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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49469
or potential for actual harm
Based on review of facility documents, facility policy, clinical records, and staff interviews, it was determined
Residents Affected - Few that the facility failed to implement written policies and procedures to ensure a complete and thorough
investigation of an allegation of sexual abuse was completed for one of four residents (Resident R1).

Review of the facility policy Resident Protection from Abuse, Neglect, Mistreatment or Exploitation last
reviewed 11/8/24, indicated Abuse is the willful infliction of injury, unreasonable confinement, intimidation, or
punishment with resulting physical harm, pain, or mental anguish. Sexual abuse is defined as
non-consensual sexual contact of any type with a resident and includes sexual harassment, sexual coercion
or sexual assault.

Reporting/Response includes but not inclusive to:

The Nursing Home Administrator (NHA) or Director of Nursing (DON) must be notified immediately.

The NHA or DON will notify the PA department of health within 24 hours of the incident and complete an
on-line PB-22.

The NHA or DON will contact the County Area Agency on Aging.

All reports of abuse, neglect, exploitation or mistreatment will be investigated and documented.

An internal investigation will be conducted.

In the event of any case involving abuse, neglect, exploitation or mistreatment including injuries of unknown
source, and misappropriation of the residents property, are reported immediately but no more than two hours
if the event involve abuse or result in serious bodily injury.

Training: Employed staff, upon hire and at least annually through in-service education, will receive training on
issues related to abuse prohibition and prevention. At a minimum the following information will be included in
the in-service training including but not inclusive to: How to report abuse, neglect, misappropriation of
property and other mandatory reportable events.

Review of Resident R1's clinical record indicates an admitted [DATE].
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F 0607 Review of Resident R1's Minimum Data Set (MDS - a periodic assessment of care needs) dated 2/21/25,
indicates the diagnosis of heart failure (heart cant pump the way it should), anxiety and depression.
Level of Harm - Minimal harm or

potential for actual harm During an interview completed on 4/22/25, at 11:30 a.m. Resident R1 was up, appeared well groomed and
was sitting in her chair next to her bed. Upon asking how she is treated by the staff she replied fine so far
Residents Affected - Few and continued to state there was one girl who was very rough my care, my bum still hurts they are using

cream on it. Upon asking if she could recall when this occurred she replied about three weeks ago, when |
was on the lower floor. Resident began to get tearful and continued to express the event that occurred.
Resident R1 stated | think her name was [NAME], | have never had anyone abuse me like that. Resident R1
continued to say she used a washcloth, it was like rape | have not have anyone ever treat me like that, she
put it in my bum. There was another Nurse Aid (NA) in the room while this happened he told her to back up
and get away from me Resident R1 further stated the police came in and took my statement. They had a
doctor come in to see me, I'm real jumpy, | will never be ok again in my mind, the feelings inside me are not
only physical but part of me is gone. Oh her name was NA Employee EB, she also did it to the lady across
the hall from me. Resident was tearful when giving the information of this event, she stated It helps to talk
about it | can let it all out

Review of facility reported event (ERS-event reporting system) factual description indicated that on 4/7/25,
the Director of Nursing (DON) was approached by two NA's to report concerns with Resident R1, staff
reported that the resident was handled very roughly by another NA, they felt the action was inappropriate.
Resident R1 reported to the DON and Social Worker that she had been hurt by the female NA who had been
providing her care prior to her 3:00 p.m. smoke break. Resident reported that it felt like an ice scraper was
being used on her buttocks to clean her bowel movement. Resident reported that she was screaming at the
NA to stop, and that the NA seemed to be in a really bad mood and was swinging me around in the bed
ResidentR1 felt this interaction was humiliating and very painful.

Review of the facility reported follow up action in ERS indicated: NA suspended immediately pending
investigation. Staff statements obtained. Resident assessed by the DON and Licensed Practical Nurse (LPN)
for injury to buttocks /peri area. No redness or bruising identified, but resident complains of burning pain.
Resident provided with stock barrier cream for comfort and was previously medicated with as needed pain
medication. Verbal report made to local state police, awaiting state trooper arrival at facility to provide full
report of incident. Resident will be followed by facility SW to monitor emotional wellbeing. PB-22 to be
submitted.

Review of Resident R1's behavior progress note dated 4/8/25, at 1:22 p.m. created by LPN Employee E3
indicates: Resident very tearful, asked to speak with her guardian. Resident states she was sexually abused
yesterday and doesn't know what she did to deserve it. Resident says If something isn't done about her I'm
going to call the policy and press charges. Resident also reports feeling unsafe and that she doesn't want to
trust anyone to provide incontinence care on her. Staff on hall today permitted to provide care.

During an interview completed on 4/22/24, at 11:02 a.m. upon asking LPN Employee E3, if she recalled the

behavior note completed on 4/8/25, at 1:22 p.m. concerning Resident R1's concerns and if she reported the

allegation of sexual abuse to anyone stated | don 't remember who | told, it would have been on the daylight
shift and was told just to watch her.

(continued on next page)
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F 0607 During an interview completed on 4/22/25, at 12:30 p.m. The DON stated | was never made aware of that, |
have not read that note and was never made aware of the sexual allegation, just the physical allegation that
Level of Harm - Minimal harm or was in the investigation, the sexual allegation was not investigated. When | interviewed Resident R1 she did
potential for actual harm not make that accusation, she reported that the female NA hurt her, stating it felt like an ice scrapper was
being dragged on her butt. If | was aware | would have offered addition services and confirmed that the
Residents Affected - Few facility failed to implement written policies and procedures to ensure a complete and thorough investigation

of an allegation of sexual abuse for one of four residents (Resident R1).
28 Pa. Code 201.14(a) Responsibility of licensee

28 Pa. Code 201.18 (e)(1) Management

28 Pa. Code 201.29 (a)(c) Resident Rights

28 Pa. Code 211.12(c)(d)(5) Nursing Services
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