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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, resident and staff interviews and policy review, the facility deprived a resident of 
care by failing to communicate in a respectful manner during bedtime care, abandoned the resident in a 
vulnerable state and failed to respond to the resident's requests for necessary care resulting in the resident's 
ongoing fear and anxiety. Resident #4 stated on 10/13/25 one of the two nursing staff was arguing with her 
about her preference of care. Both nursing staff knowingly left Resident #4 on her bed, soiled with urine, 
without a cover and no staff answered the light for approximately an hour. Resident #4 began crying and 
expressed fear as her phone was placed out of reach by staff and she had no way of getting assistance as 
staff would not come when she called out for help. When Resident #4 requested the staff to get the Director 
of Nursing (DON) so she could report the abuse, the DON refused to respond. The State Agency informed 
the facility of the Immediate Jeopardy (IJ) that began as of October 13, 2025 on October 29, 2024 at 12:20 p.
m. The facility staff removed the Immediate Jeopardy on October 30, 2025 by implementing the following 
actions:1. On 10/14/25 resident #4 had a skin assessment completed by DON with no findings and had a 
routine skin alternation sheet completed on 10/16/2025 by Staff A, Licensed Practical Nurse (LPN).2. On 
10/16/25 resident #4 was assessed by Staff B, Advanced Registered Nurse Practitioner (ARNP), new orders 
received and followed. 3. On 10/22/25 resident #4 was assessed by Staff C, Nurse Practitioner (NP) 
psychiatric provider, new orders received and followed. Resident #4 will continue to receive services from 
Staff C weekly for 4 weeks and reassessment will be completed after that. 4. The alleged staff will no longer 
provide care to resident #4. 5. Interviews with alert and oriented residents on 10/14/25 regarding abuse and 
call light response completed. 6. Education was completed on 10/29/25 at 1:30pm with staff regarding 
reporting allegations of abuse and to whom, preventing abuse and neglect. The abuse policy and guidelines 
will be utilized for training and education of reporting requirements. Education and training will include chain 
of command, how to access administrative staff and on-call numbers. Staff will be instructed on preventative 
measures and protocols to ensure prompt responses and clear communication to prevent similar incidents. 
Staff unavailable to receive education will receive the education prior to clocking into their next shift. 
Following education random questionnaires will be completed with staff to prevent potential neglect and 
abuse. 7. Communication with Residents Skilled Nursing Facility (SNF) Clinic course assigned to all staff on 
10/30/2025. The scope lowered from J to G at the time of the survey after ensuring the facility implemented 
education and their policy and procedures. The facility identified a census of 72 residents. Findings 
Include:The Minimum Data Set (MDS) dated [DATE] for Resident #4 revealed the diagnoses of congestive 
heart failure, diabetes mellitus, morbid obesity, anxiety, depression, need for assistance with personal care 
and was dependent on 2 or more staff for transfers, dressing, toileting and personal hygiene. The brief 
interview for mental status (BIMS) score for Resident #4 was 15 which suggested an intact cognition. The 
Care Plan for Resident #4 directed staff to provide clear, concise explanation of anything that was about to 
occur, talk in a low pitch, calm voice and if strategies were not working, leave (if safe to do so) and 
reapproach later. Allow for flexibility in activities of daily living (ADL) routine to accommodate Resident #4's 
mood, preferences, and customary routine. Staff were also directed to reassure Resident #4 if she was upset 
about her care and discuss her concerns. Resident #4 required the assistance of 2 staff for transfers, 
dressing and grooming. During an interview on 10/22/25 at 3:52 pm, Resident #4 stated on 10/13/25 about 
7:15 pm she had pressed the call light to notify staff she was ready for her usual night time routine that was 
to be transferred from the recliner to bed with the mechanical lift, remove the sling, cleaned, a clean brief and 
changed into clean bed clothes. Resident #4 stated Staff D Certified Nursing Assistant (CNA) and Staff E, 
CNA responded and Staff D began to argue with Resident #4 regarding her preferences of care. Resident #4 
stated she told Staff D that she did not want her to come back into her room anymore and the two staff 
placed her onto the bed, disconnected the mechanical lift, exited the room without changing her and shut the 
door. Resident #4 stated she turned her call light on with no response for over an hour. Resident #4 stated 
her phone, I-pad, TV controller and water was on a night stand that was pushed into the bathroom, out of her 
reach so she was unable to call for help and the TV was on loud so no one heard her when she shouted for 
help. Resident #4 stated she was thirsty, freezing cold due to air conditioner blowing over her and her brief, 
the mechanical lift sling that was still under her was soaked with urine and she did not have a blanket to 
cover herself with. Resident #4 stated she became frantic, sobbing, could not catch her breath and was 
stranded. Resident #4 stated, It hurt me so deep. Resident #4 stated Staff F, CNA found her and stated she 
wanted her phone to call the police to report the abuse. Resident #4 stated Staff F calmed her down, cleaned 
her up and said the Director of Nursing (DON) was in the building, working as a charge nurse on a different 
hall, where Staff F was working. Resident #4 stated she requested to talk to the DON to report this. The DON 
did not want to deal with it. Resident #4 stated she felt Staff D left her in that condition on purpose as 
punishment. Resident #4 stated in the morning on 10/14/25 she asked to speak with the Administrator to 
report the abuse. Resident #4 stated she had asked her provider for an antianxiety medication to take during 
the day and at night as the staff that abused her continued to work at the facility and walk past her room and 
she had on going fear, anger and anxiety. Resident #4 stated the office manager said she should shut her 
door so she won't see Staff D and Staff E walk by her room and stated her response was that she should not 
have to live behind a closed door. During an interview on 10/23/25 at 1:21 pm, Staff G, CNA stated she had 
taken care of Resident #4 before 10/13/25, that she was anxious but it had increased after 10/13/25. Staff G 
stated Resident #4 reported two nursing staff were not nice and left her for over an hour and had increased 
in her requests for Lorazepam. During an interview on 10/23/25 at 2:14 pm, Staff F, CNA stated she worked 
on the back hall on 10/13/25 with the DON as her charge nurse. Staff F stated she had gone to the front hall 
shower room at approximately 8:30 pm, directly across from Resident #4's room, to gather a gown for her 
back hall resident. Staff F stated the charge nurse on the front hall, Staff H, RN directed her to answer the 
call light that had been on for a while. Staff F stated Staff H did not usually ask for her to answer a call light, 
she would answer it. Staff F stated she had provided care for Resident #4 before and when she entered the 
room she found Resident #4 distraught, screaming, and Staff F stated she had never seen Resident #4 in 
that condition, her face red and her veins bulging. Staff F stated Resident #4 was laying on top of the 
mechanical lift sling, not covered, as she usually had a sheet over her legs and her fleece blanket so she 
could reach it if she was cold. Staff F stated she calmed Resident #4 so she could form words and Resident 
#4 stated her nursing staff left her in that condition. Staff F stated Resident #4 was wet and the air 
conditioner was blowing on her, which she usually would have staff turn it away from her when in bed. Staff F 
stated this broke her heart as she did not like to see her residents distraught and comforted her, changed her 
wet clothes, changed her brief, provided cream and powder. Staff F stated Resident #4's phone was on a 
table out of reach and Resident #4 requested to use it to call 911. Staff F stated at that time she had opened 
Resident #4's door, Staff D, CNA walked past and Resident #4 shouted That's her, she left me like this and 
was yelling bulldog, like it was a trigger for her anxiety. Staff F stated she had stayed with Resident #4 until 
she had calmed and asked to report the abuse. Staff F stated she was aware that Staff H heard Resident #4 
as the door was open and she was standing outside the room with the DON. Staff F stated the DON asked 
her to shut the door as Staff F explained what happened the DON left. Staff F stated the DON had 
disregards to everything she told her and felt the DON should have addressed the situation.During an 
interview on 10/27/25 at 12:59 pm, Staff K, DON stated she was the former Director of Nursing and was 
terminated on 10/16/25 due to allegations of abuse. The DON stated she had worked on 10/13/25 as the 
DON on the day shift and as a charge nurse 2 pm to 10 pm on the back hall. The DON stated Staff D, CNA 
and Staff E, CNA asked the staff in the back hall to provide care for Resident #4. The DON stated Staff L, 
CNA and Staff F, CNA had provided care for Resident #4 and Staff H, RN had addressed it and she calmed 
down. The DON stated she had spoken to Staff F about 9 pm and asked if anything needed to be addressed 
and Staff F said no it was under control. The DON stated she did not enter Resident #4's room as she was to 
be provided care in pairs and the charge nurse Staff H stated Resident #4 was doing what she always does 
and kicked the CNA's out of her room and left it to be addressed in the morning. The DON stated she did not 
know the reason for the CNA's to be kicked out of the room. The DON stated she reported to the 
Administrator that Resident #4 treats all staff that way. The DON stated she consulted with Staff C, Nurse 
Practitioner for Psychology as Resident #4 was verbally aggressive to the staff. The DON stated she had not 
received a ‘write up' before that day and was terminated. During an interview on 10/27/25 at 2:12 pm, Staff J, 
RN stated two weeks ago on day shift, her nursing staff reported that Resident #4 wanted to report abuse. 
Staff J stated Resident #4 asked to speak with the Administrator. Staff J stated Resident #4 was not difficult 
to provide care for and she got along with her. During an interview on 10/27/25 at 3:07 pm, Staff I, CNA 
stated he worked on 10/13/25 at 2 pm with Resident #4, who was in a pleasant mood and had no problems 
working with her. Staff I stated he had to leave the facility for a personal matter early in the shift and was off 
work for 10 days. Staff I stated when he returned, he seen a change in Resident #4, stressed and upset. 
Staff I stated he was providing care on this day and she was good as he stated being her favorite aide. 
During an interview on 10/27/25 at 12:10 pm, Staff E, CNA stated she was a new CNA and employed for 4 
months in the facility, had not received the adult abuse training. Staff E stated the only training she had 
received was how to transfer a resident with a mechanical lift by another CNA, learn as you go here. Staff E 
stated she had worked front hall on 10/13/25, assisted Staff D, CNA to transfer Resident #4 from her recliner 
to bed and Staff D began to argue with Resident #4. Staff E stated Resident #4 told Staff D to get out and 
yanked the bed controller out of her hand. Staff E stated she was not told to get out but was aware the 
resident needed two staff to provide care so she also left the room. Staff E stated she reported to Staff L, 
CNA on the back hall that she needed help and Staff E would assist when she was through providing care 
for her residents. Staff E stated about 20 mins after that, she witnessed Staff F, CNA entering Resident #4's 
room and heard Resident #4 screaming. Staff E stated she told Staff H, RN her charge nurse on front hall 
who gave direction to ignore the resident. Staff E stated she reported Resident #4 screaming and it was 
escalating to the DON who stated she would take care of it. Staff E stated the next day, she was passing 
snacks in the front hall, Resident #4 stated she should be ashamed of her actions. Staff E stated that was 
the first altercation she had gone through, did not know what to do and the Administrator gave her direction 
not to enter Resident's room again. Staff C stated she was suspended for one day and it was not explained 
why and received assignment to work in the skilled unit, away from front and back hall. Staff C stated she did 
not receive further training. During an interview on 10/28/25 at 8:41 am, Staff D, CNA stated she had been 
employed by the facility for 13 years and had completed adult abuse training but the facility had not provided 
any training for 3 months. Staff D stated she had worked as a float staff on 10/13/25 and on or about 7:30 
pm, she assisted Staff E, CNA to transfer Resident #4 from her recliner to her bed. Staff D stated Resident 
#4 gave direction to be lifted higher in the mechanical lift and Staff D stated she told Resident #4 that she 
knew what she was doing. Staff D stated she was aware Resident #4 had a routine and she had moved her 
night stand with her water, phone and other things into the bathroom but did not adjust the air conditioner. 
Staff D stated Resident #4 got mad because they ran her charger cords over with the mechanical lift as the 
room was not big enough for the recliner. Staff D explained while Resident #4 was in the air on the 
mechanical lift, staff have to move the recliner back and out of the way. Staff D stated Resident #4 thought 
she was queen bee and that was why she needed care in pairs. Staff D stated Resident #4 kicked her out, 
told her to just leave and Staff E can put her to bed. Staff D stated after they lowered Resident #4 onto the 
bed, Resident #4 took the remote from Staff E and then both staff left the room. Staff D stated Resident #4 
turned the call light on, the charge nurse Staff H, RN knew about the situation so she went to another 
resident's room to provide care and Staff E went to the back hall to ask staff to assist her. Staff D stated it 
took about 15 minutes to help the other resident then she went on her 30-minute break and when she 
returned, Resident #4's call light was still on. Staff D stated she went to the back hall to ask Staff L, CNA if 
anyone had requested her to assist with Resident #4 and she had stated yes, but had not been able to 
assist. Staff D stated she had provided night time care for Resident #4 only one time about four months prior 
to that day. Staff D stated she and Staff E then talked to Staff H, RN who directed them to talk with the DON 
who directed them to write a statement as she was leaving the facility. Staff D stated it was about 9 pm, she 
walked past Resident #4's room and the door was open and Resident #4 shouted bulldog and other bad 
names. Staff D stated she was not provided a training from administration, directed to not go into Resident 
#4's room and received a one-day suspension. During an interview on10/28/25 At 9:56 am, Staff L, CNA 
stated she worked in the back hall on 10/13/25 for the 2-10 pm shift. Staff L stated she was providing care to 
a resident when Staff E, CNA entered the room and started to talk about Resident #4 in front of her resident 
and said Staff D was helping her adjust the chuck (the absorbent pad used for incontinent residents) and 
Resident #4 began screaming they were not putting her to bed the proper way. Staff L stated Staff E 
explained they used the mechanical lift to put Resident #4 to bed, nothing more about an hour before and 
they wanted her to provide the night care for Resident #4. Staff L stated she informed Staff E that it may be 
an hour or more wait as she was providing care to her residents. Staff L stated she was not assigned or 
reassigned to Resident #4. Staff L stated about 8:30 pm, Staff F, CNA went to the front hall to gather gowns 
from the shower room. Staff L stated Staff F returned about 9 pm mad due to Staff H, RN telling her to have 
fun in Resident #4's room and she had found Resident #4 screaming. Staff L stated the DON stated to 
pretend she was not there, shut Resident #4's door and she would deal with it the following day. Staff L 
stated Resident #4 was perfectly within her mind, she can explain clearly step by step what she wanted done 
and each time care was provided, she was nice. Staff L stated about 9:45 pm, she went to the front hall to 
check the schedule book and found Staff E laughing at the nurse station about Resident #4 who wanted to 
call 911 to have her arrested. Staff L stated the administration did not conduct any training and no one had 
spoken to her about the incident. On 10/28/25 at 12:55 pm, Staff H, RN stated that she was aware of the 
incident on the evening of 10/13/25. Staff H stated she was administering evening medications and heard 
yelling from Resident #4's room, Staff D, CNA left the room with Staff E, CNA, shut the door, stated Resident 
#4 had banned Staff D from the room, and Resident #4 grabbed the controller from Staff E's hand so she did 
not want to go back in the room. Staff H stated she directed the CNA's to talk to the DON on the back hall, 
which was protocol, and continued working. Staff H stated one CNA went back and talked to DON. Staff H 
stated Resident #4 put her call light on and Staff E was afraid to answer the call light. Staff H stated she did 
not remember how much time passed before Staff F, CNA came from the back hall as she had worked 
steady and rarely gets time to eat. Staff H stated Staff F entered Resident #4's room, then came out and 
reported Resident #4 was very upset and did not want Staff D back into her room again but did not state 
Resident #4 wanted to talk to anyone about abuse. Staff H stated every time Staff D walked past Resident 
#4's room she yelled at her and when Staff E walked past the room, Resident #4 said ‘how could you do this 
to me'. Staff H stated she was in Resident #4's room later without complaint, exited, closed the door, and the 
DON was in the hall, walked to the other side of the hall and stated ‘she would deal with this in the morning'. 
Staff H stated Staff F, CNA who provided care for Resident #4 told the DON what happened. Staff H stated 
there are a lot of residents with needs and it is not an easy place to work. A review of the Progress Notes for 
Resident #4 on 10/13/25 failed to have documentation of the incident. During a follow-up interview on 
10/29/25 at 11:36 am, Staff F, CNA stated on 10/13/25 the DON was absolutely aware that Resident #4 
wanted to report abuse. The DON was standing outside of Resident #4's room when she asked to speak 
with her. Staff F stated she told the DON that Resident #4 was going to call 911 and wanted to report the 
abuse to her. Staff F stated she could not believe the DON did not go in to talk with Resident #4 as this could 
have been prevented. Staff F stated there were no staff training that was completed since this time and she 
did not want this to happen to another resident.Incident Report: alleged abuse/neglect dated 10/14/25 at 9 
am revealed:1. Staff J, RN filed a report for Resident #4.2. The description of a CNA who reported to the 
nurse that Resident #4 wanted to talk to the Administrator to report abuse that occurred last evening 
10/13/25. 3. The nurse immediately informed the Administrator.4. No injuries noted.5. Predisposing 
physiological factor listed anxiety.6. Person notified Staff B, Advanced Registered Nurse Practitioner (ARNP) 
on 10/14/25 at 9:26 am. During an interview on 10/28/25 at 3:56 pm, Staff B ARNP stated she had resumed 
Resident #4's cares this year and she had manipulative behaviors, anxiety and depression. Staff B stated 
was informed on 10/15/25 Resident #4 was crying, anxious, mad and gave the order for the Lorazepam to be 
administered immediately before she went to her eye appointment but was not administered as the resident 
exited the facility for the appointment. Staff B stated she did not visit Resident #4 until 10/16/25 and she was 
anxious, face red, her body language was different and she reported feeling depressed since the day of the 
incident. Staff B stated Resident #4 intertwines anxiety and depression. Staff B stated Resident #4 was more 
anxious and angrier and said I can't believe that happened several times. Staff B stated she ordered 
Lorazepam as needed and the increased the Lexapro antidepressant medication after consulting Staff C, 
ARNP Neuropsychology. The Physician Orders for Resident #4 revealed:1. Lexapro 5 milligram (mg) 
administer 2 tablets daily dated 10/16/25 at 6 pm. 2. Lorazepam 0.5 mg administer 1 tablet every day dated 
10/16/25 1 pm with end date 10/30/25. The Medication Administration Record (MAR) dated October 2025 for 
Resident #4 revealed:1. Lexapro 5 mg 1 tablet at bedtime for anxiety was administered 10/1/25 through 
10/15/25.2. Lexapro 5 mg 2 tablets at bedtime for anxiety were administered daily after 10/16/25.3. 
Lorazepam 0.5 mg 1 tablet for anxiety 1 tablet, 1 time only, dated 10/14/25 not given.4. Lorazepam 0.5 mg 1 
tablet every 12 hours as needed (PRN) anxiety administered daily after 10/16/25 and two times on 10/19/25. 
During an interview on 10/28/25 at 4:27 pm, Staff C, ARN Neuropsychology stated the Assistant Director of 
Nursing (ADON) reported an incident on 10/13/25 with Resident #4. Staff C stated she was unable to visit 
her until 10/22/25 when Resident #4 reported having had an argument with Staff D, CNA, abandoned when 
wet with urine, cold, no call light or phone. Staff C stated Resident #4 was angry, face red, pressured 
speech, loud, talking fast, taking Lorazepam due to the anxiety, stated I cannot believe this happened 
multiple times. Staff C stated Resident #4 did not feel she needed to close the door as she was instructed by 
facility staff when the CNA's that were involved in the incident worked. Staff C stated it was a resident right 
issue with closing her door. Staff C stated during the last visit with Resident #4 on 10/8/25, she was doing 
well and was titrated to a lower dose of Lexapro (5mg), her mood improved and was happy while shopping 
with her sister. Staff C stated the situation on 10/13/25 set her back. Staff C stated the Administrator was not 
available on 10/22/25 to report the ongoing anxiety but did contact her by phone and she stated the facility 
investigated it. The Progress Note titled Encounter, Staff C, ARNP Neuropsychiatry dated 10/8/25 for 
Resident #4 revealed:1. Resident #4 received a revisit for further evaluation of anxiety as she spoke of 
having her call light in for hours and staff being lazy.2. Resident #4 was oriented, spoke clearly with logical 
thought, engaged, cooperative, and good eye contact.3. Resident #4 admits to getting overwhelmed at times 
and now feels calm and in control again. She considered her mood to be ok. 4. Resident #4 went on a short 
shopping trip with her sister.5. Resident #4's needs take longer than average to meet and was satisfied with 
the private room.6. The ordered antidepressant Lexapro 5 mg nightly to continue for continued stability. A 
documented titled Employee Warning Notice revealed that the DON violated facility policy and procedure 
when in the facility on 10/13/25 and nursing staff requested that she speak with a resident, made aware that 
the resident was frustrated and verbalizing extreme dissatisfaction with service from staff, she did not follow 
up, address or investigate any of her concerns. As a leader within this facility, it is expected that the 
department heads take the initiative to handle, address, and follow up on patient concerns timely and 
appropriately. The DON also had past warning notices for not completing an 8-hour shift. The DON was 
terminated 10/16/25.A review of the Progress Note for Resident #4 on 10/18/25 Resident #4 was replaying 
what happened on 10/13/25 with a CNA and the nurse came in to report call lights are needing answered. 
The Progress Note titled Encounter, Staff C, ARNP Neuropsychiatry dated 10/22/25 for Resident #4 
revealed:1. Resident #4 stated she had an encounter with a CNA on 10/13/25 during care and told that CNA 
to leave the room.2. Resident #4 stated the nursing assistant abandoned her during care, prior to changing 
her, without a blanket covering her, and without access to a phone and believes she was left for an hour and 
half. 3. Resident #4 discussed the incident that occurred as having caused daily anxiety in the afternoons 
when the staff member she had the disagreement with works. 4. Resident #4 feels some staff avoid her due 
to the level of work required for her versus interpersonal skills. Resident #4 did not see how her words affect 
relationships, feeling angry and frustrated awaiting a resolution. 5. Resident #4 was taking a dose of 
Lorazepam daily in the afternoon for anxiety.6. The visit diagnosis: Anxiety disorder.7. Plan to continue 
medication as ordered, to include Lorazepam 0.5 milligram (mg) two times a day as needed for anxiety for 14 
days, no referral to a therapist and a follow up scheduled in two weeks. During an interview on 10/29/25 at 
10:32 am, The Administrator stated she was notified on 10/14/25 that Resident #14 wanted to report abuse 
that occurred on 10/13/25. The Administrator stated she had conducted an investigation, suspended Staff D, 
CNA and Staff E, CNA during the investigation and reported the abuse allegation to the police and the 
Department of Inspection and Appeals. The Administrator stated a trauma assessment was completed for 
Resident #4, conducted interviews with other residents that revealed there were no further concerns of 
abuse or neglect. The Administrator stated the DIAL report returned No Investigation, placed the CNA's back 
into work status and plan to provide targeted education focused on effective communication strategies when 
interacting with residents who may be experiencing distress or are difficult to engage. A policy titled Patient 
Protection Guidelines: Abuse Prevention, Reporting, and Investigation revealed:1. To provide professional 
care and services in an environment that is free from abuse, neglect, misappropriation of resident property, 
and exploitation. This includes but is not limited to freedom from corporal punishment, involuntary seclusion, 
and any physical or chemical restraint not required to treat the resident's medical symptoms.2. Centers can 
best support the detection and prevention of abuse by implementing a process that supports immediate 
reporting of suspected abuse. The process should be available to patients, family members, and staff to 
report abuse in a manner that elicits immediate attention without fear of retribution. The Abuse Prevention 
Coordinator/Grievance officer should provide feedback to patients, family members and staff regarding any 
concerns or grievances that have been expressed.3. The center creates and maintains a proactive approach 
for identifying events that may constitute or contribute to abuse. When investigating whether abuse has 
occurred, the center identifies and considers events such as behavioral changes, bruising of patients, 
suspicious patient patterns, unexplained injuries, communication or social interaction changes and other 
trends that may signify abuse. Any allegation requires an investigation.4. Key to investigating abuse 
allegations is an environment that facilitates the reporting of such allegations. Once reported, the center 
conducts a timely, thorough, and objective investigation of the consideration of the indicators of possible 
abuse.5. Following completion of the facility investigation, if the facility concludes that the allegations of 
resident abuse are unfounded, the employee may be allowed to return to job duties involving resident 
contact, but the employee must maintain a separation and have no contact with the resident alleged to have 
been abused, by reassigning the accused employee to an area of the facility where no contact will be made 
between the accused employee and the resident alleged to have been abused. This separation must be 
maintained until the State Department concludes its investigation and issues the written results of its 
investigation.6. All allegations of Resident abuse, neglect, exploitation, mistreatment, injuries of unknown 
origin and misappropriation should be reported immediately to the charge nurse. The charge nurse is 
responsible for immediately reporting the allegations of abuse to the Administrator, or designated 
representative. If the person in charge is the alleged abuser, the staff member shall directly report the abuse 
to the Administrator immediately.7. In response to allegations of abuse, neglect, exploitation, or 
mistreatment, injuries of unknown origin, or misappropriation the facility must: - Have evidence that all 
alleged violations are thoroughly investigated. - - Prevent further potential abuse, neglect, exploitation, or 
mistreatment while the investigation is in progress. Report all allegations of Resident abuse, neglect, 
exploitation, mistreatment, injuries of unknown origin and misappropriation shall be reported to the Iowa 
Department of Inspections, Appeals and Licensing and any other required state agency if applicable (ie: law 
enforcement). Reports of abuse or if there is resulting bodily injury, the facility should report immediately and 
not later than two (2) hours. Allegations of neglect, exploitation, misappropriate of resident property, or 
mistreatment to be reported not later than two (2) hours after the allegation is made, if the events that cause 
the allegation result in serious bodily injury, or not later than twenty-four (24) hours if the events that cause 
the allegation involve neglect, exploitation, mistreatment, injuries of unknown origin and misappropriation, but 
do not result in serious bodily injury.
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