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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 15024

Residents Affected - Few Based on records reviewed and interviews, for one of three sampled residents (Resident #1), who was

alleged to have been subjected to verbal abuse by Certified Nurse Aide #1, the Facility failed to ensure they
submitted a report to the Department of Public Health within the required timeframe (two hours), after being
made aware of the allegation, when their report regarding the allegation was not submitted until seven days
after administrative staff became aware of the allegation.

Findings include:

Review of the Facility's Policy titled Prevention/ldentification of Abuse, Neglect or Mistreatment, dated
October 13, 202, indicated the Compliance Officer or designee is responsible for reporting the incident to the
appropriate regulatory agency or accreditation organization. The Policy indicated to notify the State Agency
through the Health Care Facility Reporting System (HCFRS) for alleged violations involving Abuse
immediately, but no later than 2 hours after the allegation is made if the events that cause the allegation
involve abuse.

Review of the Report submitted by the Facility via the Health Care Facility Reporting System (HCFRS)
indicated the Facility submitted the report regarding an allegation of verbal abuse (that had occurred on
4/15/24) at 4:12 P.M. on 04/22/24, seven days after Housekeeper #1 reported the alleged incident to the
Housekeeping Supervisor, and Administrative staff were initially made aware.

Review of Resident #1's medical record indicated his/her diagnoses included alcohol abuse and dementia
with behavioral issues.

Review of Resident #1's Quarterly Minimum Data Set (MDS) assessment, dated 04/23/24, indicated he/she
had severely impaired cognition, and displayed behavioral symptoms not directed toward others.

During a telephone interview on 05/20/24 at 11:15 A.M., the Housekeeping Supervisor said at approximately
4:45 P.M. on 04/15/24, Housekeeper #1 reported to him that a Certified Nurse Aide (CNA) was heard telling
Resident #1 that he/she was such an idiot after he/she repeatedly asked to go outside to smoke. The
Housekeeping Supervisor said he immediately notified the Nursing Supervisor.
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F 0609 During a telephone interview on 05/20/24 at 10:08 A.M., the Nursing Supervisor said on 04/15/24, sometime
between 5:00 P.M. and 5:30 P.M. (exact time unknown) the Housekeeping Supervisor notified her that a

Level of Harm - Minimal harm or CNA was heard calling Resident #1 an idiot after requesting to go out to smoke several times. The Nursing

potential for actual harm Supervisor said based on descriptions provided, the CNA was identified as CNA #1, and her employment

was immediately suspended and Administration was notified.
Residents Affected - Few
During an interview on 05/14/23 at 11:00 A.M., the Quality Nurse Manager said at approximately 5:00 P.M.
on 04/15/24, the Administrator notified her there was an allegation of verbal abuse, that CNA #1 called
Resident #1 an idiot. The Quality Nurse Manager said since the Administrator was not a registered user for
the HCFRS system for the Facility yet, she was asked to submit the initial report within two hours. The
Quality Nurse Manager said she immediately began to enter the information into HCFRS, but accidentally did
not submit the report. The Quality Nurse Manager said once her error was identified (date not recalled), the
report was submitted into HCFRS days later.

Review of an email received on 05/17/24 at 2:47 P.M., from the Administrator indicated, that although the
Facility became aware of the alleged incident of abuse on 04/15/24, it was not discovered until the following
Monday on 04/22/24 that the report was not submitted to the DPH.
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