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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of clinical record, and review of facility policy and procedure, the facility failed to ensure an 
allegation of abuse was reported immediately and within 2 hours to mandated entities for one resident (#2). 
The deficient practice could result in continued abuse of a resident.-Findings include:Resident #2 was 
admitted to the facility on [DATE], with diagnoses that included displaced fracture of medial malleolus of right 
tibia, displaced fracture of lateral condyle of left femur, urinary tract infection, and acute kidney failure.A 
Cognitive Patterns note dated October 30, 2025, revealed Resident #2 had a brief interview for mental status 
(BIMS) assessment score of 12, indicating moderately impaired cognition.An incident report dated October 
30, 2025, revealed that on the evening of October 31, 2025, Resident #2's family came to the nurses' station 
and told the nurse on duty that Resident #2 told the family member that the resident was raped. When the 
nurse entered the resident's room and asked the resident what happened, the resident claimed that a night 
shift male staff member came into her room and touched her inappropriately in her genital area with his 
knuckles. The report also revealed that Resident #2 was assessed head to toe for injury, with no injuries 
observed. The report revealed that the family member was notified of the incident on October 31, 2025 at 
10:15 P.M., the provider and the local police were notified on October 31, 2025, at 10:30 P.M., and the State 
Agency was notified on November 1, 2025, at 1:18 P.M.A Nursing note dated October 31, 2025, revealed the 
nurse (Staff #29) was alerted by Resident #2's family that Resident #2 was claiming abuse. The note 
revealed that nursing management, administration, and the local police department were notified. 
Additionally, the police came to the facility and investigated, staff were interviewed, and an assessment of 
Resident #2 was performed.An Event Note dated October 31, 2025, revealed Resident #2 made an 
allegation of abuse against a male staff member from the night shift of October 30, 2025. The note revealed 
that Resident #2 was assessed by a female registered nurse (RN) right away, and no signs of any injury 
were noted. The alleged male staff member was placed on suspension pending investigation, and all 
authorities and agencies were notified. Additionally, the note revealed that the resident's family was present 
at the time.A Report of Allegation of Neglect, Abuse, Misappropriation of Property, and Exploitation Form 
revealed the alleged incident occurred on October 30, 2025, at 10:00 P.M. The report revealed that the local 
police were notified on October 31, 2025, at 10:30 P.M., the State Agency was notified on November 1, 
2025, at 1:18 A.M., and Adult Protective Services (APS) was notified on November 1, 2025 at 1:30 A.M.An 
email to the facility Administrator (Staff #6) from the online APS submission portal, revealed a confirmation of 
submission of intake #599415 on November 1, 2025 at 1:30 A.M.An email dated November 1, 2025, at 1:39 
A.M. from the facility Administrator (Staff #6) to the State Agency, revealed that the facility staff attempted to 
submit the self-report of alleged abuse on November 1, 2025, at 1:18 P.M., but could not due to a server 
error. The facility self-report complaint attached to the email revealed that on October 31, 2025, at around 
10:00 P.M., Resident #2 reported to her nurse that yesterday a night male nurse raped her.An interview was 
conducted with the Social Services Director (Staff #19) on November 4, 2025, at 1:56 P.M. Staff #19 stated 
that if there was an allegation of abuse, that it would be reported to the Administrator (Staff #66), who is the 
abuse coordinator, and then Staff #19 would notify APS and the ombudsman of the allegation. Regarding 
Resident #2, Staff #19 stated that the resident's allegation of abuse came to staff's attention over the 
weekend, so the Administrator completed the reports to APS and the ombudsman.A telephonic interview 
was conducted on November 4, 2025, at 1:48 P.M. with an RN (Staff #22), who stated that he was a nurse 
on duty on October 31, 2025, and was first notified of Resident #2's allegation on October 31, 2025, at 
around 10:00 P.M., when the resident's family member approached Staff #22 in the hallway and stated that 
Resident #2 had been raped the night before. Staff #22 stated that he then went to Resident #2's room and 
took the resident's statement that she had been touched inappropriately by a male staff. Staff #22 stated that 
he notified nursing management, the local police, and the Administrator immediately, and that the 
Administrator came to the building within 20-25 minutes. Staff #22 stated that the Administrator started the 
investigation process right away, and the local police interviewed Resident #2.An interview was conducted 
with a certified nursing assistant (CNA / Staff #31) on November 5, 2025, at 9:51 A.M. Staff #31 stated that if 
there is an allegation of abuse of a resident, that staff would be expected to immediately inform the nurse, 
the charge nurse, and the Administrator. Staff #31 stated that the importance of immediate notification to 
facility management would be to ensure the safety of the resident by investigating the allegation right away.
An interview was conducted with a licensed practical nurse (LPN / Staff #57) on November 5, 2025, at 9:54 A.
M. Staff #57 stated that if there was an allegation of abuse of a resident, that staff are expected to report the 
allegation immediately to the Administrator. Staff #57 stated that the importance of immediate reporting is to 
ensure residents are safe and to investigate what is going on, and if abuse is ongoing, to stop it immediately.
An interview was conducted with the Director of Nursing (DON / Staff #4) on November 5, 2025, at 10:34 P.
M. Staff #4 stated that if staff heard an allegation of abuse of a resident, that she would expect staff to report 
the allegation right away to the abuse coordinator (Staff #66). Staff #4 stated that then, the facility is required 
to report the allegation of abuse immediately, and within 2 hours, to the State Agency, APS, the police, and 
the ombudsman. Staff #4 stated the purpose of immediate reporting to outside entities is to makes sure there 
is an immediate response, and that the resident is attended to immediately.An interview was conducted with 
the Administrator (Staff #66) on November 5, 2025, at 10:41 A.M. Staff #66 stated that if staff heard an 
allegation of abuse of a resident, that staff should notify her, and then Staff #66 would make the 
determination if the allegation is going to be reported to outside entities. Staff #66 stated that allegations of 
abuse must be reported to outside entities within 2 hours. Also, Staff #66 stated that during normal business 
hours, Staff #66 would make the report to the State Agency, nursing management would call the local police, 
and the Social Service Director would notify APS and the ombudsman. Regarding Resident #2, Staff #66 
stated that since the allegation was first brought up to the nurse late at night, that Staff #66 did all the 
reporting to the mandated entities. Staff #66 stated that she was first notified of the allegation between 10:00 
and 10:15 P.M. on October 31, 2025. Staff #66 stated that it was 1:18 A.M. on November 1, 2025, when she 
tried to submit the report to the State Agency on the online portal, however there was a server error, so she 
scanned the report and sent it by email instead. Staff #66 stated that she was a little over the mandated 
timeframe for reporting to the State Agency.Review of the facility policy titled Area of Focus: Abuse & 
Neglect, reviewed November 19, 2024, revealed that each resident has the right to be free from abuse. 
Residents must not be subjected to abuse by anyone. In response to allegations of abuse, the facility must 
ensure that all alleged violations involving abuse, are reported immediately but not later than 2 hours after 
the allegation is made, to the Administrator and to other officials, including to the State Survey Agency and 
adult protective services.
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