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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

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
interview and record review the facility failed to report an allegation of abuse to the State Agency for one of

Residents Affected - Few four residents (Resident #1) reviewed. Findings:Resident #1(R1)Review of an admission Record revealed

R1 was a [AGE] year-old female who was admitted to the facility on [DATE].Review of a Nursing Progress
Note dated 08/24/25 revealed .Resident used her phone and called 911. CNA (certified nurse aide) walking
by saw her on her phone and went in to investigate and noticed 911 was talking to her. CNA explained (to
911 dispatch) that resident was confused, and the call was an accident. Dispatch stated they needed to send
an officer out to do a well-check. During an interview on 08/26/25 at 12:10 PM, the Administrator/Abuse
Coordinator stated that she was not aware that R1 had called 911 on 08/24/25 nor was she aware that police
came to the facility to interview R1 shortly after the call to 911. During an interview on 08/26/25 at 1:35 PM,
Ottawa County Sherrif Deputy G reported that the narrative of the call made by R1 to 911 on 08/24/25
included the following: the resident stated she was being held against her will, resident stated she had been
assaulted by staff, resident stated staff would not allow her to make phone calls, and the resident implied that
she had been sexually assaulted by staff at the facility. During an interview on 08/26/25 at 1:00 PM, CNA B
indicated her recollection of events on 08/24/25 that involved R1 were as follows: she (CNA B) was walking
down the hallway and saw that R1 was in her room on the phone, CNA B went into R1's room and asked
who she was talking to and R1 handed CNA B the phone. CNA B stated that 911 dispatch was on the phone
and dispatch told CNA B that R1 reported being abuse by a staff person in the facility. CNA B told 911
dispatch that R1 was confused, R1 was ok, and the call was a mistake. CNA B also stated that she should
have notified the Abuse Coordinator but didn't. During an interview on 08/26/25 at 12:51 PM, CNA A stated
that she was working the evening of 08/24/25, was aware that R1 had called 911, and was told by CNA B
that R1 had told 911 dispatch that she was being abused. CNA A also stated that she did not report the
allegation of abuse to the Administrator/Abuse Coordinator because | assumed the nurse would take care of
it.Review of the facility policy Abuse Prohibition Policy revealed .allegations of guest/resident abuse .shall be
thoroughly investigated by the Administrator and reported to appropriate state agencies .allegations by
anyone .must be immediately reported to the Administrator.
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