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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49950

Residents Affected - Few Based on observation, interview, and record review, the facility failed to protect the rights to be free from
abuse for 1 of 4 sampled residents (Resident 1) when staff witnessed Resident 2 hitting Resident 1' s hand.

This failure resulted in Resident 1 experiencing abuse including physical pain and emotional distress.
Findings:

During a review of Resident 1 ' s admission record, the admission record indicated Resident 1 was admitted
to the facility in March 2016 with diagnoses including hemiplegia (total paralysis of the arm, leg, and trunk on
the same side of the body) affecting the right side.

During a review of Resident 1 ' s Minimum Data Set (MDS- a federally mandated resident assessment tool),
dated 3/5/25, the MDS indicated Resident 1 had no memory impairment.

During a review of Resident 1's SBAR (situation, background, assessment, recommendation- a
communication tool used by healthcare workers when there is a change of condition among the residents)
Form, dated 4/25/25, the SBAR indicated Resident 1 had been involved in a resident-to-resident altercation.
The form indicated Resident 1 was crying and fearful.

During a review of Resident 1's progress note dated 4/25/25 and written by Licensed Nurse 1 (LN 1), the
progress note indicated Resident 1 had been involved in an altercation with another resident and was in pain.

During a review of Resident 2 ' s admission record, the admission record indicated Resident 2 was admitted
to the facility in May 2021 with diagnoses including bipolar disorder (sometimes called manic-depressive
disorder; mood swings that range from the lows of depression to elevated periods of emotional highs).

During a review of Resident 2 ' s MDS, dated [DATE], the MDS indicated Resident 2 had severe memory
impairment.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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During a review of Resident 2 ' s progress note, dated 4/25/25 and written by Social Services Assistant
(SSA), the progress note indicated Resident 2 was in an altercation with another resident and struck the
other resident 4 times in the face and the hand.

During an interview on 5/6/25 at 9:42 a.m. with Certified Nursing Assistant 1 (CNA 1), CNA 1 stated she
witnessed the altercation between Resident 1 and Resident 2. CNA 1 further stated she saw Resident 2
hitting Resident 1's hand. CNA 1 acknowledged Resident 1 had been a victim of physical abuse by
Resident 2.

During an interview, on 5/6/25 at 9:50 a.m. with LN 1, LN 1 stated she assessed Resident 1 on 4/25/25 after
altercation. LN 1 further stated Resident 1 had redness on the left side of her face and complained of pain.

During a concurrent observation and interview on 5/6/25 at 9:51 a.m. with Resident 1, Resident 1 stated
Resident 2 hit her and motioned a punch to her face. Resident 1 was tearful and further stated the altercation
made her upset and uncomfortable.

During an interview on 5/6/25 at 11:04 a.m. with Social Services Director (SSD), SSD stated she had done
follow-up interviews with Resident 1 after the altercation. SSD further stated Resident 1 was referred to
psychiatry because the altercation affected her emotionally. SSD acknowledged Resident 1 had been a
victim of physical abuse by Resident 2.

During an interview, on 5/6/25 3 at 11:25 a.m. with Director of Nursing (DON), DON stated the expectation
was for residents to remain free from abuse. DON acknowledged Resident 1 had been a victim of physical
abuse by Resident 2.

During a review of the facility ' s policy titled, Alleged or Suspected Abuse and Crime Reporting, dated
11/2016, the policy indicated, .Each resident has the right to be free from abuse .physical abuse includes .
hitting .
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