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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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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 46703

Residents Affected - Few Based on record review and interview, the facility failed to ensure residents were free from abuse for one
(#3) of three residents sampled for abuse.

The director of nursing identified 41 residents resided in the facility.

An undated facility policy, titled Abuse Prohibition Policy and Procedure , documented in parts . Procedure:
Inola Healthcare and Rehab is committed to protecting our residents from abuse by anyone including, but not
limited to: facility staff, other residents, consultants, volunteers, staff, and other agencies providing services
Resident #3 had diagnoses which included epilepsy, anxiety, and stroke.

Resident #1 had diagnoses which included hypertension, encephalopathy, and chronic pain.

An incident report, dated 05/01/24, documented that while Resident #3 was trying to sleep, Resident #1 had
their cell phone playing loud music and was singing loudly up and down the hallway. When Resident #3
asked Resident #1 to turn the music down and to not sing loudly Resident #1 called Resident #3 fat and a
bitch.

A care plan for Resident #1, dated 05/18/23, documented the resident demonstrates impulsive behavior. The
care plan documented a goal that the resident would be redirected and educated when impulsive behavior
occurs and would follow the policy and procedures of the facility.

On 05/28/24, at 10:15 a.m., CNA #3 stated Resident #1 calls residents and staff vulgar names.

On 05/28/24, at 10:20 a.m., LPN #2 stated Resident #1 yells and curses at residents and staff. The Resident
#1 is very confrontational.

On 05/28/24, at 11:15 a.m., LPN #1 stated Resident #1 intentionally antagonizes other residents. The police
have been called to the facility several times due to the residents behaviors.

On 05/28/24, at 2:30 p.m., the social services director stated, when Resident #1 has behavioral outbursts he
does it affront of other residents and it causes the residents fear and anxiety.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
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F 0600 On 05/29/24, at 1:15 p.m., the administrator stated Resident #1 is causing fear and anxiety among other
residents to the point that some of them cry. To stop recurrence the medical director has written an order for
Level of Harm - Minimal harm or discharge and they have given the resident a 30 day discharge notice. The Resident #1 is appealing the 30
potential for actual harm day discharge and they have a hearing on 06/04/24. The administrator stated they try to redirect the resident
when they become belligerent and separate him from other residents. The police have been called to the
Residents Affected - Few facility several times due to Resident #1's behavior.
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