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 S9999 Final Observations  S9999

Statement of Licensure Violations:
300.610a)
300.1210b)

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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These Regulations are not met as evidenced by:

Based on observation, interview, and record 
review the facility failed to protect the resident's 
right to be free from physical abuse by another 
resident which applies to 5 of 5 residents (R1, R2, 
R3, R4, R5) reviewed for abuse in a sample of 7. 
This failure resulted in R1 sustaining a right hip 
fracture. 

The findings include:

1. R1's Facesheet printed on 8/12/24 showed R1 
to be a 74-year-old male admitted to the facility 
with diagnoses which include: metabolic 
encephalopathy, hemiplegia (right sided), 
vascular dementia, cerebral infarction.

R2's Facesheet printed on 8/12/24 showed R2 to 
be an 86-year-old male admitted to the facility 
with diagnoses which include: dementia and 
Alzheimer's disease. 

The facility's Final Incident Report dated 8/4/24 
showed R1 and another male (R2) had an 
altercation on 7/31/24.  It is noted R1 and R2 
have dementia and cognitive deficits. R1 
approached R2 who was sitting in a chair. R1 
attempted to get R2 to move from the chair. R2 
stood up and struck R1 in the face. R1 them fell 
back onto the floor. 

On 8/12/24 at 1:00 PM, R6 stated, "A few of us 
(residents) were in the dining room area before 
breakfast time. (R2) was sitting in (R1's) "spot." 
(R1) gets upset when other residents are sitting in 
his chair. (R1) nudged (R2), waved his hands to 
(R2) to "get away." (R2) stood up and punched 
(R1) in the face. (R1) fell back on the floor." 
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On 8/12/24 at 2:00 PM, R7 stated, "When (R1) 
walked into the dining room (R1) got upset. We 
(residents) do not have assigned seats, but (R1) 
has "his chair" he sits in all the time. (R1) walked 
up to (R2), (R1) tapped (R2) on the arm, and (R2) 
punched (R1) in the face. (R1) fell back on the 
floor and landed on his butt." 

On 8/13/24 at 11:00 AM, V3 (Assistant Director of 
Nursing) stated R1 initially had no signs of injury. 
After the incident R1 was placed in a wheelchair 
at the table for breakfast. At the end of breakfast 
V10 (Certified Nursing Assistant/CNA) came and 
asked me to look at R1. V3 stated R1 usually 
ambulates by himself with no assistance. At that 
time R1 was having difficulty standing up and 
bearing weight on his right leg. V3 stated when 
R1's leg was moved R1 winced in pain. V3 stated 
R1 was sent out to the hospital.

R1's Hospital Records showed he was admitted 
on 7/31/24 with a right hip fracture after having an 
altercation with another resident. These records 
showed R1 needed to have hip surgery to repair 
the fracture. 

On 8/12/24 at 9:20 AM, V2 (Director of 
Nursing/DON) showed this writer R1's right hip 
which had a dressing covering a surgical site. 

2. The Facility's Final Incident report dated 
showed R3 was waiting for bingo to start in the 
3rd floor dining room. R3 asked a male resident 
(R2) if he could move because he was sitting in 
her chair. This report showed R2 got upset and 
struck R3 in the face and arm. The Report was 
filled out and completed by V3. 

On 8/12/24 at 11:45 AM, R3 stated she was in the 
dining room to play bingo. "'The Chinese guy' 
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(R2) was sitting in my chair. I leaned over to ask 
him if he could move. (R2) swung at me and hit 
me in my face and arm." R3 stated she 
immediately went to V7 (Registered Nurse/RN) 
about it. R3 stated she was upset at the time but 
is fine now. 

On 8/12/24 at 12:35 PM, V7 (RN) stated R3 came 
out of the dining room yelling the "Chinese guy" 
hit her in the face and arm. V7 stated she went to 
check the dining room. "(R6) and (R7) told me 
(R2) hit (R1)." 

On 8/12/24 at 2:00 PM, R7 stated, "A while ago 
we were waiting to start bingo. (R2) was sitting in 
a chair by the wall. (R3) came in and started 
yelling at (R2). (R2) started swinging at (R3)." R7 
stated she was not sure where R2 hit R3. R3's 
back was to her. R3 then left the dining room 
yelling for V7. 

On 8/12/24 at 9:20 AM, attempted to interview R2 
with V2 (DON) as a translator. R2 only speaks 
Korean. R2 stated he does not remember hitting 
anyone.

3. R5's Facesheet printed on 8/12/24 showed R5 
to be a 68-year-old male resident admitted to the 
facility with diagnoses which include: dementia, 
traumatic subdural hemorrhage, and unspecified 
psychosis. 

R4's Facesheet printed on 8/12/24 showed R4 to 
be a 61-year-old male with diagnoses which 
include: dementia, unspecific psychosis, and 
major depressive disorder. 

The facility's Incident Report dated 7/10/24 
showed R5 was found sitting on the floor outside 
another resident's room (R4). R5 had a laceration 
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above his left eye. This Report showed R4 stated 
R5 tried to come into his room. R4 stated he 
pushed R5 out of his room, R5 stumbled, and hit 
the doorway as he fell.  This report showed R5 
sustained a laceration to his left eyebrow 
approximately 2 centimeters long. 

R4's emergency room report dated 7/16/24 
showed R4 was treated for a laceration repair. 

On 8/13/24 at 9:30 AM R5 was sitting in the 
dining room. R5 had a reddish scar above his left 
eyebrow. 

The facility's Abuse Policy dated 7/3/12 showed 
the facility affirms the rights of the residents to be 
free from abuse.

(A)
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