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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 - Actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46706
Residents Affected - Few
Based on interview and record review, the facility failed to protect one resident's right to be free from physical
abuse when Resident #1 swatted (hit swiftly with a sharp slap or blow) Resident #2 on the arm. Resident #2
sustained a red mark on his/her left arm. The facility census was 55.

Review of the facility policy titled, Abuse, Neglect, and Exploitation, Program Responsibilities, dated
September 2022, showed:

-Each resident has the right to be free from abuse;

- Abuse means the willful infliction of injury and intimidation resulting in physical harm, pain or mental
anguish;

- Instances of abuse of all residents, irrespective of any mental or physical condition, cause physical harm,
pain or mental anguish;

- Willful means the individual deliberately, not that the individual must have intended, to inflict injury or harm;
-Residents must not be subject to abuse by anyone including facility staff and other residents;

-The facility will ensure each resident has the right to be free from abuse.

Review of the facility's policy titled, Resident to Resident Altercations, revised October 2022, showed:

-All altercations, including those that may represent resident to resident abuse, shall be investigated and
reported to the nursing supervisor, Director of Nursing and the Administrator;

-Resident to resident altercations may include mental/verbal conflicts and physical altercations;

-Examples of reportable resident to resident altercations include: Threats of violence; any willful action that
results in physical injury, metal anguish and/or pain.

(continued on next page)
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F 0600 1. Review of Resident #1's Quarterly minimum data set (MDS), a federally mandated assessment instrument
completed by facility staff, dated 03/19/25 showed:
Level of Harm - Actual harm

- Severe cognitive impairment;
Residents Affected - Few
- Physical and verbal behaviors directed towards others;

-Medications taken include antipsychotics (a type of psychiatric medication used to treat mental health
problems) and are taken on a routine basis;

- Diagnoses included, dementia, anxiety and depression.
Review of the resident's nurses notes showed:

-03/15/25 at 8:27 P.M., Resident states he/she feels anxious and regretful for keeping his/her spouse and
others awake last night;

-03/21/25 at 8:12 A.M., Resident having behaviors this morning. The resident sat himself/herself down on the
floor in the weight room twice. Resident is yelling at staff and throwing walker at staff. Resident does not take
direction or redirection from staff.

Review the resident's care plan dated, 03/21/25 showed:

-The resident will have fewer episodes of yelling and hitting at staff;

- The reisdent has cognitive and memory problems related to dementia.

- Staff directed to intervene as necessary to protect the rights of others.

Review of the resident's nurses notes showed:

-03/25/25 at 6:18 P.M., Resident is having increased behaviors, yelling out into the hall and yelling for his/her
mother. The resident is yelling at staff. Resident sat on the floor;

-03/29/25 at 1:21 P.M., The resident continues to yell for help when he/she does not need anything. The
resident has been arguing with his/her spouse. The resident slams his/her walker up and down when yelling
for help. The resident also attempts to throw the walker;

-03/30/25 at 4:08 P.M., The resident is having behaviors. The resident is yelling and walking up and down
the hall. The resident was hitting himself/herself in the head and calling himself/herself a dummy;

-03/31/25 at 4:48 P.M., Resident #1 was walking past Resident #2's room. Resident #2 went to shut his/her
door without speaking to the resident, the resident yelled at Resident #2 and threatened to hit Resident #2.
The resident did not strike anyone but threatened;

-03/31/25 at 6:46 P.M., Resident is yelling down the hall and at his/her spouse;

(continued on next page)
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F 0600 -04/01/25 at 11:08 A.M., Resident #1 was heard with raised voice. Resident #1 and Resident #2 were in the
hallway verbally fighting. Resident #1 being the aggressor. Resident #1 moved toward Resident #2 with
Level of Harm - Actual harm threatening implications; Resident #2 tried to protect himself/herself while Resident #1 was coming at

him/her. Resident #1 raised his/her hand back and hit Resident #2 on the left arm leaving a red mark;
Residents Affected - Few
-04/02/25 at 9:35 P.M., The resident continuously yells for help from staff and is placing self on the floor;

-04/02/25 at 2:51 P.M., The physician was notified regarding the resident's ongoing behaviors. An incident
occurred yesterday involving resident to resident contact. Resident #1 struck another resident;

-04/03/25 at 7:00 A.M., Resident attempted to hit staff and was pulling his/her own hair out. The resident
said, | do not feel good and | am mentally ill;

-04/03/25 at 8:43 A.M., Resident having extreme behaviors and has raised fists at staff and other residents;
-04/03/25 at 11:00 A.M., Resident has been having behaviors for multiple weeks now.

2. Review of Resident #2's Quarterly MDS, dated [DATE] showed:

-Severe cognitive impairment;

-Independent with Activities of Daily Living (ADLs);

-Diagnoses included Alzheimer's Disease, dementia and depression.

Review of the Resident's care plan dated 03/28/25, showed:

-Has chronic pain.

-At risk for falls.

Review of the resident's nurses notes showed:

-04/02/25 at 2:50 P.M., Physician notified. The resident was involved in a resident to resident contact
situation where he/she was struck by another resident exhibiting behavioral issues. The resident defended
himself/herself during the encounter.

Review of the facility investigation dated 04/01/25 at 10:30 A.M., showed:

-Resident #1 was frustrated with Resident #2;

-Resident #1 said he/she attempted to go into Resident #2's room;

-Resident #1 said Resident #2 said something smart to him/her;
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F 0600 -Resident #1 said he/she swatted Resident #2 on the arm;
Level of Harm - Actual harm -Resident #1 said he/she was having trouble managing his/her emotions.
Residents Affected - Few Review the facility investigation dated 04/01/25 at 11:00 A.M., showed:

-Resident #2 said Resident #1 kept bitching at me and | told him/her to cut it out;
-Resident #2 said Resident #1 put his/her hand on him/her.

Review of the facility investigation dated 4/01/25 at 11:30 A.M., showed:
-Licensed Practical Nurse (LPN) B heard resident #1 raise his/her voice at Resident #2;
-LPN B said Resident #1 was near Resident #2's room;

-LPN B said Resident #1 was stepping toward Resident #2;

-LPN B said Resident #2 raised his/her hand as if protecting himself/herself;
-LPN B said Resident #1 put his/her hand to Resident #2's arm;

-LPN B said Resident #2 had a red mark on his/her left arm.

Review of the facility investigation dated 4/01/25, at 12:20 P.M., showed:
-Conclusion:

o Resident #1 went to Resident #2's room;

o Resident #1 was confronted by Resident #2;

o Resident #1 and Resident #2 got into a verbal altercation;

o Resident #1 lashed out physically and swatted Resident #2 on the arm;

o Resident #1 said he/she had been having trouble managing his/her emotions and could benefit from an
inpatient psychiatric stay;

o Resident #1 was accepted for an in-patient stay at a psychiatric stay.
During an interview on 4/14/25 at 1:14 P.M. LPN A said:

-Abuse can be both deliberate and non deliberate;

-He/She was aware that Resident #1 hit Resident #2;

-All residents have the right to be free from abuse.

(continued on next page)
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F 0600 During an interview on 04/14/25 at 1:18 P.M., the Director of Nursing (DON) said:
Level of Harm - Actual harm -Resident #1 went to Resident #2's room;
Residents Affected - Few -Resident #1 and Resident #2 began yelling at each other;

-Resident #1 swatted Resident #2 on the arm;

-The residents were separated and monitored by staff;

-All residents have the right to be free from abuse;

-Abuse is willful and purposeful.

During an interview on 04/14/25 at 01:20 P.M., the Administrator said:

-All resident-to-resident altercations are investigated and reported to the DON and the Administrator.
-Any threats of violence or intentional actions that result in an injury would be reportable incidents.
-The facility reported the incident to the state survey agency.

-Abuse is a reportable incident.
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