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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 30875

Residents Affected - Some Based on observation, record review, and interview, the facility failed to investigate an allegation of abuse

and determine when to report the allegation for one (#3) of three sampled residents reviewed for abuse.

The administrator identified 92 residents resided in the facility. The administrator reported six allegations of
abuse in the past ninety days.

Findings:

An Abuse, Neglect and Exploitation and Misappropriation of Resident Property policy, dated 06/23/27, read
in part, The purpose of this policy is to ensure that all healthcare facilities comply with federal and state
regulations regarding (i) protecting facility patients and residents from abuse, neglect, exploitation and
misappropriation, and (ii) timely investigation of and reporting to state and local agencies all allegations of
abuse, neglect, exploitation and misappropriation of resident property. The policy also read, All residents,
family members, visitors, and others are encouraged to report actual or suspected incidents of resident
abuse, neglect, exploitation, and/or misappropriation of resident property without fear of retaliation.

On 12/09/24 at 6:49 a.m., CNA #2 was observed working the front half of the 500 hall. CNA #2 was asked if
there had been a problem on the 600 hall. They reported there was with Resident #3. They reported they
were told not to go to the resident's room because they had made a complaint against them. They reported
they were told when they made rounds in Resident #3's room they would need to ask for assistance from
another staff member.

On 12/09/24 at 7:00 a.m., Resident #3 returned from hospital on hospice services.

On 12/09/24 at 7:30 a.m., the DON reported a meeting was held with the ombudsman and Resident #3
about the lights shining through their room at night and they discussed darkening curtains.

On 12/09/24 at 8:05 a.m., LPN #1 was asked about CNA #2 working on the 600 hall. They reported they
heard last week CNA #2 was not allowed on the 600 hall.
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F 0609 On 12/09/24 at 9:19 a.m., the ombudsman was asked if they had informed the DON about a complaint
regarding rough treatment of Resident #3. They reported they had met with the DON on 11/05/24 and

Level of Harm - Minimal harm or informed them of the complaint of rough and rude treatment. They reported they were informed by the DON

potential for actual harm they would speak with night shift and investigate.

Residents Affected - Some On 12/09/24 at 10:18 a.m., LPN #3 was asked if they were aware CNA #2 was not to provide care for

Resident #3. They reported they had heard that from the night shift nurses. They were asked why CNA #2
was not to provide care. They stated because of a family complaint.

On 12/09/24 at 11:49 a.m., CNA #1 was asked if they were aware of a staff member that was not allowed to
provide care for Resident #3. They identified CNA #2. They were asked if they knew why. They reported
Resident #3 had several complaints about CNA #2 being rough and hateful. They were asked who they
reported those complaints to. They reported it to several nurses.

On 12/09/24 at 12:37 p.m., the administrator was asked how abuse allegations were reported. They reported
they typically called them directly or reported to the DON or ADON. They reported they had not received an
abuse allegation regarding Resident #3 and CNA #2.

On 12/09/24 at 2:28 p.m., the DON reported they had discussed with Resident #3 if anyone had upset them,
but they were unaware of an actual allegation.

An initial Incident Report Form, dated 12/09/24, read in part, [Resident #3] and [CNA #2]. During a complaint
survey it was notified to the facility that there may be an allegation of abuse by the resident &/or family. CNA
suspended. Investigation initiated.
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