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Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, the facility failed to thoroughly investigate allegations of abuse for one
of three abuse allegations. Specifically, the facility failed to thoroughly investigate an allegation of
physical abuse involving Resident #1 on 8/2/25 in order to prevent a second incident from occurring
on 9/13/25.Findings include:I. Incident of alleged physical abuse between Resident #1 and his spouse
on 8/2/2025A. Facility investigation The investigation of the alleged physical abuse incident between
Resident #1 and his spouse was provided by the nursing home administrator (NHA) on 11/19/25 at
4:15 p.m. The facility investigation report revealed the witness stated Resident #1 was asking his
spouse to leave so he could be alone. The spouse replied to be alone with her, pointing to the female
one one-on-one staff member. Resident #1 and his spouse started arguing and the resident was
getting closer to the spouse so the spouse put her hand up to stop Resident #1 from getting closer.
The spouse's open hand made contact with the resident's chest and Resident #1 moved back slightly,
not more than an inch. The witness stated the spouse's hand up was intended to create space but it
was not a shove. The witness separated Resident #1 and his spouse and the spouse left the facility
and Resident #1 remained with the witness. The alleged assailant (the spouse) was interviewed by
the social services director (SSD) and the alleged assailant said Resident #1 wanted to be alone with
his girls so she was getting ready to leave and he came up to her and she put her hand up to stop him
from getting any closer. -The investigation failed to reveal documentation to indicate the date the
interview occurred with the alleged assailant or what questions were asked of the alleged assailant,
Resident #1's spouse.-The investigation failed to reveal that a statement was completed by the
registered dietitian (RD) who witnessed the 8/2/25 incident to determine what the RD specifically
saw related to the alleged pushing of Resident #1 by his spouse. The facility investigation report
revealed the resident was kept safe during the investigation by separating Resident #1 and his spouse
and the spouse left the facility. The investigation documented that there was education provided to
the spouse about safety and de-escalation techniques and to let the facility staff handle the resident
when he was agitated. Resident #1 was on one-on-one supervision for an unrelated incident. Resident
#1 remained on one-on-one supervision for safety. -However, the investigation failed to reveal
documentation that the alleged assailant was unable to enter the facility during the investigation
process. -The investigation report failed to reveal documentation regarding when the education was
provided to the alleged assailant. The 8/2/25 nurse event note revealed Resident #1's sitter reported
the resident was pushed on the chest by his spouse, no fall occurred and the resident was noted to
become agitated. Tylenol was given for pain and the resident declined a skin assessment. Resident #1
became combative. There was no visible skin tear or bruising noted at the time of the incident. Staff
would continue to monitor the resident for safety. The 8/3/25 nurse behavior note revealed Resident
#1's spouse arrived to the unit to take the resident out of the facility. The one-on-one staff member
walked off when the spouse asked the resident if he was going to behave the way he did yesterday.
Resident #1 appeared anxious but eventually left the facility with the spouse. Resident #1 returned
from the outing with his spouse agitated and pacing. A report gathered from the family indicated the
resident was not comfortable and wanted to get out of the car. Staff tried to calm the resident after
(continued on next page)
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medications and meals and the resident slept for an hour. Resident #1 eventually was back at his
baseline. Staff would continue to monitor the resident for safety. The 8/21/25 SSD progress note
revealed the SSD spoke with Resident #1's daughter regarding a family meeting with all of Resident
#1's children and the spouse. The daughter was receptive to a family meeting regarding Resident #1's
care and his spouse's difficulty with adjusting to the situation. The daughter would call the SSD back
to schedule a meeting date and time. The 9/5/25 SSD progress note revealed the SSD and the
assistant director of nursing (ADON) spoke with Resident #1's spouse. The spouse was encouraged to
allow staff to assist Resident #1 when he needed care or assistance. Four staff members were
interviewed on 8/3/25. The interview questions were as follows: did you witness the altercation
yesterday (8/2/25), if yes what did you see and have you ever witnessed a family member be
aggressive with any resident, if yes, what did you see. -However, the questions for the staff
interviews failed to ask if they had any knowledge of any prior incidents between Resident #1 and his
spouse. B. Alleged assailant interview The alleged assailant, Resident #1's spouse, was interviewed
on 11/19/25 at 1:17 p.m. The spouse said she used to visit Resident #1 every day and then the
facility restricted her visits. Resident #1's spouse said the facility told her to stay home so she did
not interrupt Resident #1's schedule. She said she married him when she was [AGE] years old, had
been married for 56 years and she had never been by herself. She said she was learning to be by
herself and to keep herself busy. Resident #1's spouse said Resident #1 had declined in his health
status since he was admitted to the facility and she said he did not realize she was there and he did
not want to do anything when she visited him. She said since Resident #1 has been in the facility she
felt like she was not needed. She said when she visited him lately, he slept most of the time and she
liked to visit when he was awake and alert. She said Resident #1's sleeping did not do either of them
any good. She said she hated going home and being alone. She said she joined a dementia support
group and started going to the senior center to meet new people. She said it was hard to adjust; she
spent ten years caring for Resident #1 after one of his kidneys was removed and now she was not
needed.Resident #1's spouse said there was a meeting on 11/18/25 with the facility, the ombudsman
and her children. She said the facility told her she pushed Resident #1 a couple of months ago. She
said what happened was she was sitting next to Resident #1 when he was napping for three to four
hours. She said he woke up and he told her it was time for her to go and the girls would take care of
him. The spouse said the facility said she put her hand on his chest and since two to three staff
members said it happened, they decided what happened. She said she did not push Resident #1. She
said it did not take much common sense to know that if she was going to hurt Resident #1, she would
have hurt him a long time ago. She said a couple of weeks after that visit, there was another time
when she visited him and she was told she pushed him. She said the SSD said she would call in three
to five days on what she needed to do. She said she did not hear from the SSD until the scheduling of
the 11/18/25 meeting. Resident #1's spouse said there was another time she took him out of the
facility and Resident #1 was upset with her because he heard he was going to their house and they
were going to have company. Resident #1's spouse said he did not want anyone going to their house
so she had to pull over because he was trying to get out of the car. She said she was able to call her
son-in-law who helped drive him back to the facility (see investigation below). III. Incident of alleged
physical abuse between Resident #1 and his spouse on 9/13/25A. Facility investigationThe 9/15/25
event note revealed there was an interdisciplinary team (IDT) meeting held for the aggression
Resident #1 received on 9/13/25 when the resident's spouse became agitated when she was
attempting to place shoes and glasses on the resident. The intervention was to have the spouse leave
the building until further notice. The 9/13/25 event note revealed that at approximately 1:45 p.m.,
Resident #1 received physical aggression from the wife visiting. There were two witness statements
taken on paper and submitted to the SSD. The resident was immediately removed from the situation,
fully assessed for injury, skin and pain. The resident was crying and grabbing and hugging the staff
saying I'm so sorry honey, I didn't mean to, I'm so sorry. The resident was visibly upset after the
(continued on next page)
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event. Bruising on the arm was noted. The pain signs and symptoms score was a 3 out of 10, on a
pain scale of 1-10. B. Witness interview Certified nurse aide (CNA) #4 was interviewed on 11/20/25
at 12:43 p.m. CNA #4 said she was familiar with Resident #1 and his spouse. CNA #4 said Resident
#1's spouse was allowed to visit and she was controlling about what Resident #1 could do. CNA #4
said Resident #1's spouse's demeanor was mad and aggressive. CNA #4 said Resident #1's spouse
would tell him he needed to sit down and say things that upset him and made him cry. CNA #4 said
there was one time Resident #1's spouse brought new shoes for the resident and she did not like the
way he walked in the new shoes and she was aggravated. CNA #4 said she offered the spouse help
and she said she did not need help so CNA #4 left Resident #1's room. CNA #4 said she could hear the
spouse yelling at Resident #1. CNA #4 said on the same day, they were putting his shoes on and his
glasses fell and he stepped on them. CNA #4 said Resident #1's spouse pushed him out of the way
and said Look at what you did. CNA #4 said she told the spouse she had the resident and the spouse
did not need to push him. CNA #4 said she walked with Resident #1 up and down the hallway in the
unit. CNA #4 said Resident #1 was apologizing and crying. CNA #4 said since then she saw Resident
#1 have moments of crying but she did not know what it was from and Resident #1 did not tell her
why he was crying. CNA #4 said there were times Resident #1 and his spouse were in his room with
the door closed and CNA #4 said she could hear the spouse yelling. CNA #4 said she saw the spouse
visit and ask Resident #1 if she could sit with him and if she did not like what Resident #1 said she
said fine, stay with your girlfriends and she would leave. CNA #4 said the girlfriend term started when
there was one particular CNA who provided one-on-one supervision for the resident. CNA #4 said
Resident #1 would converse with the CNA and not with the spouse and that would upset the spouse.
CNA #4 said when the spouse was mean to Resident #1, he was agitated after her visits and it was
hard to provide care to the resident. CNA #4 said since there were supervised visits, it was easier to
feed him, assist him with showers and dress him. CNA #4 said he ate everything since supervised
visits and he gained weight. CNA #4 said the resident had slept better since starting supervised
visits. IV. Resident #1A. Resident status B. Resident #1's representative interviewResident #1's
representative was interviewed on 11/19/25 at 12:26 p.m. The representative said the alleged
assailant, Resident #1's spouse, had a hard time accepting Resident #1's dementia and his limitations.
She said Resident #1's spouse's whole life had been taking care of Resident #1 and she was mentally
struggling since Resident #1 was placed in a nursing facility. She said Resident #1's spouse had a
hard time visiting Resident #1 because he liked to walk up and down the hallway and she was unable
to walk with him because of her physical limitations. Resident #1's representative said there was a
time Resident #1 wanted to walk and his spouse was tired so she made him sit in his wheelchair and
made him stay sitting while she visited him. Resident #1's representative said that it was not okay to
keep him in his wheelchair if he wanted to walk. Resident #1's representative said it was a relief the
spouse's visits were now supervised because of how Resident #1 and his spouse could react towards
each other. Resident #1's representative said the restriction of supervised visits once a week for an
hour seemed excessive and she was glad the facility agreed to increase the number of visits to twice
a week for two hours. C. Record review The weekly visit care plan, initiated 11/19/25, revealed
Resident #1 would have two weekly visits with his spouse in the secured unit dining room.
Interventions included the spouse could bring snacks and drinks for the resident and the spouse could
bring activities to enjoy with the resident during the visit. The resistance to care care plan, initiated
7/1/25 and revised 8/8/25, revealed Resident #1 was resistant to care, an elopement risk, had the
potential to invade others' space and was unaware of boundaries, including physical contact related
to dementia. Interventions initiated after the 8/2/25 alleged abuse incident included continuing with
supervised visits for safety even when the spouse was present and having one-on-one supervision by
staff, and educating the resident, the family and caregivers of ways to deescalate situations, initiated
8/4/25. Interventions after the 9/13/25 incident included if the resident or the spouse became
agitated, end supervised visitation immediately, initiated 9/15/25 and Resident #1's spouse was not
(continued on next page)
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to visit when Resident #1 or his spouse was agitated or aggressive, initiated 9/15/25. Additional
interventions included a staff member or another family member must be present with the spouse at
all times, and discouraging the resident's spouse from providing any care to the resident, initiated
9/25/25. The aggression care plan, initiated 9/18/25, revealed Resident #1 had the potential to have
increased aggression related to dementia. Interventions included discouraging the resident's spouse
from providing any care to the resident. The verbal aggressive care plan, initiated 11/18/25, revealed
Resident #1 had the potential to be verbally aggressive related to dementia. -However, there were no
interventions listed in the care plan on what to do if Resident #1 was verbally aggressive. The
9/18/25 SSD progress note revealed the SSD called to speak with Resident #1's spouse and daughter
to explain the new visitation schedule. The spouse was to call the SSD each week before Friday to
schedule an hour visit between the hours of 10:00 a.m. and 2:00 p.m. The visit would happen for one
hour in the secured unit supervised by a manager or designee. The resident and his spouse would not
be left alone during the visitation. The spouse was to come to the front of the building and sign in.
The SSD would be called when she arrived to escort the spouse to the secured unit. If there was any
agitation that occurred during the visit with the resident or his spouse, the visit would end
immediately and the visitation schedule would be evaluated. The SSD asked for one of the children to
accompany the spouse for at least the first three visits. Both the spouse and daughter understood.
The 9/25/25 behavior note revealed that on 9/17/25 a plan was in place to remove the one-on-one
supervision from the resident. The facility would attempt to have the one-on-one sitter removed from
the resident. By pulling back, one-on-one supervision would still be there but would be more of a line
of sight for one week and monitor the resident's behavior and interaction with other residents and
family. The facility would watch for signs of behaviors such as threatening comments, clenching
fists, kicking others, pushing others, entering other residents' rooms and personal space, anxiousness
and restlessness towards residents and staff. If after one week the resident showed no aggression,
the facility would discontinue and remove the one-on-one supervision. Staff were educated on the
plan. A psychiatrist appointment was offered to the spouse on 8/25/25 to see if they would be able to
manage the resident's behaviors. The spouse agreed with the plan and the referral was placed. The
psychiatry office was six weeks behind on referrals at that time. The scheduler was to follow up. A
new education was provided to staff in the secured unit on 9/24/25 detailing the resident's specific
likes and wants. It explained the ways to redirect the resident if he became agitated or became
irritated, such as speaking slowly, providing a quiet environment, and providing a brownie or milk. The
facility spoke with Resident #1's physician and explained why the resident was placed on a
one-on-one sitter, what was done while he was on one-on-one supervision, the changes in the
resident, and that the facility was planning on removing the one-on-one supervision. The physician
was in agreement with removing the one-on-one supervision and the . one-on-one supervision was
removed during the day on 9/25/25. The facility would follow up with the family as issues arose. At
that time, Resident #1 would continue on behavior charting and monitoring and the facility would
address any issues as they arose. Social services was aware of the removal of the one-on-one
supervision.The 11/5/25 SSD progress note revealed the SSD had a conversation with Resident #1's
daughter after both of them spoke with the ombudsman. The daughter wanted to have the visits
increased between her parents to two times weekly. The SSD suggested one of the children join the
visits to observe them. The spouse continued to ask multiple questions to the resident during the visit
and refused to walk with him due to her back problems. The SSD continued to educate the spouse
regarding Resident #1's ability to understand multiple questions and if he wanted to walk during the
visit, the spouse should walk with him. The daughter understood and said the spouse had the same
behaviors when they had family outings and her siblings continued to educate her regarding the same
topics. The SSD and the daughter scheduled a meeting with all of the children, the spouse and the
ombudsman on 11/18/25. The 11/18/25 SSD progress note revealed a family meeting was held on
11/18/25 with Resident #1's spouse, three children, the ombudsman, a nurse and the SSD. The
(continued on next page)
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meeting was held to discuss the spouse being able to receive more visitation time with Resident #1.
The spouse received supervised visits due to aggressive behavior with Resident #1. The spouse
pushed Resident #1 on two separate occasions and was limited to one hour per week of supervised
visits. The visitation schedule had occurred for the last two months. The spouse did well with
supervised visitation. It was agreed to allow the spouse to visit two times weekly for two-hour visits.
The visits were to occur in the secured unit dining room between 1:00 p.m. and 3:00 p.m. Staff would
be educated on the visitation schedule. The spouse was educated that she could not provide any
personal care for Resident #1. If the spouse wanted to walk during that time, the spouse was
encouraged to walk with him. The spouse was able to bring snacks during the visit. All who were in
attendance at the meeting were in agreement with the new visitation schedule and the schedule
would be evaluated again after the first of the year. V. Staff Interviews CNA #1 was interviewed on
11/19/25 at 3:21 p.m. CNA #1 said she was familiar with Resident #1. CNA #1 said Resident #1 would
strike out and refuse care, such as refusing to shower. She said he exhibited certain behaviors when
staff were pushy, demanding, and did not let him have his own space, especially when there were too
many people around him and forced him to sit down. CNA #1 said giving him space and distance
helped de-escalate his behavior. CNA #1 said Resident #1 did not have the behaviors as often and he
was easier to help because his spouse's visits were limited. CNA #1 said there was a time the spouse
was aggressive and made Resident #1 sit when he did not want to sit. CNA #1 said she saw the
spouse upset and she said it seemed like the spouse was jealous of the caregivers. CNA #1 said she
heard the spouse be passive-aggressive to the resident and say Do you want to stay with your
girlfriends? CNA #2 was interviewed on 11/20/25 at 10:03 a.m. CNA #2 said she was familiar with
Resident #1. CNA #2 said Resident #1 was angry, combative and would strike out at staff. She said
Resident #1 had escalated behaviors when staff told him what to do or if staff asked him questions.
CNA #2 said the resident would get angry and combative. She said if the staff left him alone and let
him walk, his behaviors went away. CNA #2 said Resident #1 had been mellow and quiet lately. She
said Resident #1 had other visitors besides his spouse. CNA #2 said she saw him cry after his visitors
left the facility. CNA #2 said there was a CNA who was scared of Resident #1's spouse and she no
longer worked at the facility. CNA #2 said she saw Resident #1's spouse get upset with the resident.
CNA #2 said the spouse closed Resident #1's door and she could hear the spouse yelling at Resident
#1. CNA #2 said she heard the spouse yell at the resident not to do that and slammed the door on CNA
#4. CNA #2 said before Resident #1's spouse's visits were restricted, his spouse came every day.
CNA #2 said she saw the spouse in her car in the parking lot at 6:30 a.m. and she waited until 9:00
a.m. to go into the facility. CNA #2 said she saw the spouse ask Resident #1 if he wanted to speak to
her and if he did not answer her, she started to cry and left the building. CNA #2 said she thought
Resident #1's spouse was abusive because she heard the spouse yelling at the resident in his room.
CNA #2 said every time the spouse visited, Resident #1 cried. CNA #2 said the spouse caused a
scene, she was intimidating, and she escalated Resident #1's behavior after she left. CNA #2 said
Resident #1 tried to swing and hit the staff. CNA #2 said they tried to redirect the resident when he
was escalated. CNA #2 said there was a time the RD provided one-on-one care and Resident #1 asked
his spouse to leave. CNA #2 said the spouse was upset and said, Do you want me to leave so you can
be with your girlfriends? CNA #2 said she never saw the spouse push the resident but she heard about
the day the spouse pushed the resident because he broke his glasses. CNA #3 was interviewed on
11/20/25 at 10:34 a.m. CNA #3 said she was familiar with Resident #1. CNA #3 said Resident #1's
spouse showed physical and verbal aggression to Resident #1 about a month or two ago
(August/September 2025). CNA #3 said the spouse was upset and angry. CNA #3 said the spouse took
Resident #1's hand and yelled at him to just sit down and then he cried. CNA #3 said the spouse
accused the resident of having a girlfriend. CNA #3 said the spouse thought all the staff who cared for
Resident #1 were his girlfriends. CNA #3 said she did not think the spouse understood Resident #1's
dementia and thought the staff would steal Resident #1 from her. CNA #3 said when she saw the
(continued on next page)
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spouse upset, the staff intervened by walking with the resident. CNA #3 said the spouse caused a
scene by stomping her feet and slamming the resident's room door. CNA #3 said after the spouse
visited, Resident #1 had behaviors, such as trying to hit the staff when they provided personal care.
CNA #3 said the spouse was what escalated Resident #1's behavior because of her outbursts and she
was high-strung. CNA #3 said since the spouse's visits were limited, Resident #1 hardly ever had
behaviors.CNA #5 was interviewed on 11/19/25 at 3:19 p.m. CNA #5 said she was familiar with
Resident #1. CNA #5 said Resident #1's spouse showed verbal aggression to Resident #1. CNA #5 said
the spouse forced Resident #1 in a chair once or twice and would say things like looks like you want
me here. CNA #5 said he hit and kicked staff, wandered into other residents' rooms, and urinated on
the floor. CNA #5 said since the spouse's visits were limited, Resident #1's behaviors were a lot
better and the interventions used were effective. The SSD and the NHA were interviewed together on
11/20/25 at 1:02 p.m. The SSD said she was responsible for meeting with the NHA and the DON to
discuss abuse allegations. The SSD said she was responsible for interviewing any residents and
staff. The SSD said she documented interviews in a paper notebook. The SSD said she had social
service assistants (SSA) who also helped her investigate the abuse allegation. The SSD said for the
8/2/25 incident, her SSA interviewed the alleged assailant because the incident occurred over the
weekend. The SSD said she did not talk to the assailant until Monday or Tuesday. The SSD said the
interview should have been in the incident file. The SSD said she was not sure who provided
education to the spouse after the 8/2/25 incident. The SSD said she reviewed her notes and she saw
she talked to the spouse about transportation and how visits should go (see follow-up below). The
SSD said she most likely was the one who provided education, but she was unable to find
documentation of when she educated the wife. The SSD said for staff interviews, there was a
question specific to the resident in the incident. The SSD said for the 8/2/25 incident, the SSA
completed the interviews and he did not include a question about Resident #1. VI. Facility follow-up
The NHA provided the following documents on 11/21/25 at 7:51 p.m., after the survey exit. The
8/2/25 incident witness statement revealed the RD was asked to perform a repeat demonstration of
the RD's witnessed events regarding Resident #1's spouse and Resident #1. Resident #1's spouse
was upset Resident #1 did not want to sit and visit with her as he had a tendency to pace the
hallways frequently at that time during one-on-one sessions. The spouse became upset and asked the
resident if he wanted her to leave and he could spend time with his girls, referring to the female staff
members, such as CNAs and nursing staff. A majority of the one-on-one staff members were females
as opposed to males. Resident #1 had a tendency to get into others' personal space and he did this
with his spouse during the conversation in which his spouse placed her hands on his chest and
applied pressure to create distance of approximately three to six inches. The shove was not hard, in
the RD's opinion based on her witness testimony, and was not meant to be aggressive or abuse, but
was meant to create distance between the two of them. The RD separated the resident and the
spouse. The spouse left the facility and the RD spoke with the ADON, the SSD and the NHA. The SSA
handled the investigation as he was the associate working in social services the day the incident
occurred. The repeat demonstration included the RD to verbally describe the situation and what
occurred along with physically showing the team the forcefulness or lack of forcefulness regarding
the above situation. The DON described the return demonstration as the RD said the spouse was
asked to leave so the resident could be with the girls. The spouse and the resident exchanged words.
The resident started to walk towards his spouse. The RD said the spouse pushed the resident to
create space between the two of them. The RD said it was a shove but the resident barely moved.
The RD said multiple times that the spouse was trying to create space between the spouse and the
resident. The RD was asked to complete a return demonstration with the SSD acting as the resident.
The RD stood in front of the SSD with feet slightly apart. The RD's arms were straight out and her
palms towards the SSD. The RD asked the SSD to walk towards the RD and the SSD walked forward
directly into the RD's hands. The RD palms were on her upper chest and shoulder. The SSD was not
(continued on next page)
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pushed by the RD. The 8/4/25 SSD note revealed she spoke with the spouse. The SSD asked the
spouse about the 8/2/25 incident. The spouse denied pushing the resident and denied doing anything
considered aggressive. The spouse said she was frustrated with the resident and told him to stop
coming towards her. The spouse said she did not understand why she was asked to leave the facility.
The SSD informed the spouse the facility took physical abuse allegations seriously and explained the
investigation procedure. The spouse said she understood the procedure. The SSD requested to call
the spouse along with her three children to let them know the outcome of the investigation. The
spouse agreed and agreed to refrain from visits until the investigation was concluded. The 8/6/25
SSD note revealed she spoke with the spouse and the resident's three children on a conference call.
The SSD explained that due to the incident that occurred on 8/2/25, the spouse was to allow the
CNAs to provide care and a one-on-one sitter would be in the room at all times with the resident, even
when the spouse visited. The SSD encouraged the spouse to walk away or possibly take a drive if she
became overwhelmed or frustrated with the resident during visitation. The SSD explained that all
transportation for appointments for the resident could be provided by the facility and if the family
wanted to transport the resident that one of the children, son-in-law or grandchildren needed to
accompany them in the vehicle. All parties stated they understood the education and only wished to
keep the resident safe. The SSD explained the facility had the resident's safety and well being as
their priority as well as their other residents in the unit.
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