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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure all allegations of possible abuse were reported to the 
Department of Health and Senior Services (DHSS) within the required two-hour timeframe when the facility 
failed to report a verbal altercation/threat involving two residents (Resident #1 and Resident #2 ). Four 
residents were sampled. The facility census was 60.Review of the facility's policy titled Abuse and Neglect 
Policy, revised 06/12/24, showed the following:-It is the policy of this facility to report all allegations of 
abuse/neglect/exploitation or mistreatment, including injuries of unknown sources and misappropriation of 
resident property, immediately to the Administrator of the facility and to other appropriate agencies in 
accordance with current state and federal regulations within prescribed time frames;-The facility will report all 
alleged violations and all substantiated incidents to the state agency and to all other agencies as required, 
and take all necessary corrective actions depending on the results of the investigation. The facility will 
analyze the occurrences to determine what changes are needed, if any, to policies and procedures to 
prevent further occurrences;-Any owner, operator, employee, manager, agent, or contractor of the facility can 
report an allegation of abuse/neglect/exploitation to the abuse agency hotline without fear of retaliation;-The 
Administrator/Designee will refer to the State Operations Manual (SOM) for reporting and utilize the Abuse 
Neglect Reporting Decision Tree to assess the particular incident. Best practice is to include the SOM and 
Decision Tree with the investigation. Should the incident be a reportable event, notify the appropriate 
agencies immediately: as soon as possible, but no later than 24 hours after discovery of the incident. In the 
case of serious bodily injury, no later than 2 hours after discovery or forming the suspicion. Should the event 
not be reportable continue and complete the investigation with all supporting information and place file with 
all investigations;-The facility must ensure that all alleged violations involving abuse, neglect, exploitation, 
mistreatment, or sexual assault, including injuries of unknown source and misappropriation of resident 
property, are reported immediately, but no later than 2 hours after the allegation in made, if the events that 
cause the allegation involve abuse or result in serious bodily injury, or not later than 24 hours if the events 
that cause the allegation do not involve abuse and do not result in serious bodily injury, to the State Survey 
Agency. While specific forms are not required, the DHSS lntial Reporting Form and Follow-up Investigation 
Form are attached. If the abuse involves alleged suspicion of crime, it must also be reported to local law 
enforcement within those time frames. 1. Review of Resident #1's face sheet (a document that gives a 
resident's information at a quick glance) showed the following:-admission date of 08/24/23;-Diagnoses 
included chronic obstructive pulmonary disease (COPD - a progressive lung condition making breathing 
difficult due to inflamed airways), diabetes, and high blood pressure.Review of the resident's care plan, 
revised 11/21/25, showed the following:-The resident and facility would use the resident's Functional 
Behavioral Assessment to ensure the resident's psychosocial needs were met;-The cause of new onset 
behavior would be evaluated and determined;-The resident would remain safe;-Undesirable behaviors would 
be monitored and managed;-Encourage participation in self-calming behaviors such as breathing exercises, 
meditation, or guided imagery;-Ensure the safety of the resident and others;-Monitor for emotional factors 
that may contribute to new behaviors;-Monitor for environmental factors that may contribute to new behaviors.
Review of the resident's quarterly Minimum Data Set (MDS - a federally mandated comprehensive 
assessment instrument completed by facility staff), dated 12/02/25, showed the following:-The resident's 
cognition was intact;-The resident had no behaviors. Review of the resident's progress notes showed the 
following: -On 12/26/25, at 3:16 P.M., staff reported to the Director of Nursing (DON) that the resident and 
his/her significant other broke up. Staff assessed the resident and he/she did not appear upset;-On 12/27/25, 
at 4:17 P.M., the resident and his/her ex-significant other talked prior to smoke break. He/she requested the 
ex-significant other not talk to him/her. Staff advised both residents to not communicate unless it was in a 
nice manner;-On 12/28/25, at 3:20 P.M., the resident continued to make comments related to his/her 
ex-significant other. He/she was educated to maintain distance and let staff handle any issues that arose;-On 
12/29/25, at 2:36 P.M., the Administrator spoke with the resident's guardian about the significant other 
situation;-On 12/29/25, at 3:00 P.M., received a call from the resident's guardian reporting the resident called 
him/her and yelled at him/her. He/she reported the resident had never yelled at him/her and that the resident 
may need to be placed on the unit. The resident had spoken with several staff this day regarding his/her 
ex-significant other. The resident reported he/she did not cut the TV cord. Staff notified the resident's 
psychological nurse practitioner and medical nurse practitioner. The DON requested a psychological 
medication review. The medical nurse practitioner ordered labs. Staff placed ordered labs into system;-On 
12/29/25, at 3:10 P.M., staff reported the resident called state.2. Review of Resident #2's face sheet showed 
the following:-admission date of 08/07/25;-Diagnoses included bipolar disorder (a mental health condition 
causing extreme mood swings, from manic highs (euphoria, high energy, irritability) to depressive lows 
(sadness, hopelessness, low energy), affecting daily functioning and often requiring lifelong management), 
hypothyroidism (thyroid gland doesn't make enough thyroid hormones to meet the body's needs) and 
post-traumatic stress disorder (PTSD - a mental health condition triggered by experiencing or witnessing a 
terrifying, shocking, or life-threatening event). Review of the resident's quarterly MDS, dated [DATE], showed 
the following: -The resident was cognitively intact;-The resident had no behaviors. Review of the resident's 
progress notes showed the following: -On 12/27/25, at 3:54 P.M., the resident came to the DON's office and 
reported he/she and his/her significant other broke up while he/she was out for Christmas break. He/she 
reported the significant other was upset after giving him/her some money. The DON educated the resident 
that money needed to come from the business office or his/her guardian and educated the resident to 
maintain distance and to only communicate with his/her ex-significant other if it was in an appropriate 
manner. He/she reported the cord to his/her TV was cut. Maintenance was notified to fix the cord to the 
resident's TV. While discussing the events, the resident's voice became loud, and he/she shook. With talking 
and encouraging the resident to take deep breaths, he/she settled down. He/she reported the ex-significant 
other bothered him/her the whole time he/she was out on Christmas break;-On 12/28/25, at 12:57 P.M., the 
resident appeared calm today. He/she reported he/she wanted the ex-significant other to leave him/her alone 
and not come to his/her room. Staff educated the resident if there were any issues to notify staff. He/she 
reported the ex-significant other accused him/her of saying stuff he/she did not say. Staff educated him/her 
to maintain distance and only communicate if it was a positive manner;-On 12/29/25, at 2:33 P.M., the 
Administrator spoke to the resident's guardian about the significant other situation;-On 12/29/25, at 3:59 P.M.
, staff notified the psychological and medical nurse practitioners of the breakup with no new orders received 
for the resident.3. Review of the facility's investigation, dated 01/05/26, showed the following: -As soon as 
the allegations were brought to the Administrator's attention, he started investigating what occurred;-Both 
residents were interviewed.-Resident #1 was upset because he/she gave Resident #2 money and had 
his/her family member send Resident #2 money through a cash app and Resident #2 bought items Resident 
#1 did not like and Resident #2 was not paying enough attention to Resident #1;-Resident #2 said Resident 
#1 told him/her that if he/she did not quit being a bitch Resident #1 would call Resident #2's responsible 
party and Resident #2 would not be able to see his/her family at Christmas. Resident #2 stated he/she told 
Resident #1 that if Resident #1 contacted the responsible party, he/she would want to kill Resident #1. 
Resident #2 said it scared him/her and he/she spoke without thinking. Resident #2 said he/she just wanted 
Resident #1 to quit saying that;-No staff or other residents witnessed the incident;-Staff notified the residents' 
responsible parties on 12/29/25;-Resident #1 and Resident #2 were significant others. Resident #1 was 
giving Resident #2 money and had his/her family member send Resident #2 money on a cash app that 
Resident #1 said they were supposed to buy items from Temu;-Resident #2 stated Resident #1 told him/her 
to buy what he/she wanted so he/she ordered soda and ice cream that Resident #1 did not like. Resident #2 
went to visit family over Christmas and was not giving Resident #1 enough attention and Resident #1 then 
started demanding that Resident #2 give him/her the money his/her family sent and Resident #2 and 
Resident #2 told Resident #1 no because Resident #2 spent the money like Resident #1 told him/her to. 
Resident #2 blocked Resident #1 on his/her devices and this caused hurt feelings and allegations. Both 
residents were aware that the situation could have been handled differently in the future before they got out 
of control;-Resident #1 was moved to the men's unit and planned to start counseling on 01/12/25. Resident 
#2 started counseling on 01/05/25. Both residents saw a psychiatric provider on a monthly basis. During an 
interview on 12/30/25, at 10:24 A.M., Resident #2 said the following: -Around Thanksgiving, he/she told 
Resident #1 that he/she wished he/she could kill Resident #1 because the resident said they were going to 
tell all of his/her secrets;-He/she broke up with Resident #1 around Christmas and Resident #1 was the 
resident was angry about this;-He/she did not threaten the resident after the breakup or tell the resident 
he/she was going to kill them at that time. During an interview on 12/30/25, at 10:48 A.M., Resident #1 said 
the following:-Before Thanksgiving, Resident #2 told him/her they were going to kill him/her and he/she 
called Resident #2 a bitch and threatened to call Resident #2's guardian to keep the resident from going out 
with family for the holiday;-He/she believed Resident #2 told the Activity Director (AD) about this and should 
have reported it to the Administrator;-On 12/28/25, Resident #2 came to the smoking area late and he/she 
told Resident #2 that they may not be able to smoke due to being late. Resident #2 told him/her to shut up, 
he/she told Resident #2 to shut up and Resident #2 told him/her to shut up or they would kill him/her;-He/she 
went to the DON and reported the incident and the DON told him/her they would report it to the Administrator 
but the DON did not report to the Administrator until the next day;-On 12/29/25, he/she spoke with the 
Administrator about the incident and the Administrator told him/her there were two sides to every story;-The 
resident contacted his/her guardian and requested the guardian move him/her out due to the Administrator 
accusing him/her of making false allegations;-He/she believed Resident #2 was serious when the resident 
told him/her they were going to kill him/her because it was the second time the resident stated this.dReview 
of the DHSS records showed the facility did not report the verbal threat between the residents. 4. During an 
interview on 12/30/25, at 11:51 A.M., Certified Nursing Assistant (CNA) A said the following:-If a resident 
reported an allegation of abuse, he/she reported this to the charge nurse immediately and protected the 
resident;-The DON reported allegations of abuse to DHSS immediately;-He/she considered a resident telling 
another resident they were going to kill them an allegation of verbal and emotional abuse and the DON 
should report the allegation to DHSS immediately. During an interview on 12/30/25, at 11:56 A.M., CNA B 
said the following:-If a resident reported an allegation of abuse, he/she reported to the charge nurse 
immediately and the DON reported the allegation to DHSS within 24 to 48 hours;-He/she considered a 
resident telling another resident they were going to kill them abuse;-On 12/29/25, Resident #1 told him/her 
that Resident #2 threatened to kill Resident #1 and he/she reported this to the charge nurse immediately. 
The charge nurse stated they were aware of the situation and Resident #1 had already met with the 
Administrator;-The allegation should have been reported to DHSS within 2 hours. During an interview on 
12/30/25, at 12:03 P.M., Certified Medication Technician (CMT) C said the following:-If a resident reported 
abuse, he/she reported to the charge nurse immediately;-The DON or Administrator reported to DHSS within 
2 hours;-He/she considered a resident telling another resident they were going to kill them to be verbal 
abuse. During an interview on 12/30/25, at 12:12 P.M., the Activity Director (AD) said the following:-If a 
resident reported abuse, he/she reported to the Administrator immediately and the Administrator reported to 
DHSS immediately;-He/she considered a resident telling another resident they were going to kill them to be 
verbal abuse and would report this to the Administrator immediately;-Resident #2 did not report he/she told 
Resident #1 he/she was going to kill the resident to the AD in November. During an interview on 12/30/25, at 
1:10 P.M., Licensed Practical Nurse (LPN) D said the following:-If a resident reported abuse to a CNA or 
CMT, they reported to the charge nurse immediately. The charge nurse reported to the DON 
immediately;-The Administrator reported allegations of abuse to DHSS within 2 hours;-If he/she received a 
report that a resident told another resident they were going to kill them, he/she reported this to the 
Administrator immediately. He/she considered this an allegation of abuse and reportable to DHSS. During an 
interview on 12/30/25, at 1:36 P.M., the DON said the following:-If a resident reported abuse to a CNA or 
CMT, they reported to the charge nurse immediately and the charge nurse reported to the DON and 
Administrator immediately;-The Administrator reported allegations of abuse to DHSS within 2 hours;-A 
resident telling another resident they were going to kill them could be considered a threat or abuse 
depending on the situation. He/she would have to look at the resident's diagnoses and psychological history 
to determine this;-If he/she considered it a threat or abuse, he/she would report to DHSS;-On 12/28/25, 
Resident #1 told her that the resident and Resident #2 broke up over a money issue;-Resident #1 said 
he/she communicated with Resident #2 and the DON told the resident to keep his/her distance;-Resident #1 
said during smoke break on 12/29/25, he/she and Resident #2 exchanged words such as fuck you and bitch. 
Resident #1 also reported that Resident #2 told him/her they were going to kill him/her;-He/she considered 
this a verbal altercation and should have been reported to DHSS;-He/she reported this to the Administrator, 
the residents' physicians and responsible parties on 12/28/25, but did not report to DHSS;-He/she did not 
feel the incident was reportable to DHSS at the time due to she did not feel the residents were serious at the 
time and had argued on and off throughout their relationship;-When Resident #1 brought the incident up 
again on 12/29/25, she thought maybe the incident was more serious than she previously had but she did 
not report to DHSS at that time either because the Administrator was aware of the situation. During 
interviews on 12/30/25, at 11:01 A.M. and 1:58 P.M., the Administrator said the following:-If a resident 
reported abuse to a CNA or CMT, they reported to the charge nurse and the charge nurse reported to the 
DON or the Administrator;-He reported to DHSS if he thought it was a credible allegation;-He determined if 
the allegation was credible by completing an investigation;-On 12/28/25, the DON reported to him that 
Resident #1 and Resident #2 argued about money. He was not told the resident reported a verbal altercation 
that involved the residents telling each other fuck you, bitch, or going to kill you. The DON should have 
reported this to him immediately and he would have reported to DHSS;-On 12/29/25, at approximately 2:00 P.
M., Resident #1 reported to him that Resident #2 threatened to kill Resident #1, but he did not report to 
DHSS because he did not feel it was warranted;-He did not report to DHSS due to believing it was just a 
boyfriend/girlfriend thing but if he found out it was an actual threat he would have reported it to DHSS;-He 
considered a resident telling another resident they were going to kill them a threat and an allegation of abuse 
and reportable to DHSS;-He reported all allegations of abuse to DHSS immediately;-He was responsible for 
ensuring staff knew who to report allegations of abuse to and when to report allegations of abuse to DHSS.
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