MDS Nurse who reviewed the 7/7/24 admission MDS
assessment and indicated Resident #37 should have been marked as not rated for urinary continence since
she had a urinary catheter during the MDS 7-day look back period. She felt the error was an oversight.

The Administrator and Director of Nursing were interviewed on 8/7/24 at 12:24 PM and stated they would
expect the MDS to be coded accurately.

31227

2. Resident #49 was admitted on [DATE] with a diagnosis of dementia with severe behavioral disturbance.
An observation was completed on 8/5/24 at 11:48 AM. Resident #49 was sitting at a table in the common
area waiting for his lunch tray. There was no evidence of any problems with his range of motion to either of
his hands.

A review of his quarterly Minimum Data Set (MDS) dated [DATE] was coded for limited range of motion on
one side of his upper extremities. A review of his previous quarterly MDS dated [DATE] indicated he was not

coded for impairment to either of his upper extremities.

A review of Resident #49's comprehensive care last revised on 8/4/24 did not include information or
interventions to include a right upper extremity range of motion impairment.

A review of a Medical Director (MD) progress note dated 5/31/24 read Resident #49 was being seen via
video link. The note did not include a diagnosis of right sided hemiparesis but did note under the neurological
section there was right hemiparesis with a right hand contracture on visual assessment.

(continued on next page)
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F 0641 An interview and observation of Resident #49 was completed on 8/5/24 at 2:40 PM with Nursing Assistant
(NA) #2. While observing Resident #49, NA #2 stated the resident did not have a hand contracture or any
Level of Harm - Potential for decrease in range of motion in any of his extremities.

minimal harm
An interview and observation of Resident #49 was completed with the MD on 8/6/24 at 12:00 PM. Upon
Residents Affected - Some observation, the MD stated during the video visit on 5/31/24, it must have been the way Resident #49 was
holding his right hand that lead him the believe he had a right hand contracture but on assessment today
(8/6/24), he had been mistaken and Resident #49 did not have right sided hemiparesis or a right hand
contracture and was sorry if he caused any confusion.

An interview was completed on 8/6/24 at 3:25 PM with Nurse #1. She stated she always worked this unit and
was familiar with all of the residents. She confirmed Resident #49 had never hand a right hand contracture.

An interview was completed on 8/7/24 at 11:45 AM with the MDS Nurse. When asked about the quarterly
MDS dated [DATE] compared to the previous quarterly dated 3/8/24 in the area of upper extremity range of
motion, she explained she read the MD progress note dated 5/31/24 and coded the assessment based on
that note. When asked if she observed Resident #49's right hand, she stated she had but did not think she
should question the MD.

An interview was completed on 8/7/24 at 12:24 PM with the Administrator and the Director of Nursing (DON).
The DON stated she expected the MDS to question the MD if she knew his documentation was inaccurate or
if she was not comfortable in doing so, she should have come to her and she would have done it. The
Administrator stated she expected Resident #49's quarterly MDS dated [DATE] to be coded accurately in the
area of range of motion.
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F 0943

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Give their staff education on dementia care, and what abuse, neglect, and exploitation are; and how to report
abuse, neglect, and exploitation.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46095

Based on record review and staff interviews, the facility failed to provide abuse training to Nurse #2 prior to
her working at the facility. This was for 1 of 5 employees reviewed for abuse training.

The findings included:

An interview with the Director of Nursing (DON) was conducted on 08/06/24 at 1:15 PM. She stated there
was an incident of resident to resident abuse on 07/21/24 at 2:45 AM. Nurse #2, agency nurse, was the
nurse on duty when Resident #19 slapped Resident #9. The DON explained Nurse #2 did not notify the
administration after the incident because she did not feel it was abuse. The DON further explained that
orientation training, which included the abuse policy, was given to Nurse #2 on 07/21/24.

Review of orientation training, dated 07/19/24 through 07/22/24, which included the abuse policy, was signed
by Nurse #2 on 07/21/24 at 7:00 PM.

A phone interview was conducted on 08/08/24 at 4:20 PM with Nurse #2. She verified 07/20/24 was the first
time she worked at the facility and then returned on 07/21/24 from 7:00 PM until 7:00 AM. She also verified
she was the nurse for Resident #19 and #9 on the night of 07/21/24. She stated at approximately 2:45 AM on
07/21/24 Nursing Assistant (NA) #3 informed her Resident #19 slapped Resident #9 and she immediately
separated the two residents. She moved Resident #9 to a different room. Nurse #2 further stated she did not
call to report the incident to the Administrator because she was unaware of the facility policy regarding
abuse. Nurse #2 then stated she received orientation education from the Director of Nursing which included
the abuse policy on 07/21/24 at 7:00 PM.

An interview with the Administrator was conducted on 08/06/24 at 1:39 PM. She explained that Nurse #2, an
agency nurse, was the nurse on duty when Resident #19 slapped Resident #9. She stated she had Nurse #2
come to the facility on [DATE] to write a statement related to the incident. When the Administrator questioned
her on why she did not notify administration after Resident #19 slapped Resident #9, Nurse #2 told her
because she did not feel it was abuse. Nurse #2 was reeducated on the abuse policy on 07/22/24 by
Administrator. The Administrator indicated the goal was for agency staff to be provided orientation prior to
working their first shift by the DON.
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