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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on clinical record review, facility policy review, and staff interviews, the facility failed to prevent both 
verbal and physical abuse of a dependent adult resident, for 1 of 4 residents reviewed (Resident #1), that 
resulted in the resident's physical injury. The facility reported a census of 62 residents.Findings include:A 
Facility Reported Incident, dated 8/7/25, documented Resident is impaired for cognition, and has a BIMS 
(Brief Interview for Mental Status) of 11 (moderate cognitive impairment per the assessment scale) a staff 
witness reports that alleged perp (perpetrator) was being verbally and physically abusive with the resident. 
The witness reports seeing the alleged perp call the resident names, threaten her and then pull on the 
residents arm. No new injuries to the resident per the facility as she has scratches to her arms which were 
noted prior to the incident. The alleged perp reports that the resident was having behaviors all night and then 
when they went to get back to her room to get her changed, the resident had her finger and she and to pry 
her finger from the residents fingers as it hurt. The alleged perp reports that she didn't mistreat the resident. 
Review of Resident #1's Minimum Data Set (MDS) assessment tool, dated 5/15/25, a list of diagnoses which 
included diabetes, paranoid schizophrenia, anxiety, and depression. The BIMS score of 11 out of 15 points 
indicated a moderately impaired cognition. The MDS revealed Resident #1 had no potential indicators of 
psychosis such as hallucinations or delusions; and no physical or verbal behavioral symptoms towards 
others in the 7 days that preceded the assessment. The MDS described the resident with bilateral lower and 
upper extremity impairments. The resident required substantial to maximal assistance to reposition in bed, 
transfer to and from bed or chair, dressing, bathing and personal hygiene, frequently incontinent of urine and 
always incontinent of bowel. Review of the Care Plan, revised 10/05/23, revealed a Focus area to address 
[Name redacted, Resident #1] has a behavior problem related to schizo-affective disorder, paranoid 
schizophrenia, PARANOID PERSONALITY DISORDER, delusional disorder and hallucinations. 
Interventions included, in part: a. Assist [name redacted] to develop more appropriate methods of coping and 
interacting. Encourage [name redacted] to express feelings appropriately, initiated 10/3/19.b. Caregivers to 
provide opportunity for positive interaction, attention. Stop and talk with [name redacted] as passing by, 
initiated 10/3/19.c. Explain all procedures to [name redacted] before starting and allow the resident several 
minutes to adjust to changes, initiated 10/3/19.d. If reasonable, discuss [name redacted] behavior. 
Explain/reinforce why behavior is inappropriate and/or unacceptable to the resident, initiated 10/3/19.e. 
Intervene as necessary to protect the rights and safety of others. Approach/speak in a calm manner. Divert 
attention. Remove from situation and take to alternate location as needed, initiated 10/3/19f. [Name 
redacted] often times believes that staff members are trying to hurt her, she needs redirected when she is 
having these thoughts, initiated 10/3/19.g. Know that resident frequently lifts up shirt, attempts to pull pants 
down in common areas. Staff to monitor and assist with redirecting behaviors when noted. Staff to complete 
1:1 and offer resident activities. Staff to assist resident to room, when needed or request for privacy, initiated 
11/4/24.h. Minimize potential for [name redacted] disruptive behaviors by offering tasks which divert 
attention, initiated 10/3/19.i. Monitor behavior episodes and attempt to determine underlying cause. Consider 
location, time of day, persons involved, and situations. Document behavior and potential causes, initiated 
10/3/19.j. Resident frequently refuses cares from staff, initiated 8/7/25.Review of a Behavior Note, 
transcribed by Staff A, Registered Nurse (RN) on 8/7/25 at 5:49 a.m., revealed Description of behavior: 
Resident has been up all-night exhibiting behaviors. Vocalizing loudly and being very disruptive to 
room-mate. Will not keep her clothes on while out in tv room. Non-pharmacological interventions used: 
Attempted to give food ad fluids. Assessment for Pain: No pain. What interventions was used and was it 
effective: Comfort interventions ineffective. Review of an Incident Note transcribed by Staff B, Licensed 
Practical Nurse (LPN) on 8/7/25 at 10:15 a.m. revealed On 8/7/25 at 7:47 a.m. ED (Executive Director) 
[name redacted, Administrator] was notified by staff at nursing home that a resident had allegedly been 
physically and verbally abused by third shift RN. Head to toe assessment completed by ADON (Assistant 
Director of Nursing) and documented. Resident continues to demonstrate self-inflicted scratches that have 
been noted in skin assessment. Resident was resisting cares and attempting to get out of bed during the HS 
(hour of sleep) hours. Resident was not easily redirected throughout the night and continued to have 
behaviors. CNA (Certified Nursing Assistant) at station 1 notified nurse of alleged abuse, statement collected 
and given to ED. Notified local Police Department, Officer (name redacted) arrived to facility to collect 
statements. Spoke to sister regarding investigation. Physician notified, will be in house today to see resident. 
Resident sitting in wheelchair in lobby resting. Review of a Skin Assessment form completed 8/7/25 at 10:08 
a.m. by Staff H, ADON, included a Site Identification for #29. Site: Right hand (back); Type: Other, scratch; 
Length Width Depth (no entries); Stage: N/A. #30. Site: Left Hand (back); Type: Other, scratch; Length 3.2 
cm (centimeters), Width 0.1 cm Depth 0.0 cm; Stage N/A. The assessment included the following Section E. 
Co-Morbidities. 1. Co-Morbidity Diagnosis: Paranoid Schizophrenia, Paranoid personality disorder, 
Schizoaffective disorder-bipolar type, Generalized anxiety disorder, MDD (major depressive disorder). 2. 
Other items that could effect healing: Resident has multiple self-inflicted scratches noted to lower abdomen, 
to under bilateral breast, scratch marks to lower back, with new scratches to back of bilateral hands. 
Resident continues to demonstrate self-inflicting behaviors. During an interview on 8/27/25 at 6:10 a.m., Staff 
C, CNA, stated she worked the 10 p.m. to 6 a.m. night shift that started on 8/6/25 with Staff A, RN, both 
assigned to Station 1, that included Resident #1. Staff C recalled on that night, the resident was in bed at the 
start of her shift, asleep, until sometime between 1:00 a.m. and 2:00 a.m. when the resident crawled out of 
bed, a normal behavior for her. When the resident does this, they have to put her in her Broda (specialized 
wheelchair that allows for a variety of positioning for comfort and safety) chair and bring her to a common 
area, as the resident would otherwise continue to crawl on the floor and potentially disrupt the sleep and 
safety of other residents. Another CNA, Staff E, assisted her to transfer to the Broda chair, the resident was 
wheeled to the family room common area, that she enjoys as she watches television while there. Staff C 
stated the resident continued to have behaviors while seated in the common area, that included removing 
her night gown. She explained either she or Staff A would put the resident's gown back in place, had also 
covered her with a blanket and the resident had removed the gown at least 6 to 8 times. Staff C stated during 
that time period she heard Staff A call the resident stupid and she was acting like a brat related to these 
behaviors. Around 3:00 a.m. the resident said she wanted to go to bed, Staff C explained to the resident she 
needed to stay where they could maintain her safety, then the resident attempted to throw herself on the 
floor from the Broda chair. Staff C stated Staff A clapped her hands loudly within 3 to 4 inches of the 
resident's face and said knock it off. They put the resident in bed between 3:30 a.m. and 4:00 a.m. Staff C 
stated between 4:30 a.m. and 5:00 a.m. Staff A noticed the resident was actively climbing out of bed. Staff C 
stated she thought they should provide incontinence care, dress the resident and get her up for the day. Staff 
C described the resident was seated upright near the foot of the bed, with her legs over the footboard, and 
as Staff C applied pants to the resident's lower legs, Staff A was next to the resident's left side, and had her 
right thumb under the resident's forearm, and all her fingers in contact with the top of the resident's forearm 
and appeared to be digging into her skin with her fingernails. Staff C stated the next thing she knew the 
resident had a hold of Staff A's left finger or fingers, the resident is strong and had a tight grip on her, Staff A 
said if you break my finger I'm going to break your jaw, and pried her finger loose from the resident's grip. 
Staff C stated at that point she asked Staff A to go get another CNA to help her to get Staff A away from the 
resident. Staff A returned within a minute or 2, then Staff D, CNA came into the room, Staff A remained in the 
room as they dressed the resident and transferred her to the chair. Staff A took the resident out to the 
common area where a couple other residents were seated, it was around 5:30 a.m. Staff C stated she had to 
finish cares on all her residents, and notified Staff B, LPN, assigned to Station 2, of what had occurred. Staff 
C stated she thought the resident was going to be bruised related to Staff A's actions, and she noticed a long 
red line/mark on the resident's left hand that she had not noticed before the incident, it appeared to her as a 
scratch, it was not bleeding at the time.During an interview on 8/27/25 at 7:34 a.m., Staff B, LPN, stated on 
the morning of 8/7/25, Staff C, CNA came to her, worried and reported an incident that had occurred with 
Staff A, RN and Resident #1. Staff B recalled Staff C reported the resident was awake much of the night with 
behaviors, and she [Staff C] thought Staff A had scratched and possibly bruised the resident when they tried 
to get the resident in bed, and Staff A told the resident if she broke Staff A's finger she was going to break 
the resident's jaw when the resident had a hold of Staff A. Staff B stated she assessed Resident #1 initially 
and reported the alleged incident to the Administrator before she arrived to the facility. The ADON also 
assessed the resident and documented the skin condition on a skin assessment form. Staff B stated she also 
notified the police, the resident's family and the physician. Staff B stated the resident has behaviors often, 
she is difficult to redirect at times, and when the resident is not redirectable staff should ensure the resident's 
safety, not further escalate the situation with continued interactions, walk away and continue to check on the 
resident, re-approach the resident later and the resident would often be calmer.During an interview on 
8/28/25 at 11:19 a.m., Staff H, ADON, stated she completed a head to toe skin assessment on 8/7/25 related 
to the allegation, Resident #1 had scratches on the back of both hands, the right hand was short, about 1 cm 
long, the scratch on the left hand was longer, linear shaped, and had never seen scratches on the resident's 
hands before. Staff H explained the resident often scratches herself on her abdomen/chest area, it is one of 
her behaviors. The police officer took photos of the resident's hands when they were at the facility that day. 
Staff H stated the resident can have behaviors, resist care, sometimes staff can redirect her but there are 
times when she is not redirectable. When the resident is resistive staff should try other approaches, such as 
having another staff member attempt the care, direct the resident's focus to something else to divert attention 
if possible, or leave and re-approach the resident at another time when the resident was receptive to the care 
needed. During an interview on 8/27/25 at 6:40 a.m., the Administrator stated she was notified of the 
allegation by staff on the morning of 8/7/25 as she was on her way to the facility. She observed scratches on 
Resident #1's hands that day. The Administrator stated it was not acceptable or appropriate for staff to call 
the resident names, threaten a resident, or attempt to hurt a resident in any way as that was considered 
Dependent Adult Abuse and was not tolerated, Staff A, RN was terminated as a result of the allegation and 
the results of the facility's investigation of the incident.During an interview on 8/28/25 at 2:00 p.m., Staff A, 
RN, stated on the 8/7/25 night shift Resident #1 was awake most of the night, had behaviors, disrobed, 
scratched herself, wouldn't stay in bed, the resident heard voices at times. That night the resident said they 
are talking about you, she was restless, didn't know what she wanted, they had provided snacks and the 
resident wasn't redirectable. When they tried to get her up and dressed the resident got a hold of her left 
index finger, bent it backwards and it hurt. She'd asked the resident to let go several times but she wouldn't 
let go, Staff A had to pry the resident's finger/grasp away from her finger to get it away from her. Staff A 
denied that she had verbally abused the resident in any way, and had not attempted to hurt the resident 
during the care that was provided that night. Staff A stated the facility informed her the resident had 
scratches on her hands, and the resident scratches herself all the time, that was nothing new and not 
something Staff A had done.Review of the facility policy, titled Nursing Facility Abuse Prevention, 
Identification, Investigation and Reporting policy, updated 10/19/22, revealed a Policy Statement which 
declared, in part All Residents have the right to be free from abuse, neglect, misappropriation of resident 
property, exploitation, corporal punishment, involuntary seclusion, and any physical or chemical restraint not 
required to treat the resident's medical symptoms. This includes prohibiting nursing facility staff from taking 
acts that result in person degradation, including the taking or using photographs or recordings in any manner 
that would demean or humiliate a resident, and prohibits using any type of equipment (e.g., cameras, smart 
phones, and other electronic devices) to take, keep, or distribute photographs and/ or recordings on social 
media or through multimedia messages. Residents must not be subjected to abuse by anyone, including, but 
not limited to, facility staff, other residents, consultants or volunteers, staff of other agencies serving the 
resident, family members or legal guardians, friends, or other individuals.
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