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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 37256

Residents Affected - Few Based on record review and interview, the facility failed to protect the right to be free from abuse for 1
(Resident #2) of 5 residents reviewed for abuse.

The findings included:

Review of the undated Facility policy titled Abuse, Neglect, Exploitation and Misappropriation noted, Abuse is
the willful infliction of injury . with resulting physical harm, pain or mental anguish. Willful, as used in this
definition of abuse, means the individual must have acted deliberately, not that the individual must have
intended to inflict injury or harm.

Record review of Resident #2's clinical chart revealed a progress note dated 3/19/24 that indicated she had
areas of bruising to her left forearm and complained of pain to the area.

On 4/8/24 at 11:29 a.m., in an interview Certified Nurse Assistant (CNA) Staff A said he had tried to provide
incontinent care to Resident #2. He said he was providing care alone without anyone to assist. He said
Resident #2 became resistive to care and he had to grab her because he didn't want her to fall from the bed.
He said he always called someone to help with her as she is often resistant to care, but that night he tried to
do it by himself, because the other people were busy.

On 4/8/24 at 12:41 p.m., an attempt to interview Resident #2 was made. Resident #2 is aphasic (difficulty
communicating), however, when asked her how she felt the care was, she became restless, pointed to her
left arm and appeared to be trying to communicate something.

On 4/9/24 at 9:30 a.m., in an interview Resident #2's sister said Resident #2 indicated a staff member had
been rough with her during care. The sister said she did not feel it was an accident but deliberate
manipulation of her arm and that Resident #2 had been very upset at the time.

On 4/9/24 at 11:17 a.m., the Director of Nursing (DON) said they had done an investigation into this incident,
however they did not find the incident to be abuse as there was no intent to cause harm. The DON said Staff
A had been holding Resident #2's arm so she would not put her hand in the bowel movement during
incontinent care. The DON said at the time of the incident Resident #2 had been care planned for one
person assist, but the care plan had been adjusted now to two people assist due to the resistive behaviors.

(continued on next page)
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Review of the care plan at this time revealed it had not been updated to two person assist with Activities of
Daily Living. The DON agreed the care plan still indicated one person assist and it should be two.
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