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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 complete 
notifications involving abuse for two residents (# 15 and #23). The deficient practice resulted in allegations of 
abuse not being reported, not investigated and residents not protected from further abuse. The resident #15 
was admitted on [DATE] for a planned respite stay while a patient with Arizona Care Hospice, and 
discharged to his home on 7/8/2025 with diagnoses that included: atherosclerotic heart disease and vascular 
dementia. A review of the admission Minimum Data Set (MDS) dated [DATE] revealed completion of only 
section A. A review of the hospice admission packet revealed that the resident was admitted to the facility 
from Arizona Care Hospice for a respite stay while home health services were established. Additional 
diagnoses in the admission packet included: aortic aneurysm, weakness, falls and weight loss. The resident 
had elected a Do Not Resuscitate (DNR) status. The level 1 Preadmission Screening and Resident Review 
(PASRR) revealed that the resident had a terminal illness and secondary diagnosis of dementia, but no 
identified serious mental illness, intellectual disability or substance abuse. A review of hospice summary 
notes included in the care plan revealed that the patient was referred to hospice care for significant cognitive 
decline, progressive functional dependence, and poor prognosis. The care plan revealed that the patient was 
alert and oriented to self and place, but not time or situation. The resident had intermittent periods of 
restlessness and agitation especially in the late afternoon and evening. The resident woke frequently during 
the night and wandered, and experienced frequent falls and episodes of lightheadedness where he needed 
assistance getting into bed. The note revealed that the last fall resulted in a skin tear to the left wrist and that 
the resident refused to use assistive devices for ambulation. A review of a fall risk assessment completed on 
July 3, 2025/3/2025 at 07:06 A.M. revealed a score of 15 indicating the resident was a moderate risk for falls. 
A review of resident progress notes dated July 3, 2025 through July 8, 2025 revealed that the resident 
exhibited exit seeking, wandering, verbal behaviors and inappropriate toileting behaviors requiring orders for 
additional benzodiazepine and antipsychotic medications that were ordered on July 5, 2025. Staff reported 
that the resident continued these behaviors and was becoming more difficult to redirect, but there was no 
evidence that the resident eloped from the facility. The allegation that the resident wandered into another 
resident's room and entered her bed was confirmed by staff interviews, however, there was some 
discrepancy noted as to who held responsibility to initiate notifications of the resident's change in condition.
An interview with Licensed Practical Nurse, (LPN), (Staff #81), was conducted on 7/23/2025 at 11:54 AM. 
The LPN stated that the facility provides training on caring for residents with dementia and related behaviors. 
Staff #81 stated that knowing the residents and their baseline behaviors is one of the best ways to minimize 
wandering or other disruptions on the unit. The LPN further stated, Knowing the patients is 90% of the job. 
The LPN stated that if he encountered a resident trying to leave the secured unit or who was demonstrating 
other disruptive behaviors, he would remove them from the situation, try to redirect them using conversation, 
a snack, or a walk, and if the behaviors persisted, he would check the orders to see if medications were 
available to administer to decrease the behaviors. Staff #81 stated that he recalled a respite patient who was 
on the unit who exhibited a number of behaviors including exit seeking, and while the resident set off door 
alarms, he did not exit the building. An interview with Certified Nursing Assistant, (CNA), Staff #3) was 
conducted on 7/23/2025 at 12:22PM. The CNA confirmed that some residents are exit seeking, but staff is 
able to get to them in time to redirect them back to their room or another activity. The CNA stated that no 
resident has been able to get out of the unit during her shift. An interview with Certified Nursing Assistant, 
(CNA), (Staff #53) was conducted on 7/23/2025 at 12:30 PM. The CNA stated that staff become aware of 
resident behaviors through a review of the Kardex and through staff report. Staff #53 stated that staff receive 
extensive training from the Behavioral Health Team about dementia and that. The unit is staffed sufficiently 
to manage resident care. The CNA reported that she recalled a recent resident who was on the unit for 
respite care who walked into another resident's room and required redirection by staff. The CNA stated that if 
a resident was wandering or disruptive, she would notify the nurse. An interview with the Director of Nursing, 
(DON), (Staff #52), was conducted on 7/23/25 at 1:26 PM. The DON stated that an incident whenever there 
was an unusual occurrence such as a fall, an actual elopement, or a new skin condition, or serious resident 
to staff behaviors. Upon recalling the specific incident, the DON stated that residents can wander into other 
resident's rooms as the facility cannot shut the doors in order to ensure monitoring by staff. The DON stated 
that if a resident entered another resident's room, the staff would guide them out. When asked what she 
would do if a resident entered a room and laid down on the bed, the DON stated that she would evaluate the 
situation. The DON stated that she recalled the situation that initiated the allegation and determined there 
were no adverse effects since both residents were fully clothed, there appeared to have been no touching 
between the residents, and that staff noticed the situation in less than three minutes and responded 
immediately to escort the resident out of the other's room. The DON further stated that Resident #23 had 
significant visual impairment, was legally blind, did not realize the other resident had entered her room or 
bed, and neither resident had incurred an injury. The DON stated that she attempted to reach LPN (Staff 
#16) to provide mentoring and instruction on how to document the incident. An interview with Certified 
Nursing Assistant, (CNA), (Staff #3) was conducted on 7/23/2025 at 12:30 PM. The CNA stated that staff 
become aware of resident behaviors through a review of the Kardex and through shift staff report. Staff #3 
stated that staff receive extensive training from the Behavioral Health Team about dementia. The CNA stated 
that the unit is staffed sufficiently to manage resident care. The CNA reported that she recalled a recent 
resident who was on the unit for respite care who walked into another resident's room and required 
redirection by staff. The CNA stated that if a resident was wandering or disruptive, she would notify the 
nurse. The CNA stated that the risk of elopement from the facility could be that the resident could fall, be hit 
by a car, get lost or be stranded. An interview with Licensed Practical Nurse (LPN), (Staff #16), was 
conducted on 7/23/2025 at 2:31 PM. The LPN stated that she recalled the incident concerning the respite 
patient (Resident #15) and the situation when he was found in bed with a female resident. Staff #16 stated 
that the event occurred at the end of the shift while she was working with her back to the unit in the nurses' 
station facilitating the report with the oncoming shift LPN (Staff #15). The CNA advised both nurses that she 
needed help with a resident. Both LPNs followed the CNA into resident #23's room where they observed 
resident #15 lying in bed with resident #23. The LPN stated that resident #23 was lying closest to the wall 
and had a blanket wrapped around her. Resident #15 was observed lying on top of the bedding, but was not 
beneath the blanket. Both residents were assessed for injury and resident #23 was noted to be oriented only 
to self, was awake and calling resident #15 by her former spouse's name. She observed that resident #23 
did not appear did not appear to be upset or afraid. Resident #15 began yelling when removed from the 
female resident's bed but calmed down quickly when redirected to his room by Staff #15. The LPN stated 
that neither resident was injured during the incident. Staff #16 stated that she immediately notified the DON 
of the event as resident #15 was a respite patient and she was not sure of the necessary next steps since 
resident #15 was not a regular resident of the facility. The LPN stated that the DON asked if she would be 
comfortable saving the note she had drafted for later review and discussion. The LPN stated that the DON 
(Staff #52) advised her that she would notify the respite resident's spouse. The LPN stated that she did not 
notify resident #23's representative of the incident as she reported off to Staff #15, the day shift, LPN, who 
offered to conduct notifications. The LPN stated that the lack of notification to the resident's representatives 
did not meet her expectations as she is aware that the event should have been handled differently, and that 
she now knows how important it is to communicate with resident's families. The LPN stated that it is 
important that everyone knows what is going with patient and that this was a failure to communicate. Staff 
#16 acknowledged that the experience was a learning point for her. A telephone interview with Licensed 
Practical Nurse, (LPN), (Staff #15) was conducted on 7/23/2025 at 2:51 P.M. The LPN stated that he 
recalled the event when resident #15 was found in bed with resident #23 who thought it was her husband. 
The LPN stated that neither resident was injured and believed that resident #23 was facing the wall when the 
situation was identified. When asked about the facility's process for notifying family members of incidents 
that occurred at the facility, he stated that since it happened during shift-change, whomever wrote up the 
report also would have made notifications. Staff #15 stated that if no report was written, the DON would have 
conducted the notifications. The LPN stated that if he had documented the incident, he would have indicated 
who he notified in the progress note. The LPN stated that the lack of notification would not meet his 
expectation as the family could be pretty upset if they were not notified within 24-48 hours. A follow-up 
interview was conducted with Director of Nursing (DON), (Staff # 52) on 7/23/2025 at 3:18 PM. The DON 
reviewed the record and confirmed that there was no indication that notification of either resident's families 
regarding the incident occurred. The DON further stated that this did not meet her expectation as 
notifications of incidents are to take place in a timely manner. Staff #52 further stated that she would be 
providing education on timely notification to staff at monthly staff meetings. The DON identified the risk 
related to lack of notification would be a lack of trust in the facility to give proper care. A review of the 
Accidents, Incidents and Supervision policy, reviewed on 7/22/2024 revealed that the facility is committed to 
providing an environment as free from accidents and hazards as possible for all residents and ensuring that 
each resident will receive the supervision and interventions needed to promote such an environment. The 
policy further revealed that the Director of Nursing, Administrator, and or designee will be notified 
immediately if a resident or other individual creates a risk to others.
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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.
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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 develop 
and implement policies and procedures for the documentation and reporting of alleged violations involving 
abuse for one resident (#23). The deficient practice resulted in allegations of abuse not being reported, not 
investigated and residents not protected from further abuse.Findings include:The resident was admitted on 
[DATE] for a planned respite stay while a patient with Arizona Care Hospice, and discharged to his home on 
7/8/2025 with diagnoses that included: atherosclerotic heart disease and vascular dementia. A review of the 
admission Minimum Data Set (MDS) dated [DATE] revealed completion of only section A.A review of the 
hospice admission packet revealed that the resident was admitted to the facility from Arizona Care Hospice 
for a respite stay while home health services were established. Additional diagnoses in the admission packet 
included: aortic aneurysm, weakness, falls and weight loss. The resident had elected a Do Not Resuscitate 
(DNR) status. The level 1 Preadmission Screening and Resident Review (PASRR) revealed that the resident 
had a terminal illness and secondary diagnosis of dementia, but no identified serious mental illness, 
intellectual disability or substance abuse. A review of hospice summary notes included in the care plan 
revealed that the patient was referred to hospice care for significant cognitive decline, progressive functional 
dependence, and poor prognosis. The care plan revealed that the patient was alert and oriented to self and 
place, but not time or situation. The resident had intermittent periods of restlessness and agitation especially 
in the late afternoon and evening. The resident woke frequently during the night and wandered, and 
experienced frequent falls and episodes of lightheadedness where he needed assistance getting into bed. 
The note revealed that the last fall resulted in a skin tear to the left wrist and that the resident refused to use 
assistive devices for ambulation. A review of a fall risk assessment completed on July 3, 2025/3/2025 at 
07:06 A.M. revealed a score of 15 indicating the resident was a moderate risk for falls. The admission care 
plan dated 7/1/2025 revealed that the resident was incontinent of bowel and bladder and had a history of 
falls. The care plan further revealed that the resident had lost approximately 40 pounds in the past year, 5 
pounds in the past week and was cachexic. A review of resident progress notes dated July 3, 2025 through 
July 8, 2025 revealed that the resident exhibited exit seeking, wandering, verbal behaviors and inappropriate 
toileting behaviors requiring orders for additional benzodiazepine and antipsychotic medications that were 
ordered on July 5, 2025.Staff reported that the resident continued these behaviors and was becoming more 
difficult to redirect, however, there was no evidence that the resident eloped from the facility. The allegation 
that the resident wandered into another resident's room and entered her bed was confirmed by staff 
interviews, however, the electronic health record revealed no documentation of the incident. Further, there 
was a discrepancy noted as to who held responsibility to document the resident's behaviors and change in 
condition.An interview with Licensed Practical Nurse, (LPN), (Staff #81), was conducted on 7/23/2025 at 
11:54 AM. The LPN stated that the facility provides training on caring for residents with dementia and related 
behaviors. Staff #81 stated that knowing the residents and their baseline behaviors is one of the best ways to 
minimize wandering or other disruptions on the unit. The LPN further stated, Knowing the patients is 90% of 
the job. The LPN stated that if he encountered a resident trying to leave the secured unit or who was 
demonstrating other disruptive behaviors, he would remove them from the situation, try to redirect them 
using conversation, a snack, or a walk, and if the behaviors persisted, he would check the orders to see if 
medications were available to administer to decrease the behaviors. Staff #81 stated that he recalled a 
respite patient who was on the unit who exhibited a number of behaviors including exit seeking, and while 
the resident set off door alarms, he did not exit the building. The LPN stated that documentation of resident 
care is the responsibility of the nurse providing the care. An interview with Certified Nursing Assistant, (CNA), 
(Staff #53) was conducted on 7/23/2025 at12:30 PM. The CNA stated that staff become aware of resident 
behaviors through a review of the Kardex and through staff report. Staff #53 stated that staff receive 
extensive training from the Behavioral Health Team about dementia and that. The unit is staffed sufficiently 
to manage resident care. The CNA reported that she recalled a recent resident who was on the unit for 
respite care who walked into another resident's room and required redirection by staff. The CNA stated that if 
a resident was wandering or disruptive, she would notify the nurse. An interview with the Director of Nursing, 
(DON), (Staff #52), was conducted on 7/23/25 at 1:26 PM. The DON stated that an incident whenever there 
was an unusual occurrence such as a fall, an actual elopement, or a new skin condition, or serious resident 
to staff behaviors. Upon recalling the specific incident, the DON stated that residents can wander into other 
resident's rooms as the facility cannot shut the doors in order to ensure monitoring by staff. The DON stated 
that if a resident entered another resident's room, the staff would guide them out. When asked what she 
would do if a resident entered a room and laid down on the bed, the DON stated that she would evaluate the 
situation. The DON stated that she recalled the situation that initiated the allegation and determined there 
were no adverse effects since both residents were fully clothed, there appeared to have been no touching 
between the residents, and that staff noticed the situation in less than three minutes and responded 
immediately to escort the resident out of the other's room. The DON further stated that Resident #23 had 
significant visual impairment, was legally blind, did not realize the other resident had entered her room or 
bed, and neither resident had incurred an injury. The DON stated that she attempted to reach LPN (Staff 
#16) to provide follow up mentoring and instruction on how to document the incident. An interview with 
Certified Nursing Assistant, (CNA), (Staff #3) was conducted on 7/23/2025 at12:30 PM. The CNA stated that 
staff become aware of resident behaviors through a review of the Kardex and through shift staff report. Staff 
#3 stated that staff receive extensive training from the Behavioral Health Team about dementia. The CNA 
stated that the unit is staff sufficiently to manage resident care. The CNA reported that she recalled a recent 
resident who was on the unit for respite care who walked into another resident's room and required 
redirection by staff. The CNA stated that if a resident was wandering or disruptive, she would notify the 
nurse. An interview with Licensed Practical Nurse (LPN), (Staff #16), was conducted on 7/23/2025 at 2:31 
PM. The LPN stated that she recalled the incident concerning the respite patient (Resident #15) and the 
situation when he was found in bed with a female resident. Staff #16 stated that the event occurred at the 
end of the shift while she was working with her back to the unit in the nurses' station facilitating the report 
with the oncoming shift LPN (Staff #15). The CNA advised both nurses that she needed help with a resident. 
Both LPNs followed the CNA into resident #23's room where they observed resident #15 lying in bed with 
resident #23. The LPN stated that resident #23 was lying closest to the wall and had a blanket wrapped 
around her. Resident #15 was observed lying on top of the bedding, but was not beneath the blanket. Both 
residents were assessed for injury and resident #23 was noted to be oriented only to self, was awake and 
calling resident #15 by her former spouse's name. She observed that resident #23 did not appear did not 
appear to be upset or afraid. Resident #15 began yelling when removed from the female resident's bed but 
calmed down quickly when redirected to his room by Staff #15. The LPN stated that neither resident was 
injured during the incident. Staff #16 stated that she immediately notified the DON of the event as resident 
#15 was a respite patient and she was not sure of the necessary next steps since resident #15 was not a 
regular resident of the facility. The LPN stated that the DON asked if she would be comfortable saving the 
note she had drafted for later review and discussion. The LPN stated that the DON (Staff #52) advised her 
that she would notify the respite resident's spouse. The LPN stated that she did not notify resident #23's 
representative of the incident as she reported off to Staff #15, the day shift, LPN, who offered to conduct 
notifications. The LPN stated that she did not complete documentation of the incident as she planned to work 
with the DON to complete documenting the events when she returned to work. The LPN stated that when 
she returned to work, she learned that resident #15 had been discharged and removed from the electronic 
health record and that she was unable to access the record to add nursing notes regarding the incident. The 
LPN stated that the lack of documentation did not meet her expectations as she is aware that the event 
should have been handled differently, and that she now knows how important it is to document patient care. 
The LPN stated that it is important that everyone knows what is going on, or happening with the care of the 
patient and this was a failure to communicate.An interview with Licensed Practical Nurse, (LPN), (Staff #81), 
was conducted on 7/23/2025 at 11:54 AM. The LPN stated that the facility provides training on caring for 
residents with dementia and related behaviors. Staff #81 stated that knowing the residents and their baseline 
behaviors is one of the best ways to minimize wandering or other disruptions on the unit. The LPN further 
stated, Knowing the patients is 90% of the job. The LPN stated that if he encountered a resident trying to 
leave the secured unit or who was demonstrating other disruptive behaviors, he would remove them from the 
situation, try to redirect them using conversation, a snack, or a walk, and if the behaviors persisted, he would 
check the orders to see if medications were available to administer to decrease the behaviors. Staff #81 
stated that he recalled a respite patient who was on the unit who exhibited a number of behaviors including 
exit seeking, and while the resident set off door alarms, he did not exit the building. The LPN stated that 
documentation of resident care is the responsibility of the nurse providing the care. An interview with 
Certified Nursing Assistant, (CNA), (Staff #53) was conducted on 7/23/2025 at12:30 PM. The CNA stated 
that staff become aware of resident behaviors through a review of the Kardex and through staff report. Staff 
#53 stated that staff receive extensive training from the Behavioral Health Team about dementia and that. 
The unit is staffed sufficiently to manage resident care. The CNA reported that she recalled a recent resident 
who was on the unit for respite care who walked into another resident's room and required redirection by 
staff. The CNA stated that if a resident was wandering or disruptive, she would notify the nurse. An interview 
with the Director of Nursing, (DON), (Staff #52), was conducted on 7/23/25 at 1:26 PM. The DON stated that 
an incident whenever there was an unusual occurrence such as a fall, an actual elopement, or a new skin 
condition, or serious resident to staff behaviors. Upon recalling the specific incident, the DON stated that 
residents can wander into other resident's rooms as the facility cannot shut the doors in order to ensure 
monitoring by staff. The DON stated that if a resident entered another resident's room, the staff would guide 
them out. When asked what she would do if a resident entered a room and laid down on the bed, the DON 
stated that she would evaluate the situation. The DON stated that she recalled the situation that initiated the 
allegation and determined there were no adverse effects since both residents were fully clothed, there 
appeared to have been no touching between the residents, and that staff noticed the situation in less than 
three minutes and responded immediately to escort the resident out of the other's room. The DON further 
stated that Resident #23 had significant visual impairment, was legally blind, did not realize the other 
resident had entered her room or bed, and neither resident had incurred an injury. The DON stated that she 
attempted to reach LPN (Staff #16) to provide follow up mentoring and instruction on how to document the 
incident. An interview with Certified Nursing Assistant, (CNA), (Staff #3) was conducted on 7/23/2025 
at12:30 PM. The CNA stated that staff become aware of resident behaviors through a review of the Kardex 
and through shift staff report. Staff #3 stated that staff receive extensive training from the Behavioral Health 
Team about dementia. The CNA stated that the unit is staff sufficiently to manage resident care. The CNA 
reported that she recalled a recent resident who was on the unit for respite care who walked into another 
resident's room and required redirection by staff. The CNA stated that if a resident was wandering or 
disruptive, she would notify the nurse. An interview with Licensed Practical Nurse (LPN), (Staff #16), was 
conducted on 7/23/2025 at 2:31 PM. The LPN stated that she recalled the incident concerning the respite 
patient (Resident #15) and the situation when he was found in bed with a female resident. Staff #16 stated 
that the event occurred at the end of the shift while she was working with her back to the unit in the nurses' 
station facilitating the report with the oncoming shift LPN (Staff #15). The CNA advised both nurses that she 
needed help with a resident. Both LPNs followed the CNA into resident #23's room where they observed 
resident #15 lying in bed with resident #23. The LPN stated that resident #23 was lying closest to the wall 
and had a blanket wrapped around her. Resident #15 was observed lying on top of the bedding, but was not 
beneath the blanket. Both residents were assessed for injury and resident #23 was noted to be oriented only 
to self, was awake and calling resident #15 by her former spouse's name. She observed that resident #23 
did not appear did not appear to be upset or afraid. Resident #15 began yelling when removed from the 
female resident's bed but calmed down quickly when redirected to his room by Staff #15. The LPN stated 
that neither resident was injured during the incident. Staff #16 stated that she immediately notified the DON 
of the event as resident #15 was a respite patient and she was not sure of the necessary next steps since 
resident #15 was not a regular resident of the facility. The LPN stated that the DON asked if she would be 
comfortable saving the note she had drafted for later review and discussion. The LPN stated that the DON 
(Staff #52) advised her that she would notify the respite resident's spouse. The LPN stated that she did not 
notify resident #23's representative of the incident as she reported off to Staff #15, the day shift, LPN, who 
offered to conduct notifications. The LPN stated that she did not complete documentation of the incident as 
she planned to work with the DON to complete documenting the events when she returned to work. The LPN 
stated that when she returned to work, she learned that resident #15 had been discharged and removed 
from the electronic health record and that she was unable to access the record to add nursing notes 
regarding the incident. The LPN stated that he was aware that the night LPN had or planned to speak with 
the DON about the incident. The LPN stated that if he had documented the incident, he would have indicated 
who he notified in the progress note. The LPN stated that the lack of documentation would not meet his 
expectation as there would be no record of the event if it was not charted. An interview was conducted with 
Director of Nursing (DON), (Staff # 52) on 7/23/2025 at 3:18 PM. The DON reviewed the record and 
confirmed that there was no indication that documentation of the incident was recorded in either resident's 
electronic health record. The DON stated that the day shift staff should have documented the event and that 
staff will be written up for the lack of completing documentation. The DON further stated that this did not 
meet her expectation because, if it wasn't charted, it wasn't done. A request to review the facility 
documentation policy revealed that the facility had none. This attestation was confirmed by the Administrator 
(Staff #79) on 7/23/2025 at 3:40 PM.
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