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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 records reviewed and interviews, for one of three sampled residents (Resident #1), who was 
severely cognitively impaired and had a history of wandering in his/her wheelchair, the Facility failed to 
ensure he/she was free from physical abuse by a staff member, when on 07/19/25, Certified Nurse Aide 
(CNA) #1, after seeing Resident #1 exiting another resident's room with an object in his/her hands, that did 
not belong to him/her, CNA #1 slapped his/her hand and grabbed the object away from him/her, all of which 
was captured on video by a visitor.Findings include:Review of the Facility's Policy titled Abuse Prohibition 
Guideline, dated as revised 10/24/22, indicated the policy was to maintain a zero tolerance for any form of 
abuse or neglect of a resident. The Policy indicated the Facility would assure that staff uses caring, ethical, 
and professional behavior in all relationships with residents.Further review of the Policy indicated the 
definition of Physical Abuse included but was not limited to hitting, slapping, pinching, and kicking.Review of 
the Facility's Internal Investigation Summary, undated, indicated that on 07/19/25, a visitor video recorded 
their family member (a resident) during a meal, with their phone. The Summary indicated that a few days 
later, the Visitor discovered the video had captured an altercation between a resident and a staff member. 
The Summary indicated the Visitor shared the video footage of the altercation with the Director of Social 
Services during a meeting on 07/24/25 at approximately 1:02 P.M. The Summary indicated the video footage 
showed the following:- Resident #1 was sitting in his/her wheelchair in another resident's bedroom doorway, 
across from where the Visitor was recording with her phone. - CNA #1 approached Resident #1 and made 
contact with the top of his/her (Resident #1) left hand, using her right hand, and repeatedly told him/her Stop, 
stop, stop. - CNA #1 took a glass cross from Resident #1's hands. - Resident #1 did not appear to react and 
instead self-propelled his/her wheelchair away from CNA #1. The Summary indicated that Resident #1 did 
not have any bruises, marks or pain following the incident, and had full range of motion in his/her hand.The 
Summary further indicated that CNA #1 told the Director of Nursing (DON) that she tapped Resident #1's 
hand and then grabbed the glass cross from his/her hands, because he/she had been in another resident's 
room going through their belongings and she thought the glass cross did not belong to him/her. The 
Summary indicated CNA #1 was suspended pending investigation on 07/24/25 and later terminated on 
07/31/25. Resident #1 was admitted to the Facility in September 2020, diagnoses included moderate 
unspecified dementia and osteoarthritis of the left hand. Resident #1 resided in the Memory Care Unit.
Resident #1's Quarterly Minimum Data Set (MDS) Assessment, dated 06/26/25, indicated Resident #1 was 
severely cognitively impaired with a score of 1 out of 15 on the Brief Interview for Mental Status (BIMS, 
scores indicate: 0-7 severe cognitive impairment, 8-12 moderate cognitive impairment, and 13-15 cognitively 
intact). The Assessment indicated Resident #1 exhibited wandering behavior 1 to 3 days per week, during 
the assessment period.Review of Resident #1's Behavior Care Plan, dated as reviewed 07/10/25, indicated 
Resident #1 had episodes of wandering the halls looking for a new room. Interventions identified for Resident 
#1 included redirection using a diversional activity when he/she was agitated about his/her room and offering 
prayer books, visits and musical programs of interest. During an interview on 08/05/25 at 12:58 P.M., 
Certified Nurse Aide #2 said that she worked full time in the Memory Care Unit and often provided care to 
Resident #1. CNA #2 said that Resident #1 sometimes wandered into other resident rooms and took their 
belongings. CNA #2 further said that Resident #1 generally responded well to redirection and would often 
release objects in his/her hands when engaged or reapproached. Review of Certified Nurse Aide (CNA) #1's 
Written Witness Statement, dated 07/24/25, indicated that CNA #1 stated she tapped Resident #1's hand 
and grabbed the cross from him/her. The Surveyor was unable to interview CNA #1 as she did not respond 
to the Department of Public Health's telephone or letter requests for an interview. During a telephone 
interview on 08/05/25 at 2:25 P.M., the Director of Social Services said that during a meeting on 07/24/25, a 
Visitor showed her a video that unknowingly captured an incident that occurred between a staff member and 
a resident. The Director of Social Services said that when she watched the video, she was able to identify 
the staff member as CNA #1 and the resident as Resident #1. The Director of Social Services said the video 
showed Resident #1 sitting in the doorway of another resident's room, holding a glass cross in his/her hands. 
The Director of Social Services said that CNA #1 came into view, slapped the top of Resident #1's hand and 
said repeatedly Stop, stop, stop. The Director of Social Services said that CNA #1 then pulled the glass 
cross from Resident #1's hands. The Director of Social Services said the incident was immediately reported, 
and the video was shared with the Director of Nursing, the Administrator and Law Enforcement. The Director 
of Social Services said she subsequently requested that the Visitor delete the video to preserve Resident 
#1's privacy. During an interview on 08/05/25 at 3:06 P.M., the Administrator said that she was notified of the 
incident by the Director of Social Services on 07/24/25 and observed in the video that CNA #1 struck 
Resident #1's hand and took a glass cross from him/her. During an interview on 08/05/25 at 2:45 P.M., the 
Director of Nurses (DON) said that on 07/24/25 the Director of Social Services informed her of an altercation 
between CNA #1 and Resident #1 which had been captured on video by a visitor. The DON said she 
reviewed the footage and observed CNA #1 strike Resident #1's hand before removing a glass cross from 
him/her. The DON said that Resident #1 did not appear to react to the incident and showed no signs of injury 
or distress at the time or in the days that followed. The DON said that during the Facility's Internal 
Investigation it was determined that there were no direct witnesses to the 07/19/24 incident, and the only 
evidence was the video footage that was provided by the Visitor. The DON said that based on the review of 
this footage, the Facility substantiated the allegation of physical abuse, and CNA #1's employment was 
terminated on 07/31/25.
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