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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record reviews, the facility failed to identify and prevent an allegation of neglect, failed to 
suspend staff members alleged to have neglected residents and failed to initiate the investigation and assess 
and monitor residents in a timely manner for three of three residents (Residents 1, 2 and 3) reviewed for 
neglect. These failures placed residents at risk for continued neglect and a diminished quality of life.Findings 
included .Review of the Washington State Department of Social & Health Services Nursing Home Guidelines 
-The Purple Book (guidelines to assist nursing homes with compliance of the State and Federal requirements 
for the prevention, identification, reporting, and investigating incidents of abuse, neglect, abandonment, 
mistreatment, injuries of unknown source, exploitation, and misappropriation of nursing home residents), 
dated October 2015, showed the facility must begin an immediate investigation of alleged violations in order 
to collect accurate data and take immediate action to protect residents from possible reoccurrence. Review 
of the facility policy titled, Abuse, Neglect, Exploitation or Misappropriation-Reporting and Investigation, 
revised September 2022 showed that if abuse or neglect was suspected it should be reported immediately, 
(defined as 2 hours if abuse or severe injury, or within 24 hours if it did not involve abuse or serious injury) to 
the administrator and other officials according to state law. Upon hearing the allegation, the administrator will 
determine the needed steps to protect the residents. Review of the Facility Grievance Communication Form, 
dated 07/19/2025, showed Staff E, Nursing Assistant, filled out the form which was also signed by Staff H, 
Registered Nurse (RN), and three additional nursing assistants (NA). The form described the condition in 
which Staff H, and the other NAs found the residents on Unit 1, on the morning of 07/19/2025 and showed, 
80 percent of the residents were found dripping wet in their own waste. Details were written on the back of 
the form which showed out of 17 residents listed, 7 residents were described as soaking wet with urine to 
include the bed linens, and four residents were noted to have fecal matter in brief, on their linens and or on 
their hands. One resident had no linens on the bed and no call light within reach, and five were noted to be 
okay.Review of the facility investigation showed no documentation that the investigation was initiated prior to 
07/23/2025, four days after the alleged incident. The facility investigation identified Staff F, NA and Staff G, 
NA as the identified staff members responsible for the residents on Unit 1. The facility investigation found the 
allegation against Staff F to be substantiated, and the employee was terminated. Allegations against Staff G 
were unsubstantiated. Review of Staff Schedule for 07/19/2025 through 07/21/2025 showed Staff G worked 
the night shift again on 07/19/2025 into 07/20/2025. Staff F worked two additional night shifts after the 
allegation of neglect was made; 07/19/2025 into 07/20/2025 and again 07/20/2025 into 07/21/2025. The 
shifts were confirmed with review of payroll records. &lt;Resident 1&gt;Resident 1 was admitted to the facility 
on [DATE]. The quarterly Minimum Data Set (MDS), an assessment tool, dated 05/27/2025, showed the 
resident had severe cognitive impairment, was unable to make her needs known, always incontinent of 
bowel and bladder and was dependent on staff for all activities of daily living (ADL's). Review of the care plan 
dated 08/15/2013 and revised on 02/10/2025 included interventions for toileting that included the resident 
was incontinent of bowel and bladder and required frequent check and changes. The care plan showed 
resident 1 was not able to use her call light and required frequent rounds for needs and safety. Review of 
Resident ‘s Progress notes from 07/16/2025 through 07/26/2025 showed the resident was placed on alert for 
allegation of neglect on 07/23/2025. &lt;Resident 2&gt;Resident 2 was admitted to the facility on [DATE]. The 
quarterly MDS showed Resident 2 had moderate cognitive impairment, was able to make needs known, was 
frequently incontinent of bowel and bladder and required substantial to maximal assistance from staff for 
toileting needs. Review of the care plan interventions, initiated on 06/28/2024, showed the resident was not 
always aware of his toileting needs and staff were to offer toileting frequently to prevent incontinence. 
Review of Resident 2's progress notes from 07/16/2025 through 07/26/2025 showed the resident was placed 
on alert for allegations of neglect on 07/23/2025. &lt;Resident 3&gt;Resident 3 was admitted to the facility on 
[DATE]. The quarterly MDS showed Resident 3 was cognitively intact, and able to make needs known, 
frequently incontinent of bladder and always incontinent of bowel and dependent on staff for toileting needs. 
Review of the care plan interventions, initiated 01/19/2024, showed the resident used briefs for bowel and 
bladder incontinence and was to be checked and changed frequently. Review of Resident 3's progress notes 
from 07/16/2025 through 07/26/2025 showed the resident was placed on alert for allegation of neglect on 
07/23/2025. On 08/07/2025 at 5:45pm, Staff E, Nursing Assistant (NA) said that failing to check on residents 
or not providing incontinent care would be considered neglect, stating, These residents are completely 
dependent on us, and it is our job to keep them safe and healthy. Staff E said if she suspected a resident 
was neglected, she would report to the nurse and if it was not being handled correctly, she would keep going 
up the chain and then report to the state agency. Staff E said on the morning of 07/19/2025 she reported to 
her assigned area and was so beside herself, she did not receive report from the off going shift and found 
nearly all of her residents soiled and appeared as though they had not received care during the night. Staff E 
said she did report to Staff H, the Licensed Nurse on duty but said he seemed like he was overwhelmed. 
Staff E said she consulted with another staff member, and they decided they would file a grievance to 
document what happened. Staff E said she did consider the residents to have been neglected but at the 
same time she said she felt they were not harmed, and she was trying to focus on providing care to the 
residents. Staff E said she also reported the condition she found the residents in, to Staff D, the weekend 
manager on duty. She was instructed by Staff D to place the grievance form under Staff A, Administrator's 
door. Staff E said she did not report the allegation to the state agency. On 08/12/2025 at 12:42pm, Staff C, 
Registered Nurse (RN), Resident Care Manager, who was the nurse manager on duty the weekend of 
07/19/2025 and 07/20/2025, said that not answering call lights, not changing residents or providing toileting, 
or not doing rounds would be considered neglect. Staff C said all allegations of neglect should be reported to 
the director of nursing and the state agency. When there was an allegation regarding a staff member, that 
staff member would be suspended pending an investigation. Staff C said the residents would be assessed 
for injuries and psychosocial harm and placed on alert. Staff C said this would be done as soon as they were 
notified and would be documented in the residents' chart in the progress notes. Staff C said he was not 
made aware of the allegation that weekend. Staff C said he was not sure why the residents were not placed 
on alert or assessed until 07/23/2025. Staff C said they would expect that to occur sooner than four days 
after the allegation occurred. Staff C said they believed that the issue was the allegation was placed on a 
grievance form, and they were handled differently. On 08/12/2025 at 1:12 pm, Staff D, Medical Records 
Director, said she was the manager on duty for the weekend of 07/19/2020 and 07/20/2025.Staff D said she 
recalled Staff E asking her for a grievance form, she recalled Staff E telling her what she needed it for but did 
not recognize what they said as an allegation of neglect. Staff D said she did not read the form after it was 
filled out. Staff D said she was under the impression Staff E was also working with the unit nurse on duty. 
Staff D was not aware of any staff who were suspended from duty that weekend. On 08/12/2025 at 1:20pm, 
Staff B, RN, Director of Nursing, said not changing a resident, providing incontinence care, or repositioning a 
resident would be considered neglect. If staff suspected neglect, they should notify their supervisor and they 
should in turn notify the DNS or administrator. Staff B said residents would be protected by removing staff 
members who were alleged to have neglected the residents, until the investigation was completed. Staff B 
said residents would be assessed for injuries or psychosocial harm as soon as they were notified, and it 
would be documented in the resident record in the progress notes. Staff B said on 07/19/2025 a dayshift 
NAC found a lot of residents who appeared they had not been provided adequate care during the night shift. 
That staff member (Staff E) filled out a grievance form and placed it under her and Staff A's doors. Staff B 
said she was not sure why Staff E placed it on grievance form. Staff B was not sure if/when the alleged staff 
members were suspended. Staff B said she was not involved in that investigation. Staff B said she would 
have expected Staff E and H to have identified the allegation as neglect, and she would have expected Staff 
F and G to have been suspended. On 08/12/2025 at 1:48pm, Staff A said not taking care of resident needs, 
such as not changing them, would be considered neglect. The process of investigating an allegation of 
neglect would be to protect the residents, and report to the state agency in a timely manner. Staff A said 
alleged staff would be removed from care and residents would be assessed right away. Staff A said that staff 
had filled out a grievance form and placed it under his door. Staff A said alleged staff were suspended when 
they received the form (Monday the 21st) the investigation was started that Wednesday (the 23rd). While 
reviewing the schedule and payroll records with Staff A, they were not aware that Staff F had worked two 
additional shifts after the allegation was documented on the grievance form. Staff A confirmed the 
investigation was initiated on the 23rd, four days after the allegation was documented on the grievance form. 
Staff A said, It was delayed and should have been started sooner, per regulation.Reference WAC 
388-97-0640 (1), (6)(a)(b) .
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