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The State Agency (SA) conducted a complaint
survey, MS #16722 at the facility on 03/12/2020.
During the survey, the SA determined that the
facility was not in compliance with the
requirements of participation in Medicare and
Medicaid. The SA substantiated MS #16722 for
resident abuse and cited F600.

At the time of the complaint survey, the facility
had a census of 109, with a license for 120 bed
capacity.

F 600 | Free from Abuse and Neglect F 600 5/1/20
SS=D | CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced

by:
Based on observation, interview, record review The following corrective action was taken
and facility policy review, the facility failed to by the facility for the resident that was
ensure Resident #8 was protected from physical affected by this practice.
abuse, for one (1) of seven (7) residents reviewed
for Abuse. A. Certified Nursing Assistant #1 that the
allegation was made against on 3/4/2020
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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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 these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Findings include:

Review of the facility's "Abuse Policy", undated,
revealed, all residents will be free from physical,
mental and/or verbal abuse. Preventing resident
abuse is a primary concern for this facility. It is
our goal to achieve and maintain an abuse free
environment.

Record review of an incident submitted to the
State Agency (SA) revealed, on 03/04/2020, an
allegation of abuse occurred, involving Certified
Nursing Assistant (CNA) #1 and Resident #8.
Resident #8 reported to staff that CNA #1 was
mean to her, rough with her when she gave her a
bath, and made statements to her such as "You
can do it yourself."

On 03/12/2020 at 9:25 AM, an interview with
Resident #8, revealed, she remembered the
morning she reported the incident to her nurse.
Resident #8 stated, "CNA #1 (proper name) has
always been rougher than the other ones, but that
day she was horrible mean. | have neuropathy
real bad in my hands and she knows it. She was
unusually rough and pulling on my hands a lot. |
was crying in pain and she kept saying, "You ain't
hurtin', it's all a show and you don't hurt that bad.
Then she just kept grabbing them and pulling on
them."

Review of the facility ' s "Face Sheet" for
Resident #8, revealed, she was admitted by the
facility on 07/05/2012 with diagnoses which
included, Heart Failure, Hypertension, Anxiety,
Depression, Dementia, and Emphysema. The
most recent Brief Interview for Mental Status
(BIMS), revealed a BIMS score of 14, which
indicated Resident #8 had full cognitive ability.

was immediately removed from the
building and suspended until the
investigation was completed. After
completion of the investigation Certified
Nursing Assistant was terminated as of
3/9/2020. Resident # 8 was assessed on
3/5 for any psychosocial harm by Staff
Development Director. She suffered no
harm from the event.

B.If any resident makes any allegations of
abuse or neglect the staff member will be
immediately suspended until completion
of investigation.Between 3/4/2020 and
3/5/2020 Director of Nurses and Staff
Development Director interviewed other
residents that had been under the care of
Certified Nurses Assistant #1 and found
no other residents with complaints.

C. The Staff Development Director held
an in service on March 4, 2020. They
were educated on types of abuse and how
to promptly report abuse. The Staff
Development Director will in service all
staff upon hire and at least quarterly on
abuse and neglect. The Director Nurses
or the Staff Development Director will
meet with the residents council at least
quarterly to in service on how to report
abuse and neglect. The Social
Service/Caseworker will incorporate into
her interview question on MDS interview if
they have experienced any mistreatment
or abuse and will again in in service on
how to report.

D. Beginning on 3/15 all allegations will be
placed on a flow sheet to be managed by
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On 03/12/2020 at 9:35 AM, during an interview
with Resident #9, Resident #8's roommate, she
stated, "She has been rough with my roommate,
but not me. | have my curtain pulled, but | can
hear my roommate asking her to stop pulling on
her and she was screaming and crying out. |
know she told a nurse that day she was rough. |
ain't seen that aide since then."

A review of the facility ' s "Face Sheet" for
Resident #9, revealed, she was admitted by the
facility on 02/24/2012 with diagnoses which
included Osteoarthritis, Kidney Failure, and
Hypothyroidism. Review of Resident #9 ' s most
recent BIMS revealed, she had a score of 15,
which indicated cognitively intact.

During an interview, on 03/12/2020 at 12:05 PM,
LPN #1 stated, she went in the room to give
Resident #8 her medicine and she was crying.
LPN #1 stated, she asked Resident #8 what was
wrong, and she said, "Don't let CNA #1 (proper
name) come back in here. She's mean and rough
with me. Don't tell her because | don't want her to
come back in here." LPN #1 stated she then
went to RN #1, and she and the Director of
Nursing (DON) went to get CNA #1 to send her
home.

On 03/12/2020 at 12:50 PM, during an interview
with RN #1, she stated, Resident #8 asked to
speak to her after CNA #1 was walked out and
we started the investigation. RN #1 stated, when
she went to Resident #8 ' s room, she started to
cry again and told her CNA #1 was mean to her
and hurt her, when she gave her a bath. RN #1
revealed, Resident #8 stated her hands hurt her a
lot and CNA #1 would make statements like "You
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the Director on Nurses. The Director of
Nurses will receive a weekly report given
to them by the Caseworker/Social Service
on the interview with residents at
Minimum Data Set time. She will
immediately report any claims of abuse
and neglect to the Director of Nurses. The
flow sheet and reports will be brought to
the quarterly Quality
Assurance/Performance meeting. Any
needed changes to policies or reporting
methods will be discussed at this time.
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can do this yourself." RN #1 stated Resident #8 '
s roommate was interviewed separately and told
her the same things.

During an interview with the Administrator, on
03/12/2020 at 11:05 AM, she revealed the
conclusion of the investigation for CNA #1 was
that she had been rough with Resident #8. The
Administrator stated, they attempted to call CNA
#1 in to tell her of the findings, and she refused to
come back in. The Administrator stated, CNA #1
told them "she was through here."

On 03/12/2020 at 12:25 PM, during an interview
with the DON, she stated they concluded the
abuse had occurred, and called CNA #1 for her to
come in, to let her go. The DON stated CNA #1
wouldn't come and told them she was "through
with this place." During a second interview, on
03/12/2020 at 12:45 PM, the DON stated,
Resident #8 was crying that morning, and she
didn ' t know what had set her off. The DON
revealed CNA #1 wasn't on that hallway that day,
and Resident #8 couldn't tell her the exact date it
occurred, that it was just before this morning. The
DON stated CNA #1 smart-mouthed staff, but not
the residents. The DON stated Resident #8
never complained about anyone, so they knew it
was true. The DON stated Resident #8 ' s
roommate was interviewed separately and
verified the complaint almost word for word.

On 03/12/2020 at 12:55 PM, attempts were made
to reach CNA #1 for an interview without success.
No return calls were received from CNA #1.

A review of CNA #1 ' s timecard, revealed, on
03/04/2020, she clocked in at 6:40 AM and
clocked out at 8:32 AM, after the allegation of

F 600
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physical and verbal abuse was made. The time
card revealed, on 03/03/2020, CNA #1 clocked in
at 6:36 AM, and clocked out at 2:53 PM.

A review of the facility ' s CNA group
assignments, revealed, CNA #1 was assigned to
Resident #8 on 03/03/2020, but was not assigned
to Resident #8 on the morning of the allegation
(03/04/2020).

Record review revealed CNA #1 was immediately
suspended on 03/04/2020, and terminated on
03/09/2020, after the abuse allegation was
substantiated by the facility.

A review of the facility ' s personnel record for
CNA #1 revealed, she was hired on 02/11/2019
and received an Abuse in-service upon hire. CNA
#1 received additional in-services on Abuse on
10/03/2019, 11/14/2019, 01/09/2020, and
02/06/2020.
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