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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- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on observation, interview, and record review, the facility failed to report a resident to resident physical
harm atercation to the Department of Health Services (DHS) within two hours, for two of four sampled residents (Resident's 1
and 2). Resident 1, who was punched in the face by Resident 2, sustained a bruise to the left eye and a skin tear (break in the skin) to
Residents Affected - Few | the left side of the face. This deficient practice placed Resident 1 and other residents at risk for abuse.
Findings: On [DATE] at 9:09 am., during an observation, Resident 1 had bluish-colored discoloration to the left eye. A
review of Resident 1's Face Sheet indicated Resident 1 was admitted to the facility on [DATE]. Resident 1's[DIAGNOSES
REDACTED]. A review of Resident 1's Care Plan titled, Resident to Resident Altercation, dated 1/5/20, indicated Resident 1
had steri-strips (an adhesive tape used to replace sutures in wound (an injury to the body (as from violence, accident, or
surgery) that typically involves breaking of a skin) closure) applied to the left eyebrow. A review of Resident 1's Pain
Assessment, dated 1/5/20, indicated Resident 1 had steri-strips and a left eyebrow skin tear (break in the skin). A review
of Resident 1's Change of Condition form ((COC) an internal communication form), dated 1/5/20, indicated Resident 1 had a
resident to resident altercation. The COC indicated Resident 1 was punched in the left eye by his roommate (Resident 2). A
review of Resident 1's Skilled Nursing Notes, dated 1/7/20, indicated Resident 1 had a discoloration to the left eye. A
review of Resident's 2 Face Sheet indicated Resident 2 was re-admitted to the facility on [DATE]. Resident's 2 [DIAGNOSES
REDACTED)]. A review of Resident 2's COC form, dated 1/5/20, indicated Resident 2 punched Resident 1 in the eye. During an
interview with Licensed Vocational Nurse 1 (LVN 1), on 1/15/20 at 11:27 am., LVN 1 stated resident to resident
altercations were reported to DHS right away. LVN 1 stated Resident 1 was punched in the eye and that was considered a
major injury. LVN 1 stated Resident 1 could suffer nerve damage to the eye. LVN 1 stated major injuries included an open
wound, ahead injury, and alaceration. During an interview with Registered Nurse 1 (RN 1), on 1/15/20 at 11:54 am., RN 1
stated the facility was to report resident to resident altercations to DHS within two hours. RN 1 stated the facility was
mandated to report to DHS. During an interview with the Director of Staff Development (DSD), on 1/15/20 at 1:45 p.m., the
DSD stated she was unable to locate the fax confirmation that was sent to DHS regarding Resident's 1 and 2 altercation
prior to 1/7/20. During an interview, on 1/15/20 at 3p.m., the DSD stated the facility did not have to report the resident
to resident altercation to DHS right away as resident 2 had a history of [REDACTED]. During an interview, on 1/15/20 at
4:24 p.m., the Administrator stated the facility only had to report to DHS when the residents with a history of dementia
had amajor injury. A review of the facility's policy titled, Abuse- Reporting and Investigation, revised 3/18, indicated
the purpose was to protect the health, safety, and welfare of facility residents by ensuring that all reports of resident
abuse, mistreatment, neglect, exploitation, or injuries of an unknown source and suspicion of crimes were promptly reported and
thoroughly investigated. The policy indicated the facility would report al allegations of abuse and criminal activity
as required by law and regulations to the appropriate agencies. The policy indicated the facility would notify the
ombudsman and DHS by telephone and in writing within two hours of theinitia report. The policy indicated notification of
outside agencies of allegation of abuse caused by aresident with dementia diagnosed by a physician, after alicensed
nurse determined there was no serious bodily injury, the facility would notify DHS within two hours. The policy indicated
allegation of abuse with no serious bodily injury the facility would notify DHS within two hours. A review of the
facility's policy titled, Unusual Occurrence Reporting, revised 8/1/12, indicated the facility would ensure timely reports
were made to designated agencies as required by state and federal law. The policy indicated the facility reported
allegations of abuse within 24 hours by telephone and confirmed in writing. The policy indicated the facility would retain
acopy of the confirmation letter.
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