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Residents Affected - Few

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

 Based on record review and interview, for one of four sampled residents (Resident #1), the Facility failed to ensure staff
 implemented and followed their abuse policy, when a nurse witnessed a certified nurse aide verbally and physically abuse a
 resident and did not immediately report the incident to the Administrator or a supervisor as required. Findings include:
 The Facility's Abuse Prohibition & Quality Assurance/Reporting Reasonable Suspicion of Crime Policy and Procedure, dated
 03/20/19, indicated that everyone who has knowledge of apparent abuse of a resident shall be obligated to report such
 incidents to his or her immediate supervisor. The Policy and Procedure indicated that the Administrator will be informed
 immediately of an incident of alleged or suspected abuse. During an interview on 06/22/20 at 11:10 A.M., Nurse #1 said on
 05/21/20 at at 7:00 A.M., she witnessed Certified Nurse Aide (CNA) #1 verbally abuse and strike Resident #1's right or left hand
during care. Nurse #1 said she did not report the allegation to Nurse #2 (her preceptor) until approximately 1:00 P.M. that day. Nurse
#1 said Nurse #2 instructed her to report the allegation to the Director of Nurses (DON). Nurse #1 said she did not report the
allegation of abuse to the DON until the end of her shift at 5:00 P.M. on 05/21/20. During an interview
 on 06/22/20 at 1:05 P.M., Nurse #2 said at 1:00 P.M. on 05/21/20 Nurse #1 told her she witnessed an incident of abuse
 against Resident #1. Nurse #2 said she instructed Nurse #1 to report the allegation of abuse to the DON. During an
 interview on 06/30/20 at 04:15 P.M., the DON said Nurse #1 notified her at 5:00 P.M. on 05/21/20 that she witnessed CNA #1
 verbally abuse and strike Resident #1's hand at 7:00 A.M. (on 05/21/20). The DON said Nurse #1 told her that she did inform Nurse
#2 (her preceptor) at 1:00 P.M. (on 05/21/20) of the incident, and was instructed to notify the DON. The DON said it
 was unknown why Nurse #1 waited until 5:00 P.M. on 05/21/20 to report the allegation of abuse. The DON said she immediately
notified the Administrator. The DON said Nurse #2 did not report knowledge of the allegation of abuse against Resident #1
 until Nurse #2 was interviewed during the investigation (after 5:00 P.M. on 05/21/20). During an interview on 06/30/20 at
 04:35 P.M., the Administrator said he was not aware of the allegation of abuse until notified by the DON at approximately
 5:00 P.M. on 05/21/20.
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