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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, review of facility documentation, facility policies, and interviews for one (1) sampled

Residents Affected - Few resident (Resident #1) who was reviewed for a potential allegation of abuse, the facility failed to ensure an

allegation of abuse was reported to the Administrator and/or designee within two (2) hours of the incident.
The findings include:Resident #1's diagnoses included dementia with behavioral disturbance, anxiety and
repeated falls. The quarterly Minimum Data Set assessment dated [DATE] identified Resident #1 rarely or
never made decisions regarding tasks of daily life, required limited assistance with bed mobility and transfers
and extensive assistance with toileting. The Resident Care Plan dated 8/29/25 identified Resident #1 had
impaired cognition related to dementia with aggressive behavior. Interventions directed to encourage
socialization and recreation activity, have call bell within reach, observe resident for unmet needs and
address as needed, review meds, weight loss, medical problems for possible causes of decline in cognition,
and use simple, direct communication, verbal cues and task segmentation. The Facility Reported Incident
form dated 9/29/25 at 11:00 AM identified an allegation of abuse was made by a 7AM-3PM nurse aide,
Nurse Aide (NA) #1, regarding an incident NA #1 witnessed between Resident #1 and another nurse aide,
NA #2, on 9/28/25 at approximately 12:30 PM. Interview with NA #1 on 10/20/25 at 12:40 PM identified on
9/28/25 she observed a peer, NA #2, attempting to provide care to Resident #1 which Resident #1 refused.
NA #1 identified she observed NA #2 continue to attempt to provide care after Resident #1 had refused and
she felt this was abusive. NA #1 indicated she directed NA #2 to step out of the room, and she was able to
redirect Resident #1. NA #1 identified she did not report this to anyone until the following day on 9/29/25. NA
#1 identified facility policy directed any allegation of abuse was to be reported immediately and she should
have reported the incident when she witnessed the interaction. Interview and clinical record review with the
Director of Nursing (DON) identified on 9/29/25 she received an allegation made by NA #1 regarding abuse
to Resident #1 the day before on 9/28/25. The DON identified facility policy directed any allegation of abuse
was to be reported immediately but no more than two (2) hours after the incident. The DON identified all staff
are responsible for following this policy and NA #1 did not follow the policy when she reported the allegation
the day after the alleged incident occurred. Review of the facility policy title Abuse, Neglect and Exploitation,
undated, directed, in part, reporting of all alleged violations to the Administrator, state agency, adult
protective services and to all other required agencies within specified timeframes: immediately, but not later
than 2 hours after the allegation is made, if the events that cause the allegation involve abuse or result in
serious bodily injury.
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