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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 Based on interview and record review, the facility failed to submit reportable incidents to the State
Survey Agency, within 24 hours of the incident, for 7 (#s 13, 14, 15, 22, 25, 29, and 38) of 17 sampled

Residents Affected - Some residents. Findings include:

1. Review of a Facility-Reported Incident, dated 3/2/26, showed there was an incident involving
resident #25 making derogatory statements towards resident #13. The report showed when resident
#25 was asked to stop, he became angry, and threw two empty, and one partially full cup of juice, at
the staff members present during the incident. The incident was submitted to the State Survey
Agency via the online reporting portal on 3/5/26, three days after the incident occurred.

During an interview on 5/20/26 at 2:15 p.m., staff member C stated they were the only staff member
who knew how to submit a reportable incident via the online reporting portal, so if an incident
occurred on a weekend, it had the potential to be reported late. Staff member C stated she did not
know why the incident involving resident #13 and #25 was not submitted timely, within 24 hours, to
the State Survey Agency.

2. Review of a Facility-Reported Incident, dated Saturday, 2/28/26, at 1:30 p.m., showed there was a
verbal altercation between resident #29 and resident #25. The incident was submitted to the State
Survey Agency on 3/5/26, five days after the incident occurred.

During an interview on 5/20/26 at 2:15 p.m., staff member C stated she was the only person who had
access to the online reporting portal. Staff member C stated if an incident occurred on a weekend or
holiday, a report was not completed until she was back in the facility.

3. Review of a Facility-Reported Incident, dated 1/24/26 at 9:45 a.m., showed resident #22 became
verbally aggressive with resident #15. Resident #22 threatened to hit resident #15 with a crossword
book he had in his hand. The facility reported the incident to the State Survey Agency on 1/26/26,
two days after the incident occurred.

Review of a Facility-Reported Incident, dated 12/21/25 at 2:30 p.m., showed resident #14 became
verbally aggressive to resident #38 in the activities room. The facility reported the incident to the
State Survey Agency on 12/30/25, nine days after the incident occurred.

During an interview on 5/19/26 at 3:24 p.m., staff member C stated the incidents, which occurred
between resident #s 14 and 38 on 12/21/25, and resident #s 15 and 22 on 1/24/26, were not reported
to the State Survey Agency within 24 hours because she was out of the facility, and reported the
incidents as soon as she returned.
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F 0609 Review of the facility's policy titled, Abuse Policies, dated November 2016, showed:

Level of Harm - Minimal harm . 4. (1)AIl alleged violations involving abuse, neglect, exploitation or mistreatment, including injuries of

or potential for actual harm unknown source and misappropriation of resident property, are reported immediately, but not later
than 2 hours after the allegation is made, if the events that cause the allegation involve abuse or

Residents Affected - Some result in serious bodily injury, or not later than 24 hours if the events that cause the allegation do not

involve abuse and do not result in serious bodily injury, to the administrator of the facility and to other
officials (including to the State Survey Agency and adult protective services).
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