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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on a 
review of facility policy, record review, and interview, the facility failed to protect Resident (R)1 from physical 
abuse. Specifically, Certified Nursing Assistant (CNA)1 pinched the nose of R1, resulting in R1 suffering 
injuries to the face.On 12/17/25 at 7:28 PM, the survey team provided the Administrator with a copy of the 
CMS Immediate Jeopardy (IJ) Template, informing the facility IJ existed as of 09/19/25. The IJ was related to 
42 CFR 483.25 - Freedom from Abuse, Neglect, and Exploitation.On 12/18/25 the facility provided an 
acceptable IJ Removal Plan. On 12/18/25 the survey team validated the facility's corrective actions and 
determined the facility put forth due diligence in addressing the noncompliance. The SA is considering the IJ 
at Past Non-Compliance as of 09/19/25.An extended survey was conducted in conjunction with the 
Complaint Survey for non-compliance at F600, constituting substandard quality of care.Findings 
include:Review of the facility policy titled Freedom From Abuse, Neglect and Exploitation with a last revision 
date of 01/2017 revealed, To keep residents free from abuse, neglect, and corporal punishment of any kind 
by any person. For the purpose of this policy, abuse will be identified as willful infliction of injury, 
unreasonable confinement intimidation, or punishment with resulting physical harm, pain, or mental anguish. 
1. Staff will be trained in the types of abuse and neglect. 2. Staff will be trained and knowledgeable in how to 
react and respond to resident behavior. 3. When the facility has identified abuse, the facility should take 
appropriate steps to remediate the noncompliance and protect residents from additional abuse immediately.
Review of the facility Timeline of Events dated 09/15/25 between 8:00 AM and 8:30 AM revealed: [Certified 
Nursing Assistant (CNA)1] was assisting [R1] with ADL care. [Licensed Practical Nurse (LPN)1] was outside 
of [R1's] room preparing his medication. [LPN1] heard [R1] yelling but she could not understand what was 
being said. [CNA1] exited resident's room and stated [R1 called her a n****r b***h [LPN1] stated that there 
was nothing she could do about it. [LPN1] told [CNA1] that she could switch assignments if she wanted to. 
[CNA1] stated No, I have something for that. [LPN1] finished prepping the resident's medication. [LPN1] 
entered the resident's room. [CNA1] informed [LPN1] in a joking tone that she had pinched the resident's 
nose for calling her those ugly words. [LPN1] responded that she was not doing any incident reports today. 
[CNA1] stated, I did not do that. Approximately 04:00 PM [LPN1] went in to [R1's] room to do his wound 
treatment. [CNA1] immediately entered [R1's] room behind [LPN1]. [R1's] nose, mid forehead and above 
right eyebrow was discolored and purple. [LPN1] informed [CNA1] that she was writing this incident up. 
[CNA1] went and got a cream off of the treatment cart and stated, put this on it, this will clear it up. [LPN1] 
stated that she was not putting that cream on the resident. [LPN1] reported the incident to the supervisor. 
[CNA1] was removed from the unit by [Registered Nurse (RN)1] and taken to the supervisor's office. [CNA1] 
admitted to pinching the resident's nose. [CNA1] stated that she was triggered by the resident calling her a 
n****r b***h. [CNA1] remained in the supervisor's office while [RN1] notified the Director of Nursing and 
Administrator. Director of Nursing and Administrator took over the investigation. [CNA1] was suspended and 
escorted from the facility. Review of R1's Face Sheet revealed R1 was admitted to the facility on [DATE] with 
diagnoses including, but not limited to, hemiplegia and hemiparesis following cerebral infarction affecting left 
non-dominant side, dysphagia, oropharyngeal phase, restlessness and agitation and vascular dementia.
Review of R1's 5-Day Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 09/09/25 
revealed R1 had a Brief Interview for Mental Status (BIMS) score of 99 due to the resident being rarely or 
never understood. Further review of the MDS revealed R1 had not exhibited any physical or verbal behaviors 
during the look back period.Review of R1's Progress Notes revealed no progress notes in R1's medical 
record related to this incident.Review of R1's Care Plan revealed R1 had potential for escalating behaviors 
when receiving care from staff at times, related to mood disorder, evidenced by using racial profanity and 
attempting to strike out with a start date of 09/19/25 after the incident. Approaches included ensure resident 
safety, discontinue care, and report behaviors to the nurse. Review of CNA1's Witness Statement dated 
09/15/25 at 5:15 PM revealed, I was working with [R1] this morning doing patient care about to get him wash 
up he call me out my name the N word and a b***h. [R1] was saying that most of the time I was in their. I told 
him don't talk to me like that talk to me like you want me to talk to you and he still calling me out my name. I 
playful pinch his nose I did not do it to hurt him and then I turn him, he hit his head and nose on the bedrell 
[sic]. I walk out room I told [LPN1] that him was calling me out my name (and before I play pintch [sic] him, 
his nose was already red.) She ask me do I want to change with someone. I think I told [LPN1] no but I don't 
remember what all I said.Review of LPN1's Witness Statement dated 09/15/25 at 5:10 PM revealed, [CNA1] 
reported that [R1] called her a n****r b***h. I told her that if she wanted to switch with someone else, she can. 
[CNA1] stated, no, I got something for that. [CNA1] later stated she pinched [R1's] nose. When assessed, 
noticed bruising on tip of [R1's] nose. Notified nursing supervisor.Review of RN1's Witness Statement dated 
09/15/25 at 6:00 PM revealed, [LPN1 reported that [CNA1] states [R1] kept calling her a n****r b***h. [LPN1] 
asked [CNA1] if she wanted or needed to swap assignments. Stated [CNA1] said No, I got something for 
that. [LPN1] stated [CNA1] later notified her that she'd pinched resident afterbeing questioned about bruising 
on resident's face. [LPN1] also reported [CNA1] states [R1] hit his face on rail during ADL care. [RN1] 
assessed [R1]. [R1] had 1.5 L x 2 W cm bruising to tip of nose. 3 cm L x 5 cm linear bruising to forehead and 
2 cm bruising to right eyebrow. [R1] alert and oriented to self and confused at baseline. [R1] denies knowing 
what happened. Spoke with [CNA1], says she pinched resident on the nose after being called a n****r b***h 
multiple times with physical aggression. [CNA1] [NAME] that she did not hit [R1]. States [R1] also hit face on 
bed rail during ADL care. Director of Nursing and Nursing Home Administrator notified. Provider notified. 
Attempt family x3 left voicemail to return call. During an interview on 12/17/25 at 1:00 PM, CNA1 stated that 
she was unable to speak with me at this time. This surveyor asked if she would call back at a time that she 
could talk. CNA(1) stated, I will try.During an interview on 12/17/25 at 2:52 PM, RN1 who was the nurse 
supervisor, stated the nurse on the cart came to me and told me that CNA1 had reported that she pinched 
R1 on the nose because he was calling her out of her name. The resident kept calling her a n****r b***h. I 
went and got CNA1 and brought her into the supervisor's office to get her side of the story. She admitted to 
pinching the resident's nose. She stated that she felt triggered by the words the resident used. I kept CNA1 
in the office and I notified the Director of Nursing and the Administrator. They took over from there. During an 
interview on 12/17/25 at 3:02 PM, LPN1 stated, between 8:00 AM and 8:30 AM during ADL care. I was 
outside the door preparing medications. CNA1 came out of R1's room and said that the resident called her a 
n****r b***h. I told CNA1 that there was nothing that I could do about it. She could switch assignments if she 
wanted to. CNA1 stated, No, I have something for that. I finished prepping R1's meds. I entered the 
resident's room. CNA1 informed me that she had pinched the resident's nose in a joking tone. I stated that I 
was not doing any incident reports today. CNA1 stated I didn't do that. I didn't do that. Between 3:00 PM and 
3:30 PM, I went to do the wound treatment for R1. CNA1 immediately came into the resident's room behind 
me. R1's nose was discolored and purple. I informed CNA1 that I was writing this up. CNA1 left the room and 
went and got cream off of the treatment cart. She came back in the room and stated, Put this on it. It will 
clear it up. I stated that I was not putting that on the resident. After finishing his treatment, I reported what 
happened to the supervisor.During an interview on 12/16/25 at 5:15 PM, with the Administrator and Director 
of Nursing (DON), revealed the incident occurred on 09/15/25 around 8:00 AM or 8:30 AM. The incident was 
not reported to administration until 4:35 PM on 09/15/25 by the RN Supervisor. CNA1 was removed from the 
floor. CNA1 was interviewed. CNA1 stated that she pinched the end of R1's nose like you would a child that 
won't behave because he called her a b***h and a n****r b***h. CNA1 stated that when she turned the 
resident, he hit his head on the side rail. CNA1 stated that she reported R1's behavior to the nurse. CNA1 
stated that she declined reassignment, and she may have said more but she cannot remember. CNA1 was 
very emotional and stated that she has been having a rough time with personal issues and she thinks the 
resident may have triggered her. CNA1 stated that it was not her intention to hurt the resident. The DON 
stated, the employee was suspended pending the outcome of the investigation. A head to toe assessment 
was completed on the resident which verified a dark purple area to the tip of resident's nose. The police were 
notified on 09/17/25 at 8:00 PM. We were instructed to call back later for a case number. The Administrator 
stated, all staff have been re-educated on the abuse policy, including different types of abuse, what and 
when to report abuse. Also, what to do when a resident is abusive verbally/physically. Education was 
completed on 09/19/25. Any staff that were not available will have their education completed at the beginning 
of the next shift or via phone. Staff are educated on abuse when hired and at least annually thereafter. The 
DON stated, the resident abuse was substantiated on the evening of 09/15/25. CNA1's employment was 
terminated by phone on 09/18/25.On 12/18/25 the facility provided an acceptable IJ Removal Plan, which 
included the following:Stone Pavilion supports and enforces that each resident has the right to be free from 
abuse, neglect, and corporal punishment of any type by anyone. Our fundamental goal for our residents is to 
provide the goods or services that are necessary to attain or maintain the highest level of physical, mental, 
and psychosocial well-being.Past non-compliance planElement 1: Initial corrective action:The staff member 
reported she pinched the nose, there was some purplish hue.She was removed from care; a statement was 
obtained and was immediately put on administrative leave. She had also stated that the resident was 
combative, and his head hit the side rail and some redness was noted.A report was completed and provided 
to the authorities including Certification, Veterans Association, Ombudsman, VA contract monitor, Medical 
Director and local authorities.The resident had a psychosocial visit completed by the Social Services 
Director. The resident did not show any signs of psychosocial changes and remained pleasantly confused.
Resident Protection:The resident was provided safety and interviewed for any feelings of fear or anxiety.The 
resident had no recollection of the occurrence and denied any pain. The tip of his nose was a purplish color.
Resident continues to have pain monitored and has shown no s/s or verbalizations of pain.The resident was 
re-evaluated for side rail need. It was determined that he no longer utilized the side rails for 
turning/positioning. The 1/4 rails were removedCare plan review: Updated for the plan to reflect staff should 
discontinue care and report to the nurse when a residents physical or verbal behaviors escalate.Element 2: 
Identify and protect other residents.Other residents that were provided care by the accused staff member 
was completed.Those residents that were interviewable were interviewed and had no concerns about their 
care.Non interview able residents had a body check completed by a licensed nurse, there were no skin 
issues noted.Completed interviews with the other staff members providing care on that unit, they identified 
nothing unusual and did not see any discoloration on the resident's nose.The residents responsible party 
was notified and occurrence explained in full. The responsible party, his sister, was appreciative that she was 
notified and stated we needed to do what we needed to do.Completed review of risk reports last 30 days. No 
concerns related to potential abuse.Completed review of grievance process for previous 30 days, no 
concerns related to potential abuse were identified.Completed resident council minutes, review no concerns 
related to potential abuse.Element 3: Systemic changes to prevent recurrence:Root cause analysis:After 
review, it was noted that the involved staff member did not follow general protocol regarding residents who 
are combative or abusive in nature. Abuse training includes removing self from the situation and returning 
later when a resident's behavior escalates. The QAPI committee determined that re-education was 
warranted on the abuse policy which was started immediately and that the plan as written followed the 
Facility Assessment and QAPI Standard.Policy and procedure revision:The policy as written is 
comprehensive regarding abuse. All staff are being updated on the current policy with emphasis on removing 
self from a resident with escalating physical or verbal behaviors and notifying the nurse for 
assistance/guidance.Staff educationTopic and Personnel:All staff have been re-educated on the abuse 
policy, including different types of abuse, what and when to report abuse. Also, what to do when a resident is 
abusive verbally/physically. Education was completed on 9/19/25. Any staff that were not available will have 
their education completed at the beginning of the next shift or via phone. Staff are educated on abuse when 
hired and at least annually thereafter.Hiring practices:Include background checks and reference checks to 
prevent hiring individuals with a history of abuse or misconduct as well as providing orientation that includes 
abuse. The accused staff member file was reviewed and completed as per practice.Disciplinary action:The 
accused staff member was immediately placed on administrative leave. In conclusion of the investigation, it 
was determined that as the accused staff member admitted that she pinched the resident's nose and there 
was discoloration to said nose, the facility separated employment on 9/19/25.Element 4: Monitor 
Performance to ensure sustainability.Continued monitoring:Questionnaires (audits) that test the fundamental 
knowledge of abuse prevention for staff and how to deal with escalating behaviors will be completed 
randomly 5 days a week for 12 weeks and results will be taken to, and reviewed in, the QAPI Process x 3 
months or until compliance is attained and maintained at 100%.Element 5: Completion datesThe corrective 
action was completed, and Stone Pavillion alleges compliance on 9/19/25.
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