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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This deficiency 
pertains to intake #2661622Based on interview and record review, the facility failed to protect the right of one 
Resident (R1) to be free from physical and verbal abuse by a staff member of three residents reviewed for 
abuse. This deficient practice resulted in psychosocial harm including feelings of humiliation and fear based 
on the reasonable-person concept. Findings include:A facility-reported incident (FRI) investigation summary 
submitted to the state agency on 11/3/25 disclosed Certified Nurse Aide (CNA) A and CNA B witnessed CNA 
C abuse Resident #1 (R1) while rendering post-fall assistance to R1 on 10/26/25. The facility investigation 
substantiated the abuse. Review of the electronic medical record (EMR) of R1 revealed an admission date of 
3/18/25 with a primary diagnosis of cerebral infarction (stroke). Additional diagnoses included but were not 
limited to: Alzheimer's disease, age-related cognitive decline, major depressive disorder, cognitive 
communication deficit, weakness, fatigue, and need for assistance with personal care. A Quarterly Minimum 
Data Set (MDS) assessment dated [DATE] disclosed a Brief Interview for Mental Status (BIMS) score of 
three indicating R1 had severe cognitive impairment. A care plan documented R1 was not ambulatory and 
had an ADL self-care performance deficit. The care plan interventions indicated R1 required staff assistance 
with activities of daily living (ADL). An interview was attempted with R1 on 11/7/25 at 9:55 AM and 1:15 PM. 
R1 was confused and unable to answer questions appropriately or recall the incident with CNA C on 
10/26/25. CNA A was interviewed on 11/7/25 at 11:01 AM regarding the event of 10/26/25. CNA A said at 
about 6:30AM - 7:00 AM she, CNA B, and CNA C were in R1's room because R1 fell from bed and was on 
the floor. CNA A alleged CNA C began kicking R1 and said, He [R1] got himself on the floor and he'll get 
himself back into bed! CNA A said, [CNA C] kicked [R1] at least three to five times along his left lateral lower 
extremity to get R1 moving toward the bed. CNA A said, I would describe the kicking as ‘hard'. CNA A said 
R1 appeared startled, afraid, and in distress. CNA A said she exited the room and reported to Registered 
Nurse (RN) D that she [CNA A] was uncomfortable with the way CNA C was treating R1. RN D asked if R1 
was being abused. CNA A said she shrugged her shoulders but did not answer. When asked why she did 
not respond to RN D's question, CNA A responded, I was taught that it's not my job to decide if something is 
abuse - my job is to report it. CNA A returned to R1's room and observed R1's disposable brief had fallen off. 
CNA A said, R1 was crawling around on the floor without anything on and fell forward onto his stomach. 
When R1 fell forward, CNA C struck R1 with an open hand on his buttocks and said loudly in an angry voice, 
You are so disgusting! to R1. CNA C said to CNA A, He is so disgusting - he doesn't listen! CNA A said CNA 
C grabbed R1's lower arm and began yanking hard on it to get R1 to grab the side rail to pull himself into the 
bed. CNA A described the action as pulling hard on [R1] arm five or six times. CNA A left the room again and 
reported to RN D that the Administrator (NHA) needed to be called due to the continued actions of CNA C 
toward R1. CNA A said she questioned if RN D reported her concerns to the NHA, so CNA A called the NHA 
on 10/26/25 at approximately 1:00 PM. CNA A said the NHA came to the facility within 15 minutes. CNA A 
witnessed CNA C obtain her personal belongings and exit the facility soon thereafter. CNA B was 
interviewed on 11/7/25 at 11:35 AM. CNA B confirmed she, CNA A, and CNA C were in R1's room on 
10/26/25 to assist R1 back into bed after a fall. CNA B observed CNA C grab R1 by his wrist and start 
yanking him toward the bed rail telling him in a loud volume of voice, Get back into the bed! CNA B said she 
observed CNA C place her hands on the lateral torso of R1 while he was on the floor and began pushing the 
resident toward the bed. CNA B said the disposable brief of R1 had come off and his genitalia and buttocks 
were exposed. CNA C proceeded to slap R1 across the buttocks and tell him, Get going! CNA B said She 
[CNA C] slapped him hard but I don't think it left a mark that lasted. CNA B said CNA C appeared visibly 
irritated and aggressive and was speaking in a loud volume of voice. CNA B said R1 was able to get the top 
half of his body onto the bed before CNA C grabbed R1's legs and moved them onto the bed. CNA B said 
CNA A had exited the room, but RN D never came to the room. RN D was interviewed on 11/7/25 at 2:56 
PM. RN D confirmed that on 10/26/25 at approximately 6:30 AM, CNA A reported she [CNA A] did not like 
how CNA C was treating R1. RN D asked CNA A if R1 was being abused and CNA A shrugged her 
shoulders. CNA A then went back into R1's room. Shortly thereafter, CNA A again approached RN D and 
asked her to call the NHA. RN D was asked if she went to the room of R1 when CNA A reported the concern 
with CNA C's treatment of R1. RN D said she did not go to R1's room on 10/26/25 until approximately 7:00 
AM and none of the CNAs were in the room at that time. RN D said she called and reported CNA A's 
concerns to the NHA after she assessed R1. RN D confirmed she did not interview CNA A or CNA B, and did 
not talk with or suspend CNA C or stop CNA C from interacting with other residents in the facility. The 
surveyor was unable to reach CNA C via telephone on 11/7/25 despite two attempts to contact CNA C for an 
interview. The NHA was interviewed on 11/7/25 at 3:49 PM. The NHA said a text message was sent from RN 
D on 10/26/25 at 7:25 AM. The NHA read the text at approximately 8:00 AM. RN D told her CNA A reported 
CNA C had nudged R1 with her foot. The NHA said, Nudging someone with a foot is certainly inappropriate 
but didn't rise to the level of abuse from what I was told. The NHA said she received a call on 10/26/25 at 
1:00 PM from CNA A who reported CNA C had kicked R1 and slapped him on the buttocks. The NHA said 
she immediately went to the facility, suspended CNA C, and commenced an investigation. The NHA said she 
notified the police on 10/27/25 at 8:00 AM. The NHA said the facility's abuse prevention protocol was not 
followed by the staff, and the employment of CNA C was terminated on 10/31/25. The NHA said she spoke 
with the Regional Director of Operations (RDO) and Regional Director of Clinical (RDC), and a past 
noncompliance (PNC) was developed and implemented. The policy Abuse, Neglect and Exploitation dated 
as revised 1/10/24 read, in part: . It is the policy of this facility to provide protections for the health, welfare, 
and rights of each resident by developing and implementing written policies and procedures that prohibit and 
prevent abuse. Verbal Abuse means the use of oral, written, or gestured communication or sounds that 
willfully includes disparaging and derogatory terms to residents or their families, or within their hearing 
distance regardless of the age, ability to comprehend, or disability . Physical Abuse includes, but is not 
limited to hitting, slapping, punching, biting and kicking. It also includes controlling behavior through corporal 
punishment. The facility will make efforts to ensure all residents are protected from physical and 
psychosocial harm. The Regional Director of Clinical (RDC) was interviewed on 11/7/25 at 1:53 PM. The 
RDC confirmed she was involved in developing and implementing a PNC when the facility investigation 
substantiated CNA C abused R1. The RDC presented a binder containing PNC supporting documents. The 
documents contained in the binder were determined to be sufficient to meet the requisite requirements for 
PNC. During the onsite survey, PNC was cited after the facility implemented actions to correct the 
noncompliance which included: Completed skin and pain assessments on R1 on 10/26/25 Initial and ongoing 
support visits from social services for R1 Contacted the physician and responsible party of R1 Interviewed 
residents with BIMS 12 or higher to identify additional situations of potential abuse Reviewed skin 
assessments and incident reports of residents with BIMS less than 12 to identify additional situations of 
potential abuse Re-educated staff on the Abuse, Neglect and Exploitation policy Suspended the employment 
of CNA C when the NHA became aware of the abuse allegation Terminated the employment of CNA C when 
the investigation substantiated abuse Reported the abuse to law enforcement Held a Quality Assurance 
Performance Improvement (QAPI) meeting to review the components of the PNC and elicit 
recommendations from the QAPI committee Developed and implemented ongoing audits to monitor for 
potential abuse situations The facility was able to demonstrate monitoring of the corrective action and has 
maintained substantial compliance.
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