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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on observation, interview and policy review the facility failed to prevent verbal abuse of Resident #1 by State
harm tested Nursing Assistant (STNA) #200. This affected one of three residents reviewed for abuse. The facility census was
58. Findingsinclude: Resident #1 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. A Minimum Data Set
Residents Affected - Few assessment (MDS) 3.0 dated 05/13/20 revealed the resident was cognitively intact, required extensive assistance of two

people for Activities of Daily Living (ADL), and used a power wheelchair for mobility. A Care plan dated 05/07/20 included

care areas for fluctuation of mood and behavior including yelling at staff and other residents, attention seeking

behaviors, telling staff what to do about other residents, frequently wanting to go to the hospital, dangerous operation of power
wheelchair, and noncompliance with care, diet, and with wearing a face mask. Review of two video clips dated 06/26/20 at 9:13 P.M.
and 9:25 P.M. from awebcam in Resident #1's room, submitted by the complainant revealed STNA #200 speaking in a gruff,
unprofessional manner. In the first video, dated 06/26/20 at 9:13 P.M. Resident #1 asked where the nurse was and

STNA #200 responded The nurseisright out there. We got two people passing away and you're worried about getting your butt
(indistinguishable). The STNA also stated go ahead and report me, | don't care, as she walked across the room canceled the
resident's call light and slammed the door on her way out of the room. In the video dated 06/26/20 at 9:25 P.M. STNA #200

once again entered the room and Resident #1 was off camerain her power wheelchair but could be heard speaking in the back
ground. STNA #200 once again canceled the call light and in a harsh, unprofessional tone told the resident to go ahead and

report her. Other conversation between the resident and the STNA was indistinguishable. Interview on 06/30/20 at 10:15 A.M. with
the Director of Nursing (DON) the Regional Clinica Coordinator and the Administrator on 06/30/20 at 2:10 P.M.

verified they had viewed the videos and STNA #200 was inappropriate and unprofessional in her interaction with Resident #1.
Interview on 06/30/20 at 10:30 A.M. with Resident #1 and her daughter, the latter via video chat, revealed they felt STNA

#200 was verbally abusive to the resident and it was captured on the webcam in the resident's room. The daughter saw the

video and filed the complaint. The resident reported no harm as aresult of the verbal abuse and felt bad STNA #200 lost

her job. Phone interview on 07/01/20 at 9:30 A.M. with STNA #200 verified she was unprofessiona in her interactions with
Resident #1 on 06/26/20. Review of the July 2019 Abuse Prohibition, Investigation, and Reporting policy revealed the

facility did not condone guest (resident) abuse by anyone. The policy identified the importance of understanding behaviora
symptoms, including outbursts and yelling and how to respond appropriately. This deficiency substantiates Complaint Numbers OH
707 and OH 705.

F 0880 Provide and implement an infection prevention and control program.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Level of harm - Minimal Based on observation, interview and policy review the facility failed to ensure their infection control protocol regarding
harm or potential for actual | wearing of face masks by staff during the Coronavirus pandemic was followed by STNA #200 while in Resident #1'sroom. This
harm affected one of three residents reviewed for infection control. Findings include: Resident #1 was admitted on [DATE] with

[DIAGNOSES REDACTED]. A Minimum Data Set assessment (MDS) 3.0 dated 05/13/20 revealed the resident was cognitively
Residents Affected - Few intact,

required extensive assistance of two people for Activities of Daily Living (ADL), and used a power wheelchair for mobility. A Care
plan dated 05/07/20 included care areas for fluctuation of mood and behavior including yelling at staff and other

residents, attention seeking behaviors, telling staff what to do about other residents, frequently wanting to go to the

hospital, dangerous operation of power wheelchair, and noncompliance with care, diet, and with wearing a face mask. Review

of avideo clip dated 06/26/20 at 9:13 P.M., submitted by the family from awebcam in Resident #1's room, revealed STNA

#200 entered Resident #1's room without wearing a face mask. STNA #200 walked across the resident's room and canceled the

call light over the resident's bed without maintaining appropriate social distance by staying a minimum of six feet away

from the resident. Interview on 06/30/20 at 10:15 A.M. with the Director of Nursing (DON) and the Regional Clinical

Coordinator revealed they had viewed the video and verified STNA #200 should have been wearing a face mask when shewasin
Resident #1's room. Interview on 07/01/20 at 9:30 A.M. with STNA #200 verified she did not have amask on whilein Resident #1's
room on 06/26/20 at 9:13 P.M. as seen in the video. STNA #200 stated the face mask fell on to the floor and she did not get a clean
one until she exited the resident's room. Review of the facility Employee Mask Usage memo dated 04/13/20

revealed that staff were to wear their mask at all times unless they were on break or in non Guest (resident) areas.
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