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Based on interviews and record review, the facility failed to protect one of four (4) sampled residents'
(Resident 1) right to be free from physical abuse when a facility staff member pushed Resident 1 on his face
causing him to fall on the ground. This failure resulted in an emergency hospital transfer of Resident 1 for
further evaluation.Findings:Resident 1 was admitted to the facility in July of 2025 with diagnoses which
included symptoms affecting memory, cognition, social abilities and muscle weakness. A review of Resident
1's Order Summary Report (ORS) indicated, Resident [Resident 1] does not have the capacity to make
his/her decisions.A review of Resident 1's Minimum Data Set (a standardized assessment tool used in
nursing homes), dated 7/24/25, indicated Resident 1 had a Brief Interview for Mental Status (BIMS) score of
11 out of 15, indicating moderate cognitive impairment.A review of Resident 1's Care Plan (CP), dated
7/25/25, indicated, Resident [Resident 1] involved in an accident where they became physically aggressive
toward staff during care, striking staff in the face. Staff reaction allegedly resulted in resident falling.A review
of Resident 1's Progress Notes (PN), dated 7/25/25, indicated, The Change in Condition/s reported on this
CIC [Change in Condition] Evaluation are/were; Altered Mental Status Falls.Resident [Resident 1] was
observed walking in the hallway noted restlessness. Noted exhibited physical aggressive behavior toward
staff. Upon resident agitation toward staff, Resident fall to the floor.noted none [sic] responsive verbally,
unable to move hands and foot, unable to open eye at his baseline.A review of Resident 1's PN, dated
7/25/25, indicated, Alert Charting.Resident [Resident 1] was not responding per his baseline.911 called.
Resident [Resident 1] sent to [hospital name] for further evaluation.A review of Resident 1's PN dated
7/25/25, indicated, IDT summary of event and investigation.the CNA [Certified Nursing Assistant 1] was
redirecting the patient [Resident 1] back to their room. The patient [Resident 1] became agitated and
punched the CNA [CNA 1] in the face. The CNA [CNA 1] pushed the resident [Resident 1] to the ground.sent
to [hospital's name] for further evaluation.During an interview on 7/29/25 at 12:07 p.m., with the Director of
Staff Development (DSD), the DSD stated that physical abuse could be committed by both residents and
staff and it included actions such as pushing, punching, biting, and kicking. The DSD further stated that staff
must avoid these behaviors and confirmed that CNA 1's actions towards Resident 1 were a form of physical
abuse, compromising patient safety.During an interview with the License Nurse (LN) 1 on 7/30/25 at 1:15 p.
m., LN 1 stated, | saw the resident turn around and hit the CNA in the face. Then the CNA grabbed the
resident by the face and pushed the resident, and both fell on the ground. LN 1 further stated, We did not
see if he hit his head or not, but it was a hard fall, there was a loud impact. LN 1 also stated that Resident 1
was not responding during her assessment. LN 1 also stated, 911 could not find anything wrong with him,
but he was not waking up.During an interview with the Director of Nursing (DON) on 7/29/25 at 11:26 a.m.,
the DON stated, | expect the staff to follow the abuse policy. Staff should treat them with kindness, patience,
approached and redirect them with respect. The DON stated that CNA 1 had received an abuse training and
stated, (CNA 1) should have known how to deal with residents with dementia. The DON confirmed that CNA
1 did not follow both the abuse training and the facility's abuse policy, thereby placing Resident 1's safety at
risk.Review of the facility's policy and procedure (P&P) titled Abuse, Neglect, Exploitation and
Misappropriation Prevention Program, revised 4/21 indicated, Residents have the right to be free from
abuse, neglect, misappropriation of resident property and exploitation. This includes but is not limited to
freedom from corporal punishment, involuntary seclusion, verbal, mental, sexual or physical abuse.Protect
residents from abuse.facility staff.Establish and maintain a culture of compassion for all residents and
particularly those with behavioral, cognitive, and emotional problems.
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