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F 0610 Respond appropriately to all alleged violations.

Level of harm - Minimal Based on interview and record review, the facility failed to have evidence that all alleged violations were thoroughly

harm or potential for actual | investigated and results of investigations were reported to officias, including to the State Survey Agency, and failed to

harm ensure that if the alleged violation was verified appropriate corrective action was taken for 4 residents out of 4

residents with alleged abuse reviewed. (Resident identifiers are #1, #2, #3 and #4.) Findings include: Resident #1 Review
Residents Affected - Some | on 8/4/20 of the facility reported incident dated 7/31/20 revealed Resident #1 was videotaped and the video was posted on
social mediaby Staff C (Nurse). The facility found the allegation substantiated and the Staff C was terminated from the

facility. Interview on 8/4/20 at approximately 10:30 am. with Staff B (Director of Nurses) confirmed above findings. Staff B stated
that the incident was not reported by the facility to the local police department or the Board of Nursing (BON).

Staff B also stated, We told the agency and the agency stated that they would notify the BON. Resident #3 Review on 8/4/20

of facility's 2020 grievance log revealed that on 1/7/20 Resident #3 overheard derogatory remarks made by a Staff I,

Licensed Nursing Assistant (LNA) regarding other residents. Review on 8/4/20 of Resident #3's grievance report dated 1/7/20
revealed that Resident #3 overheard Staff | (LNA) yelling It is my turn to talk to another resident and saying | hate that

(omitted derogatory word) man. Further review also revealed no documentation that Resident #3's allegation of abuse was

reported to the State Survey Agency and no documentation of corrective action. Interview on 8/4/20 at approximately 11:45

am. with Staff B confirmed above findings regarding Resident #3 grievance dated 1/7/20. Staff B also stated that Staff |

no longer works in the facility. Resident #4 Review on 8/4/20 of facility's 2020 grievance log revealed that on 2/10/20

Resident #4's family member reported to the facility that Resident #4 told them that Staff H (LPN) was horrible to Resident #4 and
their roommate. Review on 8/4/20 of Resident #4's grievance report dated 2/10/20 reveaed that Resident #4 wanted to go to bed and
was told by Staff H | am not doing that. Resident #4 was afraid to call for Staff H when they are on duty.

Review of Resident #4's grievance dated 2/10/20 revealed no documentation that the grievance was reported to the State

Survey Agency. Review on 8/4/20 of Staff H's employee file reveaed Staff H had no disciplinary action filed for 2020.

Interview on 8/4/20 at approximately 11:45 am. with Staff B confirmed above findings regarding Resident #4's grievance

report dated 2/10/20. Resident #2 Review on 8/4/20 of facility's 2020 grievance log revealed that on 4/8/20 Resident #2

reported to the facility that Resident #2 does not want Staff J(LNA) in Resident #2's room. Review on 8/4/20 of Staff L's

(LPN) written statement dated 4/8/20 revealed that Resident #2 reported to Staff L that Staff Jwas yelling at Resident #2

during care. Further review reveaed that Resident #2 heard Staff J also yelling at Resident #4's roommate. Further review

of Resident #2's grievance dated 4/8/20 revealed that there were no documentation that the State Survey Agency was notified about
Resident #2's alleged verbal abuse. Review on 8/4/20 of Staff J's employee file revealed no disciplinary actions

filed. Interview on 8/4/20 at approximately 11:45 am. with Staff B confirmed above findings regarding Resident #2's

grievance report dated 4/8/20.
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