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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 (continued on next page)

Residents Affected - Few
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F 0600 The facility identified a census of 114 residents. The sample included four residents, with one resident
reviewed for abuse and neglect. Based on observation, record review, and interview, the facility failed to
Level of Harm - Minimal harm or prevent an episode of staff-to-resident physical abuse of a cognitively Impaired Resident (R) 1. This deficient
potential for actual harm practice placed R1 at ongoing risk for preventable abuse and mistreatment.Findings included:- The Medical
Diagnosis section within R1's Electronic Medical Records (EMR) included diagnoses of dementia (a
Residents Affected - Few progressive mental disorder characterized by failing memory and confusion), muscle weakness, repeated

falls, and the need for assistance with personal care. R1's Quarterly Minimum Data Set (MDS) completed
07/01/25 indicated a Brief interview for Mental Status (BIMS) score of eight (moderate cognitive impairment).
The MDS noted no upper or lower extremity impairments. The MDS noted he used a wheelchair for mobility.
The MDS noted he required substantial to maximal assistance with toileting, bathing, transfers, bed mobility,
personal hygiene, and dressing. The MDS noted he had hearing and vision difficulties. The MDS noted he
had a history of falling with minor injuries. The MDS noted no behaviors. R1's Functional Abilities Care Area
Assessment (CAA) completed 10/09/24 indicated he required staff assistance to complete his activities of
daily living (ADL). The CAA noted he could verbalize his needs and answer yes and no questions. The CAA
noted he wandered the unit and exhibited exit-seeking behaviors. The CAA noted he was at risk for falls
related to his medical diagnoses and impaired cognition. R1's Care Plan initiated 09/24/24 indicated he
required staff assistance with his ADLs. The plan noted he needed substantial to maximal assistance with
bathing, toileting, dressing, personal hygiene, and transfers. The MDS indicated he had a history of
behaviors and unsafe wandering. The plan instructed staff to provide redirection, activities, and diversion to
prevent behaviors related to his cognitive impairment. The plan instructed staff to provide cues, reorient, and
monitor him for changes in his behavior.A Facility Incident Report #6463 completed on 07/07/25 indicated R1
got into a physical altercation with Licensed Nurse (LN) G on 07/07/25. The report indicated Certified Nurse's
Aide (CNA) M witnessed a physical altercation between R1 and LN G. The report indicated R1 was agitated
and stood up from his wheelchair. The report indicated R1 then pushed LN G away from him. The reporter
noted that LN G pushed R1 back and stated, We don't push here. The report indicated LN G was
immediately suspended and terminated from the facility. The report noted R1 was assessed with no injuries
found. The report indicated R1's medical provider and resident representative were immediately notified of
the incident. The report noted that law enforcement and the state agency were notified. A Witness Statement
completed by CNA M on 07/07/25 documented that she witnessed LN G and R1 get into a physical
altercation. The statement documented that she witnessed LN G push R1 during the altercation on 07/07/25.
A Witness Statement completed by Dietary Staff BB on 07/07/25 documented she witnessed LN G shove R1
during a physical altercation on 07/07/25. On 07/16/25 at 10:35 AM, R1's Resident Representative indicated
R1 had behaviors at times due to his dementia but was often easily redirected. She stated that staff could
talk to him or provide activities for him while he was upset or had behaviors. On 07/16/25 at 01:25 PM, CNA
M stated the facility provided training and in-services for staff related to dementia care, abuse,
communication, and resident rights. She stated staff were expected to treat all residents in a respectful
manner and never should push or shove residents. On 07/16/25 at 01:33 PM, LN | stated that staff should
always provide diversion or activities for the resident during a behavioral episode. She stated that staff
should never threaten or put their hands on the residents in an aggressive manner. She stated that all staff
are given abuse training annually and in-service throughout the year. On 07/16/25 at 01:25 PM,
Administrative Nurse D stated that LN G was immediately terminated from the facility and reported. She
stated all staff were provided abuse training, and all residents were screened. She stated that no other
residents reported being affected by the incident or the staff involved. She stated that all staff are expected to
treat the residents professionally. She stated the facility had a zero-tolerance policy for abuse. The facility's
Abuse Prevention Program, revised 08/2024, indicated the facility was committed to protecting residents
from abuse. The policy indicated all staff were trained to recognize and report allegations of abuse. The
policy noted that the facility was to provide management for dementia and behavioral symptoms for residents
at risk of abuse. The policy indicated that the facility promoted an environment safe for the treatment and
care of the residents. The facility implemented the following corrective actions related to this incident:-All staff
were educated on Abuse, Neglect, and Exploitation on 07/09/25. -The facility identified and screened all
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