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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** 43031

Residents Affected - Few Based on observation, interview and record review, the facility failed to protect one of three residents
sampled for abuse (Resident 1), from physical abuse received by staff, when a registry staff aggressively
grabbed the resident ' s wrists while providing care.

This failure had the potential to result in long term ill effects on the residents physical and mental health
resulting in the resident ' s lack of trust towards staff for all care and negative emotional interactions.

Findings:

A review of Resident 1's medical record indicated that Resident 1 was admitted on [DATE] with diagnoses
that included, Hemiplegia and Hemiparesis following Cerebral infarct (weakness and paralysis on one side of
the body following a disruption of blood supply and restricted oxygen to the brain resulting in an area of
necrotic tissue in the brain), Vascular dementia (brain damage from impaired blood flow to the brain causing
problems with reasoning judgment, and thought process), and Kidney Cancer.

During a review of the facility ' s policy and procedure titled, Abuse Prevention Program, dated 12/2020,
indicated Our residents have the right to be free from abuse .and corporal punishment ., and Our facility is
committed to protecting our residents from abuse by anyone including, but not necessarily limited to: .staff
from other agencies .

During an interview on 5/16/24 at 2:00 pm, with Resident 1, stated, Someone had grabbed my wrists a bit
roughly.

During an interview on 5/16/24 at 3:00 pm, with Certified Nursing Assistant (CNA) B, stated, CNA C grabbed
Resident 1's arms and pushed them down to his chest. When CNA C grabbed his wrists, CNA C said don 't
in a very aggressive voice.

During an interview on 5/17/24 at 1:00 pm, with CNA C, stated, she was trying to avoid Resident 1 ' s attacks
and grabbed his wrists.

During an interview on 5/17/24 at 3:00 pm, with Admin, stated, the incident occurred, we substantiated it in
our investigation.
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