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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 Licensure Reference Number 175 NAC 12-006.02(H)

Residents Affected - Few Based on record reviews and interviews, the facility failed to report suspicions of abuse to the state agency
within the required timeframe. This affected 2 residents, (Resident 1 and Resident 3). The facility census was
32.
Findings are:
A

A review of the facility's Investigation Report Abuse-Physical sent to the state agency's email on 02/20/2025
at 2:54 PM revealed that on 02/19/2025 at 4:30 PM a bruise was discovered on Resident 3's right back/hip
and on 02/20/2025 at 1:59 PM the bruise was reported to Adult Protective Services (APS).

A review of an undated summary written by the Director of Nursing (DON) revealed that Resident 3 had been
unable to explain how the bruise happened. Further review revealed that the DON did not observe the area
until 02/20/2025 at 1:00 PM, and the incident was not reported to APS until 02/20/2025 at 1:59 PM.

An interview on 07/02/2025 at 2:31 PM with the DON confirmed that the report was called to APS more than
two hours after the injury was discovered.

B.

A review of the facility's Investigation Report Abuse-Physical sent to the state agency's email on 03/07/2025
at 4:27 PM revealed that on 03/06/2025 at 6:20 AM a bruise was discovered on Resident 1's right hip and on
03/07/2025 at 10:30 AM the bruise was reported to APS.

A review of an undated summary written by the DON revealed that when the DON spoke with Resident 1 on
03/06/2025 at approximately 11:30 AM, Resident 1 stated a Nurse Aide (NA) from a staffing agency had
caused the bruise by being rough when turning the resident. and the incident was not reported to APS until
03/07/2025 at 10:30 AM.

An interview on 07/02/2025 at 2:31 PM with the DON confirmed that the report was called to APS more than
two hours after the allegation of abuse was made.
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F 0609 C.

Level of Harm - Minimal harm or A review of the facility's Investigation Report Abuse-Physical sent to the state agency's email on 06/19/2025

potential for actual harm at 11:36 AM revealed that a bruise was discovered on Resident 1's left thigh on 06/10/2025. Further review
of the report revealed that on 06/13/2025 at 9:27 PM the charge nurse notified the DON per phone that

Residents Affected - Few Resident 1 was stating the bruise on their left thigh had been caused by an NA pushing on the resident's

thigh during a transfer. The bruise and allegation were reported to APS on 06/18/2025 at 10:06 AM.

A review of an undated summary written by the DON revealed that the DON spoke with Resident 1 about the
bruise on 06/14/2025 at 9:20 AM, and Resident 1 stated that NA had pushed their forearm into Resident 1's
leg to adjust the resident's position while transferring them to the toilet using the Hoyer lift (a mechanical
device used to lift and transfer residents). At an unspecified time on 06/17/2025 the DON was notified that
Resident 1 had expressed being afraid of the NA. The incident was not reported to APS until 06/18/2025 at
10:06 AM.

An interview on 07/02/2025 at 2:31 PM with the DON confirmed that the report was called to APS more than
two hours after the allegation of abuse was made.
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