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Statement of Licensure Violations:
300.610a)

300.1210b)

300.1210d)6)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.
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d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken
to assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These Regulations are not met as evidenced by:

Based on interview and record review, the facility
failed to ensure resident to resident physical
abuse did not occur for two residents (R2, R3)
reviewed for abuse in a sample of four. This
failure resulted in R2 being transported to the
Emergency Department; and R2 sustaining a
nasal fracture.

Findings include:

R2's diagnoses include Dementia, Psychotic
Disturbance, Mood Disturbance, Anxiety, Bipolar
Disorder, Major Depressive Disorder.

R2's Minimum Data Set/MDS Assessment dated
8/20/24 documents R2 as cognitively intact.

R2's current Care Plan documents, "(R2) has had
verbal aggression that has escalated to physical
threats of aggression towards staff and peers."

R3's diagnoses include Schizoaffective Disorder
Bipolar Type.

R3's Minimum Data Set/MDS dated 10/28/24
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documents R3 as cognitively intact.

R3's current Care Plan documents: "(R3) may be
physically aggressive with peers at times."

The facility's Initial and Final Reports to (State
Agency) for R2 and R3 document, "Incident
Description: On 11/8/24, (R2 and R3) were noted
on the ground on the outside patio engaged in a
physical altercation with one another. (R2)
sustained injuries to his hand, nose, and back of
head. (R3) had no visible injuries."

The facility's Information Report Dated 11/8/24
documents V6 Certified Nursing Assistant/CNA
stated that R8 said "fight" and she ran out to the
patio. V6 stated that R3 was on top of R2 hitting
R2 in the face with a closed fist; and V6 stated
that she got R3 up. V6 then stated that she did
not know what started the fight.

The facility's Information Report Dated 11/8/24
also documents, "(V2 Assistant Director of
Nursing/ADON) was alerted to the facility's South
smoking patio by the staff; and once outside, (R2)
was noted on his hands and knees calling for
help. R2 was assisted up by staff and (V2)
assessed (R2) and noted a 0.5 centimeter/cm
laceration across the bridge of (R2's) nose and a
1.0 cm laceration to the back/center of his head.
Orders were given for (R2) to be sent to the
hospital for further evaluation. Police were
contacted and gave (R3) a choice of going to jail
or the hospital. (R3) was resistive to both, so the
police took him to jail."

The facility's Information Report Dated 11/8/24
documents: "(R2) said (R3) pushed (R2) and just
started hitting (R2) to the ground. (R2) didn't
know why."
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R2's Hospital Notes Dated 11/8/24 documents:
"Diagnoses, Closed fracture of nasal bone, initial
encounter; Assault."

On 11/26/24 at 2:05pm, R2 stated that he was
sent to the Emergency Department at the local
hospital after the 11/8/24 incident with R3 and
arrived back at the facility the same day. R2
stated that the hospital staff said he had a broken
nose, and it "still hurts." At this same time, R2
stated: "He's (R3) a troublemaker; | am glad he's
gone."

On 11/27/24 at 10:30am, V6 Certified Nursing
Assistant/CNA stated that on 11/8/24 she was
sitting at the nursing station; stated that (R8) was
near the patio door and shouted "fight". V6 stated
that R2 and R3 were on the ground in a physical
altercation. V6 stated V6 immediately went to
intervene between R2 and R3, separating the two
residents.

On 11/27/24 at 9:55am, V1 Administrator verified
the physical altercation on 11/8/24 between R2
and R3. V1 stated the local police were notified
and R3 was arrested.

The Facility's Abuse Prevention Program Policy
Dated 6/3/24, documents: "This facility is
committed to protecting our residents from abuse
by anyone including, but not limited to, facility
staff, other residents, consultants, volunteers,
staff from other agencies providing services to
the individual, family members or legal
guardians., friends, or any other individuals.
Physical Abuse is the infliction of injury on a
resident that occurs other than by accidental
means and that requires medical attention."
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