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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm 06525
or potential for actual harm
Based on clinical record review, interviews with staff and residents, reviews of policies, procedures and
Residents Affected - Few facility documentation, investigation, it was determined that that facility staff failed to immediately report an
allegation of resident verbal and physical abuse for one of fourteen residents reviewed. Resident R1)

Findings include:

A review of the facility policy titled abuse prohibition dated October 24, 2022 revealed that the facility
prohibits abuse, mistreatment, neglect, misappropriation of resident property and exploitation of all residents.
The policy said that the facility was responsible for implementation of an abuse prohibition program. The
facility was responsible for investigation of incidents and allegations of abuse. The policy said that the
administrator was responsible for immediate investigations of alleged abuse. The investigation was to be
documented with any witnesses that were interviewed. The administrator was responsible to report
allegations to the local authority, within 24 hours. The administrator will take all corrective actions necessary
to prevent any further occurances. The administrator was responsible for reporting all completed
investigations within five working days to the Department of Health using the State on-line reporting system.

Clinical record review for Resident R1 revealed a quarterly assessment MDS (an assessment of care needs)
dated March 4, 2025 that indicated that this resident had memory problems and that cognition was severely
impaired. The assessment also indicated that this resident had no physical limitations of functioning of the
upper or lower extremities and was ambulating 50 feet with supervision and use of an assistive device
(wheeled walker).

Clinical record review for Resident R2 revealed a quarterly assessment MDS (an assessment of care needs)
dated January 7, 2025 that indicated this resident was cognitively intact. The assessment also indicated that
this resident had adequate hearing and vision.

Interview with Resident R2 at 10:00 a.m., on March 17, 2025 revealed that this resident was the roommate of
Resident R1. On February 24, 2025, Resident R2 witnessed verbal abuse of Resident R1 by the nursing
assistant Employee E5. Resident R2 reported on February 24, 2025 to the licensed nurse Employee EB, that
was responsible for Residents R1 and R2's care on February 24, 2025 that the nursing assistant Employee
E5 was cursing, calling names. Resident R2 reported that he does not want this nursing assistant to take
care of him or his roommate any longer.
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F 0610 A review of the documented investigation submitted to the Department on February 25, 2025 revealed that
Resident R2 reported to the facility that Employee E5 uses foul language toward his roommate, Resident R1.

Level of Harm - Minimal harm or The documented investigation indicated that Employee E5 told Resident R2 that she was the head n***** in

potential for actual harm charge.

Residents Affected - Few Continued review of the report submitted by the facility to the Department of Health on February 24, 2025

revealed that Employee E5, a nursing assistant had verbally abused Resident R1 and Employee EG6, a nurse
had neglected to report verbally abuse of Resident R1 to the supervisor on duty on February 24, 2025 during
the three to eleven nursing shift.

28 Pa. Code 201.18(b)(1)(3)(e)(1) Management

28 Pa. Code 211.12(b)(d)(1) Nursing services
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