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Flanagan Rehabilitation & Hcc 201 East Falcon Highway
Flanagan, IL 61740

F 0745

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide medically-related social services to help each resident achieve the highest possible quality of life.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility Social Services Director failed to conduct follow up visits following an 
abuse allegation for one resident (R3) of five residents reviewed for abuse from a sample list of five residents.
Findings include:The facility's Abuse policy dated 3/25 documents that Social Service will follow up with any 
residents after an allegation is made and document the visit in the chart of the resident.R3''s Nursing Note 
dated 6/4/2025 at 4:45PM documents the Interdisciplinary Team (IDT) met to follow up on R3's recent 
allegation against a staff member. The investigation was completed, and the allegation was unfounded. R3's 
reportable dated 5/22/25 stated social service will meet with R3 twice a week for the next four weeks.R3's 
Quarterly Minimum Data Set, dated [DATE] documents R3 is cognitively intact and R3 reported V7 and V11 
Certified Nursing Assistants (CNA's) to the facility. It was noted R3 has a history of Post Traumatic 
Syndrome Disorder (PTSD) and V4 did not speak with R3 following the incident.On 6/30/2025 at 3:45PM, V4 
(Social Service Director) stated she didn't talk to resident after the allegation and she didn't document it as it 
slipped V4's mind.On 7/1/2025 at 10:15AM, V1 (Administrator) stated V4 did not follow up with R3 and 
should have along with documenting the interaction in R3's chart as noted in the facilities Abuse policy and 
the report related to the allegation.
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