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Foothills Rehabilitation Center 2250 North Craycroft Road
Tucson, AZ 85712

F 0610

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

Based on staff interviews, facility documents and the facility policy and procedures, the facility failed to 
complete a thorough investigation. The deficient practice could result in allegations not being substantiated. 
Based on staff interviews, facility documents and the facility policy and procedures, the facility failed to 
complete a thorough investigation. The deficient practice could result in allegations not being substantiated. 
Findings include: Review of the 5 day investigation dated June 13, 2025 revealed that (Resident #3) reported 
to (staff #11) that another nurse (staff #42) has verbally abused her and attempted to hit her awhile back. 
This document included that 3 residents had been interviewed, however, interviews with staff were not 
included. An interview was conducted on June 25, 2025 at 2:53 P.M. with the Director of Nursing (DON/staff 
#18) who said when an allegation is made, the facility has to make sure the resident is safe, separate them, 
suspend the alleged perpetrator, and do a skin check. She said that she would interview staff, interview the 
resident and interview other residents. The DON said that she was on vacation during this incident. An 
interview was conducted on June 25, 2025 at 3:00 P.M. with the Administrator (staff #31) who said the facility 
did interviews with the resident and the case manager did an interview with resident. She said that they do 
not have interviews with staff. This Administrator said that staff was spoken to but it was not written down. A 
policy titled Preventing, Reporting and Investigating Abuse/Neglect dated July 2023, all reports shall be 
promptly and thoroughly investigated by facility management. The individual conducting the investigation will, 
as a minimum: Interview staff members (on all shifts) who have had contact with the resident during the 
period of the alleged incident.
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