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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, staff and resident interviews, facility documentation and policy reviews, the facility 
failed to implement their written abuse policies and procedure for two residents (#1, #2). The deficient 
practice could place resident at risk for further abuse.Findings include:-Regarding Resident #1:Resident #1 
was admitted to the facility on [DATE] with a diagnosis that included bilateral primary osteoarthritis of knee, 
anxiety disorder, syncope and collapse, and Type 2 Diabetes Mellitus (DM).A review of orders revealed 
Resident had orders for occupational therapy, physical therapy and speech therapy to eval and treat as 
needed if indicated on orders.A review of Resident's care plan dated June 17, 2025 revealed Resident was 
at risk for functional self-care deficits and/or functional mobility limitations related to osteoarthritis of the 
Knee, history of falls, DM, and weakness.A review of admission Minimum Data Set (MDS) assessment dated 
[DATE] revealed a Brief Interview for Mental Status (BIMS) score of 14.0, cognitively intact, behavioral 
symptoms not exhibited, and rejection of care and wandering behaviors were not exhibited.Another review of 
Resident's care plan dated June 22, 2025 revealed Resident had a communication problem related to 
Resident only speaks Spanish.A review of progress note dated July 22, 2025 at 6:34 AM revealed Resident 
was due for her morning medication and Staff #249 asked a CNA (certified nursing assistant) to accompany 
Staff #249 and assist with Spanish translation. The progress notes also revealed that Resident complaint 
about being forced to take medication and Resident wants the nurse to leave her medication on the table. 
The nurse stated that Resident had syncope attack when Resident gets upset/mad. Staff #249 progress note 
revealed that the Resident accused him of grabbing and touching her with the CNA. Staff #249 was just 
helping Resident put back her gown and just trying to make her safe to prevent her from falling because 
Resident was sitting at beside. Furthermore, the progress note revealed that after 15 minutes, Staff #249 and 
another staff tried to give Resident's medication while Resident was talking on the phone, and Resident 
acted like she fell asleep as soon as she saw the staff knocked and walked inside her room.Another review 
of care plan dated July 22, 2025 revealed Resident had a behavior problem related to resistive to care, false 
accusation towards staff and preference for female staff only. Interventions included to anticipate Resident's 
needs and cares in pairs.A review of rehab therapy progress note dated July 25, 2025 revealed a Spanish 
interpreter was utilized, at 10:00 AM, Resident #1 reported to physical therapy (PT) that resident was abused 
by a nurse in the facility. The progress notes revealed that resident was naked while finishing up with a 
shower, resident was about to fasten gown and resident couldn't because a male nurse came in without 
knocking and resident was attacked immediately. The progress notes revealed that he shook the resident a 
lot and the resident could not wake up or move. He grabbed the resident by the arms to put resident in bed. 
A female nurse came in and put the robe on the resident and left. Resident could not move because of 
epilepsy. Furthermore, the progress note revealed that the female nurse stated that she did not see anything 
and he stated that it was only one pill. But when the resident woke up, there were a lot of pills stuffed in the 
resident's mouth, resident could not swallow, resident spit them out and had a sour taste. The male nurse 
stated it was only one pill but resident took six tiny pills and three big ones placed in resident's mouth when 
resident was passed out, resident reported it to a nurse and the Spanish speaking nurse said she needs to 
apologize. In the morning the male nurse stayed by the door and did not want to enter the resident's room. A 
female nurse entered the room and Resident #1 stated to report him for bad behavior. The progress notes 
also revealed that PT was not able to notify the administrator due to the administrator was out on vacation 
and the other administrative staff were out until 3:00 PM. The progress note revealed that PT had a 
conversation with a unit manager/Staff #55 on July 25, 2025 at 12:00 PM and PT reported to the DON 
(director of nursing) and the building administrator.A review of progress notes and a Weekly Skin check and 
Wound assessment dated [DATE] revealed a registered nurse (RN) and a CNA that speaks Spanish 
conducted a head to toe assessment and observed Resident's skin to be clean, dry and intact, no open area, 
no redness, and no area of concerns noted.A review of facility's investigation report with an allegation date of 
August 4, 2025 revealed that the facility was notified by APS (Adult Protective Services) of an anonymous 
report of sexual abuse towards Resident #1. The facility report revealed that there was no staff member to 
suspend as the facility was unable to identify the alleged accuser and there was no staff identified by the 
accuser. Furthermore, the report revealed two staff statement. First statement was from a unit 
coordinator/Staff #65. The statement from Staff #65 revealed that the incident happened either 
Tuesday/Wednesday early morning. The nurse did not knock and resident was sitting up in the wheelchair. 
Resident had an episode where resident knew what was going on but was unable to move or talk and not 
sure if it was a syncopal episode. The Resident described the nurse as Hispanic male, dark hair, not too old, 
not too young, and does not speak Spanish. A female staff assisted the male nurse to get the resident back 
in bed. The resident was in pain and was given Tylenol but Resident was unable to swallow so the medicine 
was in the Resident's side of the mouth which the Resident stated that it tasted bitter. Resident #1 did not 
report any abuse to her knowledge. The second staff statement in the 5-day report was given by Staff 
#55/unit manager. Staff #55 statement revealed that On Friday 08/25/25 Staff #55 was informed of the 
Resident's experience that happened couple days ago. The PT revealed that resident was in a wheelchair 
when resident was in pain that froze her up and while resident was in the wheelchair, the CNA and nurse 
was attempting to wake resident up because resident appeared passed out. The resident was aware of what 
was going on but was not communicating verbally just grunting. Staff #55 statement also revealed that she 
noticed the pills in Resident's mouth were half dissolved. Furthermore, the August 4, 2025 investigation 
report finding and conclusion revealed that there was no staff member identified as an alleged perpetrator, 
Resident #1 and family stated that there was no sexual abuse, facility reported the complaint to APS, police, 
and DHS, and the allegation of abuse was unable to be substantiated.Resident #1 was discharged on 
August 7, 2025.-Regarding Resident #2:Resident #2 was admitted to the facility on [DATE] with a diagnosis 
that included speech and language deficit following nontraumatic intracerebral hemorrhage, metabolic 
encephalopathy, and end stage renal disease.A review of admission MDS assessment dated [DATE] 
revealed a BIMS score of no score recorded/space left blank, resident vision severely impaired and resident 
had no corrective lenses, behavioral symptoms were not exhibited, and rejection of care and wandering 
behaviors were not exhibited. A review of Resident's care plan dated April 22, 2025 revealed that resident 
was at risk for functional self care deficits and/or functional mobility limitations related to her diagnoses.
Another review of Resident's care plan dated April 29, 2025 revealed that resident have delirium or an acute 
confusional episode, have impaired visual function, have impaired cognitive function/dementia or impaired 
thought processes, and at risk for bladder incontinence related to impaired mobility.A review of progress 
notes dated August 5, 2025 by CNA/Staff #106 revealed that resident refused a shower because it was too 
cold, even after staff offered to change the room temperature and shower the resident with warm water.A 
review of record titled, CNA Shower Sheet, dated August 5, 2025 revealed Resident #2 without a bruise, skin 
tear, red area, open area, fingernails and toenails were not cleaned or clipped, and facial hair not shaved. In 
addition, the sheet revealed a note that resident refused a shower or bath, resident was cold, and resident 
was informed that staff will turn off AC (air conditioning) but still resident refused to have a shower and would 
wait to have a bed bath the next day.A review of record titled, CNA Shower Sheet, dated August 8, 2025 
revealed Resident's shower was completed.An interview was conducted on August 11, 2025 at 11:24 AM 
with a CNA/Staff #69. Staff #69 stated that abuse can be physical, mental, verbal, or financial. Staff #69 
stated that if he was made aware of an allegation of abuse, he will report it to his charge nurse or supervisor 
so it will be documented and investigated for residents' safety. Staff #69 stated that he is not aware of any 
abuse incident since he has been in the facility.An interview was conducted on August 11, 2025 at 1:37 PM 
in the rehab director's office with occupational therapy (OT)/Staff #1. She stated that her role includes getting 
referral paperwork, doing chart reviews, observing precaution prior to walking in the resident's room, then 
she will ask the resident in depth question such as their prior level to preemptively plan for their discharge, 
and then she will set their discharge goals. And, based on the schedule, she discusses the plan with the 
resident such as upper or lower body strength, safety, fall prevention education, also educate family if family 
is at bedside. She stated that she uses a language line solution, it is a phone number to call and then select 
the language resident speak, if resident does not speak English. Regarding her abuse training, she stated 
that she will report an allegation of abuse immediately to the abuse coordinator which is the administrator. 
She is not aware of any abuse incident.An interview was conducted on August 11, 2025 at 1:50 PM in 
hallway 2100 with CNA/Staff #229. She stated that she works day shift from 6 AM through 6 PM. After 
clocking in, she first does a walk-in report with the night CNA going from one room to another. Then, she will 
start taking vital signs (VS). After taking all of her residents' VS, she will give the VS sheet to her nurse, and 
also will document the VS in the computer. She will assist her residents, get residents up, and sent residents 
to activities. When she has a resident, who does not speak English, her facility has a number she can call to 
assist in translation. She stated that she takes care of Spanish speaking residents and since she speaks 
Spanish herself, the other staff comes to her and ask her to assist them with translation. Regarding care in 
[NAME], she stated that the resident who have cares in [NAME] could be resident that made accusation 
against staff, and or are heavier. Regarding abuse, she stated that abuse can be sexual, psychological, 
financial, and verbal. And, when she witnesses or is made aware of any allegation of abuse, she will report it 
to the administrator, DON, or to her nurse. She stated that she heard a few residents who have mentioned 
that supposedly a staff placed a finger. She stated that most of the CNAs working in the units are female, 
except there is one male on the day shift. She stated that if a resident asks for a female to provide her care, 
usually their male CNA will look for a female CNA. She stated that a week ago, there was a rumor that 
Resident #2 who is still in the facility was one of the residents included in the rumor, but she does not know if 
the rumor was true or not.On August 11, 2025 at 2:03 PM, an interview was conducted with Resident #2. 
Resident #2 stated that she wants to go home. Resident #2 stated that there was an incident with a nurse 
who took her in a shower located in her room during the day and stuck her finger. The incident happened 2 
or 3 weeks ago, on a Tuesday. Resident stated that she is blind, she can't see, and the staff stuck her finger 
in her private part, and the nurse stated to her you do not want to stink do you, and another incident were 
another nurse poured the medicine in her mouth. Resident stated that she informed a lady about the incident 
but could not remember the lady's name. On August 11, 2025, a follow up question with CNA/Staff #229 at 
the nursing station 2200 hall was conducted. Staff #229 stated that showers are provided by CNAs, nurses 
do not give showers, the CNAs use a shower sheet, Resident #2 shower days are on Tuesdays and Fridays, 
and showers are done in the resident's room.On August 11, 2025 at 2:45 PM, the administrator/Staff #28, 
DON/Staff #133, and AIT (administrator in training)/Staff #221 were made aware of an allegation of abuse 
involving Resident #2.On August 11, 2025 at 2:45 PM, the administrator stated that there were no allegations 
of abuse reported in the month of July and there was only one allegation of abuse for August.On August 11, 
2025 at 5:14 PM, surveyor received a call back from physical therapy assistant (PTA)/Staff #3. Staff #3 
stated that he works for this facility and provided services to Resident #1, sometimes three to four times per 
week. Staff #3 stated that Resident #1 complained about a nurse, this incident was already reported because 
the event happened in July, and it was recorded in the PT notes. Additionally, Staff #3 stated that Resident 
#1 mentioned to him that when Resident #1 was changing their gown, the nurse entered without knocking, 
Resident #1 was upset and on the same day when Resident #1 was lying down half asleep, the nurse came 
in their room and poured the medication and water in Resident #1's mouth. Resident #1 was choking when 
awaken. Resident #1 did not remember the nurse's name. Staff #3 stated that there were not a lot of male 
nurse in that facility.An interview was conducted on August 12, 2025 at 9:13 AM via phone with physical 
therapist (PT)/Staff #4. Staff #4 stated that she worked at the facility last month but does not remember the 
dates. She was driving during the interview and was unable to check dates at the moment, but she stated 
that everything was in the progress notes. She stated that she used an interpreter, there was no name of the 
nurse involved during the incident, Resident #1 was not aware of the male nurse's name, and the incident 
happened during the night shift.An interview was conducted on August 12, 2025 at 10:12 AM with a Unit 
Manager/Staff #55 in the conference room. Staff #55 stated that she works Tuesdays through Fridays from 
10 AM through 8: 30 PM. Her responsibilities include making residents' rounds, doing narcotic audits, she is 
involved with admissions and discharges, and she follow up with families for any concerns. She stated that 
their dialysis residents go to dialysis. Regarding her abuse training, she stated that as soon as an abuse is 
identified, abuse is reported right away to the administrator, and if the administrator is not available, she 
reports the allegation of abuse to the DON. If DON is not available, she stated that the administrator or the 
DON are usually available. She stated that the type of abuse to report include physical, sexual, financial, 
verbal, and neglect. If she is made aware of an allegation of abuse, her responsibility is to report it to the 
administrator, she interviews the resident to get details, but her main responsibility is to inform the 
administrator and the DON. She stated that she was made aware of Resident #1's incident in July around by 
the end of July. She believes it was July 25, and Resident #1 already has been discharged . She stated that 
Resident #1 only speaks Spanish, the therapist stated that in the morning Resident #1 was sitting in the 
chair, Resident #1 remembered the staff were trying to wake her up. She stated that Resident #1 might have 
had a seizure because Resident #1 was out of it but knows what was going on but Resident #1 was unable 
to communicate, Resident #1's incident happened early in the morning during the night shift. The staff at that 
time was a nurse and a med tech. The nurse was Staff #249 and the Med tech was Staff #83. Staff #249 was 
not assigned to Resident #1 after the incident. Resident #1 was not sure when the incident happened, if it 
was on a Tuesday or Wednesday, Resident #1 described the male staff looking Hispanic and that is how 
Staff #55 figured it was Staff #249 and he was with a CMA (certified medical tech)/Staff #83. Both Staff #249 
and Staff #83 were working that night shift. Staff #55 stated that after the incident, cares in pairs was 
implemented for Resident #1. Staff #55 stated that she informed the administrator via phone call of the 
incident on July 25 which was a Friday and she also spoke with the DON and she thinks that their Director of 
Rehab also informed the DON. Staff #4 was the therapist whom Resident #1 informed of the incident on July 
25. Staff #55 stated that after reporting the incident to the administrator and DON, she went and interviewed 
Resident #1 with the wound care nurse, but resident was eating lunch and had a visitor and wanted them to 
come back later. The second visit to Resident #1 was with the unit coordinator to assist with translation. Staff 
#55 stated that the resident did not say the way the therapist had reported it to her. Staff #55 stated that the 
nurse came in the room while Resident #1 was half dress, and the nurse was trying to wake Resident #1 up 
by rubbing on Resident #1's chest because the nurse was concern that Resident #1 was altered and the staff 
placed Resident #1 back in bed. Staff #55 did not remember any other abuse incident, just this one for this 
year.An interview was conducted on August 12, 2025 at 11:17 AM in the 2200 nursing station with Staff #65. 
Staff #65 stated that as the unit coordinator, her responsibility includes setting up appointments and 
transportations, she speaks Spanish, she helps translates. She stated that she translated for one of the unit 
managers regarding an incident in July. She stated that her abuse training includes if she hears any 
allegation of abuse, she will report it to the administrator. She stated that if abuse is not reported, the abuse 
allegation will not get investigated, the resident is vulnerable, and the resident would feel unsafe in the facility.
On August 12, 2025 at 11:30 AM, an exit interview was conducted with the administrator/Staff #28 and the 
DON/Staff #133 in the conference room. At 11:52 AM, the DON stated that when the physical therapist note 
had come up, she and the administrator spoke with the Director of Rehab. The DON does not remember 
when they spoke with the Director of Rehab. The DON stated that she also spoke with Resident #1 and 
Resident #1 denied the accusation. The DON stated that she had concerns with medication administration 
during the incident, and that is when the administrator reported the incident to the police, DHS (department 
of health services), which is in their 5-day report. The DON stated that the allegation of abuse was not 
reported to her and to the administrator and that they both learned of the allegation of abuse on a later date 
from APS, and that is when they filed it to the department and to the law enforcement. During the interview, 
the administrator stated that they verified the incident with Resident #1 and the family member and confirmed 
that nothing happened. The administrator stated that the physical therapy note was not reflecting the reality 
of what Resident #1 stated once Resident #1 and the family member were interviewed.A review of facility's 
policy titled, 003 - Resident Rights/Dignity: Abuse, Neglect, Exploitation and Misappropriation Prevention 
Program, in effect date of January 1, 2024 revealed Residents have the right to be free from abuse. (8) 
Identify and investigate all possible incidents of abuse, neglect, mistreatment, or misappropriation of resident 
property. (9) Investigate and report any allegations within timeframes required by federal requirements. (10) 
Protect residents from any further harm during investigations.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff and resident interviews, facility documentation and policy review, the facility failed 
to ensure that an allegation of abuse for two resident (#1, #2) was reported to the State Agencies in a timely 
manner. The deficient practice could place residents at risk for further abuse.Findings include:-Regarding 
Resident #1:Resident #1 was admitted to the facility on [DATE] with a diagnosis that included bilateral 
primary osteoarthritis of knee, anxiety disorder, syncope and collapse, and Type 2 Diabetes Mellitus (DM).A 
review of orders revealed Resident had orders for occupational therapy, physical therapy and speech 
therapy to eval and treat as needed if indicated on orders.A review of Resident's care plan dated June 17, 
2025 revealed Resident was at risk for functional self-care deficits and/or functional mobility limitations 
related to osteoarthritis of the Knee, history of falls, DM, and weakness.A review of admission Minimum Data 
Set (MDS) assessment dated [DATE] revealed a Brief Interview for Mental Status (BIMS) score of 14.0, 
cognitively intact, behavioral symptoms not exhibited, and rejection of care and wandering behaviors were 
not exhibited.Another review of Resident's care plan dated June 22, 2025 revealed Resident had a 
communication problem related to Resident only speaks Spanish.A review of progress note dated July 22, 
2025 at 6:34 AM revealed Resident was due for her morning medication and Staff #249 asked a CNA 
(certified nursing assistant) to accompany Staff #249 and assist with Spanish translation. The progress notes 
also revealed that Resident complaint about being forced to take medication and Resident wants the nurse 
to leave her medication on the table. The nurse stated that Resident had syncope attack when Resident gets 
upset/mad. Staff #249 progress note revealed that the Resident accused him of grabbing and touching her 
with the CNA. Staff #249 was just helping Resident put back her gown and just trying to make her safe to 
prevent her from falling because Resident was sitting at beside. Furthermore, the progress note revealed 
that after 15 minutes, Staff #249 and another staff tried to give Resident's medication while Resident was 
talking on the phone, and Resident acted like she fell asleep as soon as she saw the staff knocked and 
walked inside her room.Another review of care plan dated July 22, 2025 revealed Resident had a behavior 
problem related to resistive to care, false accusation towards staff and preference for female staff only. 
Interventions included to anticipate Resident's needs and cares in pairs.A review of rehab therapy progress 
note dated July 25, 2025 revealed a Spanish interpreter was utilized, at 10:00 AM, Resident #1 reported to 
physical therapy (PT) that resident was abused by a nurse in the facility. The progress notes revealed that 
resident was naked while finishing up with a shower, resident was about to fasten gown and resident couldn't 
because a male nurse came in without knocking and resident was attacked immediately. The progress notes 
revealed that he shook the resident a lot and the resident could not wake up or move. He grabbed the 
resident by the arms to put resident in bed. A female nurse came in and put the robe on the resident and left. 
Resident could not move because of epilepsy. Furthermore, the progress note revealed that the female 
nurse stated that she did not see anything and he stated that it was only one pill. But when the resident woke 
up, there were a lot of pills stuffed in the resident's mouth, resident could not swallow, resident spit them out 
and had a sour taste. The male nurse stated it was only one pill but resident took six tiny pills and three big 
ones placed in resident's mouth when resident was passed out, resident reported it to a nurse and the 
Spanish speaking nurse said she needs to apologize. In the morning the male nurse stayed by the door and 
did not want to enter the resident's room. A female nurse entered the room and Resident #1 stated to report 
him for bad behavior. The progress notes also revealed that PT was not able to notify the administrator due 
to the administrator was out on vacation and the other administrative staff were out until 3:00 PM. The 
progress note revealed that PT had a conversation with a unit manager/Staff #55 on July 25, 2025 at 12:00 
PM and PT reported to the DON (director of nursing) and the building administrator.A review of progress 
notes and a Weekly Skin check and Wound assessment dated [DATE] revealed a registered nurse (RN) and 
a CNA that speaks Spanish conducted a head to toe assessment and observed Resident's skin to be clean, 
dry and intact, no open area, no redness, and no area of concerns noted.A review of facility's investigation 
report with an allegation date of August 4, 2025 revealed that the facility was notified by APS (Adult 
Protective Services) of an anonymous report of sexual abuse towards Resident #1. The facility report 
revealed that there was no staff member to suspend as the facility was unable to identify the alleged accuser 
and there was no staff identified by the accuser. Furthermore, the report revealed two staff statement. First 
statement was from a unit coordinator/Staff #65. The statement from Staff #65 revealed that the incident 
happened either Tuesday/Wednesday early morning. The nurse did not knock and resident was sitting up in 
the wheelchair. Resident had an episode where resident knew what was going on but was unable to move or 
talk and not sure if it was a syncopal episode. The Resident described the nurse as Hispanic male, dark hair, 
not too old, not too young, and does not speak Spanish. A female staff assisted the male nurse to get the 
resident back in bed. The resident was in pain and was given Tylenol but Resident was unable to swallow so 
the medicine was in the Resident's side of the mouth which the Resident stated that it tasted bitter. Resident 
#1 did not report any abuse to her knowledge. The second staff statement in the 5-day report was given by 
Staff #55/unit manager. Staff #55 statement revealed that On Friday 08/25/25 Staff #55 was informed of the 
Resident's experience that happened couple days ago. The PT revealed that resident was in a wheelchair 
when resident was in pain that froze her up and while resident was in the wheelchair, the CNA and nurse 
was attempting to wake resident up because resident appeared passed out. The resident was aware of what 
was going on but was not communicating verbally just grunting. Staff #55 statement also revealed that she 
noticed the pills in Resident's mouth were half dissolved. Furthermore, the August 4, 2025 investigation 
report finding and conclusion revealed that there was no staff member identified as an alleged perpetrator, 
Resident #1 and family stated that there was no sexual abuse, facility reported the complaint to APS, police, 
and DHS, and the allegation of abuse was unable to be substantiated.Resident #1 was discharged on 
August 7, 2025.-Regarding Resident #2:Resident #2 was admitted to the facility on [DATE] with a diagnosis 
that included speech and language deficit following nontraumatic intracerebral hemorrhage, metabolic 
encephalopathy, and end stage renal disease.A review of admission MDS assessment dated [DATE] 
revealed a BIMS score of no score recorded/space left blank, resident vision severely impaired and resident 
had no corrective lenses, behavioral symptoms were not exhibited, and rejection of care and wandering 
behaviors were not exhibited. A review of Resident's care plan dated April 22, 2025 revealed that resident 
was at risk for functional self care deficits and/or functional mobility limitations related to her diagnoses.
Another review of Resident's care plan dated April 29, 2025 revealed that resident have delirium or an acute 
confusional episode, have impaired visual function, have impaired cognitive function/dementia or impaired 
thought processes, and at risk for bladder incontinence related to impaired mobility.A review of progress 
notes dated August 5, 2025 by CNA/Staff #106 revealed that resident refused a shower because it was too 
cold, even after staff offered to change the room temperature and shower the resident with warm water.A 
review of record titled, CNA Shower Sheet, dated August 5, 2025 revealed Resident #2 without a bruise, skin 
tear, red area, open area, fingernails and toenails were not cleaned or clipped, and facial hair not shaved. In 
addition, the sheet revealed a note that resident refused a shower or bath, resident was cold, and resident 
was informed that staff will turn off AC (air conditioning) but still resident refused to have a shower and would 
wait to have a bed bath the next day.A review of record titled, CNA Shower Sheet, dated August 8, 2025 
revealed Resident's shower was completed.An interview was conducted on August 11, 2025 at 11:24 AM 
with a CNA/Staff #69. Staff #69 stated that abuse can be physical, mental, verbal, or financial. Staff #69 
stated that if he was made aware of an allegation of abuse, he will report it to his charge nurse or supervisor 
so it will be documented and investigated for residents' safety. Staff #69 stated that he is not aware of any 
abuse incident since he has been in the facility.An interview was conducted on August 11, 2025 at 1:37 PM 
in the rehab director's office with occupational therapy (OT)/Staff #1. She stated that her role includes getting 
referral paperwork, doing chart reviews, observing precaution prior to walking in the resident's room, then 
she will ask the resident in depth question such as their prior level to preemptively plan for their discharge, 
and then she will set their discharge goals. And, based on the schedule, she discusses the plan with the 
resident such as upper or lower body strength, safety, fall prevention education, also educate family if family 
is at bedside. She stated that she uses a language line solution, it is a phone number to call and then select 
the language resident speak, if resident does not speak English. Regarding her abuse training, she stated 
that she will report an allegation of abuse immediately to the abuse coordinator which is the administrator. 
She is not aware of any abuse incident.An interview was conducted on August 11, 2025 at 1:50 PM in 
hallway 2100 with CNA/Staff #229. She stated that she works day shift from 6 AM through 6 PM. After 
clocking in, she first does a walk-in report with the night CNA going from one room to another. Then, she will 
start taking vital signs (VS). After taking all of her residents' VS, she will give the VS sheet to her nurse, and 
also will document the VS in the computer. She will assist her residents, get residents up, and sent residents 
to activities. When she has a resident, who does not speak English, her facility has a number she can call to 
assist in translation. She stated that she takes care of Spanish speaking residents and since she speaks 
Spanish herself, the other staff comes to her and ask her to assist them with translation. Regarding care in 
[NAME], she stated that the resident who have cares in [NAME] could be resident that made accusation 
against staff, and or are heavier. Regarding abuse, she stated that abuse can be sexual, psychological, 
financial, and verbal. And, when she witnesses or is made aware of any allegation of abuse, she will report it 
to the administrator, DON, or to her nurse. She stated that she heard a few residents who have mentioned 
that supposedly a staff placed a finger. She stated that most of the CNAs working in the units are female, 
except there is one male on the day shift. She stated that if a resident asks for a female to provide her care, 
usually their male CNA will look for a female CNA. She stated that a week ago, there was a rumor that 
Resident #2 who is still in the facility was one of the residents included in the rumor, but she does not know if 
the rumor was true or not.On August 11, 2025 at 2:03 PM, an interview was conducted with Resident #2. 
Resident #2 stated that she wants to go home. Resident #2 stated that there was an incident with a nurse 
who took her in a shower located in her room during the day and stuck her finger. The incident happened 2 
or 3 weeks ago, on a Tuesday. Resident stated that she is blind, she can't see, and the staff stuck her finger 
in her private part, and the nurse stated to her you do not want to stink do you, and another incident were 
another nurse poured the medicine in her mouth. Resident stated that she informed a lady about the incident 
but could not remember the lady's name. On August 11, 2025, a follow up question with CNA/Staff #229 at 
the nursing station 2200 hall was conducted. Staff #229 stated that showers are provided by CNAs, nurses 
do not give showers, the CNAs use a shower sheet, Resident #2 shower days are on Tuesdays and Fridays, 
and showers are done in the resident's room.On August 11, 2025 at 2:45 PM, the administrator/Staff #28, 
DON/Staff #133, and AIT (administrator in training)/Staff #221 were made aware of an allegation of abuse 
involving Resident #2.On August 11, 2025 at 2:45 PM, the administrator stated that there were no allegations 
of abuse reported in the month of July and there was only one allegation of abuse for August.On August 11, 
2025 at 5:14 PM, surveyor received a call back from physical therapy assistant (PTA)/Staff #3. Staff #3 
stated that he works for this facility and provided services to Resident #1, sometimes three to four times per 
week. Staff #3 stated that Resident #1 complained about a nurse, this incident was already reported because 
the event happened in July, and it was recorded in the PT notes. Additionally, Staff #3 stated that Resident 
#1 mentioned to him that when Resident #1 was changing their gown, the nurse entered without knocking, 
Resident #1 was upset and on the same day when Resident #1 was lying down half asleep, the nurse came 
in their room and poured the medication and water in Resident #1's mouth. Resident #1 was choking when 
awaken. Resident #1 did not remember the nurse's name. Staff #3 stated that there were not a lot of male 
nurse in that facility.An interview was conducted on August 12, 2025 at 9:13 AM via phone with physical 
therapist (PT)/Staff #4. Staff #4 stated that she worked at the facility last month but does not remember the 
dates. She was driving during the interview and was unable to check dates at the moment, but she stated 
that everything was in the progress notes. She stated that she used an interpreter, there was no name of the 
nurse involved during the incident, Resident #1 was not aware of the male nurse's name, and the incident 
happened during the night shift.An interview was conducted on August 12, 2025 at 10:12 AM with a Unit 
Manager/Staff #55 in the conference room. Staff #55 stated that she works Tuesdays through Fridays from 
10 AM through 8: 30 PM. Her responsibilities include making residents' rounds, doing narcotic audits, she is 
involved with admissions and discharges, and she follow up with families for any concerns. She stated that 
their dialysis residents go to dialysis. Regarding her abuse training, she stated that as soon as an abuse is 
identified, abuse is reported right away to the administrator, and if the administrator is not available, she 
reports the allegation of abuse to the DON. If DON is not available, she stated that the administrator or the 
DON are usually available. She stated that the type of abuse to report include physical, sexual, financial, 
verbal, and neglect. If she is made aware of an allegation of abuse, her responsibility is to report it to the 
administrator, she interviews the resident to get details, but her main responsibility is to inform the 
administrator and the DON. She stated that she was made aware of Resident #1's incident in July around by 
the end of July. She believes it was July 25, and Resident #1 already has been discharged . She stated that 
Resident #1 only speaks Spanish, the therapist stated that in the morning Resident #1 was sitting in the 
chair, Resident #1 remembered the staff were trying to wake her up. She stated that Resident #1 might have 
had a seizure because Resident #1 was out of it but knows what was going on but Resident #1 was unable 
to communicate, Resident #1's incident happened early in the morning during the night shift. The staff at that 
time was a nurse and a med tech. The nurse was Staff #249 and the Med tech was Staff #83. Staff #249 was 
not assigned to Resident #1 after the incident. Resident #1 was not sure when the incident happened, if it 
was on a Tuesday or Wednesday, Resident #1 described the male staff looking Hispanic and that is how 
Staff #55 figured it was Staff #249 and he was with a CMA (certified medical tech)/Staff #83. Both Staff #249 
and Staff #83 were working that night shift. Staff #55 stated that after the incident, cares in pairs was 
implemented for Resident #1. Staff #55 stated that she informed the administrator via phone call of the 
incident on July 25 which was a Friday and she also spoke with the DON and she thinks that their Director of 
Rehab also informed the DON. Staff #4 was the therapist whom Resident #1 informed of the incident on July 
25. Staff #55 stated that after reporting the incident to the administrator and DON, she went and interviewed 
Resident #1 with the wound care nurse, but resident was eating lunch and had a visitor and wanted them to 
come back later. The second visit to Resident #1 was with the unit coordinator to assist with translation. Staff 
#55 stated that the resident did not say the way the therapist had reported it to her. Staff #55 stated that the 
nurse came in the room while Resident #1 was half dress, and the nurse was trying to wake Resident #1 up 
by rubbing on Resident #1's chest because the nurse was concern that Resident #1 was altered and the staff 
placed Resident #1 back in bed. Staff #55 did not remember any other abuse incident, just this one for this 
year.An interview was conducted on August 12, 2025 at 11:17 AM in the 2200 nursing station with Staff #65. 
Staff #65 stated that as the unit coordinator, her responsibility includes setting up appointments and 
transportations, she speaks Spanish, she helps translates. She stated that she translated for one of the unit 
managers regarding an incident in July. She stated that her abuse training includes if she hears any 
allegation of abuse, she will report it to the administrator. She stated that if abuse is not reported, the abuse 
allegation will not get investigated, the resident is vulnerable, and the resident would feel unsafe in the facility.
On August 12, 2025 at 11:30 AM, an exit interview was conducted with the administrator/Staff #28 and the 
DON/Staff #133 in the conference room. At 11:52 AM, the DON stated that when the physical therapist note 
had come up, she and the administrator spoke with the Director of Rehab. The DON does not remember 
when they spoke with the Director of Rehab. The DON stated that she also spoke with Resident #1 and 
Resident #1 denied the accusation. The DON stated that she had concerns with medication administration 
during the incident, and that is when the administrator reported the incident to the police, DHS (department 
of health services), which is in their 5-day report. The DON stated that the allegation of abuse was not 
reported to her and to the administrator and that they both learned of the allegation of abuse on a later date 
from APS, and that is when they filed it to the department and to the law enforcement. During the interview, 
the administrator stated that they verified the incident with Resident #1 and the family member and confirmed 
that nothing happened. The administrator stated that the physical therapy note was not reflecting the reality 
of what Resident #1 stated once Resident #1 and the family member were interviewed.A review of facility's 
policy titled, 003 - Resident Rights/Dignity: Abuse, Neglect, Exploitation and Misappropriation Prevention 
Program, in effect date of January 1, 2024 revealed Residents have the right to be free from abuse. (8) 
Identify and investigate all possible incidents of abuse, neglect, mistreatment, or misappropriation of resident 
property. (9) Investigate and report any allegations within timeframes required by federal requirements. (10) 
Protect residents from any further harm during investigations.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff and resident interviews, facility documentation and policy review, the facility failed 
to investigate an allegation of abuse in a timely manner for two residents (#1, #2). The deficient practice 
could place residents at risk for further abuse.Findings include:-Regarding Resident #1:Resident #1 was 
admitted to the facility on [DATE] with a diagnosis that included bilateral primary osteoarthritis of knee, 
anxiety disorder, syncope and collapse, and Type 2 Diabetes Mellitus (DM).A review of orders revealed 
Resident had orders for occupational therapy, physical therapy and speech therapy to eval and treat as 
needed if indicated on orders.A review of Resident's care plan dated June 17, 2025 revealed Resident was 
at risk for functional self-care deficits and/or functional mobility limitations related to osteoarthritis of the 
Knee, history of falls, DM, and weakness.A review of admission Minimum Data Set (MDS) assessment dated 
[DATE] revealed a Brief Interview for Mental Status (BIMS) score of 14.0, cognitively intact, behavioral 
symptoms not exhibited, and rejection of care and wandering behaviors were not exhibited.Another review of 
Resident's care plan dated June 22, 2025 revealed Resident had a communication problem related to 
Resident only speaks Spanish.A review of progress note dated July 22, 2025 at 6:34 AM revealed Resident 
was due for her morning medication and Staff #249 asked a CNA (certified nursing assistant) to accompany 
Staff #249 and assist with Spanish translation. The progress notes also revealed that Resident complaint 
about being forced to take medication and Resident wants the nurse to leave her medication on the table. 
The nurse stated that Resident had syncope attack when Resident gets upset/mad. Staff #249 progress note 
revealed that the Resident accused him of grabbing and touching her with the CNA. Staff #249 was just 
helping Resident put back her gown and just trying to make her safe to prevent her from falling because 
Resident was sitting at beside. Furthermore, the progress note revealed that after 15 minutes, Staff #249 and 
another staff tried to give Resident's medication while Resident was talking on the phone, and Resident 
acted like she fell asleep as soon as she saw the staff knocked and walked inside her room.Another review 
of care plan dated July 22, 2025 revealed Resident had a behavior problem related to resistive to care, false 
accusation towards staff and preference for female staff only. Interventions included to anticipate Resident's 
needs and cares in pairs.A review of rehab therapy progress note dated July 25, 2025 revealed a Spanish 
interpreter was utilized, at 10:00 AM, Resident #1 reported to physical therapy (PT) that resident was abused 
by a nurse in the facility. The progress notes revealed that resident was naked while finishing up with a 
shower, resident was about to fasten gown and resident couldn't because a male nurse came in without 
knocking and resident was attacked immediately. The progress notes revealed that he shook the resident a 
lot and the resident could not wake up or move. He grabbed the resident by the arms to put resident in bed. 
A female nurse came in and put the robe on the resident and left. Resident could not move because of 
epilepsy. Furthermore, the progress note revealed that the female nurse stated that she did not see anything 
and he stated that it was only one pill. But when the resident woke up, there were a lot of pills stuffed in the 
resident's mouth, resident could not swallow, resident spit them out and had a sour taste. The male nurse 
stated it was only one pill but resident took six tiny pills and three big ones placed in resident's mouth when 
resident was passed out, resident reported it to a nurse and the Spanish speaking nurse said she needs to 
apologize. In the morning the male nurse stayed by the door and did not want to enter the resident's room. A 
female nurse entered the room and Resident #1 stated to report him for bad behavior. The progress notes 
also revealed that PT was not able to notify the administrator due to the administrator was out on vacation 
and the other administrative staff were out until 3:00 PM. The progress note revealed that PT had a 
conversation with a unit manager/Staff #55 on July 25, 2025 at 12:00 PM and PT reported to the DON 
(director of nursing) and the building administrator.A review of progress notes and a Weekly Skin check and 
Wound assessment dated [DATE] revealed a registered nurse (RN) and a CNA that speaks Spanish 
conducted a head to toe assessment and observed Resident's skin to be clean, dry and intact, no open area, 
no redness, and no area of concerns noted.A review of facility's investigation report with an allegation date of 
August 4, 2025 revealed that the facility was notified by APS (Adult Protective Services) of an anonymous 
report of sexual abuse towards Resident #1. The facility report revealed that there was no staff member to 
suspend as the facility was unable to identify the alleged accuser and there was no staff identified by the 
accuser. Furthermore, the report revealed two staff statement. First statement was from a unit 
coordinator/Staff #65. The statement from Staff #65 revealed that the incident happened either 
Tuesday/Wednesday early morning. The nurse did not knock and resident was sitting up in the wheelchair. 
Resident had an episode where resident knew what was going on but was unable to move or talk and not 
sure if it was a syncopal episode. The Resident described the nurse as Hispanic male, dark hair, not too old, 
not too young, and does not speak Spanish. A female staff assisted the male nurse to get the resident back 
in bed. The resident was in pain and was given Tylenol but Resident was unable to swallow so the medicine 
was in the Resident's side of the mouth which the Resident stated that it tasted bitter. Resident #1 did not 
report any abuse to her knowledge. The second staff statement in the 5-day report was given by Staff 
#55/unit manager. Staff #55 statement revealed that On Friday 08/25/25 Staff #55 was informed of the 
Resident's experience that happened couple days ago. The PT revealed that resident was in a wheelchair 
when resident was in pain that froze her up and while resident was in the wheelchair, the CNA and nurse 
was attempting to wake resident up because resident appeared passed out. The resident was aware of what 
was going on but was not communicating verbally just grunting. Staff #55 statement also revealed that she 
noticed the pills in Resident's mouth were half dissolved. Furthermore, the August 4, 2025 investigation 
report finding and conclusion revealed that there was no staff member identified as an alleged perpetrator, 
Resident #1 and family stated that there was no sexual abuse, facility reported the complaint to APS, police, 
and DHS, and the allegation of abuse was unable to be substantiated.Resident #1 was discharged on 
August 7, 2025.-Regarding Resident #2:Resident #2 was admitted to the facility on [DATE] with a diagnosis 
that included speech and language deficit following nontraumatic intracerebral hemorrhage, metabolic 
encephalopathy, and end stage renal disease.A review of admission MDS assessment dated [DATE] 
revealed a BIMS score of no score recorded/space left blank, resident vision severely impaired and resident 
had no corrective lenses, behavioral symptoms were not exhibited, and rejection of care and wandering 
behaviors were not exhibited. A review of Resident's care plan dated April 22, 2025 revealed that resident 
was at risk for functional self care deficits and/or functional mobility limitations related to her diagnoses.
Another review of Resident's care plan dated April 29, 2025 revealed that resident have delirium or an acute 
confusional episode, have impaired visual function, have impaired cognitive function/dementia or impaired 
thought processes, and at risk for bladder incontinence related to impaired mobility.A review of progress 
notes dated August 5, 2025 by CNA/Staff #106 revealed that resident refused a shower because it was too 
cold, even after staff offered to change the room temperature and shower the resident with warm water.A 
review of record titled, CNA Shower Sheet, dated August 5, 2025 revealed Resident #2 without a bruise, skin 
tear, red area, open area, fingernails and toenails were not cleaned or clipped, and facial hair not shaved. In 
addition, the sheet revealed a note that resident refused a shower or bath, resident was cold, and resident 
was informed that staff will turn off AC (air conditioning) but still resident refused to have a shower and would 
wait to have a bed bath the next day.A review of record titled, CNA Shower Sheet, dated August 8, 2025 
revealed Resident's shower was completed.An interview was conducted on August 11, 2025 at 11:24 AM 
with a CNA/Staff #69. Staff #69 stated that abuse can be physical, mental, verbal, or financial. Staff #69 
stated that if he was made aware of an allegation of abuse, he will report it to his charge nurse or supervisor 
so it will be documented and investigated for residents' safety. Staff #69 stated that he is not aware of any 
abuse incident since he has been in the facility.An interview was conducted on August 11, 2025 at 1:37 PM 
in the rehab director's office with occupational therapy (OT)/Staff #1. She stated that her role includes getting 
referral paperwork, doing chart reviews, observing precaution prior to walking in the resident's room, then 
she will ask the resident in depth question such as their prior level to preemptively plan for their discharge, 
and then she will set their discharge goals. And, based on the schedule, she discusses the plan with the 
resident such as upper or lower body strength, safety, fall prevention education, also educate family if family 
is at bedside. She stated that she uses a language line solution, it is a phone number to call and then select 
the language resident speak, if resident does not speak English. Regarding her abuse training, she stated 
that she will report an allegation of abuse immediately to the abuse coordinator which is the administrator. 
She is not aware of any abuse incident.An interview was conducted on August 11, 2025 at 1:50 PM in 
hallway 2100 with CNA/Staff #229. She stated that she works day shift from 6 AM through 6 PM. After 
clocking in, she first does a walk-in report with the night CNA going from one room to another. Then, she will 
start taking vital signs (VS). After taking all of her residents' VS, she will give the VS sheet to her nurse, and 
also will document the VS in the computer. She will assist her residents, get residents up, and sent residents 
to activities. When she has a resident, who does not speak English, her facility has a number she can call to 
assist in translation. She stated that she takes care of Spanish speaking residents and since she speaks 
Spanish herself, the other staff comes to her and ask her to assist them with translation. Regarding care in 
[NAME], she stated that the resident who have cares in [NAME] could be resident that made accusation 
against staff, and or are heavier. Regarding abuse, she stated that abuse can be sexual, psychological, 
financial, and verbal. And, when she witnesses or is made aware of any allegation of abuse, she will report it 
to the administrator, DON, or to her nurse. She stated that she heard a few residents who have mentioned 
that supposedly a staff placed a finger. She stated that most of the CNAs working in the units are female, 
except there is one male on the day shift. She stated that if a resident asks for a female to provide her care, 
usually their male CNA will look for a female CNA. She stated that a week ago, there was a rumor that 
Resident #2 who is still in the facility was one of the residents included in the rumor, but she does not know if 
the rumor was true or not.On August 11, 2025 at 2:03 PM, an interview was conducted with Resident #2. 
Resident #2 stated that she wants to go home. Resident #2 stated that there was an incident with a nurse 
who took her in a shower located in her room during the day and stuck her finger. The incident happened 2 
or 3 weeks ago, on a Tuesday. Resident stated that she is blind, she can't see, and the staff stuck her finger 
in her private part, and the nurse stated to her you do not want to stink do you, and another incident were 
another nurse poured the medicine in her mouth. Resident stated that she informed a lady about the incident 
but could not remember the lady's name. On August 11, 2025, a follow up question with CNA/Staff #229 at 
the nursing station 2200 hall was conducted. Staff #229 stated that showers are provided by CNAs, nurses 
do not give showers, the CNAs use a shower sheet, Resident #2 shower days are on Tuesdays and Fridays, 
and showers are done in the resident's room.On August 11, 2025 at 2:45 PM, the administrator/Staff #28, 
DON/Staff #133, and AIT (administrator in training)/Staff #221 were made aware of an allegation of abuse 
involving Resident #2.On August 11, 2025 at 2:45 PM, the administrator stated that there were no allegations 
of abuse reported in the month of July and there was only one allegation of abuse for August.On August 11, 
2025 at 5:14 PM, surveyor received a call back from physical therapy assistant (PTA)/Staff #3. Staff #3 
stated that he works for this facility and provided services to Resident #1, sometimes three to four times per 
week. Staff #3 stated that Resident #1 complained about a nurse, this incident was already reported because 
the event happened in July, and it was recorded in the PT notes. Additionally, Staff #3 stated that Resident 
#1 mentioned to him that when Resident #1 was changing their gown, the nurse entered without knocking, 
Resident #1 was upset and on the same day when Resident #1 was lying down half asleep, the nurse came 
in their room and poured the medication and water in Resident #1's mouth. Resident #1 was choking when 
awaken. Resident #1 did not remember the nurse's name. Staff #3 stated that there were not a lot of male 
nurse in that facility.An interview was conducted on August 12, 2025 at 9:13 AM via phone with physical 
therapist (PT)/Staff #4. Staff #4 stated that she worked at the facility last month but does not remember the 
dates. She was driving during the interview and was unable to check dates at the moment, but she stated 
that everything was in the progress notes. She stated that she used an interpreter, there was no name of the 
nurse involved during the incident, Resident #1 was not aware of the male nurse's name, and the incident 
happened during the night shift.An interview was conducted on August 12, 2025 at 10:12 AM with a Unit 
Manager/Staff #55 in the conference room. Staff #55 stated that she works Tuesdays through Fridays from 
10 AM through 8: 30 PM. Her responsibilities include making residents' rounds, doing narcotic audits, she is 
involved with admissions and discharges, and she follow up with families for any concerns. She stated that 
their dialysis residents go to dialysis. Regarding her abuse training, she stated that as soon as an abuse is 
identified, abuse is reported right away to the administrator, and if the administrator is not available, she 
reports the allegation of abuse to the DON. If DON is not available, she stated that the administrator or the 
DON are usually available. She stated that the type of abuse to report include physical, sexual, financial, 
verbal, and neglect. If she is made aware of an allegation of abuse, her responsibility is to report it to the 
administrator, she interviews the resident to get details, but her main responsibility is to inform the 
administrator and the DON. She stated that she was made aware of Resident #1's incident in July around by 
the end of July. She believes it was July 25, and Resident #1 already has been discharged . She stated that 
Resident #1 only speaks Spanish, the therapist stated that in the morning Resident #1 was sitting in the 
chair, Resident #1 remembered the staff were trying to wake her up. She stated that Resident #1 might have 
had a seizure because Resident #1 was out of it but knows what was going on but Resident #1 was unable 
to communicate, Resident #1's incident happened early in the morning during the night shift. The staff at that 
time was a nurse and a med tech. The nurse was Staff #249 and the Med tech was Staff #83. Staff #249 was 
not assigned to Resident #1 after the incident. Resident #1 was not sure when the incident happened, if it 
was on a Tuesday or Wednesday, Resident #1 described the male staff looking Hispanic and that is how 
Staff #55 figured it was Staff #249 and he was with a CMA (certified medical tech)/Staff #83. Both Staff #249 
and Staff #83 were working that night shift. Staff #55 stated that after the incident, cares in pairs was 
implemented for Resident #1. Staff #55 stated that she informed the administrator via phone call of the 
incident on July 25 which was a Friday and she also spoke with the DON and she thinks that their Director of 
Rehab also informed the DON. Staff #4 was the therapist whom Resident #1 informed of the incident on July 
25. Staff #55 stated that after reporting the incident to the administrator and DON, she went and interviewed 
Resident #1 with the wound care nurse, but resident was eating lunch and had a visitor and wanted them to 
come back later. The second visit to Resident #1 was with the unit coordinator to assist with translation. Staff 
#55 stated that the resident did not say the way the therapist had reported it to her. Staff #55 stated that the 
nurse came in the room while Resident #1 was half dress, and the nurse was trying to wake Resident #1 up 
by rubbing on Resident #1's chest because the nurse was concern that Resident #1 was altered and the staff 
placed Resident #1 back in bed. Staff #55 did not remember any other abuse incident, just this one for this 
year.An interview was conducted on August 12, 2025 at 11:17 AM in the 2200 nursing station with Staff #65. 
Staff #65 stated that as the unit coordinator, her responsibility includes setting up appointments and 
transportations, she speaks Spanish, she helps translates. She stated that she translated for one of the unit 
managers regarding an incident in July. She stated that her abuse training includes if she hears any 
allegation of abuse, she will report it to the administrator. She stated that if abuse is not reported, the abuse 
allegation will not get investigated, the resident is vulnerable, and the resident would feel unsafe in the facility.
On August 12, 2025 at 11:30 AM, an exit interview was conducted with the administrator/Staff #28 and the 
DON/Staff #133 in the conference room. At 11:52 AM, the DON stated that when the physical therapist note 
had come up, she and the administrator spoke with the Director of Rehab. The DON does not remember 
when they spoke with the Director of Rehab. The DON stated that she also spoke with Resident #1 and 
Resident #1 denied the accusation. The DON stated that she had concerns with medication administration 
during the incident, and that is when the administrator reported the incident to the police, DHS (department 
of health services), which is in their 5-day report. The DON stated that the allegation of abuse was not 
reported to her and to the administrator and that they both learned of the allegation of abuse on a later date 
from APS, and that is when they filed it to the department and to the law enforcement. During the interview, 
the administrator stated that they verified the incident with Resident #1 and the family member and confirmed 
that nothing happened. The administrator stated that the physical therapy note was not reflecting the reality 
of what Resident #1 stated once Resident #1 and the family member were interviewed.A review of facility's 
policy titled, 003 - Resident Rights/Dignity: Abuse, Neglect, Exploitation and Misappropriation Prevention 
Program, in effect date of January 1, 2024 revealed Residents have the right to be free from abuse. (8) 
Identify and investigate all possible incidents of abuse, neglect, mistreatment, or misappropriation of resident 
property. (9) Investigate and report any allegations within timeframes required by federal requirements. (10) 
Protect residents from any further harm during investigations.
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