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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.
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Chandler Post Acute and Rehabilitation 2121 West Elgin Street
Chandler, AZ 85224

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of clinical record, and review of facility policy and procedure, the facility failed to report an 
allegation of sexual abuse of one resident (#10) to mandated entities within 2 hours. The deficient practice 
could result in ongoing abuse, leading to physical and/or psychosocial harm of a resident. Past 
non-compliance was identified for this citation:These findings represent past non-compliance with this 
regulatory requirement. There was sufficient evidence the facility corrected the non-compliance as of 
November 17, 2025 and three were no other occurrences of the same deficient practice. At the time of the 
survey, the facility was in substantial compliance with this regulatory requirement and, therefore, does not 
require a plan of correction. The facility conducted an in-service regarding Abuse Prevention and Reporting 
Policy (documentation was included at the time of the request), to include immediate separation of residents, 
safety, assessment of involved parties, timely notifications and documentation. The facility also conducted a 
full-house resident questionnaire to ensure no residents observed or felt resident-to-resident abuse. All 
residents reported feeling safe in the facility with no abuse concerns identified. Grievance logs, 24-hour 
reports and documentation will be review four times a week for the next four weeks and the monthly. Staff 
will follow abuse prevention and reporting policy, until compliance is met and ensure all allegations of abuse 
are addressed properly. Any issues observed will be followed up on immediately and 1 on 1 education will be 
provided. -Findings include:Resident #10 was admitted to the facility on [DATE], with diagnoses that included 
myoneural disorder, other toxic encephalopathy, dysphagia, ataxia, and post-traumatic stress disorder.An 
admission minimum data set (MDS) assessment dated [DATE], revealed Resident #10 had a brief interview 
for mental status (BIMS) assessment score of 15, indicating intact cognition. Additionally, the assessment 
revealed Resident #10 had no hallucinations or delusions.A physician order dated August 26, 2025, 
indicated for a chest x-ray for leukocytosis.An additional physician order dated October 1, 2025, indicated for 
a stat chest x-ray for shortness of breath.A Nursing Note dated October 16, 2025, revealed that Resident 
#10 was discharged from the facility to the hospital.A police report initiated October 18, 2025, revealed that 
Resident #10 (alleged victim) reported that an unknown male that conducted x-rays allegedly committed 
sexual abuse by touching Resident #10's breast, while she was receiving medical care at the facility. The 
report additionally revealed that a description of the male was provided by Resident #10, and that Resident 
#10 stated that she had reported the allegation to a nurse at the facility, and that the nurse stated that the 
alleged perpetrator had left the building. The report also revealed that a police officer assigned to the case 
arrived at the facility on October 23, 2025, and discussed the case with the Assistant Director of Nursing 
(ADON / Staff #12). The report revealed that Staff #12 identified the x-ray technician as the possible 
perpetrator, and additionally provided police with information about Resident #10's room number and 
previous roommate. Additionally, Staff #12 provided information to the police that the only dates that 
Resident #10 had received x-rays were August 27, 2025, and October 1, 2025. The report revealed that Staff 
#12 spoke with her boss (Administrator / Staff #66), who would be in the office the following day to assist 
with any video footage needed. The report revealed that on October 24, 2025, the police officer returned to 
the facility to meet with Staff #66, and that the police officer was notified that Staff #66 was out of state, and 
that the video camera footage that was requested was not available.Review of the facility's list of self-report 
incidents revealed no evidence of an allegation of sexual abuse of Resident #10.Review of the State Agency 
database revealed no evidence that the facility submitted a self-report for an allegation of sexual abuse of 
Resident #10.An interview was conducted with Resident #10's former roommate on November 17, 2025, at 
9:46 A.M. The roommate stated that a detective came and talked to her in October 2025, and asked her if 
she had witnessed anything between Resident #10 and an x-ray technician.An interview was conducted with 
a Licensed Practical Nurse (LPN / Staff #29) on November 17, 2025, at 9:56 A.M. Staff #29 stated that if she 
saw or heard any allegation of abuse of a resident, that she would first ensure the resident is safe, then 
report the allegation immediately to the abuse coordinator (Staff #66). Staff #29 stated the importance of 
immediately reporting an allegation of abuse is to protect against continued abuse of a resident, and that 
witnesses may have memory problems, so staff would need to act right away to take witness statements.An 
interview was conducted on November 17, 2025, at 10:00 A.M. with an LPN and ADON (Staff #12), who 
stated that if staff see or hear an abuse allegation, the expectation is to first ensure the safety of the resident, 
and then to contact Staff #66 immediately. Staff #12 stated if staff cannot reach Staff #66, then the process 
would be to report the allegation immediately to the Director of Nursing (DON / Staff #47), who would then 
contact Staff #66 on his other phone number. Staff #12 stated that there is a 2-hour timeframe in which the 
facility must report allegations of abuse to the State Agency and other mandated entities. Staff #12 stated 
that if a staff member touched a resident's genitals without a medical reason to do so then that could be 
considered sexual abuse. Staff #12 stated that in October, police came to the facility and informed Staff #12 
that Resident #10 had made a statement that someone from an x-ray company had sexually assaulted 
Resident #10 while she was a resident at the facility. Staff #12 stated that the police talked to Staff #12 first. 
Then, Staff #12 stated that she gave the police Staff #66's phone number, and then police talked to Staff #66.
An interview was conducted with the Administrator (Staff #66) on November 17, 2025, at 10:07 A.M. Staff 
#66 stated that if staff were to see or hear an allegation of abuse, that he would expect staff to first make 
sure residents are safe, then to immediately notify Staff #66 of the allegation. Additionally, Staff #66 stated 
that there is a 2-hour timeframe in which the facility is required to report an allegation of abuse to the State 
Agency, to the ombudsman, and to police. Staff #66 stated that he did not know of any abuse allegations 
regarding Resident #10. Staff #66 also stated that there were no investigations regarding an abuse allegation 
of Resident #10. Staff #66 stated that he was not aware of any police contacting him regarding an allegation 
of abuse of Resident #10.An interview was conducted with the DON (Staff #47) on November 11, 2025, at 
10:47 A.M. Staff #47 stated that the police came to the facility sometime during the timeframe of October 
18-25, 2025, and requested video camera footage for particular hallways. Staff #47 stated she was not 
informed by the police or by any other staff of any allegation of abuse. Staff #47 stated that no video camera 
footage was provided because most of the video cameras are fake, and that the real video cameras were not 
working. Review of the facility policy titled Freedom from Abuse, Neglect, and Exploitation, revised 
September 2024, revealed that it is the policy of the facility that each resident has the right to be free from 
abuse. This policy applies to all facility staff including, but not limited to, employees, consultants, contractors, 
volunteers, students, and other caregivers who provide care and services to residents on behalf of the 
facility. Abuse is willful infliction of injury, unreasonable confinement, intimidation, or punishment with 
resulting physical harm, pain, or mental anguish. Instances of abuse of all residents, irrespective of any 
mental or physical condition, cause physical harm, pain or mental anguish. It includes verbal abuse, sexual 
abuse, physical abuse, and mental abuse including abuse facilitated or enabled through the use of 
technology. Willful, as used in this definition of abuse, means the individual must have acted deliberately, not 
that the individual must have intended to inflict injury or harm. Sexual abuse is non-consensual sexual 
contact of any type with a resident. Facility staff with knowledge of an actual or potential violation of this 
policy must report the violation to his or her supervisor or the Facility administrator immediately.Review of the 
facility policy titled Reporting Alleged Violations of Abuse, Neglect, Exploitation, or Mistreatment, revised 
September 2024, revealed that in response to allegations of abuse, neglect, exploitation, or mistreatment, 
the facility will ensure that all alleged violations involving abuse 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. Additionally, the policy revealed to ensure that all alleged violations involving abuse are 
reported to: the Administrator of the facility, the State Survey Agency, and Adult Protective Services (as 
appropriate).
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Residents Affected - Few

Respond appropriately to all alleged violations.
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Chandler Post Acute and Rehabilitation 2121 West Elgin Street
Chandler, AZ 85224

F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of clinical record, and review of facility policy and procedure, the facility failed to 
investigate an allegation of sexual abuse of one resident (#10). The deficient practice could result in ongoing 
abuse, leading to physical and/or psychosocial harm of a resident. Past non-compliance was identified for 
this citation:These findings represent past non-compliance with this regulatory requirement. There was 
sufficient evidence the facility corrected the non-compliance as of November 17, 2025 and three were no 
other occurrences of the same deficient practice. At the time of the survey, the facility was in substantial 
compliance with this regulatory requirement and, therefore, does not require a plan of correction. The facility 
conducted an in-service regarding Abuse Prevention and Reporting Policy (documentation was included at 
the time of the request), to include immediate separation of residents, safety, assessment of involved parties, 
timely notifications and documentation. The facility also conducted a full-house resident questionnaire to 
ensure no residents observed or felt resident-to-resident abuse. All residents reported feeling safe in the 
facility with no abuse concerns identified. Grievance logs, 24-hour reports and documentation will be review 
four times a week for the next four weeks and the monthly. Staff will follow abuse prevention and reporting 
policy, until compliance is met and ensure all allegations of abuse are addressed properly. Any issues 
observed will be followed up on immediately and 1 on 1 education will be provided. -Findings include: 
Resident #10 was admitted to the facility on [DATE], with diagnoses that included myoneural disorder, other 
toxic encephalopathy, dysphagia, ataxia, and post-traumatic stress disorder.An admission minimum data set 
(MDS) assessment dated [DATE], revealed Resident #10 had a brief interview for mental status (BIMS) 
assessment score of 15, indicating intact cognition. Additionally, the assessment revealed Resident #10 had 
no hallucinations or delusions.A physician order dated August 26, 2025, indicated for a chest x-ray for 
leukocytosis.An additional physician order dated October 1, 2025, indicated for a stat chest x-ray for 
shortness of breath.A Nursing Note dated October 16, 2025, revealed that Resident #10 was discharged 
from the facility to the hospital.A police report initiated October 18, 2025, revealed that Resident #10 (alleged 
victim) reported that an unknown male that conducted x-rays allegedly committed sexual abuse by touching 
Resident #10's breast, while she was receiving medical care at the facility. The report additionally revealed 
that a description of the male was provided by Resident #10, and that Resident #10 stated that she had 
reported the allegation to a nurse at the facility, and that the nurse stated that the alleged perpetrator had left 
the building. The report also revealed that a police officer assigned to the case arrived at the facility on 
October 23, 2025, and discussed the case with the Assistant Director of Nursing (ADON / Staff #12). The 
report revealed that Staff #12 identified the x-ray technician as the possible perpetrator, and additionally 
provided police with information about Resident #10's room number and previous roommate. Additionally, 
Staff #12 provided information to the police that the only dates that Resident #10 had received x-rays were 
August 27, 2025, and October 1, 2025. The report revealed that Staff #12 spoke with her boss (Administrator 
/ Staff #66), who would be in the office the following day to assist with any video footage needed. The report 
revealed that on October 24, 2025, the police officer returned to the facility to meet with Staff #66, and that 
the police officer was notified that Staff #66 was out of state, and that the video camera footage that was 
requested was not available.Review of the facility's list of self-report incidents revealed no evidence of an 
allegation of sexual abuse of Resident #10.Review of the State Agency database revealed no evidence that 
the facility submitted a 5-day investigation report for an allegation of sexual abuse of Resident #10.An 
interview was conducted with Resident #10's former roommate on November 17, 2025, at 9:46 A.M. The 
roommate stated that a detective came and talked to her in October 2025, and asked her if she had 
witnessed anything between Resident #10 and an x-ray technician. The roommate also stated that facility 
staff did not ask her any questions related to the allegation.An interview was conducted with a Licensed 
Practical Nurse (LPN / Staff #29) on November 17, 2025, at 9:56 A.M. Staff #29 stated that if she saw or 
heard any allegation of abuse of a resident, that she would first ensure the resident is safe, then report the 
allegation immediately to the abuse coordinator (Staff #66). Staff #29 stated the importance of immediately 
investigating an allegation of abuse is to protect against continued abuse of a resident, and that witnesses 
may have memory problems, so staff would need to act right away to take witness statements.An interview 
was conducted on November 17, 2025, at 10:00 A.M. with an LPN and ADON (Staff #12), who stated that if 
staff see or hear an abuse allegation, the expectation is to first ensure the safety of the resident, and then to 
contact Staff #66 immediately. Staff #12 stated that if a staff member touched a resident's genitals without a 
medical reason to do so then that could be considered sexual abuse. Staff #12 stated that in October, police 
came to the facility and informed Staff #12 that Resident #10 had made a statement that someone from an 
x-ray company had sexually assaulted Resident #10 while she was a resident at the facility. Staff #12 stated 
that the police talked to Staff #12 first. Then, Staff #12 stated that she gave the police Staff #66's phone 
number, and then police talked to Staff #66.An interview was conducted with the Administrator (Staff #66) on 
November 17, 2025, at 10:07 A.M. Staff #66 stated that if staff were to see or hear an allegation of abuse, 
that he would expect staff to first make sure residents are safe, then to immediately notify Staff #66 of the 
allegation. Then, Staff #66 stated that he starts the investigation process, and that would include to suspend 
a staff member if one was identified as an alleged perpetrator, to start interviewing residents and anyone 
else identified as a possible witness, and to try to get an understanding of what happened. Staff #66 stated 
that he did not know of any abuse allegations regarding Resident #10. Staff #66 also stated that there were 
no investigations regarding an abuse allegation of Resident #10. Staff #66 stated that he was not aware of 
any police contacting him regarding an allegation of abuse of Resident #10.An interview was conducted with 
the DON (Staff #47) on November 11, 2025, at 10:47 A.M. Staff #47 stated that the police came to the facility 
sometime during the timeframe of October 18-25, 2025, and requested video camera footage for particular 
hallways. Staff #47 stated she was not informed by the police or by any other staff of any allegation of abuse. 
Staff #47 stated that no video camera footage was provided because most of the video cameras are fake 
and that the real cameras were not working. Review of the facility policy titled Freedom from Abuse, Neglect, 
and Exploitation, revised September 2024, revealed that it is the policy of the facility that each resident has 
the right to be free from abuse. This policy applies to all facility staff including, but not limited to, employees, 
consultants, contractors, volunteers, students, and other caregivers who provide care and services to 
residents on behalf of the facility. Abuse is willful infliction of injury, unreasonable confinement, intimidation, 
or punishment with resulting physical harm, pain, or mental anguish. Instances of abuse of all residents, 
irrespective of any mental or physical condition, cause physical harm, pain or mental anguish. It includes 
verbal abuse, sexual abuse, physical abuse, and mental abuse including abuse facilitated or enabled 
through the use of technology. Willful, as used in this definition of abuse, means the individual must have 
acted deliberately, not that the individual must have intended to inflict injury or harm. Sexual abuse is 
non-consensual sexual contact of any type with a resident. Facility staff with knowledge of an actual or 
potential violation of this policy must report the violation to his or her supervisor or the Facility administrator 
immediately. Regarding investigation, the policy revealed that all identified events are reported to the 
Administrator immediately. All allegations of abuse will be promptly and thoroughly investigated by the 
Administrator or his/her designee. The investigation will include the following: an interview with the person(s) 
reporting the incident, an interview with the resident(s), interviews with any witnesses to the incident, 
including the alleged perpetrator, as appropriate; a review of the resident's medical record, an interview with 
staff members (on all shifts) who may have information regarding the alleged incident, interviews with other 
residents to whom the accused employee provides care or services or who may have information regarding 
the alleged incident, an interview with staff members (on all shifts) having contact with the accused 
employee; and a review of all circumstances surrounding the incident. To the extent there is evidence that 
could be used in a criminal investigation, staff will immediately notify the Administrator or his/her designee. 
Staff are not to tamper with or destroy any such evidence at any time. At the conclusion of the investigation, 
the Facility will attempt to determine if abuse, neglect, misappropriation of resident property, or exploitation 
has occurred. The investigation, and the results of the investigation, will be documented.Review of the facility 
policy titled Reporting Alleged Violations of Abuse, Neglect, Exploitation, or Mistreatment, revised September 
2024, revealed that in response to allegations of abuse, the facility will ensure that, after receipt of a report of 
possible abuse, steps are immediately taken to protect the identified resident(s), to ensure that the results of 
all investigations are reported within five (5) working days of the incident to the Administrator and to the State 
Survey Agency, and to ensure that, if the alleged violation is verified, appropriate corrective action is taken.
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