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F 0551

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Give the resident's representative the ability to exercise the resident's rights.

Based on observation, interview and record review, it was determined that for one (R1) out of five residents 
reviewed for resident rights, the facility failed to ensure that rights exercised by R1's resident representative 
were followed by staff. Findings include:Review of R1's clinical record revealed: 6/20/23 - R1 was admitted to 
the facility with a diagnosis of dementia. R1's resident representative was listed as R1's power of attorney for 
care. 6/16/25 - The annual MDS assessment documented R1's BIMS score as a 3 (severely cognitively 
impaired). R1 had a motion activated camera located in R1's room, which was permitted by the facility, 
supplied and viewed by R1's resident representative, and known to all nursing staff. The camera, located on 
top of the dresser, captured the following: 9/9/25 11:21 AM - Video observation of E7 (CNA) in R1's room 
standing in front of the dresser. E7 turned the camera to face the wall and R1's personal items. (Video 
0:00:26 hour:minute:second) 9/24/25 11:47 AM - Video observation of E7 (CNA) exited the bathroom in R1's 
room and was putting on disposable gloves. E7 stood in front of the dresser and opened the doors. R1 was 
observed talking softly at the foot of her bed. E7 reached for the camera on top of the dresser and turned it 
away to face the wall and R1's personal items. (Video 0:00:59 hour:minute:second) 9/29/25 untimed - E7 
(CNA) wrote the following statement: . On several days I did turn the camera around because I didn't ok (sic) 
to be recorded. 10/6/25 12:05 AM - During an interview, E7 (CNA) confirmed that she was educated that 
staff are not allowed to touch the resident's personal property, specifically the camera, in the room. 10/8/25 
4:00 PM - Finding was reviewed during the exit conference with E1 (NHA), E2 (DON) and E12 (ED).
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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.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on video observation, interview and review of facility documentation, it was determined that for one 
(R1) out of five residents reviewed for abuse, the facility failed to protect a resident's right to be free from 
physical and mental abuse by staff. While there was no apparent decline in mental or physical functioning of 
R1 at the time of the survey, it can be determined that a reasonable person in the same position would have 
experienced psychosocial harm, specifically dehumanization, as a result of the physical and mental abuse by 
staff. Review and verification of the facility's immediate actions for the staff to resident incidents on 8/2/25 
and 8/20/25 were determined to have been corrected prior to the survey. An additional finding of a resident 
to staff incident, dated 8/31/25, was also captured on video, but was unknown to the facility until 10/3/25. 
Findings include: 1. Review of R1's clinical record revealed: 6/20/23 - R1 was admitted to the facility with 
diagnoses that included, but were not limited to, dementia, depression and anxiety disorder. 6/30/23 - R1 
was care planned for ADL self-care performance deficit related to dementia. Approaches included, but were 
not limited to:-independent for transferring in and out of bed (10/4/24 revised);-required partial/moderate 
(limited assist) from staff to dress and to encourage changing clothes;-able to transfer on toilet with 
supervision/touching assistance. Staff needs to make sure incontinence products are in place and clean, 
extensive (substantial/max) assist for incontinence care (6/30/25 revised).-encourage the resident to 
participate to the fullest extent possible with each interaction; and-praise all efforts at self care. 1/6/25 
revised - R1 was care planned for frequent refusals/resistive to care. Approaches included, but were not 
limited to:-encourage as much participation/interaction by the resident as possible during care activities;-give 
clear explanation of all care activities prior to and as they occur during each contact;-if resident resists with 
ADLs, reassure resident, leave and return 5-10 minutes later and try again;-praise the resident when 
behavior is appropriate; and-provide resident with opportunities for choice during care provision. 6/16/25 - 
The annual MDS assessment documented R1's BIMS score as a 3 (severely cognitively impaired); exhibited 
physical, verbal and other behaviors toward others and rejection of care occurred 1 to 3 days during the 
assessment; behaviors significantly interfered with the resident's care; and R1's behaviors and care rejection 
worsened since the last assessment. R1 had a motion activated camera located in R1's room, which was 
permitted by the facility, supplied and viewed by R1's resident representative, and known to all nursing staff. 
The camera, located on top of the dresser, captured the following staff to resident incidents: First Video: On 
8/2/25 at 6:00 AM, E4 (CNA) was observed making R1's bed. R1 was standing in the doorway talking softly. 
E4 walks over to R1 and said, right here while pointing to the bathroom. E4 said, sit on the toilet, please 
thank you. E4 walked into the bathroom and said, right here. R1 says, then what. running down my leg. E4 
said, no and walked out of bathroom and around R1 to the doorway. R1 said, what's wrong? E4 said, you 
don't have a pull up on. R1 said, I took it off. E4 said, why didn't you put on a new one? R1 responded 
(unable to hear clearly). E4 returned into the room from the doorway, closed the door and pointed to the 
bathroom. R1 then pointed to the bathroom. E4 forcefully grabbed R1 and pushed her into the bathroom 
while R1 was screaming. (Video 0:02:01 hour:minute:second) Second Video: On 8/20/25 at 5:35 AM, R1 
was sitting on the side of the bed. E4 (CNA) was standing on the left side of R1. As R1 was observed to be 
taking her right arm out of her shirt, E4 immediately and forcefully grabbed R1's left arm and pulled her up off 
the bed, standing her up, and pushed R1 from behind as R1 said, Hey, Hey. Help and continuously yelled as 
R1 was pushed into the bathroom. E4 was not observed speaking to R1 during this physical interaction. 
(Video 0:00:25 hour:minute:second) 9/29/25 4:48 PM - In response to a meeting with R1's resident 
representative regarding R1's care where these videos were shown, the facility immediately reported the 
videos dated 8/2/25 and 8/20/25 to the State Agency within the two-hour requirement. Immediate action was 
taken when these video incidents were brought to the facility's attention and prior to the current survey that 
started on 10/2/25 at approximately 1:30 PM. 9/29/25 - The staff member involved was identified and a 
written statement was obtained by E2 (DON) from E4 (CNA) prior to being suspended pending 
investigation:-E4 wrote, I went to [R1's] room to give her care, took her to the bathroom and she was 
screaming but her clothes were really wet and I had to change her and was not happy to leave her in that 
state. The facility completed the following prior to the current survey, which was verified by the surveyor 
onsite:-9/29/25: Interview and written statement were obtained from E4 (CNA). E4 was immediately 
suspended pending a facility investigation.-9/30/25: E2 (DON) interviewed R1 who was unable to recall the 
incidents. E2 provided emotional support to R1.-9/30/25: All cognitive residents were interviewed for abuse 
concerns with staff.-9/30/25: E8 (RN/SD) in-serviced nursing staff on the Abuse Policy, Reporting Abuse, No 
Retaliation and Refusal of Care policy.-10/1/25: E2 (DON) reviewed R1's records for skin issues or bruising 
during the time period. No suspicious marks were identified.-10/1/25: E2 (DON) met with E4 (CNA) and 
showed the videos. E4 remained on suspension until E4's employment was terminated on 10/6/25.-10/1/25: 
QAPI team was updated by E2 (DON).Based on the actions above, the facility corrected the non-compliance 
on 10/1/25. 10/6/25 at 2:31 PM - During an interview with DHCQ staff, E4 (CNA) confirmed she worked 11 
PM to 7 AM at the facility. In review of the 8/2/25 at 6:00 AM incident, E4 stated that she was trying to get R1 
into the bathroom. E4 stated that she did not know that R1 had a dementia diagnosis. E4 stated that R1 
doesn't like to use the bathroom and refuses care a lot. With toileting, R1 was really wet and R1 was 
shivering. I felt bad for her and was trying to take off her clothes. I didn't plan to hurt her. On 8/20/25 at 5:34 
AM, E4 (CNA) stated that R1 was wet and the bed was wet. R1 wasn't standing. E4 stated, I was only 
helping her for the condition that she was in. I used that approach to try to help her, but I was not trained in 
that way. Yes, R1 was the most challenging resident I had. When asked what are you trained to do when a 
resident refuses (or was non-adherent) to care? E4 stated, . let the nurse know. I didn't tell the nurse, that 
was a mistake. I should have let the nurse know. When asked did you learn not to force a resident if the 
resident refuses, E4 stated, Yes, I will never do it again. I always ask for help. I am not sure what happened 
that day. She always yells like that and she doesn't like to be changed. Everybody knows and yes the nurses 
know that she doesn't like to be changed. When asked if she had dementia and abuse training, E4 stated, 
Yes. When reviewing resident rights, E4 replied in an upset tone of voice and said I'm sorry. 2. 10/3/25 10:06 
AM - During an interview, E2 (DON) was asked by the DHCQ special investigator and surveyor to view an 
additional video to identify the nursing staff member involved. E2 immediately stated that she was not aware 
of this additional video, dated 8/31/25, and identified the staff member involved as E6 (RN). Third Video: On 
8/31/25 at 9:48 AM, E6 (RN) was standing on R1's left side with R1 standing next to her bed. R1 said. 
(unable to hear clearly). E6 said, Please take your medicine [name of R1]. R1 said, All at one time? E6 said, 
Yep, like you do every day, every morning. R1 started to move. E6 said, You want to sit down. I will hold this. 
E6 reached for the cup of water in R1's left hand, but R1 doesn't let it go. E6 held the cup with R1 still holding 
it as R1 sat down on the side of the bed. E6 said, There you go. Put that in your mouth, your pills. R1 said 
(something unclear) and was holding the pills in her right hand in a fist. E6 bent slightly forward then stood 
up straight and said, Please take them. R1 said, No. I am not going to take them until.(unable to hear 
clearly). R1 had her right hand in a fist close to her chest. E6 reached for R1's right hand and was attempting 
to retrieve the medications. R1 asked, What are you doing now? E6 was bent down trying to get the 
medications out of R1's right hand. R1 said, You're breaking my fingers. You did too. R1 slapped/hit E6 on 
the right arm with R1's right hand. R1 was still holding the cup of water in the left hand. After getting hit, E6 
turns to R1, bent over, and pointed her finger at R1's face and said, Do not hit me. E6 proceeded to pick up 
the medications off the floor. R1 said, You will break another finger. E6 exited R1's room and closed the 
door. R1 said, That's you alright. Get out of here. R1 drinks water out of the cup in her left hand. (Video 
0:02:05 hour:minute:second) Immediately after seeing the 8/31/25 9:48 AM video, E2 (DON) removed E6 
(RN) from the nursing floor to be interviewed by the DHCQ investigator and surveyor onsite. E6 met with E2 
(DON) after and was requested to write a statement. Then E6 was suspended pending the completion of the 
facility's investigation. 10/3/25 10:51 AM - During an interview with DHCQ staff, E6 (RN) stated that she was 
very familiar with R1, a dementia resident. E6 stated that sometimes R1 becomes very anxious, confused, 
would scream out and become combative if R1 feels threatened. When asked about administering 
medications to R1, E6 stated that R1 likes to put the pills in her hand and count them (1,2,3,4,5,6). E6 stated 
that there was a time where she had to take the pills back, but she never forced her hand open. E6 stated 
she would wait 5-10 minutes to give R1 time to take the pills before taking them back. E6 stated that if 
reapproach doesn't work, you just have to keep trying. E6 stated that R1 can be verbally abusive and hit E6 
once or twice during care. E6 stated she did not remember telling a supervisor about it. E6 stated that she 
would never hit R1 back or threaten R1. E6 stated that R1 had a reputation of being difficult. E6 stated that a 
resident cannot be forced to do anything. E6 confirmed that she received training for abuse and dementia 
care. 10/3/25 untimed - E6's (RN) written statement provided to the facility was: There was an occasion 
when [R1] had her medication in her hand, she would not take the medications, so I wanted to remove them 
from her hand. She had her fingers closed & [and] when I opened her fingers she started screaming. I did not 
force open her hand. I was simply trying to remove the pills from her hand because she did not want to take 
them. I did not put any force on her fingers. I just opened her fingers. She started screaming when I took the 
pills. I did not put any physical pressure on her hand. I just wanted to make sure that she did not have the 
pills in her possession for safety. 10/6/25 - The facility interviewed all residents again to determine if they 
were abused or mistreated by staff. No residents were identified. In addition, the facility reviewed R1's 
clinical record with the additional date from the video to determine if there was any bruising or suspicious 
marks, with none noted. 10/6/25 untimed - Facility management met with E6 (RN) to review the video in 
person. E6 submitted a second written statement to the facility: On 8/31/25, I attempted to administer [R1's] 
medication several times. If she had refused the medications, I would have documented as so. As I have 
previously stated, when I was in the patients' room [R1's room], I was trying to free-up the medication from 
her hand. I was not trying to do it forcefully. I only wanted to remove the medications from her possession to 
protect any mis-haps as the patient has (sic) does have a diagnosis of severe dementia. When [R1] struck 
me, I should not (sic) not have tried to reprimand her in any way. I should have calmly walked out after she 
hit me and got the nursing supervisor. Review of R1's clinical record revealed no evidence of a nurse's note 
documenting the 8/31/25 medication refusal. 10/7/25 - R1's care plan was updated to include key phrases to 
assist with encouraging the resident to allow care. and for staff to alert nurse if resident refuses care. 10/7/25 
- QAPI committee was updated by E2 (DON). E6's (RN) employment was terminated and her license was 
reported to the State of Delaware's Board of Nursing. The facility failed to ensure R1 was free from physical 
and mental abuse. 10/8/25 4:00 PM - Findings were reviewed during the exit conference with E1 (NHA), E2 
(DON) and E12 (ED).
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