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The following citations represent the findings of
complaint investigation #106792.

F 226 | 483.13(c) DEVELOP/IMPLMENT F 226
ss=c | ABUSE/NEGLECT, ETC POLICIES

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:

The facility census totaled 44 residents. Based
on interview and record review the facility failed to
develop an abuse, neglect, and exploitation
policy, which includeded a cell phone usage and
social media policy with specifics for training
current and new staff regarding the policy.

Findings included:

- During an interview on 10/18/16 at 12:51 PM
administrative staff A reported the facility had a
policy in place regarding phone communications
and pieces of it had been added to the ANE
(Abuse, neglect and exploitation) policy.
Administrative nursing staff B reported he/she
completed an in-house inservice on 4-20-16 but
did not include training related to cameras and
phone use because it was reviewed, upon hire,
as a part of the handbook.

During an interview on 10/18/16 at 1:47 PM
administrative staff A reported he/she understood
that the current policy for social networking and
other web-based communications policy did not
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include how the facility planned to train staff.

Review of the ANE policy dated 8/2016 lacked
specific information related to resident
photographs and/or social media. Review of the
undated social networking and other web-based
communications policy lacked specifics related to
how the facility would train current and new staff
related to the policy on photographs and/or social
media.

The facility failed to incorporate the process for
training of current and new staff in the social
networking and other web-based communications
policy.
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