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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

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** 34117

Residents Affected - Few Based on observation, interview, and record review, the facility failed to ensure a resident was free from
mental abuse. This applies to 1 of 5 residents (R2) reviewed for abuse in the sample of 5.

The findings include:

The facility's Final Incident Report, dated [DATE], documents, (R2) is [AGE] year-old female, alert and
oriented x3, interviewable resident. On [DATE], (V6, Certified Nursing Assistant-CNA) was (R2's) CNA. (V6)
providied care to (R2), prior to leaving the room, (V6) told (R2) not to ring for assistance for the next two
hours. On [DATE] (V6) was interviewed confirmed she had told (R2) not to use her call light for the next two
hours. (V6) said (R2) had been on her call light repeatedly, insisting to have her pants changed, even when
she was not wet. (V3, Unit Manager) explained to (V6) she should never instruct a resident not to use their
call light and that it is her job to care for and make all residents comfortable.

On [DATE] at 9:40 AM, R2 was sitting in her wheelchair in the common area. R2 was pleasant; she said a
few weeks ago, V6 was her CNA. R2 said she rung her call light and asked for V6's assistance. R2 said she
was hot and was perspiring, she wanted her incontinent brief changed because it was wet with sweat. R2
stated, (V6) said, 'you're not even wet' and we got into it. It's like she called me liar. (V6) said are you paying
for these diapers. (V6) left the room and told me not to use my call light for the next two hours. She scared
me enough not to call. | do not want (V6) to be my CNA, it's hard on me.

On [DATE] at 9:59 AM, V8 (Licensed Practical Nurse) said she has not worked with V6, but R2 has
complained about V6 being too loud and vocal. R2 is alert and orientated x3, does not call for much, she is
friendly and gets along well with others. Any reports of abuse should be reported to V1, Administrator,
immediately.

On [DATE] at 11:17 AM, V4 (Social Services) said she interviewed V6 with V4 (Unit Manger) on the phone.
V6 did not dispute she told R2 not to use her call light because she was on the call light too often and was
using too many diapers. V6 seemed indifferent and can come across as being abrasive.

(continued on next page)
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F 0600 On [DATE] at 11:44 AM, V3 (Unit Manager) said she interviewed V6 with V4 on the phone. (V6) had
scheduled medical leave after the incident. (V6) did not deny the incident with (R2). (V6) said she did tell

Level of Harm - Minimal harm or (R2) not to use her call light for the next two hours. We had to re-educate (V6); residents have the right to

potential for actual harm call when needed and she should not tell residents not to use their call light. That's not right and it's a form of
abuse.

Residents Affected - Few

On [DATE] at 1:13 PM, V1 (Administrator) said V6 did confirm she did tell R2 not to use her call light for the
next two hours.

The facility's Abuse Policy, revised 2023, states, The facility maintains a living environment that fosters
reporting of concerns and problems that indicate abuse and that protects each and every one of its residents .
mental abuse can include humiliation, harassment, threats of punishment or deprivation .
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