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

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm interview and record review, the facility failed to protect the health, welfare, and rights for 94 of 94 residents
by failing to implement the facility's written abuse policy and procedure (P&P) to suspend Certified Nurse

Residents Affected - Few Assistant (CNA) 1 and CNA 2 who were involved in the alleged abuse allegation.

This deficient practice placed all residents at risk of abuse and had the potential for Resident 1 to feel
unprotected and unsafe in the facility.

Findings:

During a review of Resident 1's admission Record, the admission Record indicated Resident 1 was admitted
to the facility on [DATE] with diagnoses including schizophrenia (a mental iliness that is characterized by
disturbances in thought) and cerebral infarction (when part of your brain dies its blood supply is cut off).

During a review of Resident 1's Minimum Data Set (MDS- a resident assessment tool) dated 5/26/2025, the
MDS indicated Resident 1's cognition (ability to think, understand, learn, and remember) was intact and was
dependent (helper does all the effort) on showering, bathing, toileting, dressing.

During an interview on 7/7/2025 at 12:49 p.m., with Registered Nurse Supervisor (RNS) 1, RNS 1 stated
when there is an abuse allegation, the staff involved should not be allowed to work until the investigation is
complete to ensure other residents are not at risk for abuse.

During a concurrent interview and record review on 7/7/2025 at 1:29 p.m., with the Director of Nursing
(DON), the facility's policy and procedure (P&P) titled, Abuse Prevention and Management, dated 6/12/2024,
was reviewed. The DON stated, the P&P indicated, If the suspected perpetrator is an employee, remove the
employee immediately from the care of the resident(s) and immediately suspend the employee pending the
outcome of the investigation in accordance with facility policies. The DON stated she did not suspend the
Certified Nurse Assistant (CNA) 1 and CNA 2 but based on the policy, the DON stated they should have
been suspended. The DON stated not suspending the CNA 1 and CNA 2 could have resulted in abuse
potentially happening to other residents and putting the safety of the residents at risk.

(continued on next page)
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F 0607 During a review of the facility's P&P titled, Abuse Prevention and Management, dated 6/12/2024, the P&P
indicated, The facility does not condone any form of resident abuse, neglect, misappropriation of resident

Level of Harm - Minimal harm or property, exploitation, and/or mistreatment. If the suspected perpetrator is an employee, remove the

potential for actual harm employee immediately from the care of the resident(s) and immediately suspend the employee pending the

outcome of the investigation in accordance with facility policies.
Residents Affected - Few
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