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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.

44769

Based on interview and record review, the facility failed to report an alleged incident of verbal abuse to the 
State Survey Agency timely, as required, for 1 (#1) of 5 sampled residents. Findings include:

A review of a facility reported investigation showed an incident with resident #1 occurred on 11/30/24 at 2:53 
p.m. The date and time the facility reported the allegation to the State Survey Agency reporting portal, was 
on 12/2/24, and showed:

[Resident #1] was not wanting to go to dining room. When asked why, resident stated that someone 'yelled' 
at her on Thanksgiving and just does not want to be around people. [sic]

A review of a progress note for resident #1, dated 11/30/24 at 3:00 p.m., authored by staff member F, 
showed:

 . [Resident #1] has had behaviors today. she is refusing to go to dining room for meals. states that someone 
yelled at her on Thanksgiving and just does not want to be around people. when asked further resident can 
not articulate exactly what was said and who said it. she justs states her feelings were hurt . [sic] 

During an interview on 1/8/25 at 2:34 p.m., staff member B stated when a resident made an allegation of 
verbal abuse to the nurse, the nurse would call the on-call nurse, and then report to her.

During an interview on 1/8/25 at 2:44 p.m., staff member C stated she was one of the on-call nurses, and 
when she was notified by staff of the alleged abuse, she and the administrator would usually go to the 
facility. Staff member C further stated there was a time limit for reporting an abuse allegation. 

During an interview on 1/8/25 at 3:00 p.m., Staff member A stated the nurse working at the facility, when this 
allegation of verbal abuse was made by resident #1, should have called either the on-call nurse or herself. 
[Staff member F] didn't think anything of it. Staff member A further stated when she came in on Monday and 
noticed the allegation, she knew it needed to be reported, and reported it late. 
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A review of a facility policy titled, Abuse, Neglect, Exploitation or Misappropriation - Reporting and 
Investigating, with a revised date of April 2021, showed:

Policy Statement

All reports of resident abuse (including injuries of unknown origin), neglect, exploitation, or 
theft/misappropriation of resident property are reported to local, state and federal agencies (as required by 
current regulations) .

3. Immediately is defined as:

a. within two hours of an allegation involving abuse or result in serious bodily injury; or,

b. within 24 hours of an allegation that does not involve abuse or result in serious bodily injury . 
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