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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** 34232

Residents Affected - Few Based on record review and interview the facility failed to ensure residents were free from verbal and
emotional abuse for 2 of 3 residents reviewed for abuse. (Residents D and B)

Findings include:

1. The clinical record for Resident D was reviewed on 06/04/24 at 11:15 A.M. A Quarterly MDS (Minimum
Data Set) assessment, dated 04/13/24, indicated the resident was cognitively intact. The diagnoses included,
but were not limited to, Parkinson's disease, and hypertension.

During an interview on 06/04/24 at 9:49 A.M., Resident D indicated she had been mistreated by CNA
(Certified Nurse Aide) 5 at the facility. Her roommate (Resident B) couldn't reach her call light and Resident
D had been helping her with the blankets on her bed. CNA 5 came into their room and thought Resident D
was trying to transfer Resident B into bed. CNA 5 yelled at her and told her to get back to the other side of
the room. The resident indicated she wasn't doing anything wrong. CNA 3 was there when it happened. The
resident had heard CNA 5 had been fired. The SSD (Social Services Director) did talk to her and had asked
her about the incident.

A Progress Note written by LPN 4 (Licensed Practical Nurse), dated 05/19/24 at 5:27 P.M., indicated
Resident D had spoken with her about an incident that happened the night before. The resident was upset
with the CNAs on the evening shift after she said she was trying to help her roommate get her call light within
reach and a CNA entered the room believing she was trying to assist her roommate to bed. She said a CNA
yelled at her to get to her own side of the room. Apparently, an argument ensued between the CNA and the
resident at that time. The roommate became upset over the confrontation and started to cry. This nurse had
spoken with both residents in their room and received the same story. LPN 4 assured the residents that the
incident would be addressed, and both residents were satisfied.

2. The clinical record for Resident B was reviewed on 06/04/24 at 11:26 A.M. A Quarterly MDS assessment,
dated 03/13/24, indicated the resident was cognitively intact. The diagnoses included, but were not limited to,
stroke, diabetes, anxiety, and depression.

(continued on next page)
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F 0600 During an interview on 06/05/24 at 1:38 P.M., Resident B indicated on the night of the incident she was
getting ready for bed. Her roommate (Resident D) was helping her with some things. CNA 5 came in and
Level of Harm - Minimal harm or started yelling at Resident D. CNA 5 thought Resident D was assisting Resident B into bed and she was not.
potential for actual harm CNA 5 left the room and CNA 3 finished helping Resident B. The whole incident upset her a little. The
residents were not doing anything wrong, and CNA 5 yelled at Resident D. CNA 5 shouldn't have yelled at
Residents Affected - Few the resident. During the interview, Resident D indicated the residents would always hear CNA 5 yelling in the

facility, but they never told anyone about it.

During an interview on 06/04/24 at 2:08 P.M., CNA 3 indicated she had worked with CNA 5 on the evening of
05/18/24. CNA 3 went in Resident B and D's room that evening because Resident B's call light was on.
Resident D was upset and told her that Resident B had not had her call light all day, that it had been out of
her reach. Resident D was aggravated. CNA 3 felt like she needed help and had CNA 5 come in to assist
her. When the CNAs returned to the room, Resident D was holding onto Resident B's wheelchair. CNA 5 told
Resident D to go to her own side of the room. CNA 5 said it again and started getting louder. Resident D told
CNA 5 to shut up. Resident B was getting teary eyed. CNA 3 was helping Resident B, and she was unsure of
what Resident D was saying, it seemed like she said she wanted to go home. CNA 3 tried to keep everyone
calm. CNA 5 was speaking in a louder voice than normal. CNA 3 made CNA 5 get out of the room. Other
residents had expressed concerns regarding CNA 5 complaining a lot in the past. CNA 3 thought CNA 5 told
the nurse about the incident. CNA 3 didn't report the incident to the nurse on duty, her brain went into a fog,
and she was trying to get to another call light that was going off. CNA 5 worked the rest of the shift that night
and worked the next day with CNA 3. CNA 3 indicated she was supposed to talk to the nurse in charge about
what happened, and she failed to do that. She just was trying to get her residents taken care of.

The as worked nursing schedule for 05/18/24 and 05/19/24 was provided by the ADON (Assistant Director of
Nursing) on 06/04/24 at 1:25 P.M. The record indicated CNA 5 and CNA 3 had worked on Wing 1 on both
days from 2:00 P.M. to 10:00 P.M.

During an interview on 06/04/24 at 1:38 P.M., LPN 2 indicated she remembered the incident from 05/18/24. It
was in the evening; she was passing medications on Wing 1. CNA 3 was in the common area and asked
CNA 5 to help her. Shortly after that, LPN 2 heard yelling. She went into the residents' room. Resident B was
in bed and Resident D was sitting on her own bed. The two CNAs were not in the room. LPN 2 asked if
everything was okay. Resident D indicated she would never do the things CNA 5 accused her of. She
accused her of helping Resident B to walk. Resident D said she was just helping Resident B get her call
light. LPN 2 tried to lighten the mood because Resident D seemed a little shaky. Resident D indicated she
wanted to go home. Resident D indicated those CNAs were always rude to her. LPN 2 made sure the
residents had their call lights and left the room. CNA 5 and CNA 3 were just sitting at the nurse's station. It
was getting close to time for their shift to be over. LPN 2 did not say anything to the CNAs. She reported
what happened to the oncoming nurse at 10:00 P.M. The Administrator had LPN 2 come into the facility on
[DATE] and talked to her about the incident.

During an interview on 06/05/24 at 2:14 P.M., LPN 7 indicated if she encountered a situation where a staff
member was being abusive towards a resident she would immediately separate the two. She would make
sure the resident was safe. She would call the Administrator and the Social Services Director at any time day
or night. She would not wait, she would call them immediately, she wouldn't leave it for the next shift.

(continued on next page)
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F 0600 During an interview on 06/04/2024 at 10:30 A.M., the Administrator indicated the staff were in-serviced and
educated on abuse and neglect upon hire, annually, and any time there was an allegation of abuse or
Level of Harm - Minimal harm or neglect. Education on abuse and neglect was part of the staff's orientation upon hire. After that, education
potential for actual harm was done annually facility wide. Signs were posted on every wing, by the time clock, and in the break room
regarding reporting abuse. The signs were bright orange in color. They had not had any concerns with CNA
Residents Affected - Few 5 regarding abuse in the past. Residents B and D were alert and oriented. Both residents had the same

story. CNA 3 came into the residents' room and had CNA 5 leave the room. The SSD was the Abuse
Coordinator for the facility. Staff were supposed to call him, day, or night, to report any allegations or
suspected abuse immediately.

The current policy and procedure for Abuse, Neglect and Exploitation was provided by the Administrator on
06/04/24 at 11:20 A.M. The policy indicated, .1t is the policy of this facility to provide protections for the
health, welfare and rights of each resident by developing and implementing written policies and procedures
that prohibit and prevent abuse .Verbal Abuse .means the use of oral, written or gestured communication or
sounds that willfully includes disparaging and derogatory terms to residents or their families, or within their
hearing distance regardless of their age, ability to comprehend, or disability .Mental Abuse .includes, but is
not limited to, humiliation, harassment, threats of punishment or deprivation .An immediate investigation is
warranted when suspicion of abuse, neglect or exploitation, or reports of abuse, neglect or exploitation occur .
Room or staffing changes, if necessary, to protect the resident(s) from the alleged perpetrator .Reporting of
all alleged violations to the Administrator, state agency, adult protective services and to all other required
agencies .within specific timeframes .Immediately, but not later than 2 hours after the allegation is made, if
the events that cause the allegation involve abuse or result in serious bodily injury, or .Not later than 24
hours if the events that cause the allegation do not involve abuse and do not result in serious bodily injury .

This citation relates to Complaint IN00434924.
3.1-27(a)(1)

5.1-27(b)
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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm or

potential for actual harm 38239

Residents Affected - Few Based on interview and record review, the facility failed ensure staff reported an allegation of abuse in a

timely manner for 2 of 3 residents reviewed for abuse. (Residents D and B)
Findings include:

During an interview on 06/04/24 at 2:08 P.M., CNA (Certified Nurse Aide) 3 indicated she had worked with
CNA 5 on the evening of 05/18/24. The CNAs entered Resident B and D's room to assist Resident B with
care. Resident D was holding onto Resident B's wheelchair. CNA 5 told Resident D to go to her own side of
the room. CNA 5 said it again and started getting louder. Resident D told CNA 5 to shut up. Resident B was
getting teary eyed. CNA 3 was helping Resident B, and she was unsure of what Resident D was saying, it
seemed like she said she wanted to go home. CNA 3 tried to keep everyone calm. CNA 5 was speaking in a
louder voice than normal. CNA 3 made CNA 5 get out of the room. CNA 3 didn't report the incident to the
nurse on duty. CNA 5 worked the rest of the shift that night and worked the next day with CNA 3. CNA 3
indicated she was supposed to talk to the nurse in charge about what happened, and she failed to do that.

During an interview on 06/04/24 at 1:38 P.M., LPN (Licensed Practical Nurse) 2 indicated she remembered
the incident from 05/18/24. She heard some yelling in the direction of Resident B and D's room. When she
entered the room, Resident B was in bed and Resident D was sitting on her own bed. The two CNAs were
not in the room. Resident D indicated CNA 5 accused her of trying to help Resident B to walk. LPN 2 tried to
lighten the mood because Resident D seemed a little shaky. Resident D indicated she wanted to go home.
Resident D indicated those CNAs were always rude to her. LPN 2 made sure the residents had their call
lights and left the room. CNA 5 and CNA 3 were just sitting at the nurse's station. It was getting close to time
for their shift to be over. LPN 2 did not say anything to the CNAs. She reported what happened to the
oncoming nurse at 10:00 P.M.

A Progress Note written by LPN 4, dated 05/19/24 at 5:27 P.M., indicated Resident D had spoken with her
about an incident that happened the night before. The resident was upset with the CNAs on the evening shift
after she said she was trying to help her roommate get her call light within reach and a CNA entered the
room believing she was trying to assist her roommate to bed. She said a CNA yelled at her to get to her own
side of the room. Apparently, an argument ensued between the CNA and the resident at that time. The
roommate became upset over the confrontation and started to cry. This nurse spoke with both residents in
their room and received the same story. LPN 4 assured the residents that the incident would be addressed.

There was no indication in Resident B or Resident D's records that the Administrator or SSD (Social Services
Director) were notified of the incident.

(continued on next page)
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F 0609 During an interview with the DON (Director of Nursing) and SSD on 06/05/24 at 9:46 A.M., the SSD indicated
he came into work on 05/20/24 and found out about the incident when he was reviewing resident progress
Level of Harm - Minimal harm or notes from over the weekend. Once he saw LPN 4's note about what happened, he immediately notified the
potential for actual harm Administrator and DON and started his investigation. He spoke with both residents. They remembered the
incident. Both residents were very calm and showed no signs of psychological distress. The resident's
Residents Affected - Few families were notified, and the staff involved were interviewed. Staff were educated about reporting abuse.

CNA 5 was initially suspended and then fired.

During an interview on 06/05/24 at 2:14 P.M., LPN 7 indicated if she encountered a situation where a staff
member was being abusive towards a resident she would immediately separate the two. She would make
sure the resident was safe. She would call the Administrator and the Social Services Director at any time day
or night. She would not wait, she would call them immediately, she wouldn't leave it for the next shift.

During an interview on 06/05/24 at 2:11 P.M., CNA 6 indicated If she came upon a situation where a staff
member was yelling at a resident or abusing a resident in any way, she would immediately intervene. She
would make sure the resident was safe, she wouldn't leave the resident and she would tell the nurse what
was going on.

During an interview on 06/04/2024 at 10:30 A.M., the Administrator indicated the staff were in-serviced and
educated on abuse and neglect upon hire, annually, and any time there was an allegation of abuse or
neglect. Education on abuse and neglect was part of the staff's orientation upon hire. After that, education
was done annually facility wide. Signs were posted on every wing, by the time clock, and in the break room
regarding reporting abuse. The signs were bright orange in color. The SSD was the Abuse Coordinator for
the facility. Staff were supposed to call him, day, or night, to report any allegations or suspected abuse
immediately.

The current policy and procedure for Abuse, Neglect and Exploitation was provided by the Administrator on
06/04/24 at 11:20 A.M. The policy indicated, .1t is the policy of this facility to provide protections for the
health, welfare and rights of each resident by developing and implementing written policies and procedures
that prohibit and prevent abuse .Verbal Abuse .means the use of oral, written or gestured communication or
sounds that willfully includes disparaging and derogatory terms to residents or their families, or within their
hearing distance regardless of their age, ability to comprehend, or disability .Mental Abuse .includes, but is
not limited to, humiliation, harassment, threats of punishment or deprivation .An immediate investigation is
warranted when suspicion of abuse, neglect or exploitation, or reports of abuse, neglect or exploitation occur .
Reporting of all alleged violations to the Administrator, state agency, adult protective services and to all other
required agencies .within specific timeframes .Immediately, but not later than 2 hours after the allegation is
made, if the events that cause the allegation involve abuse or result in serious bodily injury, or .Not later than
24 hours if the events that cause the allegation do not involve abuse and do not result in serious bodily injury

This citation relates to Complaint IN00434924.
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