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Residents Affected - Few

Respond appropriately to all alleged violations.

Based on observation, interview and record review the facility failed to follow it's policy and procedures on abuse

prevention for two of two sampled residents (Resident 1 and Resident 2) when: 1. Interventions such as disciplinary actions and anger
management program for Licensed Vocational Nurse (LVN) 2 regarding the alleged abuse for Resident 1 were not

completed. 2. LVN 2 failed to report an allegation of physical abuse to Resident 2. These failures have the potential for

recurrence of abuse to Residentsin the facility. Findings: 1. During areview of Resident 1's Nurses Notes (NN) dated

4/6/20, at 3:30 AM, the NN indicated, | (Resident 1) don't want her (LVN 2) as my nurse. | don't want her in this room. |

feel verbally threaten. She yelled at me. | am afraid to report the incident because | don't want to make this situation

worse. During areview of Conclusion of Investigation (COC) dated 4/8/20, signed by Administrator, the COC indicated,

Regarding LVN (2) yelling at (Resident 1), | feel thiswill not be able to proven (sic) one way or the other. | feel the

important point iswhen | confronted (LVN 2) with the statement made by the ombudsman office that they had at least 4to 5
complaints concerning (LVN 2). (LVN 2) agreed that the figure given by the ombudsman office was probably accurate. I,

(Administrator, and Director of Nursing -DON) decided that (LVN 2) will be required to enroll/attend Anger Management
Courses and show proof of the enrollment and proof that it has been completed. However, | also informed (LVN 2) that even

if the enrollment and courses have been completed, it still may not be enough to solve the situation and that it is up to

the State of Californiato decide the measures that have to be done or whether or not she will continue to stay at our

facility. During an interview on 5/16/20, at 11 AM, with the Administrator, the Administrator stated, . The conclusion of

the investigation was for LVN 2 to complete an anger management class. The Administrator stated, he had not followed up

with the completion of the anger management class. During an interview on 6/5/20, at 12:45 PM, with Resident 1, Resident 1
stated, she has no problems with the care at the facility but one nurse does not like her.She did not want anyone to get

fired or in trouble. During an concurrent interview and record review, on 6/5/20, at 1 PM, with the Director of Staff

Development (DSD) and DON, LVN'S 2's personnel record was reviewed. The DSD stated, she was unable to find any completion
of an Anger Management class, or any disciplinary actionsin LVN 2'sfile. DSD stated, she was unaware of the incident but

the file should contain disciplinary actions. DON verified there was no anger management completion or disciplinary actionsin LVN
2'sfile. During areview of the facility's policy and procedures (P& P) titled, Abuse Investigation and Reporting,

dated 12/2016, the P& P indicated, Any allegations of abuse will be filed in the accused employee's personnel record along

with any statement by the employee disputing the allegation, if the employee chooses to make one. During areview of the
facility's Investigative Guide (1G) - Abuse, Neglect, Mistreatment, Misappropriation and Injury of Unknown Origin, the |G,
indicated, Initiate corrective measures to prevent recurrence 2. During areview of Socia Service Progress Notes (SSPN),

dated 6/5/20, at 1:02 PM, the SSPN, indicated Resident reported to his Son by phone that he was hit by a staff member with

thetv (television) control. responsible party called the facility and spoke with (LVN 3).SSD (Social Service Director) and MDS
(Minimum Data Set Registered Nurse - MDSRN) interviewed resident, he (Resident 2) stated that a nurse hit him with the

control on his eye. Resident is alert and verbally responsive, he described the nurse as a African America, heavy set with

string hair. During an interview on 6/5/20, at 12 PM, with LVN 3, LVN 3 stated, she received a call from Resident 2's

family member regarding a report from Resident 2 of being hit in the right eye. While she was talking to the family member, Certified
Nursing Assistant (CNA) 2 reported to her that Resident 2 was complaining of pain to hisright eye. LVN 3, stated she was not told
about an allegation of abuse by LVN 2. During an interview with CNA 2, on 6/5/20, at 12:10 PM, CNA 2

stated around 8 AM this morning, she answered the call light for Resident 2, and he reported to her that his eye was so

painful. CNA 2 stated, Resident 2 stated a black nurse threw a remote control at his eye. During a concurrent interview and record
review on 6/5/20, at 11:42 AM with SSD and MDSRN, LVN 2's Nurses Progress Notes (NPN), dated 6/5/18, at 5:18 AM,

were reviewed, the NPN indicated, Resident sitting at bedside, writer responding to call light, Resident stated someone

camein and punched him in the eye. MDSRN stated, Resident 2 was alert, and had been consistent in stating he had been hit

by atv remote by ablack nurse. MDSRN verified LVN 2 did not follow their policy for reporting allegations of abuse.

During an interview on 6/5/20, at 3:50 PM, with LVN 2, LVN 2 stated, she was answering the call light for Resident 2 around 4 AM
when he stated to me, someone hit me, wasit you? LVN 2 stated, she turned on the light, and assessed Resident 2. LVN

stated, she backed away from Resident 2. LVN 2 stated, he made the allegation against me. | reported the incident to

Certified Nursing Assistant (CNA) 1, and | also told RNA 1 of the incident. During an interview with CNA 1, on 6/10/20, at

6:30 AM, CNA 1 stated, she was not told by LVN 2 of any alegation by Resident 2 being hit in his eye. During an interview

on 6/10/20, at 6:35 AM, with RNA 1, RNA 1 stated, she was not aware of any incident regarding Resident 2 and LVN 2. During
areview of the Staff Investigation Report dated 6/9/20, at 3:45 PM, In conclusion, (LVN 2} is counseled in proper
communicating resident, proper handling of resident's call light, bed control and she was given education in regard to

Mandatory reporting of any kind of resident claims abuse or any kind of resident's abuse. During areview of the facility's
Investigative Guide (1G) - Abuse, Neglect, Mistreatment, Misappropriation and Injury of Unknown Origin, the |G, indicated,

1. Immediately, * Secure resident's safety, * Assess the resident, provide medica and/or psychosocial treatment as necessary
*Examine the resident's injury, and/or psychosocia changes and document the description in the medical record. * Take
measures to prevent recurrence if alleged perpetuator is a resident * Document date and time injury was discovered in the
resident's medical record.
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