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The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and
observation the facility failed to follow the facility's
Abuse Prevention Program by not having contact
information posted for the Administrator. This
has the potential to affect all residents.

Findings include:

The "Abuse Prevention Program" policy revised
11/11/11 documents, in part, " Employees are
required to immediately report any occurrences of
potential /alleged mistreatment , neglect and
abuse of residents....to a supervisor and the
administrator."

On 7/27/2016 at 1:30 E5 Certified Nurse Aide
(CNA) stated she would report abuse to the nurse
or the Director of Nursing (DON). E4 CNA stated
she would call the Administrator whose number is
available at the nurses station. At 1:45PM E6
CNA stated she would report abuse to the E3
DON and then E1 Administrator. At 1:50PM E3
DON stated the staff reports to me then | report
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Continued From page 1
the allegation to (E1).

On 7/27/2016 at 2:00PM E3 provided a list of
phone numbers for Department Managers. E2
Assistant Administrator was listed as
"Administrator" on the list however E1's number is
not on this list. E3 went to each Nurses station to
provide the posting of E1's phone number for
staff to notify of abuse. E3 was unable to find the
posting.

The Facility Data Sheet completed on 7/27/2016
by E12, Registered Nurse, documents E1 as the
administrator with a license number and E2 as
the "Assistant Administrator" without a license
number.

The Facility Data Sheet completed 7/27/2016 by
E12 documents the resident census as 61
residents.
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