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Provide the appropriate treatment and services to a resident who displays or is diagnosed
 with dementia.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and document review, the facility failed ensure staff who cared for residents with dementia were
 appropriately trained prior to working with 2 of 2 residents (R2 and R10). Findings include: Review of state agency (SA)
 report dated 10/20/19 at 8:00 p.m., R2 reported she did not want nursing assistant (NA)-C to be in her room. NA-C had used
 a threatening tone towards her and tells her what to do. She was afraid of NA-C as she did not know what she would say or
 make her do and she made her feel stupid. NA-C's attitude and tone of voice was what had upset her. BIMS indicated severe
 cognitive impairment. Staff member was no longer working with the resident and was required to complete dementia training
 and provide a summary to the DON. The DON would perform audits with residents regarding the staff member. Review of the
 10/24/19 Employee Counseling and Disciplinary Action identified NA-C received a written warning. Description of the problem
identified R2 reported she did not want NA-C in her room and had described her as being bossy and telling her what to do.
 DON had reviewed the behavior report 9/21/19 to 10/21/19 and noted 4 incidents of behaviors, 3 were documented by NA-C.
 Further identified that 5 other residents reviewed had increased behavior documentation when NA-C provided cares. The DON
 identified a suspicious pattern of residents reacting negatively towards NA-C, much more frequently than other employees.
 Expected improvement and time frame identified NA-C would be required to attend the dementia education speaker training on
 11/7/19 and submit a summary to the DON. The DON or designee would conduct audit interviews with residents to evaluate care and
approach of NA-C. NA-C was to become aware of her approach towards residents and seek assistance from other employees
 in the event the resident is not responding well. DON and NA-C were to have follow up meetings weekly for 4 weeks. If
 NA-C's actions did not improve it would lead to a final written warning up to and including termination. Interview on
 8/5/20 at 9:00 a.m., with DON identified that on 10/24/20, the date of the written warning, NA-C had submitted her
 resignation with 11/7/19 as her final working day. Since 11/7/19 was to be her last day of work, she did not attend the
 required dementia education. During her exit interview with human resources she decided to stay on as a very part time
 status. The next shift NA-C worked was 12/8/19. NA-C had not completed any dementia training and no audits had been
 performed. NA-C continued to work with R2. DON confirmed she should have ensured NA-C followed through with the education
 and auditing. Interview on 8/5/20 at 1:44 p.m., with R2's guardian identified that R2's dementia had progressed and it was
 now hard to talk with her. The facility had called and notified her of the incident on 10/20/19. She was informed they had
 addressed it and the NA was no longer providing care to R2. The guardian had no other concerns regarding R2's care.
 Interview on 8/5/20 at 2:24 p.m., with NA-C identified R2 would become upset in the afternoons and would yell at her
 whenever she entered the room. She was unable to care for R2 for awhile as a result. NA-C had been caring for R2 for the
 last 3 months. She had no additional training after the incident. She was aware of dementia care training at the facility,
 however had not been to one since the incident. On 8/5/20, SA received a report at 5:29 p.m., SA report identified at 3:10
 p.m., R10 reported NA-C was fighting her to get her to change her pants and almost knocked her glasses off and almost
 pushed her over. NA-C was sent home pending investigation. The 5-day investigation submitted 8/6/20 at 3:44 p.m.,
 identified R10's care plan intervention for [MEDICAL CONDITION] includes, calm unhurried approach, leave and come back
 later, and allow R10 to make decisions about her care. NA-C reported she had been trying to change R10's incontinent
 product quickly because R10 was fighting and scratching her. NA-C should have tried to allow R10 to make the choice of what type
of pad to wear and NA-C could have left and returned later to try again. DON and administrator met with NA-C and she
 was given a final written warning. NA-C was to participate in and complete the dementia training on 8/10/20. She was to
 sign the JMHS Standards of Behavior. She was to have a second staff with her when entering R2 and R10's rooms. NA-C was to
 observe other staff with successful approaches and demonstrate back those approaches. Interview on 8/7/20 at 2:15 p.m.,
 with DON identified NA-C was sent home on 8/5/20 due to the incident with R10. The administrator and the DON met with NA-C
 on 8/6/20. NA-C was to attend dementia training and needed to successfully complete that on 8/10/20 prior to working. If
 she failed to show up for the training she would not be allowed to work. She would then have to observe other staff with
 effective communication work with R2 and R10 and then she would have to demonstrate effective communication back. The DON
 planned to complete audits with residents and staff to assure performance improvement. Interview on 8/7/20 at 2:50 p.m.,
 R10 identified the staff treat her well. Interview on 8/10/20 at 12:18 p.m. with NA-C identified R10 had been incontinent
 and she was attempting to assist her to change as her pants on 8/5/20, R10 did not want to change but her pants were
 visibly soiled. As she started to perform cares, R10 became upset and started pulling her hair and pulled her glasses off.
 She should have left but she did not want to leave her without pants on, so she continued to complete the cares. R10 then
 reported to the abuse to the nurse and she was sent home. NA-C confirmed she was to complete the dementia training later
 that day and would be observing effective communication and cares and have to demonstrate that back before she would be
 allowed to work with R2 and R10. Interview on 8/10/20 at 2:03 p.m., with DON identified her expectation was the care plan
 would be followed. NA-C could have left R10 safely and re-approached or asked for assistance from another staff. Interview
 on 8/10/20 at 2:25 p.m., with the administrator identified she had now been made aware of the failure to follow through
 with the performance improvement plan. This should not have been missed and the follow up education and audits should have
 occurred to prevent reoccurrence. The DON and herself had met with NA-C and there was now a plan in place to assure it
 would not reoccur. Her expectation was the care plan should have been followed.
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