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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 report an allegation of abuse to the state agency

Residents Affected - Few timely for 1 of 3 residents (Resident 1) reviewed for abuse. This failure placed residents at risk of

abuse, fear and delayed investigation.Findings included.Review of the facility's policy titled, Abuse
and Neglect Protocol, revised July 2024, showed that the following definitions of abuse are sexual
abuse is defined as but is not limited to, sexual coercion or sexual assault, and an incident or
suspected incident of resident abuse be reported immediately, but not later than two hours after
allegation is made if the events involve abuse.Resident 1 was admitted on [DATE] with diagnoses of
dementia. The Quarterly Minimum Data Set Assessment, an assessment tool, dated 12/23/2025,
showed Resident 1 had severe cognitive impairment and was dependent on staff for toileting
hygiene.Resident 1's progress notes dated 03/07/2026, showed Resident 1 verbalized to an aide that
a person inserted a finger into their vagina at around 2:00 PM.On 04/06/2026 at 3:19 PM, Staff B,
Certified Nursing Assistant, said they were providing care to Resident 1 on 03/07/2026. Staff B said
Resident 1 told them they had woken up the previous night with two fingers in their bottom. Staff B
said they immediately reported it to their licensed nurse. Staff B said they did not report to the state
agency because they were agency staff and were not familiar with the resident and situation.Resident
1's incident report dated 03/23/2026, showed during a chart review the LN [licensed nurse] noticed
an entry made on 03/07/2026 that showed the resident reported to staff that they were allegedly
touched inappropriately by another person. The report showed the facility reported the allegation to
the state agency on 03/23/2026 - 16 days after the allegation was made. On 04/06/2026 at 4:06 PM,
Staff A, Director of Nursing, said any allegation of abuse should be reported to the state agency
within two hours. Staff A said Resident 1's allegation was an abuse allegation. Staff A said they were
not aware of the allegation until they were conducting a chart review on 03/23/2026 and read the
progress note. Staff A said the staff should have reported to the state abuse hotline when they
became aware of the allegation and then to management.Reference WAC 388-97-0640(5)(a)
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