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revised 03/2013, revealad verbal, sexual, physical
and mental abuse, comperal punishment, neglect
and involuntary seclusion of the resident, resident
expioitation as well as misappropriation of
resident property are prohibited.

1. Record review rovealed the facility admiited
Resident #1 on 12/09/13 with diagnoses which
included Parkinson's and Hip Fracture with
Arthroplasty. The resident was admitted for short
term rehakilitation and the plan was for the
resident o return home, Review of the Admission
MDS assessment, dated 12/16/13, revealed the
facility assessed Resident #1's cognition as
cognitively intact with a Brief Interview Mental
Status {BIMS} score of fifteen {15) which
indicated the resident was interviewable, The
facliity assessed the resident as requiring
extensive assistance with transfers and dressing.

Review of the facility's Investigation Summary,
revealed on 12/30/13 at 2:30 PM, Resident #1's
family member reported fo the facility Resident #1
had disclosed dissatisfaction with the care
Frovided by CNA #1 during the previous night and
on another night. Further review of the
Investigation Summary reveaied on one occasion
{date uncertain), CNA #1 had spilled urine from a
bed pan onto the resident's bed and refused to
clean it up resulting in Resident #1 sleeping in a
wet bed that night. That same evening, the CNA
refused to close an open window in the resident's
reom which resulted in the resident being wet and
cold. In addition, on the morning of 12130113,
CNA#1 became impatient and smacked *
Resident #1 on the hand stating hefshe was
taking too fong to put on hisfher socks and shoes.
CNA #1 made Resident #1 cross hisier legs
placing the right ankle on the left knee causing

Staff was in-serviced by the Staff
Development Coordinator beginning on
12/30/13 on facility Abuse and Neglect
policy. On 1/24/14, staff was in-
serviced by the Assistant Director of
Nursing and the Staff Development
Coordinator on the Elder Abuse Justice
Act, Abuse and Neglect, Resident
Rights, Job Burnout, and Domestic
Violence. In addition to above stated
education, the Licensed Nursing Staff,
Certified Medication Aides, and the
Certified Nursing Assistants receive
continuing education on Abuse and
Neglect from the Staff Development
Coordinator on the weekly
communication form. Certified
Nursing Assistant #1 was terminated as
a result of the abuse allegation being
substantiated,
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Resident #1 pain. Resident #1 told CNA #1
he/she feit pain and the doctor had instructed
him/her not to position hisfer legs in that manner
due {o recent hip surgery. CNA #1 argued back
saying the doctor was wrong. The report
revealed CNA #1 then pushed the resident’s
elevated fool causing it {o drop to the floor. CNA
#1 then pulled the cuff on the resident's right pant
leg physically manipulating Resident #1 to cross
hisfher legs stating "see that didn't hurt anything
did it?"

Observation, on 01/15/14 at 1:30 PM, revealed
Resident #1 was dressed in pants, a blouse and
shoes. Interview with the resident, at this time,
revealed several days back, CNA #1 had spilied
urine from a bedpan onto the bed and did not
change the bed linens. The resident stated the
window was open and CNA #1 refused to close it.
Resident #1 staled CNA #1 said it was closed,
but hefshe knew it was open as he/she could see
some greeting cards blowing in the breeze and
he/she was cold.

In addition, Resident #1 revealed on 12/30/13,
CNA #1 made him/her cross his/her legs to put
on shoes. Resident #1 went on to explain that
the dector had instructed him/her not to do that as
it would cause his/her hip to "pop out”. Resident
#1 stated the CNA then pushed his/her feg
causing the right foot to hit the fioor, the CNA
then putled the resident’s right leg up by the pant
teg placing it back on the left knee and got in
histher face and said, *That doesn't hurt now
does it?* Resident #1 stated it made him/er
"feel bad" when it happened and that hefshe
couldn’t steep at night until he/she knew CNA #1
was not geing to come back to work.

Director, Admissions and Marketing
Director, Quality of Life Director, Plant
Operations Manager, Medical Records
Director, Medical Records Assistant,
Restorative Manager, Assistant
Director’s of Nursing, Fnvironmental
Services Director, Dietary Manager,
Staff Development Coordinator,
Chaplain, and the Admissions Nurse
will conduct weekly resident interviews
regarding care services provided by
facility staff and report findings to the
Director of Nursing and the

will report findings monthly to the
Quality Assurance Team for 3 months
for recommendations and follow-up,
The Business Office Manager, MDS
Coordinator’s, Human Resource
Director, Admissions and Marketing
Director, Quality of Life Director, Plant
Operations Manager, Medical Records
Director, Medical Records Assistant,
Restorative Manager, Assistant
Director’s of Nursing, Environmental
Services Director, Dietary Manager,
Staff Development Cocrdinator,
Chaplain, and the Admissions Nurse
will conduct weekly staff interviews
regarding abuse and neglect and report
findings to the Director of Nursing and
the Administrator. The Direttor of
Nursing will report findings monthly to
the Quality Assurance Team for 3
months for recommendations and
follow-up.

5. Corrective Action Date: 2/28/14
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Interview with the Director of Nursing (DON), on
01115114 at 4:20 PM, revealed Resident #1's
family members reported to her that CNA #1 left
Resident #1's bed wet with urine and the window
open. The family told the DON that it was twenty
three {23) degrees {Farenheit) outside that night.
The resident's family reported Resident #1 was
crying and told them CNA #1 had slapped histher
-1 hand and snatched hisfher shoes from hisfher
hand. The family stated the CNA made the
resident cross hisfer legs, then moved the
rasident's legs, causing the resident's right leg to
drop to the floor, then picked up hisfher right leg -
by the pant cuff and manipulated the resident's
tight leg o cross. The CNA then looked the
resident in the face and sald "sese, now that didn't
hurt anything did it?" The facility initiated an
investigation immediately, The facility suspended
CNA#1, The allegation was substantiated and
CNA #1 was terminaied.

Review of a Nurse's Note, dated 01/03/14 {no
time} written by Registered Nurse (RN} #1,
revealed "Resident more at ease foday, i spoke
with {him/her] about [histher] restless nighis.
{He/she] stated (the alleged abuser's name}, and
} assured [him/her] that {hefshe] was not geing to
have to contend with the alleged abuser any more
and that the matter is being dealt with in the
appropriate manner. [He/she] stated relief and
was In a good mood today". Furher review of the
Nurse's Notes revealed no documented evidence
the resident had restless or sleepless behaviors
prior to the incident on 12/30/13,

Interview with RN #1, on 01/16/14 at 1:45 PM,
reveated he went to speak with Resident #1 after
seeing documentation on a
Situation/Background/Assessment or
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Appearance/Request (SBAR) Communicalion
form that the resident was not sleeping. He
stated he tatked with Resident #1 who sald
he/she “was pretty scared” and was having
trouble sleeping. RN #1 stated the resident
cafled CNA #1 by name, and identified this CNA
as the person he/she was afraid of. He ensured
tha resident was safe and all had been taken care
of, and the resident seemed more at ease,

Interview with Resident #1's family member, on
01/16/14 at 10:00 AM, revealed Resident #1
informed the famity member on 12/30/13 that
CNA#1 had been saying hefshe was stupid and
crazy and had made Resident #1 cross hisfher
legs. Resident #1 aiso told the family member of
an incident when CNA #1 spilled urine on the bed
and feft it and had refused to close an opened
window at the time. The family member stated
Resident #1 had a goad memory and was scared
of CNA#1 hurting his/her leg. Resident #1 would
stay awake worried about CNA #1 coming into
histher room, but now he/she feels better since
he/she was told CNA #1 would never be back.

Review of a Police Report, obtained on 01/17/14,
revealed the time of the occurmence was 12/30/13
at approximately 5:00 AM. Resident#1's
statements were in corroboration with the facility's
allegation and Resident #1 was visually upset
about the inctdent as he/she cried when he/she
was giving the Officer hisfher statement.

Interview with the investigating Police Officer, on
01/17/14 at 3:25 PM, revealed Resident #1 had
said CNA #1 was mentally abusive and
disrespectful. Further interview with the Police
Officar ravealed the resident was crying during
their interview.
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2. Record review revealed the facility admitted
Resident #2 on 02/24/12 with diagnoses which .
included an Abnormnal Gait, Chronic Airway
Obstruction, History of Pelvic Fracture and
History of Seizures. Review of the Annual MDS
assessment, dated 10/05/13, revealed the facliity
assessed the resident's cognition as moderately
impaired with a BIMS score of ten (10). The
resident required extensive assistance with
transfers, dressing and grooming and had a
hearing impairment. The resident was alert,
orfented, could express needs and wants, was
cooperalive with ¢are and had no behaviors.

On 12/30/13, during the facility's investigation of
afleged abuse of Resident #1, Resldent #2 was
interviewed. Resident #2 alsc alleged rough
treatment from CNA #1 that caused bruising to
his/her bilateral arms. Resident #2 told facility
staff thal CNA #1 had caused brulsing to hisfher
aims that morning when she got the resident up
fot the day. During the interview, the resident
stated, "I don't know what | ever did to make her
mad at me", The facility identified brulsing on the
resident’s bilateral forearms that was purple in
color and circular in shape measuring 7 {seven)
centimeters (cmj} by 5 {five) em on the right amn;
and, & {five) cm by 6 (six) cm on the Isft amn,

According to staff observations, Resident #2
began to have learful episodes after the
experience with CNA #1 on 12/30/13. Review of
a Physician's Order, dated 12/31/43, revealed
Zoloft 25 milligrarns {mg) was ordered due to
Resident #2's tearfulness. Review of a
Psychotropic Medication Consent form, dated
12/31113, revealed the targeted behavior was
“orying”. Resident #2 had no previous diagnosis
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of depression or behaviors of tearfulness.
Psychiatric senvices were declined by the
resident's family on 01/04/14.

Observation, on 01/15/14 at 2:00 PM, revealed
Resident #2 was silting in a low seated
wheelchair. Interview with the resident, at this
fime, revealed on 12/30/13, he/she was half
asleep when CNA #1 "just grabbed me
(demonstrated with clinched fists) like she was
shaking something, it was my body". Resident #2
stated his/her arms were sore but better now.
The resident stated he/she did not know why CNA
#1 was mad at himfher, Further observation
revealed the resident had quarter sized, faint
greenish faded circular areas on bath forearms,

An additionai observation, on 01/21/14 at 1:00
PM, revealed Resident #2 sitting In a whee! chair
tooking out the window by the facility dining room.,
The resident was tearful at the time but insisted
hefshe was fine. The resident stated twice "I'm
fine, its nothing™ and "'s ok, I'm fine*. Hefshe did
not want to tatk at the time.

Interview with the DON, on 01/45/14 at 4:20 PM,
revealed Resident #2 was interviewed on
12/30/13 during = facility investigation regarding
an abuse allegation of Resident #1. Resident #2
cried and continued to cry when interviewad.
Resident #2 stated CNA #1 had grabbed hisfer
arms and the resident did not know why the CNA
was mad at him/er. The DON talked with
Resident #2 on 12/31/13. Resident #2 had
informed the DON that his/her call light was on
the floor so CNA #1 yelled at himfher for calfing
out, The resident stated the CMA grabbed him/her
by the arms and toid him/er to shutup. The
resident told CNA #1 she dlid not have to be so
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rough. The DON said Resident #2 had visible
discolorations on both the right and left forearms.
Further interview revealed the marks were red
and purple and circutar in shape. The police were
notified and investigated the incident on 12/31/13.
The Police Officers stated the discolorations on
Resldant #2's arms wers "grab marks",

Further interview with the DON, on 01/18/14 at
7:30 AM, revealed Resident #2 had criad and’
conlinued to cry when he/she talked with about
the incldent on 12/30/13. The Physician was
notified and a new order for Zoloft 25 mg daily
{antidepressant) was ordered.

Review of a Police Repon, obtained on 01/17/14,
revaaled the dafe and time of occurrence was on
12/30/13 at approximately 5:00 AM. Further
review of the Pelice Report revealed, evidenca
listed as: Officar observed brulses in question
which were located in the same area of both the
feft and right arm. Both bruises were the same
color and seemed to be consistent with Resident
#2's arms being held down, The Police Officer
submitted photos taken of the victim for svidence.

Interview with the investigating Police Officer, on
01/17/14 al 3:25 PM, revealed Resident #2 had
stated he/she was sleepy that morning (12/30/13)
and CNA #1 was agitated and grabbed him/her by
the ams. The officer stated he saw bruises on
both arms in the same focalion and the bruising
coincided with grabbing.

Interview with the Administrator, on 01/21/14 at
11:30 AM, revealed there were red flags noted
from the facility's investigation and he could not
say for certain CNA #1 did what was alleged but
he cerlainly did not want her as an employee,

F223
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