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Level of harm - Actual
harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse,
 physical punishment, and neglect by anybody.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on record review, family interview, and staff interviews, the facility failed to protect 1 of 3 sample residents
 (Resident #1) from physical abuse inflicted by a staff member that resulted in Resident #1 being struck in the face. The
 Findings Included: Resident #1 was admitted on [DATE] with a [DIAGNOSES REDACTED]. Review of the Minimum Data Set
(MDS)
 assessment dated [DATE] revealed Resident #1 was severely cognitively impaired, had behavioral symptoms that significantly
 interfered with care and social interactions. The MDS also revealed Resident #1 required extensive assistance with 1-person
assistance for activities of daily living (ADL's). Review of Resident #1's care plan dated 12/5/2019 revealed focus areas
 included for resident to be comfortable living in facility, remain safe and avoid injury while moving throughout the
 facility, and to effectively communicate her needs. Resident #1 was also care planned for confusion, behaviors, and mood
 disorientation. Review of the 24-hour Report dated 7/31/2020 revealed an allegation of physical abuse of Resident #1 by NA
 (Nurse Aid) #1 that occurred on 7/31/2020 at 6:30 PM. The 24-hour report was signed by the Staff Development Coordinator on
7/31/2020. Review of the 5-Working Day Report dated 8/4/2020 revealed the allegation of abuse to Resident #1 was
 investigated and substantiated. The report stated on 7/31/2020 at approximately 6:30 PM NA #2 witnessed NA #1 slap resident on
face while resident was sitting in a wheelchair. Resident #1 had gotten out of her wheelchair and was walking alone in
 the hallway. NA #1 assisted resident back into wheelchair. As NA #2 was walking towards NA #1 and Resident #1, NA #1
 slapped resident across right cheek. NA #1 was suspended on 7/31/2020 with a termination on 8/6/2020. Notification was made to
law enforcement and the state agency. Review of written statement by NA #1 dated 8/6/2020, revealed on 7/31/2020 she
 noticed Resident #1 holding onto the side rails in the hallway. NA #1 walked over to Resident # 1 and sat her down into a
 wheelchair. Resident #1 spoke to NA #1, NA #1 then tapped Resident #1 on the chin. An observation on 8/18/2020 at 12:20 PM
 of camera footage, recorded by the facility, dated 7/31/2020 at 5:33 PM, revealed Resident # 1 walking in the hallway. NA
 #1 approached Resident #1 and assisted Resident into her wheelchair. NA # 1 was observed using her left hand to contact
 Resident #1's face. An interview with Director of Nursing (DON) on 8/18/2020 at 11:52 AM revealed she received a phone call on
7/31/2020, stating NA #1 had hit Resident #1 in the face. The DON was not at the facility at the time of the call about
 the incident, but stated she called the Staff Development Coordinator, who was present in the facility, and instructed her
 start the investigation. An interview with Staff Development Coordinator (SDC) on 8/18/2020 at 12:32 PM revealed on
 7/31/2020 she received a phone call from the DON. The DON informed SDC of the reported incident and asked her to
 investigate. The SDC stated upon her immediate arrival to unit, she relieved NA#1 of her duties and asked to leave the
 building. NA #1 was asked to provide a written statement detailing the incident. NA #1 declined to leave a written
 statement prior to exiting the facility on 7/31/2020. SDC stated she completed the 24-hour report. An interview with NA #2
 (who witnessed the incident) on 8/18/2020 at 12:46 PM, revealed on 7/31/2020, upon exiting another resident's room, NA #2
 looked down the hallway and observed NA #1 placing Resident #1 into her wheelchair. He stated that Resident #1 appeared to
 be agitated and lashed out towards NA#1. He stated he then observed NA #1 slap Resident #1 on the face. NA #2 stated he
 removed Resident #1 from the situation and reported the incident to Nurse #1. An interview was attempted on 8/18/2020 at
 1:03 PM with NA #1 via telephone. There was no answer and no returned call. An interview with Nurse #1 on 8/18/2020 at 1:03 PM
revealed during her shift on 7/31/2020, NA # 2 reported to her that NA #1 hit Resident #1 in the face. Nurse # 1
 contacted the Director of Nursing and performed a physical assessment of Resident #1. An interview with Resident #1's
 family member on 8/18/2020 at 2:45 PM, revealed family member received a telephone call from facility staff stating
 Resident #1 had been struck in the face by a Nurse Aid. Family member stated she was advised the police had been notified
 and were investigating. She further stated the police contacted her the following day regarding the investigation. An
 interview was conducted with the Administrator on 8/19/2020 at 4:40 PM. During this interview, she stated NA#1 should have
 asked for a change in assignment if she was feeling burn out from working with Resident #1. On 8/19/20 at 4:18PM, the
 facility shared the following plan to address the incident: Plan of Correction for QAPI Incident date 7-31-20 1. What
 corrective action will be accomplished for those residents found to have been affected by the deficient practice. Resident
 #1 was immediately removed from contact with this nursing assistant (C.N.A.#1) and the observing CNA (C.N.A. #2) reported
 to his nurse (RN) on unit. Staff Development Coordinator was in building on another unit. She immediately told CNA #1 to
 leave facility and that she could not return until she had been contacted by DON. Resident #1 was immediately assessed by
 RN on unit. There was no redness nor bruising noted. Physician Services and family have been notified by DON. Completed
 7-31-20 2. How will you identify other residents having the potential to be affected? All residents had skin assessments
 completed as well as individual interviews. There were no issues identified with these audits. Completed 7-31-20 to 8-4-20. 3. What
measures will be put into place or systemic changes made to ensure it will not happen again? Staff education
 completed for all employees on Abuse. Completed all working by 8-3-20 to 8-5-20, then completed mailing to any that were
 not working 8-5-20. 4. Indicate how the facility plans to monitor its performance to make sure that solutions are
 sustained. Quality Improvement Coordinator will monitor four employees 3X weekly for 4 weeks observing interactions with
 residents and outcomes. These audits will be presented at our Quality Assurance Performance Improvement (QAPI) meeting for
 review. Began week of 8-3-20, will complete week of [DATE]. Will review results in QAPI meeting on 9-11-20. 5. Completion
 date 8-5-20 As part of the validation process on 8/18/20 and 8/19/20, the plan of correction was reviewed and included the
 in-services related to abuse, resident rights, staff burnout and dementia care for all staff members, documentation that
 revealed 100% of all residents alert and oriented were interviewed regarding concerns about safety/abuse, in- house
 residents had a skin assessment conducted, employee files were reviewed to verify background checks and abuse training was
 completed upon hire, the grievance logs were reviewed to verify no complaints related to abuse were reported, and the QAPI
 plan to include monitoring to be completed. Date of correction action completion. Final Compliance date 8/5/20.
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