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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm 45913
or potential for actual harm
Based on observation, record review, and interview, the facility failed to implement their abuse policy
Residents Affected - Many regarding an allegation of abuse which has the potential to affect all residents.

The director of nursing identified 29 residents who resided in the facility.
Findings:

The Reporting Resident Abuse policy, undated, documented in part, Should the allegations be true, the
employee(s) will be terminated from employment. Records of the allegations will be filed in the accused
employee's personnel record.

An Incident Report Form, dated 06/02/24, documented Res #23 reported the evening the gospel singers
were to perform at the facility, CNA #1 took them out on the front porch prior to the singing. Res #23 reported
CNA #1 started cursing, saying God damn, fuck, and shit. Res #23 reported they could handle the F word,
but the use of God damn was upsetting to them especially with gospel singers at the facility. Res #23
reported CNA #1 kept cursing and they had to tell CNA #1 to zip it. The resident reported CNA #1 has cursed
in front of them before and reported CNA #1 walks down the hall cursing. The report also documented other
staff reported to the DON, CNA #1 does curse while working in the facility. The DON documented the
allegation of verbal abuse was substantiated and CNA #1 was terminated.

There was no record of the allegation/disciplinary action documented in CNA #1's employee file. An
employee roster, not titled or dated, which documents status changes of employees, did not document CNA
#1 was terminated.

An Incident Report Form, dated 06/27/24, documented CNA #1 who had been working in the dietary
department since 06/25/24, was accused of being aggressive with residents. The investigation was not
substantiated and the employee was allowed to continue to work. The form also documented CNA #1 was
allowed to return to work after the 06/02/24 incident of substantiated verbal abuse after CNA #1 went through
training on proper language use.

The July nursing schedule documented CNA #1 started back working the nursing departments on 07/09/24.
On 08/07/24 at 2:30 p.m., CNA #1 was observed to be passing ice to residents.
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F 0607 On 08/08/24 at 3:50 p.m., CNA #1 was observed to be working.
Level of Harm - Minimal harm or On 08/08/24 at 2:00 p.m. several anonymous employees were interviewed and reported CNA #1 was to be
potential for actual harm terminated on 06/03/24 by the administrator. The employees reported CNA #1 was not terminated and did

not go through any training prior to returning to work in the dietary department on 06/25/24.
Residents Affected - Many
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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm or 45913
potential for actual harm
Based on record review, and interview, the facility failed to complete a investigation regarding an allegation
Residents Affected - Many of abuse which has the potential to affect all residents.

The director of nursing identified 29 residents who resided in the facility.
Findings:

The Reporting Resident Abuse policy, undated, documented in part, The facility must complete an incident
report form .and include when possible statements of any witnesses.

An Incident Report Form, dated 06/02/24, documented Res #23 reported the evening the gospel singers
were to perform at the facility, CNA #1 took them out on the front porch prior to the singing. Res #23 reported
CNA #1 started cursing, saying God damn, fuck, and shit. Res #23 reported they could handle the F word,
but the use of God damn was upsetting to them especially with gospel singers at the facility. Res #23
reported CNA #1 kept cursing and they had to tell CNA #1 to zip it. The resident reported CNA #1 has cursed
in front of them before and reported CNA #1 walks down the hall cursing. The report also documented other
staff reported to the DON, CNA #1 does curse while working in the facility. The DON documented the
allegation of verbal abuse was substantiated and CNA #1 was terminated.

An Incident Report Form, dated 06/27/24, documented CNA #1 was accused of being aggressive with
residents. The investigation was not substantiated and the employee was allowed to continue to work.

There was no documented witness statements, interviews, or investigation to review.
On 08/08/24 at 2:00 p.m., several anonymous employees were interviewed and reported there were no

witness statements or documentation of their interviews and investigation. They reported they did an
investigation but did not document it.
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