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A complaint survey was conducted by Healthcare
Licensing and Surveys from 5/22/24 to 5/23/24.
| The survey was prompted by complaint intake
| WY00003886.
F 600 | Free from Abuse and Neglect
88=G | CFR(s): 483.12(a)(1)

| §483.12 Freedom from Abuse, Neglect, and
Exploitation
The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This

| includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or
' physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced

Based on medical record review, staff and
| resident interviews, and review of incident
' documentation, the facility failed to ensure |

residents were free from abuse by other residents |
| for 1 of 3 allegations of abuse reviewed (#1).

Resident #1 experienced physical and

psychosocial harm as a result of an interaction
| with another resident. The findings were:

1. Review of the 4/6/24 admission Minimum Date
Set (MDS) assessment showed resident #1

(victim) had a Brief Interview for Mental Status
(BIMS) score of 13, indicating intact cognition,

F 000

F 600 |
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Any deficiency statement ending with an asterisk
other safeguards provide sufficient protection to the patients. (See instructi

(*) denotes a deficiency which the institution may be excused from correcting providing it is determined that '
ons.) Except for nursing homes, the findings stated above are disclosable 80 days

following the date of survey whether or nat 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 correctian is requisite to continued

program participation.
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and had the ability to understand others and
makes self understood.

| 2. Review of the 3/30/24 admission MDS

1 assessment showed resident #2 (perpetrator)

| had a BIMS score of 1, indicating severe
cognitive impairment, and a diagnosis of

dementia.

' 3. Review of an incident report showed on

| 4/28/24 resident #1 came aut of his/her room and

| told licensed practical nurse (LPN) #1 that
resident #2 had thrown a water cup at him/her.
The cup struck the resident in the face causing a
small scratch near the mouth and soaked him/her |
in water. The facility's conclusion of their

 investigation was "...conclude that a physical

| resident on resident altercation did oceur.
Residents were immediately separated and a
temporary room move was conducted that day...

| [resident #2] was then moved to a private room
on 4/30/24 on the men's secure unit... [Resident

( #1] was noted by some staff to be more somber

| after the incident but had no major behavioral !

| changes." !

4. Review of a progress note dated 4/28/24

. showed resident #1 stated his/her roommate
threw a water pitcher at him/her. There were two

i marks on the resident's face; a small scratch on

[ the upper lip and one on the right upper cheek.

| The resident's clothes were covered with water. |

| The note further showed "Client is afraid to go
back to [his/her] room." Another note dated
4/29/24 showed "Resident did not enter into his
original room this shift, stating [s/he] did not want |
to be around [his/her] roommate. Resident is
currently staying in a temporary room at this
time."

| Resident #1 was identified as being affected
by altercation. Resident verbalized fear |
and displayed social withdrawl after
altercation and for the next few days.

Resident #1 was moved to

| another room for the night and following

| night also offered a permanent room

[ move to that location. [

Resident declined and requested to move

back to room once resident #2 was moved

to a different rcom.

4/30/24

No other residents were identefied as
being affected. The facility recognizes
the potential fog all other residents to be |
affected.

Resident #2 was not affected by the
altercation. Resident voiced no recall
of incident when asked, resident does
| have dementia. Resident was |
| moved to a private room in a different
area of the building. No behavioral |
changes were noted.

4/30/24
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5. On 5/23/24 at 8:38 AM resident #1 stated sthe | Y - |
| did not have any issues with their current QAPI team met on 6/20/24 an iscussed incident
[ i i i d trai th t luding Medical Director.
roommate, but had issues with the previous one. | Facity Do devilonad '\'.:;;kf;%heck inwihal | 6/20/24
When asked what happened, the resident stated r%asntiﬁn!s tgro:.uhgh out (Ijamillyl rt10 1enl;an:§cn:owmnng ;
"[name of resident #2] tried to kill me." When O eakls cF &8 NoAHed 4 ud bt GAR!
asked for details, the resident stated resident #2 mgeﬁf";uasﬁg a;‘t;euan):erly QAPI meeting to
took a water mug and "...scratched my face all to ensure compliance.
hell." When asked how that made him/her feel, | |
the resident stated "I'm scared of [him/her]." The | j
resident stated s/he doesn't see the other !
resident as much now, except in the dining room ,
"...but there are security cameras there." !
6. An interview with resident #2 was attempted on
5/23/24 at 9:43 AM, but the resident didn't recall
, an incident with a roommate. [
7. During an interview on 5/23/24 at 9:50 AM LPN
#1 stated resident #1 told her that resident #2 had
thrown a water mug at him/her. She stated the
resident had two marks on his/her face; oneon |
the forehead and one on the cheek. She stated . -
water was all over. She further stated resident #1 Staff completed training fﬂl“ de-descutl_amn.!
was alert and oriented and after the incident told facility has begun to develop educalion | 6/14/24

her that s/he was afraid of resident #2. She stated
after the incident resident #1 stayed in the
common area with staff the rest of the day, which
was unusual for him/her.

8. On 5/23/24 at 10:08 AM the administrator -
confirmed the incident involving residents #1 and
#2. She stated resident #1 refused to go back to
his/her room "as long as that [guy/gal] is there."

| When asked what had been done since the
incident, the administrator stated around the time
of the incident staff were assigned chapters 1-3 in

| the MANDT book, which covered triggers,

| communication, de-escalation, etc. However, she

library to ensure timely staff education
for other incidents that may occur.
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| stated not all staff had completed the training.
When asked if the incident had been reviewed in

i quality assurance, she stated they review abuse
incidents but they had not had a QA meeting
since the incident. The next meeting was in June. .
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