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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm 33613
or potential for actual harm
Based on interview and record review, the facility failed to thoroughly investigate 1 of 1 abuse allegations

Residents Affected - Few reviewed. (Resident B)
Findings include:

The clinical record for Resident B was reviewed on 08/19/24 at 12:35 P.M. An Admission MDS (Minimum
Data Set) assessment, dated 06/21/24, indicated the resident was cognitively intact. The resident's
diagnoses included, but were not limited to, diabetes, hypertension, depression, and bipolar disorder.

During an interview on 08/19/24 at 3:43 P.M., Resident B indicated a couple of weeks ago, he had been
upset with the kitchen and CNA (Certified Nurse Aide) 3 had cursed at him during dinner time.

During an interview on 08/20/24 at 11:17 A.M., LPN (Licensed Practical Nurse) 2 indicated on the evening of
07/31/24, she was in the hall outside of Resident B's room when CNA 3 exited the room. The resident's door
was open, and CNA 3 said F--- You to the resident as she was leaving his room. She told CNA 3 to clock out
and go home because she couldn't talk to a resident like that. LPN 2 phoned the Administrator and advised
her of the situation. CNA 3 was back to work the next evening caring for the same residents.

During an interview on 08/20/24 at 11:33 A.M., CNA 4 indicated she was working on the same hall as CNA 3
on 07/31/24 and heard her curse at Resident B. She and CNA 3 were both working together the next
evening.

During an interview on 08/20/24 at 12:20 P.M., the Administrator indicated she was still in the facility when
she was advised of the situation between Resident B and CNA 3 on 07/31/24. She had interviewed Resident
B and he denied CNA 3 yelling or cursing at him. The Administrator indicated she educated CNA 3 on
customer service and did not do any further investigation.

On 8/20/24, the resident's clinical recorded lacked documentation related to the allegation of CNA 3 cruising
at Resident B. At 12:22 P.M., the Administrator documented her interview with Resident B, related to the
allegation of CNA 3 cursing at Resident B on a notepad, tore out the page, signed the bottom of the page,
and provided the information.

(continued on next page)
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F 0610 The as worked daily schedule for 07/31/24 and 08/01/24 indicated LPN 2, CNA 3, and CNA 4 worked on
Wing 3.

Level of Harm - Minimal harm or
potential for actual harm The timecards for CNA 3 were provided by the Human Resource Manager on 08/20/24 at 11:10 A.M., and
indicated the following:

Residents Affected - Few
- On 07/31/24, CNA 3 clocked in at 5:37 P.M. and clocked out at 6:37 P.M.,

- On 08/01/24, CNA 3 clocked in at 3:56 P.M. and clocked out at 3:57 A.M.

During an interview on 08/20/24 at 12:10 P.M., the MDS Coordinator indicated during an abuse allegation
investigation, all residents on the affected hall are interviewed or assessed and the employee in question
was usually suspended for three days.

The current facility policy, titled Abuse Prevention and Reporting - Indiana, with a revision date of 10/28/22,
was provided by the Administrator on 08/20/24 at 2:15 P.M. The policy indicated, .This facility therefore
prohibits abuse, neglect, exploitation, misappropriation of property, and mistreatment of residents .This will
be done by: .Implementing systems to promptly and aggressively investigate all reports and allegations of
abuse, neglect, exploitation, misappropriation of property, and mistreatment, and making the necessary
changes to prevent further occurrences .

This citation relates to Complaint INO0440161.
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