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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** 41682

Residents Affected - Few Based on clinical record review, facility documentation review, facility policy review, and interviews for two of

three residents (Resident #1 and #2) reviewed for abuse, the facility failed to ensure staff reported an
allegation of abuse timely. The findings include:

A. Resident #1's diagnoses included Wernicke's encephalopathy, mild cognitive impairment, and adjustment
disorder. The quarterly Minimum Data Set (MDS) assessment dated [DATE] identified Resident #1 had a
Brief Interview for Mental Status (BIMS) score of seven out of fifteen (7/15), indicative of severe cognitive
impairment and ambulated independently. The Resident Care Plan (RCP) dated 1/2/2025 identified Resident
#1 had behaviors/swearing at staff. Interventions directed to decrease visual or auditory stressors when over
stimulated, and ask for resident cooperation with task.

B. Resident #2's diagnoses included Parkinson's disease, vascular dementia, neurocognitive disorder, and
anxiety disorder. The quarterly MDS assessment dated [DATE] identified Resident #2 had a BIMS score of
seven out of fifteen (7/15), indicative of severe cognitive impairment and ambulated independently. The RCP
dated 2/14/2025 identified Resident #2 exhibited sexually inappropriate behavior. Interventions directed to
redirect, change environment and activity as indicated.

A nursing note dated 2/26/2025 at 10:32 PM by LPN #1 identified Resident #1 was noted sitting closely to
Resident #2 during dinner with his/her hand on Resident #2's thigh. LPN #1 asked Resident #1 to remove
his/her hand, which was complied with. After dinner, both residents sat on the couch in the TV room, with
Resident #1's arm around Resident #2. LPN #1 went to check on the residents and noted that Resident #1's
hand was resting against Resident #2 upper chest area and LPN #1 separated the residents.

A reportable event form dated 2/26/2025 identified on 2/26/2025 at 5:30 PM, Residents #1 and #2 were
sitting on a couch together and Resident #1 had his/her arm around Resident #2 with his/her hand was
resting against Resident #2's breast.

Facility summary dated 3/3/2025 identified Resident #1 was observed by staff on 2/26/2025 with his/her
hand on Resident #2's breast over clothing. Resident #1 removed his/her hand when directed by staff.

(continued on next page)
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Review of State Agency FLIS Events Report Tracking System identified the incident occurred on 2/26/2025
at 5:30 PM. Additional review identified the State Agency was notified on 2/27/2025 at 10:14 AM (16 hours
and 44 minutes after the incident occurred).

Interview with DON on 3/17/2025 at 3:00 PM identified LPN #1 did not initially report that staff observed
Resident #1 had his/her hand over Resident #2's breast. The DON stated that LPN #1 had reported Resident
#1 had his/her hand on Resident #2's thigh. On 2/27/2025 she identified Resident #1 was observed with
his/her hand on Resident #2's breast area, and she notified the State Agency at that time. The DON stated
the allegation of abuse should have been reported immediately.

Review of the facility Abuse, Neglect, and Exploitation Policy dated 2/2023 under Reproting/Response,
directed in part, to report all alleged violations to the Administrator, State Agency, Adult Protective Services
and to all other required agencies (e.g., law enforcement when applicable) within specified timeframes: a.
Immediately, but not later than two (2) hours after the allegation is made if the events that cause the
allegation involve abuse.
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