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Level of Harm - Actual harm

Residents Affected - Few

Based on record review, observation, and interview, the facility failed to protect a resident from physical
abuse for one of four residents (R1) reviewed for abuse in the sample of four. This failure resulted in V3 and
V4 being physically abusive during cares to R1 resulting in R1 sustaining finger tipped shaped bruising to
both of R1's upper arms.Findings include: The facility's Abuse, Neglect, and Exploitation policy, revised
2/11/2025, documents: Abuse means the willful infliction of injury, unreasonable confinement, intimidation, or
punishment with resulting physical harm, pain or mental anguish, which can include staff to resident abuse
and certain resident to resident altercations. Abuse also includes the deprivation by an individual, including a
caretaker, of goods or services that are necessary to attain or maintain physical, mental, and psychosocial
well-being. Instances of abuse of all residents, irrespective of any mental or physical condition, cause
physical harm, pain or mental anguish. It includes verbal abuse, sexual abuse, physical abuse, and mental
abuse including abuse facilitated or enabled through the use of technology.R1's Electronic Medical
Record/EMR document the following: R1 was admitted , to the facility, 10/21/25; Diagnosis to include- Acute
Pyelonephritis, Urinary Tract Infection, Cerebral Infarction, Rheumatoid Arthritis, Congestive Heart Failure,
Age-Related Osteoporosis, Cognitive Communication Deficit, Lack of Coordination, Abnormalities of Gait
and Mobility, Atrial Fibrillation, Gastro-Esophageal Reflux Disease, Hypertension, Presence of Cardiac
(implantable) Defibrillator, Cardiomegaly, and Urge Incontinence; and R1's Brief Interview for Mental Status
is 15/15 which indicates R1 is cognitively intact. The local police department Officer Incident Report, written
by V7/Police Officer, dated 10/29/25, documents: At 1659hrs [4:59 p.m.], | [V7] made contact with
[V2/Director of Nursing]on the phone. The following is a summary of my [V7] conversation with [V2]: She
advised that she is the Director of Nursing for [the facility] and had received a phone call from [V5/Certified
Nursing Assistant-CNA], who told her that [R1] had reported to [V5] that two CNAs from dayshift, identified
as [V4/CNA and V3/CNA] had been forceful with [R1] and threw [R1] into a recliner. [V2] reported that [V5]
told [V2] that [R1] has visible bruising on both arms. [V2] said that [V2] is no longer at work, but that [V5] is
currently working 2nd shift and would be able to tell me [V7] in more depth as to what happened and what
was reported to her. | [V7] advised [V2] that | [V7] would be going out to [the facility] to speak with [V5] and to
[R1] if possible. At 1716hrs [5:16 p.m.], | [V7] arrived [the nursing home name] and initially spoke with
[V8/Licensed Practical Nurse-LPN] at the main nurse's station. [V8] advised that she would be taking me to
[R1's] room, where [V5/CNA] and [V6/LPN] were currently with [R1]. | [V7] entered the room and began
speaking with [R1] about what she had reported to [V5]. [R1] said that after breakfast this morning, she went
to physical therapy from 9:00-9:30 am. [R1] said when she was done with physical therapy, the therapist
wheeled her into the hallway to wait for the CNAs to come and get her and take her back to her room. [R1]
said the (V3 and V4) arrived and wheeled (R1) back to her room. [R1] said that the CNAs were verbally
forceful with her and demanding that she get up from her wheelchair and sit in her reclining chair. (R1) said
that she tried to tell (V3 and V4) that due to her physical limitations from osteoarthritis and osteoporosis, she
was not physically capable of getting up from her wheelchair and getting into her recliner. [R1] said that (V3
and V4) started yelling at her and telling her she was being uncooperative and started getting very angry at
her. [R1] said that was when (V3 and V4) grabbed her under her arms, squeezed her, and then forcefully
threw her down in her recliner. [R1] said she told (V3 and V4) to stop being so forceful with her and told (V3
and V4) that they hurt her. [R1] said after (V3 and V4) got her in the chair, they left and she never saw
anyone else throughout the day until [V5] came in to check on her at the start of 2nd shift. | [V7] asked [R1] if
I [V7] could take pictures of her bruises that were caused by the earlier incident with (V3 and V4). [R1] told
me | [V7] could take pictures. Those pictures have been attached to this report. | [V7] then asked [R1] what
she would like to see happen with this incident that was reported. [R1] said that [R1] does not want to have
[V4] or [V3] as her CNAs anymore and requested that they [V3 and V4] stay away from her [R1]. [R1] further
said that she did not want [V4] and [V3] to get in trouble with the Police, but she would be okay if they got
suspended or removed from their position at [the facility] so they are not able to hurt anyone else. After
general conversation with [R1], | [V7] asked [R1] again before | [V7] left [R1's] room if [R1] wanted to file
charges against the CNA's and [R1] said no and just wanted them disciplined through [the facility]. | advised
[R1] that | would be doing a report and sending the report to the [State] Department of Public Health, as
would [V2] after [V2's] report is completed, so that [State Agency] could investigate this incident. R1's Skin
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