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Continental Springs, LLC 3200 G Street
South Sioux City, NE 68776

F 0609

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

42679

Licensure Reference Number 175 NAC 12-006.02(8)

Based on record review and interview, the facility failed to provide a written investigation to the State Agency 
within the required five working days for 1 (Resident 1) of 4 sampled residents. The facility census was 56.

Findings are:

A. Review of the facility policy Abuse, Neglect, and Exploitation dated 5/8/23 revealed the following:

-It is the policy of Continental Springs LLC to protect 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 facility will have written procedures that include reporting of all alleged violations to the 
Administrator/Director of Nurses (DON), a state agency, Adult Protective Services (APS), and all other 
required agencies within specified time frames; immediately, but no later than 2 hours if the events involve 
abuse and no later than 24 hours if the events do not involve abuse and/or serious bodily injury.

-The Administrator/DON will provide a summary of the investigation to the state agency within 5 business 
days.

B. Review of a facility investigation dated 3/6/24 related to a fall with significant injury for Resident 1 revealed 
the following: On 2/28/24 the resident was found at the bedside with bleeding on the left side of the face. The 
resident complained of pain was sent to the hospital for evaluation. The facility staff were notified the resident 
had a brain bleed and a facial fracture and remained at the hospital. Further review revealed the facility had 
not submitted the written investigation to the State Agency within the required 5 business days. The facility 
submitted the written investigation to the State Agency on 3/6/24. 
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F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

An interview with the DON on 3/19/24 at 12:40 PM confirmed Resident 1 had a fall with significant injury that 
occurred on 2/28/24 and the written investigation was not submitted to the State Agency within the required 5 
business days. 
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