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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 clinical record reviews, resident and staff interviews, and policy review, the facility failed to ensure that one
 of two sampled residents (#2) was free from verbal abuse by another resident (#71). The deficient practice could result in
 further incidents of resident to resident abuse.
Findings include:
-Resident #2 was admitted to the facility on (MONTH) 16, (YEAR) with [DIAGNOSES REDACTED].
A review of the quarterly MDS (Minimum Data Set) assessment dated (MONTH) 13, 2019 revealed the resident's BIMS (Brief
 Interview for Mental Status) score was a 15 indicating the resident had intact cognition.
-Resident #71 was readmitted to the facility on (MONTH) 31, (YEAR) with [DIAGNOSES REDACTED].
A review of the quarterly MDS assessment dated (MONTH) 3, 2019 revealed a BIMS score of 15 which indicated the resident had
 intact cognition.
Review of an Activity Participation Note dated (MONTH) 8, 2019 written by the activity director (staff #71) revealed Late
 entry: On Thursday (MONTH) 4, during the 4th of (MONTH) party, (resident #71) asked for a third helping of food. Not all of the
residents had been served so (staff member's name) asked him to wait until all of the other residents had been served.
 It appeared to this writer, that because he wanted more food, and because he did not believe (staff member's name), he got
 angry, became belligerent and called her a liar and a 'b----.' This writer was serving food to others, but overheard this
 conversation as (resident #71) became loud. A second incident occurred at the same party with (resident #71). He raised his voice and
began yelling at another resident (resident #2) and stated 'You should never eat in front of people, you are
 disgusting to watch. You should just leave.' The other resident (#2) appeared to be hurt, embarrassed and he did leave the
 party.
An interview was conducted with the activity director (staff #71) on (MONTH) 17, 2019 at 1:36 p.m. Staff #71 stated that
 resident #2 had a [MEDICAL CONDITION] and was non-verbal. Staff #71 stated that resident #71 saw resident #2 eating and
 became upset and said the way resident #2 ate was disgusting. Staff #71 stated that resident #2 stopped eating, got up and
 walked out of the dining room. Staff #71 stated she told resident #2 to come back to the party and that nothing was wrong
 with the way he was eating. Staff #71 stated resident #2 was embarrassed and his feelings were hurt. Staff #71 further
 stated that she knew that resident #2's feelings were hurt but she did not think of the situation as abuse because it was
 verbal and not physical.
An interview was conducted with the administrator (staff #129) on (MONTH) 17, 2019 at 2:18 p.m. Staff #129 stated that he
 was not notified about this incident and that it should have been reported to him immediately.
An interview was conducted with resident #2 and his roommate on (MONTH) 17, 2019 at 2:37 p.m. The roommate stated that he
 was at the party with resident #2 and that resident #71 stated to resident #2 that he needed to take his tongue and stick
 it in his hole (referring to his [MEDICAL CONDITION] stoma). The roommate stated that resident #2's tongue comes out when
 he eats and resident #71 stated we do not need to see that kind of stuff around here. Resident #2 shook his head
 affirmatively to the roommate's statement. The roommate stated that he told resident #71 that he was really rude and what
 he said was unacceptable. The roommate stated that resident #71 told him to mind his own business. Resident #2 stated that
 it made him feel sad and mad. Resident #2 further stated that he left the party and did not come back.
Review of the facility's policy Protection of Residents: Reducing the Threat of Abuse and Neglect dated (MONTH) (YEAR)
 revealed each resident has the right to be free from abuse. Residents must not be subjected to abuse by anyone. It is the
 policy and practice of this facility that all residents will be protected from all types of abuse. The policy also included .Verbal Abuse-
The use of oral, written or gestured language that willfully includes disparaging and derogatory terms to
 residents .
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