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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
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F 0600 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, record review and interviews, the facility failed to ensure one (#7) of eight residents reviewed
Level of Harm - Minimal harm or for abuse out of 13 sample residents were kept free from abuse.Specifically, the facility failed to protect
potential for actual harm Resident #7 from physical abuse by Resident #6. Findings include:l. Facility investigationThe facility
investigation, dated 7/11/25, was provided by the DON on 10/14/25 at 12:44 p.m. The investigation revealed
Residents Affected - Few the following:On 7/11/25 Resident #6 was attempting to take food from a female resident (Resident #7). The

female resident told Resident #6 to stop and Resident #6 hit the female resident. This incident occurred on
the secured unit. The residents were separated and Resident #6 was given a new plate of food. Staff sat with
Resident #6 until he was done with his meal and calmed down. Resident #7 was assessed and did not have
any noted injuries. Neither resident was able to recall the incident.Interviews with facility staff members
revealed Resident #6 approached Resident #7 and grabbed some of her food. Resident #7 yelled at
Resident #6, and he hit her.A root cause analysis of the incident revealed Resident #6 attempted to take
Resident #7's food, Resident #7 told him not to, and Resident #6 hit her as a result. Resident #6 did not have
his meal yet and was hungry. The root causes of the incident were determined to be Resident #6's hunger,
and Resident #6's dementia not allowing for the cognition that Resident #7's food was not his own.The
investigation documented Resident #7 did not have a history of behaviors and did not have a behavior care
plan. The investigation indicated Resident #7 had not been involved in any other occurrences.The
investigation documented Resident #6 had a history of behaviors, including becoming aggressive, pushing
furniture around the dining room and being resistant to care. The resident's care plan included interventions
which documented the resident could become physically aggressive and was not easily redirectable.The
investigation concluded the incident of physical abuse was found to have happened as it was witnessed.
Facility actions included updating Resident #6's plan of care, including adding an intervention which specified
when Resident #6 was taken to his seat in the dining room, the staff would immediately provide him with his
meal. |l. Resident #6 (assailant)A. Resident statusResident #6, age [AGE], was admitted on [DATE].
According to the October 2025 computerized physician orders (CPO), diagnoses included dementia with
behavioral disturbance, restlessness and agitation, unspecified symptoms and signs involving cognitive
functions and awareness, wandering, and anxiety disorder.The 7/21/25 minimum data set (MDS)
assessment revealed the resident was severely cognitively impaired and was unable to complete a brief
interview for mental status (BIMS) assessment. The resident was dependent on staff assistance for most
activities of daily living (ADL), and required setup or cleanup assistance from staff for eating. The MDS
assessment documented the resident did not have physical or verbal behaviors directed at others or other
behavioral symptoms not directed toward others during the assessment look-back period.B. ObservationsOn
10/13/25 at 11:37 a.m. Resident #6 approached an unidentified female resident. Resident #6 held her hand,
and the residents smiled at each other. Resident #6 then reached with his other hand and tried to take a cup
the female resident was holding. The female resident pulled away from Resident #6 and told him no and that
the cup was hers. Two staff members were standing within a few feet of the residents as this occurred. When
the female resident told Resident #6 the cup was hers, a nursing staff member then began redirecting
Resident #6 away from the female resident. The staff member assisted Resident #6 into a seat in a separate
part of the dining area.At 11:42 a.m. another unidentified resident was assisted by a staff member into the a
separate part of the dining area and seated at a table away from Resident #6. The staff member then left the
dining area to continue assisting other residents.At 12:04 p.m. Resident #6 stood up from his seat and began
pacing in the lower dining area. A staff member entered the lower dining area and redirected Resident #6
back to his seat. Resident #6 began slapping the table and stopped after a few beats.At 12:08 p.m. Resident
#6 began slapping his hands on the table again. A nursing staff member delivered Resident #6's meal tray to
him and another staff member began to assist the resident with eating. Both staff members left the lower
dining area to help continue passing trays shortly thereafter. At 12:42 p.m. Resident #6 finished his meal and
was assisted from the dining area into the common area by a nursing staff member. Resident #6 tried
several times to take food from trays left unattended from the lunch meal service and was repeatedly
redirected by the staff member.C. Resident representative interviewResident #6's representative was
interviewed on 10/13/25 at 11:07 a.m. The resident's representative said he knew of an incident in which

Racidant #R triad tn talca fand nff Af ecamanna'e nlata and tha nthar racidant hit him and eaid tha inridant wae

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 065100 Page 2 of 2



