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 investigation to proper authorities.
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 Based on interviews, and record review, the facility failed to report to the state survey agency when one resident
 (Resident #1) alleged a Certified Nursing Aide had physically abused the resident. The facility census was 51. 1. Review of the
facility's Abuse Investigation Guidelines policy, dated April 2015, showed: -All events that may indicate abuse will be investigated by
the Charge Nurse, Assistant Director of Nursing, Director of Nursing, or the Administrator. -Once the
 investigation is complete, the appropriate personnel with notify the state agency. 2. Review of Resident #1's quarterly
 Minimum Data Set (MDS) assessment, a federally mandated assessment instrument completed by staff dated 12/16/19 showed: -No
cognitive issues. -Independent with Activities of Daily Living (ADL's). -[DIAGNOSES REDACTED]. Review of the resident's
 March physician's orders [REDACTED]. During an interview on 3/25/20 at 11:30 AM, the Social Services Director (SSD) said:
 -On 3/16/20, Resident #1 was waiting for her when she arrived at the facility to report CNA A had hit slapped him/her
 through the room divider curtain several times while assisting the roommate, he/she yelled at the aide to stop, but her/she kept getting
hit. He/she reported the incident to the Director of Nursing and they began investigating the allegation.
 After interviewing CNA A they felt the contact was not intentional and could not substantiate the allegation. The protocol
 for reporting allegation of abuse was to report the allegation to the charge nurse, DON or administrator and they completed
investigation and reporting to the state survey agency. During an interview on 3/25/20 at 11:45 AM, Resident #1 said: -
 He/she was reclined in his/her recliner (the back of the recliner was situated near the room divider curtain and head of
 the recliner would touch the recliner when fully reclined), and Certified Nursing Aide (CNA) A was on the other side of the curtain
helping his/her roommate, someone hit him/her in the head a couple of times, he/she yelled out you're hitting my
 head! CNA A came around the curtain and asked if he/she needed a nurse, he/she said no, and CNA A went back to helping the
 roommate. He/she did not have any injuries or safety concerns. During an interview on 3/26/20 at 1:00 PM, the DON said:
 -The SSD notified her of the allegation Resident #1 had reported, she interviewed the resident and CNA A and determined the alleged
abuse was not intentional and reported her findings to the administrator. She reports her investigation findings to the administrator and
the administrator reviews it and takes care of reporting to state survey agency. During an interview
 on 3/26/20 at 1:15 PM, CNA A said: -She was in Resident #1's room helping his/her roommate get out of bed to use the
 restroom, he/she heard Resident #1 yelling his/her roommate's name and was saying stop, you're hitting my head she went
 around the curtain and told Resident #1 it was not his/her roommate who had hit him/her, she was helping the roommate get
 out of bed and she was the one who had hit him/her, she said she apologized and offered to get the charge nurse to check
 him/her out, the resident refused. She said she remained with the resident for a while to make sure he/she was doing well
 and then went back to assisting the roommate. She did not report the incident to the charge nurse. During an interview on
 3/26/20 at 1:30 PM, the Facility Administrator said: - The DON reported the incident to her, they did not report the
 allegation because they felt the allegation of abuse was not intentional, but in hindsight she knows she should have
 contacted the corporate nurse and reported the allegation to the state survey agency. MO 268
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