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CFR(s): 483.12(b)(5)(N(A)(B)(c)(1)(4)

8483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

8483.12(c)(1) Ensure that 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, if the events that cause the
allegation involve abuse or result in serious bodily
injury, or not later than 24 hours if the events that
cause the allegation do not involve abuse and do not
result in serious bodily injury, to the administrator

of the facility and to other officials (including to

the State Survey Agency and adult protective services
where state law provides for jurisdiction in long-term
care facilities) in accordance with State law through
established procedures.

§483.12(c)(4) Report the results of all investigations
to the administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey Agency,
within 5 working days of the incident, and if the
alleged violation is verified appropriate corrective
action must be taken.

This REQUIREMENT is NOT MET as evidenced by:

The facility identified a census of 116 residents. The
sample included three residents, with one resident
reviewed for abuse. Based on observation, record
review, and interviews, the facility failed to report

an allegation of abuse from Resident (R) 1 towards R2
to the State Agency (SA).
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Findings included:

- The facility’s investigation narrative, dated

03/29/26, signed by Administrative Staff A,

Administrative Nurse D, and Social Services X,
documented on 03/29/26 at approximately 03:30 PM,
Licensed Nurse (LN) G texted Administrative Staff A
asking him to call her when he had a few minutes.
Administrative Staff A contacted LN G and LN G stated

to him that she received a call from a staff member

with an allegation at the facility. Administrative

Staff A merged the call with Administrative Nurse D

then asked LN G to repeat the conversation. LN G stated
she received a call from Certified Medication Aide

(CMA) R related to an interaction the CMA happened upon
between two [cognitively impaired] residents in the

facility. Administrative Staff A asked Social Services

X to report to the facility along with himself and
Administrative Nurse D. Administrative Nurse D entered
R2’s room, where the resident laid in bed and did not
appear to be in distress. Administrative Nurse D asked
R2 if she had any concerns about any visitors coming
into her room, and R2 said she did not. Administrative
Nurse D asked R2 if an unwelcomed visitor entered her
room, how she would react, and R2 stated she would tell
them to get out of the room. R2 stated if the welcomed
visitor made any advancements towards her, she would
not be offended to have that interaction with them.

Social Services X interviewed R1, who had no
recollection of any interaction with R2. CMA R reported
when she walked down the hallway to another resident’s
room, she witnessed R1 rolling himself down the

hallway. CMA R stated she advised R1 to turn around and
head back to his room then continued to the other
resident’s room, stopping too close to R2’s door as she
passed by. CMA R stated she entered R2’s room and
immediately separated R1 and R2 and R2 yelled and asked
CMA R what she was doing. CMA R removed R1 from the
room and provided him with snacks and took him to his
room. According to the video surveillance, R1 entered
R2’s room and was in there for one minute and 40
seconds before CMA R entered. The investigation
conclusion documented Social Services X assessed R1 and
R2 for psychosaocial well-being and determined neither
resident was at risk from the allegation. As an
intervention, the facility connected with R1 and R2’s
representatives to schedule a care conference related

to their loved ones’ interactions. The facility waited

to hear back from representatives related to the care

plan meetings. The facility reviewed R1 and R2’s care
plans.
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On 04/07/26 at 11:36 AM, CMA R was unavailable for
interview.

On 04/07/26 at 11:42 AM, LN G stated she received a
call from CMA R on 03/29/26 stating she walked in on R1
in R2’s room with his pants down. She stated she asked
CMA R what R2 was doing during the incident, and CMA R
stated R2 was just lying there. LN G stated she

notified Administrative Nurse D first, who told her to

call Administrative Staff A, which she did. LN G stated
that following day, she went into work and had not seen
any incidents created in “Risk Management” about the
allegation. She stated the facility did not put any
interventions into place to prevent inappropriate

touching between R1 and R2.

On 04/07/26 at 01:27 PM, Administrative Staff A stated
he had received a text from LN G asking him to call her
which he did promptly, and LN G reported an incident of
inappropriate touching between R1 and R2. He stated he
added Administrative Nurse D to the call to better
ascertain the circumstances of the allegation.
Administrative Staff A stated when the facility

finished their investigation, they involved corporate

as well. He stated R1 and R2’s families were not very
prompt with getting back to the facility about a care

plan meeting and the facility was unable to corroborate
that the allegation occurred.

On 04/07/26 at 03:08 PM, Administrative Nurse D stated
the biggest intervention the facility put into place

after the allegation was the plan to involve the family

in the care plan meeting to discuss the allegation, but
the facility had not heard back from R2’s family and

R1’s representative was in the hospital. Administrative
Nurse D stated an incident was considered reportable to
the SA if it was abuse, neglect, or exploitation with

intent and the facility had two hours to report it. She
stated the facility had worked through the

investigation with corporate and decided not to report
the incident. Administrative Nurse D stated any

incident that was reportable to the SA would also
involve the police and the facility sent in the

completed investigation within five business days.

On 04/07/26 at 03:30 PM, Administrative Staff A stated
the reason the facility did not report this incident
was because the facility determined the residents could
make decisions on the interaction and the facility
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could not define if there was willful intent of abuse.
He stated the facility reported to the SA on anything
that fell under the guidance which included abuse,
neglect, and misappropriation of funds. Administrative
Staff A stated allegations should be reported if the
initial investigation substantiated the allegation and
the facility had two hours to report it. He stated the
facility reported resident-to-resident altercations if
there was unwanted contact made. Administrative Staff A
stated the facility sent in the completed investigation
within five working days.

The facility’s “Resident Rights to Freedom from Abuse,
Neglect, and Exploitation Policy and Procedure,” dated
2025, directed in response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
ensured all alleged violations involving abuse,

neglect, exploitation or mistreatment, including
injuries of unknown source, and misappropriation of
resident property, were reported in the proper time
frame pursuant to the policy. The policy directed the
facility reported the results of the investigation to

the SA within five working days.

FO0609

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 22D5C3-H1 Facility ID: NO46034 If continuation sheet Page 4 of 4



