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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 record review, resident interview and staff interview, it has been determined that the facility failed to ensure
 that all alleged violations involving abuse and neglect were reported immediately or not later than 24 hours to the State
 Survey Agency in accordance with State law for 1 of 5 residents reviewed for abuse and neglect (Resident ID #2). Findings
 are as follows: Record review revealed that Resident ID #2 was admitted   to the facility December 2015 with [DIAGNOSES
 REDACTED]. Further review of his/her annual Minimum Data Set (MDS) on 7/31/2020 revealed that s/he is coded as requiring
 total dependence on staff with one person to assist for toilet use and extensive assistance with staff providing weight
 bearing support with one person to assist for bed mobility. Record review for Resident ID #2's nursing progress notes
 revealed the following: - On 8/26/2020 at 3:18 PM, unit manager (Staff A) wrote that social services had approached her to
 report that Resident ID #2 had stated that a nursing assistant on the 11:00 PM - 7:00 AM shift was rough with the resident
 during care. The resident reported that the nursing assistant had grabbed his/her arm roughly to reposition him/her and
 roll him/her over for incontinence care in the middle of the night and did not like the way s/he was handled. Further
 record review failed to reveal evidence that staff reported the above alleged abuse to the State Agency. During a surveyor
 interview with Resident ID #2 on 9/2/2020 at approximately 10:05 AM, s/he revealed that two nursing assistants came into
 his/her room in the middle of the night on 8/26/2020 to reposition and change him/her. When doing so, one nursing assistant (CNA)
grabbed his/her arm roughly when turning him/her when the resident usually assists by holding the railing. The
 resident further revealed that s/he did not like the way s/he was changed and repositioned. A subsequent interview with a
 unit manager (Staff A) at 10:15 AM revealed that Resident ID #2 had recounted an alleged incident of abuse while receiving
 care during the previous 11:00 PM to 7:00 AM shift. She further revealed that it was not reported to the state survey
 agency. An additional surveyor interview with the Director of Nursing on 9/2/2020 at approximately 3:00 PM revealed that
 this alleged incident of abuse was not reported to the state survey agency.
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