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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, staff interviews, facility documentation, and policy review, the facility failed to ensure 2 
of 5 sampled residents (Resident #1 and #4) was free from abuse by another staff member & another 
resident (Staff #201 and Resident #5). The deficient practice could result in other residents being abused.
Findings include:Regarding Resident #1:Resident # 1 (alleged victim) was re-admitted [DATE] with 
diagnoses that included hypertensive heart and chronic kidney disease, morbid obesity, major depressive 
disorder, anxiety disorder, and unspecified dementia.A comprehensive care plan initiated on August 15, 
2025, revealed that the resident had an activity of daily living (ADL) performance deficit due to impaired 
balance and limited mobility. An admission Minimum Data Set (MDS) assessment dated [DATE], revealed a 
Brief Interview for Mental Status (BIMS) score of 10 indicating moderate cognitive impairment. The MDS also 
revealed that the resident was dependent on staff for toileting hygiene and lower body dressing. A Nursing 
Note dated November 1, 2025, revealed that Resident #1 had care concerns with Certified Nursing Assistant 
(CNA/Staff #201) being angry and aggressive in her care on October 30, 2025. The nursing note also 
revealed that that the resident felt safe in the community as long as Staff # 201 was not taking care of her. A 
Weekly Body Check assessment dated [DATE], revealed red dry flaky skin to bilateral lower extremities and 
scab on her left upper back. Review of the initial facility report of alleged abuse to the State Agency from the 
Operations Assistant (Staff # 8) dated November 1, 2025, revealed that Resident #1 stated she received 
abusive care from Staff # 201 on Thursday, October 30, 2025. The facility report also revealed that Staff #8 
came to the facility and interviewed Resident # 1 and confirmed residents concerns with her care. Staff #201 
was removed from the schedule. Regarding Staff #201Review of Staff #201's (alleged perpetrator) personnel 
file revealed that she was employed as a Certified Nursing Assistant (CNA) with a start date of August 6, 
2025.Further review of Staff #201's personnel record revealed an employee training checklist which included 
the topics of Resident Rights, and Elder Justice/Abuse/Neglect/Exploitation signed August 6, 2025.Review of 
Staff #201's personnel record also revealed a memo regarding Abuse Training Acknowledgement signed 
September 10, 2025. A Personnel and Payroll Notification form dated November 4, 2025 revealed that Staff 
#201 involuntary terminated from the facility due to resident's complaint and report that she was abusive on 
October 31, 2025. The personnel notification goes on to reveal that residents reported Staff #201 was 
aggressive, angry, had an abusive tone, and threw chips at them. A Facility Investigation Report dated 
November 4, 2025 revealed that Resident #1 gave a statement on November 1, 2025 in which she reported 
that Staff # 201 was abusive during care provided on October 31, 2025 between 10:00 p.m.- 6:00 a.m. shift. 
Per Resident #1, Staff # 201 was aggressive during personal care, and displayed an angry attitude. Resident 
#1 further revealed that when she requested a snack, Staff #201 threw the snack at her. Resident #1 stated 
that she did not feel safe around Staff # 201. The facility report documented that during staff and resident 
interviews, it was confirmed by several residents that Staff #201 was rough with cares and displayed an 
angry demeanor toward other residents. An interview was conduct with a CNA (Staff # 165) on November 
12, 2025 at 2:49 p.m., which revealed that Resident #1 had never resisted cares and she is usually the first 
one they get out of bed in the mornings. Staff #165 said that Resident #1 is good and helping with cares so it 
does not take as long as some of the other residents. CNA noted that hitting a resident, grabbing onto 
residents or being rough with residents can be considered physical abuse. An interview with the Director of 
Nursing (DON/Staff # 19) on November 12, 2025 at 3:45 p.m., revealed that she was not in the position of 
DON during the incident with Resident #1 and Staff #201. However, the DON confirmed that Staff #201 was 
suspended then terminated when the allegations were substantiated. An interview with the Operations 
Assistant (Staff #8) on November 12, 2025 at 4:08 p.m., revealed that Resident #1 told her that Staff #201 
was extremely rough and that her hands felt like vice grips on her arms. Staff #8 revealed that a full body 
check was done on Resident #1 with no bruising discovered. Staff #8 discovered during her investigation that 
Staff #201 was verbally rude to residents, threw a bag of potato chips at a resident and was identified by 
three other residents as physically aggressive and angry toward them. Staff #8 noted that residents did not 
want Staff #201 to take care of them. According to Staff # 8, Staff #201 refused to give a statement. 
Therefore, the facility decided to terminate Staff #202 due to all the statements from the residents. Regarding 
Resident # 4:Resident #4 (alleged victim) was admitted [DATE] with diagnoses that included metabolic 
encephalopathy, anxiety disorder, and muscle weakness.A Behavior Noted dated November 5, 2025, 
revealed that the resident was wandering the unit talking to other residents, trying to encourage and help 
other to stand up when they cannot stand up alone. The note also revealed that she was taking gloves, 
garbage bags, clothing protectors, drinks off the tables, and eating food off an old tray. The noted 
documented that Resident #4 can be combative at times and difficult to redirect from other resident rooms 
after everyone is in bed. Physician was notified and a new order of Gabapentin for anxiety was initiated.A 
General Nursing Progress Note dated November 6, 2025, revealed that Resident #4 continues to wander 
into other rooms and pick up whatever she sees and thinks is hers. The note also documented that Resident 
#4 tries to help other residents to stand up and is difficult to redirect.A comprehensive care plan initiated on 
November 8, 2025, revealed that Resident #4 was a high risk for falls due to confusion, deconditioning, and 
gait balance problems. Further review of the care plan contained no indication of Resident #4's wandering 
behavior. An Orders - Administration Note dated November 8, 2025, documented that Gabapentin Oral 
Capsule was administered to Resident #4 for anxiety due to inability to sit still and wandering the hallways 
into other residents rooms and trying to put other residents to bed. The note documented that the nurse was 
unable to redirect her after trying food, music and coloring books. An incident note dated November 8, 2025, 
revealed that Resident #4 was hovering over Resident #5 to help Resident #5 when Resident #5 grabbed 
Resident #4's left arm with both hands and would not let go while she yelled at Resident #4. The incident 
note documented that it took two staff members to get Resident #5's hands off of Resident #4. Resident #4 
ended up with a small scratch on her left hand with a small bruise about 2 centimeters round. A Weekly Body 
Check assessment dated [DATE], documented that the resident received a scratch and bruise to the back of 
left hand and skin tears to left and right elbows. A Behavioral Note dated November 8, 2025 at 9:36 p.m. 
revealed that Resident # 4 continued to wander into other residents' rooms removing items and helping other 
residents with standing up from wheelchairs. Staff were unable to get her into bed. Regarding Resident 
#5:Resident # 5 (alleged perpetrator) was admitted [DATE] with diagnoses that included unspecified 
dementia, major depressive disorder, and anxiety disorder.An admission MDS assessment dated [DATE] 
revealed a BIMS score of 2 which indicated severe cognitive impairment.A comprehensive care plan initiated 
on October 1, 2025 revealed that this resident had a history of behavioral problems which included verbal 
and physical aggression towards staff and other residents, and self-inflicted injury due to dementia. A 
Behavior Note dated November 8, 2025 at 6:49 p.m., revealed that Resident #5 grabbed Resident #4's arm 
with both hands and tried to pull her down over her while yelling, you are trying to kill me. Staff were able to 
get Resident #5's hands off of Resident #4 leaving small scratches on Resident #4. A Skin assessment 
dated [DATE], revealed that Resident # 5 had no open skin or redness. However, the assessment 
documented bruising on the back of her left and right hands.An incident note dated November 8, 2025 at 
8:50 p.m. revealed that Resident #5 was moved to the nurses' station for one-on-one monitoring was 
provided until family was able to sit with her. The incident note also revealed that a skin check was 
performed on Resident # 5 which determined that the bruises on the back of her hands were old. The 5-day 
Facility Investigation report dated November 12, 2025 revealed that based on the incident being witnessed 
by staff and documentation the facility substantiated the abuse allegation. The Facility investigation report 
documented that the facility implemented and intervention and placed Resident #5 with a 1:1 sitter at all 
times. Additionally, a psychological consult with medication review was also put in place. An interview with a 
Licensed Practical Nurse (LPN/Staff #133) on November 12, 2025 at 2:04 p.m. revealed that they heard 
commotion and saw Resident #4 standing over Resident #5. Resident #5 was witnessed holding onto 
Resident #4's arms tightly resulting in a slight skin tear. Staff #133 revealed that the CNA was able to get the 
grip of Resident #5 off of Resident #4. However, Resident #5 gripped onto the CNA and grabbed Staff #133. 
The LPN revealed that she allowed Resident #5 to hold onto her to lead her away from Resident #4 to the 
nurses' station. Staff #133 noted that Resident #4 likes helping other residents and was trying to help 
Resident #5. Resident #5 thought Resident #4 was going to kill her so Resident #5 started fighting back. An 
interview with the DON (Staff #19) on November 12, 2025 at 3:45 p.m. revealed that the resident-to-resident 
altercation between Resident #4 and Resident #5 was substantiated. The DON stated that Resident #5 was 
placed on 1 to 1 sitter and a new social worker has been put into place. The DON noted that Resident #5's 
Preadmission and Screening Resident Review (PASRR) was under review.A Policy and Procedure titled, 
Abuse, Neglect and Exploitation updated on July, 2025 revealed that it is the policy of the facility to provide 
protections for the health, welfare and rights of each resident by developing and implementing written 
policies and procedures that prohibit and prevent abuse, neglect, and exploitation and misappropriation of 
resident property. The policy goes on to define abuse as willful infliction of injury, intimidation, or punishment 
with resulting physical harm, pain, or mental anguish, which can include staff to resident abuse and certain 
resident to resident altercations.
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