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F 0600

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical
punishment, and neglect by anybody.

Based on interview and record review, the facility failed to ensure residents were free and protected
from abuse on one of one resident (Resident 6) per facility's policy and procedure, when an allegation
of abuse was reported against a Certified Nurse Aid (CNA4). CNA 4 was not sent home but instead
transferred to another area of the facility to continue working with care of other residents. This
failure placed residents at risk for potential acts of abuse from the CNA. During an interview, on
6/9/26, at 2 p.m., with the Director of Staff Development (DSD), in the Director of Nursing (DON)
office, the DSD stated that an allegation of abuse was reported CNA 2 on 6/8/26, at 12 p.m., involving
CNA 4. The allegation was CNA 4 was brushing the hair of Resident 6 aggressively, roughly and
hurriedly during care, at the same uttering profanities in Spanish in front of the resident and a fellow
CNA. The DSD further stated, after the report from CNA 2 on 6/8/26, CNA4 was moved to another
area of the facility away from Resident 6 and took care of other residents, until the end of the shift (7
a.m. - 3 p.m.). When DSD was asked why CNA 4 was not sent home instead, while the facility was
initiating their investigation, the DSD had no response.During a review of the facility and policy (P&P),
titled Abuse, Neglect, Exploitation or Misappropriation - Reporting and Investigating, revision date
September 2022, indicated, 6. Any employee who has been accused of resident abuse is placed on
leave with no resident contact until the investigation is complete.During a telephone interview, on
6/10/26, at 8 a.m., with the facility Administrator (ADM), regarding the allegation of abuse against
CNA 4 on 6/8/26, and of the CNA remaining in the facility while the investigation was ongoing. The
ADM stated, facility staff did not follow/observe the facility P&P on abuse and abuse reporting. The
ADM also concurred that any staff with allegations of abuse should be sent home/suspended pending
investigation.
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Sherwood Oaks Post Acute 250 Fairview Road
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F 0610

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

Based on interview and record review, the facility failed to ensure allegations of abuse was reported
and investigated by staff on three of three residents (Residents 2,3, and1).This failure placed
residents in harm's way, unmonitored abusive action by staff and non-implementation of abuse policy
by facility. During a telephone interview conducted on 6/9/26, at 11:15 a.m., with Certified Nurse Aid
(CNA 2), CNA 2 stated, while assisting CNA3, who had provided care to Residents 2,3,1, on three
occasions, CNA3 was rough.For Resident 2 (CNA 2 could not remember the date of the incident) while
CNA 3 was changing the shirt of Resident 2, the resident who was nonverbal cried out in pain. CNA 2
stated, witnessing CNA3 grabbing Resident 2's nape (back of neck) roughly and forcibly thrusted the
neck and head forward, while changing the resident's shirt. CNA 2 reprimanded CNA 3 of the
resident's rough handling but did not report the incident witnessed.For Resident 3 who is non-verbal
and is cognitively impaired (CNA 2 does not remember the time of the incident), CNA 3 roughly turned
Resident 3, from side to side during care. The resident who was nonverbal making grunting sounds.
CNA 2, stated, the said incident was reported to Registered Nurse (RN2).CNA2 further stated on
6/7/26, at 5:30 a.m. to 6 a.m., CNA 3 was rendering peri care (private area) to Resident 1, and CNA 3
forcibly, aggressively, and roughly separated /spread Resident 1's legs and the resident cried out.
CNA 2 reported the witnessed incident to RN 1.During an interview, on 6/9/26, at 7:30 a.m., RN 1 at
the nursing station, RN 1 stated on 6/7/26, at approximately 5:30 a.m. to 6 a.m. CNA 2, reported
witnessing CNA 3 aggressively, forcibly and roughly, separated/spread Resident 1's legs apart during
care. when providing care. RN1 did not indicate starting an investigation of the reported incident.
During a telephone interview, on 6/10/26, at 11:30 p.m., with RN 2, RN 2 confirmed on 6/5/26, CNA 2
reported, witnessing CNA 3 roughly turning Resident 3 from side to side during care and the resident
who was nonverbal was making grunting sounds. RN 2 stated not reporting the incident to the
facility's abuse coordinator (Administrator/designee). RN 2 further stated, the incident reported by
CNA 2 was considered abuse and not being familiar with the facility abuse policy and procedure (P&P)
and protocol on abuse reporting when there was an allegation of abuse.During a review of the facility
and policy (P&P), titled Abuse, Neglect, Exploitation or Misappropriation - Reporting and Investigating,
revision date September 2022, indicated, 1. If resident abuse, neglect, exploitation, misappropriation
of resident property or injury of unknown source is suspected, the suspicion must be reported
immediately to the administrator and to other officials according to state law.
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