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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the
 investigation to proper authorities.

 Based on interview, record review and document review, the facility failed to ensure an allegation of abuse was reported to Aging and
Disability Services Division (ADSD) in accordance with the facility's Abuse Investigation and Reporting policy.
 Findings include: The Facility Reported Incident (FRI) lacked documented evidence ADSD had been notified of the allegation
 of employee to resident abuse, as documented in the facility's policy for reporting abuse. On 09/9/2020 at 4:14 PM, the
 Director of Nursing (DON) verified the allegation of employee to resident abuse had not been reported to ADSD. The facility policy,
Abuse Investigation and Reporting, revised on 07/2017, documented all alleged violations involving abuse, neglect,
 exploitation, or mistreatment, would be reported by the facility Administrator, or his/her designee, to the local/state
 Ombudsman. Facility Reported Incident #NV 614
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