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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** Based on
observation, interview and record review, the facility failed to protect the resident's right to be free from
Residents Affected - Few abuse for one of seven sampled residents (Resident 1) when Resident 2 hit Resident 1 in the head.This

failure resulted in Resident 1 having pain and dizziness and had the potential for Resident 1 to experience
physical and/or psychosocial harm.Findings:During a review of Resident 1's clinical record, Resident 1 was
admitted [DATE] with diagnosis that included Dementia (a progressive state of decline in mental abilities).
During a review of Resident 1's Minimum Data Set (MDS- a federally mandated resident assessment tool)
the MDS, dated [DATE] indicated Resident 1 had a Brief Interview for Mental Status (BIMS- a tool to assess
cognition) BIMS score of 7 out of 15 which indicated Resident 1 had severe cognition impairment. During a
review of Resident 2's clinical record, Resident 2 was admitted [DATE] with diagnosis that included chronic
pain syndrome (pain that lasts longer than three months), psychoactive substance abuse (a pattern of
compulsive substance use).During a review of Resident 2's MDS dated [DATE], Resident 2 had a BIMS
score of 15 out of 15 which indicated Resident 2 had intact cognition.During a review of Resident 1's Change
of Condition (COC) note, dated 12/13/25, the COC indicated Resident 1 was hit in the head by Resident 2
and Resident 1 complained of pain in the area he was struck and dizziness. The COC indicated Resident 1
was sent to the hospital for evaluation.During an interview on 12/22/25 at 10:35 a.m. with Resident 1,
Resident 1 stated another resident hit him behind his ear. Resident 1 stated he has continued pain behind
his right ear.During a review of Resident 2's Situation, Background, Appearance, Review and Notify (SBAR)
communication form, dated 12/12/25. The SBAR indicated Resident 2 got upset and hit Resident 1 with a
closed fist and Resident 1 returned an open-handed hit to Resident 2's chest three times.During an interview
on 12/22/25 at 10:47 a.m. with Resident 2, Resident 2 stated Resident 1 hit him in his chest while he was in
bed and Resident 2 got up and hit Resident 1 in the head. Resident 2 stated there was no one in the room
during the altercation.During an interview on 12/22/25 at 2:25 p.m. with the Director of Nursing (DON), the
DON confirmed residents have the right to be free from abuse.During a review of the facility's Policy and
Procedure (P&P) titled, Residents Rights revised December 2016, the P&P indicated, . residents' right to be
free from abuse.
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