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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 **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on record review and staff interview, it has been determined that the facility has failed to ensure that all alleged
harm violations involving abuse are reported immediately (but not later than 2 hours after the allegation is made) to the
administrator of the facility and to the State Survey Agency in accordance with State law for 1 out of 4 reportable
Residents Affected - Few alegations of abuse (involving Resident ID #2). Findings are as follows: Review of the Facility Policy, titled, Abuse
prohibition, statesin part, .Abuse: Willful infliction of injury, unreasonable confinement, intimidation, or punishment
resulting in physical harm, pain, or mental anguish and includes physical, verbal, sexual, and mental abuse .Any instance
of actual or suspected abuse, neglect, mistreatment .must be reported immediately to the DNS (Director of Nursing
Services)/designee .All alegations of violations defined in this policy must be reported immediately to the Department of
Health, Division of Facility Regulation (State Survey Agency). This means allegations are reported within 2 hours of the
allegation if the events that led to the allegation involve abuse . Record review for Resident |D #2 revealed [DIAGNOSES
REDACTED)]. Further review revealed an 8/12/2020, 4:25 AM, nursing progress note, written by Staff Nurse A, stating,
Resident returned in WC (wheelchair) to nursing desk to report an incident involving .(Resident ID #3). This person entered
.(Resident ID #2'sroom) at 3:25AM and approached a still (Resident ID #2) sleeping on (hi/her) bed. (S/he) reached out
and touched (Resident ID #2's) groin Review of the facility-reported incident, alleging abuse, to the State Survey Agency
on 8/12/2020, revealed that on 8/12/2020, Resident 1D #2 (alleged victim), reported that s’/he was touched inappropriately
by Resident ID #3. Additionally, the DNS states, in part, An incident occurred during the night that was just brought to
our attention at 11:30 am when | arrived at the facility . During a surveyor interview with Staff A on 8/14/2020 at 11:03
AM, he revealed that on 8/12/2020 Resident ID #2 reported to him that Resident ID #3 touched his’her groin on top of
clothing. Additionally, he revealed that he did not report this allegation to the DNS or Administrator, nor was he aware
that he had to report this incident within two hours. Review of an employee warning recorded, signed by the DNS and Staff
Nurse A on 8/14/2020, states in part, .It was brought to (Staff Nurse A's) attention a resident was inappropriately touched by another
resident and he did not notify the DON (Director of Nursing) or report it in the shift to shift report to the
oncoming nurse, resident to resident abuse needs to be reported to the DOH (Department of Health, State Survey Agency)
within 2 hours of the allegations . During a surveyor interview with the DNS on 8/14/2020 at 12:50 PM, she revealed that
she expects staff to notify herself or the Administrator of all abuse allegations. She was unable to provide evidence that
the allegation was reported to herself or the Administrator immediately or the state agency within 2 hours of the Resident
ID #2's dlegation to staff.
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