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F 0610 Respond appropriately to all alleged violations.

Level of Harm - Minimal harm 41220
or potential for actual harm

Based on record review and interview, the facility failed to prevent abuse for one (#5) of three residents who
Residents Affected - Few were sampled for abuse.

The administrator identified 125 resident resided in the facility.
Findings:

A facility policy titled Resident Abuse, Neglect and Misappropriation of Property, read in part . the resident
has the right to be free from verbal, sexual, physical, and mental abuse, corporal punishment, and
involuntary seclusion .

Resident #5 had diagnoses which included dementia with behaviors and a history of traumatic brain injury.

An Incident Report Form, dated 08/10/24, documented Resident #5 had hit RN #1 and RN #1 had then
slapped the resident. RN #1 was terminated by the administrator immediately. A police report, an incident
report, and a report to the licensure board was made. All staff present were inserviced on the abuse policy.

On 08/14/24 at 12:20 p.m., the administrator stated the incident was investigated immediately, RN #1 was
fired on the spot and walked them out of the building. The resident was assessed and stated they were not
hurt and did not want to go to the hospital. The police and all other agency notifications were made. Our
corporate Q.M. and R.M. were notified and came onsite. We began the Q.A. by immediately in-servicing all
the staff present. We continued with educating the staff on abuse until all employees were re-educated. The
last inservice was held on 08/12/24.

A review of the punch detail for the facility from 08/10/24 through 08/13/24 documented a clock out time for
RN #1 on 08/10/24 of 10:20 a.m.

A current employee list provided by the facility on 08/12/24 did not list RN #1 as an employee.
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