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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 33148

Residents Affected - Few Based on record review and interview, the facility failed to ensure an alleged violation of resident to resident

abuse was reported to the state agency for two (#1 and #3) of three sampled residents reviewed for abuse.
The administrator identified 41 residents resided in the facility.
Findings:

An Abuse Prohibition Policy and Procedure, revised 10/30/23, read in parts, .All suspected violations and all
substantiated incidents of abuse will be immediately reported to appropriate state agencies and other entities
or individuals as may be required by law .Should a suspected violation or substantiated incident of .abuse
(including resident to resident) be reported, the Administrator, or his/her designee, will promptly notify .The
State licensing/certification agency responsible for surveying/licensing the facility .

1. Res #1 had diagnoses which included depression.
A quarterly resident assessment, dated 11/20/23, documented the resident's cognition was intact.

A social service note, dated 02/01/24, documented Res #1 was approached before breakfast time by another
resident in an electric wheelchair. It was documented the other resident was hollering and screaming at the
nurses' station about Res #1. It was documented Res #1 was coming in from being outside and the other
resident started cussing and threatening Res #1. It was documented the other resident tried to run over Res
#1 with their electric wheelchair. It was documented the facility administrator was called.

On 02/06/24 at 11:27 a.m., Res #1 was interviewed about facility abuse and stated they had a problem with
Res #3. They stated Res #3 tried to run them over in their electric wheelchair last week. They stated Res #3
ran into staff instead. They stated Res #3's call light was on the day before and they asked Res #3 if they
needed help. They stated Res #3 told them they did not work at the facility and to get out of their room. They
stated they were not afraid of Res #3.

2. Res #3 had diagnoses which included depression and pain.
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F 0609 A quarterly resident assessment, dated 01/15/24, documented the resident's cognition was intact.

Level of Harm - Minimal harm or On 02/06/24 at 12:44 p.m., Res #3 was interviewed about abuse. They stated Res #1 was a pedophile and
potential for actual harm they were sick. They stated they had there was an incident where they had their call light on and Res #1
came into their room and they were told to get out.

Residents Affected - Few
On 02/06/24 at 4:45 p.m., the administrator provided documentation they had on file in their records for an
incident involving Res #1 and Res #3. It was documented on 02/01/24 they were called about an incident
that was occurring between two residents and employees. It was documented they arrived at the building
and started an investigation. It was documented on 01/31/24 Res #1 knocked on Res #3 door because their
call light was on. It was documented Res #1 asked Res #3 if they needed help because their call light was
on. It was documented Res #3 stated they did not need Res #1's help. It was documented Res #3 yelled at
Res #1 telling them they did not work there and to get out of their room. It was documented on 02/01/24 Res
#1 was coming in the building from feeding the outside cat. It was documented Res #3 approached Res #1 in
their motorized scooter and started yelling and cursing at them. It was documented staff intervened and had
Res #1 go behind the nurses desk in an attempt to separate them from Res #3. It was documented Res #3
became agitated at staff and pushed one of them up against the nurses desk with their scooter. It was
documented Res #1 called the police to come intervene.

There was no documentation the incident was reported to the state agency.
On 02/07/24 at 11:30 a.m., the administrator was asked if the incident which occurred on 02/01/24 between

Res #1 and Res #3 was reported to the state agency. They stated, No. They stated they did not consider the
yelling and cussing to be abusive.
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