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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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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 
interview, review of clinical record, and review of facility policy and procedure, the facility failed to ensure an 
allegation of abuse was reported to mandated entities within 2 hours for one resident (#100). The deficient 
practice could lead to a delay in the investigation of an allegation of abuse leading to continued harm of a 
resident.Findings include:Resident #100 was admitted to the facility August 30, 2025, with diagnoses that 
included malignant neoplasm of colon, difficulty in walking, and atrial fibrillation.An admission minimum data 
set (MDS) assessment dated [DATE], revealed Resident #100 had a Brief Interview for Mental Status (BIMS) 
score of 11, indicating moderate cognitive impairment.A physical therapy (PT) Daily Note dated September 
10, 2025, revealed Resident #100's therapy session involved practice transferring from the wheelchair to the 
restroom as the resident needed to use the restroom.A Communication with Resident note dated September 
10, 2025, at 1:27 P.M. revealed that the Director of Nursing (DON) spoke to the resident about concerns. All 
questions and concerns addressed.A care plan dated September 11, 2025, revealed the resident had a 
behavior problem of false accusations toward staff, with an intervention added for care in pairs.A Social 
Services Progress Note dated September 11, 2025, revealed that the social worker spoke with Resident 
#100 in her room, and that the resident had no concerns and no symptoms of distress or psychosocial harm 
including changes in mood, appetite, sleep, or activities.A facility self-report submitted to the State Agency 
on September 11, 2025, at 2:41 P.M. revealed that on September 11, 2025, at 7:30 A.M. a therapy staff 
stated that Resident #100 was emotionally abused stating that Resident #100's feelings were hurt by a 
Certified Nursing Assistant (CNA), when the CNA changed her and held the brief close to the resident's face. 
The report revealed that the CNA was immediately suspended.Review of the clinical record revealed that 
Resident #100 had a PT visit on September 10, 2025, but no evidence of a PT visit on September 11, 2025.
A facility 5-day investigation report revealed that the date of the allegation was September 11, 2025, and that 
Resident #100 was alert with some confusion, and provided a statement that she felt that the female night 
staff member did not like her, and that the staff had changed her and held the brief close to the resident's 
face.The 5-day investigation report additionally revealed a staff statement from the assigned Licensed 
Practical Nurse (LPN / Staff #97), that on the evening of September 9, 2025, at around 8:00 P.M., Staff #97 
entered Resident #100's room to give medication, and a CNA (Staff #143) was just exiting the room. Staff 
#97's statement revealed that then Resident #100 stated that Resident #100 had just said thank you to the 
CNA (Staff #143), but Staff #143 did not reply. The statement revealed that Staff #97 then said to Resident 
#100 that Staff #143 probably didn't hear you. Then, the statement revealed that when Staff #97 saw Staff 
#143 again, Staff #97 asked if Staff #143 heard Resident #100 say thank you, and that Staff #143 answered 
that no she had not heard the resident.The 5-day investigation report also revealed a statement from the 
Director of Nursing (DON / Staff #108). The DON's statement revealed that she had spoken to the CNA 
(Staff #143) who denied putting a brief in Resident #100's face. Additionally, the DON spoke with the 
assigned nurse (Staff #97) who stated she did not witness any mistreatment of any residents during her shift. 
Also, the report revealed that the DON spoke with a Physical Therapy Assistant (PTA / Staff #224), who 
stated Resident #100 stated that the CNA had put a diaper in her face and that the resident's feelings were 
hurt.The 5-day report revealed a conclusion that during the thorough investigation, the alleged perpetrator 
(Staff #143) was suspended, and that post-incident monitoring showed no psychosocial harm of Resident 
#100, and additionally, that the allegation of abuse was unable to be substantiated.A time punch report for 
the nurse (Staff #97) and the CNA (Staff #143) revealed the following:September 9, 2025:-Staff #97 punched 
in at 6:00 P.M. and out for the end of shift at 6:37 A.M. on September 10.-Staff #143 punched in at 6:10 P.M. 
and out for the end of shift at 6:17 P.M. on September 10.September 10, 2025:-Staff #97 did not punch in for 
a night shift on September 10-Septmeber 11, 2025-Staff #143 did not punch in for a night shift on September 
10-September 11, 2025September 11, 2025:-Staff #97 did not punch in for a night shift on September 
11-Septmeber 12, 2025-Staff #143 did not punch in for a night shift on September 11-September 12, 
2025Despite no punch in time for Staff #143, the time punch report revealed that Staff #143 received 12 
hours of regular pay on the date of September 11, 2025.An interview was conducted with a physical therapy 
assistant (PTA / Staff #224) on September 22, 2025, at 8:41 A.M. Staff #224 stated that she could not 
remember the exact date, but that she first heard of the allegation from Resident #100 on the date that Staff 
#224 was assisting Resident #100 onto the toilet in her room for the resident's therapy session (September 
10, 2025), as the resident stated she needed to use the bathroom. Once the resident was on the toilet, Staff 
#224 stated that the resident told her about an incident that the resident stated occurred the night before. 
Staff #224 stated that the resident told her that last night, a night staff had taken off the resident's dirty brief 
and shook it in the resident's face, and that the resident stated that she was emotionally hurt by the incident. 
Staff #224 stated that this was a possible case of emotional abuse, so she reported it to the DON (Staff 
#108) because the Administrator was off that date. Staff #224 stated she reported it right after the therapy 
session (September 10, 2025), and that it was within 2 hours of hearing the resident's allegation. Staff #224 
stated that she knew the DON then got a statement from Resident #100.An interview was conducted with a 
CNA (Staff #143) on September 22, 2025, at 9:09 A.M. Staff #143 stated that she received a text message 
from the DON on the morning of September 10, 2025, requesting for a phone call. Staff #143 stated that then 
she had a phone call with the DON on September 10, 2025, where she was notified of the allegation from 
Resident #100 that Staff #143 had put a dirty brief close to the resident's face on the night shift of September 
9-10. Staff #143 stated that she was surprised to hear of the allegation, and that it did not happen, and that 
she had helped the resident get changed and the nurse had come in the room directly afterward. Staff #143 
was requested to review her text and call log on her phone to confirm the date that the Staff #143 had a 
conversation with the DON about the allegation, and Staff #143 stated that it was September 10, 2025.A 
telephonic interview was conducted with an LPN (Staff #97) on September 23, 2025, at 10:06 A.M. Staff #97 
stated that on the night shift of September 9-10, 2025, that she was passing evening medications and that 
she entered Resident #100's room, just as Staff #143 was leaving the room with dirty sheets in a bag. Staff 
#97 stated that Resident #100 stated that she believed Staff #143 was upset with her because she had told 
the CNA thank you and Staff #143 did not respond. Staff #97 stated that maybe Staff #143 did not hear the 
resident say thank you. Staff #97 stated that after she left Resident #100's room, she found Staff #143 and 
asked her if she had heard resident #100 say thank you because the resident believes you're mad at her. 
Staff #97 stated that Staff #143 said that she had not heard the resident say thank you. Staff #97 stated that 
the following morning, on September 10, 2025, she received a text message from the DON (Staff #108) 
requesting a phone call, and that Staff #97 then called the DON that day and the incident was discussed, 
along with the resident's allegation of the CNA holding a dirty brief near the resident's face. Staff #97 stated 
that the following day, on September 11, 2025, the Administrator (Staff #309) called her and asked her to 
write a statement about the incident, and Staff #97 stated that she did write the statement. Staff #97 was 
requested to review her text message and call log on her phone to confirm the date that Staff #97 had a 
conversation with the DON about the allegation, and Staff #143 stated that it was September 10, 2025.An 
interview was conducted with the Director of Nursing (DON / Staff #108) on September 23, 2025, at 10:26 A.
M. The DON stated that if there is an allegation of possible abuse, that the facility staff separate the resident 
from the threat, report the incident within 2 hours to mandated entities, and then complete a thorough 
investigation. The DON stated that if the alleged perpetrator is a staff member, then the staff member is 
suspended until the investigation is completed. The DON stated that the importance of timely reporting is to 
ensure there is a proper investigation completed for the resident. Regarding the allegation of abuse from 
Resident #100, the DON stated that it was reported to her on September 11 by a therapist (Staff #224), when 
the resident told the therapist that she felt like the CNA was rude to her and the resident stated that the CNA 
waived a brief in front of her face. The DON also stated that Staff #143 is a night-shift CNA, and never works 
day shift, and that she was suspended pending the investigation. The DON stated that after receiving the 
allegation, the facility completed mandated reporting to the state agency and to non-emergent police. The 
DON stated that the Administrator-in-Training (AIT / Staff #301) took the first statements for the investigation. 
The DON stated that she could not recall if she herself had taken any statements from the nurse (Staff #97) 
or the CNA (Staff #143).An interview was conducted with the Administrator-in-Training (AIT / Staff #301) on 
September 23, 2025, at 10:44 A.M. Staff #301 stated that regarding the investigation of Resident #100's 
allegation of a CNA holding a brief near the resident's face, that he was not involved in the investigation at 
all, and did not take any statements, or ask any questions.An interview was conducted with the facility 
Administrator (Staff #309) on September 23, 2025, at 10:49 A.M. The Administrator stated that if there is an 
allegation of abuse, the resident would be separated from the alleged perpetrator and then the facility reports 
the allegation within 2 hours to mandated entities including to the State Agency, to the police, and to Adult 
Protective Services. Then, the Administrator stated that an investigation is conducted by the facility and that 
is submitted to the State Agency in 5 days. Regarding Resident #100's allegation, the Administrator stated 
that per the therapy staff, Resident #100 stated that her feelings were hurt by a CNA. The Administrator 
stated that he was out of town, and that the DON interviewed the staff members for their statements, and 
that Staff #143 was suspended pending the investigation. The Administrator stated that the allegation was 
reported to the mandated entities the same day that the therapist (Staff #224) brought it to the DON's 
attention, which was September 11, 2025. Additionally, the Administrator stated that the 12 hours of regular 
pay on Staff #143's time punch report was because the facility still provides pay to a staff member who is 
suspended pending an investigation if they are cooperating with the investigation.An interview was 
conducted on September 23, 2025, at 1:00 P.M. with Resident #100, who stated that she could not recall the 
date, but that she recalled an incident where a staff member put a dirty brief close to her face. Resident #100 
stated that after the incident, that she was completely baffled, and scared of that staff member being so 
aggressive.An interview was conducted with a CNA (Staff #12) on September 23, 2025, at 1:32 P.M. Staff 
#12 stated that an allegation of abuse needs to be reported immediately to the Administrator or to the DON. 
Staff #12 also stated that there would be no reason why a brief should be close to a resident's face.Review 
of the facility policy titled Resident Rights/Dignity: Abuse, Neglect, Exploitation or Misappropriation - 
Reporting and Investigating, dated January 1, 2024, revealed that all reports of resident abuse (including 
injuries of unknown origin), neglect, exploitation, or theft/misappropriation of resident property are reported to 
local, state and federal agencies (as required by current regulations) and thoroughly investigated by facility 
management. Findings of all investigations are documented and reported. If resident abuse, neglect, 
exploitation, misappropriation of resident property or injury of unknown source is suspected, the suspicion 
must be reported immediately to the administrator and to other officials according to state law. The 
administrator or the individual making the allegation immediately reports his or her suspicion to the following 
persons or agencies: the state licensing/certification agency responsible for surveying/licensing the facility, 
adult protective services (where state law provides jurisdiction in long-term care), and law enforcement 
officials, where Immediately is defined as within two hours of an allegation involving abuse.Review of the 
facility policy titled: Resident Rights/Dignity: Abuse, Neglect, Exploitation and Misappropriation Prevention 
Program, effective January 1, 2024, revealed that residents have the right to be free from abuse, neglect, 
misappropriation of resident property and exploitation. This includes but is not limited to freedom from 
corporal punishment, involuntary seclusion, verbal, mental, sexual or physical abuse, and physical or 
chemical restraint not required to treat the resident's symptoms.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

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 a 
review of the clinical record, staff interviews, and a review of policies and procedures, the facility failed to 
maintain and make accessible complete medical records necessary to investigate the cases of 7 residents 
reviewed (Resident #137, #138, #139, #140, #141, #142, and #144). The universe was 106, and the sample 
size was 22. The deficient practice prevented a thorough investigation and posed a potential risk to the 
current quality and safety of resident care.-Regarding Resident #137Resident #137 was admitted on [DATE], 
with a diagnosis that included osteomyelitis, pressure ulcer of the right lower back, unspecified stage, and 
central cord syndrome at C4, subs. An admission Minimum Data Set (MDS) dated [DATE], revealed a Brief 
Interview for Mental Status (BIMS) of 15, indicating that Resident #137's cognition had been intact. This 
MDS assessment also revealed that Resident #137 had a pressure ulcer present and was determined to be 
at risk for further pressure ulcer development. This MDS assessment also revealed that this resident had 
been dependent on staff assistance with toileting and showering/bathing. A quarterly MDS dated [DATE], 
revealed that Resident #137 had been assessed, and there was no evidence of a pressure ulcer at the time 
of the assessment. There was no evidence of Resident #137's care plan, progress notes, orders, medication 
administration records/treatment administration records (MAR/TAR), and Certified Nursing Assistant (CNA) 
care tasks for transfers and brief changes, shower sheets, pressure ulcer assessments, wound assessments 
and skin assessments for the necessary months of review required to complete a thorough investigation, 
December 2022 and January 2023. -Regarding Resident #138Resident #138 was admitted on [DATE], with 
a diagnosis that included hyperosmolality, other seizures, hereditary ataxia, dysphagia, muscle weakness, 
delusional disorders, and retention of urine.A quarterly MDS assessment, dated June 16, 2025, revealed that 
no BIMS score was observed and that a mental status exam had been completed by staff, indicating that 
Resident #138 experienced memory difficulties. There was no evidence of Resident #138's care plan, 
progress notes, orders, MAR/TAR, and CNA care tasks for transfers and brief changes, shower sheets, 
pressure ulcer assessments, change of condition assessments, wound assessments, and skin assessments 
for the necessary months of review required to complete a thorough investigation, June and July 2022. 
-Regarding Resident #139Resident #139 was admitted on [DATE], with a diagnosis that included unspecified 
fracture of the lower end of the left tibia, subsequent encounter for closed fracture with routine healing, 
unspecified fracture of the shaft of the left fibula, subsequent encounter for closed fracture with routine 
healing, type 2 diabetes mellitus without complications, and muscle weakness.An admission MDS 
assessment dated [DATE], revealed a BIMS of 13, indicating that Resident #139's cognition had been intact. 
The MDS assessment also revealed that Resident #139 requires a 2+ person assist for transfers and bed 
mobility. The MDS assessment also revealed that Resident #139 required one person assist for eating, 
locomotion, dressing, and personal hygiene.There was no evidence of Resident #139's care plan, progress 
notes, orders, MAR/TAR, and CNA care tasks for transfers and brief changes, shower sheets, pressure ulcer 
assessments, wound assessments, and skin assessments for the necessary months of review required to 
complete a thorough investigation, November 2022. -Regarding Resident #140Resident #140 was admitted 
on [DATE], with the diagnosis that included a displaced oblique fracture of the shaft of the left fibula, 
subsequent encounter for closed fracture with routine healing, other fracture of the upper and lower ends of 
the left fibula, subsequent encounter for closed fracture with routine healing, type 2 diabetes mellitus without 
complications, and kidney transplant status.A change of condition MDS assessment dated [DATE], revealed 
that no BIMS score was observed, and a mental status exam had been completed by staff, indicating 
Resident #141 experienced memory difficulties.There was no evidence of Resident #140's care plan, 
progress notes, orders, MAR/TAR, and CNA care tasks for transfers and brief changes, shower sheets, 
pressure ulcer assessments, wound assessments, skin assessments, and discharge paperwork for the 
necessary months of review required to complete a thorough investigation, October and November 2022. 
-Regarding Resident #141Resident #141 was admitted on [DATE], with the diagnosis that included 
osteomyelitis of the vertebra, sacrum, and sacrococcygeal region; peripheral vascular disease, unspecified; 
and type 2 diabetes mellitus with hyperglycemia.A quarterly MDS assessment dated [DATE], revealed that 
no BIMS score was observed, and a mental status exam had been completed by staff, indicating Resident 
#141 experienced memory difficulties. The quarterly MDS assessment also revealed that a stage 4 pressure 
ulcer had been present at the time of admission, and had been determined at-risk for further pressure ulcer 
development.There was no evidence of Resident #141's care plan, progress notes, orders, MAR/TAR, and 
CNA care tasks for transfers and brief changes, shower sheets, pressure ulcer assessments, wound 
assessments, skin assessments, and any records request made by Resident #141 or their Power of Attorney 
(POA), and proof of appointment coordination for the necessary months of review required to complete a 
thorough investigation, September and October 2021. -Regarding Resident #142Resident #142 was 
admitted [DATE], with a diagnosis that included chronic respiratory failure, unspecified whether with hypoxia 
or hypercapnia.A quarterly MDS assessment dated [DATE], revealed a BIMS of 13, indicating that Resident 
#142's cognition had been intact. There was no evidence of Resident #142's care plan, progress notes, 
orders, MAR/TAR, and CNA care tasks for transfers and brief changes, shower sheets, pressure ulcer 
assessments, wound assessments, skin assessments, and change of condition assessment for the 
necessary review required to complete a thorough investigation. -Regarding Resident #144Resident #144 
was admitted on [DATE], with the diagnosis of unstageable pressure ulcers of the left hip, right heel, and 
other sites; a stage 4 pressure ulcer of another site; bipolar disorder, unspecified; and anxiety disorder, 
unspecified.An admission MDS assessment dated [DATE], revealed a BIMS of 15, indicating that Resident 
#139's cognition had been intact.There was no evidence of Resident #144's care plan, progress notes, 
orders, MAR/TAR, and CNA care tasks for transfers and brief changes, shower sheets, pressure ulcer 
assessments, wound assessments, skin assessments, and change of condition assessment for the 
necessary review required to complete a thorough investigation. On September 21, 2025, at 2:51 PM, a 
documentation request was made to the facility to obtain copies of facility-reported incidents that occurred in 
July 2022, November 2022, and July 2023.On September 22, 2025, at 8:56 AM, an email was received from 
the Director of Nursing (#108), stating that there was no documentation to provide, as the requested 
documentation was dated before the facility's acquisition in August 2023.On September 22, 2025, at 10:11 
AM, a documentation request was made to the facility to obtain copies of the resident records for Resident 
#144 for January 2022 and February 2022. An interview was conducted at this time with the Administrator 
(Staff #309), who stated that there was no documentation to provide, as the requested documentation was 
dated before the facility's acquisition in August 2023. The facility was advised that if documentation is not 
provided to complete a thorough investigation, it would be reviewed as a potential finding.On September 23, 
2025, at 8:20 AM, a documentation request was made to the facility to obtain copies of employee records for 
a CNA who had worked at the facility in 2022. The Administrator stated that there was no documentation and 
would be unable to provide the requested documentation, as the requested documentation was dated before 
the facility's acquisition in August 2023.On September 23, 2025, at 12:12 PM, a documentation request that 
included a list of residents' #137, #138, #139, #140, #141, #142, and #144, as well as the necessary 
documentation required to complete a thorough investigation, was provided to the facility. The Clinical 
Operations Director (Staff #320) and the Administrator provided written documentation that stated the facility 
had no evidence of observable documentation, other than the MDS and face sheet.A policy titled, Medical 
Records: Retention of Medical Records, with an in effect date of January 1, 2024, revealed that the facility 
shall retain medical records in accordance with current applicable laws. The policy also revealed that the 
medical records of discharged residents will be retained for a period in compliance with relevant state and 
federal laws.

44035290

02/05/2026


