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F 0600

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse,
 physical punishment, and neglect by anybody.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review the facility failed to ensure one of three sampled residents (Resident 2) was free
 from physical abuse. This failure resulted in Resident 2 being pushed and struck on the face and shoulder by Resident 1.
 Findings: Review of Resident 1's clinical document titled, Section C - Cognitive Patterns BIMS (Brief interview for Mental
 Status), dated 10/1/19, indicated Resident 1 was cognitively intact. According to the admission records, Resident 1 was
 admitted   in 2018 with [DIAGNOSES REDACTED]. According to the admission Records, Resident 2 was admitted   in 2018 with
 [DIAGNOSES REDACTED]. Review of Resident 2's clinical document titled, Section C - Cognitive Patterns, dated 11/19/19,
 indicated Resident 2 Cognitive Skills for Daily Decision Making were severely impaired. During an interview conducted with
 the Registered Nurse 1 (RN 1) on 12/5/19 at 10:20 a.m. RN 1 stated Resident 1 was to be monitored for behaviors. During an
 interview conducted with the Certified Nurses Aid 1 (CNA 1) on 12/5/19 at 10:30 a.m., CNA 1 stated Resident 2 wandered in
 and out of other resident's rooms. Review of Resident 1's clinical document titled, Situation, Background, Assessment,
 Recommendation (SBAR), dated 11/18/19, indicated Resident 1 pushed Resident 2's wheel chair and with his right hand hit
 Resident 2 on her left side of the face and shoulder. Review of Resident 1's clinical document titled, Care Plan dated
 8/8/19, indicated Resident 1 had a history of [REDACTED]. During an interview with an Emergency Medical Technician (EMT) of a
medical transportation company on 1/17/20, at 12:30 p.m., the EMT stated he heard Resident 1 yelling at Resident 2, when
 he saw Resident 1 hit Resident 2 he reported the incident to the charge nurse on the unit. During an interview on 1/21/20
 12 p.m., with Licensed Nurse (LN 1), she stated EMT gave description of the event. LN 1 confirmed Resident 1 has a history
 of striking out. She also stated, the facility should have prevented (Resident 1) from striking out. Review of the
 facility's policy and procedure titled, Abuse Prevention, Intervention, and Investigation & Crime Reporting Policy dated
 11/16 indicated Residents have a right to be free from abuse. The facility is responsible for assuring resident safety by
 prohibiting physical abuse.
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