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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 Based on medical record review, staff interview, state survey agency incident database review, and policy
and procedure review, the facility failed to accurately and timely report allegations of abuse for 1 of 13

Residents Affected - Few sample residents (#1) reviewed for reportable allegations. The findings were:1. Review of a progress note

for resident #1 dated 1/3/26 and timed 3:26 PM showed This nurse was sitting in the dining room with
residents. [resident #1] was walking around calmly as normal. [S/He] got close to another resident, and
without any queue, wound back with a clenched fist and punched a sitting resident in the face. Resident
was immediately redirected and didn't seem to recall any of the situation seconds prior. Resident was
immediately removed from situation, and placed on one on one. Resident has no recollection of event so
only intervention is one on one at this time . 2. Review of an Allegation of Resident to Resident Abuse for
resident #2 dated 1/3/26 and timed 3 PM showed Resident was sitting in dining room when another
resident punched [him/her] in the face. Resident did nothing to incur the event and does not recall the
situation moments later. Further review showed Resident that caused the incident was removed and put on
one to one. This resident was assessed for injury. There is a red mark on [his/her] cheek, but appears to
have already been there. No swelling or pain noted. 3. Review of a facility reported incident dated 1/3/26
and timed 5 PM showed Resident [#1] walked near resident [#2] and pushed [his/her] face. Resident [sic]
separated and redirected. No injury or distress noted for both residents. Further review showed the
allegation was reported on 1/4/26 at 5:45 PM, 24 hours and 45 minutes after the alleged incident. 4.
Interview with RN #1 on 2/26/26 at 1:59 PM revealed he did not recall the incident; however, whatever he
had documented is what he would have reported to the facility administration. 5. Interview with the
administrator on 2/26/26 at 1:09 PM confirmed the allegation resident #1 punched resident #2 was not
accurately reported by the facility. The administrator revealed the investigation, which was initiated following
the allegation resident #1 punched resident #2, determined resident #1 pushed resident #2. The
administrator confirmed the facility reported the results of the investigation as the allegation and not the
actual allegation. 6. Review of the policy titled Abuse Reporting and Response published September 2017
showed .4. The Executive Director of designee reports alleged violations to the state survey agency and
others officials in accordance with state law (such as Adult Protective Services and local law enforcement
as follows: a. Immediately but not later than 2 hours-All allegations of abuse, neglect, exploitation or
mistreatment, including injuries of unknown source and misappropriation of resident property, if the events
that cause the allegation involve abuse or result in serious bodily injury .
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