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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 47218

Residents Affected - Few Based on interview and record review, the facility failed to ensure allegations of abuse were reported timely

to the State Agency for 1 of 3 residents (Residents 1), reviewed for abuse allegations. This failure placed the
residents at risk for potential unidentified abuse and lack of protection from abuse.

Findings included .

Review of the facility's policy titled, Abuse and Neglect - Reporting and Investigating, updated in June 2024,
showed that the facility employee was responsible to report suspicious incidents including sexual abuse to
the State Hotline immediately.

Review of the Nursing Home Guidelines, The Purple Book, dated October 2015 (sixth edition) showed, For
the purposes of reporting abuse, abandonment, neglect, financial exploitation, sexual assault and physical
assault, a nursing home employee (or other mandated reporter) is required to make a report if he or she has
reasonable cause to believe the incident occurred. Examples of reasonable cause may include: the
individual observes the incident or hears the victim state it happened; or the individual hears about an
incident from a permissive reporter who has direct knowledge of the incident. It further showed, Federal law
requires the facility to report all allegations of abuse or neglect. This would include taking seriously any
allegation from residents or others with a history of making allegations.

Review of Resident 1's Minimum Data Set (an assessment tool) showed they were cognitively intact.
Review of Resident 1's incident investigation dated 02/10/2025 showed Resident 1 reported an allegation of
abuse to Staff B, Social Worker, on 02/07/2025. Further review of the document showed that the facility
reported the allegation of abuse to the State Agency on 02/10/2025, three days after the allegation was
initially reported to Staff B.

On 02/25/2025 at 12:10 PM, Resident 1 stated they reported to Staff B on Friday (02/07/2025) about the
sexual allegation by their visitor on Wednesday [02/05/2025] or Thursday [02/06/2025] of that week.
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F 0609 A joint record review and interview on 02/26/2025 at 2:28 PM with Staff B, showed Resident 1's nursing
progress note dated 02/07/2025 had documentation about Resident 1 reporting an allegation of sexual
Level of Harm - Minimal harm or abuse to Staff B. Staff B stated that Resident 1 told them that a visitor had his way with Resident 1. Staff B
potential for actual harm further stated that they should have reported the allegation to the State Agency on 02/07/2025.

Residents Affected - Few On 02/26/2025 at 4:33 PM, Staff A, Assistant Director of Nursing, stated they expected allegations of sexual
abuse to be reported to the State Agency immediately.
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