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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48570

Based on medical record review, resident and staff interviews, review of self-reported incidents, and policy 
review, the facility failed to report an allegation of abuse to the State Survey Agency in a timely manner. This 
affected one (#79) of three residents reviewed for abuse. The facility census was 84.

Findings include:

Review of the medical record for Resident #79 revealed an admitted [DATE]. Diagnoses included chronic 
obstructive pulmonary disease and acute and chronic respiratory failure. 

Review of the quarterly Minimum Data Set (MDS) 3.0 assessment, dated 04/26/24, revealed Resident #79 
was cognitively intact.

Interview on 05/09/24 at 10:15 A.M. with Resident #79 revealed he reported an allegation of abuse on 
04/11/24 to the Administrator related to Licensed Practical Nurse (LPN) #203 sticking her finger in his face.

Interview on 05/09/24 at 2:10 P.M. with LPN #203 verified Resident #79 did report to the Administrator an 
allegation of abuse, but stated the allegation was not true.

Interview on 05/09/24 at 3:30 P.M. with the Administrator verified Resident #79 reported an allegation of 
abuse on 04/11/24 for LPN #203 sticking her finger in his face. The Administrator stated the facility chose not 
to report the incident to the State Survey Agency because they felt the incident did not occur. The 
Administrator stated witness statements were collected and the incident was investigated.

Review of the facility's self-reported incidents (SRIs) reported to the State Survey Agency in 2024 revealed 
no reports were submitted regarding the allegation made by Resident #79 on 04/11/24. 

Interview on 05/09/24 at 4:50 P.M. with the Administrator confirmed it was the facility's policy with any 
allegation or suspicion of abuse to investigate the allegation and report it to the State Survey Agency. 
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Residents Affected - Few

Review of the undated facility abuse policy revealed it is the policy of the facility to provide resident centered 
care that meets the psychosocial, physical, and emotional needs and concerns of the residents. In the event 
an allegation is made, the facility will take measures to protect residents from harm during the investigation. 
Accurate and timely reporting of incidents, both alleged and substantiated, will be sent to officials in 
accordance with state law.

This deficiency represents non-compliance investigated under Complaint Number OH00153219.
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