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F 0609

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the
 investigation to proper authorities.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on facility policy review, medical record review, observation and interview, the facility failed to report an
 allegation of physical abuse within 2 hours for 1 of 3 sampled residents (Resident #1) reviewed for alleged abuse. The
 findings include: Review of the facility's policy titled, Abuse Prevention and Intervention Strategies, dated September
 2016, showed that abuse and neglect allegations are reported and analyzed and the appropriate corrective, remedial or
 disciplinary action occurs in accordance with local, State, or federal law. Review of the medical record, showed Resident
 #1 had [DIAGNOSES REDACTED]. Review of the admission Minimum Data Set Assessment ((MDS) dated [DATE], showed
Resident #1
 scored a 7 on the Brief Interview of Mental Status (BI[CONDITION]), which indicated moderately impaired cognition. Review
 of the Witness Statement Report dated [DATE], showed that an allegation of physical abuse was reported to a Registered
 Nurse (RN) #1 and a Certified Nursing Assistant (CNA) #1. The allegation was that Resident #1 had been hit by a staff
 member. Multiple observations of Resident #1 on 3/18/2020, showed that she was alert with confusion and poor short term
 memory. Review of the medical record showed, Resident #2 had [DIAGNOSES REDACTED]. The admission MDS dated  [DATE],
showed
 Resident #2 scored a 15 on the BI[CONDITION], which indicated no cognitive impairment. Review of a Nurse's Note dated
 [DATE], showed, .Resident (Resident #2) alleged that on [DATE].she heard her roommate (Resident #1) yell while CNA (CNA #1)
was providing care. Resident said that CNA hit her roommate but she couldn't see it because the curtain was pulled and she
 could not see that side of the room. During an interview on 3/18/2020 at 3:15 PM, the Administrator was asked what was the
 timeframe for reporting any allegation of abuse. The Administrator stated, Within 24 hours . The Administrator was asked if the
allegation of abuse for Resident #1 was reported within 2 hours. The Administrator stated, No, got it in on the 6th
 ([DATE], 4 days after the allegation).
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