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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interviews, facility documentation, and policy review, the facility failed to report 
allegations of abuse for one resident (#1). The deficient practice could result in allegations of abuse not 
being reported, not investigated, and residents not being protected from further abuse.Resident #1 was 
admitted on [DATE] with diagnosis included fracture of left femur, difficulty in walking, anxiety disorder, 
depression, anemia, and cerebral infarction.The Admissions Minimum Data Set (MDS) assessment dated 
[DATE] revealed a Brief Interview for Mental Status (BIMS) score of 15 indicating that resident is cognitively 
intact.Nursing note dated August 15, 2025 at 09:30AM revealed the patient informed, thinks she was gang 
raped by night staff. However, the incident was not reported to state agency.A physician's progress Nursing 
note dated August 15, 2025 at 06:57PM revealed that the resident was having delusions patient informed, 
thinks she was gang raped by night staff. However, the incident was not reported to state agency.On 
September 09, 2025 at 8:10AM, a request was made at entrance to provide a document from the facility 
including list of all self-reports and investigation in the last 90 days. However, the DON was unable to 
produce documents because there were no self-reports in the last 90 days. On September 09, 2025 at 
9:20AM, a second request was made for any abuse allegation in last 3 month. Director of Nursing signed on 
September 09, 2025 at 9:39AM she stated that there are no self-reports in last 3 months.Later on, 
September 09, 2025 at 2:50PM the DON provided internal investigation for resident #1. However, there was 
no evidence they reported to state agency.An interview was conducted on September 09, 2025 at 11:25AM 
with the Certified Nursing Assistant (CNA/staff#95), who stated that that abuse can be multiple things such 
as mental, physical, verbal and emotional. She stated the facility process for abuse is to notify supervisor 
and there is number in the break room where they can report the abuse. Staff #95 also stated that abuse 
should reported immediately to the supervisor.An interview was conducted on September 09, 2025 at 
11:38AM with the Certified Nursing Assistant (CNA/staff#27), who stated abuse is defined as hitting, sexual, 
verbal, and financial. She stated that the facility process for abuse is to make resident safe, reported to 
ADON or DON. Staff#27 stated that resident #1 told her that she had been tried to rape but she fought them 
off on August 15, 2025 when she did morning vitals for her. Staff #27 stated that she reported to ED right 
away. She also stated Administrator got the ADON talked to her about resident #1 allegations. The CAN 
confirmed that any abuse allegation should be reported right away. An interview was conducted on 
September 09, 2025 at 12:50PM with the Registered Nurse (RN/staff #84), who defined abuse as any harm 
such as injury to resident which can caused by anyone such as staff or family members. He stated that the 
facility process for abuse to notify admin or DON immediately. He also stated he has not heard or witness 
any abuse within the last month.An interview was conducted on September 09, 2025 at 12:58PM with a 
Licensed Practical Nurse (LPN/Staff #69), who defined abuse as something that is wrong, out of character, 
empathic and sympathetic for the patient. He stated there are multiple types abuse such as mental, physical, 
seclusion, verbal, neglect, financial, and sexual. Further he stated that the facility process for abuse is not to 
leave the resident alone to ensure their safety, stop the abuse immediately if witnessed, let the management 
know immediately. He stated that he has not heard or witness any within the last month.An interview was 
conducted on September 09, 2025 at 1:07PM with Assistance Director of Nursing (ADON/Staff #56), who 
stated that she was aware of resident #1's allegation and notified Administrator. She stated that she 
conducted investigation on resident #1, however did not document anything down. She further stated that it 
depends on the situation if the Department of Health Services (DHS) needs to know about abuse allegation 
and if there is sexual abuse the police are notified. Then she stated resident #1 abuse allegation should be 
reported to DHS for either good or bad outcome. Staff #56 stated that risk of not reporting abuse to DHS 
would be the facility getting tagged, facility being closed down, abuse goes on with resident #1 and she can 
get hurt. An interview was conducted on September 09, 2025 at 2:31PM with Director of Nursing 
(ADON/Staff #19), who stated that as part of the abuse coordination, her role when they receive abuse 
allegation she is to investigate, report to the state, police, aps, ombudsman, provider, and family. She stated 
we would report the abuse allegation within two hours. Then she stated that she was aware of the potential 
sexual allegation that was from August 15, 2025. She stated that based on their internal investigation, 
resident #1 did not said anything about sexual assault or allegation so they did not report to DHS. Further 
she stated that it truly depends on the when they are supposed notify the DHS, if she had said it to the staff 
member three men raped her and made allegation of sexual abuse, then she would have reported to the 
DHS. She stated the risk of not reporting sexual abuse allegation would be resident wellbeing and safety. 
Reviewed the policy titled Reporting Alleged Violations of Abuse, Neglect, Exploitation or Mistreatment 
Revised date September 2024 revealed that under procedure guide that In response to allegations of abuse, 
neglect, exploitation, or mistreatment, the Facility will: Ensure that all alleged violations involving abuse, 
neglect, exploitation or mistreatment, including injuries of unknown source and misappropriation of resident 
property, are reported immediately but: Not later than two (2) hours after the allegation is made if the events 
that cause the allegation involves abuse or results in serious bodily injury . Not later than twenty-four (24) 
hours if the events that cause the allegation does not involve abuse and does not result in serious bodily 
injury. Ensure that all alleged violations involving abuse, neglect, exploitation or mistreatment, including 
injuries of unknown source and misappropriation of resident property, are reported to: The Administrator of 
the Facility, The State Survey Agency, Adult Protective Services (as appropriate).
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