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Based on interview and record review the facility
failed to report suspected dependent adult abuse A“ A—Q\Q. ﬁ&ﬂ-{"‘: w ul
to the Department regarding 1 of 4 residents
reviewed (Resident #1). Findings follow: Be. YQ»L(D.WLQA L
Record review on 8/13/18 revealed Resident #1 QPI oL o l.f) mOWl i L 1
was seen by a local physlcian's clinic on 3/23/18 i—-{-
and 5/26/18 due to an injury to her jaft big toe. bC‘fC)\CD b%\ ne f@ l
The note from the visit on 3/23/18 identified, "on Qﬂﬂjﬂ/ ’a_o i 8
exam it looks fike it ' s been bumped and bruised Hb
and got a subungual hematoma.” The note
continued, "She was advised that | think she
must have Injured it and am not surs it ' s related
to the prior surgery or procedure.” (Resident #1
had surgery on this toe a year or two prior). A y
follow-up note fram the clinle dated 5/25/18
noted, "At some point she apparently had an
injury with & subungual hematoma," A review of
the Medication Administration Record (MARS)
from 3/4/18 through 8/21/18 revealed Resident
#1 asked for medication for toeffoot pain on the
following dates: 4/10/18, 4/13/18, 4/18/18 (x2),
5/10/18 and 8/18/18. Resident #1 was
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Continued From page 2
discharged from the facllity on 8/22/18.

interviews conducted from September 12 - 20,
2018 revealed the following:

- Staff B witnessed Staff A step on Resident #1's
foot once, Staff B also heard Staff A swear at
Reésidant #1 and threaten fo step on Resident
#1's foot, Staff B stated she reported this to the
Assoclate Administrator.

- Staff C reported concerns Staff A and Staff F
were stepping on Resident #1's toes. Staff C
teporied Staff A, Staff F and Staff J had
threatened to step on Resident #1's toes. Staff C
reporied these concerns to the Associate
Administrator, Staff C reported she witnessed the
Associate Administrator shove Resident #1 into
the wall and swear at her on 8/21/18.

- Staff O saw Staff F pull Resident #1 from a
standing position to the floor by her hair. Staff D
also saw Staff A and Staff £ purposely step on
the injured toe of Resident #1 when Resident #1
wouldn't do what they wanted her to de. Staff D
saw Staff J step on Resident #1's foot once. Staff
D reported these concems to the Associate
Administrator, but was told Resjdent #1 was a
liar. Staff D said there wag a message on the
facility computer which said, “if you see
something, say somathing." Staff D said she did
this and nathing was done,

- Staff E reported she saw a staff person "body
slam" Residient #1 on 8/11/18 when Resident #1
was preventing Staff E from exiting the bullding.
Staff E did not report these concerns to the
Administrator until 9/19/18. Staff E repoited she
knew legally she should have made this report
but said morally, she did not know if it was the
right thing to do.

- Staff H saw Staff A purposely step on the
injured toe of Resident #1. Staff H also heard
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Staff A threaten to step on the toe of Resldent #1
twice. Staff H did not report this to adminlstration
as she believed they would not do anything about
the abuse.

No reports were made to the made to the
Department with these concerns. On 9/18/18 at
12:40 p.m. the Associate Director stated no one
had reported any allegations of abuse to her
regarding Resldent #1. '
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