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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review conducted during a Complaint investigation (#2675690) during an 
Abbreviated survey completed on 12/04/2025, the facility did not ensure the resident's right to be free from 
physical and mental abuse for two (2) (Residents #1 and #2) of three (3) residents reviewed. Specifically, 
Certified Nurse Aide #1 attempted to redirect Resident #1, a wandering resident to a seated position. The 
physical handling during this process was observed as aggressive. Resident #1 lost their balance, fell to the 
floor, and sustained a small abrasion to their side. A physical struggle occurred after Resident #2 unplugged 
a power cord; Certified Nurse Aide #2 responded aggressively, moving the resident against a wall to recover 
the cord. In addition, Certified Nurse Aide #2 restricted Resident #2's movement and taunted the resident 
leading to continued agitation. Even though the residents did not have a reaction/recall to the staff's 
inappropriate interactions, it can be determined that the reasonable person would experience no actual harm 
with the potential for more than minimal psychosocial harm as a result of the inappropriate interactions by 
staff. The findings are:The policy titled Abuse Prevention, Identification, Investigation, Protection and 
Reporting revised 04/30/2024 documented, the facility will provide protection for the health, welfare and 
rights of each resident residing in the facility. The facility will have procedures to prevent and prohibit all 
types of abuse, mistreatment, neglect, misappropriation of resident property and exploitation. The policy 
titled Abuse Reporting Guide: Identification and Reporting Alleged Violations of Abuse, Neglect, 
Mistreatment, Injuries of Unknown Source, Misappropriation and Exploitation, undated, documented: 
Examples of mental / verbal conflict - include intimidation, bullying - aggressive behavior in which someone 
intentionally and repeatedly causes another resident mental anguish or discomfort. Examples of physical 
altercations willful actions include, but are not limited to the following, hitting, grabbing, shoving. 1.Resident 
#1 had diagnoses including dementia (the loss of cognitive functioning, thinking, remembering and reasoning 
to such an extent that it interferes with a person's daily life and activities), anxiety disorder (a mental health 
condition characterized by intense, excessive and persistent worry or fear about everyday situation 
interfering with daily life, work and relationships), and hypertension (high blood pressure). The Minimum Data 
Set (a resident assessment tool) dated 09/23/2025 documented that Resident #1 had moderate cognitive 
impairment, sometimes understood, sometimes understands, was able to ambulate once standing with 
supervision or touching assistance (helper provides verbal cues and / or touching/steadying and/or contact 
guard assistance as resident completes activity. Resident #1's comprehensive care plan, identified as 
current by Director of Nursing #1, documented the resident had a deficit in activities of daily living and 
mobility. Interventions included the resident walked 150 (one hundred fifty feet) with supervision or touching 
assistance with rolling walker and cueing for direction. The resident had the potential for alteration in their 
mood/behavior related to dementia, interventions included to approach resident from the front in a calm 
gentle manner, explain all aspects of care prior to care, if resident becomes agitated, stop, ensure safety and 
re-approach; monitor environment stimuli, adjust as needed; and redirect, intervene and/or provide 
distraction during episodes of agitation. Resident #1's Bedside Kardex Report (guide used by staff to provide 
care) 11/24/2025 documented the resident walked 150 (one hundred fifty) feet with supervision or touching 
assistance as needed, cuing for direction. There were no interventions regarding what to do if the resident 
has altered mood/behavior. Review of facility's incident report dated 11/21/2025 documented, Resident #1 
had a witnessed fall, was observed to land on the floor while the certified nurse aide was with the resident. It 
was reported by staff watching the camera footage. Resident was transferred to the chair by the aide. A note 
on the form dated 11/22/2025 documented on the morning after the fall, staff observed a reddened area to 
the right flank (side) of resident. The area was noted to be superficial and not bleeding. The resident showed 
no signs or symptoms of pain or discomfort. Resident #1's Skin assessment dated [DATE] at 9:33 AM 
documented Resident #1 had a 3.5 centimeter by (x) 1.2 centimeter abrasion on their right flank, in-house 
acquired on 11/21/2025, new intervention included triple antibiotic ointment followed with a dry clean 
dressing daily. During observations on 12/03/2025 at 11:55 AM and 12:31 PM, Resident #1 was sitting in the 
unit dining room at table with two (2) other residents, no concerns were observed. During an interview on 
12/03/2025 at 12:35 PM Resident #1 denied any concerns related to abuse, mistreatment or neglect. 2.
Resident #2 had diagnoses including dementia, Parkinson's Disease (a progressive movement disorder of 
the nervous system), and osteoarthritis (a degenerative joint disease where joint cartilage breaks down, 
causing bones to rub against each other). The Minimum Data Set, dated [DATE] documented that Resident 
#2 was severely cognitively impaired, usually understood, sometimes understands, wandering behavior 
occurred daily, and was able to ambulate once standing at least 150 (one-hundred fifty) feet independently. 
Resident #2's comprehensive care plan, identified as current by Director of Nursing #1, documented the 
resident had a deficit in activities of daily living function/mobility related to dementia and Parkinson's. 
Interventions included they were able to walk 150 (one hundred fifty feet) independently with no physical help 
from staff, no assistive device, and cues for direction only. The resident had potential for alteration in their 
mood/behavior related to dementia and could display wandering and physical aggression. Interventions 
included to approach resident from the front in a calm gentle manner, explain all aspects of care. If resident 
becomes agitated, stop, ensure safety and re-approach; monitor environmental stimuli and adjust as needed, 
redirect, intervene and/or provide distraction during episodes of agitation.Resident #2's Bedside Kardex 
dated 11/24/2025, documented the resident was able to walk 150 feet independently, with no set up or 
physical help from staff, no assistive device, and cues for direction only. Staff were to monitor whereabouts 
due to unsafe wandering, at risk of elopement and redirect as needed. There were no interventions regarding 
what to do if the resident has altered mood/behavior. Review of the Nursing Home Facility Incident Report 
submitted to Internet Quality Improvement & Evaluation System (iQIES) on 11/21/2025 at 10:27 PM 
completed by Director of Nursing #1 documented an alleged incident occurred on 11/21/2025 at 8:20 PM, 
the building supervisor received a call from the receptionist that there was a commotion in the lounge on Unit 
3. Upon the Supervisor's arrival, both certified nurse aides assigned to the unit were very agitated about the 
behavior of two (2) residents. There was an allegation of two (2) residents being treated in a neglectful 
manner that was observed on camera. Investigation was ongoing, both certified nurse aides were 
immediately removed from the building and suspended pending investigation. On 11/22/2025 New York 
Stated Department of Health contacted the reporter to gather more information about the facility-reported 
incident. They stated a review of the cameras showed a aide being rough with a resident during ambulation 
assistance, causing the resident to fall. Another resident approached the aide in an attempt to defend the 
resident who had fallen. Th aide picked up a wet floor sign in a threatening manner. The other aide 
redirected the second resident to a couch area, where they sat the resident down and then held the resident 
down with the aide's body weight. Both aides were sent home after the event. Aides will likely be terminated. 
Review of the Nursing Home Investigative Report dated 11/25/2025 at 3:20 PM, completed by Director of 
Nursing #1, documented the facility concluded that the incident met criteria for abuse, inappropriate physical 
contact resulting in injury. Inappropriate physical contact was made with two residents by both certified nurse 
aides, a police report was made on 11/25/2025. A skin tear was noted to Resident #1's right flank (side). It 
was concluded the injury was caused during the incident as there have been no other documented incidents. 
Findings indicate that the conduct of Certified Nurse Aide #1 and Certified Nurse Aide #2 failed to comply 
with established facility standards. Immediate corrective actions were taken, including removal and 
termination of the involved staff, resident assessments, and social work assessments for the residents. 
Immediate re-education for all clinical staff regarding caring for dementia population was completed. The 
facility video footage dated 11/21/2025 was observed on 12/03/2025 at 11:00 AM and revealed the 
following:At 8:22:58 PM Certified Nurse Aide #1 was observed holding on to Resident #1's left upper arm 
with one hand walking behind and to the left side of the resident from the hallway toward the lounge. Another 
camera view identified by Director of Nursing #1 as the footage from the unit entrance camera on 11/21/2025 
at 8:23 PM revealed Certified Nurse Aide #1 was behind Resident #1 holding onto both Resident #1's upper 
arms with their hands while pushing Resident #1 forward with their body from behind and struggling to 
remove Resident #1's hands from the wall railing. At 8:23:15 PM video footage from the lounge view 
revealed Certified Nurse Aide #1 was holding onto Resident #1's upper arm from behind while pushing 
Resident #1 forward across the hallway toward a chair and Resident #1 tripped causing them to fall forward 
onto their knees and palm of hands at 8:23:18 PM. Certified Nurse Aide #1 and Certified Nurse Aide #2 were 
observed to pull on Resident #1's arms to a standing position and sat Resident #1 in a chair in the common 
area at 8:23:36 PM. Resident #2, who was seated in the area, stood up and started approaching Certified 
Nurse Aide #1 while they were walking back toward the nurse's station, they turned right and picked up a wet 
floor sign and picked it up to chest height and swung the sign in Resident #2's direction at 8:23:52 PM. At 
8:23:55 PM Certified Nurse Aide #2 was observed to approach and redirect Resident #2 back to a chair in 
the lounge by holding onto Resident # 2's left arm and they pushed Resident #2 into the chair. Certified 
Nurse Aide #2 was observed to continue to have their hands on Resident #2 and held Resident #2 with their 
hands and body. Then Certified Nurse Aide #2 let go and continued to maintain a close proximity and was 
walking in front of Resident #2 appearing to be taunting Resident #2 for four (4) minutes. At 8:32:55 PM 
Resident #2 was observed to approach the medication cart near the wall and removed the power cord. 
Certified Nurse Aide #2 approached the resident, donned gloves and approached Resident #2 at 8:33:26 
PM. Certified Nurse Aide #2 observed to struggle with Resident #2 to remove the power cord from Resident 
#2's hands, Certified Nurse Aide #2 was observed to move Resident #2 up against the wall, with their hands. 
Another camera view identified by Director of Nursing #1 as the footage from the unit entrance camera on 
11/21/2025 at 8:33:43 PM revealed Certified Nurse Aide #2 and Resident #2 physically pushing each other, 
at 8:33:45 PM Certified Nurse Aide #2 was observed to have the power cord in their hand. During 
observations on 12/03/2025 at 11:50 AM and 12:31 PM, Resident #2 was sitting in the unit dining room at 
table with two (2) other residents, no concerns were observed. The resident was alert, confused and was not 
interviewable. During an interview on 12/03/2025 at 12:07 PM Certified Nurse Aide #5 stated they were 
familiar with Resident #1 and stated the resident usually wanders on the unit and not aware of any 
aggressive behaviors towards others and should be allowed to safely wander. During an interview on 
12/03/2025 at 12:10 PM Certified Nurse Aide #6 stated they were familiar with Resident #2 and stated the 
resident usually wanders on the unit and not aware of any aggressive behaviors towards others and should 
be allowed to safely wander. During an interview on 12/03/2025 at 12:18 PM, Unit Manager Licensed 
Practical Nurse #1 stated they were familiar with Resident #1 and Resident #2 and stated the residents 
usually wandered on the unit. They stated they observed the video from 11/21/2025 regarding the actions 
between Certified Nurse Aides #1 and #2 with Residents #1 and #2 and stated their actions were abusive to 
the residents. They stated Resident #1 and Resident #2's behaviors included wandering on the unit, and it 
was a locked unit therefore the residents couldn't have eloped and should have been allowed to ambulate 
while ensuring their safety and not have forced either resident to sit down. They stated Certified Nurse Aide 
#1 should have walked next Resident #1 if they were guiding them to a chair, not behind them pushing while 
holding onto the resident's arms. They stated upon viewing the video Certified Nurse Aide #1 was forcefully 
pushing and holding onto Resident #1 therefore causing them to fall forward onto the floor and subsequently 
sustain an abrasion that was determined to be related to the fall. They stated they had reviewed the video, 
and that Certified Nurse Aide #2 should not have forced Resident #2 to sit down, push them preventing them 
from rising from the chair and believed Certified Nurse Aide #2 continued to antagonize Resident #2 by 
blocking them, making body motions to the resident and what appeared to be laughing at the resident. Unit 
Manager Licensed Practical Nurse #1 stated Certified Nurse Aide #2 should have allowed Resident #2 to 
hold onto the power cord if they were refusing to let go of it and reapproach later. They stated Certified Nurse 
Aide #2 physically abused Resident #2 by pushing them up against the wall and struggling to remove the 
power cord from their hands. They stated Certified Nurse Aide #1 and #2 were physically abusive towards 
Residents #1 and #2 by their actions.During a telephone interview on 12/03/2025 at 3:30 PM, Receptionist 
#1 stated they were working on 11/21/2025 and were watching the cameras on the screen at the desk and 
informed Nursing Supervisor Registered Nurse #1 that Resident #1 had fallen to the floor and there was a lot 
of commotion on the unit between staff and residents. They stated while watching the cameras they 
observed Certified Nurse Aide #1 to be handling Resident #1 roughly before falling to the floor and then both 
Certified Nurse Aide #1 and Certified Nurse Aide #2 were observed to roughly pick Resident #1 up from the 
floor by pulling on the resident's arms. They then stated they observed Certified Nurse Aide #2 to forcefully 
make Resident #2 sit in a chair and continued to interact with Resident #2 which appeared to be taunting and 
intimidating the resident. They stated they watched Certified Nurse Aide #2 forcefully push Resident #2 up 
against a wall and struggle to get something out of their hands. They stated Certified Nurse Aide #1 and #2's 
actions with Resident #1 and Resident #2 were physically abusive. During a telephone interview on 
12/03/2025 at 2:57 PM, Certified Nurse Aide #1 stated they were hanging onto Resident #1's arms and 
pushing them from behind toward the chair because they didn't feel safe. They stated they should have 
paged the nursing supervisor or asked their co-worker to assist them if they didn't feel safe. They stated they 
should not have been holding onto the resident's arms and pushing them forward with their body toward the 
chair as it was an inappropriate manner of guiding them. They stated they wanted Resident #1 to sit down 
and do an activity but did not provide an activity and they should have. Certified Nurse Aide #1 stated 
Certified Nurse Aide #2 was forcing Resident #2 to sit down and later had pushed them up against the wall to 
take the power cord away which is being physically abusive. They stated now that they have thought about 
their actions with Resident #1, of pushing them to a chair when they didn't want to go therefore causing them 
to fall was also being physically abusive. During a telephone interview on 12/04/2025 at 8:50 AM, Nursing 
Supervisor Registered Nurse #1 stated on 11/21/2025 Receptionist #1 requested they look at the camera 
video of Unit 3 and they observed Resident #2 pacing in the hallway and Certified Nurse Aide #2 following 
them back and forth and they should have walked away to allow Resident #2 to calm down. They stated 
Resident #2 ambulated on the unit independently and Certified Nurse Aide #2's actions were taunting and 
intimidating therefore mentally abusive to Resident #2. They stated they would have expected Certified 
Nurse Aide #1 to have intervened and redirected Certified Nurse Aide #2 to walk away from Resident #2 to 
diffuse the situation and allow Resident #2 to calm themselves. They stated when they entered the unit, they 
observed Certified Nurse Aide #2 pushing Resident #2 up against a wall, with the resident's face towards the 
wall using their body and continued to aggressively struggle with Resident #2 to remove a power cord from 
their hands. They stated they would have expected Certified Nurse Aide #2 to have calmly attempt to retrieve 
the power cord from Resident #2 and if the resident refused then to reapproach later while maintaining a 
distance and observing to ensure their safety. They stated Certified Nurse Aide #1's actions of pushing 
Resident #1 across the hallway from behind and subsequently causing them to fall to the floor were 
physically abusive towards Resident #1 and Certified Nurse Aide #2's actions with Resident #2 were 
physically abusive towards Resident #2. They stated both Certified Nurse Aide #1 and #2 were immediately 
suspended pending the investigation and terminated after the investigation for being physically abusive to 
the residents. During an interview on 12/04/2025 at 10:10 AM, Inservice Educator Registered Nurse #2 
stated Certified Nurse Aide #1 and Certified Nurse Aide #2 were trained on physical and mental abuse, 
mistreatment, resident rights, dementia care, and how to handle residents with behaviors. Upon viewing the 
video footage from 11/21/2025 from 8:22:33 PM through 8:33:45 PM they stated Certified Nurse Aide #1 was 
physically abusive to Resident #1 by holding onto the resident's arms while pushing the resident from behind 
with their body to force the resident to ambulate towards a chair causing Resident #1 to fall to the floor; and 
Certified Nurse Aide #2 was physically and mentally abusive to Resident #2 with their actions of pushing, 
physically preventing the resident to rise from a chair, taunting the resident in the hallway and pushing the 
resident up against a wall while leaning against them with their body to try to remove the power cord from 
their hand and continued to physically struggle with Resident #2 until they had the power cord. They stated 
they would have expected both Certified Nurse Aides #1 and #2 to use a calm approach from the front and 
assist residents from the side guiding the resident never pushing from the back and if the residents didn't 
want to sit down, they should not have been forced to sit down. They stated they would have expected 
Certified Nurse Aide #1 and #2 to have worked together to maintain a calm approach and would have 
expected if they could not maintain a calm approach, they should have called Nursing Supervisor Registered 
Nurse #1 for assistance. They stated Certified Nurse Aide #2 should not have physically attempted to 
remove the power cord from Resident #2's hands and should monitored resident's safety from a distance 
and reapproached later to retrieve the power cord. They stated Certified Nurse Aide #1 was physically 
abusive to Resident #1 and Certified Nurse Aide #2 was mentally and physically abusive to Resident #2. 
During a telephone interview on 12/04/2025 at 10:54 AM, Certified Nurse Aide #2 stated they should have 
walked away from Resident #2 and reapproached later to remove the power cord from their hands but 
believed they were protecting other residents, although they had no knowledge if Resident #2 was physically 
abusive towards others. Certified Nurse Aide #2 stated they had not witnessed Certified Nurse Aide #1 
pushing Resident #1 from behind but stated if they were pushing from behind and the resident fell then it 
would be considered abuse. Certified Nurse Aide #2 stated they had not physically restrained or pushed 
Resident #2 into a chair, did not taunt or intimidate Resident # 2, did not physically push Resident #2 into the 
wall or physically struggle with Resident #2 to remove the power cord from their hands. Certified Nurse Aide 
#2 informed of the video footage and description of their actions from the video and Certified Nurse Aide #2 
continued to deny the actions that were described. During an interview on 12/04/2025 at 11:58 AM, Nurse 
Practitioner #1 stated they were aware of the inappropriate staff interactions with Resident #1 and Resident 
#2 from 11/21/2025 and assessed each resident on 11/25/2025. They stated they agreed the abrasion that 
was noted on Resident #1's flank the morning of 11/22/2025 was related to the fall and because Certified 
Nurse Aide #1 was pushing Resident #1 from behind while holding onto their arm which contributed to their 
fall. They stated they viewed the video footage from 11/21/2025 from 8:22:33 PM through 8:33:45 PM and 
stated Certified Nurse Aide #1 physically abused Resident #1 and Certified Nurse Aide #2 was mentally and 
physically abusive to Resident #2. They stated Resident #1 and Resident #2 have dementia and their 
behaviors include wandering. They stated they would have expected the staff to monitor their safety and 
offer interventions such as activities if they wanted them to sit down, not physically force them to sit down. 
They stated they would have expected Certified Nurse Aide #2 to maintain a calm approach and if Resident 
#2 refused to give the power cord to them then they should have reapproached later while ensuring their and 
others safety from a distance. During an interview on 12/04/2025 at 3:15 PM, Director of Nursing #1 stated 
Nursing Supervisor Registered Nurse #1 called them on 11/21/2025 after 8:00 PM related to the physical 
altercation between Certified Nurse Aide #2 and Resident #2, therefore they immediately watched the video 
footage and suspended Certified Nurse Aide #1 and Certified Nurse Aide #2 pending an investigation. They 
stated they concluded the investigation based on the video footage Certified Nurse Aide #1 physically 
abused Resident #1 by pushing them from behind with their body while holding onto the resident's arms 
causing them to fall to the floor and Certified Nurse Aide #2 was physically and mentally abusive towards 
Resident #2 by pushing them into a chair, physically holding them in the chair, taunting and intimidating the 
resident in the hallway which is mental abuse and then the witnessed account and video footage of them 
physically pushing Resident #2 against the wall and continued to physically struggle forcefully removing the 
power cord from the resident's hands. They stated they would have expected Certified Nurse Aide #1 and #2 
to have assisted each other to diffuse the situations and or called Nursing Supervisor Registered Nurse #1 
for assistance since the unit staff nurse was on break or walk away and reapproach later while maintaining a 
safe environment. They stated staff were trained to guide residents from the front or side and should not 
have been pushing the residents from behind and should not have used any physical force towards the 
residents. They stated Certified Nurse Aide #2 should have walked away from Resident #2, not maintained a 
close proximity, blocking and waving their hands up at the resident as if to be taunting them which is mental 
abuse. During an interview on 12/04/2025 at 3:32 PM Administrator stated they viewed the video footage 
from 11/21/2025 8:22:33 PM through 8:33:45 PM and stated they concluded Certified Nurse Aide #1 was 
physically abusive toward Resident #1 and Certified Nurse Aide #2 was mentally abusive related to the 
taunting, physically restraining by holding them down in the chair, and physically abusive when they pushed 
and forcefully struggled with Resident #2 to remove the power cord from their hands. The Administrator 
stated Certified Nurse Aide #1 and Certified Nurse Aide #2 were terminated due to the abuse they afflicted 
on Resident #1 and Resident #2. 10 NYCRR 415.3(d)(1)(vii)
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