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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41223

Residents Affected - Few Based on clinical record review, facility documentation review, facility policy review, and interviews for one of
two residents (Resident #4) reviewed for abuse, the facility failed ensure the resident was free from
mistreatment. The findings include:

Resident #4 was admitted with diagnoses that included dementia and amyloidosis. An admission MDS
assessment dated [DATE] identified Resident #4 had a BIMS of 8 indicating moderately impaired cognition,
required assistance for personal hygiene, was occasionally incontinent of urine and frequently incontinent of
bowel. The RCP dated 11/5/2024 identified Resident #4 required assistance for ADLs. The RCP directed
provide care.

A facility incident report dated 11/14/2024 at 1:30 PM identified Resident #4's roommate (Resident #5)
reported to social services about 6 AM a NA came into the room when Resident #4 had a bowel movement
and stated to Resident #4 to get your s**** a** up. When Resident started moving, the NA said no, no, don't
touch me with your s**** leg, | don't want that s*** on me.

Resident #5 record review identified Resident #5 was alert and oriented.

The facility summary dated 11/17/2024 identified Resident #4 was unable to provide any information for the
facility investigation due to confusion. The summary indicated the accused, NA #2, denied the allegation, and
further indicated the NA was given disciplinary action.

Interview with NA #2 on 12/6/2024 at 11:00 AM identified on 11/14/2024, Resident #5 had put his/her call
light on and when she went into the room, she observed Resident #4 in bed and stated there was stool
everywhere in the room, on the floor, on the resident and on the bed. NA #2 stated she told Resident #4 to
get up and told Resident #4 | need to get this s*** off of you, s*** is everywhere. NA #2 stated she assisted
Resident #4 to the bathroom and provided care, then cleaned the room and changed the bed sheets. NA #2
stated she reacted to the mess and was frustrated, that she just blurted it out knowing that the word s*** is
derogatory and could be considered abusive.
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F 0600 Interview with the DON on 12/6/2024 at 12:13 PM at identified NA #2 upon interview, had admitted to using
the word s*** when caring for Resident #4 and in within hearing distance of Resident #5. The DON stated the

Level of Harm - Minimal harm or use of any swear or derogatory words with a resident could be abusive but, in this case, she stated it

potential for actual harm seemed that NA #2 did not willfully intend to cause any harm to Resident #4. The DON stated NA #2 was
disrespectful, and she stated NA #2 had not contacted the facility since the initial interview and had not

Residents Affected - Few worked in the facility since that time. Further, the DON stated disciplinary action would be completed when
the facility contacted NA #2 and would include a verbal warning and re-education for abuse and customer
service.

The facility Abuse, Neglect and Crimes Committed against Residents policy dated 6/2/2022 directed in part,
to ensure each resident is treated with dignity, compassion and respect. All residents are to have freedom
from abuse. Verbal abuse is defined as the use of oral, written or gestured language that included
disparaging and derogatory terms to residents regardless of their disability or ability to comprehend.

The facility Resident's [NAME] of Rights Policy dated 9/22/2024 identified that residents have the righty to be
treated with consideration, respect and full recognition of their dignity and individuality.
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