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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm 41601
or potential for actual harm
Based on records reviewed and interviews for one of three sampled residents (Resident #1), who on
Residents Affected - Few 12/12/24 was noted by nursing to have a bruised area on his/her right arm, and reported to nursing that a
staff member had been physically abusive with him/her during care, the facility failed to ensure staff
implemented and followed their abuse policy, when although Nurse #1 immediately reported Resident #1's
allegation to the Nurse Supervisor, the Nurse Supervisor did not immediately report the abuse allegation to
the Director of Nursing, as required.

Findings include:

Review of the Facility Policy titled Abuse Policy and Procedure, with a revision date of 2021, indicated the
Facility is committed to providing an environment where residents' rights are protected and residents remain
free from abuse, neglect, exploitation, and mistreatment, including injuries of unknown source or
misappropriation of property.

-Further review of the policy indicated allegations involving abuse, neglect, exploitation, and mistreatment,
including injuries of unknown source or misappropriation of resident property, are reported immediately.

Resident #1 was admitted to the Facility in December 2022, with diagnoses that included Advanced
dementia with psychotic disturbance, left total knee replacement, rheumatoid arthritis, cerebral infarction,
chronic pain syndrome, and fibromyalgia.

Resident #1's Quarterly Minimum Data Set (MDS) Assessment, dated 12/22/24, indicated he/she was
moderately cognitively impaired, and his/her Healthcare Proxy was invoked. The MDS also indicated that
Resident #1 required assistance from two staff members to meet his/her care needs.

The Facility's Internal Investigation, dated 12/12/24, indicated that during the early morning care, Nurse #1

noticed a bruise on Resident #1's right arm. The Investigation indicated that Resident #1 reported to Nurse
#1 that one of the Certified Nurse Aides (CNAs) that had cleaned him/her last evening had been rough with
him/her and pushed him/her because he/she was turning too slowly onto his/her other side.
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F 0607 The Investigation indicated that on 12/12/24 at 06:30 A.M., Nurse #1 reported the incident/allegation to the
Nurse Supervisor, and at 08:30 A.M., the Nurse Supervisor reported to the Director of Nursing (DON) that

Level of Harm - Minimal harm or there was a report of a concern during care for Resident #1, not allegations of abuse. The Investigation

potential for actual harm indicated that at 02:30 P.M., upon reviewing the nursing documentation, the DON determined that the

incident was an allegation of abuse, and not a concern about how care was provided.
Residents Affected - Few
During a telephone interview on 01/09/25 at 08:32 A.M., Nurse #1 said that on 12/12/24 at around 06:30 A.M.
, when she was providing care, she noticed Resident #1 had a bruise on his/her right arm. Nurse #1 said she
asked Resident #1 about the bruise, and Resident #1 reported that one of the CNA's that had cleaned
him/her last evening had been rough with him/her and pushed him/her because he/she was turning too
slowly to the other side. Nurse #1 said she immediately reported to the Nurse Supervisor about Resident 1
having a bruise on his/her right arm, and what Resident 1 had reported about how he/she got the bruise.

During a telephone interview on 01/13/25 at 09:49 A.M., the Nurse Supervisor said that on 12/12/24 at 08:30
A.M., she reported to the Director of Nursing (DON) that there was a concern about care provided by the one
CNA's. The Nurse Supervisor said she did not recall the exact time Nurse #1 reported the incident to her to
her that day. The Nurse Supervisor said she knows the Facility's Abuse Policy and believes she reported the
incident to the DON as allegations of abuse.

During an interview on 01/07/25 at 1:15 P.M., the Director of Nursing (DON) said the Nurse Supervisor did
not follow the Facility's Abuse Policy because she did not immediately report the abuse allegations reported
by Nurse #1 at approximately 06:30 A.M., on 12/12/24 to her, as required.
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