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 Based on interviews and records review, the facility failed to conduct a thorough investigation and provide documentation
 on alleged abuse for two of three sampled residents (Residents 1 and 2). This deficient practice had the potential to
 compromise the safety of and prevent further abuse for Residents 1 and 2. Findings: On 8/10/18 at 11:50 a.m., an
 unannounced visit was made to the facility to investigate an entity reported incident (ERI) on alleged abuse allegation
 between Residents 1 and 2. a. A review of Resident 1's admission record, indicated the facility initially admitted
   Resident 1 on 7/3/18 and readmitted     the resident on 7/9/18, with [DIAGNOSES REDACTED]. A review of Resident 1's
 minimum data set (MDS, a standardized assessment and care-screening tool) dated 7/14/18, indicated the resident had severe
 cognitive (ability to understand and make decisions of daily living) impairment (diminished or loss of function). The MDS
 indicated Resident 1 required extensive staff assistance to perform activities of daily living (ADLs) such as dressing,
 toilet use, personal hygiene, walking in the room or corridors and used a walker or a wheelchair for mobility. b. A review
 of Resident 2's admission record indicated the facility admitted   the resident on 5/15/18, with [DIAGNOSES REDACTED]. A
 review of Resident 2's MDS, dated [DATE], indicated the resident did not have cognitive impairment. The MDS indicated
 Resident 2 required staff supervision to perform ADLs and used a wheelchair for mobility. During an interview on 8/16/18 at 10:05
a.m., Resident 2 stated that on 7/10/18, he was having dinner in bed when Resident 1 walked over and tried to touch
 his food. He tapped the hand of the resident to stop him and then the resident walked away. Resident 2 stated that the
 charge nurse was in the room when the incident happened. During a telephone interview on 8/16/18 at 12:25 p.m., LVN 2
 stated that on 7/10/18 at around 5:30 p.m., Resident 1 quickly walked over to Resident 2's bed and tried to grab his
 watermelon while she was fixing his bed. Resident 2 slapped Resident 1's hand and told him not to touch his food. She
 immediately reported the incident to her supervisor and the Administrator (ADM) came over. During an interview on 8/16/18
 at 1:28 p.m., the Director of Nurses (DON, a nurse who manages the services provided by the nursing personnel of a
 healthcare facility) stated that he conducted the investigation of the incident but did not document the interviews he had
 with the witnesses and the staff. A review of the facility's undated policy titled, Abuse Investigations, version 1.2
 (H5MAPL0005) indicated that all reports of resident abuse, neglect, and injuries of unknown source shall be thoroughly and
 promptly investigated by facility management. The individual conducting the investigation will as a minimum interview the
 resident, person(s) reporting the incident, obtain witness reports in writing, and review all events leading up to the
 alleged incident.
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