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Betty Ann Nursing Center 1400 South Main Street
Grove, OK 74344

F 0609

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** Based on 
record review and interview, the facility failed to ensure an allegation of abuse was reported to the health 
department within the required 2-hour timeframe for 1 (#1) of 4 sampled residents reviewed for abuse.The 
DON reported the facility census was 53.Findings:An admission record, dated 08/06/25, showed Res #1 had 
diagnoses which included aphasia and weakness.A social service note, dated 08/20/25 at 11:44 a.m., 
showed Res #1 had signed the room change agreement form and moved from room [ROOM NUMBER]-A to 
room [ROOM NUMBER]-B.An Incident Report Form, dated 08/20/25, showed Res #1 reported they had 
been sexually abused by another resident. The inbound notification notation on the report showed it had 
been received by the health department on 08/20/25 at 5:23 p.m. The report showed local law enforcement 
was notified of the allegation on 08/20/25 at 1:40 p.m., and the facility began an investigation. The incident 
report showed that Res #1 had been moved to a different room on another hall for safety. On 09/03/25 at 
9:30 a.m., registered nurse #1 stated allegations of abuse should be reported to administration as soon as 
possible because they were required to make a report to the health department within two hours.On 09/03/25 
at 10:55 a.m., the DON stated they were unsure what time the allegation was made, but agreed more than 
two hours had elapsed between the allegation and sending the initial report to the health department.
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