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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32663

Based on record review and interview, the facility failed to ensure staff reported allegations of abuse to the 
Administrator immediately per facility policy. This resulted in a delay in the reporting of allegation to the 
appropriate state agencies and initiation of an investigation for 1 of 2 residents reviewed for abuse. (Resident 
B) 

Findings include:

The clinical record for Resident B was reviewed on 8/9/24 at 10:12 a.m. Diagnoses include urinary tract 
infection, hypertensive heart disease with heart failure, osteoporosis, and rheumatoid arthritis.

The most current admission Minimum Data Set assessment (MDS), dated [DATE], indicated the resident 
was cognitively intact.

The facility reportable, dated 7/8/24, indicated an allegation was received through a call from a family 
member regarding care concerns involving CNA 3. 

During an interview on 8/9/24 at 10:41 a.m., LPN 1 indicated, on 7/6/24, Resident B had complained to her 
about care received from CNA 3. LPN 1 assessed the resident for signs of physical injury. LPN 1 instructed 
CNA 3 to not enter Resident's B room for the remainder of the shift and instructed the other staff to provide 
care in pairs for Resident B. LPN 1 indicated she failed to report the allegation to the Administrator. 

During an interview on 8/9/24 at 2:00 p.m., the Administrator indicated they were made aware of the 
allegation on 7/8/24 (2 days after the alleged incident). The resident's family called the Administrator to 
verbalize the concern. The Administrator indicated staff had not reported the allegation per facility policy and 
regulation. The investigation was initiated once the Administrator had been made aware and CNA 3 was 
suspended pending investigation.

During the survey, Resident B declined an interview with the surveyor.

During the survey, CNA 3 was not available for interview. 
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Review of CNA 3's time report indicated the CNA worked 32 hours after the allegation was made by 
Resident B.

A current policy, dated 8/29/2019, titled Abuse and Neglect Procedural Guidelines and provided by the 
Administrator on 8/9/24 at 10:08 a.m., indicated the following:

 d. Identification ii. Any person with knowledge or suspicion of suspected violations shall report immediately, 
without fear of reprisal. 

iv. IMMEDIATELY notify the Executive Director. If the Executive Director is absent they may appoint a 
designee. 

e. Protection 

iv. Suspend suspected employee(s) pending outcome off investigation. 

This citation relates to Complaint IN00438284.
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