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Initial Comments

On 03/25/24 the State Agency (SA) conducted
two (2) Complaint Investigations (Cl MS #24137
and Cl MS #24520). Cl MS #24137 was
investigated for infection control and Cl MS
#24520 was investigated for alleged abuse of a
resident. The SA determined that the facility was
not in compliance with the Minimum Standard for
Institutions for the Aged and Infirm for ClI MS
#24520 and cited M500. The SA determined the
facility was in compliance for Cl MS #24137 and
no deficiencies were cited.

The facility was licensed for 145 beds and the
resident census was 118 at the time of the
survey.

45.17.2 Residents' Rights

Residents' Rights. The residents' rights policies
and procedures ensure that each resident
admitted to the facility:

1. is fully informed, as evidenced by the resident's
written acknowledgment, prior to or at the time of
admission and during stay, of these rights and is
given a statement of the facility's rules and
regulations and an explanation of the resident's
responsibility to obey all reasonable regulations of
the facility and to respect the personal rights and
private property of other residents;

2. is fully informed, and is given a written
statement prior to or at time of admission and
during stay, of services available in the facility,
and of related charges including any charges for
services covered by the facility's basic per diem
rate;

3. is assured of adequate and appropriate
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medical care, is fully informed by a physician or
nurse practitioner/physician assistant of his
medical conditions unless medically
contraindicated (as documented by a physician or
nurse practitioner/physician assistant in his
medical record), is afforded the opportunity to
participate in the planning of his medical
treatment, to not be limited in his/her choice of a
pharmacy or pharmacist provider in accordance
with state law, as referenced in House Bill 1439,
which states that the facility shall not limit a
resident ' s choice of pharmacy or pharmacy
provider if that provider meets the same
standards of dispensing guidelines required of
long term care facilities, to refuse to participate in
experimental research, and to refuse medication
and treatment after fully informed of and
understanding the consequences of such action;

4. is transferred or discharged only for medical
reasons, or for his welfare or that of other
residents, or for nonpayment for his stay (except
as prohibited by sources of third-party payment),
and is given a two weeks advance notice in
writing to ensure orderly transfer or discharge. A
copy of this notice is maintained in his medical
record;

5. is encouraged and assisted, throughout his
period of stay, to exercise his rights as a resident
and as a citizen, and to this end may voice
grievances, has a right of action for damages or
other relief for deprivations or infringements of his
right to adequate and proper treatment and care
established by an applicable statute, rule,
regulation or contract, and to recommend
changes in policies and services to facility staff
and/or to outside representatives of his choice,
free from restraint, interference, coercion,
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discrimination, or reprisal;

6. may manage his personal financial affairs, or is
given at least a quarterly accounting of financial
transactions made on his behalf should the
facility accept his written delegation of this
responsibility to the facility for any period of time
in conformance with State law;

7. is free from mental and physical abuse;

8. is free from restraint except by order of a
physician or nurse practitioner/physician
assistant, or unless it is determined that the
resident is a threat to himself or to others.
Physical and chemical restraints shall be used for
medical conditions that warrant the use of a
restraint. Restraint is not to be used for discipline
or staff convenience. The facility must have
policies and procedures addressing the use and
monitoring of restraint. A physician order for
restraint must be countersigned within 24 hours
of the emergency application of the restraint;

9. is assured security in storing personal
possessions and confidential treatment of his
personal and medical records, and may approve
or refuse their release to any individual outside
the facility, except, in the case of his transfer to
another health care institution, or as required by
law of third-party payment contract;

10. is treated with consideration, respect, and full
recognition of his dignity and individuality,
including privacy in treatment and in care for his
personal needs;

11. is not required to perform services for the
facility that are not included for therapeutic
purposes in his plan of care;
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12. may associate and communicate privately
with persons of his choice, may join with other
residents or individuals within or outside of the
facility to work for improvements in resident care,
and send and receive his personal mail
unopened, unless medically contraindicated (as
documented by his physician or nurse
practitioner/physician assistant in his medical
record);

13. may meet with, and participate in activities of,
social, religious and community groups at his
discretion, unless medically contraindicated (as
documented by his physician or nurse
practitioner/physician assistant in his medical
record);

14. may retain and use his personal clothing and
possessions as space permits, unless to do so
would infringe upon rights of other residents,
unless medically contraindicated (as documented
by his physician or nurse practitioner/physician
assistant in his medical record);

15. if married, is assured privacy for visits by
his/her spouse; if both are inpatients in the
facility, they are permitted to share a room,
unless medically contraindicated (as documented
by the attending physician or nurse
practitioner/physician assistant in the medical
record); and

16. is assured of exercising his civil and religious
liberties including the right to independent
personal decisions and knowledge of available
choice. The facility shall encourage and assist in
the fullest exercise of these rights.

This Statute is not met as evidenced by:
Level Il

1. How corrective actions will be
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Based on observation, interviews, record review,
and policy review, the facility failed to prevent
verbal abuse to Resident #1 for one (1) of three
(3) residents reviewed for abuse/neglect.

Findings Include:

The facility policy titled "Abuse, Neglect, and
Exploitation" dated approved 03/04/2025 read:
"Each resident has the right to be free from
abuse, neglect, misappropriation of resident
property and exploitation. Residents must not be
subject to abuse by anyone, including, but not
limited to, facility staff, other residents,
consultants, contractors, volunteers, or staff of
other agencies serving the resident, family
members, legal guardians, friends, or other
individuals."

Interview on 03/25/24 at 12:20 PM with the facility
Administrator revealed that Hospital Dietary
Employee #1 and Resident #1 "had words" in the
dining area a few weeks ago when the resident
had returned to the facility from being out on a
pass. He stated the resident was requesting food
in the dining room area of the facility when this
incident occurred. The Administrator confirmed
that on 03/08/24 when the verbal altercation
between Dietary Employee #1 and Resident #1
occurred, Hospital Dietary Employee #1 was
given a "written warning" at that time due to poor
customer service.

Record review of the Disciplinary Warning Notice
#1, dated 3/8/24, issued to Dietary Employee #1
read: "Date of Incident 3/8/24 Time of Incident
10:00 AM Shift AM Action Taken: Written
Warning. Report of Incident: Dietary Manager
and Administrator had a meeting with (Dietary

accomplished for those residents found to
have been affected by the deficient
practice:

On 03/25/2024 Resident #1 care plan was
updated to include resident having a Brief
Interview of Mental Status (BIMS) score of
15 which means resident #1 has no
cognitive impairments and signs himself
out on pass. Resident was instructed to
keep cell phone charged and to call
nursing home or 911 if he felt threatened
in any way while outside the facility, and
was updated to reflect that resident can
safely cross the street.

On 03/26/2024 Hospital Dietary Employee
#1 was suspended pending investigation
for allegation of abuse.

On 03/26/2024 All codes for entrance/exit
doors to Nursing Home were changed to
better ensure resident safety.

On 03/26/2024 a Grievance/complaint was
entered into the electronic tracking
system.

On 03/26/2024 Social Services called
Local Police Department while in presence
of Resident #1 and Police Department told
Resident #1 that he would have to come in
person to file report.

On 03/27/2024 Resident #1 was
transported to Local Police Department to
report incident. Nurse accompanied
Resident #1 to Police Station by facility
van driven by activity staff member.

On 03/27/2024 Administrator and Social
Services Director interviewed Resident #1.
Resident #1 Stated that he had no other
issues during his stay and that he did not
view the arguing with dietary worker #1 as
abuse. Administrator asked Resident #1 if
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Employee #1) to discuss her actions involving a
resident. "We discussed why they were wrong.
How to not let it happen again. And the outcome
if this type of behavior continues." The
Disciplinary Warning Notice revealed Dietary
Employee #1 received a verbal warning on
9/13/23. The document was signed by the
(Dietary Manager) and dated 3/8/24.

Record review of the Disciplinary Warning Notice
#2 , dated 3/22/24, issued to (Dietary Employee
#1) read: "Date of Incident: 3/1/24-3/2/24 Time
of Incident: Day Shift: AM Report of Incident:
HIPPA violation 3 Day suspension and also
admitted to telling Boyfriend about a resident.
Will reassign HIPPA Inservice's when employee
returns to work on Monday March 25th.
Supervisor's recommendation to employee:
3-day suspension starting 3/22/24. Return to
work on 3/25/24." Signed by the dietary manager
and the employee on 3/22/24.

Interview and observation on 03/25/24 at 12:45
PM with Resident #1 revealed he stated since he
had been admitted to the facility, approximately
four (4) weeks prior, that a female dietary worker
had given him a hard time about his food choices
and food requests. Resident #1 stated that
almost daily he would go to the dietary
department and either ask for more food or ask
for something different to eat. When this dietary
worker, Hospital Dietary Employee #1, was
present, she would "smart off" at him or tell him
that he should eat what was served. Resident #1
stated that he and Hospital Dietary Employee #1
would exchange words almost daily and that she
would get loud with him arguing and fussing and
he got loud back at her. Resident #1 stated that
he went to the facility Administrator and the facility
nurses and told them that he was getting into

he felt safe staying in facility. Resident #1
stated that he had told the lady from the
State that he felt safer here and slept
better here than he had since he was a kid
and wanted to remain in facility.

On 03/29/2024 Hospital Dietary Employee
#1 was terminated related to the
interpretation that she verbally abused
Resident #1.

2. How the facility will identify other
residents having the potential to be
affected by the same deficient practice.

The facility acknowledges that all
residents that go to the Hospital employee
cafeteria have the potential to be affected
by the same deficient practice.

On 04/09/2024 the 3 remaining residents
who go to the Hospital employee cafeteria
were interviewed and all denied any
problems.

3. What measures will be put in place or
systemic changes made to ensure
practice will not recur?

On 03/25/2024-4/11/2024 abuse/neglect
and resident rights in-services were given
to all nursing home staff and to the
hospital dietary staff. In-services included
the facility policy on abuse and neglect
which includes reporting time frames and
removing residents from the abusive
situation immediately. In-services were
given by Director of Nursing and Assistant
Director of Nursing. Any employee not
working during this time will be in-serviced
on their return to work.

On 03/25/2024 Resident #1 care plan was
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arguments with the dietary worker (Hospital
Dietary Employee #1) about his food requests
and that she was rude and verbally loud toward
him. Resident #1 stated that the dietary worker
would begin the arguments with him and that they
both would cuss at each other. Resident #1 also
stated that the administrator and the dietary
worker had a meeting on 03/8/24 with him and
Hospital Dietary Employee #1. During the
meeting Hospital Dietary Employee #1 was told to
give Resident #1 double portions at each meal to
attempt to satisfy his hunger. Resident #1 stated
that he thought the matter would be resolved after
the dietary worker was told to give him double
portions. Resident #1 stated that on 03/9/24, he
signed himself out, as he always had, to go to the
store across the street from the facility. While at
the store, Resident #1 was approached by an
unknown male and the male told him that he was
the "boyfriend" of the dietary worker and that he
would "beat his ass" in the ground if he ever
talked to his girlfriend mean again. Resident #1
stated that the Hospital Dietary Employee #1
continued to work at the facility in the dietary
department. Resident #1 stated that he had not
seen her at the facility for a few days until the
morning of 03/25/24 where she was working in
the dietary department.

Interview on 03/25/24 at 1:45 PM with the
Assistant Director of Nursing (ADON) revealed
that from her understanding, Certified Nursing
Assistant (CNA) #1 was with Resident #1 when
the verbal altercation between him and the dietary
worker occurred.

Interview on 03/25/24 at 2:00 PM with the CNA #1
revealed that she had been asked by Resident #1
for some more food and she had advised him to

go to the dietary department and ask for whatever

updated to include resident having a Brief
Interview of Mental Status (BIMS) score of
15 which means resident #1 has no
cognitive impairments and signs himself
out on pass. Resident was instructed to
keep cell phone charged and to call
nursing home or 911 if he felt threatened
in any way while outside the facility, and
was updated to reflect that resident can
safely cross the street.

4. How the corrective actions will be
monitored to ensure the deficient practice
will not recur, i.e., what quality assurance
program.

Beginning 04/11/2024 Social Services
Director will monitor grievance log for any
grievance that could possibly be abuse or
neglect 3 times a week for 2 weeks, then
2 times a week for 2 weeks then weekly
for 3 months. Social Services Coordinator
will monitor in her absence. Monitor
results will be presented to the Quality
Assurance/Performance Improvement
(QAPI) Committee at the meeting
scheduled for 05/03/2024 and at
subsequent QAPI meetings for 3 months.
QAPI committee will then determine need
for further monitoring.

Beginning 4/09/2024 Director of Nursing
will interview residents who go to the
hospital employee cafeteria for abuse 2
times a week for 3 weeks then weekly for
3 months. Assistant Director of Nursing
will monitor in her absence. Monitor
results will be presented to the Quality
Assurance/Performance Improvement
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he wanted. He told CNA #1 that there was a
female in the dietary department that gave him a
hard time and talked badly to him when he asked
for food. CNA #1 stated that she told Resident #1
that she would push him down to the dietary
department in his wheelchair and that she would
be with him, and she would do the talking and ask
for whatever he wanted. CNA #1 stated that
Resident #1 sat quietly in his wheelchair, and she
asked the dietary worker #1 for the food for
Resident #1. The dietary worker #1 loudly and
offensively began talking about the resident as if
he was not sitting there. The dietary worker
stated that Resident #1 needed to eat the food
that was sent to his room and stop coming down
asking for food. The dietary worker stated that
she was tired of Resident #1 asking for more food
and that he didn't need to be in the nursing home.
CNA #1 stated that the arguing and fussing
between the female dietary worker and Resident
#1 was bad and loud. CNA #1 stated that she
reported the incident to the Director of Nursing
(DON) and then later that afternoon the DON.
CNA #1 failed to remove Resident #1 from the
situation before the altercation escalated.

Interview on 03/25/24 at 2:45 PM with the
Administrator revealed that he had talked to CNA
#1, but she had never told him or the DON the
details or content of the argument between
Resident #1 and Dietary Worker #1. The
Administrator stated that he did not obtain any
written statements from anyone and that he had
not determined the incident to be verbal abuse,
but that it was "poor customer service." The
Administrator did confirm Dietary Employee #1
had been suspended for 3 days for telling her
boyfriend who the resident was and what he
looked like that led to the resident being
threatened while the resident was out on pass at

(QAPI) Committee at the meeting
scheduled for 05/03/2024 and at
subsequent QAPI meetings for 3 months.
QAPI committee will then determine need
for further monitoring.
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a convenience store next door to the facility. The
Administrator confirmed that Dietary Employee #1
returned to work on 3/25/24 after 3-day
suspension.

Interview on 03/25/24 at 4:30 PM with the
Ombudsman revealed that she had gone to the
facility on 03/13/24 for a regular visit with
residents when Resident #1 had told her about
the incident at the facility after he had been
approached at the store across the street by the
boyfriend of a facility dietary worker and that she
was still working at the facility. The Ombudsman
confirmed that when she was visiting the facility
on 3/13/24 that the dietary worker was working at
the facility and had not been suspended or
terminated.

Interview on 03/26/24 at 3:00 PM with the
Director of Nurses (DON) revealed that she had
talked to the CNA #1, and originally CNA #1 had
not told her the full details of the incident between
Resident #1 and the Dietary Worker #1. The
DON stated that she talked to CNA #1 again
today and that she gave the details more clearly
of what had happened between Resident #1 and
the Hospital Dietary Employee #1 on 03/08/24.
The DON stated that when they interviewed the
second dietary worker, she denied hearing the
Hospital Dietary Employee #1 threaten Resident
#1. The DON stated that she now understood
that the facility is responsible for residents' safety
when they are out alone on pass and that no
employees, including hospital employees, should
be allowed to talk to residents in a harsh manner.

Record review of the face sheet for Resident #1
revealed that he had been admitted to the facility
on 02/27/24 and revealed a Brief Interview of
Mental Status (BIMS) score of 15 from the
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Minimum Data Set (MDS) dated 03/06/24 which
documented that Resident #1 had no cognitive
impairments.
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