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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 harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record reviews, facility documentation, staff interviews, and policy review, the facility failed to

Residents Affected - Few implement their policy regarding reporting allegations of abuse and neglect and to ensure that allegations

of neglect were reported within a timely manner to the state agency for one of one sampled resident
(Resident #32). The deficient practice could result in further instances of allegations of neglect not being
reported and investigated promptly, and in accordance with professional standards. The universe was
68.Findings include:Resident #32 was admitted on [DATE], with the diagnosis that included type 2 diabetes
mellitus; depression; retention of urine; benign prostatic hyperplasia without lower urinary tract symptoms;
muscle spasm; and morbid obesity due to excess calories.A care plan initiated on February 23, 2024,
revealed a focus for risk of change in mood or behavior due to medical condition. Interventions included
medications as ordered, initiated February 24, 2024.The care plan for risk of change in mood and behavior
was revised on February 13, 2025 to include that the resident makes statements of untruths related to
receiving medications on time. A review of a quarterly MDS (Medicare Minimum Data Set) assessment
dated [DATE], revealed a BIMS (Brief Interview for Mental Status) score of 15 out of 15, which indicated
intact cognition. The assessment also revealed that within the last 7 days before the assessment, Resident
#32 felt down for two to six days; verbal behavioral symptoms and other behavioral symptoms not directed
towards others occurred one to three days.On February 13, 2026, a behavior progress note revealed that
the Resident told a medication technician, that he was being neglected and wanted to speak to a nurse
right now. The progress note also revealed that the allegation was reported to the DON, who spoke to the
resident and instructed staff to have 2 people in the room for care. however, there was no evidence that the
allegation had been reported to the state agency.A care plan for risk of change in mood or behavior was
revised on February 18, 2026 to include interventions for 2-person cares and medication pass.On February
20, 2026, a behavior progress note revealed that Resident #32 complained that he was not receiving his
medications at night, and the resident stated that it is your fault. The nurse wrote that the ADON (assistant
director of nursing) was notified that the resident accused staff of abusing and neglecting him. The nurse
also relayed that the resident's medications were administered according to physician orders. Another
behavior progress note dated February 20, 2026 revealed that cares in pairs was continuing.An interview
was conducted on February 24, 2026, at 11:23 AM, with Resident #32, who stated that he felt that an LPN
(licensed practical nurse/Staff # 32) had inflicted mental abuse on him, as evidenced by previous
interactions that made Resident #32 feel less than a man. The resident also stated that he had increased
anxiety when he was aware that the LPN would be on the upcoming shift, and that he had experienced
anxiety attacks due to being scared of the LPN. Resident #32 further stated that he felt that he had been
abused and neglected due to his race and did not understand why the staff would treat him that way. The
resident stated that he had told the DON (director of
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F 0609

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

nursing), but felt that the facility did not do anything about it. An interview was conducted on February 25,
2026, at 10:06 AM, with a CNA (certified nursing assistant/Staff #76) who stated that allegations of abuse
and neglect, such as physically harming a resident, utilizing mean words towards a resident, taking the
money of a resident, not listening to a resident's needs, and ignoring call lights and walking way to not
provide care to a resident, such as closing the door; are examples of instances of abuse and neglect that
are expected to be reported to their charge nurse The nurse is expected to report allegations shared by the
aides to DON and up the chain of command. Regarding Resident #32, the CNA stated that the resident had
reported alleged abuse and neglect to her, and had also reported the allegations to nurses; however, the
CNA stated that the nurses told her that they were aware of the allegations and to let them handle the
allegations, which she stated she did.An interview was conducted on February 25, 2026, at 10:47 AM, with
an LPN (Staff #95) who stated allegations of abuse and neglect, such as pushing, kicking, hitting someone,
intimidation, verbal abuse such as comments made to make residents feel demeaned such as mocking a
resident for their beliefs, how they look, racist comments, or not taking care of someone and or withholding
care from a resident, are instances of abuse and neglect that are to be reported to the state agency within
a two hour timeframe. The LPN also stated that if a resident were to report an allegation of abuse and
neglect, she would ensure the safety of the resident and then ensure that the ADON, DON, or the
Administrator are made aware of the allegation so that an investigation can be conducted. Regarding
Resident #32, the LPN stated that the resident had reported allegations of abuse and neglect regarding his
water restrictions and not receiving his medications as ordered by a specific staff member. The LPN stated
that she reported the allegations to the ADON, DON, and the Administrator; however, they did not
communicate to her what the facility intended to do with the allegation. An interview was conducted on
February 25, 2026, at 1:46 PM, with a CNA (Staff #43) who stated that allegations of abuse, such as
hitting, mental abuse, emotional abuse, verbal abuse, expressions of anger, and mean words, that could
result in a resident feeling scared, would be required to be reported to the nurses. The CNA stated that that
she had reported the comments made by Resident #32 to the nurses on the shift, and had been met with
responses that indicated that they are aware of the comments and that they have already spoken to
Resident #32. The CNA stated that she was unsure what was done regarding the concerns. A phone call
interview was attempted on February 26, 2026, at 10:09 AM with the alleged perpetrator (AP/Staff #32);
however, it was unsuccessful, and a voicemail could not be left as there were no identifiers within the
voicemail.An interview was conducted on February 26, 2026, at 1:15 PM, with the DON (Staff #15), who
stated that all allegations of abuse and neglect, including verbal abuse, are expected to be reported to the
abuse coordinator to determine next steps. Regarding the progress note from June 21, 2024, regarding the
allegation of neglect, the DON stated that she was not notified of the allegation, indicating that the
allegation had not been reported to the state agency and had not been reported per their facility policy and
regulatory requirements. The DON also stated that should this allegation have been reported to her, it
would have been reported to the state agency per the facility policy and regulatory requirements. The DON
also stated that allegations of abuse and neglect are expected to be reported per facility policy for the
safety of the residents, with the risk of the alleged abuse and neglect not being followed through on.
Regarding the progress note on February 13, 2026, the DON stated that the allegation of neglect had been
reported to her, and although a discussion may have occurred, she acknowledged that she did not
complete documentation of any discussions she had with Resident #32. The DON requested the support of
the ADON (Staff #67), Social Services (Staff #14), and the Administrator (Staff #110). The DON, ADON,
and Social Services stated that
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F 0609 there had been a conversation regarding the allegations; however, they confirmed that documentation of
the conversation had not been completed and had not met the facility's expectations. The DON then further
Level of Harm - Minimal harm stated that the conversation included the determination that the allegation did not meet their understanding
or potential for actual harm of what abuse and neglect were, and decided that it did not require further action, which included reporting
it to the state agency, as stated per their facility policy and regulatory requirements. Social Services stated
Residents Affected - Few that the resident had exhibited behaviors of increased depression and anxiety, and stated that they did not

make the correlation between the allegations of abuse and neglect and the resident's increased behaviors
of anxiety and depression. Social Services further stated that following the most recent allegation of abuse
and neglect made by Resident #32 during the annual re-certification, law enforcement shared with the
facility that Resident #32 reported the comparison of his ex-wife resembling the alleged perpetrator, which
Social Services stated may have been a potential trigger. It had also been discussed that there had been
an attempt to interview the alleged perpetrator, but it had been unsuccessful. A phone interview was
conducted on February 26, 2026, at 2:53 PM, with an LPN (Staff #32), who stated the allegations of abuse
and neglect would require understanding of who has made the allegation, and stated that, depending on
the person, she would only then report that information to the DON and indicating that she will report or not
report allegations and will determine what is reported, depending on the rapport built with the resident. The
LPN also stated that she could not recall that the Resident had disclosed any allegations of abuse or
neglect to her or against her, and denied that any allegations of abuse and neglect against her had been
untrue due to her character. The LPN did not state what actions or behaviors of abuse and neglect could
look like.A policy titled ‘Abuse - Identification of Types', last reviewed May 6, 2025, revealed that it is the
policy of the facility to identify abuse, neglect, and exploitation of residents, and misappropriation of resident
property. The policy also revealed that abuse is the willful infliction of injury, unreasonable confinement,
intimidation, or punishment with resulting physical harm, painful or mental anguish, which included verbal
abuse. The policy also revealed that the facility will apply the following definitions to identify abuse, neglect,
and exploitation, and that facility staff should report any suspected abuse, neglect, or exploitation to the
Executive Director or Director of Nursing.A policy titled ‘Abuse - Reporting and Response - No Crime
Suspected', last reviewed May 7, 2025, revealed that the facility will report alleged violations related to
mistreatment, exploitation, neglect, or abuse, including injuries of unknown source and misappropriation of
resident property, and report the results of all investigations to the proper authorities within prescribed
timeframes. The policy also revealed that the facility will ensure that all staff are aware of reporting
requirements and support an environment in which staff and others report all alleged violations of
mistreatment, exploitation, neglect, or abuse, including injuries of unknown source, and misappropriation of
the resident's property. The policy also revealed that alp associates are mandated to immediately report
suspected abuse and/or neglect to their immediate supervisor and/or facility representative, and must be
reported to the supervisor regardless of the time lapse since the incident occurred. The policy also revealed
that all alleged violations, whether oral or in writing, must be reported to the facility and to other officials in
accordance with State law through established procedures.
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