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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 Based on interview and record review, the facility failed to protect a resident's right to be free from
physical abuse by another resident. This failure affects two residents (R1, R2) of four reviewed for
Residents Affected - Few abuse in the sample of four.Findings include:The facility Abuse Policy (1/9/2024) documents: This

facility affirms the right of our residents to be free from abuse, neglect, exploitation, misappropriation
of property, deprivation of goods and services by staff or mistreatment. This facility therefore

prohibits abuse, neglect, exploitation, misappropriation of property, and mistreatment of
residents.R1's Medical Diagnosis list (4/9/2026) documents R1's diagnoses include: Generalized
Anxiety Disorder, Major Depressive Disorder, and Parkinson's Disease (neurodegenerative disorder
causing slow movement, muscle stiffness, and balance issues).R1's Resident Assessment (5/8/2025)
documents R1 has moderately impaired cognition.The facility abuse investigation file (3/6/2026)
documents R2 approached R1 in the facility hallway on 3/5/2026 and struck R1 in the arm twice. On
4/8/2026 at 1:35PM, V3 (Certified Nurse Aide) reported observing R2 strike R1 with a closed fist in
R1's upper arm area on R1's right side and then hollered at R2 to not do that and then as V3 began
walking towards R1 and R2, R2 hit R1 again with a closed fist in the lower right forearm area. V3
reported R2 was kind of aggressive towards staff when we went to provide care and would get
overwhelmed with noise and would get agitated. V3 reported never seeing R2 hit someone like that
before. V3 reported R2 had tried to hit some of the staff before. V3 reported providing care to R2 since
R2's admission to the facility and reported R2 was not always having delirium and R2's agitation
onset (on 3/5/2026) was sudden. V3 reported R1 just sat there and then R1 stated R1 was scared and
cried a little bit but wasn't completely distraught. V3 reported once R2 left, and R1 had a shack, R1
was ok. V3 reported R2 stated R2 wanted to hit R1 and told the nurse that R2 would hit R1 or anyone
else too and R2 was separated (from further potential resident contact) until the ambulance arrived to
take R2 to the hospital for evaluation.

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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