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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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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
interview and record review, the facility failed to ensure results of allegations/investigations were

Residents Affected - Few reported to the State Agency Hotline within 5 working days for 2 of 2 residents (1 & 2) reviewed for

abuse and neglect. This failure placed residents at risk for potential unmet needs and decreased
quality of life. Findings included .Resident 1Resident 1 was admitted to the facility on [DATE] with
diagnoses of heart failure and diabetes mellitus. The quarterly Minimum Data Set (MDS), dated
[DATE], documented Resident 1 had no cognitive impairment and was dependent on staff for some
activities of daily living (ADLs).Incident Report, dated 03/16/2026, documented Staff D, Nursing
Assistant (NA), stood at the end of Resident 1's bed and told them to stop stuttering. Then, slammed
Resident 1's refrigerator door so hard the freezer opened. The allegation was reported to the State
Agency on 03/16/2026. No evidence was provided showing a 5-day follow-up was submitted to the
State Agency.On 04/13/2026 at 1:57 PM, Staff B, registered nurse (RN) and Director of Nursing
(DNS), said she did not submit a 5-day follow-up for this allegation. Staff B acknowledged this should
have been submitted to the State Agency. Resident 2Resident 2 was admitted to the facility on
[DATE] with diagnoses of dementia and a urinary tract infection. The admission MDS, dated [DATE],
documented Resident 2 had moderate cognitive impairment and was dependent on staff with
ADLs.Incident Report, dated 04/01/2026, documented Resident 2's family had concerns about
treatment of the resident by an unnamed staff member. The allegation statement documented the
resident had bruising on their thigh shaped like a handprint. The allegation was reported to the State
Agency on 04/01/2026. No evidence was provided showing a 5-day follow-up was submitted to the
State Agency.On 04/13/2026 at 1:57 PM, Staff B, RN and DNS, said she did not submit a 5-day
follow-up for this allegation. Staff B acknowledged this should have been submitted to the State
Agency. Reference WAC 388-97-0640(5)(a)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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