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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** 35787

Residents Affected - Few Based on interview and record review, the facility failed to timely report an allegation of abuse to the State

Agency and failed to initiate timely investigation for 1 of 3 residents (Resident 1), reviewed for abuse
reporting. These failures placed the residents at risk for abuse, unmet care needs, and a diminished quality
of life.

Findings Included .

Review of the Abuse/Neglect Prevention Program Policy, dated April 2021, showed residents have the right
to be free from abuse/neglect, this includes but is not limited to freedom from physical abuse. (8) Identify and
investigate allegations of abuse. (9) Report any allegations within time frames required by the Federal
Government. (10) Protect residents from further harm during investigations.

Review of the quarterly Minimum Data Set assessment (MDS- an assessment tool) dated 09/02/2024,
showed Resident 1 was admitted to the facility on [DATE], had impaired thinking and required assist with
care and mobility.

Review of a facility reported incident to the State Agency dated 09/20/2024, showed Resident 1 reported to
the Business Office Manager (BOM [Staff C]) that a woman, fat, took me to the shower room and punched
me, did not give me a shower, | don't like her attitude. Punched me all over my body, | have bruises all over
my body. Further review of the allegation showed the incident was reported two days after Resident 1's
allegation of abuse [09/20/2024].

Review of a concern and comment [grievance] form dated 09/18/2024 showed that Resident 1 reported to
Staff C that a woman (fat) took them to the shower room, punched them and did not give them a shower.
Further review of the grievance form showed it was changed to an incident allegation.

Review of a skin assessment dated [DATE], showed Resident 1's skin was intact with normal skin color.

Review of the incident form showed the allegation of abuse investigation was initiated on 09/20/2024, two
days after the allegation of abuse was reported by Resident 1.

(continued on next page)
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F 0609

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

In an interview on 10/17/2024 at 1:43 PM, Staff C stated that on 09/18/2024 Resident 1 reported to them that
an ugly, fat woman was mean and hit them all over their body, which caused bruises all over their body. Staff
C stated they wrote the allegation on a concern and comment form and slid the form under the office doors
of the Director of Nursing Services (Staff B) and the Administrator (Staff A) because they were not in the
facility when Resident 1 made the allegation. Staff C further stated they did not call the State Agency or
initiate an investigation to protect Resident 1 or other residents in the facility because they thought it should
have been on a concern and comment form.

In an interview on 10/17/2024 at 4:09 PM, Staff B stated that Resident 1 made the allegation of abuse on
09/18/2024, and that they did not find out about it until 09/20/2024 that was on a concern and comment form.
Staff B then stated they called the State Agency on 09/20/2024 and changed the allegation of abuse from a
concern and comment to an abuse investigation. Staff B stated it should have been reported to the State
Agency on 09/18/2024 and an investigation should have been started to protect Resident 1 and all other
residents. Staff B further stated that the allegation was reported late, and the investigation was not initiated
timely and that they expected the staff to report and investigate timely.

On 10/17/2024 at 4:14 PM, Staff A stated that the allegation for Resident 1 should have been reported and

an investigation should have been started on 09/18/2024, not two days later [on] 09/20/2024. Staff A further
stated they were made aware of the allegation of abuse by Resident 1 from Staff B.

Reference: (WAC) 388-97-0640(5)(a)(7)(a).
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