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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 | Based on interview and record review, the facility failed to protect one of three sampled residents (Resident 1) from
harm physical abuse when Resident 2 stabbed Resident 1 with apen. This failure resulted in a superficial puncture wound on
Resident 1'sright palm and right forearm, and placed Resident 1 at risk for psychosocial harm. Findings: In an interview with the
Residents Affected - Few | facility administrator on 3/28/18 at 3 p.m., he stated Resident 2 stabbed Resident 1 with apen. The facility
report of aresident to resident altercation, dated 3/19/18, indicated, .At (approximately) 12:13 p.m., (Resident 1) was
in hallway talking to another resident. (Resident 2) passed by resident and stabbed (Resident 1) on (right) palm and
(right) forearm with writing pen. Charge nurse was called, residents were separated. First aid was provided to (Resident 1) . Ina
review of the clinical record for Resident 1, the licensed nurse progress note dated 3/19/18 at 2:04 p.m.,
indicated, Stabbed by (Resident 2) on right palm and right arm. Police called. (Name of physician) notified. Unable to call family,
number disconnected. The post incident interdisciplinary progress note dated 3/20/18 at 10:14 a.m., indicated,
.(Resident 1) was saying derogatory remarks to (Resident 2) in Spanish . In an interview with Resident 1 on 3/28/18 at
4:15 p.m., he said, in Spanish, That witch (Resident 2) stabbed me. She'scrazy. In an interview with Resident 2 on
3/28/18 at 4:22 p.m., she admitted to stabbing Resident 1 with a pen. She said, in Spanish, He's (Resident 1) always
calling me names and saying insults. Resident 2 added, she knew it was wrong, but she lost her temper. The facility's
policy and procedure titled, Abuse Prohibition and Prevention Policy and Procedure and Reporting Reasonable Suspicion of a
Crime in the Facility Policy and Procedure revised (NAME)2018, indicated, This facility prohibits and prevents abuse
.Residents must not be subjected to abuse by anyone, including but not limited to .other residents .Ongoing Resident
Assessments and Care Planning for appropriate interventions are performed to monitor resident needs and address behaviors
that may lead to conflict .such as .Verbally aggressive behavior, such as .bossing around/demanding, insulting
.antimidating .
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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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