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F 0609

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 review of public media reports, a review of facility and clinical record reviews, and interviews with staff, the
 facility failed to file an immediate report for an allegation involving medical neglect to the State Survey Agency within 5 working
days of the incident for 1 of 4 residents reviewed for alleged neglect (Resident 1), out of a total of 8 residents
 in the sample. The findings include: A complaint investigation was conducted in response to a media event in which the
 facility was alleged to neglect the medical needs of Resident #1 ([URL] Woman to sue nursing home, says staff put coffee
 grounds under dad's bed to hide smell from wound). Allegations involved facility failure to take Resident #1 to medical
 appointments with his physicians in the community, and had neglected the continuing care of his wounds. As a result, the
 complainant filed a notice of intent to file a lawsuit against the facility. A review of facility records related to the
 event was conducted. The findings found the facility had reported the allegations to adult protective services, who came to investigate
the allegations. Their findings were that the allegations were not substantiated for the resident. Further
 review of the facility records found there was no immediate federal report to the State Survey Agency following facility
 knowledge of alleged neglect. An interview was conducted with the Administrator on 3/5/20 at 2:45 pm. He confirmed the
 facility had a media event related to alleged neglect of Resident #1. When asked if he had filed an immediate report with
 the State Survey Agency, he said he had not. The regulatory requirements were read to him. He acknowledged the requirement,
stating he learned something new. The Administrator stated since it was a media event, he was not sure what to do. .

F 0610

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Respond appropriately to all alleged violations.

 Based on review of public media reports, a review of facility records, and interviews with staff, the facility failed to
 conduct an investigation as a result of alleged medical neglect, and failed to report the results of that investigations
 the State Survey Agency within 5 working days of the incident, for 1 of 4 residents reviewed for alleged neglect (Resident
 #1), out of a total of 8 residents in the sample. The findings include: A complaint investigation was conducted in response to a media
event in which the facility was alleged to neglect the medical needs of Resident #1 ([URL] Woman to sue nursing
 home, says staff put coffee grounds under dad's bed to hide smell from wound). Allegations involved facility failure to
 take Resident #1 to medical appointments with his physicians in the community, and had neglected the continuing care of his
wounds. As a result, the complainant filed a notice of intent to file a lawsuit against the facility. A review of facility
 records related to the event was conducted. The findings found the facility had reported the allegations to adult
 protective services, who came to investigate the allegations. Their findings were that the allegations were not
 substantiated for the resident. There was no documentation of a facility-initiated investigation related to Resident 1.
 Further review of the facility records found no 5-day federal report was filed with the State Agency to report
 investigative findings related to the alleged neglectful care of Resident 1. An interview was conducted with the
 Administrator on 3/5/20 at 2:45 pm. He confirmed the facility had a media event related to alleged neglect of Resident 1.
 He explained the facility contacted adult protective services, and neglect was not substantiated. When asked if the
 facility conducted its own investigation, he replied no. The Administrator said the facility let (name of adult protective
 services agency) conduct the investigation. When asked if he had filed the required federal 5-d ay report with the state
 survey agency, he said he had not. The regulatory requirements were read to him. He acknowledged the requirement, stating
 he learned something new. The Administrator stated since it was a media event, he was not sure what to do.
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