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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 46216

Residents Affected - Few Based on record review and interview, the facility failed to ensure residents were free from physical abuse for
two (#2 and #5) of three sampled residents reviewed for abuse.

LPN #1 identified 59 residents resided in the facility.
Findings:

An undated Abuse, Neglect and Exploitation policy, read in part, It is the policy of this facility to provide
protections for the health, welfare and rights of each resident by developing and implementing written
policies and procedures that prohibit and prevent abuse neglect, exploitation and misappropriation of
resident property. The policy also read, The facility has written policies and procedures that define how staff
will communicate and coordinate situations of abuse.

1. Resident #2 had diagnoses which included anxiety disorder and depression.

A MDS assessment, dated 01/05/24, documented the resident's cognition was intact with a BIMS score of
15. It documented the resident was always incontinent of bladder and required substantial/maximal assist of
staff for toileting hygiene.

An initial OSDH Incident Report, received at OSDH on 08/19/24 at 12:07 p.m., read in part, [Resident #2]
reported that employee was rough with [them] during care. [CNA #3] suspended pending investigation. The
incident report also read the physician, family, APS, law enforcement, and the Nurse Aide Registry were
notified.

On 08/20/24, the facility interviewed residents in regard to how staff treated residents. Resident #2 stated
they could tell one of the aides was nervous because they did not want to be there. Resident #2 stated they
had asked the aide to slowly pull them up or be careful. Resident #2 stated the aide stated they should be in
a bubble.

On 08/21/24, the facility interviewed staff regarding the incident. CNA #3 stated they did make the statement,
Bless your heart, you need to live in a bubble.
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F 0600

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

A final OSDH Incident Report, received on 08/23/24 at 1:34 p.m., read in part, Interviews completed with
resident and staff. Employee was anxious while learning on new unit, which then caused the resident to be
anxious.

2. Resident #5 had diagnoses which included epileptic seizures, polyneuropathy, and muscle wasting and
atrophy.

A MDS assessment, dated 08/20/24, documented the resident's cognition was moderately impaired with a
BIMS score of nine. It documented the resident was always incontinent of bladder and was dependent upon
staff for toileting hygiene.

An initial OSDH Incident Report Form, received at OSDH on 08/28/24 at 11:27 a.m., read in part, [CMA #1],
reported that last night [they] was assisting [CNA #3] with care for [Resident #5] when [they] heard [CNA #3]
make some comments to the resident in a harsh manner that [they] felt like were inappropriate. [CNA #3]
was placed on suspension pending investigation. Investigation is ongoing. The incident report also read, the
physician, family, APS, law enforcement, and Nurse Aide Registry were notified.

On 08/28/24, Resident #5 was interviewed by the administrator. Resident #5 stated CNA #3 had come in
their room with an attitude because it did not go the way CNA #3 wanted. Resident #5 stated CNA #3 wanted
to roll them side to side to change them and they could not do that because of the stroke that left them with
pain and deformities to their left side. Resident #5 stated CNA #3 stated, | am just going to see if | can get
you kicked out of here.

On 08/29/24, the facility interviewed other residents in regard to how they were treated by staff. (Resident
name withheld) stated they rang their bell [CNA #3] told them | just changed you, we only check every 2
hours. (Resident name withheld) stated they were fearful to press their call light because of the aides attitude.

A final OSDH Incident Report, received at OSDH on 08/30/24 at 3:33 p.m., read in part, Statements and
interviews completed. Staff and resident interviews had similar stories with differences in wording. During the
interviews an additional concern presented regarding [CNA #3] The report also read, [CNA #3] had
presented with an attitude when [another resident] had used [their] call light to ask for assistance with have
[their] brief changed, telling the resident that [they] had just done that. Brief was changed promptly, however
resident no longer wanted interaction with [CNA #3]. [CNA #3] is no longer employed at [facility name
withheld].

Abuse in-services were documented as completed on 09/24/24.

On 11/27/24 at 9:45 a.m., CMA #1 stated the way CNA #3 treated Resident #5 was unprofessional and they
spoke to them like a stranger on the street.

On 11/27/24 at 9:47 a.m., CMA #1 stated they had in-services on abuse and how to treat residents.

On 11/27/24 at 9:52 a.m., CMA #1 stated the policy on abuse was Don't do it, mental, physical, verbal, is not
acceptable.
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F 0600 On 11/27/24 at 11:21 a.m., CNA #4 stated the policy on abuse was Not tolerated, physical or emotional it
was to be reported.

Level of Harm - Minimal harm or
potential for actual harm On 11/27/24 at 12:28 p.m., the administrator stated CMA #1 had been assisting CNA #3 with care for
Resident #5. The administrator stated CNA #3's demeanor and their language was unprofessional. The
Residents Affected - Few administrator stated during interviews another resident had stated CNA #3 spoke to them rudely as well. The
administrator stated CNA #3 would have be termed, but they self dissolved their position between the initial
and final reports.

On 11/27/24 at 12:33 p.m., the administrator stated staff had been in-serviced after the incidents.

On 11/27/24 at 12:34 p.m., the administrator stated state reportables were discussed at the monthly QAPI
meeting to decrease/minimize the risk to residents. Also, monitoring was conducted through rounds and
social service follow-ups. They stated if a concern were to arise the facility would pull a sample pool to
question.
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