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Level of harm - Minimal
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Residents Affected - Few

Respond appropriately to all alleged violations.

 Based on record review and staff interviews, the facility did not ensure that appropriate corrective action was taken for
 an allegation of abuse for 1 Resident (R) (R1) of 1 alleged violations of abuse, neglect, and /or mistreatment. The
 facility found Licensed Practical Nurse (LPN)-C to have been verbally abusive towards R1 and did not provide any education
 to the rest of the facility staff in order to correct and prevent future occurrences of abuse. Findings include: The
 facility policy, entitled Investigations of Abuse, Neglect, Misappropriation of Property, Resident to Resident Altercation
 and Injury of Unknown Source, dated 11/28/18, states: Training is to occur .as needed in the following areas: .How to
 recognize signs of burnout, frustration, and stress that may lead to abuse and identify ways to prevent such from
 occurring. It also states Verbal/Psychological Abuse: Administration: Examine the facility policies and procedures to
 determine how to prevent caregiver misconduct, improve reporting .Plan education in-services and/or workshops, as needed,
 outside the annual in-servicing. On 8/18/20, the Surveyor reviewed a facility self-report about an allegation of abuse. Per the facility
self-report, LPN-C was assigned 1:1 supervision for R1 on 6/15/20. LPN-C made sarcastic comments about R1 to
 other staff and had a cold demeanor towards R1 throughout the shift. It was noted that R1 makes frequent requests to use
 the bathroom. Certified Nursing Assistant (CNA) - D assisted LPN-C transfer R1 into bed. R1 changed their mind mid-transfer and
wanted to go to R1's chair. When CNA-D observed LPN-C continue to transfer R1 to bed after R1 changed their mind, CNA-D
ensured R1's safety and reported the incident to Registered Nurse (RN) - F. RN-F immediately went to R1's room, assisted
 LPN-C with transferring R1 to R1's chair as requested, and removed LPN-C from R1's care while ensuring R1's safety. LPN-C
 went to the Social Worker's office, wrote a statement, and did not return to the facility. The facility determined that
 LPN-C was being abusive towards R1 and that it was likely due to frustrations with R1's many requests. On 8/18/20 at 12:15
 PM, the Surveyor interviewed the Director of Nursing (DON)-B, who verified that, after this incident, there was no
 facility-wide training in order to prevent future incidents of abuse and/or burnout.
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