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$8=G | ABUSE/INVOLUNTARY SEGLUSION Preparation and/or execution of this plan of
comrection does not constitute admission or
Tha resident has the right to be free from verbal, agreement by the provider with the statement
sexual, physical, and mental abuse, corporal of deficiencies. The plan of correction is
punishment, and Involuntary seclusion. prepared andfor executed because it is
required by provision of Federal and State
The facilily must not use verbal, mental, sexual, regulations. :
or physical abuse, corporal punishment, or :
involuntary seclusion. 1. Certified Nursing Assistant #1 was
' immediately suspended pending
This REQUIREMENT is not met as evidenced investigation. Facility Administrator
by: . ?n.d. Dn'ectm: of Nflrsn}g immediately
Based on slaff and resident interviews, medical initiated an mvestlgat}on and
record review, and facility record review, the -gather.ed staff an_d resident
facility failed to keep one {1) of thres (3) interviews. Resident # 1 unable to
cognitively impaired residents free from abuse recall incident. Certified Nursing
(Resldent #1). Assistant #2 along with Residents
#2, #3, and #4 interviewed and
The findings are: corroborated series of events. Local
police notified and report was made.
A policy entitled Resident Abuse and dated 03/12, Police investigation of incident was
provided by the facility, read in part: "No initiated. A 24 hour report was
employee may at any time commit an act of completed and sent to the North
physical, psychological, or emational abuse, Carolina State Health Care
heglect, mistreatment, afldlor misappropriation of Personnel Registry,” Upon
property against any resident." completion of facility investigation,
Resident#1 was admitted to the facility on tCem'ﬁed Nursing Assistant #1 was
: i eminated. A 5 day report was
01/22/092 with dementfa. The latest Minimum Data completed and sent to the North
Set (MDS), dated 03/27/12, revealed the resident p. -
had short and long term memory problems and Carolina State _Health Care
was moderately impaired In cognitive skills for P (?rsonnel Reglst}'y t.
daily declston making. The MDS also revealed 2. Director of.l\lurs_mng'lrector of
the resident required limited to extensive Social Services Interviewed all
J assistance with most activities of daily living, cuirent interviewable residents
| including supervision with meals. regarding abuse and neglect and no
r other instances were reported.
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following Lhe date of survey whelher or not a plan of coriection s pravided. For nursing homes, the above findings and plans of correclion ara disclosable 14
days following lha dale thess documenls are made available to the facility. IFdeficlencles are cited, an approved plan of correction Is requisile to continued
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A 5-Working Day Report, dated 04/06/12, filed by
the facility with the State Health Care Personnel
Registry, was reviewed. it contained the results of
the facility Invesfigation of an alleged incident of
employee fo resident abuse that occurred on
Saturday, 03/31/12, at 8:10 AM. The facllity
investigation substantiated the allegation, based
on witness statements from thres alert and
oriented residents and from one Nursing
Assistant (NA), NA #2. The investigation
concluded that NA #1 assisted Resident #1 back
to her table at breakfast in the main dinlng room
and then slapped the resident on the right slde of
her face. Resident #1 began fo cry.

The report noted that NA #2 Iimmediately reported
the incldent to Registered Nurse (RN) #1 and to
the weekend adminisirative Manager on Duty
{MOD). The MOD immediatsly contacted the
Administrator and the Director of Clinlcal Services
(DCS) by phone and institicted NA #1 to
immediately leave the building until contacted by
the Administrator, which she did. The report also
nofed that Resident #1 had pain at the time of the
incldent with no further Injury. The report further
nofed that the County Department of Social
Servlces and local law enforcement were notified
with a police report filad on 03/31/12 which
prompied an investigation by a detective. The
employee was terminated at completion of the
} ' facility investigation.

| On 04/09/12 at 9:33 AM, the facility Maintenance

i Director who was the MOD on 03/31/12, was

| Interviewed. He reported that on that Saturday he
i was approached by NA #2 who reported that NA
I'#1 had Just slapped Resldent #1 and left the

¢ dining room. He stated ha called the

Licensed Nursing Staff completed
skin sweeps on all current residents
no other unexplained skin
impairments were noted. Director of
Nursing/Charge Nurse interviewed
all current staff regarding abuse and
neglect and no other instances were
reported, Director of
Nursing/Charge Nurse re-educated
all current staff on facility policy
and procedure for abuse and neglect.
Facility will continue to complete
back ground checks on all newly

hired employees as well as licensure -

checks, drug testing and checks with
the Office of Inspector

General. Facility will continue to
complete education during
orientation for new hires on facility
policy and procedure for abuse and
neglect. Facility will initiate
education during orientation for new
hires on facility policy and
procedure for behavior management
of residenis with dementia and other
related disorders. Activifies
Direcior/Director of Social Services
will discuss residents’ rights with
residents attending monthly
Residents’ Council meetings.
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Admlnistrator who told him to send NA #1 home
immediately which he did. He also called the DCS
to report the Incident. He stated both the
Adminlistrator and the DCS arrived at the facility
within a few minules.

On 04/09/M12 at 10:03 AM, the Administrator and
DCS ware Intsrvlewed. They reporfed that on
03731712 the MOD implemented the facility abuse
policy by informing the Administrator and DCS of
the alleged abuse and suspending NA #1 pending
aryinvestigation. The DCS stated that before
leaving for the facility she called back and spoke
to RN #1. She Instructed her fo do a skin sweep
and body audit of Resident #1, to notify the
resident's family, and to complete an incident
repart. The DCS slated the skin sweep and body
audit revealed no bruising, red marks, or other
Injuries to Resident #1.

The Administrator and DCS reported they arrived
at the facility within a few minufes, checked on
the safety and conditlon of Resident #1, and
began their investigation. They ook statements
from ihe three alert and oriented residents and
NA #2, who had all withessed the incident. All
wilnesses agreed that Resident #1 had attempled
to loave the breakfast table in her wheelchair and
been returned to the table by NA #1 who then

i slapped her on the right slde of her face, making
the resident cry. NA #2 went fo console the
resident as NA #1 left the dining area. She then

DGS further stated that the physician and the
local pofice department were notified. An officer
arrived on 03/31/12 and filed a reportand a

: detective has continued the Investigation.

|

reporied the incident to RN #1 and the MOD. The -

3. Administrator/Director of
Nursing/Director of Social Services
will conduct Quality Improvement
monitoring of resident abuse and
neglect using a sample size of at
least 6 residents 3 x weekly for 12
months. Administrator/Director of
Nursing/Director of Social Services
will conduct Quality Improvement
monitoring of resident abuse and
neglect using a sample size of at
least 6 employees 3 x weekly for 12
months.

4. Administrator/Director of
Nursing/Director of Social Services
will report results of Quality
Improvement monitoring to the Risk
Management/Quality Improvement
Committee monthly x 12 months for
continued compliance and/or
revision.
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i The Administrator and DCS made multiple
attempts fo contact NA #1 as part of their

I investigation, bui shq did not answer or relurn

I calls. A ceriified lotter was sent to NA #1 who did
: not respond and she has since been terminated

| from employmant. She noted that after

i investigation of the incident, abuse and neglect
- insetvices for all skaff were begun on 04/03/12

, and completed on 04/10/12.

! : On 04/10/12 at 3:15 PM Resident #5, who was

. consldered alert and orlented by the facility, was
! Interviewed. She sfated that at breakfast in the
, dining room on 03/31/12, she was sifting ata
i table with Resident #1, She stated she witnessed
NA ##1 slap Resldent #1 on the side of her head,
She stated she did not see any visible injury but
that Resldent #1 cried momentarily.

On 04/12/12 at 3:15 PM the Administrator was
again interviewed. She stated all staff had been
Inserviced on abuse and neglect since the
incident. She stated some random residents and
staff had been Interviewed regarding possible
Incldents of abuse and some random resldents
had been screened for Injuries of unknown orlgin.
Mo incldents or injuries had been found.

. However, the Administrator further stated that a
complete audit of all residents and staff had not
been performed.

| 0n 0412/42 at 3:20 PM NA #2 was available for
. inferview. She stated that on 03/31/12 at

; approximately 8:10 AM sha was working In the

i dining room assisting residents with breakfast.

i She stated she witnessed Resldent #1 belng
brought back to the table by NA #1. She stated
NA #1 looked at her and said, "This is the third
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| ime I've brought her back here.” Then she

wilnessed NA #1 slap Resident #1 on the side of
the head. Resident #1 started crying and NA #1
left the dining room. NA #2 stated she went fo
Resident #1 to comfort her, then immediately
went to RN #1 and the MOD fo report the
incident. She staied tha MOD escorted NA #2
from the building,

’~ An unsuccassful altempt was mads by phone fo

contact NA #1 who did not return the call.
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