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Develop and implement policies and procedures to prevent abuse, neglect, and theft.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to implement its policy and procedure related to the prevention
 of abuse for 1 of 3 residents reviewed (R1). Facility staff witnessed potential abuse and the staff did not immediately
 intervene to protect the resident and report the incident immediately as the policy and procedure directs. The nurse who
 was told of the incident failed to notify administration of the allegation of abuse/mistreatment. The nurse also failed to
 put measures in place to protect the resident, failed to document the incident, and the assessment of the resident
 following the incident in the medical record, according to the facility policy and procedures. This is evidenced by: The
 facility's policy and procedure entitled Mistreatment, Neglect, Exploitation, Abuse and Misappropriation Prevention and
 Protection states in part: Staff will identify, correct, and intervene in situations in which mistreatment, abuse, neglect, exploitation
and/or misappropriation of resident property is likely to occur. Facility staff will identify any events .that may constitute abuse. This
will be reported to the facility designee immediately. The nurse will complete a narrative
 notation in the medical record describing the incident, the protective measures used for the resident(s) involved as well
 as follow-up action and notification of . the Director of Nursing and Administrator. R1 was admitted   to the facility with
[DIAGNOSES REDACTED]. R1's care plan indicates assist of 2 for repositioning, R1 requests to only be woken up 2 times on
 night shift for incontinence cares, please do not turn bright lights on is also indicated. If R1's response is aggressive,
 staff to walk calmly away (if safe to do so). According to the facility's self report investigation, on 08/12/20, Certified Nursing
Assistant (CNA) C reported to the facility Social Worker (SW) F that she was calling to report abuse. CNA C
 indicated she had worked on the 6 P.M. to 6 A.M. shift on August 9th to 10th. CNA C indicated that while working with CNA
 E, they went in to help R1. CNA C stated as they entered the room CNA E went into R1's room turned the lights on and ripped off
blanket. CNA E started rolling R1 and took off her incontinence product, R1 stated Ow, ow, ow as she did this. CNA C
 reported that CNA E said it doesn't hurt that bad. CNA C indicated they rolled her back and forth and that R1 was screaming and
yelling. CNA C stated that CNA E was too rough and moving too fast. CNA C stated that CNA E grabbed her wrist and held
 her wrist down against the bar. CNA C stated she thought the resident was in pain and that CNA E was mocking her and stated
relatives should take care of you if you behave this way. CNA indicated this happened around 2:15 AM. SW F indicated she
 asked CNA C how R1 seemed when they were done, CNA A indicated as soon as we finished, she calmed down. During a 1:00 P.M.
 interview on 08/26/20, CNA C reiterated the above information adding staff knows that R1 does not like to be disturbed much at
night. CNA C stated R1 does not like the bright lights on, and that is what CNA E turned on. CNA C stated R1 likes a
 slow calm approach and does not like to be uncovered a lot. The approach CNA E used was not the right approach, she was too fast,
pulled the blankets way down, right away. CNA C indicated CNA E grabbed R1's wrists and held them down to the grab
 bar. CNA C stated CNA E had not been that way at any other time with any other residents. CNA C stated she told the night
 nurse (LPN D) about what happened, and that CNA E had been taunting and had been way too rough, with R1. CNA C stated she
 was upset by the incident and after telling the nurse about it, she Had to go outside and have a smoke, to calm down. When
 asked why CNA C did not intervene in the situation, and report it immediately. CNA C indicated she was unsure why she had
 not intervened and why she waited a few days before reporting to anyone besides the nurse, but now knows she should have
 stopped it and reported it immediately. Interview with LPN D at 4:30 P.M. on 08/25/20. During the interview, LPN D stated
 CNA C reported CNA E had been mocking, demeaning, and rough with R1 during the night shift of 08/9-10/2020. LPN D stated
 she thought the incident occurred a little after 5 in the morning, and administrative staff would be in the facility at 6
 something, so it would be reported soon. LPN D stated CNA C indicated she would like to report the incident to
 administration herself, so LPN D did not report the incident according to the facility's policy and procedures. LPN D
 stated she now realizes she should have reported it right away herself. When asked if LPN D had put anything into place
 immediately to keep R1 and other residents safe from further potential abuse from CNA E after the incident was reported to
 her. LPN D said no, she had not thought of that. Surveyor asked if LPN D had looked at or spoken with R1 following the
 incident. LPN D indicated she went in to check to see if the resident was awake, and she was. LPN D indicated she had asked R1 if
she was feeling alright? LPN D indicated R1 stated Yes, everything was fine. LPN D indicated she asked R1 if her care and treatment
seamed mean and rough and R1 had responded no. When asked if LPN D viewed R1's wrists and hands, LPN D
 responded she did look at them and they looked normal. No redness or bruising was seen. When asked if LPN D had documented
 her observations of the resident and what occurred, as the facility's policy and procedure directs, LPN D responded she was not sure if
she had as it was a busy morning. Surveyor reported the medical record was reviewed and no information about
 the incident, or the LPN's observations were able to be located. LPN D relayed she forgot. When asked if LPN D had reported the
incident to the Director of Nursing (DON) or the Nursing Home Administrator (NHA) as the facility policy and procedures directs,
LPN D stated she encouraged CNA C to report it, but had not reported it herself. Interview with R1, R2, and R3 did not reveal any
concerns related to abuse or neglect. Review of their medical records did not reveal any injuries of unknown source or concerns of
mistreatment. Interviews with other staff reveal they have been recently trained on abuse and
 neglect. Staff interviewed reveal they are to intervene, protect and report any concerns with abuse or neglect to the DON
 or the NHA immediately. Review of the facility's policy and procedure for abuse/self report revealed concerns the facility
 failed to implement its policy and procedures in relation to the immediate reporting of allegations of abuse and neglect,
 and documenting the incident within the resident's medical record.
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