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Level of harm - Minimal *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Thiscitation pertains to intake # M1- 0762 Based on interview and record review, the previous facility administration
harm failed to provide a safe resident environment and protect residents from abuse, when the previous administrator (PADM) and
previous Director of Nursing (PDON) (A) were informed by staff that one resident (Resident #3) had allegedly been involved
Residents Affected - Some | in acase of abuse through the use of a staff cell phone, (B) did not report the allegation to the state or to their

corporate office, and (C) instructed staff not to speak of the incident or tell anyone about the incident, resulting in an

incident of inappropriate staff conduct towards a resident with cognitive deficits to go unreported and kept hidden putting all
vulnerable residents at risk for continued and/or further abuse. Findings: Review of facility policy Abuse Prevention

Program Policy & Procedure, last revised 11/2018, indicated that staff were to prevent residents from abuse that included

abuse facilitated or enabled through the use of technology. Resident #3 Review of a Face Sheet revealed R3 was a[AGE] year old
female, admitted to the facility on [DATE], with pertinent [DIAGNOSES REDACTED)]. During an interview on 06/24/20 at

11:25 A.M., Certified Nurse Aid (CNA) B indicated being aware of the video that had been posted to snapchat, did not see

the video, but was aware that R3 had been on the video. CNA B also stated that when speaking to the PADM and PDON about the
matter, was advised to keep quiet and not talk about it with anyone. During an interview on 06/24/20 at 12:40 P.M., R3

stated that she did not recall the incident in question where she was allegedly on a video that was seen on snapchat.

During an interview on 06/25/20 at 9:40 A.M., CNA E indicated knowing about the video, saw the video on snapchat and was

told by the PADM and PDON to not talk about it with anyone. Review of a Personnel Action Form dated 2/19/20 and an Employee
Memorandum also dated 2/19/20 revealed that CNA C had been terminated from employment due to inappropriate behavior in a
resident room-violation of social media policy. During an interview on 06/25/20 at 1:10 P.M., Regiona Clinical
Coordinator-Registered Nurse (RCC-RN) A reported that the PADM had not notified the corporate office of the alleged

incident and that corporate was not aware that a staff member had been fired as aresult of the twerking incident. RCC-RN A aso
indicated that a facility investigation regarding the incident could not be located. Record review of the complaint

intake received revealed that in February 2020, Two aides were reported to have posted a snap chat video of themselves

twerking one employee was fired and the other was suspended for 3 days the aides names were { name and name) dont know her
last name. When it was brought up staff was told to keep quiet. The administration said it could effect their job if it got but whatabout
the residents whose rights was violated she was looking very uncomfortable and offended as they danced in her room right in her face
total disrespect to her.
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