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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** 38396

Residents Affected - Few Based on Interview and Record review, the facility failed to report an allegation of misappropriation of jewelry

to the state agency or local law enforcement for one of three residents (R1) reviewed for misappropriation in
the sample of four.

Findings include:

The facility's Abuse policy (undated), documents It is the policy of (the facility) to encourage and support all
residents, staff, families, visitors, volunteers and resident representatives in reporting any suspected acts of
abuse, neglect, exploitation, involuntary seclusion or misappropriation resident property from abuse, neglect,
misappropriation of resident property, and exploitation. Any nursing home employee or volunteer who
becomes aware of abuse, mistreatment, neglect, exploitation or misappropriation shall immediately report to
the nursing home Administrator/Designee. The nursing home Administrator/Designee will report
abuse/neglect and/or allegations thereof to (the state agency) per state requirements. This same policy
documents The facility will ensure that all alleged violations involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown source and misappropriation of resident property, are reported
immediately, but not later than two hours after the allegation is made, if the events that cause the allegation
involve abuse or result in serious bodily injury, or not later that 24 hours if the events that cause the
allegation do not involve abuse and do not result in serious bodily injury, to the administrator/designee of the
facility and to other officials including (the state agency) and adult protective services. In addition, local law
enforcement will be notified of any reasonable suspicion of a crime against a resident in the facility.

R1's nursing progress note, dated 1/1/2025 at 9:38 AM and completed by V7 (Licensed Practical Nurse),
documents (R1's family member, V5) reported that (R1's) ring is missing. Room searched by staff. (V2,
Director of Nursing) notified and (V1, Administrator In Training, AIT) notified.

On 1/27/25 at 4:40 PM, V5 (R1's Family) confirmed that R1 resided in the facility from [DATE]-[DATE]. V5
stated | visited every day while (R1) was in the facility. The last day she was there | noticed her ring was not
on her finger. This ring was never found. That was the day she went to the hospital. | went in to see her and
her ring was missing. It was my grandmother's ring and not replaceable. V5 confirmed she reported the
missing item to the nurse working that day but hasn't heard anything since.

(continued on next page)
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F 0609 On 1/28/25 at 12:34 PM, V7 (Licensed Practical Nurse) confirmed working the day that R1 was sent to the
hospital. V7 stated Before the ambulance came (V5) came down to the nurses station and was very upset.
Level of Harm - Minimal harm or She said (R1's) ring was missing. The ring was from her grandmother. (V5) said the ring had been on her the
potential for actual harm day before and it was missing. | notified (V1, AIT) because he is the Abuse Coordinator, and that is all | know.
Residents Affected - Few On 1/27/25 at 2:22 PM, V1 (AIT) confirmed being made aware that R1 was missing a ring on 1/1/25. V1

stated | did not report the missing ring to (the state agency) or local authorities. The family never got back
with me to discuss what they wanted to do.
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