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F 0600

Level of Harm - Actual harm

Residents Affected - Few

Based on record review and interview during the abbreviated survey (NY00382934), the facility did not 
ensure residents had the right to be free from abuse for one (1) of three (3) residents reviewed (Resident 
#1). Specifically, on 06/08/2025, Registered Nurse Supervisor #1 held Resident #1 around their neck while 
yelling at them, causing the resident physical pain and mental anguish. This resulted in actual harm, past 
non-compliance, to Resident #1 that was not Immediate Jeopardy. The facility policy Abuse and Neglect, 
revised 01/2023, documented the definition of abuse was the willful infliction of injury, unreasonable 
confinement, intimidation, or punishment which results in physical harm, pain or mental anguish. An example 
of abuse included, but was not limited to, rough handling during care. Resident #1 had diagnoses including 
chronic obstructive pulmonary disease (a group of lung diseases that block airflow and make it difficult to 
breathe), shortness of breath, and vertigo of central origin (central nervous system problem causing a 
sensation of spinning or whirling, even when stationary). The 06/05/2025 Minimum Data Set assessment 
documented the resident had intact cognitive function and no behavioral symptoms. The resident was 
dependent for sitting to standing. The Comprehensive Care Plan initiated 06/05/2025 documented the 
resident required maximum assistance of two (2) for transfers using the sit-to-stand (mechanical device to 
aid in standing). The resident was at risk for alteration in communication due to depression, new 
environment, diagnosis of amnesia, and slightly hard of hearing (did not have hearing aids). Interventions 
included: face resident when speaking, monitor non-verbal responses, obtain resident's attention before 
speaking. The 06/08/2025 facility investigation documented:- Registered Nurse Supervisor #1 was called to 
assist certified nurse aides that were transferring Resident #1 due to the resident's unwillingness to use the 
sit-to-stand device. As the resident stood on the sit-to-stand device, they began to scream, actively pushing 
themselves away from the device into the chair (recliner). After the resident sat back into the chair, they 
began to rock back and forth. Registered Nurse Supervisor #1 placed their hand on their back and up to the 
neck region, asking the resident to calm down, while raising their voice so as to be heard over the resident's 
yelling. -Registered Nurse Supervisor #1 continued to hold the resident's neck. The resident stated 
something to the effect, ‘You're hurting me, my discs (back), let go,' made a fist, cocked their arm, and 
threatened to hit Registered Nurse Supervisor #1.- Registered Nurse Supervisor #1 responded to the effect 
of, ‘I'll hit you back,' and Resident #1 stated the nurse would go to jail. Registered Nurse Supervisor #1 
replied, Ok, three hots and a cot.- Resident #1 stopped rocking back and forth and yelling and agreed to 
attempt the transfer again. Staff were able to successfully transfer them and provide care. - Resident #1 
continued to be upset and staff noted a scratch on their neck. - Licensed Practical Nurse #6 was alerted by 
Certified Nurse Aide #3 and went to see the resident and stated when the resident's spouse arrived, the 
resident said they were going to call the police and wanted the supervisor arrested. - Registered Nurse 
Supervisor #7 assessed the resident and noted a small scratch on the left backside of their neck, no mobility 
impairments were noted and the resident complained of pain. - The incident was reenacted with Registered 
Nurse Supervisor #1, Certified Nurse Aides #2, 3 and 4, the Administrator, and Director of Social Services (to 
take notes). - The investigation did not identify abuse occurred by Registered Nurse Supervisor #1; they 
used a loud voice to be heard over the resident. The origin of the scratch could not be determined. It was 
possible it was from Registered Nurse Supervisor #1 holding them, to prevent the resident from falling 
forward, with one hand in front of them and one behind them, or when the resident was rocking back and 
forth in their chair.- Resident #1 did not recall the incident, other than they were grabbed by the neck and 
wanted to press charges. - The Director of Social Services saw the resident after the incident and there was 
no apparent emotional distress or memory of the incident.- Staff interviews confirmed Registered Nurse 
Supervisor #1 did not yell or threaten the resident, rather they reacted inappropriately and never intended an 
actual threat. Registered Nurse Supervisor #1's hold on the resident was not reported as aggressive, as they 
were attempting to hold the resident to prevent them falling forward from their chair. If the scratch was a 
result of Registered Nurse Supervisor #1's hold, it was accidental.- Resident #1 was able to calm down and 
agreed to transfer immediately following the incident, without noted fear or emotional distress. No fear or 
emotional distress was noted in the days following. - Registered Nurse Supervisor #1 was found to have 
responded inappropriately in holding the resident in the manner they did as well as in their verbal response. 
The nurse will remain suspended until education on customer service and abuse with a final warning in their 
personnel record. Written staff statements with the 06/08/2025 investigation included:- Certified Nurse Aide 
#3 stated Registered Nurse Supervisor #1 arrived to assist with the transfer. Resident #1 was very scared 
and pushed themselves back down to the recliner, the supervisor grabbed the resident by the back of their 
neck extremely hard. The resident asked multiple times to let go, stating Registered Nurse Supervisor #1 
was hurting them. The resident said they would hit the supervisor if they did not let go. Registered Nurse 
Supervisor #1 told the resident they would hit the resident back. After staff were able to transfer the resident, 
the resident stated they were going to call the police. Certified Nurse Aide #3 reported to Licensed Practical 
Nurse #6 that Registered Nurse Supervisor #1 grabbed the resident by the back of their neck roughly, for no 
reason. Registered Nurse Supervisor #1 stated they were trying to calm Resident #1, but the resident was 
calm. - Certified Nurse Aide #4 stated they witnessed Registered Nurse Supervisor #1 squeeze the back of 
Resident #1's neck in an extremely aggressive manner. The resident screamed several times, asking 
Registered Nurse Supervisor #1 to let go and stating they were hurting them. Registered Nurse Supervisor 
#1 did not let go. Resident #1 told Registered Nurse Supervisor #1 to let go or they would hit them, and 
Registered Nurse Supervisor #1 stated they would hit the resident back. Resident #1 wanted to call the 
police. - Certified Nurse Aide #2 stated when trying to get Resident #1 up, the resident kept pushing back, 
trying to sit; when Resident #1 did that, Registered Nurse Supervisor #1 pushed them back up. Resident #1 
started yelling to stop, saying Registered Nurse Supervisor #1 was hurting them. Registered Nurse 
Supervisor #1 then grabbed the Resident #1 by the back of their neck, and Resident #1 was yelling let go 
while making a fist at Registered Nurse Supervisor #1 saying they were going to hit them. Registered Nurse 
Supervisor #1 stated, Go right ahead because I will give it right back. - Licensed Practical Nurse #6 
documented Resident #1 stated someone grabbed them by the neck during a transfer; they observed a small 
scratch to the side of the Resident #1's neck. Resident #1 stated they asked the person to let go several 
times, and they did not. Resident #1 felt they were assaulted and wanted to call the police. - Registered 
Nurse Supervisor #1 stated Certified Nurse Aide #2 notified them Resident #1 was saturated with urine and 
refused to get up from their recliner using the sit-to-stand. Registered Nurse Supervisor #1 went to see the 
resident to convince them to let staff assist to get them cleaned. Resident #1 agreed, and staff attempted to 
help them up, Certified Nurse Aides #2, 3, and 4 were present. During the attempt to get Resident #1 up, 
Resident #1 pushed themselves away, thrashing their body back and forth while yelling loudly. Resident #1 
was seated back down to the recliner and the behaviors continued. Registered Nurse Supervisor #1 had 
their hand on the nape of Resident #1's neck, pressing in an effort to control their thrashing and encouraging 
them to calm down. Resident #1 threatened to punch Registered Nurse Supervisor #1, who said if they did 
that, they would get hit back. Registered Nurse Supervisor #1 documented they did not have any intention of 
following through on their statement; it was said in the heat of the moment, and they realized it was 
inappropriate. Resident #1 settled down and a second attempt to get them up was successful. Registered 
Nurse Supervisor #1 was unaware of any mark on Resident #1's neck and learned of it from the 
Administrator when they spoke. The 06/08/2025 at 2:24 PM Registered Nurse #7 progress note documented 
they were asked to assess the resident after an incident that occurred earlier that day. Police officers were 
present during the assessment. Resident #1 was found to be alert and oriented to self, time, and place. They 
complained of neck pain on the lower left aspect of their neck where there was a small scratch with a small 
amount of erythema (redness) surrounding the scratch. There were no other visible scratches, cuts, or 
lacerations on their arms. Resident #1 stated they had post-traumatic stress disorder and was easily startled 
at times. The 06/08/2025 police report documented:- They received a report that Registered Nurse 
Supervisor #1 grabbed Resident #1 by the neck.- The Administrator reported Registered Nurse Supervisor 
#1 was known to argue loudly with others but had not had any incidents with physical altercations. - Resident 
#1 stated they could not recall the whole incident; they remembered when staff were helping them, 
Registered Nurse Supervisor #1 grabbed them by the back of the neck, causing the resident pain and a 
headache. - Resident #1 had a one-inch scratch on the left side of their neck that was no longer bleeding. - 
Certified Nurse Aide #2 stated Registered Nurse Supervisor #1 tried to push the resident up by grabbing the 
back of their neck to support them. Certified Nurse Aide #2 thought Registered Nurse Supervisor #1 did a 
poor job supporting Resident #1 , versus trying to harm them.- Certified Nurse Aide #3 stated Resident #1 
got startled and started to push back, Registered Nurse Supervisor #1 grabbed the back of Resident #1's 
neck and told them to calm down. Resident #1 complained of neck pain and told Registered Nurse 
Supervisor #1 to stop. Registered Nurse Supervisor #1 held on for quite some time and it looked as if 
Registered Nurse Supervisor #1's intention was to be unpleasant, as opposed to being helpful with the 
device. Certified Nurse Aide #3 previously witnessed Registered Nurse Supervisor #1 having other issues 
with residents. - On 06/13/2025, the police officer spoke to Certified Nurse Aide #4, who stated that on 
06/08/2025, Resident #1 was having difficulty standing and was fearful of falling during a transfer. Registered 
Nurse Supervisor #1 grabbed them by the back of the neck and yelled at them to calm down. Resident #1 
repeatedly told Registered Nurse Supervisor #1 to let go, as they continued to hold them for seven (7) to ten 
seconds. The resident threatened to hit Registered Nurse Supervisor #1, who told Resident #1 they would hit 
them back. Certified Nurse Aide #4 described Registered Nurse Supervisor #1's actions as excessive and 
abusive. Certified Nurse Aide #4 had reported prior similar concerns in the past concerning this supervisor 
and other residents; internal investigations were done, with no further action. - Photos taken by the police 
revealed a small, slightly curved scratch with dried blood on the left side of the resident's neck; slight redness 
and swelling immediately surrounded the mark. - On 06/13/2025, Resident #1 contacted the police 
department again and requested charges be filed against Registered Nurse Supervisor #1.- A possible 
charge of Endangering the Welfare of an Elderly Person may be filed, pending further investigation. - The 
report was pending finalization. The 06/09/2025 at 12:25 PM Licensed Practical Nurse #13 progress note 
documented the resident complained of a sore neck and pain when they looked to the left. Physician 
Assistant #11 was notified, who ordered the application of Voltaran gel (topical pain gel), which had 
moderate effect. The 06/09/2025 at 3:59 PM Director of Social Services progress note documented they saw 
Resident #1 several times throughout the day to follow up after the 06/08/2025 incident. The resident 
expressed their concerns and did not appear to be emotionally affected at that time. Resident #1 could not 
recall the details. The resident was showing signs of post-traumatic stress disorder from past trauma, 
including anger, anxiety, being easily startled, and avoiding confined spaces. The 06/10/2025 at 10:03 AM 
Director of Social Services progress note documented Resident #1 continued to express anger, and could 
not recall the incident details, other than being grabbed by the neck. At 1:45 PM, the Director of Social 
Services documented the resident wanted to go home, but did not want to leave against medical advice. The 
06/10/2025 at 4:20 PM Registered Nurse Supervisor #7 progress note documented Resident #1 continued to 
complain of neck pain and Flexeril (muscle relaxant) was prescribed. There were no bruises noted to their 
neck and a small scab was observed. The 06/10/2025 Physician Assistant #11 progress note documented 
they saw Resident #1 for an initial visit. The resident had one issue since arrival, as they panicked during a 
transfer and they stated they were grabbed by the neck and staff attempted to ease them into the chair. 
Resident #1 had a small abrasion to the left side of their neck and complained of some neck stiffness. The 
06/11/2025 at 12:02 PM Director of Social Services progress note documented they followed up with 
Resident #1 about the 06/08/2025 incident. The resident expressed anger but were not showing any physical 
signs of anger. They still did not recall details of the incident, aside from someone grasping their neck. At 
3:00 PM, the Director of Social Services documented the resident was waiting for their spouse to pick them 
up. They wanted to file charges against the staff who grabbed their neck and did not remember details about 
the incident. The Discharge Against Medical Advice form was signed by Resident #1 on 06/12/2025 at 4:45 
PM and co-signed by Registered Nurse #9. There was no documentation on the form related to the 
resident's reason for leaving. The 06/12/2025 at 5:20 PM Registered Nurse #9 progress note documented 
Resident #1 insisted on leaving. Registered Nurse #9 offered to have a discharge plan with services set up 
the following day, and Resident #1 and their spouse declined. The resident signed the Discharge Against 
Medical Advice form and left. Licensed Practical Nurse #6 was interviewed on 06/13/2025 at 12:40 PM and 
stated on 06/08/2025, immediately after the incident, Resident #1 stated they were assaulted by Registered 
Nurse Supervisor #1 and wanted to call the police. Resident #1 stated they told Registered Nurse Supervisor 
#1 to let go multiple times; if they didn't let go, they would hit them, and Registered Nurse Supervisor #1 said 
they would hit them back. Resident #1 was visibly upset and wanted to call their spouse. The nurse brought 
Resident #1 to the desk to stay nearby until their spouse arrived. Certified Nurse Aide #4 was interviewed on 
06/13/2025 at 1:15 PM and stated on 06/08/2025, Resident #1 had difficulty transferring with the sit-to-stand, 
as they were nervous with it and inconsistent in their ability to use it. Registered Nurse Supervisor #1 was 
notified to get a bed, as the resident preferred to sleep in their recliner, and that was where they were seated 
at the time. Staff needed a bed in order to transfer the resident in order to provide care, as they would not be 
able to stand to receive care in the bathroom. Registered Nurse Supervisor #1 arrived and assisted with the 
transfer so they could get a lift pad under Resident #1. As Resident #1 began to stand with the sit-to-stand, 
they became nervous and sat back. Registered Nurse Supervisor #1 grabbed them hard by the back of the 
neck, with their whole hand around Resident #1's neck, thumb on one side and fingers around the other. 
Resident #1 did not appear as if they were falling and Registered Nurse Supervisor #1 screamed in their ear 
to calm down, despite Resident #1 being calm. Resident #1 said let go, you're hurting me several times and 
then threatened to hit Registered Nurse Supervisor #1, who then said they would hit them back. Resident #1 
was not thrashing around, flailing, or at risk of falling, since they just sat back in their chair. Resident #1 was 
very upset, and said they wanted Registered Nurse Supervisor #1 arrested. During the reenactment with the 
Administrator, Certified Nurse Aides #2 and 3, and Registered Nurse Supervisor #1, it was very awkward. 
Registered Nurse Supervisor #1 downplayed events and it put the aides in a difficult situation, confronting a 
supervisor they accused of abuse when the supervisor was right there. This was the reason Certified Nurse 
Aide #4 made sure to write in their statement that Registered Nurse Supervisor #1 was extremely aggressive 
with the resident. They felt Registered Nurse Supervisor #1 was angry at the time and reacted out of anger 
and frustration toward Resident #1. Certified Nurse Aide #2 was interviewed on 06/13/2025 at 1:48 PM and 
stated that on 06/08/2025, Registered Nurse Supervisor #1 arrived to assist Resident #1 when they had 
trouble with the sit-to-stand. When Resident #1 attempted to stand again, they said, Take your hands off my 
[expletive] neck and Registered Nurse Supervisor #1 said, Calm down! It did not seem as if Resident #1 was 
going to fall, since they sat back into the recliner. Resident #1 was not flailing their arms or rocking back and 
forth during this time and was not behavioral or combative. After they completed the transfer, Resident #1 
was upset, swearing, and telling the aides not to let Registered Nurse Supervisor #1 near them. Resident #1 
wanted to call the police to have Registered Nurse Supervisor #1 arrested. Certified Nurse Aide #2 provided 
care to Resident #1 in the days following, during which time the resident recalled the incident and remained 
adamant they wanted Registered Nurse Supervisor #1 arrested. When Certified Nurse Aide #2 participated 
in the reenactment, they stated it was awkward and could not recall if they or anyone else corrected 
Registered Nurse Supervisor #1's version of events. During an interview with the Administrator on 
06/13/2025 at 3:15 PM, they were asked how they ruled out abuse based on the staff statements, which 
referred to Registered Nurse Supervisor #1 being very aggressive. The Administrator stated they clarified in 
the reenactment with all staff involved (a few days after the incident) and upon questioning the staff in 
person. They found the staff were not fully able to see how Registered Nurse Supervisor #1 held onto 
Resident #1 and may have perceived it differently. The Administrator stated they felt staff clarified how 
Registered Nurse Supervisor #1 touched the resident's neck during the reenactment. At the end of 
reenactment, the witness staff (Certified Nurse Aides #2, 3, and 4) agreed that was how it occurred. When 
Resident #1's story changed and they could not recall details, the Administrator had to rule out abuse. They 
also ruled out abuse by determining Registered Nurse Supervisor #1 did not have intent to abuse or harm 
the resident. The Administrator felt Registered Nurse Supervisor #1 was wrong in their verbal response and 
stated they would be educated on abuse, behavioral residents, and customer service, prior to return. There 
were no signs of impact on Resident #1 after the incident, and when Resident #1 was discharged against 
medical advice, the Administrator stated they were pleasant and thanked them for their care. During a 
telephone interview on 06/13/2025 at 3:37 PM, Registered Nurse Supervisor #1 stated they did not have 
anything to add, as their written statement from 06/08/2025 was all they had to report. When asked the 
reason for placing their hand on Resident #1's neck, they stated it was to support the resident, to reduce 
their rocking in the chair, and to prevent them from falling. Registered Nurse Supervisor #1 held the resident 
by the back, or back of their neck, to prevent them from hitting their head. When asked if the resident would 
have hit their head on the wall, or if the padded recliner was behind the resident, Registered Nurse 
Supervisor #1 stated they did not know. Registered Nurse Supervisor #7 was interviewed on 06/13/2025 at 
4:18 PM and stated they arrived at the facility on 06/08/2025 to assess Resident #1 after the allegation of 
abuse. Their findings matched Resident #1's story, regarding the mark on their neck being consistent with 
the way they described Registered Nurse Supervisor #1 grabbing their neck. Resident #1 stated someone 
had choked them; they were very angry about it and wanted the individual arrested. In the following days, 
Registered Nurse Supervisor #7 saw Resident #1 and noted they were still very upset about the incident, 
stating they pressed charges against Registered Nurse Supervisor #1. Registered Nurse Supervisor #7 was 
unaware of a situation where grabbing a resident by the back of the neck would be effective in preventing a 
fall. Resident #1 was alert and oriented to self, place, and time most days; other days, they had some mild 
confusion but remained oriented to self and place. Resident #1 was contacted via telephone on 06/16/2025 
at 1:36 PM and stated while at the facility, someone put my head in a headlock so tight I couldn't breathe. 
They asked the person to stop and if they did not, the resident said they will hit the person. The other person 
(referring to Registered Nurse Supervisor #1; they could not recall their name) told Resident #1 they would 
hit them back twice as bad. Resident #1 stated they felt they were in danger of harm and feared for their life 
due to being held around the neck. It was difficult for them to recall details, aside from the individual stating 
they would hit them back, feeling that their neck was in a locked position, recalling they could not breathe, 
and telling the individual to stop and they would not. Resident #1 stated they experienced neck pain and a 
puncture to the side of their neck. Resident #1 was afraid at the time it happened and remained fearful, as 
they were unsure if Registered Nurse Supervisor #1 would return to the facility. They went home due to not 
feeling safe and wanted the police to arrest Registered Nurse Supervisor #1. During a telephone interview 
with Resident #1's spouse on 06/16/2025 at 1:54 PM, they stated on 06/08/2025, their spouse called them, 
and they were very upset. Their voice was shaky, they said they were scared, and that someone had choked 
them. They said they were scared to remain there and did not know if Registered Nurse Supervisor #1 would 
be back. Resident #1 wanted the individual arrested and their spouse was unsure if staff were aware the 
resident was afraid. Their spouse thought if Resident #1 said anything, they may have worried the individual 
would go after them. During the call, Resident #1's spouse stopped and asked Resident #1 if they were all 
right. While the surveyor waited a moment, Resident #1 was heard sobbing in the background. The surveyor 
offered to end the call; Resident #1's spouse agreed and asked for a call back later. During a follow-up call 
on 06/16/2025 at 4:50 PM, Resident #1's spouse stated the discussion with the surveyor was upsetting to 
Resident #1. The resident had post-traumatic stress disorder and the incident at the nursing facility was 
triggering for them. Resident #1 became very upset when they discussed it and was still worried about the 
individual (Registered Nurse Supervisor #1), as they did not know what was going on with them (regarding 
possible arrest). While at the nursing facility, the resident was scared and wanted to go home. During a 
telephone interview with Police Investigator #14 on 06/16/2025 at 2:05 PM, they stated they held completion 
of their investigation pending the Department of Health's current investigation. Based on information 
obtained to date, they were likely looking at charges related to assault or endangering the welfare of an 
elderly person against Registered Nurse Supervisor #1. They had not interviewed Registered Nurse 
Supervisor #1, so as to not hinder other involved agencies and their ability to obtain related information. 
Certified Nurse Aide #3 was interviewed on 06/24/2025 at 1:00 PM and stated that on 06/08/2025, they 
assisted Resident #1 from their recliner chair with the sit-to-stand. Registered Nurse Supervisor #1 was on 
one side of the resident and Certified Nurse Aide #3 was on the other. They held onto Resident #1 as they 
stood, and Resident #1 became nervous as they attempted to move the seat on the lift under the resident. 
Registered Nurse Supervisor #1 appeared upset, as they were raising their voice while saying, Stand up, 
stand up, to the resident. Resident #1 began to sit back down in the recliner and Registered Nurse 
Supervisor #1 got aggravated and grabbed Resident #1's neck. They were already seated back in the 
recliner when the supervisor grabbed their neck. Resident #1 was not combative, only scared. They were not 
rocking back and forth or thrashing in the chair. Registered Nurse Supervisor #1's hand was all the way 
around the resident's neck, squeezing hard, as Certified Nurse Aide #3 could see redness and indentation 
on Resident #1's neck as Registered Nurse Supervisor #1 squeezed it. Registered Nurse Supervisor #1 
yelled into the resident's ear, repeating Calm down! as Resident #1 asked repeatedly for them to stop, 
stating Registered Nurse Supervisor #1 was hurting them. Resident #1 then said they would hit Registered 
Nurse Supervisor #1 if they did not let go, and Registered Nurse Supervisor #1 said they would hit Resident 
#1 back. Certified Nurse Aide #3 thought Registered Nurse Supervisor #1 was aggravated, based on their 
tone, raised voice, demeanor, and manner in which they abruptly grabbed Resident #1's neck. In the days 
following the incident, Resident #1 seemed fearful, said that person (Registered Nurse Supervisor #1) hurt 
them, and wanted Registered Nurse Supervisor #1 kept away from them and arrested. Certified Nurse Aide 
#3 was present for the reenactment and was uncomfortable due to Registered Nurse Supervisor #1 being 
present. Certified Nurse Aide #3 was worried about Registered Nurse Supervisor #1's temper if they had to 
work with them again. Registered Nurse Supervisor #1 had been very impatient and easily angered on prior 
occasions. During the reenactment, it was presented as though Registered Nurse Supervisor #1 was not 
being aggressive, and it was difficult for Certified Nurse Aide #3 to relay how it actually happened, since 
Registered Nurse Supervisor #1 was right there. Registered Nurse Supervisor #1 tried to justify their actions 
by saying Resident #1 was thrashing around and almost fell, and the Administrator seemed to be agreeing it 
was not aggressive. The Administrator also suggested perhaps Registered Nurse Supervisor #1 was not 
yelling, as their voice was just hoarse from having a cold. Following the reenactment, Registered Nurse 
Supervisor #1 approached Certified Nurse Aide #3 and asked if Registered Nurse Supervisor #1 was really 
being that rough, and they replied, Yes, they were that rough. 10NYCRR 415.4(b)(1)(i) Deficient practice was 
identified in the area of abuse that resulted in harm to Resident #1 during the Abbreviated Survey completed 
on 07/03/2025. The facility provided verification the following corrective actions were completed by 
06/13/2025:- On 06/08/2025, the Administrator responded to the facility immediately following the allegation 
of abuse and initiated an investigation. - Resident #1 was assessed by a Registered Nurse, and the police 
were notified. - Registered Nurse Supervisor #1 was immediately suspended on 06/08/2025, and did not 
return to work, as they resigned on 06/16/2025.- On 06/09/2025, the Director of Social Services interviewed 
16 residents with intact cognitive function. They reported no concerns with instances of abuse from any staff, 
or being fearful of any staff, including Registered Nurse Supervisor #1.- Education on abuse, what 
constitutes abuse, and abuse reporting was provided to 80% of staff currently working, as of 06/13/2025. 
Education was completed by the facility staff educator. The remaining staff were on leave, or per diem. Any 
remaining and newly employed staff will receive abuse education upon return or hire date. - The Abuse and 
Neglect Policy was reviewed with no revisions. - An audit tool was implemented for review of the 
investigative process to be reviewed at Quality Assurance meetings.
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