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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 **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual Based on interview, and record review, the facility failed to prevent verbal and physical abuse from occurring to one of
harm two sampled residents (Resident 1) when, Resident 2 yelled at Resident 1, and then struck Resident 1 in the neck with a
stack of bingo cards. Thisfailure resulted in Resident 1 being afraid, tearful, and had the potential to lead to
Residents Affected - Few isolation, and depression. Findings: Resident 1'sclinical record was reviewed, and indicated that she was admitted to the facility
on [DATE], with [DIAGNOSES REDACTED]. Resident 1's most recent Minimum Data Set (MDS, a standardized resident

assessment) dated 12/14/19, indicated Resident 1 had intact cognition. Resident 2's clinical record was reviewed, and

indicated that he was originally admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. Resident 2's most recent
MDS, dated [DATE], indicated that Resident 2 had severe cognition impairments. During an interview, on 3/4/20, at 8:44

am, with Resident 1, Resident 1 said, when Resident 2 is around she does not like to go into the dining room for activities because he
yells mean things to her. Resident 1 also said he swung a stack of bingo cards and hit her in the neck. During an interview, on 3/4/20,
at 9:33 am, with the Activities Coordinator (ACC), it was reported that Resident 1 was going

through the bingo cards and picking out the one she liked. Then another resident approached her and Resident 1 grabbed a

second card and handed it to him. Resident 2 saw this and started gathering up all the bingo cards, while yelling at

Resident 1, You only get one! Then Resident 2 swung the stack of bingo cards at Resident 1 hitting her in the neck, while

yelling, Get out of here, you don't belong here! At which point, Resident 1 started to cry. She told me Resident 2 always

says mean things to her. The ACC also said, whenever Resident 2 comes into the dining room and Resident 1 isin there,

Resident 1 gets scared and tells her, Oh no, here he comes. The ACC said, Resident 2 has yelled at Resident 1 at least five times
since, and that no one deserves to be verbally or physically mistreated in their own home. During an interview, on

3/4/20, at 11:00 am, with Director of Nursing (DON), she said, Resident 2 yells, get out, you don't belong here, go away,

at Resident 1 every time he sees her. The DON also said, even though we increased our Saffi ng during activities Resident 2 still will
yell at Resident 1, and then stated, | don't have the staff to make him a1:1. Resident 2's Care Plan

Conference Notes (CPCN), dated 3/4/20, were reviewed and indicated that he had exhibited multiple instances of behaviors.
Resident 2's first incident was aggressive behavior towards his wife. The second was punching an aide in the face. The

third was Resident 2's first reported physical aggression toward Resident 1 after dinner. The fourth incident was the

second physical incident with Resident 1. The facility's policy titled, ECC Abuse Prevention of, dated 1/2020, was

reviewed and indicated that each resident has the right to be free from verbal, sexual, physical and mental abuse. All

residents must not be subjected to abuse by anyone, including, but not limited to facility staff, other residents,

consultants, or volunteers.
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