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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 record review and interview, for one of four sampled residents (Resident #4), the Facility failed to ensure that
harm after being made aware of an allegation of verbal abuse, that the allegation was reported to the Department of Public
Health (DPH) no later than two hours, as required. Findingsinclude: The Facility's Abuse Policy, dated 01/19/20, indicated to send an
Residents Affected - Few | initial report of abuse to the DPH within two hours. Review of the Report submitted by the Facility via Health
Care Facility Reporting System (HCFRS), dated 8/18/20, indicated the Facility submitted the report regarding the incident
of alleged verbal abuse that occurred on 8/16/20 involving Certified Nurse Aide #2 and Resident #4 at 02:50 P.M. on
08/18/20, approximately two days after the allegation was known. During an interview on 08/26/20 at 09:20 A.M., the
Director of Nurses (DON) said on 08/16/20 at approximately 03:30 P.M. Nurse #4 contacted her to immediately report that
Certified Nurse Aide (CNA) #2 alegedly verbally abused Resident #4 by calling him/her adrug addict. The DON said she
immediately communicated the alleged incident to the Administrator to report the allegation of verbal abuse to the DPH.
During an interview on 08/26/20 at 10:50 A.M., the Administrator said he did not electronically submit the report to the
DPH within two hours after being informed that CNA #2 allegedly verbally abused Resident #4 . The Administrator said he was

aware the allegation of verbal abuse needed to be reported to the DPH within two hours, however he misunderstood the
technological process to successfully execute the task.
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