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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 the interview and record review the facility failed to report an abuse allegation to the [ST] Department of Public Health
(CDPH) and to other officials within two hours for one of three sampled residents (Resident 1) in accordance with
 the mandated Federal and State regulatory guidelines and the facility's policy and procedures. This deficient practice had
 the potential for the facility to under report allegations of abuse, which could lead to failure to investigate abuse in a
 timely manner. Findings: A review of the Admission Record indicated Resident 1 was admitted   to the facility, on [DATE],
 with [DIAGNOSES REDACTED]. A review of the Minimum Data Set (MDS, standardized assessment and care planning tool) dated
 11/25/20, indicated Resident 1 was communicative and was cognitively intact. Resident 1 required extensive assistance
 (needing staff support) with activities of daily living and was wheelchair bound. During an interview, on 2/28/20 at 3:15
 p.m., the Director of Nursing (DON) stated Resident 1 had made a false abuse allegation in the past. The DON stated a
 Licensed Vocational Nurse (LVN) was interviewed regarding Resident 1's abuse allegation. The DON said the Ombudsman had
 brought Resident 1's abuse allegation to his attention (no date provided). The DON stated there was no one in the facility, past or
present that goes by the name of the abuser given by Resident 1. A record review of Resident 1's
 Behavioral/[MEDICAL CONDITION] Medication Care Plan, dated [DATE], indicated problem included feeling anxious and make
 false allegations. A record review of Resident 1's Social Work Progress Notes, dated 11/18/19, indicate Resident 1 was
 going to report of being abused. During an interview, on [DATE] at 9:30 a.m., the DON stated the Ombudsman had reported
 Resident 1's abuse allegation to the Administrator (no date provided) and would ask the Administrator for any documentation about
the investigation of the abuse allegation. During an interview, on [DATE] at 11:15 a.m., the Director of Social
 Services (DSS) stated she was aware of Resident 1 voicing concerns of abuse to the Ombudsman. DSS stated she was unable to
 find any record that Resident 1's abuse allegation was reported to the Ombudsman. During an interview, on [DATE] at
 11:37a.m., the Administrator stated the Ombudsman did tell him of the Resident 1's abuse allegation. The Administrator
 stated Resident 1's abuse allegation was not reported due to the facility did not have any staff members by the name of the abuser
given by Resident 1. The Administrator stated the facility had determined the abuse allegation did not occur. A
 review of the facility's policy and procedures titled, Abuse-Reporting & Investigations, revised 3/2018, indicated the
 facility would promptly reports and thoroughly investigates allegations of resident abuse, mistreatment, neglect. The
 facility was to notification of outside agencies of allegations of abuse. The Administrator or designated representative
 will notify within two (2) hours by telephone, CDPH, the Ombudsman, and Law Enforcement. The Administrator or designated
 representative would send a written SOC 341 report to the Ombudsman, CDPH, and Law Enforcement within two (2) hours. The
 policy and procedure indicated that should the investigation reveal a false report was made/filed, the investigation will
 cease. Residents, family members, Long Term Care (LTC) Ombudsman, state agencies, etc., will be notified of the findings.
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