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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Based on resident and staff interviews, record review, and review of the facility policy titled Abuse, Neglect
and Exploitation, the facility failed to report an injury of unknown origin and an allegation of sexual abuse to
the State Survey Agency (SSA) in a timely manner for one of three sampled residents (R) (R1). Findings
include:Review of the facility's policy titled Abuse, Neglect and Exploitation, dated 04/01/2024, revealed the
Policy section stated, It is the policy of this facility to provide protections for the health, welfare and rights of
each resident by developing and implementing written policies and procedures that prohibit and prevent
abuse, neglect, exploitation and misappropriation of resident property. The Reporting/Response section
included: A. The facility will have written procedures that include:1. Reporting of all alleged violations to the
administrator, state agency, adult protective services, and to all alleged agencies (e.g. [for example], law
enforcement when applicable) within specific time frames:a. Immediately, but not later than 2 hours after the
allegation is made, if events that cause the allegation involve abuse or result in serious bodily injury orb. Not
later than 24 hours if the events that cause the allegation do not involve abuse and do not result in serious
bodily injury. Review of the admission Record for R1, located under the Profile tab of the electronic medical
record (EMR), revealed an initial admission date of 01/10/2025 and a re-entry date of 06/13/2025.
Diagnoses included, but were not limited to, anoxic brain damage, not elsewhere classified, other seizures,
unspecified psychosis not due to a substance or known physiological condition, and anxiety disorder.
Review of the quarterly Minimum Data Set (MDS) assessment for R1, with an Assessment Reference Date
(ARD) of 01/08/2026, located in the MDS tab of the EMR, revealed a Brief Interview for Mental Status
(BIMS) documented memory problems and severely impaired decision-making skills. During an interview
on 02/02/2026 at 2:54 PM, R1 revealed that a man had touched her private area. She stated she had told a
Hospice Certificate Nurse Aide (CNA), CNA DD. During a telephone interview on 02/02/2026 at 10:20 AM,
a family member of R1 stated the hospice agency informed her during the week of 01/26/2026 or
01/19/2026 that the resident had bruises on her back and shoulders, and the resident had reported to
Hospice CNA DD that someone had touched her inappropriately. The family member stated she observed
bruises on R1, and the facility staff were unable to explain how they occurred. During a telephone interview
on 02/02/2026 at 8:55 AM, the Hospice Social Worker stated CNA DD notified her of the allegation made
by R1 and the bruises on R1. She stated she had notified the facility Certified Mediation Aide (CMA) AA of
the bruises and the facility Director of Nursing (DON) of the allegation of someone touching R1
inappropriately. During a telephone interview on 02/02/2026 at 2:22 PM, Hospice CNA DD stated she had
observed bruises on R1's back and shoulders, and R1 had stated that someone touched her
inappropriately in her private area. She further stated that she reported the bruises and R1's allegation to
the Hospice Administrator and the facility's Licensed Practical Nurse (LPN) CC. During an interview on
02/03/2026 at 9:10 AM, CMA AA stated that she was informed about the bruises on R1's back by the
hospice nurse. She stated
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that she completed an assessment on R1 and reported it to LPN BB. CMA AA further stated she had been
informed of an allegation by R1 of someone touching her inappropriately and stated she did not report it to
the Administrator. During an interview on 02/03/2026 at 9:42 AM, LPN BB stated she had reported bruising
on R1 to the DON and Administrator. During an interview on 02/03/2026 at 12:46 PM, the DON stated that
she was notified of bruises on R1 by a hospice nurse in January 2026. She further stated that she was
notified by LPN BB that R1 had stated she was touched inappropriately. She stated that she discussed the
bruises and the allegation with the facility Administrator and a Corporate Consultant at the time, and that
the Corporate Consultant did not think she should report the incidents. She confirmed that the bruising and
allegation of sexual abuse for R1 were not reported to the SSA.
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