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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** 45315

Residents Affected - Few Based on interview and record review, the facility failed to follow their abuse policy and procedure (P&P) for

an abuse allegation that involved two out of four sampled residents (Residents 1 and 2) when the facility did
not provide the State Survey Agency (SA) with results of the facility ' s investigation of the alleged abuse
within five (5) working days.

The lack of facility oversight placed residents at risk for further potential abuse.
Findings:

A review of the facility ' s P&P titled, Reporting Abuse, revised 1/8/14, indicated, The Administrator, or his
designee, shall provide the appropriate agencies or individuals with a written report of the findings of the
investigation withing five (5) working days of the incident

A review of Resident 1's undated Admission Record, indicated, Resident 1 was admitted to the facility on
[DATE] with the diagnoses of high blood pressure and anxiety. Resident 1 was not her own responsible party
(RP, person that made decisions).

A review of Resident 2 ' s undated Admission Record, indicated, Resident 2 was admitted to the facility on
[DATE] with the diagnosis of memory deficit following cerebrovascular disease (memory loss due to a
stroke). Resident 2 was not her own RP.

A review of the Intake Information, dated 7/30/24, received by SA, the facility had reported an allegation of
resident-to-resident abuse. The Intake Information, indicated that Resident 1 hit Resident 2 with a pillow.

During a concurrent interview and record review on 9/11/24 with the facility ' s interim Assistant Director of
Nurses (IADON), a file that contained documents regarding the alleged abuse between Residents 1 and 2
was reviewed. The IADON stated the file did not contain the 5-day investigation report.
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F 0609 During an interview on 9/19/24 at 11:40 a.m., the facility ' s Interim Administrator (IADMIN) stated, when

there was an allegation of abuse, the facility ' s Administrator (ADMIN) performed an investigation and
Level of Harm - Minimal harm or provided the SA the results of the investigation within 5 working days. IADMIN confirmed, the facility ' s
potential for actual harm previous ADMIN had not provide the SA with a 5-day investigation report and should have.
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