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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm Based on interview and record review, the facility failed to implement their Abuse and Neglect

or potential for actual harm Prohibition Policies to include not reporting allegations of abuse to facility administration and the
State Agency (SA) within the required timeframe, and completing thorough investigations, for 5 of 7

Residents Affected - Some sampled residents (Resident 5, 38, 69, 117, and 131), reviewed for abuse/neglect. This failure placed

the residents at risk for unidentified abuse/neglect. Findings included .Review of the facility's

policies titled Preventing and Prohibiting Abuse and Abuse Reporting and Responsibilities of Covered
Individuals, revised 09/13/2022, showed staff were to report alleged abuse to the facility
administrator and SA immediately, but not later than two hours after the allegation was made if abuse
was alleged and there was serious bodily injury. All other allegations were to be reported within 24
hours. Additionally, the facility would investigate the allegation and document evidence of the
investigation.Review of a handwritten note by Staff G, Registered Nurse, dated 05/25/2026, showed
that day Staff U and BB, Nursing Assistants (NA), had reported concerns with Staff CC, NA, to Staff
G. The concerns included an allegation that Staff CC left the building at an unidentified time and did
not provide care to multiple residents including Residents 5, 38, 69, 117, and 131 for an unidentified
period. Additionally, it was alleged that Residents 5 and 117 were completely soaked and food debris
from the prior day was under Resident 5. Per the note Resident 38 stated they fell and hurt their arm
and reported the fall to Staff CC, which was not reported to the nurse. Review of the May and June
2026 facility incident logs showed no reported abuse allegations for Residents 5, 38, 69, 117, and/or
131 after 05/25/2026.In an interview on 06/23/2026 at 1:20 PM Staff B, Director of Nursing, stated
the handwritten note by Staff G was placed under the door to their office, and they did not receive it
until 05/26/2026. Staff B stated they followed up with Residents 5, 38, 69, 117, and 131 on
05/26/2026 and provided a handwritten note dated the same. The note did not address all the
allegations listed by Staff G and did not include all the components of a thorough investigation. In an
interview at 1:30 PM the same day, Staff A, Administrator, confirmed the abuse allegations in the
handwritten note dated 05/25/2026 by Staff G were not investigated and reported as required.
Reference WAC 388-97-0640(2)(a)(b)
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