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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44671
or potential for actual harm
Based on interview and record review the facility failed to, in response to allegations of abuse, neglect,
Residents Affected - Few exploitation, or mistreatment, have evidence that all alleged violations were thoroughly investigated and
report the results of all investigations to the administrator or his or her designated representative and to other
officials in accordance with State law, including to the State Survey Agency, within 5 working days of the
incident, and if the allegation was verified appropriate corrective action was taken for one of three residents
(Resident #1) reviewed for abuse and neglect .

The facility failed to report, on 02/01/2025, the results of an investigation of an allegation of Abuse and
Neglect involving Resident #1 when she had an unwitnessed fall on 01/27/2025.

This failure could place residents at risk for continued abuse or neglect without appropriate corrective actions
being taken.

Findings included:

Record review of Resident #1's face sheet, dated 02/07/2025, reflected an [AGE] year-old female who was
admitted to the facility on [DATE]. Resident #1 had diagnoses which included primary generalized
osteoarthritis(multiple joints affected without a known underlying cause), Dysphagia(difficulty swallowing
food), and primary hypertension(high blood pressure with no single cause).

Record review of Resident #1's quarterly MDS, dated [DATE], reflected a BIMS of ten (10), which indicated
Resident #1 had moderate cognitive impairment.

Record review of TULIP, dated 02/07/2024, reflected no five day submitted by the facility. The unwitnessed
fall occurred on 01/27/2025 and the five day should have been submitted 02/01/2025.

During an interview on 02/07/2024 at 11:00 AM, the DON stated she had submitted the facility self-report to
the state on 01/27/2025 when Resident # 1 had an unwitnessed fall and was sent out to the hospital. The
DON stated she was not responsible for sending the five day to the state. The DON stated the the interim
ADM was responsible to send the completed five day to the state. The DON stated it was expected for the
completed five day to be sent within five days so the state would see the proper steps taken for Resident
#1's unwitnessed fall. The DON stated the five day completion show the completed in services for staff and
interventions in place.
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F 0610 During an interview on 02/07/2024 at 5:34 PM, the interim DON stated it was her responsibility and
expectation to send the completed 5 days to the state by 02/01/2025. The interim DON stated that there was

Level of Harm - Minimal harm or no facility policy on the five day and that the facility followed the state regulations on the five-day

potential for actual harm completions. The interim DON stated the completed five day showed the steps taken to ensure the incident
would not happen again. The interim DON stated the 5 day was completed but was not sent to the state. The

Residents Affected - Few interim DON stated it was a communication breakdown and she thought that the DON had sent it in to the
state. The interim DON sated she should had followed up with the DON to make sure the 5 day was sent to
the state.

Record review of the facility policy Recognizing Signs and Symptoms of Abuse/Neglect revised April 2021
reflected Our facility will not condone any form of resident abuse or neglect. To aid in abuse prevention, all
personnel are to report any signs and symptoms of abuse/neglect to their supervisor of to the Director Of
Nursing Services immediately.
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