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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 - Immediate
jeopardy to resident health or 50192
safety
Based on interview, record review, review of the facility's investigation report, and review of the facility's
Residents Affected - Few policies, the facility failed to protect 1 of 8 sampled residents (Resident 7 (R7)) from physical and verbal
abuse by Certified Registered Medication Aide (CRMA) 7.

Review of the facility's initial Investigation Report and the witness statements from Certified Registered Care
Aide 6 (CRCA6), CRCA10, and Licensed Practical Nurse (LPN) 2, revealed that on 06/07/2024 at 5:50 PM,
CRCAG6 and CRNA10 observed CRMA7 smack R7 across the face, after R7 had knocked CRMAT7's glassess
off her face. CRCA6's and CRCA10's statements revealed they both heard what sounded like R7's head
hitting the wall at the same time as the smack; however, no visible marks were reported or documented.

The facility's failure to have an effective system to ensure residents were protected from verbal and physical
abuse was likely to cause serious injury, impairment, or death.

Immediate Jeopardy (IJ) and Substandard Quality of Care (SQC) were identified on 06/21/2024 and
determined to exist on 06/07/2024 at 42 CFR 483.12 Freedom from Abuse, Neglect, and Exploitation (F600)
at the highest Scope and Severity (S/S) of a J. The facility was notified of the 1J on 06/21/2024.

An acceptable Immediate Jeopardy Removal Plan was received on 06/28/2024 and validated before exiting
on 07/03/2024. The IJ removal was on 06/15/2024. The deficient practice remained at a S/S of a D following
the removal of the immediate jeopardy.

The findings include:

Review of the facility's policy titled, Abuse Neglect Procedural Guidelines, revised 08/29/2019, stated, Abuse
is the willful infliction of injury, unreasonable confinement, intimidation or punishment with resulting physical
harm, pain, or mental anguish. irrespective of mental or physical condition. Further review revealed two
forms of abuse could be verbal or physical. Per the policy, verbal abuse included the use of oral
communication or sounds within hearing distance of the resident, regardless of the resident's age, ability to
comprehend, or disability. The policy also stated physical abuse could be with or without injury.
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F 0600

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

Review of the facility's policy titled, Resident Rights Guidelines, revised 05/11/2017, revealed residents had
the right to be free from physical and verbal abuse from staff, family, and other residents.

Review of R7's Facesheet revealed the facility admitted the resident on 01/05/2024 with diagnoses that
included unspecified dementia, pain, and abnormalities in gait and mobility.

Review of R7's quarterly Minimum Data Set (MDS), with an assessment reference date (ARD) of
04/05/2024, revealed the facility assessed the resident to have a Brief Interview for Mental Status (BIMS)
score of three (3) of fifteen, indicating severe cognitive impairment.

Review of the Long Term Care Facility - Self Reporting Incident Form Facility Reported, dated 06/07/2024,
revealed the incident between R7 and CRMA7 occurred at 5:50 PM on 06/07/2024. The report revealed this
form was submitted to the Office of Inspector General/State Survey Agency (OIG/SSA) on 06/07/2024 at
7:55 PM.

Review of the facility's initial Investigation Report, dated 06/07/2024 at 7:55 PM and the witness statements
from CRCA6, CRCA 10, and LPN2, revealed that on 06/07/2024 at 5:50 PM, CRCA6 and CRNA10 observed
CRMA?7 argue and yell at R7 while preventing her from leaving an area at the end of a hall. CRMA7 was
observed restraining R7 until she got loose and swung at CRMA7, knocking CRMAT's glasses from her face.
CRMA7 smacked R7 across the face, with her hand. CRCA6's and CRCA10's statements revealed they both
heard what sounded like R7's head hitting the wall at the same time as the smack. CRCA 6, CRCA 10, and
LPN2 stated R7 exhibited increased anxiety and uncontrollable crying but no visible marks were reported or
documented.

Review of the skin assessment performed by LPN2, dated 06/07/2024, after the incident, revealed the
bruising present on R7 could be correlated with labs recently drawn in the anti-cubital area of her left arm,
and an old bruise on her right forearm could also be associated to scheduled labs.

Review of CRMAT7's 06/07/2024 timesheet revealed she clocked out at 6:39 PM, 50 minutes after the
facility's report and witness statements indicate the incident occurred.

Review of CRMAT7's employee file revealed upon hire date in 2014, a previous reprimand was on file
regarding her tone when talking to residents. The file revealed CRMA7 was suspended on 06/07/2024
pending an internal investigation of the incident with R7 and was terminated on 06/12/2024.

Review of the statement documented by the Administrator and dictated by the Director of Health Services
(DHS), dated 06/07/2024, revealed the witnesses CRCA6 and CRCA10 did not see but thought CRMA7 hit
R7, and when asked, they stated, I'm not sure and CRMA7 may have hit R7 back. Per the statement,
CRCAG reported she saw CRMA7 get slapped by R7 and possibly saw CRMA? restrain R7 against the wall.

Review of the final Investigation Report, dated 06/12/2024 at 2:05 PM, revealed its findings were
inconclusive and stated the written versus oral versions of these events were not the same, and there was
no willful infliction of injury resulting in physical or emotional harm. The facility did, however, terminate CRMA
7 based on not following company service standards.
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Review of a written statement by CRMA7, dated 06/07/2024 at 7:37 PM, revealed R7 was agitated because
she wanted to go out, and R7 proceeded to hit, pinch, and knee CRMA?7 in the stomach area. She reported
that she had R7 in the corner so she would not hurt a resident. CRMA7 reported R7 had her by the wrists,
and when R7 let go of them, she knocked the glasses off CRMAT7's face. CRMA?7 stated, | did not retaliate by
hitting her on purpose but if my arm hit her when it raised up to keep her from getting my face.l wasn't going
to let her hit me.

During an interview on 06/18/2024 at 1:34 PM with R7 and her husband, R7 denied memory of any events
where someone had been mean with her, and she was not afraid. R7's spouse stated he recalled hearing
about the incident on 06/07/02024, but he had no current concerns. He stated he was glad CRMA7 was no
longer at the facility, and he was otherwise happy with his wife's care.

During an interview on 06/19/2024 at 10:00 AM with CRMA7, she stated it was near the end of the shift on
06/07/2024 at 5:15 PM to 5:30 PM, when staff heard the door alarm go off. She stated R7 was wandering
around and pushing another resident in a wheelchair. She stated R7 told staff they were going home.
CRMA?7 stated she observed R7 attempting to get a chair-ridden resident out of her wheelchair and push on
the exit door, which set off the door alarm. She stated CRCA10 redirected the resident in the wheelchair and
she attempted to redirect R7. She stated R7 was already agitated because she was stopped from going out
the door. She stated R7 became so agitated that she became physically aggressive toward CRMA7. CRMA7
stated she felt the only way to control the situation was to manually hold R7 off. She stated R7 then got loose
and smacked the glasses off her. CRMA7 stated she did not smack R7 in return, but with R7 trying to hit her,
it was possible her arms went up to defend herself and she accidentally hit her. CRMA7 could not confirm or
deny that she remembered any contact, stating, It all just happened so fast, | don't know. She stated she
later saw R7 in the courtyard with other residents. She denied any previous disciplinary action related to staff
and patient interaction. CRMA7 stated she received regular, yearly training on abuse.

During an interview on 06/18/2024 at 1:11 PM, CRCA10 stated R7 had been pushing another resident
around in a wheelchair, but at some point, the residents decided they wanted to go home. She stated R7
went toward the 700 Hall exit door. She stated she heard the door alarm, and she went to the door. CRCA10
stated R7 attempted to exit with the resident she was pushing in the wheelchair. She stated she and CRMA7
attempted to re-direct the residents. CRCA10 stated she got the wheelchair-bound resident out of the
immediate area and turned back to R7 and CRMA7. CRCA10 stated she observed CRMA7 holding R7's
arms firmly, but then R7 got loose and smacked the glasses off CRMAT7's face. She stated then CRMA7
smacked R7's face, and she heard her head make contact with the wall. CRCA10 stated she reinforced
verbally for CRMA7 to let R7 go, and CRCAG6 went to get the nurse.

During an interview on 06/19/2024 at 9:29 AM with CRCAB, she stated she was picking up dishes at the end
of dinner and was working with another resident, when CRCA10 went around the corner toward the 700 Hall
exit door, near the nurses' station. She stated CRNA10 reported to CRCA6 that she could see CRMA?7, in
the corner, physically holding R7's arms. She stated, by this time, she had joined CRCA10. She stated R7
got loose and hit the glasses off CRMA7's face. She stated she then saw CRMA7 slap R7 in response and
heard R7's head hit the wall. When asked if it might have been a defensive move and the slap was
accidental, CRCAG stated, No, it all happened too fast and there was no time for R7 to have attempted to hit
CRMAY7 before the slap to R7. CRCA6 was asked about the statement provided by the weekend supervisor
and her report that CRCA6 did not have a direct vision of events. CRCA6 stated that was not true. She
stated, They have their reasons. CRCAG6 stated she and CRCA10 verbally tried to get CRMAY to just let her
go. She stated CRCA10 separated R7 and CRMA7, while CRCA6 got LPN2.
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During a phone interview on 06/20/2024 at 8:50 AM, LPN2 stated she was at the 700 Hall nurses' station,
and R7 was ambulating and pushing another resident around in a wheelchair. She stated the 700 Hall's exit
door alarm sounded, and CRMA7 and CRCA10 went to it. She stated R7 became more agitated with
CRMA7 as manifested by the raised voices of both R7 and CRMA?7. She stated CRCA®6 arrived, and
CRCA10 took the wheelchair resident away from the area. She stated she could see through a glass window
that CRMA7 had her arms extended out and was yelling at R7, and R7 was yelling back. She stated she and
CRCAG6 separated CRMA7 and R7. She stated she took R7 outside and told CRCAG to call the DHS, which
CRCAG did at 6:20 PM. She stated R7 was very upset and hard to console for a little while, although R7
could not express why she was upset. She stated the nursing shift ended at 6:30 PM, and LPN2 observed
CRMA7 counting her medications on her cart and giving a report to the oncoming shift. LPN2 stated CRMA7
clocked out but remained at the nurses' station desk, on her phone watching a video, after her shift. She
stated CRMAY did leave before LPN2, who clocked out at 7:00 PM (this was verified by LPN2's timesheet).

During an interview on 06/21/2024 at 9:25 AM with the DHS and the Corporate Clinical Support present, she
stated residents were allowed to wander because staff knew them and tried to anticipate their actions. About
the incident on 06/07/2024, she stated she was contacted by CRCAG at 6:20 PM, and she immediately
reported this to the Executive Director. The DHS stated the determining factor in deciding this was not a
substantiated case were the withess comments that they thought or didn't hear. The DHS stated she would
expect to be notified immediately if there was a concern about abuse. She stated she was content with the
chain of events and the timeline as they occurred.

During an interview on 06/19/2024 at 9:48 AM with the Executive Director (ED), he stated he was not sure
CRMA?7 hit R7, or with intent, because he was hearing inconsistencies with the stories from the staff
involved. He stated CRMA7 was terminated because she did not rise to the facility's standards. He stated
that CRMA7 had received previous disciplinary action related to her tone with other residents.
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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Immediate 50192

jeopardy to resident health or

safety Based on interview, record review, review of the facility's investigation reports, and review of the facility's
policy, the facility failed to ensure its staff implemented the facility's abuse policy regarding immediately

Residents Affected - Few providing for the safety of the resident after her allegations of physical and verbal abuse by staff for 1 of 8

sampled residents (Resident #7(R7)). Additionally, review of the facility's policy revealed the policy failed to
include guidance to equip staff with the knowledge to be able to communicate and coordinate situations of
abuse with the facility's Quality Assurance and Performance Improvement (QAPI) program.

On 06/07/2024 at approximately 5:50 PM Certified Resident Care Aide (CRCA) 6 and CRCA10 observed
Certified Resident Medication Aide (CRMA) 7 become argumentative and physically aggressive with R7
including, but not limited to, a slap on R7's face. They both could hear what sounded like R7's head hitting
the wall at the same time as the smack. CRCA®6 contacted the Director of Health Services (DHS) at 6:20 PM.
Per review of CRMA7's timesheet, she did not clock out until 6:39 PM. Therefore, CRMA7 was not sent
home immediately but remained in the facility approximately 50 minutes after the incident occurred.

The facility's failure to have an effective system to ensure residents were protected from verbal and physical
abuse by immediately securing the safety of the resident from the alleged perpetrator was likely to cause
serious injury, impairment, or death.

Immediate Jeopardy (IJ) and Substandard Quality of Care (SQC) were identified on 06/21/2024 at CFR 42
483.12 Develop/Implement Abuse/Neglect Policies (F607) at the highest Scope and Severity (S/S) of a J.
The 1J was determined to exist on 06/07/2024. The facility was notified of the Immediate Jeopardy on
06/21/2024.

An acceptable Immediate Jeopardy Removal Plan was received on 06/28/2024 and validated before exit on
07/03/2024. The 1J removal was on 06/15/2024. The deficient practice remained at a S/S of a D following the
removal of the immediate jeopardy so the facility could develop their abuse policy to define how staff would
communicate and coordinate situations of abuse with the QAPI program.

Refer to F600
The findings include:

Review of the facility's policy titled, Abuse, Neglect - Procedural Guidelines, dated 08/29/2019, revealed that
for the protection of the resident, upon identifying suspected abuse or neglect, immediately provide for the
safety of the resident. This action might include, but was not limited to, suspending the suspected employee
pending the outcome of an investigation. Further review revealed the policy failed to address how staff would
communicate and coordinate situations of abuse with the QAPI program.

Review of the same policy, Abuse, Neglect - Procedural Guidelines, updated 06/19/2024, revealed this
version of the policy also failed to address how staff would communicate and coordinate situations of abuse
with the QAPI program.
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jeopardy to resident health or
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Review of the Centers for Medicare and Medicaid (CMS) State Operations Manual (SOM), Appendix PP, 42
CFR 483.12 (b)(4), dated 02/03/2023, revealed the facility's abuse policy should define how staff would
communicate

and coordinate situations of abuse, neglect, misappropriation of resident property, and exploitation with the
QAPI program.

Review of the facility's Long Term Care Facility - Self Reporting Incident Form Facility Reported, dated
06/07/2024, revealed the incident between R7 and CRMA?7 occurred at 5:50 PM on 06/07/2024. Further
review of the report revealed it was submitted to the State Survey Agency (SSA) on 06/07/2024 at 7:55 PM.

Review of the facility's initial Investigation Report, dated 06/07/2024 at 7:55 PM, indicated CRMA7 had
contact with R7's head after R7 struck her. There was no indication via skin assessment that there was
physical injury other than an old bruise on the left bicep. Per the report, the resident was taken for a walk by
Licensed Practical Nurse (LPN) 2. The report stated R7 did not recall the event when interviewed by facility
staff, immediately after and in the days to follow. Per the report, the Executive Director called the facility to
suspend the staff member (on 06/07/2024, no time given), but CRMA7 had already left.

Review of CRMA7's 06/07/2024 timesheet, revealed she clocked out at 6:39 PM in the memory care
building.

During an interview on 06/19/2024 at 9:29 AM with CRCAB, she stated she was picking up dishes at the end
of dinner and was working with another resident, when CRCA10 went around the corner toward the 700 Hall
exit door, near the nurses' station. She stated CRNA10 reported to CRCA6 that she could see CRMA?7, in
the corner, physically holding R7's arms. She stated, by this time, she had joined CRCA10. She stated R7
got loose and hit the glasses off CRMA7's face. She stated she then saw CRMA7 slap R7 in response and
heard R7's head hit the wall. When asked if it might have been a defensive move and the slap was
accidental, CRCAG stated, No, it all happened too fast and there was no time for R7 to have attempted to hit
CRMAT7 before the slap to R7. CRCAG stated she and CRCA10 verbally tried to get CRMAZ7 to just let her
go. She stated CRCA10 separated R7 and CRMA7, while CRCA6 got LPN2.

During a phone interview on 06/20/2024 at 8:50 AM, LPN2 stated she was at the 700 Hall nurses' station,
and R7 was ambulating and pushing another resident around in a wheelchair. She stated the 700 Hall's exit
door alarm sounded, and CRMA7 and CRCA10 went to it. She stated R7 became more agitated with
CRMA7 as manifested by the raised voices of both R7 and CRMA?7. She stated CRCA®G arrived, and
CRCA10 took the wheelchair resident away from the area. She stated she could see through a glass window
that CRMA7 had her arms extended out and was yelling at R7, and R7 was yelling back. She stated she and
CRCAG6 separated CRMA7 and R7. She stated she took R7 outside and told CRCAG to call the DHS, which
CRCAG did at 6:20 PM. She stated R7 was very upset and hard to console for a little while, although R7
could not express why she was upset. She stated the nursing shift ended at 6:30 PM, and LPN2 observed
CRMA7 counting her medications on her cart and giving a report to the oncoming shift. LPN2 stated CRMA7
clocked out but remained at the nurses' station desk, on her phone watching a video, after her shift. She
stated CRMA? did leave before LPN2, who clocked out at 7:00 PM (this was verified by LPN2's timesheet).
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During an interview with the DHS on 06/21/2024 at 9:25 AM, she stated in the event of any type of abuse,
she would expect to be notified immediately if there was a concern about abuse. She stated she was notified
at 6:20 PM by CRCAB, approximately 30 minutes after the incident occurred. She stated she was satisfied
with the timing of events, and she felt staff contacted her as fast as they were able. The DHS stated she
reported the incident to the Executive Director immediately.

During an interview with the Corporate Clinical Support Nurse on 07/03/2024 at 11:16 AM, she stated, after
an abuse allegation or observation, her expectation was for staff to take action to ensure the resident's
safety, separate the alleged perpetrator from the resident, escort the alleged perpetrator out of the building,
and immediately report the abuse to the supervisor and/or the Executive Director. She also stated she felt
the facility incorporated the components of the QAPI requirement in their abuse investigations. She stated
the abuse policy might not detail the exact verbiage of the QAPI requirement but thought other tools that
were used facilitated meeting that requirement.
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