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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** 35569

Residents Affected - Few Based on interview and document review the facility failed to report an allegation of sexual assault to the

state agency (SA) for 1 of 3 residents reviewed who alleged she had been raped at the facility.
Findings include:

R4's Resident Face Sheet identified diagnosis that included Parkinsonism, Alzheimer's disease and
dementia.

R4's significant change Minimum Data Set (MDS) dated [DATE], identified severe cognitive impairment and
indicated physical and verbal behaviors. The MDS further indicated R4 displayed hallucinations and
delusions.

R4's care plan updated 4/9/24 identified auditory hallucinations exhibited by seeing people in room, yelling,
hitting and refusal to take medications. The care plan indicated R4 voiced false accusations about staff. The
care plan directed staff to provide one to one, offer food/drink, call spouse, turn on television and
re-approach.

R4's facility Progress Note dated 2/28/24 at 4:46 p.m., indicated R4 was upset and yelling and sated the guy
with the square head, ended up raping me. 2/28/24 at 10:40 p.m. R4 was noted at the hallway screaming
and yelling that he wants to rape me. 3/11/24, R4 had two episodes of delusional behavior with
hallucinations. R4 accused male nursing assistant (NA) of raping her. R4 had accused male NA of rape
before which was not substantiated.

During interview on 4/10/24 at 2:42 p.m., the social services designee (SSD) indicated R4 was not
cognitively strong and said she knew who she was and where she was and on a good day could tell you
what day it was. The SSD stated, | know she has accused people of raping her but was not sure where it
came from. The SSD stated she was not involved in the reporting process.

During interview on 4/11/24 at 3:10 p.m. the director of nursing (DON) stated R4 had made accusations that
staff were trying to practice voodoo on her and staff had smashed her head, and that staff had tried to beat
her up. The DON stated R4 did say she had been raped and said staff had talked to her but R4 tended to be
vague and did not provide a lot of detail. The DON stated registered nurse (RN)-A sat and talked with R4 and
determined it was not a thing.

(continued on next page)
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F 0609 During interview on 4/11/24 at 3:42 p.m. RN-B stated R4 had good times and tough times and said she had
behaviors. RN-B stated when R4 tried to explain things she was unclear. RN-B stated she was aware R4
Level of Harm - Minimal harm or had made an allegation of rape and said she heard it during report in the past.

potential for actual harm

During interview on 4/11/24 at 4:58 p.m., the administrator stated R4's allegations of rape had not been
Residents Affected - Few reported to the SA and said she had not been aware of the rape allegations.

Facility policy Maltreatment Reporting Guidelines dated 10/8/21, indicated the facility must report to the SA
any suspected maltreatment (all alleged violations involving abuse, neglect, exploitation or maltreatment,
including injuries of unknown source and misappropriation of resident property) immediately, but not later
than 2 hours after the allegation is made, if the events that cause the allegation involve abuse.
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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35569
potential for actual harm
Based on interview and document review the facility failed to thoroughly investigation an allegation of sexual
Residents Affected - Few assault for 1 of 3 residents (R4) who alleged she was raped at the facility.

Findings include:

R4's significant change Minimum Data Set (MDS) dated [DATE], identified severe cognitive impairment and
indicated physical and verbal behaviors. The MDS further indicated R4 displayed hallucinations and
delusions.

R4's care plan updated 4/9/24, identified auditory hallucinations exhibited by seeing people in room, yelling,
hitting and refusal to take medications. The care plan indicated R4 voiced false accusations about staff. The
care plan directed staff to provide one to one, offer food/drink, call spouse, turn on television and
re-approach.

R4's facility Progress Note dated 2/28/24 at 4:46 p.m., indicated R4 was upset and yelling and sated the guy
with the square head, ended up raping me. 2/28/24 at 10:40 p.m. R4 was noted at the hallway screaming
and yelling that he wants to rape me. 3/11/24, R4 had two episodes of delusional behavior with
hallucinations. R4 accused male nursing assistant (NA) of raping her. R4 had accused male NA of rape
before which was not substantiated.

During interview on 4/10/24 at 2:42 p.m., the social services designee (SSD) indicated R4 was not
cognitively strong and said she knew who she was and where she was and on a good day could tell you
what day it was. The SSD stated, | know she has accused people of raping her but was not sure where it
came from. The SSD stated she was not involved in the reporting and investigation process.

During interview on 4/11/24 at 3:10 p.m. the director of nursing (DON) stated R4 had made accusations that
staff were trying to practice voodoo on her and staff had smashed her head, and that staff had tried to beat
her up. The DON stated R4 did say she had been raped and said staff had talked to her but R4 tended to be
vague and did not provide a lot of detail. The DON stated registered nurse (RN)-A sat and talked with R4 and
determined it was not a thing. The DON stated she did not have evidence an investigation had been
completed because they did not believe the rape had occurred.

During interview on 4/11/24, at 4:58 p.m. the administrator said she had not been aware of the allegations.
Facility Policy Maltreatment Reporting Guidelines dated 10/1/21, directed staff to begin conducting an

investigation of the alleged maltreatment, which may include resident and staff interviews, observations and
medical record review.
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