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Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, and record review, the facility failed to conduct a complete and thorough investigation for 1
of 1 sampled resident (Resident 1) reviewed for abuse and neglect. This failure placed residents at
risk for unidentified abuse or neglect, potential ongoing abuse/neglect, and a diminished quality of
life.Findings included .Review of a facility policy titled Abuse-Conducting an Investigation, reviewed
04/01/2026, documented: It is the policy of this facility that allegations of abuse are promptly and
thoroughly investigated.Procedure-8. The written summary of the investigation should include, but is
not limited to:h. Interviews with staff members on all shifts having contact with the resident at the
time of the incidenti. Interviews with the resident's roommate, family, and/or visitors who may have
information regarding the incident.j. Interviews with other residents who received care or services
from the alleged perpetrator.k. A review of all circumstances surrounding the incident. According to
the Washington State Reporting Guidelines for Nursing Homes (Purple Book), dated October 2015, A
thorough investigation is a systematic collection and review of evidence/information that describes
and explains an event or a series of events. It includes guidelines for prevention and protection,
incident identification, investigation and reporting for nursing homes, the facility investigation should
end with the identification of who was involved in the incident, and what, when, where, why, and how
the incident happened including the probable or reasonable cause. <RESIDENT 1>Resident 1 admitted
to the facility on [DATE] with diagnoses including pulmonary aspergillosis (a lung infection caused
by mold), chronic pain, delirium, and disorientation. According to the admission Minimum Data Set
(MDS-an assessment tool) assessment dated [DATE], the resident was cognitively intact. Review or
Resident 1's electronic medical record (EMR) documented the resident was incontinent of bowel and
bladder and required 2-person assistance with toileting. Review of the facilities Reporting log, dated
June 2026 showed documentation of an incident for Resident 1 of sexual abuse, on
06/01/2026.Review of the facility investigation did not show statements from licensed staff, staff
that met the resident's description, interview with the resident's roommate, or interviews with other
resident's. In an interview on 06/16/2026 at 3PM, Staff C, Licensed Practical Nurse, stated Staff B,
Registered Nurse, Director of Nursing, completes abuse investigations. Staff C stated staff
statements are obtained for incidents.In a joint interview and record review on 06/18/2026 at 2:23
PM, with Staff A and Staff B, Staff B stated they and/or Staff A complete abuse investigations. Staff
B stated staff and residents are interviewed and questions are tailored to the situation. Staff B stated
Resident 1 required two-person assist with incontinent care. Staff B stated they ruled out abuse
based on the information they had, interviews with male staff, and other residents and Resident 1
was having a change in condition, being treated for a fungal infection, and on 05/27/2026 the resident
became confused. Staff A stated male staff were interviewed but they did not document the specific
questions asked during the interviews. Staff B stated interviews with female staff were conducted
and stated, if the interviews were not documented on the staff interview sheet, we did not do it. Staff
B reviewed the staff interview sheet and stated staff interviews listed in the investigation are all the
male nursing assistants assigned to the unit, the list did not include female staff. Staff B stated
resident interviews were conducted but were not documented. Staff A and Staff B stated resident 1
(continued on next page)
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had a roommate. Staff B stated if Resident 1 had a roommate they were not interviewed individually.
Staff A stated there was no other information whey wanted to add.Reference WAC 388-97-0640(6)(a)

22505386

08/27/2026




