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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of facility policy, record review, and interviews. The facility failed to inform Resident (R) 1's family 
member of R1's involvement in a resident-to-resident altercation for 1of 3 Residents reviewed for abuse.
Review of facility policy titled, Abuse Prevention & Reporting, with a last revision date of 06/20/25 revealed 
the following: The assisted living center will not tolerate abuse, neglect or exploitation of its residents by 
anyone. Such incidents will be reported to all appropriate authorities, agencies, and registries and a written 
copy as such reports maintained in a central file and resident file.Review of R1's Face Sheet revealed R1 
was admitted to the facility on [DATE] with diagnoses including but not limited to: Alzheimer's, vascular 
dementia and dysphagia. Review of R1's quarterly Minimum Data Set (MDS) with an Assessment Reference 
Date (ARD) of 02/19/25 revealed a Brief Interview of Mental Status of 99 indicating R1 was unable to 
complete the interview. Review of a Facility Initial Report dated 02/16/25 revealed a resident-to-resident 
altercation where R1 was pushed by R2 in the back because R1 was attempting to get into the food cart. No 
injuries noted.Review of R1's progress notes from 02/01/25 and 03/31/25 revealed no progress note 
indicating that the resident was involved in a resident-to-resident altercation. Subsequent review of the 
progress note also revealed that there was no documentation that the Resident Representative (RP) was 
notified of the incident in question.Review R1's Electronic Health Record revealed there was no Situation, 
Background, Assessment, Recommendation (SBAR) documentation in the resident's chart. Further review 
revealed no documentation that the facility notified R1's RP of the incident that occurred between R1 and R2.
During a telephone Interview on 08/25/25 at 12:20PM, R1's RP stated he was not aware of any incident 
involving R2 allegedly pushing R1. He further reported that neither he nor his wife were notified of the 
incident in question.During an observation on 08/25/25 at 12:22PM, R1's RP requested to speak with Case 
Manager (CM1) to verify the legitimacy of the state agency's investigation. RP1 stated that neither he nor his 
wife had been contacted regarding the allegation that R2 pushed R1 in the back. CM1 apologized and 
acknowledged she was unaware that the RP had not been informed of this incident.During an interview on 
08/25/25 at 1:25 PM, Licensed Practical Nurse (LPN)1 revealed she was unable to locate any documentation 
indicating R1's RP was notified of the incident involving R1's altercation with another resident. LPN1 
acknowledged that in the medical field, if something is not charted, then the action has not been completed. 
LPN1 further stated that the staff member caring for R1 at the time of the incident should have notified the 
RP and documented the notification in R1's electronic health record.During an interview on 08/25/25 at 
4:05PM the Director of Nursing (DON) and Administrator (LNHA) revealed that if there if staff witness a 
Resident to Resident interaction, it is their immediate expectation to first sperate the residents and to assess 
them for injuries. Once the residents are safe and assessed for injuries it is their expectation to notify the 
Provider, Administrator, DON, and the resident family member. During the incident in question, they were not 
aware that the RP was not notified of the incident in question. The nurse who was caring for the resident 
during the incident in question should have notified the RP and documented that the RP was notified. The 
nurse did not follow proper facility protocol.
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