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F 0600

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, facility staff failed to keep two residents (Resident #1 and #2) free from physical 
abuse when Certified Nurse Aide (CNA) A forcefully transferred the residents from their beds to their 
wheelchairs. The facility census was 83.The administrator was notified on 10/29/25 of past Non-Compliance, 
which occurred on 10/22/25 when staff reported the allegation. Staff immediately suspended CNA A pending 
the results of the investigation; assessed the resident for physical and psychological harm; investigated; 
in-serviced staff on abuse, neglect, proper transfer techniques, and resident rights; and terminated the 
employee on 10/28/25. 1. Review of the facility's Abuse & Neglect Policy and Procedure, revised 04/16/24, 
showed the purpose of the policy is to ensure residents are free from abuse, neglect, misappropriation of 
resident's property, and exploitation. 2. Review of the facility's investigation, dated 10/22/25, showed the 
administrator documented CNA B and CNA C notified Licensed Practical Nurse (LPN) D they witnessed 
CNA A transfer the residents in a forceful manner, and without the use of a gait belt. Review of the facility's 
investigation, dated 10/22/25, showed LPN D's signed statement dated 10/22/25. LPN D documented CNA B 
and CNA C notified him/her CNA A was rough while getting Resident #1 and Resident #2 up for breakfast. 
He/She documented CNA B and CNA C were, visibly upset, and CNA C was tearful. He/She documented 
they immediately notified the administrator. Review of CNA B's signed statement, dated 10/22/25, showed 
he/she documented he/she witnessed abuse by CNA A to Resident # 2 on 10/22/25 between 6:15 A.M. and 
6:30 A.M. He/She tried to give report to CNA A on ‘A' hall and witnessed him/her out of anger swiftly put 
Resident #2 into his/her chair, like as in seconds the resident was from bed to chair and then CNA A went to 
Resident #1 and attempted to transfer him/her in the same way when Resident #1 fought back and was 
swinging on CNA A and trying to bite him/her when at that point CNA A said to Resident #1, If you hit me 
again, I'll walk out.'Review of CNA C's signed statement, dated 10/22/25, showed he/she documented CNA 
A was, extremely aggravated and behaving aggressively, speaking very angrily about how his/her residents 
were not up. He/She documented CNA A, CNA B, and he/she, entered Resident #1's and Resident #2's 
room, and without notifying or at all speaking to Resident #2, CNA A immediately grabbed him/her under 
his/her shoulders and violently yanked him/her out of bed, twisted Resident #2 around and dropped him/her 
into a wheelchair. He/She then lowered the back of the wheelchair and grabbed Resident #2 underneath 
his/her shoulders again, and very roughly and suddenly yanked resident #2 again to pull him/her farther into 
the wheelchair. During all of this, Resident #2 was visibly and verbally confused and upset, and most of all 
frightened. CNA A immediately went to go and get up Resident #1 and pull him/her out of bed and into the 
wheelchair. Review of CNA A's signed statement, dated 10/22/25, showed CNA A documented he/she came 
on duty on 10/22/25 at 6:11 A.M. He/She documented he/she, got to grab Resident #2, got him/her up, and 
go over to Resident #1 who had taken his/her brief off. CNA A documented he/she refastened the brief. 
He/She documented Resident # 2 is very contracted. It's a struggle a lot of times to get him/her to roll and 
move around. I finally got his/her clothes on and brief go to sit him/her up in sitting position resident bit me 
and when I got him/her in chair he/she punched me a few times. I knew I should have left him/her in bed, but 
he/she is a resident who needs assist with feedings and is not allowed to eat in bed. Review of the facility's 
investigation, dated 10/28/25, showed the administrator documented he/she terminated CNA A on 10/28/25 
for roughness with resident transfer, violating safety rules by transferring Resident #1 and Resident #2 
without a second person, and resident rights. The administrator documented Resident #1 stated CNA A hurt 
his/her arm. 3. Review of Resident #1's Quarterly Minimum Data Set (MDS), a federally mandated 
assessment tool, dated 09/22/25, showed staff assessed the resident with cognitive impairment, totally 
dependent for toileting and bathing, substantial assistance required for dressing, hygiene, and transfers and 
uses a wheelchair. Review of the resident's Face Sheet showed diagnoses of Dementia (a general term for 
loss of memory, language, problem-solving and other thinking abilities that are severe enough to interfere 
with daily life), Anxiety Disorder, Osteoarthritis (a degeneration of joint cartilage and the underlying bone 
causing pain and stiffness), and Major Depressive Disorder. Review of the resident's care plan, updated 
10/14/25, showed staff assessed the resident with pain, alteration in vision, anxiety, impaired cognition, and 
needed assistance with activities of daily living (ADL's). Review of the resident's care plan showed staff are 
directed to observe the resident for complaints of pain; observe for non-verbal signs and symptoms of pain 
(moaning, groaning, facial grimacing); explain procedures prior to performing to decrease anxiety or fear; 
allow opportunity to make choices and participate in care; use gentleness when working with resident; 
observe for nervous, anxious, or fidgeting behavior; assist with ambulation, toileting, and mobility as needed; 
transfer requires assist of two staff members with a mechanical lift; observe for non-verbal signs of pain 
(facial expressions, pulling away, fighting).Review of the resident's nurses' notes showed staff documented 
on 10/22/25, staff obtained an order for an x-ray of the resident's right shoulder due to the resident's 
complaints of pain. 4. Review of Resident #2's Quarterly MDS, dated [DATE], showed staff assessed the 
resident with cognitive impairment, and totally dependent for eating, toileting, bathing, dressing, and 
transfers. Review of the resident's Face Sheet showed diagnoses of Osteoporosis (a medical condition in 
which the bones become brittle and fragile from loss of tissue), Major Depressive Disorder, Anxiety Disorder, 
and Dementia.Review of resident's care plan, updated 09/23/25, showed staff assessed resident with pain, 
anxiety, impaired cognition, and needed assistance with ADL's. Review of the resident's care plan showed 
staff are directed to provide comfort measures/pain management when needed, allow resident to make 
choices when possible, transfers require extensive assist of two staff, identify self on each encounter, 
observe for pain during mobility, explain care and procedures before and during care, use gentleness when 
working with resident, assist with ambulation, toileting, and mobility as needed, observe for non-verbal signs 
of pain.Review of the resident's nurses' notes showed staff documented on 10/22/25, staff administered as 
needed morphine (an opioid analgesic used to treat moderate to severe pain) due to moaning. During an 
interview on 10/28/25 at 1:15 P.M., the resident said a staff member was mean to him/her. He/She said the 
staff member rolled him/her in bed really hard, and tried to break his/her ribs. He/She said the staff member 
did not use a gait belt and, He/She should be fired. During an interview on 10/28/25 at 12:51 P.M., CNA C 
said on the morning of 10/22/25, CNA A appeared angry and agitated. He/She said CNA A just grabbed the 
resident and yanked him/her under the resident's arms, in a forceful manner, and without the use of a gait 
belt, and dropped the resident into the resident's wheelchair. He/She said the resident woke up and 
appeared to be startled and frightened. He/She said he/she was scared, and walked out of the room. 5. 
During an interview on 10/28/25 at 10:50 A.M., the administrator said CNA B notified him/her that CNA B had 
witnessed abusive behavior by CNA A towards Resident #1 and Resident #2. He/She said CNA B told 
him/her CNA B witnessed CNA A roughly grab Resident #1 under the resident's arms, without the use of a 
gait belt, and throw the resident into his/her wheelchair. CNA B then witnessed CNA A roughly grab Resident 
#2 under the arms, without use of a gait belt, and throw them into his/her wheelchair. The administrator said 
he/she suspended CNA A pending the investigation and terminated him/her after completing the 
investigation. The administrator said he/she interviewed Resident #2 on 10/22/25, and the resident told 
him/her CNA A hurt his/her arm. The administrator said he/she obtained an x-ray, with negative results for 
any injury. During an interview on 10/28/25 at 12:20 P.M., CNA B said when CNA A came on duty the 
morning of 10/22/25, CNA A appeared agitated. He/She said CNA A went into the residents' room to get 
them up for breakfast. CNA B said CNA grabbed Resident #2 and threw the resident into the resident's 
wheelchair. CNA B said CNA A put her hands under Resident #2's arms in a forceful manner, and without 
the use of a gait belt, threw Resident #2 into the resident's wheelchair so quickly, CNA B was, in shock. CNA 
B said CNA A then went to Resident #1, grabbed Resident #1 around the waist in a forceful manner, and 
without the use of a gait belt, and threw Resident #1 into the resident's wheelchair. CNA B said Resident #1 
attempted to hit and bite CNA A during the transfer. During an interview on 10/28/25 at 12:33 P.M., CNA A 
said he/she was irritated when he/she came on duty the morning of 10/22/25 because the night staff had not 
gotten Resident #1 and Resident #2 up for breakfast. He/She said he/she does not use a gait belt to transfer 
the residents because he/she lifts them up fast and quickly pivots them into their wheelchairs. He/She said 
he/she transfers the residents by lifting them up under their arms and twisting to put them in their 
wheelchairs. During an interview on 11/04/25 at 9:08 A.M., LPN D said CNA B and CNA C notified him/her 
they witnessed CNA A transfer Resident #1 and Resident #2 in a forceful manner. He/She said he/she 
instructed CNA B and CNA C to contact the administrator. #2649674
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