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F 0607 Develop and implement policies and proceduresto prevent abuse, neglect, and theft.

Level of harm - Potential Based on interview and document review the facility failed to develop policies and procedures to include information to
for minimal harm report allegations of abuse to the State Agency (SA) within the required two hour timeframe. This had the potential to
affect all 64 residents currently residing in the facility. Findings include: The facility Abuse Prevention Program revised 5/14/19,
Residents Affected - Many | identified employees are required to report al occurrences of possible abuse, mistreatment or neglect of any

resident and crimes against a resident or misappropriation of aresidents property immediately to their supervisor and the
supervisor shall immediately report to the supervisor or person on call. However, the policy lacked direction to report any suspicion
of abuse to the SA within two hours. During an interview on 4/28/20, at 4:15 pm the administrator confirmed the

Abuse Prevention Program was a corporate policy and any suspicion of abuse was to be reported within two hours to the SA.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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