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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, certified nurse assistant 2 (CNA 2) failed to follow the facility's Abuse
 Investigation and Reporting policy and procedure (P&P) for reporting allegation of abuse for one of one resident (Resident
 1). This deficient practice resulted in the facility to investigate and not report the allegation of abuse to the
 Department, law enforcement and ombudsman (an official appointed to investigate individuals' complaints against
 maladministration, especially that of public authorities) State appointed officials immediately or not later than 24 hours
 and in accordance to mandated Federal and State regulatory guidelines for one of three sampled residents (Resident 1).
 Findings: On 1/8/18 at 2 p.m., an unannounced entity reported incident (ERI) visit was conducted regarding alleged abuse of resident
rights. A review of the admission record indicated the facility admitted   Resident 1 on 8/24/15 with [DIAGNOSES
 REDACTED]. A review of the minimum data set (MDS, standardized assessment and care planning tool), dated 10/27/17,
 indicated Resident 1 had severe cognitive (mental action or process of acquiring knowledge and understanding) impairment
 (diminished or loss of function). The MDS indicated that Resident 1 had a [DIAGNOSES REDACTED]. The MDS indicated
Resident
 1 had the ability to express ideas and wants, understand others and required supervision with walking, locomotion,
 dressing, toilet use and personal hygiene. On 1/8/18 at 2:32 p.m., during an interview translated by licensed vocational
 nurse 2 (LVN 2), Resident 1 stated she met certified nurse assistant 4 (CNA 4) family member in the past. Resident 1 stated she was
in bed when CNA 4's family member came to the resident's room at night on 12/2016 and took the resident's $100.
 Resident 1 stated she observed CNA 4's family member open her closet, take $100 bill from the resident's small bag and put
 in his pocket. Resident 1 stated CNA 4 was the only one who knew about the money. Resident 1 stated she reported the
 incident to the night shift registered nurse (RN) supervisor who did not pay much attention to the resident. On 1/8/18 at
 2:48 p.m., during an interview, CNA 2 stated Resident 1 is alert and oriented, forgetful and sometimes confused. CNA 2
 stated the facility conducts a belongings inventory upon a resident's admission and documents the belongings on the
 resident's inventory sheet. CNA 2 stated the belonging sheet is updated with additional belongings brought in the facility
 during the resident's stay. CNA 2 stated residents are not permitted to keep money in their rooms except for residents who
 are alert and oriented and either a licensed nurse or the director of staff development (DSD) stores the residents' money
 for safety. CNA 2 stated Resident 1 informed her approximately two months ago that CNA 4's family member took the
 resident's $100 from the closet. CNA 2 stated she did not report because she thought everyone knew about it. On 1/8/18 at
 3:10 p.m., during interview, the DSD stated any allegation of abuse, (such as sexual, neglect, involuntary seclusion,
 financial, verbal, mental, physical) neglect or misappropriation of resident's property are reported to the administrator
 right away. The DSD stated the facility's policy indicates that the ombudsman, the Department and law enforcement are
 notified within 24 hours of any allegation of abuse. The DSD stated the names of CNA 4 and the RN that Resident 1 reported
 were not on the facility staffing roster. The DSD stated CNA 4's name resembled a CNA who no longer worked at the facility. On
1/8/18 at 3:35 p.m., during interview, CNA 3 stated the different types of abuse included sexual, neglect, involuntary
 seclusion, financial, verbal, mental, and physical. CNA 3 stated taking a resident's money is a financial abuse. CNA 3
 stated any type of abuse is reported to the charge nurse or the director of nursing (DON). On 1/8/18 at 3:40 p.m., during
 interview, Administrator 1 stated CNA 2 did not report to him that Resident 1 alleged CNA 4's son took the resident's $100.
Administrator 1 stated all staff are mandated reporters and aware to report any allegation of abuse including
 misappropriation of resident's property to the administrator immediately. Administrator 2 stated the facility's policy
 indicates allegations of abuse are reported within two hours. Administrator 2 stated investigations of allegations of abuse are
important for the facility to substantiate (support or prove the truth) or unsubstantiate the allegation. A review of
 the facility's policy and procedure titled, Abuse Allegation Reporting, revised 12/2016, indicated that all alleged
 violations involving neglect, exploitation, or mistreatment, including injuries of unknown source and misappropriation of
 property will be reported by the facility Administrator, or his/her designee, to the following persons or agencies which
 included, but not limited to, the State licensing/certification agency responsible for surveying/licensing the facility,
 local/State Ombudsman, and law enforcement officials. It also stipulated that alleged abuse, neglect, exploitation, or
 mistreatment, (including injuries of unknown source and misappropriation of resident property) will be reported within two
 hours. If events that cause allegation, do not involve abuse or not resulted in serious bodily injury, the report must be
 made within 24 hours.
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