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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, the facility failed to ensure an allegation of 
abuse was reported to mandated entities within 2 hours for one resident (#5). The deficient practice could 
lead to an allegation of abuse not being investigated by all mandated entities timely, resulting in possible 
ongoing abuse to a resident.-Findings include:Resident #5 was admitted to the facility February 29, 2024, 
with diagnoses that included hemiplegia and hemiparesis following unspecified cerebrovascular disease 
affecting right dominant side, aphasia following unspecified cerebrovascular disease, bipolar disorder, 
dysarthria, and acquired absence of right leg above knee.An admission minimum data set (MDS) 
assessment dated [DATE], revealed Resident #5 had a brief interview for mental status (BIMS) score of 10, 
indicating moderate cognitive impairment. Section E revealed no potential indicators of psychosis and no 
behavioral symptoms were present.A care plan dated March 13, 2024, revealed Resident #5 is at risk for 
impaired cognitive function or impaired thought processes due to expressive aphasia following 
cerebrovascular accident.An additional care plan dated March 13, 2024, revealed the resident is at risk for 
communication problem due to expressive aphasia and dysarthria following cerebrovascular accident.There 
was no evidence of a care plan or interventions to address a potential behavior of the resident making abuse 
allegations.A facility self-report submitted to the State Agency on December 12, 2024, revealed that on 
December 12, 2024, Resident #5 alleged that a male (possibly plural males) have hit him on the back while 
he is using the toilet or in the shower. The resident is unspecific as to person, place, or time.A Clinical Note 
dated July 1, 2025, revealed Resident #5 had difficulty breathing and thick white sputum. The provider was 
contacted, and an order was given to send the resident to the emergency room.A Provider Note dated July 7, 
2025, revealed Resident #5 was readmitted to the facility July 6, 2025. The resident was treated in the 
hospital for aspiration pneumonia. While in the hospital, the resident reported that he was being sexually 
abused. Per the documentation, the resident has reported a different history to different staff members. 
Sexually transmitted infection screening was negative. Social services was consulted for assistance with 
next steps, and additionally, the resident has not made this allegation to anyone at the facility.There was no 
evidence that the facility reported Resident #5's abuse allegation to mandated reporting sources including 
the police, the ombudsman, adult protective services, or the State Agency.A written statement by a Speech 
Language Pathologist (Staff #29) dated July 8, 2025, revealed regarding Resident #5's complaint of possible 
sexual abuse at the facility, recent documentation from the hospital reports the resident made it sound like it 
was staff versus two other providers, and he has said that a different resident attempted to sexually abuse 
him. Additionally, the statement revealed I have worked with the above patient in speech therapy for over a 
year and the resident has a history of a previous cerebrovascular accident (stroke) with resulting dysarthric 
speech characteristics, decreased speech intelligibility, expressive aphasia, and memory impairments. The 
resident has mentioned above issues various times during therapy sessions with significant inconsistencies 
in information. He has been observed to give differing information to different people/staff members 
regarding this topic.An additional written statement by the Social Services Director (Staff #30) dated July 8, 
2025, revealed regarding the discussion with Resident #5 regarding rape allegation at the hospital, that 
Resident #5 stated he was raped at this facility by a white man in he hall maybe 5 months ago, he could not 
recall the exact conversation he had with hospital staff on July 2, 2025. He stated it has happened in the past 
unsure as to the date, time, or place. The resident was unable to describe anyone who may have 
participated other than a white male, and unsure if the white male was a resident or staff member. The 
resident denies physical injury.A formal request was submitted to the facility on July 10, 2025, at 12:03 PM, 
for a full facility investigation regarding Resident #5's allegation of abuse in July 2025, and to include any 
evidence of submission of mandated reporting to the State Agency.The facility administrator signed a 
statement dated July 10, 2025, that revealed Resident #5 made no complaint or allegation to the facility 
regarding any physical or sexual abuse. On July 2, 2025, the hospital called the facility Social Services 
Director and stated that Resident #5 complained that he was sexually abused at the facility, and that the 
hospital was reporting the incident to adult protective services. Upon the resident's return to the facility, the 
Social Services Director asked Resident #5 about the statement made to the staff at the hospital. Resident 
#5 stated that it was about 5 months ago. On December 12, 2024, Resident #5 reported physical abuse and 
then recanted his statement when the police arrived to question him.An interview was conducted with a 
Certified Nursing Assistant (CNA / Staff #11) on July 10, 2025, at 11:04 AM. Staff #11 stated that she works 
with Resident #5, and that she has never heard the resident make any allegations or accusations, and if she 
did, that she would report it to management.An interview was conducted with a CNA (Staff #41) on July 10, 
2025, at 11:13 AM. The CNA stated that he has not heard Resident #5 make any accusations or allegations 
since he has worked with him.An interview was conducted with a CNA (Staff #50) on July 10, 2025, at 11:16 
AM, who stated that she normally works the unit with Resident #5, and that she has never heard the resident 
make any accusations or allegations.An interview was conducted with the Director of Nursing (DON / Staff 
#80) on July 10, 2025, at 11:18 AM. The DON stated that if there is an allegation of abuse, then the facility 
reports the allegation to the administrator immediately, and to mandated entities within 2 hours. Regarding 
Resident #5, the DON stated that she was made aware that the hospital called the facility and informed that 
Resident #5 made an allegation of rape from a staff or a resident while at the facility. The DON stated that 
she was not aware that the allegation was reported to mandated entities by the facility but that she believed it 
was reported, and that the DON was not involved in any part of an investigation conducted by the facility.An 
interview was conducted with the Social Services Director (Staff #30), on July 10, 2025, at 11:25 AM. Staff 
#30 stated Resident #5 made a report of a physical abuse allegation around December of last year (2024), 
and that the police were called, and that the resident kept changing his story. Staff #30 stated that she was 
notified of a call from the hospital regarding Resident #5, and returned the call to the hospital case manager 
on July 2, 2025. The hospital case manager stated that the resident told the hospital staff multiple stories 
alleging rape while at the facility. Staff #30 stated that the hospital staff said that they were going to report it 
(the allegation) to a mandated entity. Staff #30 stated that the resident re-admitted to the facility over the 
weekend, and on Tuesday (July 8, 2025), Staff # 30 went to the resident's room to talk to him about the 
allegation. Staff #30 stated that Resident #5 said that yes he talked to the hospital about the rape allegation, 
and that he said he was pushed outside and raped, and that it occurred at 8:00 AM today (July 8, 2025), and 
that he was pointing to indicate it happened in the hallway, and it was a white man. Additionally, Staff #30 
stated that Resident #5 stated it happened in his room and outside.An interview was conducted with the 
Administrator (Staff #3) on July 10, 2025, at 12:51 PM. The Administrator stated that the Social Services 
Director (Staff #30) stated that Resident #5 reported while he was at the hospital, that he was abused at the 
facility, and that the hospital staff said they were reporting it. The Administrator stated that when the resident 
returned to the facility, the facility's investigation started. The Administrator stated that the facility did not 
report the allegation of abuse to mandated entities because the hospital staff said they were reporting it.
Review of the facility policy titled Abuse, Neglect, and Exploitation, revised June 21, 2019, revealed each 
resident has the right to be free from abuse, including verbal, sexual, physical and mental abuse, neglect, 
corporal punishment, involuntary seclusion, misappropriation of property, exploitation, and any physical or 
chemical restraint not required to treat the resident's medical symptoms. Anytime that the nursing facility 
receives an allegation of abuse, the facility must comply with the reporting and investigation procedures set 
forth in this policy and with any state-specific policy and take steps to prevent further potential abuse. Sexual 
Abuse is non-consensual sexual contact of any type with a resident. Anyone with knowledge or concerns 
about the care of a resident in the facility must report suspected abuse to the Facility administrator, abuse 
agency hotline or file a complaint with the state survey agency and adult protective services (if applicable 
under state law) immediately (but not later than 2 hours after an allegation is made if the events that lead to 
the allegation involve abuse or result in serious bodily injury) or not later than 24 hours if the events that lead 
to the allegation do not involve abuse and do not result in serious bodily injury. Reporting and investigation 
should be in accordance with state law/regulation.
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