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F 0609

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** 42815

Based on interview and record review, facility staff failed to report an allegation of physical abuse for one 
resident (Resident #1) out of one sampled residents to the Department of Health and Senior Services 
(DHSS) within the two hour required timeframe. The facility census was 50.

1. Review of the facility's Investigation policy, undated, showed all allegations of abuse will be reported no 
later than two hours to the State Survey Agency and if applicable, law enforcement, and there are instances 
where an alleged violation of abuse, neglect, misappropriation of resident property and exploitation would be 
considered to be a reasonable suspicion of a crime. In these cases, the facility is obligated to report to the 
Administrator, to the state survey agency, and to other officials in accordance with State Law.

2. Review of Resident #1's Quarterly Minimum Data Set (MDS), a federally mandated assessment tool, 
dated 10/24/24, showed staff assessed the resident as admitted on [DATE] with severe cognitive 
impairment. 

Review of the facility's investigation, dated 11/15/24, showed the facility documented Certified Nurse Aide 
(CNA) A reported to the administrator on 11/15/24 at 4:10 P.M., Registered Nurse (RN) B hit Resident #1 
and threw a sheet over his/her head at 2:30 A.M. on 11/15/24. Reviewed showed staff documented they 
notified DHSS on 11/15/24 at 5:04 P.M 

During an interview on 11/09/24 at 9:30 A.M., the administrator said CNA A reported RN B slapped the 
resident and threw a fitted sheet over his/her head. He/She said it occurred around 3:30 A.M. on 11/15/24, 
but CNA A did not report the incident until later in the afternoon. He/She said CNA A did not know to report 
allegations of abuse immediately. He/She said he/she educated the CNA of his/her responsibility to notify 
him/her as soon as abuse was witnessed.

During an interview on 11/09/24 at 2:25 P.M., RN B said staff are directed to immediately notify upper 
management and the State agency within two hours of reported or observed abuse.

During an interview on 11/09/24 at 2:43 P.M., CNA A said he/she did not know he/she was supposed to 
report abuse within two hours to the administrator. CNA A said he/she was directed to make a report as soon 
as he/she was able to. CNA A said he/she did report to the administrator when he/she first had contact with 
him/her. CNA A said he/she was educated after the incident to report abuse immediately. 

(continued on next page)
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