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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Honor the resident's right to be treated with respect and dignity and to retain and use
 personal possessions.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure Resident B treated Resident A with dignity and respect. This
failure caused Resident A to sustain a skin tear on her right shin. Findings: Resident A was admitted to the facility
 on [DATE] with [DIAGNOSES REDACTED]. Resident A's Quarterly Minimum Data Set (MDS-an assessment tool), dated 12/21/19
 documented her BIMS (a brief screening that aids in detecting cognitive impairment) score was 2 which indicated she had
 severe cognitive impairment. Resident B was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. Resident B's
 Quarterly MDS, dated [DATE], documented her BIMS score was 8 which indicated she had moderate cognitive impairment. The
MDS described Resident A as having no signs or symptoms of [MEDICAL CONDITION] or behavioral symptoms. Review of the
facility's Follow-up on Resident to Resident Incident on 1/28/20 indicated on 1/28/20 at around 1:40 p.m. Resident A was observed
 yelling, Please help me while wheeling herself across the large activity room heading towards Resident B who was parked in
 her wheelchair in the middle of the room. Resident B asked her, What did you need help with? Resident A didn't respond so
 Resident B stated, I'll give you something you can get help with and proceeded to kick Resident A's right shin causing a
 skin tear. Review of Resident A's Interdisciplinary Progress Notes dated 1/28/20 at 3:08 p.m. Indicated after the incident
 Resident A had small amount of active bleeding from her R (right) shin. The progress note indicated pressure was applied
 and steri strips were applied. During an interview with Resident B on 2/13/20 at 10:18 a.m., she stated Resident A was
 verbally rude. and told her Go to hell, so Resident B stated she kicked her. Review of the facility's Abuse, Prevention of, revised
11/28/16 indicated, To ensure that residents' rights are protected by providing a method for the prevention of any
 type of resident abuse. Abuse, neglect, mistreatment will not be tolerated in this facility at any time.
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