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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 record review and staff interviews, the facility failed to report to the state an injury of unknown origin
harm (significant injury) within the required 2-hour timeframe for 1 of 3 residents reviewed for abuse (Resident #1). Findings included:
Resident #1 was admitted to the facility on [DATE] with the [DIAGNOSES REDACTED]. Resident #1 had care plans

Residents Affected - Few dated 2/7/20 for being severely impaired with cognitive decision making, required extensive assistance with activities of
daily living, incontinence, skin integrity, safety awarenessand falls. A quarterly Minimum (MDS) data set [DATE] revealed the
resident had moderate difficulty hearing. The resident was severely cognitively impaired. The resident had no behaviors and no
rejection of care. The resident required extensive assistance with bed mobility, transfer, locomotion, dressing,

toilet use, and personal hygiene. He was independent with eating, and with locomotion off the unit. The resident required
total dependence with bathing/showers. The resident was not steady when moving from a seated to standing position or with
surface to surface transfers. The resident used a wheelchair and was always incontinent of urine and frequently incontinent of bowel.
An incident report dated 2/28/20 revealed Resident #1 had arazorlike burn under his nose. The areawas not

assessed due to the resident eating. The incident report revealed the area swollen and slightly bruised. There was also

blood noted in the resident's mouth. The resident was alert. The resident's power of attorney was notified via phone at

7:30 AM and a physical assessment was completed. The root cause analysis stated the resident may have bumped the side rail
whileturning. A nursing note dated 2/28/20 revealed a bruise was noted to the top lip, under nose. No complaints, pain

nor discomfort were voiced at thistime. No signs or symptoms of distress were noted. The resident was Unable to verbalize
what happened at thistime. Vital signs were stable. The power of attorney was contacted, and a message was left. A

police report dated 3/2/20 at 3:01 PM revealed the incident was found on 2/28/20 and the crime incident involved asimple
assault (physical). Unknown tool s'weapons were used, and the premise type was unknown. An initial alegation report was
submitted to the state on 3/2/20 at 1:08 PM. The date of the incident was 2/28/20 and the facility became aware of the
incident on 2/28/20. It revealed the resident had bruising to his upper lip and asmall cut under his upper lip. Nursing
Assistant #1 was suspended on 2/27/20. A 5-day investigation report was submitted to the state (viafax) on 3/5/20 at

3:25 PM. The aleged employee was Nursing Assistant #1. The incident occurred on 2/28/20 and the facility became aware of
the incident on 2/28/20. An investigation was completed, which included staff interviews. The resident had an injury of
unknown origin and harm. Law enforcement were notified on 3/2/20. The results of the allegation for suspicion of acrime
was not substantiated but NA #1 was terminated. The allegation/incident type was an injury of unknown source. The
Administrator was interviewed on 3/10/20 at 9:43 AM. She stated they initially thought the resident hit his face on the
siderail before she interviewed staff. The nursing staff thought the incident was an accident. The resident's family came

in and were able to get more information out for the resident. The resident's story changed. Then that is when she

completed the 24 hours report. She stated the resident's family came to the facility on  Sunday 3/1/20 and on Monday

3/2/20, the family came to her office (about the resident's injury). The family stated what the resident was saying about

being hit was accurate. She told the resident's family she was going to talk to the staff and was investigating it. That

same day she (the family) called the police on 3/2/20. She completed her 5-day report on the 3/5/20. If aresident had a

bruise of unknown origin, then she would report it. The resident wiggled in bed and got agitated. Sometimes the resident
made alot of noise at night. She stated on Friday the areawas approximately lessthan of an inch in size on the right

side above hislip was red and swollen. It looked like a possible cut above hislip. The resident didn't want them to look

it his mouth. She didn't notice any bruising to his hands/wrist. On Monday, the area had bruised under his nose and had

small dots on theright side. The Administrator was interviewed on 3/10/20 at 2:22 PM. She stated that she would report
theinjury (to the state) that day if she didn't have a reasonable explanation of what occurred. The Administrator was
interviewed on 3/10/20 at 2:38 PM. She stated she would expect for the regulations for reporting to be followed.
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