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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 the resident's right to be free from physical
abuse by another resident for 1 of 3 residents sampled [Resident #2]. Findings include:Per record review,
Residents Affected - Few Resident #1's diagnoses include unspecified dementia without behavioral disturbance, psychotic

disturbance, mood disturbance, Anxiety, and cognitive communication deficit. Resident #2's diagnoses
include Alzheimer's and dementia. Both residents had a BIMS score (Brief Interview for Mental Status) of 99,
which indicates they were unable to answer questions to determine their cognitive functional level. Per
regulation guidelines Having a mental disorder or cognitive impairment does not automatically preclude a
resident from engaging in deliberate or non-accidental actions . it is important to remember that abuse
includes the term willful. The word willful means that the individual's action was deliberate (not inadvertent or
accidental), regardless of whether the individual intended to inflict injury or harm. An example of a deliberate
(willful) action would be a cognitively impaired resident who strikes out at a resident within his/her reach.Per
review of the facility's investigation of the resident-to-resident incident on 8/18/25, A Licensed Nursing
Assistant [LNA] saw Resident #1 standing over Resident #2's bed. When the LNA asked Resident #1 what
s/he was doing, Resident #1 turned to Resident #2 and made contact with Resident #2's forehead with a
closed fist. Resident #1 was immediately re-directed to another area. Resident #2 is unable to speak h/her
needs. Per facility report the allegation was verified, as it was witnessed to have occurred by a staff Licensed
Nursing Assistant.An interview was conducted with the facility's Director of Nursing [DON] on 9/8/25 at 12:46
PM.The DON confirmed that the facility failed to ensure Resident #2 was free from physical abuse when
Resident #1 struck Resident #2 on 8/18/25.
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