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>>>>The purpose of this inspection was to investigate intake #GA00208410.

>>>>Based on record review and interview, the facility failed to report any rape, assault, any
battery on a resident, or any abuse, neglect, or exploitation of a Resident in accordance with the
Long Term Care Resident Abuse Reporting Act O.C.G.A. § 31-8-80 et seq. Findings Include:

A review of the Facility's Incident Report dated 08/19/20 showed that facility received a call that
alleged that Staff C had been aggressive towards Resident #1. Staff A completed an internal
investigation by interviewing staff who worked at the memory care unit and obtained written
statements dated 08/20/20 from Staff D, Staff E, and Staff F.

During the tour of the facility on 10/05/20 at 11:45 a.m., residents in the memory care unit were in
the dinning room while waiting for lunch to be served. Resident #1 was not able to communicate
his/her thoughts.

A review of the file for Resident #1 showed that he/she was admitted to the facility's memory care
unit in September 2019 and was diagnosed with stroke , vascular dementia, aphasia, major
depression and HTN. Resident #1 was not able to communicate his/her thoughts.

A review of the file for Staff C showed that he/she was hired on 02/11/20 as a caregiver and was
terminated on 09/14/20.

During an interview on 10/06/20 at 11:00 a.m., Staff A said he/she had received an allegation that
stated Staff C had been aggressive with Resident #1. Staff A confirmed that he/she contacted the
facility's corporate office and notifed the corporation. Staff A also confirmed that he/she
interviewed staff in an attempt to investigate the allegation, but he/she did not notify the Law
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Enforcement nor the Department.
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