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

Level of Harm - Minimal harm 33097
or potential for actual harm

Based on record review and interview, the facility failed to implement their abuse policy for one (#1) of four
Residents Affected - Few residents reviewed for allegations of abuse.

The administrator identified four allegations of abuse in the last six months.
Findings:

The facility policy titled Abuse Investigation and Reporting documented in parts .The Administrator will
suspend immediately any employee who has been accused of resident abuse, pending the outcome of the
investigation .

Resident #1 had diagnoses which included muscle weakness, altered mental status, and anxiety.

An incident report, dated 08/06/24, documented an allegation of abuse. The report documented an employee
inappropriately touched themselves in the resident's room. The report documented the employee was
immediately suspended pending the investigation.

An employee timecard, dated 08/06/24, documented CNA #1 clocked in at 2:49 p.m., clocked out at 4:49 p.m.
, clocked back in at 5:22 p.m., and clocked out again at 11:10 p.m.

On 09/19/24 at 11:19 a.m., the administrator reviewed CNA #1's timecard. The administrator stated the
timecard had been altered to reflect time paid during the suspended time pending the investigation. The
administrator could not provide documentation the staff was not working during the time of the investigation.
The administrator stated they were unsure what time the staff member was allowed to return to work.
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