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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 | Based on interviews and record reviews, the facility failed to immediately report an allegation of employee to resident
harm sexual abuse to the administrator for 1 (R1) of 3 residents reviewed for abuse. Findings include: On 08/18/2020 at 11:59
AM, record review of facility's policy titled Abuse Prevention, Identification and Reporting Program last revised on
Residents Affected - Few 12/08/2017 under section 'g. Internal Reporting Requirements and Immediate Actions Taken' reads: Employees are required to
immediately report any occurrence of potential and/or actual abuse or mistreatment they observe, hear about, or suspect, to the

Administrator or other manger. Failure to report in atimely manner or to fully participate in an investigation is

considered as serious as the abuse itself and will result in significant disciplinary action, up to and including

termination. On 08/18/2020 at 12:34 PM, V8 (Ward Clerk) stated (V8) heard and saw R1 accuse V10 (Life Enrichment
Facilitator) of sexual abuse. V8 stated (V8) did not report the allegation of sexual abuse to a manager, supervisor or
administration on 06/11/2020. On 08/18/2020 at 1:03 PM, V3 (Life Enrichment Facilitator) stated R1 pointed to V10 and
accused (V10) of sexua abuse. V3 stated (V3) did not report the allegation to the nurse or nursing supervisor on

06/11/2020. On 08/18/2020 at 1:54 PM, V2 (Director of Nursing) stated V1 (Administrator), V2 and two other supervisors were
present on 06/11/2020. V2 stated neither supervisors, V1 nor V2 were notified of the sexual abuse allegation on 06/11/2020. V2 stated
V1 and V2 were not aware of the allegation until 06/17/2020. On 08/19/2020 at 09:53 AM, V10 stated (V10) did not
immediately report R1's allegation of sexual abuse to the manager on duty on 06/11/2020. On 08/19/2020 at 11:04 PM, record
review of facility's Final Abuse Investigation Report submitted to the I1linois Department of Public Health on 06/22/2020
under the section titled 'Summary of Witness Statements, Resident Statements and Findings read: The allegation of abuse
was not reported immediately, thus delaying the investigation. Thisis not acceptable and against the Abuse Prevention,
Identification and Reporting policy that staff are trained on.
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