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Develop and implement policies and procedures to prevent abuse, neglect, and theft.

 Based on record review and interview, for one of three sampled residents (Resident #1), the Facility failed to ensure staff
implemented and followed their Abuse Policy, when staff members became aware of an allegation that Certified Nurse Aide
 (CNA) #1 threatened Resident #1 and did not immediately report the allegation to their supervisor, the Director of Nurses
 (DON) or the Administrator. Findings: Review of the Facility's Abuse Policy and Procedures, dated June 2018, indicated
 employees and staff of other agencies serving the resident must report any suspected abuse or incidents of abuse to their
 supervisor, the Director of Nursing (DON) or the Administrator promptly. Review of the Facility report submitted via the
 Health Care Facility Reporting System (HCFRS), dated as reported 7/10/20 (dated as submitted 7/14/20), indicated that on
 7/09/20 at 11:00 P.M., at the start of the night shift, CNA #2 reported to the nurse (identified as Nurse #1) who was
 responsible for the care of Resident #1, that Resident #1 reported when he/she rang the call light for the bedpan (on the
 3:00 P.M. to 11:00 P.M. shift), that a female CNA (identified as CNA #1 from the evening shift) would walk into the room
 when the call light was on, would just shut the call light off and leave. The Report indicated that CNA #1 made a
 threatening gesture toward Resident #1, that CNA #1 struck the palm of her hand with the fist from her other hand and
 walked out of the room. The Report indicated that Resident #1 said he/she did not want to ring the call light anymore that
 shoft because he/she was afraid. During an interview on 07/22/20 at 09:30 A.M., Certified Nurse Aide (CNA) #2 said on
 07/09/20, upon arrival to the unit at the start of her shift, at 11:00 P.M. Resident #1 told her that a CNA (identified as
 CNA #1) turned off his/her call bell light a few times without providing a bedpan as requested, and made a threatening
 gesture to Resident #1 by striking the palm of her hand with her fist. CNA #2 said that Resident #1 said he/she did not
 ring the call light again for the rest of the evening shift the bedpan because he/she was afraid to. CNA #2 said she
 immediately reported the incident to Nurse #1 and Nurse #2. During an interview on 07/28/20 at 9:50 A.M., Nurse #1 said
 just prior to 11:00 P.M. on 07/09/20 CNA #2 informed her that Resident #1 said CNA #1 made a threatening gesture to him/her
(Resident #1) of striking the palm of her hand with her fist after he/she (Resident #1) repeatedly requested to use the
 bedpan. Nurse #1 said she did not notify the Unit Manager or the DON of the allegation of abuse. Nurse #1 said she
 collected written statements regarding the incident, and gave them to the oncoming 11:00 P.M. to 7:00 A.M. shift nurse for
 the DON and Unit Manager in the morning. During an interview on 07/29/20 at 04:30 P.M., Unit Manager #1 said she was
 unaware of the allegation of abuse until she was provided the written statements at approximately 07:30 A.M. on 07/10/20 by the
11:00 P.M. to 07:00 A.M. nurse. Unit Manager #1 said she gave the written statements to the Human Resource Generalist
 in the DON's absence. During an interview on 07/29/20 at 04:20 P.M., the Human Resource Director said on 07/10/20 at
 approximately 09:00 A.M. the Human Resource Generalist informed her of the alleged incident and said the DON was
 immediately informed. During an interview on 07/22/20 at 12:55 P.M., the DON and Administrator said they were unaware of
 the allegation of abuse until approximately 10:00 A.M. on 07/10/20 when the Human Resources Director provided the written
 statements obtained during the evening. The DON and Administrator said Facility staff did not follow the Facility's Abuse
 Policy to ensure they were notified immediately.
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