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F 0607

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

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, it was determined the facility failed to implement it's own written policy and
 procedures that prohibit abuse and neglect for 1 of 6 residents (Resident #1) reviewed for neglect. The facility failed to
 report an allegation of neglect involving Resident #1 to the State Survey Agency within 2 hours of the allegation being
 made. This failure could affect residents by placing them at risk of not having incidents of abuse, neglect, exploitation,
 and misappropriation of resident property being reviewed and investigated in a timely manner by the facility and State
 Survey Agency. The Findings Include: Record review of facility provided policy titled Abuse, Neglect, and Exploitation,
 dated 2-1-2019, reflected in part: VIII. Reporting/Response A. The facility will have written procedures that include: 1.
 Reporting of all alleged violations to the Administrator, state agency, adult protective services and to all other required agencies (e.g.,
law enforcement when applicable) within specified timeframes: a. Immediately, but not later than 2 hours
 after the allegations is made, if the events that cause the allegation involve abuse or result in serious bodily injury
 Record review of Resident #1's clinical record revealed a [AGE] year-old female admitted to the facility on [DATE] with
 [DIAGNOSES REDACTED]. Record review of Resident #1's quarterly MDS section C, dated, 7-5-2020, revealed a BIMS that could
 not be assessed. The staff assessment revealed that the resident was severely cognitively impaired. Section G of the MDS
 revealed that Resident #1 required limited to extensive 2 person assist with all ADLs. Record review of the Provider
 Investigation Report of the incident involving Resident #1 revealed that the resident fell   and experienced a significant
 injury around 8:50 PM on 7-5-2020. The report indicated that the state agency was not alerted of the fall until 7-6-2020 at 10:00 AM,
more than 11 hours after the 2-hour requirement. During an interview with the DON on 7-28-2020 at 12:30 PM, she
 was asked if it was her expectation that falls with significant injuries be reported to the state agency within 2 hours.
 She responded that it was her expectation to report within the specified time frames. She was then asked if the staff was
 aware that they were required to report significant injuries to the abuse coordinator and to the state within 2 hours. She
 responded that the staff was aware. The DON was then asked why the incident was not reported in a timely manner. She
 replied that she was unclear on the wording of the regulation.

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 interview and record review, it was determined the facility failed to ensure that all alleged violations involving abuse,
neglect, exploitation or mistreatment, including injuries of unknown source and misappropriation of resident
 property, were reported immediately, but not later than 2 hours after the allegation was made, if the events that cause the allegation
involve abuse or result in serious bodily injury, to the administrator of the facility and to other officials
 (including to the State Survey Agency) after the allegation was made in accordance with State law for 1 of 1 residents
 (Resident #1) reviewed for neglect. The facility failed to report an allegation of neglect involving Resident #1 to the
 State Survey Agency within 2 hours of the allegation being made. This failure could affect residents by placing them at
 risk of not having incidents of abuse, neglect, exploitation, and misappropriation of resident property being reviewed and
 investigated in a timely manner by the facility and State Survey Agency. The Findings Include: Record review of Resident
 #1's clinical record revealed a [AGE] year-old female admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Record
 review of Resident #1's quarterly MDS section C, dated, 7-5-2020, revealed a BIMS that could not be assessed. The staff
 assessment revealed that the resident was severely cognitively impaired. Section G of the MDS revealed that Resident #1
 required limited to extensive 2 person assist with all ADLs. Record review of the Provider Investigation Report of the
 incident involving Resident #1 revealed that the resident fell   and experienced a significant injury around 8:50 PM on
 7-5-2020. The report indicated that the state agency was not alerted of the fall until 7-6-2020 at 10:00 AM, more than 11
 hours after the 2-hour requirement. During an interview with the DON on 7-28-2020 at 12:30 PM, she was asked if it was her
 expectation that falls with significant injuries be reported to the state agency within 2 hours. She responded that it was
 her expectation to report within the specified time frames. She was then asked if the staff was aware that they were
 required to report significant injuries to the abuse coordinator and to the state within 2 hours. She responded that the
 staff was aware. The DON was then asked why the incident was not reported in a timely manner. She replied that she was
 unclear on the wording of the regulation. Record review of facility provided policy titled Abuse, Neglect, and
 Exploitation, dated 2-1-2019, reflected in part: VIII. Reporting/Response A. The facility will have written procedures that include: 1.
Reporting of all alleged violations to the Administrator, state agency, adult protective services and to all
 other required agencies (e.g., law enforcement when applicable) within specified timeframes: a. Immediately, but not later
 than 2 hours after the allegations is made, if the events that cause the allegation involve abuse or result in serious
 bodily injury
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