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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 Based on review of the facility's abuse investigations forms, State Survey Agency incident database review,
policy and procedure review, and staff interview, the facility failed to implement their policy and procedure for

Residents Affected - Few ensuring the reporting of a reasonable suspicion of a crime was made in a timely manner for 4 of 10 abuse

allegations reviewed. The findings were:

1. Review of the facility's policy ABUSE PREVENTION PLAN (WY), last revised October 2024, showed .The
facility requires that all suspected maltreatment will be reported to the Administrator and the State promptly .
All alleged violations involving abuse, neglect, exploitation or mistreatment, including injuries of unknown
source and misappropriation of resident property, are reported immediately, but not later than 2 hours after
the allegation is made .to the administrator of the facility and to other officials, including the State Survey
Agency .The facility will take all necessary corrective actions depending on the results of the investigation
and complete and send a final investigative report to the State Agency within 5 business days. The following
concerns were identified:

a. Review of the facility's investigation report showed an allegation of staff-to-resident abuse occurred on
4/6/25 at 8:30 PM and the administrator was aware of the allegation on 4/8/25 at 8 AM; however, review of
the state survey agency incident database showed this allegation was not reported to the agency until
4/10/25 at 3:27 PM.

b. Review of the facility's investigation report showed an allegation of staff-to-resident abuse occurred on
4/22/25 at 1:30 PM; staff were aware of the allegation on 4/23/25 at 12 AM; however, the administrator was
not made aware of the allegation until 4/24/25 at 8:45 AM. Review of the state survey agency incident
database showed this allegation was not reported to the agency until 4/24/25 at 2:10 PM.

c. Review of the facility's investigation report showed an allegation of visitor-to-resident abuse occurred on
2/13/25 at 12 PM. Review of the state survey agency incident database showed the final investigative report
was not submitted to the agency until 4/14/25.

d. Review of the facility's investigation report showed an allegation of resident-to-resident abuse occurred on
1/1/25 at 5 PM. Review of the state survey agency incident database showed the final investigative report
was not submitted to the agency until 2/9/25.

2. Interview with the administrator and the DON on 6/17/25 at 2:26 PM confirmed the allegations of abuse
were not reported within the required timeframe.
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