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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 34575

Residents Affected - Few Based on interview, record review, and facility policy review, the facility failed to timely report an allegation of
abuse to the state agency that involved 2 residents (Resident (R)2 and R3) of 4 sampled residents reviewed
for abuse.

Findings include:

Review of the facility's policy, titled, Abuse Prevention, Intervention, Reporting and Investigation, revised
03/30/2023, indicated, The purpose of this policy is to ensure all resident have the right to be free from
abuse, mistreatment, neglect, exploitation, corporal punishment, involuntary seclusion and misappropriation
of property. The facility will ensure the prevention, protection, prompt reporting and interventions in response
to alleged, suspected, or witnessed abuse, neglect, and exploitation of any resident. The policy specified, 1.
Reporting of all alleged violations to the Administrator, state agency, adult protective services and to all other
required agencies within the specified timeframe: a. Immediately, but not later than 2 hours after the
allegation is made, if the events that cause the allegations involve abuse or result in serious bodily injury, or .
Not later than 24 hours if the events that cause the allegations do not involve abuse and do not result in
serious bodily injury.

Review of an Admission Record revealed the facility admitted R2 on 08/10/2023. According to the Admission
Record, the resident had a medical history that included diagnoses of but not limited to: hemiplegia and
hemiparesis following a cerebral infarction (stroke) affecting the right dominant side, osteoarthritis, aphasia,
anxiety disorder, age-related cataract, rheumatoid arthritis, a left elbow contracture, and long-term (current)
use of anticoagulants.

Review of a quarterly Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 03/29/2024,
revealed R2 had a Brief Interview for Mental Status (BIMS) score of 15 out of 15, which indicated the
resident had intact cognition.

Review of an Admission Record revealed the facility admitted R3 on 10/10/2023. According to the Admission
Record, the resident had a medical history that included diagnoses of but not limited to: encephalopathy,
cerebral infarction, atrial fibrillation, and atherosclerotic heart disease.

Review of a quarterly MDS, with an ARD of 04/17/2024, revealed R3 had a BIMS score of 12 out of 15,
which indicated moderate cognitive impairment.
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F 0609 Review of an Initial Report, dated 03/15/2024, indicated the state survey agency was notified of the abuse
allegation on 03/15/2024 at 3:59 PM.
Level of Harm - Minimal harm or

potential for actual harm Review of a Resident to Resident Conflict report dated 03/14/2024 at 1:23 PM, revealed Licensed Practical
Nurse (LPN)1 documented she heard yelling, entered R2's room, and observed R3 standing over R2 yelling
Residents Affected - Few with glasses in hand. According to the report, staff moved R3 to the hallway and evaluated the redness noted

of R2's left lower arm. R2 stated R3 grabbed their arm.

Review of R2's Progress Note, created by LPN1 with an effective date of 03/14/2024 at 1:30 PM, revealed
LPN1 heard yelling coming from the resident's room and multiple staff members entered the room. The
resident's roommate was observed standing over R2 yelling with glasses in hand. According to the note, staff
moved R3 to the hallway and evaluated redness to the left lower arm. R2 stated the roommate had grabbed
their arm.

Review of R2's Weekly Skin Check, completed by Unit Manager (UM)2 on 03/15/24 at 3:57 PM, revealed the
resident had a bruise to the left lower arm.

Review of R2's social services Progress Notes, dated 03/15/2024 at 6:16 PM, revealed Master of Social
Work (MSW)3 documented she met with R2 who reported there was a verbal dispute with their roommate
that became physical.

Review of R3's social services Progress Note, dated 03/15/2024 at 6:36 PM, revealed MSW3 documented
she spoke with R3 and the resident reported they had a verbal altercation with their roommate, which
accelerated to R3 removing R2's glasses. R3 denied any other physical allegations.

During an interview on 06/15/2024 at 5:30 PM, the Administrator stated the verbal altercation occurred on
03/14/2024 between two residents who lived in the same room. The Administrator stated on 03/15/2024
there was a bruise observed on R2's arm which the resident claimed was caused by R3 grabbing their arm
during the altercation on 03/14/2024. Per the Administration, at that point the facility submitted a report of
abuse and initiated an investigation. The Administrator stated on 03/15/2024 the police were notified of the
incident that occurred between R2 and R3 and a case number was assigned.
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