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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 it was determined the facility failed to ensure a resident was free from
abuse. This was evident for 1 (Resident #74) out of 5 residents reviewed for abuse during the facility's
Residents Affected - Few recertification survey.

The findings include:

On 6/12/25 at 8:48AM in response to the surveyor's request, the facility's Administrator provided the
complete investigative file for the self reported facility incident MD00195518 involving Resident #74 in which
abuse of the resident was investigated by the facility. Review of the investigative file revealed Resident #74
reported that Geriatric Nursing Assistant (GNA) #6: entered his room and forcibly turned and positioned him,
yelled at him, and put a pillow over his face.

Further review of the complete investigative file for MD#00195518 on 6/17/25 at 12:47PM by the surveyor
revealed documentation by the facility on a follow up self report form made to the Office of Health Care
Quality that on 8/12/23 Resident #74 reported the allegation of abuse by GNA #6 to facility staff, and after
investigation into the allegation, including an interview of the resident's roommate, the result of the
investigation was found to be substantiated by the facility and a report was documented as made to the
Maryland Board of Nursing (MBON) regarding GNA #6 as well as the facility placing them on a do not return
staffing list.

On 6/17/25 at 2:06PM the surveyor reviewed the facility's documentation of the August 2023 complaint form
in which the facility had documented their complaint and concern regarding GNA #6 to the MBON and also a
letter from August 2023 in which there was a response made from the MBON indicating they received a
complaint.

On 6/17/25 at 3:13PM the surveyor conducted an interview with the facility's Administrator who confirmed
that Resident #74's allegation of abuse was substantiated by the facility. At this time the surveyor shared the
concern with the Administrator who acknowledged the concern.
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