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all abuse allegations are reported to

nurse aide or other facllity staff,

(c) In response to allegations of abuse, neglect,
exploitation, or mistreatment, the facility must:

(1) Ensure that all alleged violations involving
abuse, neglect, exploitation or mistreatment,
including Injuries of unknown source and
misappropriation of resident property, are
reported immediately, but not later than 2 hours
after the allegation is made, if the events that
cause the allegation invalve abuse or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures,

(2) Have evidence that all alleged violations are
tharoughly investigated.

(3) Prevent further potential abuse, neglect,
exploitation, or mistreatment while the
Investigation Is in progress.

(4) Report the results of all investigations to the
administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey
Agency, within 5 working days of the Incident, and
if the alleged violation is verified appropriate
corrective action must be taken.

This REQUIREMENT s not met as evidenced
by:

the appropriate state agencies as
required by law and that all staff is
educated on the abuse reporting
requirements. Facility abuse policy
and procedure was reviewed and
updated on 8/23/17. All staff will
receive education on the abuse

! reporting requirements and facility
; policy and procedure by 8/18/17.

i Social Services director will ;\
interview each interview able |
resident currently residing in the
facility regarding the care they ‘
receive to ascertain if there has been |
other potential incidents of abuse by |
9/7/17. Adult Protective Services |
will provide an in-service to staff on \
8/18/17 further reviewing abuse and
abuse reporting. Residents #30 and 1
#49 allegations of potential abuse g
- have been investigated and reported ;
to the proper state agencies. Chart |
reviews will be completed to identify |
any unreported allegations of abuse
over the last 3 months. DON or ,
designee will conduct documentation,
audits at a minimum of five times /
week for 4 weeks and weekly
thereafter to ensure any concerning
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F 225 Continued From page 2 F225| incidents have been investigated
Based on medical record review, staff interview, properly and reported to the proper |

policy and procedure review, the facility failed to i agencies. All findings will be
appropriately investigate allegations of abuse for :

2 of 6 sample residents (#30, #49) with Identified brought to QA&A m"‘l“m.y for
allegations. The findings were: further review and analysis.

1. Review of a nurse's note for resident #49 dated
712/17 and timed 1:43 PM showed "[resident's
name] daughter was visiting with [resident's
name] at the dining room table. After the daughter
left [resident's name] seemed agitated [sic] and
wanted to go to [hisfher] room before [his/her]
lunch was served. CNA taok meal tray to
[resident's name] room. CNA reported that the
daughter returned to [residents name] room and |
was angry that [resident's name)] was in [his/her) @
room and that [resident name] requested [his/her]
tray to be in [hisfher] lap instead of on [his/her]
table. CNA explained that [resident's name)] can
choose what [s/he] wants. Daughter snapped at
CNA stated {sic] that you have to force [resident's
name} to do things right. A short time Jater the
nurse heard a shout from down the hall and went
to a different resident's room thinking it was the
other resident shouting. Nurse heard a shout
again from [resident's name] room. Nurse could
hear [resident's name] daughter trying to get
[resident's name] to understand the call light. She
sounded frustrated. CNA later reported that
[resident's name] daughter stated she was trying
to teach [resident’s name] how to use the call light
and that she threatened to smack [resident's
name] for fhim/her] to use the call light properly.
Social services notified.” The following concerns
were identified:

a. Interview with the administrator on 7/27/17
at 3:46 PM revealed the incldent was not
investigated. Further, it was revealed the facility
would consider “forcing” a resident to do
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something and the threat to "smack" the resident
as allegations that should have been investigated.

2. Review of the 5/18/17 investigation of an
allegation of staff to resident abuse for resident
#30 showed the facllity failed to complete
interviews with other residents to determine
whether additional residents might be affected,
and the allegation of abuse was nat
substantiated. The following concerns were
ldentified:

a. Interview with the administrator on 7/27/17
at 3:45 PM revealed the facility should perform
resident interviews during all Investigations of
abuse,

3. Review of the policy titled "Abuse Prevention”
received from the facility on 7/27/17 showed
"...Prevention...Procedure: 1. If abuse or injuries
of unknown origin is suspected: The Nursing
Home staff will iImmediately (including nights,
weekends and holidays) report all alleged
violations Involving mistreatment, neglect or
abuse, including Injuries of unknown source and
misappropriation of resident property, to the
Administrator or his or her designee...V.
Reporting/investigation...V. Investigation
Procedures:...4, The investigation team will
interview any person(s) with information or
knowledge of the incident. Appropriate clinical
records will be researched. The team will
interview witnesses separately, in order to
accurately assess Information...Vi.
Protection...Procedure: 1. During abuse
investigations, residents will be protected by the
following measures:...b. If the alleged abuse
Involves a resident's family member or visitor,
such person(s) will not be permitted to have
unsupervised visits with the resident until the

F 225
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administrator has reviewed the findings...
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