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F 0600

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

34231

Based on observation, interview and record review, the facility failed to ensure staff to resident abuse did not 
occur for 1 of 3 residents reviewed for abuse. (Resident B)

Findings include:

The clinical record for Resident B was reviewed on 6/3/24 at 9:48 a.m. The resident's diagnoses included, 
but were not limited to, dementia with behavioral disturbance and mood disorder. 

The care plan, dated 1/24/24, indicated the resident was at risk for mood changes and verbal aggression. 
The interventions included, but were not limited to, allow the resident to vent feelings and frustrations, 
change care givers, ensure the resident's safety and observe from a distance and to leave resident alone to 
calm down. 

During an interview on 6/3/24 at 9:13 a.m., LPN (Licensed Practical Nurse) 3 indicated on 5/12/24, CNA 
(Certified Nursing Aide) 5 reported to her that CNA 9 had spoken inappropriately to Resident B and pointed 
her finger at him. She did not witness the incident but immediately reported to the Director of Nursing. 

During an interview on 6/3/24 at 10:25 a.m., the Director of Nursing (DON) indicated after she watched the 
video, you could tell CNA 9 pointed her finger at the resident and poked him in the chest. The staff member 
was terminated.

The progress note, dated 5/12/24 at 8:45 p.m., indicated it was reported that CNA 9 and Resident B had an 
altercation in the hallway around 6:00 p.m. after Resident B was removed from another resident's room. 
Resident B called CNA 9 a bitch and told her to go to hell. CNA 9 responded verbally with her finger pointed 
at the resident. The resident sat in the hallway for a few minutes and then wheeled himself back to his room. 
The resident did not display any adverse effects from the interaction. All notifications had been made.

On 6/3/24 at 10:45 a.m. , during a video of the incident on 5/12/24 at 6:04 p.m., with the Director of Nursing 
present, the following was observed: 

(continued on next page)
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On 5/12/24 at 6:04 p.m., CNA 9 was observed to wheel Resident B out of a resident's room on the left of the 
hallway. CNA 9 was observed to walk up to the nurse's station and then abruptly stopped, turned around and 
walked back down the hall towards Resident B. CNA 9 was standing next to Resident B, in conversation and 
then poked Resident B in the chest area with her finger and then walked back up towards the nurse's station. 
A conversation was exchanged between CNA 9 and CNA 5 and then CNA 9 exited the camera view. 

The written statement from CNA 5, dated 5/12/24 and untimed, indicated she was headed to the dining room 
but then remembered something and turned around and went back towards the nurse's station. CNA 5 heard 
Resident B yell you can go to hell, she looked down the hall. CNA 9 had walked past Resident B, 
immediately turned around and approached him. CNA 9 pointed her finger at Resident B and said in a deep, 
harsh voice, you don't talk to me like that. Resident B asked CNA 9 , what did I say. CNA 9, had her finger 
pointed at Resident B and scolding him by saying you told me to go down there.

On 6/3/24 at 9:18 a.m., a current copy of the document titled 
Abuse/Neglect/Mistreatment/Exploitation/Misappropriation of Personal Property dated 1/12/18 was provided. 
It included, but was not limited to, Policy .The facility strictly prohibits resident abuse .physical abuse .
includes, but is not limited to, hitting slapping, pinching .mistreatment .inappropriate treatment 

The Past noncompliance began on 5/12/24 at 6:04 p.m. The deficient practice was corrected by 5/30/24 after 
the facility implemented a systemic plan that included the following actions: All staff were interview, educated 
on abuse and neglect and post tests on abuse completed (5/30/24); Resident interviews/assessments were 
conducted with no findings (5/13/24). 
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