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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 - Minimal harm
or potential for actual harm 30267

Residents Affected - Some Based on record review and interview, the facility failed to ensure the residents' right to be free of abuse for
two (#1 and #2) of three residents reviewed for abuse.

The facility's Resident List Report documented 44 residents lived in the facility.
Findings:

A resident abuse, neglect, exploitation, and misappropriation prevention program policy, revised April 2021,
documented the policy's objectives were:

- to protect residents from abuse by anyone, including facility staff and other residents;

- to establish and maintain a culture of compassion and caring for all residents and particularly those with
behavioral, cognitive, or emotional problems; and

-to protect residents from any further harm during the investigations.
1. Resident #2 had diagnoses which included encephalopathy, dementia, and stroke.

The quarterly assessment, dated 06/03/24, documented Resident #2 was severely impaired in cognition and
utilized a wheelchair for mobility.

A State Reportable Incident Report, dated 07/28/24, read in part the facility staff observed Resident #1 had
their hand down the pants of Resident #2. The report documented both residents were severely impaired in
cognition and utilized a wheelchair for mobility.

The report documented the two residents were seperated, Resident #2 was assessed for injury/distress, and
a staff member was assigned to stay with Resident #1 until the resident was transported from the facility.

The report documented the investigation included interviews with staff and review of video surveillance which
showed Resident #1 had their hand on the thigh of Resident #2.
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F 0600 The report documented the facility staff were in-serviced on the facility abuse protocol/policy/procedure and
identifying sexual abuse. The report documented the staff were given a multiple choice testing tool to ensure
Level of Harm - Minimal harm or understanding of the information provided in the in-service.

potential for actual harm

The report documented the facility staff were to be in-serviced on abuse on hire and quarterly thereafter.
Residents Affected - Some

The report documented the facility staff would routinely interview residents to ensure they were comfortable
with reporting concerns or issues with staff.

2. Resident #1 had diagnoses which included cognitive social and emotional deficit following a stroke,
impulsiveness, dysphagia, hydrocephalus, depression, disorientation, and dementia with behaviors.

A second State Reportable Incident Report, dated 07/28/24, documented the charge nurse alerted
administration a CNA had observed LPN #1 smack the chest of Resident #1 while they were in the common
room.

The report documented the LPN was suspended and the resident was assessed for injury/distress.

The report documented an investigation was initiated. The report documented interviews were conducted
with staff and residents.

The report documented CNA #1 observed LPN #1 tell Resident #1 not to touch them and then slapped
Resident #1 in the chest pretty hard.

The report documented video surveillance showed Resident #1 pinching LPN #1 on the buttocks at which
time LPN #1 turned and made contact with Resident #1's chest with their open hand thus pushing him away.

The report documented LPN #1 was terminated and the appropriate agencies notified of the allegation and
the results of the investigation.

The report documented the facility staff were in-serviced on the facility abuse protocol/policy/procedure and
identifying staff on resident abuse. The report documented the staff were given a multiple choice testing tool
to ensure understanding of the information provided in the in-service.

The report documented the facility staff were to be in-serviced on abuse on hire and quarterly thereafter.

The report documented another intervention to abuse was the facility staff would routinely interview residents
to ensure they were comfortable with reporting concerns or issues with staff.
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F 0600 On 07/31/24 at 1:30 p.m., the administrator stated the two State Reportable Incident Reports documented
related incidents which quickly happened one after the other. The administrator stated the allegation was

Level of Harm - Minimal harm or Resident #1 was overheard making inappropriate comments to Resident #2 and then Resident #1 was

potential for actual harm observed with their hand down the pants of Resident #2. The administrator stated LPN #1 was observed to
start to remove Resident #2 from the area when Resident #1 pinched LPN #1 on their buttocks who then

Residents Affected - Some turned and, with an open hand, made contact with the chest of Resident #1, pushing them backward in their
wheelchair.

The administrator stated through review of surveillance and interviews, the facility was able to substantiate
that Resident #1 had their hand on the thigh of Resident #2 and that LPN #1 had made willful contact with
Resident #1.

The administrator stated the allegations of abuse were substantiated but the facility staff followed their facility
abuse protocol after the two events occurred by protecting both residents from further abuse, investigating
the two allegations and providing in-services/training. The administrator stated abuse was added to their
quality assurance program and would be routinely monitored through the education of staff, testing the staff
knowledge of the abuse protocols/procedures, interviewing residents, and vigilant monitoring.
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