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Based on interview and record review, the facility failed to ensure all allegations of possible abuse were 
reported immediately to manage and with in two hours to the Survey Agency (DHSS - Department of Health 
and Senior Services) when staff failed to report and an allegation of abuse involving one resident (Resident 
#1) until the following day. The facility census was 101. Review of the facility policy Abuse and Neglect, 
dated 10/24/22, showed the following:-Each employee has an obligation to immediately report any incident 
or allegation that could constitute an instance of abuse or neglect, or an injury of unknown origin to the 
Director of Nursing (DON) or the department supervisor and that individual will notify the Administrator;-Each 
employee should report to the supervisor and follow-up with the supervisor to confirm it has been addressed. 
If not, the employee should make direct contact with the Administrator;-Any staff members that witnessed, 
suspected, or that is reported to, are personally obligated to initiate protection and report to supervisor 
immediately.1. Review of Resident #1's face sheet (admission information at a glance) showed the 
following:-admission date of 09/11/23;-Diagnoses included fractured left hip with artificial hip joint, moderate 
dementia (progressive impairments in memory, thinking, and behavior which affects ability to carry out daily 
activities) with anxiety, type 2 diabetes mellitus (high blood sugar), chronic kidney disease, urinary tract 
infection, and chronic obstructive pulmonary disease (COPD - lung disease that blocks air flow and makes it 
difficult to breathe). Review of the resident's care plan, revised 8/23/25, showed the following:-The resident 
had impaired cognition/decision making ability and impaired communication related to dementia. The 
resident exhibited behaviors of delusions;-Explain care and procedures before and during care; -Observe for 
understand, and repeat information as needed;-Provide consistent caregivers as possible;-Provide simple 
cues, prompts, and reminders as needed;-Speak name or touch resident so they know they are being 
addressed;-Allow opportunity to make choices and participate in care;-Do not argue with resident;-Identify 
causes for behaviors and reduce factors that may provoke behaviors;-Impaired cognition;-Explain care and 
procedures before and during care;-Observe for changes in cognition;-Observe resident when restless, 
hungry, thirsty, need to use the bathroom, pain, and provide care needed;-Assist with decisions as needed 
and offer choices;-Provide cues, prompts, and reminders as needed;-Touch and hugs as appropriate.During 
interviews on 09/09/25, at 1:34 P.M., and on 09/10/25, at 10:55 A.M., Nurse Aide (NA) E said on 08/31/25, at 
around 4:30 A.M. to 5:00 A.M., while doing their last rounds before shift change, he/she and Certified Nurse 
Aide (CNA) G went into the resident's room to provide incontinence care. CNA G turned on the light and 
asked the resident if they could provide care. When CNA G went to take off the incontinence brief, the 
resident was startled, and grabbed CNA G's arm and then hit his/her arm. CNA G grabbed the resident's 
hands and wrists and crossed them on his/her chest to hold him/her down. CNA G had an aggressive mean 
voice with the resident for hitting him/her. CNA G held the resident's hands across his/her chest for about a 
minute. NA E didn't know what to say or do. The resident refused to let them change him/her and they left 
without changing him/her. He/she knows now they should have gone and told the nurse about the resident 
refusing and being aggressive, and to try to go back later to the resident. He/she said, It didn't cross his/her 
mind to tell the charge nurse right away. He/she did think about it later and then told NA F the next night on 
08/31/25 to 09/01/25. NA F told him/her that he/she should report this. Then NA F went ahead and made the 
report. He/she was to report to the charge nurse and then make a paper report. NA F told RN A the next day 
before he/she got off work. He/she did not know the time frame to report an allegation of abuse and neglect 
and did not know the time frame to report to the state.Review of the resident's progress note dated 09/01/25, 
at 7:15 P.M., showed there was an allegation of abuse that had been made about the resident. The Staffing 
Development Coordinator (RN) A and Licensed Practical Nurse (LPN) B assessed the resident, suspended 
the staff member, and notified the physician, Administrator, and durable power of attorney (DPOA). Review 
of DHSS records showed the facility self-reported the allegation of physical abuse on 09/01/25, at 7:24 P.M. 
Review of the facility's written investigation, dated 09/01/25, showed it was reported that CNA G forcibly held 
down the resident's hands.During an interview on 09/09/25, at 11:25 A.M., CNA D said if he/she noticed any 
bruising on a resident, he/she would automatically tell the nurse and chart this since the aides do chart skin 
for redness and bruising and where it's located. If he/she saw abuse, he/she would intervene and go let 
nurse know. NA E mentioned the event to NA F who was told to report to RN A. NA E was a new nurse aide 
and said he/she didn't know who to report to. If staff see something like abuse, staff were to tell the nurse 
who was to report this to the Administrator. They were to report any abuse or neglect within two hours to the 
state.During interview on 09/09/25, at 12:57 P.M., NA F said he/she worked the night shift on 08/31/25 to 
09/01/25 when night NA E told him/her CNA G was mean and aggressive towards the resident when they 
went to perform incontinence care to the resident. The resident smacked CNA G on his/her arm and CNA G 
grabbed the resident's hands , crossed them over his/her chest, and forcefully held him/her down by the 
arms. NA E didn't know to report this to the nurse. NA F told NA E to report this. When NA F got off work, 
he/she waited to report what NA E told him/her. It was already a day late so he/she thought it was okay to 
wait until later that day. He/she told RN A, he/she was told this information when he/she came in later that 
day. NA F was not sure how to report but knew he/she was to report this immediately. It was to be reported 
to the state within two hours. During an interview on 09/09/25, at 3:58 P.M. Certified Medication Technician 
(CMT) H said they were to report any abuse to the charge nurse right away and within two hours, and staff to 
report to the state. During interview on 09/10/25, at 9:15 A.M., LPN I said he/she would report any allegation 
of abuse and neglect to the DON and Administrator. He/she did not know the time period for reporting to the 
state.During interview on 09/09/25, at 11:20 A.M., the Activities Director said if there was any abuse such as 
mental, physical, emotional, verbal, sexual, or financial, staff were to go through the chain of command and 
go to the charge nurse and report this immediately. This was to be reported to the state within two hours.
During interviews on 09/09/25, at 2:45 P.M. and 3:10 P.M., Staffing Development Coordinator (RN A) said 
NA F texedt him/her that NA E had witnessed CNA G being abusive toward another resident. He/she talked 
to NA E who said the resident had struck CNA G and CNA G grabbed the resident's arms and pushed them 
toward his/her own chest while NA E provided incontinence care. RN A contacted the Administrator and then 
came directly to the facility to go with LPN B night charge nurse to assess the resident with another aide. 
LPN B They contacted all the nurse aides involved and took them off the schedule. Staff were to contact the 
DON and Administrator if there was any abuse or neglect allegation. They were to notify staff immediately 
and have two hours to report to the state.During an interview on 09/10/25, at 10:10 A.M., the Assistant 
Director of Nursing (ADON) said he/she would expect staff to report immediately any abuse to their charge 
nurse. During an interview on 09/10/25, at 11:45 A.M., the DON said staff were to report any abuse and 
neglect immediately and the Administrator had two hours to get the report in to the state. Staff were to call 
her and not text her. The staff can call her, the ADON, and the Administrator at any time.During an interview 
on 09/10/25, at 2:20 P.M., the Administrator said she had orientation that discussed Abuse and Neglect and 
reporting immediately to the charge nurse or the DON, and herself as administrator. Complaint 2604516
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