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 Based on staff interviews and record review, the facility did not ensure an allegation of resident (R) to resident abuse
 was thoroughly investigated for 1 of 1 Facility Reported Incidents (FRI) reviewed involving 2 residents (R1 and R2) of 3
 sampled residents. The facility did not obtain a statement from the first staff member to respond to a resident to resident incident; the
FRI did not identify who discovered R2 on the floor. The facility investigation only contained interviews
 with Licensed Practical Nurse (LPN)-C, R1, and R2; no other staff or residents were interviewed. Findings include: On
 9/14/2020, Surveyor reviewed FRI which documented a resident to resident altercation occurring on 4/18/2020 between R1 and
 R2. Per the FRI, R1 entered R2's room, hit R2's shoulder, pushed R2 to the ground, and took R2's glasses. Per FRI
 information, R2 was on the floor at the time LPN-C entered the room and the documented events above were R2's account of
 what happened. LPN-C's interviewed statement documented by Registered Nurse (RN)-E included detail that R1 was seen walking
down the hallway away from (R2's) room, with (R2's) glasses in hand. On 4/18/2020, R1 and R2 were both interviewed. R1
 could not recall which room R1 had been in, denied hitting anyone, and did not know where R2's glasses came from. R1 was
 provided one on one supervision following the incident. Surveyor noted the FRI only contained interview statements of
 LPN-C, R1 and R2. On 9/15/2020 at 2:50 PM, Surveyor interviewed Certified Nursing Assistant (CNA)-D via telephone regarding
the 4/18/2020 incident. CNA-D verified working in the facility at the time of the resident to resident altercation. CNA-D
 recalled hearing R2 yell. When CNA-D arrived in R2's room, R2 was on the floor and R2's wheelchair was on the other side of the
room, which was unusual. CNA-D described R2 as shook up at the time CNA-D arrived. CR2 indicated the person who lived
 across the hall hurt R2. NA-D immediately paged LPN-C. CNA-D verified the facility provided R1 with one on one supervision
 following the incident and indicated that R1 was being checked on every 15 minutes from admission until the time of the
 incident as part of being a new resident. Surveyor noted FRI documents did not indicate CNA-D was the first to respond to
 the resident to resident altercation and the FRI did not contain an interview or statement from CNA-D. FRI documents did
 not mention 15 minute checks or the most recent time R1 was visualized by staff prior to the incident. On 9/15/2020 at 9:04 PM,
Surveyor interviewed LPN-C via telephone regarding the 4/18/2020 incident between R1 and R2. LPN-C recalled being in
 the process of passing medications at the time he saw R2 on the floor. LPN-C verified CNA-D was the first staff to respond
 to R2's room. LPN-C indicated that at the time LPN-C responded, R1 was in the day room. LPN-C recalled R1 saying they and
 that guy were hoarding cigarettes and not giving them back. LPN-C indicated R1 was on 15 minute checks prior to the
 altercation as part of being a new admission. Surveyor noted LPN-C's interview was documented by RN-E and did not include
 information about R1's cigarette comments or that CNA-D was first to respond. Surveyor again noted 15 minute checks were
 not part of the FRI documentation. On 9/15/2020 at 12:38 PM, Surveyor interviewed RN-E via telephone regarding the
 4/18/2020 incident. RN-E recalled being at the nurse station when LPN-C came to get RN-E. RN-E immediately placed R1 on one to
one supervision. RN-E assessed R1 and R2, documented LPN-C's statement, and contacted the on-call supervisor. During a
 follow-up interview with RN-E on 9/16/2020 at 2:37 PM, RN-E indicated the usual practice is to interview anyone who RN-E
 knows to be involved in an incident and document the interviews in the Point Click Care (Electronic Health Record software)
incident report via a drop down menu that allows names and interviews to be entered. RN-E could not recall which CNAs were
 on duty the night of the 4/18/2020 incident but if LPN-C mentioned another staff member, that person would be interviewed.
 RN-E also indicated that the on-call supervisor has a practice to ask questions and direct investigations at the time of
 the call to report an incident. RN-E recalled 4/18/2020 in particular had multiple incidents and estimated RN-E completed
 three to five incident forms for different events that occurred. On 9/15/2020 at 12:24 PM, Director of Nursing (DON)-B
 explained to Surveyor during telephone interview that the facility practice generally includes other resident interviews
 but it depends on if an event is witnessed or unwitnessed. DON-B verified not finding documentation of other resident
 interviews as part of this incident's investigation. At 1:18 PM, DON-B indicated to Surveyor via email that the facility
 InterDisciplinary Team met and decided not to pursue doing other interview due to (R1) being in the facility for less than
 24 hours and it being a witnessed event. On 9/16/2020 at 12:12 PM, Nursing Home Administrator (NHA)-A communicated to
 Surveyor via email that neither LPN-C or CNA-D were true spectators to the altercation. NHA-A verified the facility did not have a
statement by or interview with CNA-D documented for this FRI. On 9/16/2020 at 9:18 AM, NHA-A indicated to Surveyor
 that 15 minute checks are not a standard intervention for new admissions. NHA-A verified R1 was admitted   to the facility
 as an Emergency Protective Placement following being found wandering into another person's home. NHA-A indicated the
 facility did not initiate 15 minute checks for R1 as evidenced by the baseline (admission) care plan. Surveyor asked how
 the facility planned to keep other residents safe from R1 who was admitted   with a known history of wandering into other's homes.
NHA-A indicated staffing levels were five star with three staff per ten residents. NHA-A also asserted that it is
 not the facility's practice to obtain staff statements from all staff responsible for a resident's care when a resident is
 involved in a resident to resident altercation.
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