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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48874

Residents Affected - Few Based on interview and record review, the facility failed to protect the resident's right to be free from abuse
for one of three sampled residents (Resident 1) when Resident 2 pushed Resident 1 and hitting Resident 1's
head into a wall which resulted in Resident 1 sustaining a skin tear.

This failure resulted in Resident 1 not free from abuse by Resident 2.
Findings:

Review of Resident's 1 Admission Record indicated Resident 1 was admitted [DATE] with diagnoses
including schizoaffective disorder, bipolar type (a mental iliness that is characterized by disturbances in
thought and mood swings that range from the lows of depression to elevated periods of emotional highs).

Review of Resident 1's Minimum Data Set (MDS - a federally mandated resident assessment tool), dated
5/14/25, indicated Resident 1 was cognitively intact.

Review of facility dcoument titled Health Status Note, for Resident 1 dated 5/18/25, indicated, Resident [1]
was assaulted by another resident [2] attempting to break up a fight .

Review of Interdisciplinary Team (IDT) Note, dated 5/19/25, indicated, on 5/17/25, resident [1] was assaulted
by another resident [2] when attempting to break up a fight. Resident [1] stated . [Resident 2] was hitting the
staff and holding her down. The other staff wasn't doing anything, so | [Resident 1] got up to help her . we
started fighting and he [Resident 2] hit my head against the wall. upon assessment resident [1] was noted
with a bump to his head. Resident [1] also sustained a skin care tear on his right elbow with minimal bleeding
resident [1] was transferred to UCD . due to complaints of headaches, nausea, and dizziness .

Review of Resident 2's Admission Record indicated Resident 2 was admitted [DATE] with diagnoses
including Schizophrenia, Unspecified (a mental illness that is characterized by disturbances in thought) and
Depression, unspecified (a mental illness low self esteem and loss of interest in normally enjoyed activities).

Review of Resident 2's MDS, dated [DATE] indicated Resident 2 had severely impaired cognition.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0600 Review of facility dcoument titled Health Status Note, for Resident 2 dated 5/18/25, indicated, Resident [2]
assualt staff and resident [1] .
Level of Harm - Minimal harm or

potential for actual harm During an interview on 5/28/25 at 1:19 p.m., with Mental Health Worker (MHW), the MHW worker stated she
was on Patio 2 leading an exercise group and Resident 2 requested a song. Resident 2 got mad when he
Residents Affected - Few was told to wait his turn. Resident 2 proceeded to hold the mental health worker down between the chair and

the table and spit on her face. Resident 1 pulled Resident 2 off the MHW. Resident 2 then pushed Resident
1 up against a wall and his head into the wall.

During an interview on 5/28/25 at 2:03 p.m. with the Director of Nursing (DON), the DON stated that all
residents should be free from physical abuse in the facility.

Review of the facility's policy and procedure (P&P) titled, Abuse, Neglect, Exploitation and Misappropriation
Prevention Program dated April 2021, the P&P .Residents have the right to be free from abuse, neglect,
misappropriation of resident property and exploitation . Protect residents from abuse . by anyone including
but not necessarily limited to . other residents.
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