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Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45146

Based on interview and record review, the facility failed to ensure incident of unexpected death was 
investigated timely for 1 of 2 residents (Resident 1), reviewed for abuse/neglect investigations. This failure 
placed the residents at risk for repeated incidents, unidentified abuse/neglect, and a diminished quality of life.

Findings included .

Review of the Nursing Home Guidelines, The Purple Book, Sixth Edition, dated October 2015, showed, A 
thorough investigation is a systematic collection and review of evidence/information that describes and 
explains an event or a series of events. It seeks to determine if abuse, neglect, abandonment personal 
and/or financial exploitation or misappropriation of resident property occurred, and how to prevent further 
occurrences . All incidents require thorough investigation and reporting, as necessary, according to state and 
federal regulations . The facility must immediately begin the investigation in order to collect accurate data 
related to the incident. Any delay in starting the investigation can cause valuable information to be either lost 
or altered. The reporting guideline of the purple book further showed that unexpected death not related to 
abuse/neglect but suspicious should be reported and logged on the incident log within 5 days. 

Review of the facility's policy titled, Abuse / Neglect - Identifying and Reporting, reviewed on 03/06/2025, 
showed, An immediate investigation is warranted when suspicion of abuse, neglect or exploitation, or reports 
of abuse, neglect or exploitation occur. The immediate response time is outlined in the Washington State 
Guidelines Purple Book for Skilled Nursing .

Review of the electronic health record showed Resident 1 was admitted to the facility on [DATE] and passed 
away on 04/18/2025. 

Review of the online incident report form dated 04/24/2025 showed that Staff B, Interim Director of Nursing, 
reported Resident 1's unexpected death. 

Review of the facility's April 2025 incident reporting log provided by the facility on 05/07/2025 showed 
Resident 1's unexpected death was not logged on the incident log. 

Review of the facility's May 2025 incident reporting log provided by the facility on 05/22/2025 showed 
Resident 1's unexpected death was logged on 05/07/2025, 19 days after the incident. 
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In an interview on 05/07/2025 at 12:06 PM, Staff A, Director of Health Services, stated that Resident 1's 
unexpected death was not investigated or logged on the incident reporting log. 

In an interview on 05/22/2025 at 11:49 AM, Staff B stated that Resident 1's unexpected death reporting and 
investigation were not completed timely. 

In an interview on 05/22/2025 at 12:51 PM, Staff A stated that Resident 1's unexpected death incident was 
reported late and was not investigated timely. Staff A further stated that the incident was logged late on the 
incident log. 
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