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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 record review and interview, the facility failed to report an allegation of abuse to the state
agency for 1 (#1) of 3 sampled residents reviewed for abuse.The DON identified 38 residents resided

Residents Affected - Few in the facility.Findings:An undated Abuse, Neglect and Exploitation policy, read in part, The facility

will have written procedures that include: 1. Reporting of alleged violations to the administrator, state
agency, adult protective services and to all other required agencies.An admission assessment, dated
01/22/26, showed Res #1 had a Brief Interview for Mental Status (a test for cognition) score of 3,
which indicated severely impaired cognition.A physician progress note, dated 04/29/26 at 7:57 a.m.,
read in part, Follow-up evaluation conducted today regarding prior concerns of potential inappropriate
physical contact involving the patient and spouse. There have been allegations of possible sexual
behavior; however, no such activity has been witnessed by staff.On 05/06/26 at 11:00 a.m., the DON
stated on 04/28/26, the administrator was notified by a certified nurse aide of concerns related to
potential sexual contact between Res #1 and their spouse. The DON stated they immediately started
an investigation but did not report the concerns to the health department.On 05/06/26 at 4:15 p.m.,
the administrator stated that all abuse allegations must be reported to the health department within
two hours. The administrator stated this incident was not reported to the health department because
they did not think it was an allegation of abuse.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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