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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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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** 36044

Residents Affected - Few Based on interview and record review, the facility failed to ensure one of three sampled residents (Resident
1) was free from sexual abuse when Resident 1 and Resident 2 were left alone in the activity room and
Resident 2 touched Resident 1's inner thigh. This failure had the potential to endure emotional and
psychological harm for Resident 1.

Findings:

Review of Resident 1's admission record indicated she was admitted to the facility on [DATE] with diagnoses
including vascular dementia (brain damage caused by multiple strokes [occurs when blood supply going to
the brain is blocked or reduced] and cognitive communication deficit (trouble participating in conversations).

Review of Resident 1's Minimum Data Set (MDS, an assessment tool) dated 3/21/24 indicated her Brief
Interview for Mental Status (BIMS, a tool used to have a snapshot of a resident cognitive function) was 00
(score of 0 to 7 indicates severe cognitive impairment).

Review of Resident 2's admission record indicated he was admitted to the facility on [DATE] with diagnoses
including Alzheimer's disease (a progressive disease that affects memory and other mental functions) and
dementia (loss of cognitive function like thinking, remembering, and reasoning).

Review of Resident 2's MDS dated [DATE] indicated his BIMS score was 5.

Review of Resident 1's Situation Background Assessment Recommendation (SBAR, a verbal or written
communication tool used by healthcare professional) date 4/19/24, indicated at approximately 7:14 p.m.,
Resident 3 went to the activity room and witnessed Resident 2 putting his hands inside Resident 1's pants.
Resident 3 called Registered Nurse A (RN A) and RN A went to the activity room and saw Resident 2's
hands inside Resident 1's pants touching her inner thigh.

During an interview with RN A on 4/25/24 at 2:30 p.m., RN A stated when Resident 3 called her attention she
immediately went to activity room and saw Resident 2's hands inside Resident 1's pants touching her inner
thigh. RN A further stated Resident 1 was wearing above knee-length loose pants at that time.

(continued on next page)
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F 0600

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview with Licensed Vocational Nurse B (LVN B) on 4/29/24 at 1 p.m., she stated the activity
room had supervision during daytime and after 6 p.m., there will be no staff supervising the activity room.

During an interview with Resident 3 on 4/29/24 at 1:40 p.m., she stated she was the first person who
witnessed Resident 2 touched Resident 1's private part because there was no staff around. Resident 3
further stated Resident 2 knew what he was doing because when he saw her, he immediately stopped.

Review of Resident 3's MDS dated [DATE] indicated her BIMS score was 13 (score of 13-15 indicates
cognition [process of acquiring knowledge and understanding] is intact).

During an interview with Certified Nursing Assistant C (CNA C) on 4/29/24 at 3:45 p.m., CNA C stated she
worked on 4/19/24 evening shift and Resident 1 was under her care. CNA C stated at 7:14 p.m., she was
taking her break and asked other CNAs to watch out the residents assigned to her. CNA C further explained
that she was supposed to take her break from 6 p.m., to 6:30 p.m. but was delayed on that day and was not
able to watch Resident 1.

Review of the facility's policy and procedure titled, Abuse Policy, dated 7/2025 indicated The facility will
prohibit abuse including sexual abuse. To ensure that the facility staff are doing all that is within their control
to prevent occurrence of abuse including neglect .for all patients.
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