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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 46912

Residents Affected - Few Based on interview and record review, the facility failed to ensure local law enforcement was notified for

reasonable suspicion of abuse for 1 of 4 residents (Resident 1), reviewed for abuse. This failure placed the
resident at risk for lack of protection from potential abuse and diminished quality of life.

Findings included .

Review of the Nursing Home Guidelines, The Purple Book, dated October 2015 (sixth edition, showed that
incidents involving staff-to-resident concerns must be reported to law enforcement. It further showed that
circumstances where findings were made against licensed, certified, or registered health care workers the
State Department of Health must be notified.

Review of the facility's policy titled, Abuse Investigation and Reporting, dated November 2017, showed, All
alleged violations involving abuse .will be reported by the facility Administrator, or his/her designee, to the
following persons or agencies, as applicable and per Washington State and federal regulations .law
enforcement officials.

Review of a grievance form dated 02/13/2025, showed Resident 1 stated that Staff C, Certified Nursing
Assistant, took Resident 1 to the shower room and Staff C expected me to do it all and didn't ask me if | had
limitations. It further showed that Resident 1 stated, | told her not to touch me [drying her off after the
shower], but she wouldn't stop. Again, she made me feel like | didn't matter. She made me feel like she was
abusing my power, | had no rights, no power, vulnerable, and nude. I've never been in this situation before, |
was panicked.

Review of the facility's incident log for 02/01/2025 through 02/28/2025, showed Resident 1's allegation of
abuse was reported to the state agency. Review of the facility's investigation report, dated 02/13/2025,
showed no documentation that law enforcement was notified.

Review of Resident 1's clinical and/or electronic health record showed no documentation that law
enforcement was notified of the reasonable suspicion of abuse.
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F 0609 In an interview on 03/10/2025 at 1:09 PM, Staff B, Director of Nursing, stated that after Resident 1 filled out
the grievance form, which showed that Resident 1 had asked [Staff C] to stop touching her and [Staff C]

Level of Harm - Minimal harm or didn't, so then it [the incident] was looked at as an abuse allegation. When asked who the facility reported

potential for actual harm the incident to, Staff B stated, we didn't call the police.

Residents Affected - Few In an interview on 03/10/2025 at 2:55 PM, Staff A, Executive Administrator, stated that they did not call law

enforcement when there was a reasonable suspicion of abuse and they should have.
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