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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46888
or potential for actual harm
Based on interview and record review, the facility failed to follow their policy and ensure staff reported an
Residents Affected - Few allegation of sexual abuse, resulting in a delayed abuse investigation regarding two residents (Resident #1
and Resident #2). The sample was six. The census was 132.

Review of the facility's Abuse, Neglect, and Exploitation policy, undated, showed the following:

-Policy: Each resident has the right to be free from verbal, sexual, physical and mental abuse, corporal
punishment and involuntary seclusion. The resident has the right to be free from mistreatment, neglect and
misappropriation of property.

-Resident must not be subject to abuse by anyone, including, but not limited to: Facility staff, other residents,
consultants or volunteers, staff of other agencies serving the resident, family members, legal guardians,
friends or other individuals;

-When suspicion of abuse, neglect, or exploitation, or reports of abuse, neglect or exploitation occur, it must
be communicated to the facility's Administrator, department head, or supervisor and the Administrator and/or
designee must initiate an investigation.

Review of Resident #1's quarterly Minimum Data Set (MDS), a federally mandated assessment instrument
completed by facility staff, dated 9/23/24, showed:

-Cognitively intact;

-Diagnoses included bipolar disorder (characterized by extreme mood swings from depressive lows to manic
highs), anxiety, major depressive disorder, and paranoid schizophrenia (mental disorder characterized by
hallucinations, delusions, disorganized thinking and behavior).

Review of the resident's care plan, dated 10/6/24, showed:

-Problem: Behaviors: Resident became upset about concerns about his/her brother and punched a wall.
He/She fixates on his/her brother, and can be overprotective, even if there is no sustained reason for
concern. He/She accuses others of being rude/or mistreating his/her brother, even if the brother never voices
any concern himself. Co- dependent on brother;

-Goal: Resident will verbalize thoughts and feelings through the next review date;
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F 0610 -Interventions: Allow resident to talk to his/her brother for support. Re-direct resident to an activity that he/she
can enjoy with his/her brother. Call resident's guardian for support. Allow time outside if feasible. Put resident

Level of Harm - Minimal harm or in a quiet room and allow resident to verbalize his/her concerns freely. Refer to counselor for support. When

potential for actual harm resident is feeling upset, encourage resident to take a walk to release his/her frustrations.

Residents Affected - Few Review of Resident #2's quarterly MDS, dated [DATE], showed the following:

-Moderately impaired cognition;
-Diagnoses included mild intellectual disabilities, bipolar disorder, and schizophrenia;
-No behavior concerns.

During an interview on 10/10/24 at 10:30 A.M., the Social Service Designee said on 10/9/24 at an unknown
time, she was informed by Certified Nursing Assistant (CNA) D that in the morning, he/she had walked into
the bathroom and witnessed Resident #1 and Resident #2 performing sexual intercourse with each other.
The Social Service Designee spoke with the resident's counselor but did not inform her supervisor or the
Administrator. She said she should have reported the abuse allegation immediately.

Review on 10/10/24 at 9:45 A.M., of Resident #1's progress notes, showed:

- No notes about the alleged abuse allegation made on 10/9/24.

Review on 10/10/24 at 10:00 A.M., of Resident #2's progress notes, showed:

- No notes about the alleged abuse allegation made on 10/9/24.

During an interview on 10/10/24 at 10:13 A.M., the Director of Social Services said he heard a rumor of the
alleged sexual abuse between Resident #1 and Resident #2 from the Social Service Designee this morning.
He said he thought the abuse allegation had already been reported to the Administrator and to the
Department of Health and Senior Services. He expected any abuse or neglect of a resident to be reported

immediately.

During an interview on 10/10/24 at 11:13 A.M., CNA D said the residents are siblings so they are close.
He/She said he/she did not walk in on the residents in the shower and did not witness the alleged abuse.

During an interview on 10/10/24 at 10:42 A.M., the Administrator said she was not aware of the alleged
sexual abuse that occurred between Resident #1 and Resident #2. No investigation had been started. She
said the Social Service Designee should have reported this abuse allegation to her supervisor or her,
immediately upon being informed by CNA D.
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