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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record review, facility record review, staff interviews and facility policy review the facility failed to

Residents Affected - Some report an allegation of abuse to the lowa Department of Inspections & Appeals and Licensing (DIAL) within

2 hours of an allegation of abuse for 1 of 4 residents reviewed for abuse (Resident #1). The facility reported
a census of 40 residents. Findings include: The Minimum Data Set (MDS) assessment dated [DATE] for
Resident #1 documented diagnoses of non- Alzheimer's Dementia, anxiety disorder and muscle weakness.
The MDS showed the Brief Interview for Mental Status (BIMS) score of 8 indicating moderate cognitive
impairment. Review of written statement by Staff A, Licensed Practical Nurse (LPN) dated 12/22/25
revealed it was reported to her by Staff B, Certified Nursing Assistant (CNA) that Staff C, CNA and Staff D,
CNA were assisting Resident #1 to his room when Resident #1 was talking and Staff D told Resident #1 to
shut up and be quiet. Staff B then reported she saw Staff D pinch Resident #1's lip together. This was not
witnessed by Staff A. Staff A revealed she only heard what was said to Resident #1 and when she looked
up from her charting she did see Staff D's hand moving away from Resident #1's face. Interview on 1/26/26
at 10:33 a.m., with the Director of Nursing (DON) stated the alleged incident occurred on 12/22/25. The
DON revealed Staff A sent her a message on the evening of 12/23/25 and stated she had concerns and
had left the DON a note and wanted to know if she had received it. The DON revealed she did not work on
12/23/25 and was unaware of what Staff A was talking about. The DON stated at approximately 5:00 p.m.,
she called Staff A regarding her concerns. The DON confirmed Staff D worked her entire shift on 12/22/25
and returned to the facility on [DATE] for her shift and worked until the DON became aware of the situation.
The DON confirmed on 12/23/25 she sent Staff D home from her shift, called the Administrator,
immediately turned the incident into DIAL and began the investigation into the alleged incident. Interview on
1/26/26 at 11:06 a.m., with Staff B revealed Staff C was pushing pushing Resident #1 in his wheelchair
past the nurses station. Resident #1 was yelling out which is normal for him as he cannot control that. Staff
D walked out from behind the nurses station and with her index finger and thumb grabbed his lips and
closed his mouth and held his mouth closed for approximately 5 seconds and told him to shut the fuck up.
Staff C and Staff D assisted the resident to bed. Staff A was sitting at the nurses station when this
occurred. Review of the facility intake information the facility submitted a self report on 12/23/25 at 5:15 p.m
Review of facility provided policy titled Dependent Adult Abuse dated November 2019 revealed 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. All
allegations of resident abuse shall be reported to the lowa Department of Inspections and Appeals no later
than two (2) hours after the allegation is made. Interview on 2/2/26 at 10:17 a.m., with the Administrator
revealed the facility should have reported the
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F 0609 allegation of abuse within 2 hours.

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some
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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm clinical record review, staff interviews and facility record review, the facility failed to separate vulnerable
residents from the staff member of an alleged abuse incident (Residents #1). The facility reported a census

Residents Affected - Some of 40 residents. Findings include: The Minimum Data Set (MDS) assessment dated [DATE] for Resident #1

documented diagnoses of non- Alzheimer's Dementia, anxiety disorder and muscle weakness. The MDS
showed the Brief Interview for Mental Status (BIMS) score of 8 indicating severe cognitive impairment.
Review of written statement by Staff A, Licensed Practical Nurse (LPN) dated 12/22/25 revealed it was
reported to her by Staff B, Certified Nursing Assistant (CNA) that Staff C, CNA and Staff D, CNA were
assisting Resident #1 to his room when Resident #1 was talking and Staff D told Resident #1 to shut up
and be quiet. Staff B then reported she saw Staff D pinch Resident #1's lip together. This was not witnessed
by Staff A. Staff A revealed she only heard what was said to Resident #1 and when she looked up from her
charting she did see Staff D's hand moving away from Resident #1's face. Interview on 1/26/26 at 10:33
a.m., with the Director of Nursing (DON) revealed the alleged incident occurred on 12/22/25. The DON
stated Staff A sent her a message on the evening of 12/23/25 and stated she had concerns and had left the
DON a note and wanted to know if she had received it. The DON revealed she did not work on 12/23/25
and was unaware of what Staff A was talking about. The DON stated at approximately 5:00 p.m., she called
Staff A regarding her concerns. The DON confirmed Staff D worked her entire shift on 12/22/25 and
returned to the facility on [DATE] for her shift and worked until the DON became aware of the situation. The
DON confirmed on 12/23/25 she sent Staff D home from her shift, called the Administrator, immediately
turned the incident into DIAL and began the investigation into the alleged incident. Interview on 1/26/26 at
11:06 a.m., with Staff B revealed Staff C was pushing pushing Resident #1 in his wheelchair past the
nurses station. Resident #1 was yelling out which is normal for him as he cannot control that. Staff D walked
out from behind the nurses station and with her index finger and thumb and pinched his lips and closed his
mouth and held his mouth closed for approximately 5 seconds and told him to shut the fuck up. Staff C and
Staff D assisted the resident to bed. Staff A was sitting at the nurses station when this occurred. Interview
on 1/26/25 at 3:02 p.m., with Staff A revealed it was roughly 9:00 p.m., on 12/22/25 and she was at the
nurses station charting when Staff C went to get Resident #1. Resident #1 was yelling out which is common
for him and as Staff C was pushing Resident #1 in his wheelchair to his room as he was rounding the
nurses station she heard Staff D tell Resident #1 shut the fuck up. Staff A looked up and said to Staff D
really. Staff C and Staff D proceeded to put the resident to bed that night. Staff A verified she did not assist
with Resident #1 going to bed. After the evening shift went home Staff B sent her a message she had seen
Staff D pinch Resident #1's lips closed when she told him to shut the fuck up. Staff A revealed she did not
see Staff D pinch his lips together but did hear her say shut the fuck up. Staff A further revealed looking
back she should have handled it differently and should have separated the resident and staff. Review of the
facility provided policy titled Dependent Adult Abuse dated November 2019 revealed Upon receiving a
report of an allegation of resident abuse, the facility shall immediately implement measures to prevent
further potential abuse of residents from occurring while the facility investigation is in process. If this
involves an allegation of abuse by an employee, this will be accomplished by separating the employee
accused of abuse from all residents through the following or a combination of the following, if practicable:
(1) suspending the employee; (2) segregating the employee by moving the employee to an area of the
facility where there will be no contact with any residents of the facility. Interview on 2/2/26 at 10:17 a.m.,
with the Administrator revealed the facility should have
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F 0610 separated the staff member from others at the time of the incident.

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some
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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and staff interviews the facility failed to provide and maintain accurate resident records to
Residents Affected - Few reflect an incident occurring in the facility for 1 of 4 residents (Residents #1). The facility reported a census

of 40 residents. Findings include: The Minimum Data Set (MDS) assessment dated [DATE] for Resident #1
documented diagnoses of non- Alzheimer's Dementia, anxiety disorder and muscle weakness. The MDS
showed the Brief Interview for Mental Status (BIMS) score of 8 indicating severe cognitive impairment.
Review of written statement by Staff A, Licensed Practical Nurse (LPN) dated 12/22/25 revealed it was
reported to her by Staff B, Certified Nursing Assistant (CNA) that Staff C, CNA and Staff D, CNA were
assisting Resident #1 to his room when Resident #1 was talking and Staff D told Resident #1 to shut up
and be quiet. Staff B then reported she saw Staff D pinch Resident #1's lip together. This was not witnessed
by Staff A. Staff A revealed she only heard what was said to Resident #1 and when she looked up from her
charting she did see Staff D's hand moving away from Resident #1's face. Interview on 1/26/26 at 10:33
a.m., with the Director of Nursing (DON) revealed the alleged incident occurred on 12/22/25. The DON
stated Staff A sent her a message on the evening of 12/23/25 and stated she had concerns and had left the
DON a note and wanted to know if she had received it. The DON revealed she did not work on 12/23/25
and was unaware of what Staff A was talking about. The DON stated at approximately 5:00 p.m., she called
Staff A regarding her concerns. The DON confirmed Staff D worked her entire shift on 12/22/25 and
returned to the facility on [DATE] for her shift and worked until the DON became aware of the situation. The
DON confirmed on 12/23/25 she sent Staff D home from her shift, called the Administrator, immediately
turned the incident into DIAL and began the investigation into the alleged incident. Review of the facility
intake information the facility submitted a self report on 12/23/25 at 5:15 p.m. regarding an allegation of
abuse. Review of Resident #1's Progress Notes lacked documentation of the incident occurring on
12/22/25. The facility does not have a policy on maintaining accurate and complete resident records.
Interview on 2/2/26 at 11:07 a.m., Regional Nurse Consultant revealed there was nothing charted in the
chart regarding the incident and did not have an incident report of any type.
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