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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48835

Residents Affected - Few Based on review facility policy, interview and record review, the facility failed to report an allegation of sexual

abuse, involving Resident (R)2 and R1, to the Ombudsman, for 1 of 1 residents reviewed for abuse.
Findings include:

Review of the facility policy, with a revised date of 07/29/19 titled, Reporting Patient Abuse, Neglect,
Exploitation, Mistreatment, and Misappropriation of Property documented, It is the policy to comply with all
applicable federal and state requirements regarding the reporting of patient abuse, neglect, exploitation,
mistreatment and misappropriation of property. The Ombudsman should also be notified as required by state
law.

Review of R2's Face Sheet revealed R2 was admitted to the facility on [DATE], with diagnoses including but
not limited to: Alzheimer's disease, hypertensive chronic kidney disease, and anemia.

Review of R1's Face Sheet revealed R1 was admitted to the facility on [DATE], with diagnoses including but
not limited to: chronic obstructive pulmonary disease, Type 2 diabetes mellitus with diabetic chronic kidney
disease, and end stage renal disease.

Review of R1's Progress Note, written by the Social Worker (SW), dated 11/22/24, revealed the SW was
made aware by the charge nurse that his roommate, last night, had his penis out of his pants and told him to
suck his penis. R1 reports his roommate did not touch him at all. The SW did speak with R1 who expressed
he was awakened by roommate saying you gonna suck my dick. R1 also stated that his roommate walked
from his side of the room to his and continued to make this statement along with I'll get the nurse to suck it
then. R1 reports he told him to get away from him numerous times. The SW did inform the Administrator as
well as the Director of Nurses (DON). The SW called the Responsible party (RP). Awaiting return call. Report
has been made and police has been called.

During an interview with the Regional Ombudsman Office on 12/02/24 at 10:12 AM, the Ombudsman stated,
| didn't get the self-report from them on this allegation (sexual abuse). The last time | got something from
them has been well over 6 months, any allegation of abuse, neglect or exploitation are to be reported to me.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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F 0609 During an interview with the Administrator on 12/02/24 at 5:32 PM, the Administrator stated, | have not been

reporting any allegations to the Ombudsman.
Level of Harm - Minimal harm or

potential for actual harm

Residents Affected - Few
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