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 M 000 Initial Comments  M 000

The State Agency (SA) conducted onsite 

Complaint Investigations (CI)  at the facility from 

7/30/24 through 7/31/24 for CI MS #25986, 

community reported alleged abuse of a resident 

during care at the facility and CI MS 25993, a 

facility self-reported incident (FRI) of alleged 

abuse of a resident at the facility during care.  

The SA determined the facility was not in 

compliance with the Minimum Standards for 

Institutions for the Aged or Infirm, state licensure 

requirements and cited M500.

 

 M 500 45.17.2 Residents' Rights

Residents' Rights. The residents' rights policies 

and procedures ensure that each resident 

admitted to the facility:

1. is fully informed, as evidenced by the resident's 

written acknowledgment, prior to or at the time of 

admission and during stay, of these rights and is 

given a statement of the facility's rules and 

regulations and an explanation of the resident's 

responsibility to obey all reasonable regulations of 

the facility and to respect the personal rights and 

private property of other residents;

2. is fully informed, and is given a written 

statement prior to or at time of admission and 

during stay, of services available in the facility, 

and of related charges including any charges for 

services covered by the facility's basic per diem 

rate;

3. is assured of adequate and appropriate 

medical care, is fully informed by a physician or 

nurse practitioner/physician assistant of his 

medical conditions unless medically 

contraindicated (as documented by a physician or 

 M 500 9/11/24
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 M 500Continued From page 1 M 500

nurse practitioner/physician assistant in his 

medical record), is afforded the opportunity to 

participate in the planning of his medical 

treatment, to not be limited in his/her choice of a 

pharmacy or pharmacist provider in accordance 

with state law, as referenced in House Bill 1439, 

which states that the facility shall not limit a 

resident ' s choice of pharmacy or pharmacy 

provider if that provider meets the same 

standards of dispensing guidelines required of 

long term care facilities, to refuse to participate in 

experimental research, and to refuse medication 

and treatment after fully informed of and 

understanding the consequences of such action;

4. is transferred or discharged only for medical 

reasons, or for his welfare or that of other 

residents, or for nonpayment for his stay (except 

as prohibited by sources of third-party payment), 

and is given a two weeks advance notice in 

writing to ensure orderly transfer or discharge. A 

copy of this notice is maintained in his medical 

record;

5. is encouraged and assisted, throughout his 

period of stay, to exercise his rights as a resident 

and as a citizen, and to this end may voice 

grievances, has a right of action for damages or 

other relief for deprivations or infringements of his 

right to adequate and proper treatment and care 

established by an applicable statute, rule, 

regulation or contract, and to recommend 

changes in policies and services to facility staff 

and/or to outside representatives of his choice, 

free from restraint, interference, coercion, 

discrimination, or reprisal;

6. may manage his personal financial affairs, or is 

given at least a quarterly accounting of financial 

Mississippi State Department of Health
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 M 500Continued From page 2 M 500

transactions made on his behalf should the 

facility accept his written delegation of this 

responsibility to the facility for any period of time 

in conformance with State law;

7. is free from mental and physical abuse; 

8. is free from restraint except by order of a 

physician or nurse practitioner/physician 

assistant, or unless it is determined that the 

resident is a threat to himself or to others. 

Physical and chemical restraints shall be used for 

medical conditions that warrant the use of a 

restraint. Restraint is not to be used for discipline 

or staff convenience. The facility must have 

policies and procedures addressing the use and 

monitoring of restraint. A physician order for 

restraint must be countersigned within 24 hours 

of the emergency application of the restraint; 

9. is assured security in storing personal 

possessions and confidential treatment of his 

personal and medical records, and may approve 

or refuse their release to any individual outside 

the facility, except, in the case of his transfer to 

another health care institution, or as required by 

law of third-party payment contract; 

10. is treated with consideration, respect, and full 

recognition of his dignity and individuality, 

including privacy in treatment and in care for his 

personal needs;

11. is not required to perform services for the 

facility that are not included for therapeutic 

purposes in his plan of care;

12. may associate and communicate privately 

with persons of his choice, may join with other 

residents or individuals within or outside of the 

facility to work for improvements in resident care, 

Mississippi State Department of Health
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 M 500Continued From page 3 M 500

and send and receive his personal mail 

unopened, unless medically contraindicated (as 

documented by his physician or nurse 

practitioner/physician assistant in his medical 

record);

13. may meet with, and participate in activities of, 

social, religious and community groups at his 

discretion, unless medically contraindicated (as 

documented by his physician or nurse 

practitioner/physician assistant in his medical 

record);

14. may retain and use his personal clothing and 

possessions as space permits, unless to do so 

would infringe upon rights of other residents, 

unless medically contraindicated (as documented 

by his physician or nurse practitioner/physician 

assistant in his medical record);

15. if married, is assured privacy for visits by 

his/her spouse; if both are inpatients in the 

facility, they are permitted to share a room, 

unless medically contraindicated (as documented 

by the attending physician or nurse 

practitioner/physician assistant in the medical 

record); and

16. is assured of exercising his civil and religious 

liberties including the right to independent 

personal decisions and knowledge of available 

choice. The facility shall encourage and assist in 

the fullest exercise of these rights.

This Statute  is not met as evidenced by:

Level III

Based on observations, interviews, record review 

and facility policy and procedure review, the 

Preparation and submission of this plan of 

correction by Indianola Rehabilitation and 

Healthcare does not constitute am 

admission or agreement by the provider of 

the truth of the facts alleged or the 

Mississippi State Department of Health
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 M 500Continued From page 4 M 500

facility failed to ensure a resident's right to be free 

of abuse/neglect for Resident #1. Certified 

Nursing Assistant (CNA) #1 did not report to 

anyone that Resident #1 hit his head during 

resident care. This resulted in a serious right eye 

injury with fractures to his orbital bones which 

remained untreated and unassessed by the 

facility staff for several hours after the injuries to 

Resident #1 were discovered for one (1) of 27 

residents reviewed for abuse and neglect. 

Resident #1

Findings include:

Record review of the facility policy and procedure 

titled "Abuse Prohibition Policy," reviewed 5/17/24 

revealed " ... Neglect is defined as the failure of 

the facility, its employees, or service providers to 

provide goods and services to a resident that are 

necessary to avoid physical harm, mental 

anguish, or emotional distress. Neglect includes 

cases where the facility's indifference or disregard 

for resident care, comfort, or safety resulted in or 

could have resulted in physical harm, pain, 

mental anguish, or emotional distress ... 

Investigation: 1. The facility will thoroughly 

investigate all alleged violations and take 

appropriate actions ..."

On 7/30/24 at 11:30 AM, an interview with the 

Administrator (ADM) and the Director of Nurses 

(DON) revealed the local police had gone to the 

Emergency Room (ER) and completed their 

police report and talked to the resident at the ER. 

The Attorney General (AG) had been to the 

facility on Monday. The ADM stated that the local 

police had come to the facility to follow up on the 

situation on 7/29/24 and indicated to her they felt 

Resident #1 had been hit by someone at the 

facility. The ADM stated that the incident occurred 

correctness of the conclusions set forth on 

the statement of deficiencies. The plan of 

correction is prepared and submitted 

solely pursuant to the requirements under 

state and federal laws. 

1. Certified Nursing Assistant (CNA) # 1 

was immediately suspended on July 27, 

2024, for not notifying Licensed Practical 

Nurse (LPN) # 1 of incident. CNA #1 was 

terminated on July 28, 2024, for not 

following Policy and Procedure. Resident 

#1 was sent to the hospital on July 27, 

2024, for further evaluation. Resident #1 

returned on July 28, 2024, via family 

transportation. Registered Nurse (RN) 

Supervisor assessed Resident #1 with 

bruising and swelling to right eye and 

bruising to right arm with no complaints of 

pain; new orders received. LPN #1 was 

educated by Director of Nursing (DON) on 

timely documentation in the medical 

record on July 31, 2024. 

2. Seventy-two (72) of Seventy-two (72) 

residents who reside in the facility have 

the potential to be affected. 

3. Beginning the week of 8/01/24, 

thirty-one (31) of thirty-one (31) licensed 

nurses were in-serviced on Incident and 

Accident documentation, Proper 

documentation in the medical records, 

Abuse and Neglect policy and Resident 

Rights by the DON. Beginning the week of 

8/1/2024, forty-two (42) of forty two (42) 

Certified Nursing Assistants (CNA) were 

in-serviced by the Staff Development 

Coordinator (SDC) on refusal of care by a 

Mississippi State Department of Health
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 M 500Continued From page 5 M 500

on 7/27/24 2024, during the 7:00 AM - 3:00 PM 

shift. The ADM stated she obtained a statement 

from CNA #1, and he denied hitting the resident. 

CNA #1 stated that Resident #1 hit his head on 

the bedside table. The ADM stated the DON was 

contacted by Licensed Practical Nurse (LPN) #1 

that Resident #1's eye was swollen shut and the 

area around his eye was black prior to leaving for 

dialysis on 7/24/24 at approximately 11:00 AM. 

Resident #1 initially told LPN #1 on 7/29/24 at 

11:00 AM, that he and CNA #1 were boxing, and 

he got the black eye. The ADM stated CNA #1 did 

not report the incident of Resident #1 hitting his 

head on the bedside table to anyone. The ADM 

stated the DON was contacted on Saturaday, 

7/27/24 at approximately 11:15 AM via telephone 

but did not come to the facility to investigate the 

incident on 7/27/24 so there was no incident 

report or documentation assessing the injuries of 

Resident #1 for that day. 

Interview on 7/30/24 at 2:18 PM, with LPN #2 

revealed that she was the 3:00 PM - 11:00 PM 

nurse supervisor for the second shift on 7/27/24. 

She stated she did not receive a report form the 

first shift nursing supervisor of any incidents that 

occurred with Resident #1.  LPN #2 stated that at 

approximately 3:15 PM, LPN #1 told her that 

"something happened" between CNA #1 and 

Resident #1 and that Resident #1 had received a 

black eye. LPN #1 told LPN #2 that the DON had 

been contacted and that Resident #1 was going 

to be sent to the local ER for evaluation after 

dialysis. LPN #2 stated that at approximately 4:00 

PM, Resident #1 returned from dialysis and this 

was the first time that she had seen Resident #1. 

His right eye was swollen shut and was dark 

purple and black with large bruises and a small 

amount of blood noted to the nose. LPN #2 asked 

Resident #1 what had happened, and he said, 

resident, following resident Kardex when 

providing care, Abuse and Neglect policy 

and Resident Rights. On August 14, 2024, 

the DON audited the last thirty (30) days of 

Incident and Accident reports to ensure 

proper documentation in the medical 

records chart; no negative issues 

identified. 

4. Beginning the week of August 14, 2024, 

the DON will conduct three (3) audits of 

the incident and accident reports weekly to 

ensure proper documentation is in the 

medical records for four (4) weeks, and 

monthly for two (2) months, then quarterly 

thereafter.  A report will be submitted to 

the Quality Assurance Performance 

Improvement Committee on September 4, 

2024, for review and recommendation, 

and then monthly for three (3) months. 

The DON is responsible for ongoing 

monitoring and compliance. 

 Completion date: 9/11/2024 
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"we had a little tussle," Resident #1 did not tell 

LPN #2 who the CNA was or call the CNA by 

name. Resident #1 was transported to the local 

ER by the facility van driver at approximately 4:30 

PM. LPN #2 stated that at approximately 8:30 PM 

on 7/27/24 the facility van driver returned to the 

facility alone because Resident #1 had been sent 

via ambulance from the local ER to a hospital in 

another city for overnight observation and further 

testing.

Interview on 7/30/24 at 3:32 PM, with RN #3 from 

the local ER revealed that on 7/27/24 at 

approximately 5:00 PM, she saw Resident #1 in 

the ER where she was working as the ER nurse. 

She stated that Resident #1 arrived at the ER 

alone with a female facility van driver. Resident 

#1 was noted to have a large swollen dark 

bruised black eye with blood on his shirt and 

blood drops on his pants, and both nostrils of his 

nose contained blood. She stated that Resident 

#1 told her that he had gotten "punched" in the 

eye but did not want to talk about it. RN #3 stated 

that she immediately called the facility DON, and 

she stated that an investigation was underway to 

try to determine what had happened. RN #3 

stated that she also called the local Police 

Department, Adult Protective Services, and the 

State Agency. RN #3 stated that approximately 1 

hour after he was seen in the ER his two (2) 

daughters came to the ER but Resident #1 only 

stated that he "got punched" and did not want to 

talk about it anymore. The local Police 

Department came to the local ER and talked to 

Resident #1 at approximately 8:00 PM. Resident 

#1 was transferred for overnight observation and 

further testing via ambulance to an out-of-town 

hospital. RN #3 reported that the local ER had 

received a call earlier in the day around lunchtime 

(approximately 12:15 PM) from the "on-call" 

Mississippi State Department of Health
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 M 500Continued From page 7 M 500

Nurse Practitioner (NP) who reported to the ER 

that she had received a call from the facility DON 

after Resident #1 had been sent out to dialysis. 

The DON reported to Nurse Practitioner (NP) that 

Resident #1 had obtained a black eye and bloody 

nose sometime during patient care the morning of 

7/27/24 at around 8:00 AM. The NP stated that 

Resident #1 was sent out to dialysis before she 

was notified at 12:15 PM. The NP instructed the 

facility staff to bring Resident #1 to the local ER 

as soon as he returned from dialysis. Resident #1 

completed dialysis and arrived at the local ER at 

approximately 5:00 PM.

Interview on 7/30/24 at 3:49 PM, with the Attorney 

General (AG) Investigator revealed that he was in 

the process of obtaining a copy of the local Police 

report. He stated that the local ER had contacted 

the local Police to come to the ER and complete 

a Police report. The AG stated that as soon as he 

received the Police Report and gathered more 

information, he would make his conclusions as to 

what had occurred. The AG stated that CNA #1 

had denied he hit Resident #1.

Interview on 7/30/24 at 3:57 PM, with LPN #1 

revealed she was the facility unit nurse on 

7/27/24 for the 7:00 AM - 3:00 PM shift. LPN #1 

stated that CNA #2 told her that Resident #1 was 

"cutting up" and "resisting care." LPN #1 went to 

Resident #1's room to see what was going on and 

CNA #1 was giving Resident #1 a bath.  CNA #1 

told LPN #1 everything was fine and that he "had 

things under control." LPN #1 did not see the 

Resident's face at that time. At approximately 

9:00 AM, LPN #1 saw Resident #1 walking down 

the hall with his walker. LPN #1 stated "He 

appeared fine. I thought I saw a small blister 

under his right eye, but he did not have any 

swelling or bruising at that time". At approximately 

Mississippi State Department of Health
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10:30 - 10:45 AM, LPN #1 passed by the lobby 

and saw Resident #1 sitting in a chair waiting for 

dialysis to come pick him up and at that time his 

right eye was swollen shut and he had dark 

purple and black bruising around his right eye 

with some small amount of blood noted to his 

nose. LPN #1 asked him what had happened, 

and he said, "we were wrestling," "I got hit when 

we were wrestling." He never called any names 

as to who had hit him. LPN #1 immediately called 

the DON, and she told LPN #1 to get a statement 

from CNA #1 and to get CNA #1 out of the 

building on suspension until an investigation 

could be completed. LPN #1 stated that she 

should have written a nursing note and put 

information in the medical record of Resident #1 

immediately after the incident was reported to 

her, but she honestly thought that RN Supervisor 

#1 had completed the paperwork.

Interview on 7/30/24 at 4:00 PM, with the 

daughter of Resident #1 revealed that she had 

been called by LPN #1 on 7/27/24 at 

approximately 12:00 PM after her dad had been 

sent to dialysis. LPN #1 told her that her dad had 

been injured during care that morning and had 

received a black eye. Resident #1 told the family 

that he was "horsing around and wrestling with a 

friend." The daughter stated that after dialysis the 

facility transported Resident #1 to the local ER. 

Resident #1 had fractures to his orbital bones 

around his right eye and bruises on his arm and a 

bloody nose. The daughter stated that Resident 

#1 had blood on his clothes at dialysis and at the 

ER. Resident #1 was transported via ambulance 

to another out-of-town hospital for further 

evaluation. 

Interview, on 7/30/24 at 4:20 PM, with CNA #1 

revealed that on 7/27/24 at approximately 8:00 
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AM, CNA #1 discovered that Resident #1 needed 

to be cleaned up. CNA #1 attempted to deliver 

care and Resident #1 resisted and was cussing 

and swinging his arms about. Resident #1's 

bedside table was to the left of his bed and the 

window was to the right of his bed. CNA #1 stated 

Resident #1 was telling him to go on and leave 

him alone and that he did not want CNA #1 

cleaning him up. Resident #1 was swinging his 

arms about, and CNA #1 told Resident #1 "I am 

not here to hurt you, and I am here to help you." 

CNA #1 stated that he did not ask another staff to 

assist him with Resident #1. He stated that he 

thought he could handle the situation all by 

himself. He stated that he had left the door to 

Resident #1's room open. CNA #1 stated that he 

had been in-serviced and trained to leave the 

room when a resident was resisting care and get 

another staff to come in with him after the 

resident had calmed down, but he did not do that 

because Resident #1 calmed down on his own. 

CNA #1 stated Resident #1 did hit his head on the 

bedside table where CNA #1 had his basin of 

bath water sitting, but he stated that he was not 

hurt and that he was okay. CNA #1 stated that 

because Resident #1 was not hurt, he continued 

to deliver care. CNA #1 stated that he did not 

report to anyone that Resident #1 had hit his 

head until he gave a written statement to LPN #1 

several hours later when Resident #1 was 

discovered to have a black eye. CNA #1 stated 

that he did not hit Resident #1 and that he loved 

his residents and would never hurt anyone. CNA 

#1 stated that he assumed that Resident #1 had 

either hit himself in the eye or that he hit his head 

on the bedside table. 

Interview on 7/30/24 at 6:15 PM, with the facility 

van driver revealed that she was called about 

noon on 7/27/24, by the DON and asked to come 
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to the facility after dialysis and pick up Resident 

#1 and take him to the local ER for evaluation 

and x-rays. The van driver waited with Resident 

#1 at the ER until the local ER stated they were 

sending Resident #1 to an out-of-town hospital. 

The facility van driver stated that Resident #1 had 

a swollen, bruised right eye and his nose started 

bleeding at the ER. The facility van driver stated 

that she did not ask Resident #1 about the 

incident. 

Observation and interview on 7/30/24 at 6:30 PM, 

with Resident #1 revealed that he was sitting 

alone in a chair in the lobby at the front of the 

facility. Resident #1 had a large swollen shut 

black right eye with some thick, white substance 

noted to the corners of the eye and along the 

eyelash area. Resident #1 stated that he was not 

able to open his right eye at this time. Resident 

#1 stated: "I got into a little altercation with a 

friend." Resident #1 refused to disclose the name 

of his "friend" and stated they had "worked it all 

out" between them and that everything was okay. 

Interview on 7/31/24 at 9:30 AM, with CNA #2 

revealed she was working on the same unit on 

7/27/24 as CNA #1. CNA #2 revealed she heard 

loud yelling coming from Resident #1's room. The 

door was opened. I heard CNA #1 tell Resident 

#1 he was not trying to hurt him, he was trying to 

give him a bath. Resident #1 told CNA #1 to go 

on and leave him alone and to get out of his 

room.  CNA #2 stated CNA #1 never asked for 

any help with Resident #1. CNA #2 stated CNA 

#1 should have left the room until Resident #1 

calmed down and he should have asked 

someone to help him, but he didn't.

An interview on 7/31/24 at 12:16 PM, with the 

dialysis Facility Administrator (RN #4) revealed 
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that she was working at the dialysis clinic on 

7/27/24 when Resident #1 was there for dialysis. 

She stated that the van driver came into the 

dialysis clinic and asked the staff to come and 

help with the man from the nursing home 

because something was wrong. The private 

company van driver got Resident #1 off the van, 

and they brought him into the dialysis clinic with 

blood on his face and hands and clothes and a 

swollen black right eye. Resident #1 told the 

dialysis staff that he had been in a wrestling 

match with another patient at the facility by the 

name of (gave the first name of CNA #1). The 

dialysis nurse called the nursing home and talked 

to a lady that stated that she was an RN at the 

facility named (name of RN #2). RN #5 wanted to 

make sure that the facility knew that Resident #1 

had been sent to dialysis with an injury to his right 

eye and a bloody nose. The dialysis staff called 

the physician, and he gave instructions to have 

Resident #1 evaluated and x-rayed at the local 

ER. 

Record review of the dialysis clinic notes dated 

7/27/24 at 1:33 PM, signed by RN #4 revealed 

"Resident #1 arrived to dialysis today with his 

right eye swollen shut, a bloody nose, blood on 

his hands and pants. When questioned what 

happened, he stated he was wrestling with 

another patient named (name of CNA #1) at the 

nursing home. RN #4 contacted the nursing 

home and spoke with RN #2 who stated the 

patient was combative with a CNA during his bath 

prior to dialysis. The dialysis physician was 

notified via telephone, gave approval to start 

treatment, hold heparin, and wanted Resident #1 

to get an x-ray post-dialysis at the hospital to 

ensure there are no fractures. This information 

was communicated to the nursing home and 

Resident #1's family.
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Record review of a handwritten statements for 

LPN#1 revealed there was a verbal exchange 

between CNA #1 and Resident #1 at 

approximately 8:00 AM or 9:00 AM on 7/27/24. 

The statement revealed that at approximately 

10:50 AM prior to leaving the facility for dialysis 

she discovered that Resident #1 had an eye 

injury. LPN #1 documented in her statement " 

...swelling and bruising was noted ..." around 

10:50 to resident's right eye. DON was notified."

Record review of the local hospital "Final 

Radiology Report" dated 7/27/24 at 4:27 PM 

revealed " ...Exam: CT Head Without Contrast 

...Clinical Indication Injury or trauma 

...Impression: Significant right orbital fracture 

partially imaged with intraorbital air and severe 

appearing proptosis ...

Record review of the local hospital "Final 

Radiology Report" dated 7/27/24 at 5:15PM 

revealed ...IMPRESSION: 1. Comminuted and 

depressed right orbit floor fracture. Comminuted 

and medially displaced right orbit medial wall 

fracture. Small amount of intraorbital air. Marked 

proptosis. Thickened edematous appearance of 

the right inferior rectus muscle also with some 

gas immediately adjacent to possibly within the 

muscle fibers. Tiny bone fragments in close 

proximity to the right inferior rectus muscle. 

Cannot definitely exclude an element of 

intramuscular hemorrhage. However, no 

significant retrobulbar hemorrhage. 2. Age 

indeterminate nasal bone fracture. 3. 

Hemorrhage in the right maxillary sinus."

Record review of the local police department 

"Incident Report" revealed "Event Info: Date 

Reported: July 27, 2024, Time Reported: 20:01 

Mississippi State Department of Health
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(8:01 PM)  ... Date of Occurrence Range: 7/27/24 

Time of Occurrence Range: 19:55-20:10 

(7:55-8:10 PM Call Type: Assault- Victim was 

assaulted at (Proper name of nursing home 

facility) by an employee. Employee was trying to 

dress the victim when the victim began cussing 

and acting up. Victim has Dementia. Victim was 

transported to (local ER) where x-rays showed a 

fractured orbital. Victim was transported to 

(another city) to see a specialist. Classification: 

Completed Class: Vulnerable Person Abuse or 

Neglect Subclass: Abuse. Name type: Suspect 

Name (name and address and telephone number 

of CNA #1). Narrative ... (Proper name of 

daughter) stated she received a call from the 

facility about 11:13 AM and was informed their 

father had been assaulted. Instead of the facility 

sending Resident #1 to the hospital it was stated 

that he was taken to dialysis with a very bad 

swollen right eye.  ...Resident #1 stated that CNA 

#1 an employee at the facility is the person that 

caused his injury... The staff on duty during the 

shift had not reported the injury at all. The x-ray of 

Resident #1's face showed his orbital is fractured 

..." 

Record review of a handwritten statement by CNA 

#1 dated July 27, 2024 revealed "This morning 

when I went to bathe (Proper name of Resident 

#1), he started cursing and swinging. I asked him 

to stop and let me clean him. But he continued to 

swinging and curse. I notified the nurse that he 

was fighting and refusing care. During his 

outburst he hit his head, and his eye was swollen. 

I notified the nurse. I had went in several times to 

clean him, and I even asked (Proper name of 

CNA #2) to come into the room with me."

Record review of the handwritten statement by 

LPN #1 revealed "At approximately 9:00 AM, this 
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nurse (Last name of LPN #1) was called to the 

resident's room because the resident was being 

combative and refusing care. Upon entering the 

resident's room, the resident was noted to be 

lying in bed on his right side facing the window 

and the aide was giving the resident a bath. The 

resident was noted to be calm and did not appear 

to be in distress. After resident stated that he was 

alright, this nurse exited the room. There was no 

bruising or swelling noted at this time. Swelling 

and bruising was noted around 10:50 to the 

resident's right eye. DON was notified." Signed by 

LPN #1 and dated July 28, 2024.

Record review of a handwritten statement dated 

7/29/24 by LPN #2 revealed, "On the evening of 

7/27/24 I was working the 3:00p- 11p shift as the 

supervisor when (Proper name of Resident #1) 

returned to the facility from dialysis. I ask him ... 

why his eye was swollen, he stated that him and 

his CNA had a 'little tussle.' I ask him what he 

meant by a 'little tussle.' He stated that he really 

did not think that the CNA hit him or did anything 

to him, he stated, 'I might have hit myself.' ..." 

Record review of a typed statement by facility 

Administrator (ADM) dated 7/28/24 at 10:52 AM 

revealed, (Proper name of CNA #1) informed the 

Administrator that (Proper name of Resident #1) 

was refusing care, so he sent for (Proper name of 

LPN #1)...  CNA) #1 stated Resident #1 had risen 

in the bed, swung, and was fighting, and he hit his 

head on the over-bed table he had at bedside 

with the bath water on it. CNA #1 stated Resident 

#1 never complained of pain or said he was hurt. 

He finally calmed down and he was able to clean 

him up, dress him, shave him, and trim his hair 

with no issues. Resident #1 then walked up front 

prior to going to dialysis. LPN #1 asked Resident 

#1 what happened per CNA #1. Resident #1 
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replied, 'I have been down there fighting and did it 

to myself.' CNA #1 stated he never closed the 

door to Resident #1's room for his privacy 

because the smell was so bad. That is the only 

thing he did wrong was not providing privacy.

Record review of the Minimum Data Set (MDS) 

dated May 10, 2024, for Resident #1 Section C 

revealed that Resident #1 had a Brief Interview of 

Mental Status (BIMS) score of 14 which indicated 

that Resident #1 was intact cognitively and had 

no cognitive impairment.

Record review of the "Admission Record" 

revealed Resident #1 had been admitted to the 

facility on 10/7/22 and again on 4/16/23 with 

diagnoses that included Type 2 Diabetes Mellitus 

and Heart Failure.
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