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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 **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interviews and record reviews, the facility failed to report alleged resident abuse within two hours after the
harm allegation was made to the State Survey Agency for one of four sampled residents (Resident 2) who hit Resident 1 in the
left eye during an altercation. This deficient practice has the potential to expose the residents of the facility in an

Residents Affected - Few environment of abuse, mistreatment, or neglect. Findings: On 7/2[DATE]8 at 9 am., an unannounced visit was conducted at
thefacility to investigate a facility reported incident regarding regarding resident abuse. A review of Resident 1's face

sheet (admission record) indicated that the facility admitted Resident 1 on 11/7/17 and readmitted  him last on

8/8/18. Resident 1's [DIAGNOSES REDACTED)]. A review of Resident 1's Minimum Data Set (MDS), aresident assessment and
care-screening tool, dated 8/1[DATE]8, indicated that Resident 1's cognition was severely impaired. The MDS indicated that
Resident 1 required limited assistance from a staff when eating but required extensive when performing activities of daily

living (ADLs) such as bed mobhility, transferring from one surface to another, and walking inside the bedroom. Resident 1
required total dependence from a staff when performing personal hygiene, dressing, and toileting. The MDS indicated that
Resident 1 uses awheelchair for mobility. A review of Resident 2's face sheet indicated that the facility admitted

Resident 2 on 11/1[DATE]7 and readmitted  him last on 7/20/18. Resident 2's[DIAGNOSES REDACTED]. A review of Resident

2'sMDS, dated [DATE], indicated that Resident 2's cognition was intact. The MDS indicated that Resident 2 required limited to
extensive assistance from a staff when performing ADLs such as bed mobility, transferring from one surface to another,

dressing, toileting, personal hygiene, and walking inside the bedroom or hallways. The MDS indicated that Resident 1 uses awalker
or awheelchair for mobility. During an interview on 7/2[DATE]8 at 2 p.m., Resident 2 stated that on 7/19/18,

Resident 1 was yelling and cursing at him. He got up from his bed and told Resident 1 to stop and accidentally touched

Resident 1's face with the back of his hand while asking him to keep quiet. During an interview on 7/2[DATE]8 at 2:10 p.m.,
Resident 1 stated that he did not recall theincident. A review of the facility's investigation report, dated 7/20/18,

indicated that on 7/19/18 at approximately 8:30 p.m., Resident 2 hit Resident 1 near hisleft eye while he waslying in bed and yelling
out foul language. During the investigation, Resident 2 stated that he felt like Resident 1 was taunting him,

so he went to him and swatted at him with his hand to get him to stop yelling. According to Resident 2, he did not mean to

hurt Resident 1, just wanted him to stop. During an interview on 10/10/18 at 12:35 p.m., the Administrator (ADM) stated

that she started working in the facility on 8/20/18 and that the facility should report an abuse allegation to the State

Agency and to other officials within two hours. She stated that she could not get the hold of the previous ADM to confirm

with him when he notified the State Agency about thisincident. A review of the fax cover sheet received from the facility

with the investigation report attached to it indicated that the facility initially notified the State Agency and the

Ombudsman about the abuse allegation on 7/20/18 at 3:54 p.m. A review of the facility's policy titled, Abuse Investigation

and Reporting, revised in December 2016, version 1.3 (HSMAPL005), indicated that suspected abuse, neglect, exploitation or

mistreatment would be reported to the State licensing/certification agency and to other officials including the local/State Ombudsman
and the law enforcement within two hours.
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