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Level of harm - Minimal
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Residents Affected - Few

Respond appropriately to all alleged violations.

 Based on observation, interview, facility document review, and facility P&P review, the facility failed to ensure an
 allegation of physical abuse was thoroughly investigated for one of two sampled residents (Resident 1). Failure to
 thoroughly investigate an allegation of abuse posed the risk of the resident being further abused. Findings: On [DATE]20 at 0842
hours, an interview was conducted with the Administrator. The Administrator stated he was the facility's Abuse
 Coordinator. The Administrator stated he initiated the investigation on 1/31/2020, immediately after he was notified of
 Resident 1's abuse allegation against CNA 1. The Administrator stated the investigation would be completed by end of day on
[DATE]20. According to the facility's P&P titled Abuse & Neglect Prohibition dated 7/2018, any employee alleged to be
 involved in an instance of abuse will be interviewed and suspended immediately and will not be permitted to return to work
 unless and until such allegations of abuse are unsubstantiated. Review of CNA 1's Employee Shift Finder dated [DATE],
 showed CNA 1 worked at the facility on 2/1, 2/2, 2/5, and [DATE]20. On [DATE]20 at 1134 hours, an interview was conducted
 with CNA 1. CNA 1 stated on 2/5 or [DATE]20, the Administrator asked her about the allegation made by Resident 1. CNA 1
 stated no recommendation was made by the Administrator regarding suspension. On [DATE] at 1425 hours, a telephone interview
was conducted with the DSD. The DSD stated when the facility received an allegation of abuse against a staff member, the
 staff member would be suspended pending the investigation. However, the DSD stated CNA 1 was not suspended during the
 investigation and continued working in the facility. The DSD was asked why CNA 1 was not suspended. The DSD stated the
 abuse allegation was from an incident that allegedly occurred a few months prior. The DSD added the Administrator would
 make the decision of whether a staff member would be suspended pending an abuse allegation. On 3/17/2020 at 1540 hours, a
 follow-up telephone interview was conducted with the Administrator. The Administrator stated when there was an allegation
 of abuse against an employee, it was the facility's policy to suspend the employee during the investigation. The
 Administrator was asked if CNA 1 was suspended during the investigation, and the Administrator stated he believed he did
 but could not remember.
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