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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interviews, review of facility documentation and policies, the facility failed develop 
and/or implement policies and procedures for ensuring the reporting of a reasonable suspicion of a crime for 
one resident (# 95) with an allegation of physical abuse. The sample size was one.Findings include, 
Resident # 95 was admitted to the facility on [DATE], with diagnoses that included subsequent encounter for 
closed fracture of left femur with routine healing, other fall on same level due to collision with another person, 
need for assistance with personal care, anxiety disorder, and depression. A clinical admission progress note 
dated December 12, 2025, documented that the resident presented with racing thoughts, unwanted 
behaviors, anxiety related to a neighbor that consumes alcohol (Neighbor #38). In addition, the note 
indicated that a bruise observed on the resident's left breast was attributed to Neighbor #38. The note further 
stated that Resident #95 was reassured of her safety and that the director was notified of the reported abuse.
A Skin and Wound Evaluation note, dated December 12, 2025, revealed a bruise, present on admission, was 
reported to the provider.A progress note, dated December 16, 2025, revealed the Executive Director 
(ED/Staff # 6) met with Resident #95, regarding the December 12,2025 allegation of abuse. The note 
revealed that the resident stated that she did not feel abused or was abused by Neighbor # 38, but rather 
that this neighbor abused alcohol. A care plan, dated December 16, 2025, revealed an area of focus for 
Resident #95's risk for psychosocial well-being related to family discord; included a precaution that would not 
allow neighbor #38 entry into the facility. However, the care plan did not support evidence of a focus or 
intervention for this risk prior to December 16, 2025. An incident note, dated December 17, 2025, revealed 
the Director of Nursing (DON/Staff #52) met with Resident #95 to gain further clarification on the allegation of 
abuse reported on admission. The note revealed that during the discussion, the guest stated that the abuse 
allegation report was a misunderstanding, and that neighbor #38 abused alcohol, not that he had abused 
her. Review of the clinical recorded revealed no evidence that Law Enforcement officials were notified of the 
allegation. A review of the Brief Interview for Mental Status (BIMS) evaluation, dated December 17, 2025, 
revealed a score was 14, which indicated intact cognition. The Facility Reported Incident follow up report, 
submitted December 17, 2025 revealed the facility reported the allegation of abuse to the Adult Protective 
Services (APS) and the Ombudsman on December 16, 2025 at 6:30 p.m. The report also revealed that on 
December 12, 2025, the administrator was notified, who then notified the Department of Health Services 
(DHS) via online portal. However, the report revealed no evidence that Law Enforcement was notified 
regarding the allegation, per the facility policy.A review of the facility's Self-Report Complaint form, in 
reference to the date and time of alleged incident/violation at December 12, 2025 at 5:21 p.m., revealed no 
date of submission to DHS. Review of DHS Long-term Care Complaint Portal, revealed no evidence that a 
facility reported incident was submitted regarding Resident #95's complaint of abuse on December 12, 2025.
An un-successful attempt to contact the resident was conducted on December 29, 2025 at 11:10 a.m. An 
interview was conducted on December 29, 2025, at approximately 11:30 a.m. with Certified Nurse Assistant 
(CNA/Staff #41). Staff #41 stated that if bruising or injuries are observed on a newly admitted resident, the 
nurse is immediately notified. The CNA reported receiving abuse prevention training upon hire, annually, and 
during in-services. The CNA also served as the facility's shower aide and stated they were trained to pay 
attention to residents' bodies during showers and to notify the nurse of any concerns. Staff #41 recalled 
showering the resident only once and stated the resident was very nice and did not observe any fresh 
bruising at that time.An interview was conducted on December 29, 2025, at approximately 1:28 p.m. with a 
Registered Nurse (RN/Staff #24), who stated that upon admission the resident appeared anxious. While 
assessing and repositioning the resident, staff #24 stated bruising was observed on the resident's body. The 
RN also reported that the resident spoke repeatedly about a neighbor (Neighbor # 38), and stated Neighbor 
# 38 had abused her and a friend. The RN stated that the resident's conversation frequently returned to the 
neighbor topic and described the interaction as tangential. The RN also stated that he listened to the 
resident's concern about abuse, and provided information regarding courses of action. The RN further stated 
the resident confirmed that he felt the incident constituted abuse. Staff # 24 stated that the resident as 
agreeable to report the concern of abuse to the appropriate authorities. The RN stated that the resident did 
not express being fearful at the time, but did reveal to the nurse, not feeling safe around Neighbor # 38. The 
RN voiced that he made sure to clarify the allegation with the resident, in order to ensure accuracy when 
reporting the allegation of abuse. The RN stated that after hearing the concern from the resident, he 
attempted to contact the Executive Director (ED) first by phone, which went unanswered, and then by text 
message. Staff # 24 revealed the ED responded within the hour and instructed him to complete a written 
statement and that neighbor # 38 was not allowed into the facility. Staff #24 revealed that when bruising 
appears suspicious upon admission, staff is expected to investigate. The nurse stated that allegations of 
abuse are immediately reported to the ED, and the ED has 24 hours to report the allegation. The RN stated 
that he believed law enforcement was contacted, due to receiving a text message response from the ED that 
the incident was being reported. Staff # 24 stated that involving law enforcement is important when there is 
an allegation of abuse, because they can conduct a more thorough investigation, including interviews and 
evidence collection, and can also help ensure the resident's safety beyond the facility.An interview was 
conducted on December 29, 2025, at approximately 12:55 p.m. with the Social Services Director (SSD/Staff 
#10). Staff #10 stated that her role as a social worker included assessing resident safety, asking about the 
home environment, mental health history, medications, and identifying any potential triggering behaviors. 
Staff #10 stated that her responsibilities in abuse investigations included assisting with verification of 
allegations, providing resident support, completing assessments, and helping report incidents to appropriate 
agencies to maintain compliance. Staff #10 stated that her role in concluding an allegation of abuse 
investigation, included completing her assessment, documenting findings, coordinating with APS, and 
assisting with the resident's discharge planning to ensure the resident's needs were met. Staff #10 stated 
that she received a text from the admissions nurse over the weekend regarding the resident and stated that 
she followed up on the allegation Monday, December 15, 2025. Staff #10 stated that during her follow-up 
conversation, the resident reported the incident was an accident and explained that they were dancing, 
indicating it was not abuse. Staff #10 stated that the resident was experiencing depression related to a prior 
injury that took more than a year to recover from. Staff #10 stated that she worked on the resident's 
discharge plan and ensured the resident was appropriate and safe for discharge. Staff #10 stated that abuse 
training was completed annually and had been ongoing since she began employment. Staff #10 stated that 
Adult Protective Services (APS) was contacted. Staff #10 stated that she believed law enforcement may 
have been contacted over the weekend but stated she was not certain. Staff #10 stated that when there is an 
allegation of abuse, law enforcement should be notified, as police can help ensure resident safety and collect 
evidence.An interview was conducted on December 29, 2025, at approximately 2:00 p.m. with the Director of 
Nursing (DON/Staff #52). The DON described when an allegation of abuse occurs, the first step was to 
ensure the resident's safety and the prevention of the alleged perpetrator from having access to the resident. 
The DON stated that staff were instructed to report allegations directly to the Executive Director (ED) and, if 
the ED could not be reached, to contact the DON. The DON stated that allegations of abuse were reported to 
the state agency, the resident's medical provider, the ombudsman, and the resident's family. The DON 
stated that reports were made within two hours if serious bodily injury was suspected and within 24 hours if 
serious bodily injury was not present. The DON stated that allegations of abuse are reported to law 
enforcement when required and that the ED determines whether police involvement was necessary. The 
DON stated she became aware of the resident's allegation of abuse on the day of admission through the 
facility's text messaging system. The DON stated that when she discussed the matter with the ED, the ED 
indicated he would handle the reporting. The DON stated that although the resident later recanted the 
allegation, the facility operated under the assumption that there was a valid allegation of abuse from the time 
of admission (Friday, December 12, 2025) until the resident recanted on Monday, December 15, 2025. The 
DON stated that the recantation occurred due to a miscommunication between the admissions nurse and the 
resident. The DON revealed that although there was a miscommunication, the facility policy was expected to 
be followed during the time period when the allegation of abuse was believed to be valid, which was from 
December 12, 2025 to December15, 2025. The DON stated that following the recantation, the facility 
continued to provide resident support, maintained open communication, and ensured that Neighbor #38 did 
not have access to the resident while in the facility. The DON stated that she expected allegations of abuse 
to be documented in the medical record and addressed in the care plan. The DON stated that facility 
expectations required allegations of abuse to be reported within 24 hours and that the remaining 
investigation documentation was completed within five days. The DON explained that law enforcement has a 
unique role in abuse investigations by determining whether abuse occurred with criminal intent, preventing 
further harm to others, and ensuring resident safety. The DON stated that law enforcement could also 
assess whether it was safe for a resident to return to an environment where alleged abuse occurred and had 
a more specialized skill set for the criminal aspects of abuse investigations. The DON stated she was unable 
to confirm when or whom the ED contacted regarding reporting the allegation of abuse.An interview was 
conducted on December 29, 2025, at approximately 2:13 p.m. with the ED. The ED described his 
responsibilities as the facility's abuse coordinator included receiving allegations of abuse or abuse-type 
situations from staff, visitors, or guests; following up on complaints; assigning assistance from leadership 
staff, such as the Director of Nursing or Social Services, and to complete the investigation within five days. 
The ED stated that the Social Services Director (Staff #10) assisted with resident # 95's abuse allegation 
investigation. The ED stated that the facility expectation was for allegations of abuse to be reported within 
two hours and that reports were made to the Department of Health Services, Adult Protective Services 
(APS), the Ombudsman, the resident's provider, the medical director, and law enforcement if needed. The 
ED stated that nursing staff were expected to document allegations of abuse in the resident's medical record 
and that information obtained during the investigation was also documented in the five-day investigation 
report. The ED stated that contacting law enforcement was dependent on the circumstances of the 
investigation, explaining that police are typically contacted for internal allegations, while this particular 
allegation occurred outside of the facility, and was considered an external allegation. The ED stated that 
because emergency services transported the resident to the hospital, he determined there was no further 
need to contact law enforcement at that time. The ED stated that the facility's investigation ultimately 
determined the resident's allegation of abuse was unsubstantiated. The ED stated that he was notified of 
Resident #95's allegation of abuse on Friday, December 12, 2025, at approximately 5:30 p.m. by RN (Staff 
#24). The ED stated that, according to his records, the Department of Health Services was contacted on 
Friday, December 12, 2025, at approximately 5:21 p.m. The ED stated that APS and the Ombudsman were 
contacted on December 16, 2025, at approximately 6:30 p.m., after the investigation was completed. The ED 
further clarified that law enforcement was not contacted because the incident occurred outside the facility 
and emergency services had already been involved on the date of the incident. The ED declined to provide a 
response on the role of police in abuse allegations, due to the question being subjective. The ED stated that 
he did not see documentation confirming whether the medical director or the resident's provider had been 
notified and said additional review would be needed to verify this. The ED explained that APS and the 
Ombudsman were not contacted until December 16, 2025, because by December 15, 2025, he had 
concluded the incident was not an abuse situation and intended to report it as such. The ED verbalized that 
from December 12 through December 15, 2025, the facility had operated under the assumption that the 
resident # 95 allegation of abuse was valid, and that the abuse allegation was considered active from 
December 12 -14, 2025. To ensure the safety for resident #95, the ED revealed a message was sent to all 
department managers instructing that neighbor #38 was not to have any contact with the resident. The ED 
stated that he did not believe the facility policy differentiated between internal and external allegations in 
order to determine engagement with law enforcement. The ED revealed receiving and taking part in abuse 
training as recently as of November and December 2025. The ED stated that either he or the Director of Staff 
Development are responsible for conducting the training, and expect for the staff to follow the policy. The ED 
stated that it was the facility's expectation that the abuse policy be followed whenever there was an 
allegation of abuse.The facility's Abuse, Neglect, Exploitation and Misappropriation Prevention Program, 
revised April 2021, directed the facility to investigate and report any allegations within timeframes required by 
federal requirements.A policy titled, Abuse, Neglect, Exploitation or Misappropriation-Reporting and 
Investigating, revised April 2021, revealed the administrator or the individual making the allegation 
immediately reports his or her suspicions to the: state licensing/certification agency, the ombudsman, the 
resident's representative, Adult protective services, law enforcement officials, the resident's attending 
physician, and the facility medical director. In addition, the policy defined immediately as within two hours of 
an allegation involving abuse or result in serious bodily injury; or within 24 hours of an allegation that does 
not involve abuse or result in serious bodily injury. A policy titled, Care Plans, Comprehensive 
Person-Centered, revised April 2021, revealed areas of concern that are identified during the resident 
assessment will be evaluated before interventions are added to the care plan. A policy titled, Protection of 
Residents During Abuse Investigations, revised April 2021, informed the staff that if the alleged perpetrator is 
a resident's family member or visitor, this person (s) is not allowed unsupervised visits with the resident.
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