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Develop and implement policies and procedures to prevent abuse, neglect, and theft.

32663

Based on interview and record review, the facility failed implement their abuse prohibition policy to ensure 
the safety of residents when an employee accused of abuse was permitted to remain in the facility during the 
investigation into the allegation. (Resident B and Care Specialist (CS) 1) 

Findings include: 

Resident B's clinical record was reviewed on 1/8/25 at 11:09 a.m Diagnoses included chronic obstructive 
pulmonary disease, chronic pain syndrome, hypertension, convulsions, psychoactive substance abuse and 
anxiety. 

Review of the most current significant change Minimum Data Set (MDS) assessment, dated 11/12/24, 
indicated the resident was cognitively intact. 

During an interview on 1/8/25 at 12:18 p.m., CS 1 indicated she was informed that Resident B had alleged 
she kicked the resident's foot. She was unaware of any physical contact with the resident. CS 1 indicated 
she was not suspended pending investigation, but instructed to stay away from Resident B.

During an interview on 1/8/25 at 1:10 p.m., the Administrator indicated Resident B told him CS 1 had kicked 
the resident's foot and felt it had been done intentionally. The resident demanded the Administrator call the 
State Agency, police and the ombudsman. Resident B indicated he did not want CS 1 to enter his room or 
interact with him in the future. The Administrator indicated, after an investigation was initiated, he explained 
the allegation and the resident wishes to CS 1, but did not suspend the employee after the allegation was 
made and the allegation was investigated. He indicated the employee was not suspended because the 
incident had already been resolved.

A current policy, dated 12/1/21, titled Incident or Alleged Abuse was provided by the Administrator on 1/8/25 
at 11:20 a.m. The policy indicated the following:

 Procedure 

6. If the suspected abusive individual is an employee, it is the responsibility of the supervisor at the time of 
the incident, if other than the Administrator, to suspend the abusive employee until the incident can be fully 
investigated. 
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