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potential for actual harm

Residents Affected - Few

Based on review of facility policy and procedures, record review and staff and resident interviews, the facility 
failed to protect the resident's right to be free from physical abuse by failing to use the proper mechanical lift 
during a transfer for 1(Resident #899) of 3 residents reviewed for abuse.The findings included:Review of the 
facility's policy and procedure titled, Abuse, Neglect and Exploitation/Misappropriation of Resident Property 
with a revised date of 3/01/2024 revealed, The goal is to achieve and maintain an abuse-free environment 
for the residents . Abuse means any willful act or failure to act which causes or is likely to cause significant 
injury to a resident's physical, mental or emotional health . Prevention . Identify, correct and intervene in 
situations in which abuse . is more likely to occur . This includes an analysis of . The supervision of staff to 
identify inappropriate behaviors such as . rough handling .Review of the clinical record for Resident #899 
revealed an admission date of 2/14/25. Diagnoses included restlessness, dementia with psychotic 
disturbance, anxiety and flaccid hemiplegia (paralysis) affecting the right side.Review of the Quarterly 
Minimum Data Set (MDS) assessment with a target date of 5/20/25 revealed Resident #899 scored 03 on 
the Brief Interview for Mental Status, indicating severely impaired cognition. The resident required partial to 
moderate assistance with activities of daily living, including transfers.Review of the care plan initiated on 
2/21/25 and edited on 7/1/25 revealed Resident #899's ability to transfer, dress, eat, toilet and maintain 
personal hygiene had deteriorated related to CVA (Cerebrovascular accident) with right side flaccid 
hemiplegia.The approaches as of 2/21/25 included to provide 2 person assistance for transfers.On 6/12/25, 
the care plan noted Resident #899 had a recent incident of placing himself on the floor.On 7/16/25, review of 
facility provided incident investigations revealed that on 7/1/25 the facility initiated a staff to resident physical 
abuse investigation for Resident #899.The detailed description of the allegation/incident noted:Resident #899 
was allegedly pulled approximately 4 to 5 feet. Resident placed self on the floor, as per his care plan. CNA 
(Certified Nursing Assistant) was attempting to move him from in front of the door way [sic] to prevent injury.
CNA Staff B provided a statement that on 7/1/25 CNA Staff A grabbed Resident #899 by his shirt and 
dragged him on the floor so that she could place him closer to the mechanical lift.CNA Staff A provided a 
statement that on 7/1/25 at approximately 10:00 a.m., Resident #899 was laying on his bedroom floor in front 
of the doorway. She did not want the door to injure him, so she requested assistance to move him back into 
the bed. CNA Staff A stated that she took the shoulder and the other CNA (CNA Staff B) took the legs and 
they moved him in his room under the ceiling lift track. CNA Staff A stated that initially she pulled Resident 
#899 out of the doorway to his armoire, approximately 2 inches, unassisted by holding the resident's left arm, 
shoulder. Once positioned, CNA Staff B assisted her getting the resident positioned in the lift sling for the 
mechanical lift.Review of CNA Staff A's handwritten statement revealed that on 7/1/25 Resident #899 was in 
the doorway and they had to move him in the room. She took the shoulders and the other CNA took the legs 
and they moved the resident in his room under the (brand name) mechanical lift tract. She avoided touching 
the resident's paralyzed arm and they hooked him up to the lift.Review of CNA Staff B's written statement 
revealed that Resident #899 was on the floor by the dresser. She asked CNA Staff A if she needed help 
getting the resident up. Resident #899 was not close to the (brand name) mechanical lift track. She (CNA 
Staff A) dragged him by the collar of his shirt to be closer to the track, got him in the sling and back to bed.
The investigation noted that on 7/1/25 at approximately 1:45 p.m., the Nursing Home Administrator and the 
Risk Manager interviewed CNA Staff B. Staff B stated that she was in a different room caring for a resident. 
She exited the room and walked past Resident #899's room. She noted CNA Staff A standing over Resident 
#899. The resident was laying on the floor in front of his armoire. She offered her assistance to CNA Staff A, 
which she accepted. She closed the door. At this time, CNA Staff A grabbed Resident #899 by his shirt and 
moved him closer to the track of the lift to get the resident off the floor. CNA Staff B demonstrated to the Risk 
Manager and the Nursing Home Administrator the location of Resident #899 when she entered the room. 
CNA Staff B stated to the Risk Manager and the Nursing Home Administrator that this was not right, she was 
not going to participate in moving a resident this way. Staff B said when she presented this to CNA Staff A, 
the response was, This is how I do it.On 7/1/25 at approximately 2:00 p.m., the Nursing Home Administrator 
and the Risk Manager spoke with CNA Staff A regarding the concerns brought to their attention. CNA Staff A 
stated that she noted Resident #899 in the doorway and wanted to move him away from the doorway. She 
grabbed his left arm and shoulder, and he assisted by scooching himself. CNA Staff A stated that she only 
moved Resident #899 2 inches and the other CNA (CNA Staff B) assisted by lifting the legs. CNA Staff A 
went to the resident's room and demonstrated for the Nursing Home Administrator and the Risk Manager 
what she did. Resident #899's head was by the room to his door. CNA Staff A used the resident's left arm 
and shoulder and moved him approximately 4 to 5 feet from the door, spinning him around to have his head 
by the armoire in his room.The conclusion of the investigation documented, The investigation determined 
that the allegation of abuse was verified by improperly transferring the resident without properly utilizing a lift 
sling or lift equipment provided by the facility as per policy. CNA [Staff A] action replay and verbal 
recollection of the event determined that she did not use the provided equipment nor follow facility policies 
for transferring a resident safely resulting in potential injury both physically and emotionally on the resident's 
behalf.On 7/16/25 at 9:15 a.m., in an interview the Risk Manager said the root cause of the incident involving 
Resident #899 was negligence. CNA staff A's story kept changing during the interview. On 7/16/25 at 9:26 a.
m., an attempt was made to interview Resident #899. He did not respond to interview questions.On 7/16/25 
at 9:50 a.m., in an interview CNA Staff B said that on 7/1/25 she was walking past Resident #899's room and 
saw CNA Staff A standing over the resident who was on the floor. She asked CNA Staff A if she needed help 
because 2 people are needed to use the mechanical lift. She said she entered the room and closed the door. 
Resident #899 was not in front of the door, otherwise, she would not have been able to close the door. CNA 
Staff B said, The next thing I saw was she [CNA Staff A] grabbed the resident by the shirt, spun him around 
and pulled him across the floor by the shirt.She said the resident's head was facing the bed, [CNA Staff A] 
whipped him around by his shirt and pulled him over about 4 to 5 feet. I don't know why she didn't just use 
the portable lift to get him off the floor. I know what I saw and I told the DON. That is not how you treat 
residents, you can't pull on them.On 7/16/25 at 11:12 a.m., in a telephone interview CNA Staff A said 
Resident #899 was on the floor and she needed help to get him into bed. She said, I didn't see him get on 
the floor, but he does that. He was by the wall in his room, about one foot from the bed. She needed help to 
get him to the lift and put the sling under the resident. CNA Staff B came into the room. She grabbed the 
resident's arms and CNA Staff B grabbed his legs. They placed the lift pad under Resident #899. She said, I 
did not in any way pull him by the arm or the shirt. It did not happen. I did not grab him or pull him by the arm.
On 7/16/25 at 11:30 a.m., in an interview Registered Nurse (RN) Staff C said on 7/1/25 she was the nurse on 
duty and asked CNA Staff B to help CNA Staff A with Resident #899 who was on the floor. She did not see 
where the resident was in the room. She clocked out and went to lunch for 30 minutes. She later found out 
what had happened. RN Staff C said, I never saw CNA Staff A hit a resident, but she was rough with them 
on occasions when she was transferring them. By rough I mean, she was fast when she was transferring 
them. A lot faster than I or anyone else would do it.
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