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Level of Harm - Immediate
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Residents Affected - Some

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review the facility failed to ensure residents were free from abuse
and neglect, for 5 of 5 residents (Resident #1, Resident #2, Resident #4, Resident #8 and Resident
#10) reviewed for abuse.The facility failed to ensure Resident #1 was free from abuse when CNA D
forcefully pushed the resident down into the couch as the resident attempted to stand, causing the
resident to cry and experience distress on 05/20/2026.The facility failed to protect Resident #2 from
physical abuse when CNA D slapped the resident on the right arm, then grabbed his left arm and
forcefully pulled him into a standing position, causing the resident to become unsteady and cry on
05/20/2026.The facility failed to ensure Resident #4 was treated with dignity and free from verbal
and physical abuse when CNA S used vulgar language toward the resident, then grabbed him by the
shoulders and forcefully walked him down the hallway to his room on 05/20/2026.The facility failed
to protect Resident #8 from verbal and physical abuse when CNA S grabbed the resident by the
shoulder and forced her to walk out of the activities room while using vulgar language towards her on
05/20/2026.The facility failed to ensure Resident #10 was free from abuse when Laundry Aide A
struck the resident in the face during a physical altercation on 05/02/2026.The non-compliance was
identified as Past Non-Compliance. The Immediate Jeopardy (IJ) began on 05/20/2026 and ended on
05/21/2026. The facility corrected the non-compliance before the investigation began on
06/03/2026.These failures could place residents at risk for serious injury, trauma, and ongoing
exposure to abuse.Findings included:Resident #1Record review of Resident #1's admission record,
undated revealed an [AGE] year-old female who admitted into the facility on [DATE] and readmitted
on [DATE]. She had diagnosis of symbolic dysfunctions (a group of neurological and cognitive
impairments that affect the brain's ability to comprehend, manipulate, or express abstract symbols
such as gestures or environmental signs), memory deficit, dementia, major depressive disorder, and
cerebrovascular disease (all conditions affecting blood flow and the blood vessels in the brain.Record
review of Resident #1's Quarterly MDS dated [DATE] revealed a BIMS score of 01 out of 15, which
indicated severe cognitive impairment. Resident #1 is unable to demonstrate basic recall or
orientation and requires extensive support, supervision, and cueing for safety and daily
decision-making.Record review of Resident #1's Care Plan initiated interventions on 07/29/2025 read.
to allow resident to verbalize feelings, encourage residents to be an active participant in decision
making, encourage resident to be involved in activities of choice and preference, and provide care in a
warm and caring manner. It also read. Resident resides in the secure unit and is at risk for injury from
wandering in an unsafe environment R/T DX of dementia and altered cognition. Resident #1 has DX of
Anxiety R/T cognitive deficit which could cause anxiousness, trouble concentrating, and episodes of
confusion. The interventions involved staff to Observe/Monitor/Document/Report PRN any Adverse
Reactions to ANTI-ANXIETY Therapy: Drowsiness, Lack of Energy, Clumsiness, Slow Reflexes,
Slurred Speech, Confusion and Disorientation, Depression, Dizziness, Lightheadedness,
ImpairedThinking and Judgment, Memory Loss, Forgetfulness, Nausea, Stomach Upset, Blurred or
Double Vision. UNEXPECTED SIDE EFFECTS: Mania, Hostility, Rage, Aggressive or Impulsive
(continued on next page)
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Behavior, Hallucination.Resident #2Record review of Resident #2's admission record, undated
revealed a [AGE] year-old male who admitted into the facility on [DATE] and readmitted on [DATE].
He had diagnosis of repeated falls, lack of coordination, muscle weakness, symbolic dysfunction
dysfunctions (a group of neurological and cognitive impairments that affect the brain's ability to
comprehend, manipulate, or express abstract symbols such as gestures or environmental signs),
dementia, major depressive disorder, altered mental status, and cognitive communication
deficit.Record review of Resident #2's Quarterly MDS dated [DATE] revealed a BIMS score of 99,
which indicated he was unable to complete, or the interview was unsuccessful due to illness, inability
to respond, advanced dementia, communication barriers, and other factors. The staff assessment
revealed Resident #2 had a memory problem and is severely impaired and should never/rarely make
decisions.Record review of Resident #2's Care Plan revised on 04/14/2026 read. He had Impaired
Cognitive Function and Impaired Thought Processes; Decisions are Poor, Requires Reminders, Cues,
Supervision in Planning, Organizing, a Correcting Daily Routines R/T DX: Dementia with Alzheimer's
with Mood Disorder. The interventions read. Keep Resident's Routine Consistent and try to Provide
Consistent Care Givers as much as Possible in Order to Decrease Confusion. On 05/21/2026 there
was a focus revision R/T a Behavior Problem of Throwing Him Self on the Ground. The interventions
read. Caregivers to provided opportunity for positive interaction, attention. Stop and talk with him/her
as we pass by. Disrobes self. Monitor behavior episodes and attempt to determine underlying causes.
Consider location, time of day, people involved, and situations. Document behavior and potential
causes.Record review of the facility's provider report dated 05/28/2026 completed by the
Administrator read in part, .During a routine audit of surveillance cameras on the memory care unit for
05/20/2026, CNA D was observed engaging in inappropriate and aggressive interactions with
residents on the memory unit. CNA D was observed speaking to Resident #1 in an aggressive manner
and repeatedly instructing her to sit down. When Resident #1 did not immediately comply, CNA D was
observed using physical force to push the resident down onto a couch . Later during the same shift,
CNA D was observed approaching Resident #2 while he was asleep on a couch. Video footage showed
CNA D forcefully grabbing Resident #2 and abruptly awakening him. CNA D was then observed
physically directing and pushing him down the hallway toward his room. Resident #2 appeared to have
little opportunity to respond or comply voluntarily before physical intervention was used. Skin
assessments/head to toe assessment were completed for Resident #1 and Resident #2 with no
injuries founded. The employee was suspended pending investigation and later terminated. Law
enforcement weas contacted and a police report was filed. The residents were assessed, no injuries
were found and the investigation findings were confirmed.Observation of video footage in the secure
unit activities room on 05/20/2026 at 7:45 p.m. revealed the CNA D forcefully pushing Resident #1
down into the couch and Resident #1 began to cry.Observation of video footage in the secure unit
activities room on 05/20/2026 at 8:44 p.m. revealed CNA D walking into the room and slapping
Resident #2 on the right arm, pulled his legs down to a sit position, grabbed the left arm to arm, and
forcefully pulling him into a standing position. The resident appeared to be confused and was not
steady on his feet.Resident #4Record review of Resident #4 admission record, undated revealed a
[AGE] year-old male who admitted into the facility on [DATE] and readmitted on [DATE]. He had
diagnoses of epilepsy (a chronic brain disorder characterized by two or more unprovoked seizures),
Parkinson's disease (movement disorder that occurs when nerve cells in the brain stop producing
enough dopamine which leads to tremors, stiffness, and balance issues), cognitive impairment
(decline in mental inabilities), insomnia (sleep disorder), seizures (uncontrolled surges of electrical
activity in the brain that causes changes in awareness, behavior, movements, or sensations), anxiety
disorder, autistic disorder, and lack of physiological development in childhood (failure to meet
expected physical, motor, or growth milestones).Record review of Resident #4's Quarterly MDS dated
[DATE] revealed no BIMS score but the Staff Assessment for Mental Status revealed Resident #4
had a memory problem. Resident #4 did not exhibit behaviors for the following; physical behavioral
(continued on next page)
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symptoms directed toward others, verbal behavioral symptoms directed toward others, and any other
behavioral symptoms not directed toward others. Resident #4 required substantial/maximal
assistance with the following; oral hygiene, toileting hygiene, shower/bath self. Upper body dressing,
and lower body dressing.Record review of Resident #4's Care Plan initiated on 05/06/2025 and
revised on 05/04/2026 read. has a Behavior Problem R/T Low Frustration Tolerance. He also does
not like to be Physically Touched by Others and Will Scream or Strike Himself Repeatedly on the
Head. The interventions read . explain all procedures to the resident before starting and allot the
resident time to adjust to changes, approach/speak in a calm manner, and caregivers to provide
opportunity for positive interaction, attention.Resident #8Record review of Resident #8's admission
record, undated revealed an [AGE] year-old female who admitted into the facility on [DATE]. She had
diagnosis of dementia, Alzheimer's disease, major depressive disorder, and anxiety disorder.Record
Review of Resident #8's MDS dated [DATE] revealed a BIMS score of 04 out of 15 which indicated
severe cognitive impairment. Resident #4 struggles with short-term memory, temporal orientation, and
recalling words even with cues.*Record review of Resident #8's Care Plan revised on 11/05/2025
read. Resident is on Antipsychotic Medication(Rexulti) R/T Alzheimer's with Dementia with
Psychosis with interventions as Observe/Monitor/Record Occurrence of Targeted Behavior and
Document per Protocol, Be Conscious of Resident Position When in Groups, Activities, Dining Room
toPromote Proper Communication with Others, Encourage Resident to Continue Stating Thoughts
Even if Resident is HavingDifficulty: Focus on a Word or Phrase that Makes Sense or Responds to the
Feeling Resident is Trying to Express, and Speak on an Adult Level, Speaking Clearly and Slower
than Normal; Validate Resident's Message by Repeating Aloud.,Record review of Resident #8's
psychological evaluation dated 05/25/2026 revealed a BIMS score of 05 out of 15, which indicated
severe cognitive impairment, meaning the resident demonstrated major deficits in memory and
orientation and requires staff support and supervision for safety and daily decision making. The
psychological evaluation also read. maladaptive communication: high anxiety and the presenting
problem was staff requested patient be seen given an incident that occurred at the facility. It also
read. interview behavior was childlike, mood was anxious, insight was poor, judgment was poor,
memory was poor recent, and functional status was severely impaired.Record review of the facility's
provide report dated 05/29/2026 read. On May 21,2026, while completing random video surveillance
audit of the Memory Care Unit, CNA S was observed being verbally and physically aggressive with
multiple residents. On May 20, 2026, between the hours of approximately 6:00 PM and 9:00 PM, CNA S
was observed cursing at Resident #8 and referring to the resident in a derogatory manner, including
comments implying the resident appeared to be under the influence of drugs. CNA S was further
observed forcefully directing Resident #8 out of the room while continuing to use offensive language.
Additionally, CNA S was observed verbally confronting Resident #4 regarding consumption of her
coffee. During the interaction, CNA S used profanity, made threatening comments suggesting physical
harm, and aggressively pushed Resident #4 down the hallway toward his room. CNA S then demanded
that Resident #4 remain in his room and instructed him not to get up. Employee was suspended
pending investigation, then later terminated upon completion of investigation. The residents were
assessed, no injuries were found and the investigation findings were confirmed.Observation of video
footage in the secure unit activities room on 05/20/2026 at 7:57 p.m. revealed Resident #4 walking
towards the camera when the CNA S began approaching Resident #4 and said, Resident #4's name
you ugly explicit, ugly explicit. CNA S was seen grabbing Resident #4 by his shoulders and forcefully
walking him towards his room. It appeared the resident cried while being grabbed and staff laughing at
the actions being taken on Resident #4.Observation of video footage in the secure unit activities room
on 05/20/2026 at 8:17p.m revealed CNA S entered the activities room and grabbed Resident #8 by the
shoulders and forced her to walk out of the room. CNA S made a statement out loud and said, you
round here tweaking like you done hit explicit dope.Record review of 72 hours documentation for
Resident #1, Resident #2, Resident #4, and Resident #8 revealed the focus related to physiological
(continued on next page)
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and psychological distress or changes were recommended to be evaluated by psych, in which the
residents involved were seen on 05/25/2026.In interview on 06/03/2026 at 4:04 p.m. with CNA S who
stated she has never witnessed or committed physical abuse, nor has she threatened any resident.
She stated Resident #4 was unable to communicate and if they did, it was not understandable. She
stated about Resident #8 she rarely sleeps and frequently attempted to exit the unit, push doors, go to
windows, or enter other residents' rooms. She stated Resident #8 is difficult to redirect and requires
constant monitoring. She stated she has used profanity out loud before but stated it was not directed
at a resident. She stated her approach was to talk to the residents, offer water, check for
incontinence and attempt calming measures. She did not recall the last time she attended an abuse
and neglect in-service but identified physical and verbal abuse as prohibited behaviors and stated she
has not engaged in either.In interview on 06/03/2026 at 4:35p.m. with CNA D who stated she did not
receive abuse and neglect training at the facility but understood that abuse includes verbal, physical,
and neglect, and she would report concerns to the Administrator. She stated she did not know the
rules because the facility operated differently from her experience. She stated Resident #1 was
unstable and stated staff kept her seated to prevent falls. She stated if Resident #1 attempted to
stand, she would guide her back to the couch or redirect her to the room. She stated she never
witnessed Resident #1 cry. She stated that she does not recall Resident #2 being in the unit. She
stated that CNA S spoke loudly and firmly to residents and would tell them to be quiet or shut up, and
she had heard CNA S say, sit your explicit down, though she never heard her call resident's
derogatory names. She stated she reported to LVN W, who laughed and did not act. She stated on the
day of the incident, 05/20/2026, Resident # 4 drank CNA S's espresso coffee after entering the
laundry area. She stated she did laugh at CNA S's reaction because CNA S was upset when she was
taking Resident #4 to his room. She stated CNA S placed her arm under Resident #4 to help him walk
and did not recall the exact words that were spoken.In an interview on 06/03/2026 at 5:07 p.m. with
LVN W stated he resigned from his position on 05/27/2026 because the facility was investigating
which involved staff using vulgar language. He stated that he could not recall his last
abuse-and-neglect in-service but identified verbal, physical, and neglect as types of abuse. He stated
he witnessed verbal and physical abuse by CNA L and, to his understanding possibly CNA D. When he
observed inappropriate behavior, he said he would tell them not to do it. He stated some staff cursed
at residents because residents often cursed at staff, and he believed some staff reacted involuntarily.
He stated the Administrator was aware, and staff received in-services for cursing. He stated he did
not always hear the exact words because he was focused on medications and charting. He then
changed his interview and stated he never witnessed CNA S physically abuse a resident and never
saw CNA D physically abuse anyone. He stated he did witness CNA D use verbal language but did not
provide specific on who and when. He stated that he never laughed when staff cursed at residents.In
an interview on 06/04/2026 at 9:29 a.m. with the Administrator who stated she routinely conducted
random camera reviews which was how she found the multiple incidents of abuse on the secured unit.
She stated on 05/20/2026 she reviewed video because there were three unrelated incidents that day
and she wanted to ensure documentation was accurate and no abnormal events occurred. She stated
that staff receive regular abuse and neglect training, including during orientation, through a training
packet, virtual modules, follow-up test, and quarterly in-services. She stated additional training was
provided any time an incident occurred and there was no reason staff should claim they were not
trained. When the allegations were identified, she immediately suspended the involved staff, notified
the physician, families, and police, and submitted the state report. She monitored medication
practices and reported LVN W to the Board of Nursing. Staff were suspended on 05/21 and terminated
on 05/27 following company procedures. She directed nurses to complete full assessments of all
residents and implemented safety surveys. She assigned departmentˆhead monitoring on a twoˆweek
rotation, with nightly supervisors verifying staffing, resident safety, and compliance. She and the DON
also conduct followˆup checks. The Administrator stated the following pertaining to the residents and
(continued on next page)
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how it could have affected them:Resident #1 She stated they were unable to determine the resident's
level of understanding but confirmed the resident's emotional response was affected.Residents #2
and #4 She stated they do not communicate effectively.Resident #8 was assessed; she apologized to
her for what happened and noted the resident did not remember the incident.The Administrator stated
she was disappointed in LVN W and initially believed he was unaware of what was occurring. The
Administrator stated CNA D was described as nonchalant and distant. She stated CNA D did not
remember pushing a resident but believed staff needed to be forceful for residents to comply. She
stated CNA D admitted for cing a resident to replace a cushion despite knowing the resident did not
understand. She stated CND D refused to participate in the final termination meeting and ended the
investigation call. The Administrator stated CNA S initially interviewed but later stopped responding
after viewing the video footage. The Administrator stated she believed CNA S was fired based on the
in-service and planned to obtain an attorney. The Administrator stated that no staff outside the
secured unit were aware that abuse was occurring or occurred. She also stated the facility is training
a new nurse for the 6p-6a shift in the secured unit.Resident #10Record review of Resident #10's face
sheet dated 6/3/26 revealed a [AGE] year-old female who admitted on [DATE]. Her diagnoses
included dementia with psychotic and mood disturbance, delusional disorders, major depressive
disorder, need for assistance with personal care, bipolar disorder with psychotic features, and
anxiety.Record review of Resident #10's discharge assessment - return anticipated MDS assessment
dated [DATE] revealed her cognitive skills for daily decision making was severely impaired. She had
delusions and exhibited physical and verbal behavioral symptoms toward others for 4 to 6 days. She
required ADL assistance from staff.Record review of Resident #10's care plan revised on 5/18/26
indicated she had potential to be physically aggressive toward staff and peers due to delusions of
thinking this is her house. 5/2/26 physical altercation between resident and staff. Interventions
included altercation redirected by nursing staff, labs as ordered, medication review, family at bedside
to provide one on one and encourage resident to take medications and have labs drawn. Analyze times
of day, places, circumstances, triggers, and what de-escalates behavior and document. Provide
physical and verbal cues to alleviate anxiety, give positive feedback, assist verbalization of source of
agitation, assist to set goals for more pleasant behavior, encourage seeking out of staff member when
agitated.Record review of the facility's provider investigation report dated 5/8/26 completed by the
Administrator read in part, .Upon entrance to the secure unit (on 5/2/26) (Laundry aide A) was met
with (Resident #10) cursing and calling her out of her name. (Laundry aide A) repeatedly tried to
passing [sic] (Resident #10), without any issues. However, (Resident #10) continued to place her
chair in (Laundry aide A's) path, as she called her many derogatory and very offensive names. As
(Laundry aide A), proceeded down the hall (Resident #10) hit her multiple times and pulled a handful
of hair, causing (Laundry aide A) to lean over forcefully and digging her nails in her arm. At this point
(Laundry aide A) started trying to get herself a loose from (Resident #10), buy [sic] pulling, swinging,
yelling, etc. During this entanglement, (Resident #10) was struck by (Laundry aide A), as she was
trying to get her to loosen the grip of her hair. upon completion of the investigation, it was determined
that (Laundry aide A) did strike (Resident #10), but it was in defense of her grabbing her hair and arm.
(Laundry aide A) did attempt to avoid the altercation, but (Resident #10) was clearly having a
Psychotic episode. (Resident #10) was admitted to (behavior hospital) for her behaviors.Employee
was suspended pending investigation, then later terminated upon completion of investigation. The
investigation findings were inconclusive.Record review of LVN P's witness statement dated 5/2/26
and signed by LVN P read in part, .(Laundry aide A) was coming down the hall to deliver clothes.
(Resident #10) was blocking the path and she asked to have her moved. (Resident #10) was cussing
and reached for (Laundry aide A's) hair at which point all staff members came to intervene. When I
came around (CNA H's) left side I witnessed (Laundry aide A) strike her with an open hand to her
face.In an interview on 6/3/26 at 11:07 a.m. Resident #10 said she was treated nicely and did not
recall anyone hitting her.In an interview on 6/3/26 at 12:29 p.m. Laundry aide A said the incident with
(continued on next page)
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Resident #10 happened in April or May (2026). She recalled going to the secure unit and a female
resident asked her what she was doing in the unit. The resident grabbed her hair and stuck her nails
in her skin. Laundry aide A tried to push the resident off her and could not remember if she hit her or
not. She said CNAs were present during the incident. After the incident, the Administrator told her to
go home. She was called back to the facility and informed she could not work there. She said she was
trained on abuse and neglect prior to the incident and was informed she could not hit the residents or
talk to them badly. She said she could not remember if she was abusive or not to Resident #10 and
said she did know better and was trained on abuse.In an interview on 6/3/26 at 1:00 p.m. CNA B said
on the day of the incident (5/2/26) Resident #10 was in a bad mood and put her nails into CNA H's
skin and tried to hit other residents. She said Laundry aide A came to the hallway and Resident #10
blocked her path. The laundry aide asked Resident #10 to please move back and then walked past
Resident #10. Resident #10 pulled the laundry aides hair and she and CNA H got in the middle of the
altercation to separate them. She said while they were in between the altercation, the laundry aide
swung and slapped the resident on the side of her face, the reaction appeared to be a reflex. After the
laundry aide hit the resident, the CNAs isolated the resident, and the laundry aide left the secure unit.
She said after the incident, Resident #10 called the laundry aide several expletives which lasted for
approximately 5-10 minutes but then the resident forgot what happened. She said she was in-serviced
on abuse incidents including types of abuse and who to report to. She was also in-serviced on
behaviors and redirecting residents.In an interview on 6/3/26 at 1:20 p.m. CNA H said when Laundry
aide A entered the secure unit (on 5/2/26) they told her to be careful around Resident #10. Resident
#10 called the laundry aide names, kicked her, dug into her skin, and grabbed her by the hair. She said
she intervened and tried to separate them and release the laundry aide's hair from Resident #10's
grip. She said the laundry aide reached over and made contact with the resident's forehead and was
unsure if she punched or slapped her. After the incident the resident sat in her wheelchair, crossed
her legs, and called the laundry aide names. The resident did not remember the incident. She said she
was in-serviced on abuse incidents including types of abuse and who to report to. She was also
in-serviced on deescalating behaviors and what to do if a resident hits you.In an interview on 6/4/26
at 10:09 a.m. the Administrator said LVN P notified her of the incident between Laundry aide A and
Resident #10 (on 5/2/26). She said the resident was irate and fighting all day. She was informed the
resident pulled the laundry aide down and in self-defense the laundry aide hit the resident. She said
the resident had a history of behaviors and interventions included redirection, secure unit training, and
only allowing specific people in the secure unit. She said she did not know why the laundry aide
responded in that matter; it could have been a natural response. She said staff did not have the right
to defend themselves against residents and the laundry aide should have walked away and let the
nurse deal with Resident #10. She said the laundry aide informed her that everything moved so fast
and if she hit the resident, that was not her intention, she was just trying to get herself loose. She
said virtual dementia training was provided to the staff as well as abuse and neglect, resident rights,
and redirecting resident.Record review of abuse/neglect in-service on 04/22/2026 for Night Shift/
Hall 200 (Secured-Unit, acknowledgement of in-service being completed before incidents) completed
by the DON with the contents or summary of training session included:All forms of abuse must be
reported to the abuse coordinator immediatelyImmediate investigations must be conducted on all
forms of abuse/neglect reported.The signature page revealed LVN W, CNA B, and CNA D
signed.Record review of facility's Action Plan Agenda initiated on 05/21/2026 and followed up on
05/27/2026 read.Issue/Concern- Facility identified substantiated events of physical and verbal abuse
towards residents from staff on 05/21/2026.The Measurable Goal:Nursing staff will be in-services on
abuse/neglect, resident rights, forms of restraints, Senate [NAME] 9, transfers., secure unit
competencies, incidents and accidents, changes of condition and following MD orders, dementia care
and involuntary seclusions.Involved staff members will be suspended immediately pending
investigations - 05/27/2026 all involves parties terminatedSkin assessment will be completed on all
(continued on next page)
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residents residing on the secure unitSecure unit competencies to be completed by staff on paper
and/or skilled nursing facility clinicSafe survey assessments completed for residents and staff -
05/27/2026 standard of care review of affected residents and safe survey resultsRecord review of
facility's night shift supervisor schedule, effective 05/24/2026 and ongoing for three months revealed
the name of the night shift supervisor with their signature of additional monitoring checks completed
on the secured unit and throughout the facility. The addendum read. The Administrator and DON will
conduct random night shift rounds throughout the schedule period to ensure compliance, support, and
operational oversight.Record review of facility's resident safety survey was completed on
05/21/2026 for Resident #8 (Secured Unit), Resident #14 (Secured Unit), Resident #23, Resident #34
(Secured Unit), Resident #49, Resident #54, Resident #72 and Resident #94 who revealed the
following:- They felt safe in the nursing home- They felt they were treated with respect and dignity by
staff- They feel free from any form of abuse (physical, emotional, verbal, or financial)- Their personal
needs are being met- They feel comfortable and can speak up with being heard by staff Record review
of staff knowledge and responsibility survey completed on 05/21/2026 for ADOC M, CNA E, RN C, MA
A, LVN S, LVN J, LVN L, Housekeeping M, Housekeeping G, Housekeeping J, PTA R, CNA Z, CNA C,
and CNA F who revealed the following:- They are familiar with the facility's abuse and neglect policy-
They understand the types of abuse and neglect and the signs to look for- They understand their
responsibility to report suspected abuse or neglect immediately- They are aware of Senate [NAME] 9
and understand their legal responsibility to report abuse or neglect as required by this law- They feel
confident in who to report suspected abuse or neglect in accordance with Senate [NAME] 9- With all
marking they have not witnessed abuse or neglect in the facilityRecord review of abuse/neglect
in-service, dementia care, and resident rights on 05/21/2026 for all staff completed by the DON with
the contents or summary of training session included:All forms of abuse must be reported to the
abuse coordinator immediatelyImmediate investigations must be conducted on all forms of
abuse/neglect reported.In interview on 06/05/2026 during the times of 9a.m. -1:51p.m. with CNA Z,
CNA T, CNA J who worked in the secured unit were interviewed and stated they have received abuse
and neglect in-service training including types of abuse, resident rights, dementia care and their
responsibility to report concerns. They identified verbal, physical, and neglect as forms of abuse.
They were instructed to immediately report any witnessed or suspected abuse to the Administrator
and understood that failure to report is a violation of facility policy and state regulations.Record
review of the facility's ?Abuse Policy' revised on 01/01/2023 read.POLICYThe purpose of this policy
is to ensure that each resident has the right to be free from any type of Abuse, Neglect, Intimidation,
Involuntary Seclusion/Confinement, and or Misappropriation of property.Residents will not be
subjected to abuse by anyone, including, but not limited to communitystaff, other residents,
consultants, volunteers, staff of other agencies serving the residents,family members or legal
guardians, care taker, friends, or other individuals.This includes physical, verbal, sexual, physical
/chemical restraint.Training: All employees are required to be trained in issues related to abuse
prohibitionpractices. Training includes orientation, and on-going sessions. Training will include
appropriate interventions on how to deal with residents with aggression or combative
behavior.Reporting/Investigation: The law requires the abuse coordinator/designee, or employee of
the facility who believes that the physical or mental health or welfare of a resident has been or may
be adversely affected by abuse, neglect or exploitation caused by another person to report the abuse,
neglect or exploitation.All events that involve an allegation of abuse or involve a suspicious serious
bodily injury of unknown origin must be reported immediately or not later than 2 hours of alleged
violation.Protection: It is utmost important that residents(s) suspected of being abused, and all other
residents must be protected during the initial identification, and investigation process. The facility
will initiate immediate procedures to ensure that these residents are protected fully from any further
harm or potential harm, upon notification of allegation, the Abuse Coordinator or designee will perform
the foll
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the
services of a licensed pharmacist.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to provide pharmaceutical services (including
procedures that assure the accurate acquiring, receiving, dispensing, and administering of all drugs
and biologicals) to meet the needs of each resident for 1 (Resident #4) of 5 residents reviewed for
pharmacy services.The facility failed to administer 4 doses of Clonazepam (medication used to treat
seizures and anxiety) to Resident #4 between 05/8/26 - 05/10/26 because it was unavailable in the
facility. Resident #4 had 3 back-to-back seizures and was sent to the hospital for treatment.This
failure could place residents at risk of worsening of conditions and hospitalization.Findings
included:Record review of Resident #4's face sheet dated 6/3/26 revealed a [AGE] year-old male
who admitted on [DATE]. His diagnoses included other seizures (5/10/25), epilepsy (seizures),
anxiety, Parkinson's disease, mild cognitive impairment, and autistic disorder. Record review of
Resident #4's discharge-return anticipated MDS assessment dated [DATE] revealed his cognitive
skills for daily decision making were moderately impaired. He required assistance from staff with ADL
care. The assessment indicated he was taking an anticonvulsant and an indication was noted.Record
review of Resident #4's care plan revised on 5/27/26 revealed he had a history of seizures and was
at risk for injury related to weakness, balancing difficulties, cognitive limitations or altered
consciousness, revised 10/7/25. His interventions were to administer medications (Clonazepam) as
ordered by Physician; observe/monitor for side effects and effectiveness every shift.Record review
of Resident #4's physician orders revealed an order for Clonazepam 2 mg give 1 tablet via PEG-tube
two times a day for anti-seizure, order date 5/5/26.Record review of Resident #4's Psychoactive
medication therapy informed consent form dated 5/6/25 revealed Clonazepam was prescribed to treat
the resident's anxiety disorder and seizures. Record review of Resident #4's Medication
Administration Record for May 2026 revealed Clonazepam 2 mg was documented with a 9 (other/see
progress notes) on the following dates:*5/8/26 at 8:00 p.m.,*5/9/26 at 8:00 a.m., *5/9/26 at 8:00
p.m., and*5/10/26 at 8:00 p.m.Record review of Resident #4's nursing note dated 5/8/26 at 7:29 p.m.
by LVN K read in part, Clonazepam 2 mg. ordered.Record review of Resident #4's nursing note dated
5/9/26 at 9:18 a.m. by LVN R read in part, Clonazepam 2 mg. on order.Record review of Resident #4's
nursing note dated 5/9/26 at 8:46 p.m. by LVN K read in part, Clonazepam 2 mg.(no
documentation).Record review of Resident #4's nursing note dated 5/10/26 at 8:12 p.m. by the ADCO
read in part, Clonazepam 2 mg. med on hold until avail from pharmacy md made aware.Record review
of Resident #4's nursing note dated 5/11/26 at 10:39 a.m. by LVN B read in part, .Resident noted to
have seizure activity with altered responsiveness. Resident experienced 3 episodes with no periods
of conscious between episodes. EMS activated and resident sent out to ER for further evaluation and
treatment. Vital signs monitored. MD/NP notified and gave order to send out to ER. family contacted
no answer, left message. Resident transferred in stable position.Record review of Resident #4's
hospital records dated 5/12/26 read in part, .5/11/26 at 2:20 p.m. Patient presents with seizures.
Patient brought to ED from (facility name). Patient reportedly had 3 seizure episodes today. History of
autism, seizure, Parkinson's, HTN, PEG tube. HPI: the patient is a [AGE] year-old male with autism,
seizure disorder, Parkinson's disease, and HTN, who arrives via EMS presenting for reported seizure
activity. History is primarily obtained from EMS and the nursing facility. Per report from (facility
name) the patient had 3 seizures back-to-back without returning to baseline alertness between
episodes. Facility staff described the events as violent seizures lasting about 30 seconds each and
stated they did not appear consistent with his baseline dyskinesias/tardive movements. The facility
also reported a fever earlier today but did not provide a temperature and did not perform any
testing/swabs. EMS temperature was reported as 98 F. at time of ED evaluation he appeared at his
baseline per collateral history. Home medication list provided included amlodipine and clonazepam 2
(continued on next page)
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mg BID (used for seizures).Assessment: .Lactate 5 supports recent seizures. Head CT showed no
acute intracranial process. Overall presentation most consistent with breakthrough seizures in a
patient without a dedicated antiepileptic regimen aside from scheduled clonazepam.History of Present
Illness:.at this moment MPOA.states at this moment patient is at baseline and in good spirits.says
last seizure was many months ago.In an interview on 6/3/26 at 5:01 p.m. with LVN K, she said
Resident #4 missed Clonazepam one or two days and then it came in. She said he did not have any
complications such as a seizure or hospitalization from missing it that she knew of. In an interview
6/3/26 at 5:13 p.m. LVN R said Resident #4 was on Clonazepam for seizures, but he never exhibited
anything like that. Resident #4 did not normally run out of his Clonazepam and had not had any
seizures since September 2025. When he saw Resident #4's Clonazepam was missing he sent the
ADCO a picture of the triplicate and said it needed to be redone. He was informed to notify Staff A. He
said he could not recall if he notified Staff A but said it would be on the MAR if the medication came
in the next day. He said if a medication was not on the cart or in the medication room staff could try
to emergency pharmacy kit. He said he did not remember if he tried to pull the Clonazepam from the
ekit but said the last time he tried to use it the system was offline or updating. He said Clonazepam
was a narcotic and all narcotics required a triplicate (a triplicate prescription was a three-part carbon
copy form used to track controlled substances, with one copy for the prescriber, one for the
pharmacy, and one for a state agency.) He said on the day he worked with the resident (5/9/26) the
resident was ok and at his baseline. In an interview on 6/4/26 at 8:27 a.m. the NP said Resident #4
displayed seizure like symptoms, and she instructed staff to send him out to the hospital. She said he
had never had a seizure since summer of 2025. She said the resident was on Clonazepam for anxiety,
but the medication could also be used for seizures. She said it was possible that he might have had a
history of seizures but did not recall seeing seizures in his history. She said the facility called her for
refills all the time. She said there was no effect from the resident missing his Clonazepam 2 mg
because he was not on it for seizures. She said if he was on it for seizures there would be an effect,
such as him having a seizure.In an interview on 6/4/26 at 9:18 a.m. Resident #4's family member said
the resident previously sustained two seizures while at the hospital in March 2025 and was unsure if
he had anymore until now. She said he recently went to the hospital (May 2026) and had 3
back-to-back seizures and was unresponsive between them. She said when she arrived at the
hospital, he was perfectly fine. She said the hospital did not say how or why the seizures occurred.
He was referred to a neurologist. In an interview on 6/4/26 at 9:39 a.m. the ADCO said she was
informed Resident #4 had a history of seizures from his family member, but the hospital removed him
from the medication. She said his Clonazepam was prescribed for anxiety and people who have
seizures also use it. She said she completed his consent form for Clonazepam, and it did indicate it
was for seizure and anxiety. She said she worked as his floor nurse on 5/10/26 evening shift and the
facility did not have the Clonazepam, so she documented a 9 and documented why it was not given.
She said she would have informed the MD and notated what she did. She said every Wednesday the
staff were supposed to review the narcotic supply, but it had been so short staffed she was unsure if
that was done. She said Clonazepam would need to be called into the pharmacy by the provider. If the
medication had not arrived to the facility, staff should call the pharmacy to inquire where it is and call
the NP again. In an interview on 6/4/26 at 11:02 a.m. the pharmacy representative said Resident #4's
Clonazepam prescription order was received on 5/11/26 and sent to the facility on 5/11/26. She said
the pharmacy was waiting for the prescription to be sent to them and there were no issues noted with
insurance or anything else.In an interview on 6/4/26 at 11:10 a.m. LVN B said on the day Resident #4
had the seizure (5/11/26) he did not look like himself. She said he began to seizure when she sat him
up, was flush, red and was shaking involuntary, and jerking around with his eyes closed. She said he
would come out the seizure and was not alert displayed heavy breathing and then went into another
seizure. She said he experienced 2-3 back-to-back seizures. She turned him on the side and called for
help. She notified the MD who said to send him to the hospital. She said Resident #4 had not had any
(continued on next page)
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seizures when she worked with him before. She said he was on seizure medication and could not
recall him being out of that medication while she worked.In an interview on 6/4/26 at 12:06 p.m. the
DON said Resident #4 had a diagnosis of other seizures but was not on any medication for it when he
admitted to the facility. She said she was unsure why the Clonazepam order had for anti-seizure on it
and that they nurse would have had to see the diagnosis from the paperwork. She said Clonazepam
was also used for anxiety. She noticed he missed his Clonazepam doses before he left for the
hospital and inquired about the status with the nurses. She said the nursing staff called the pharmacy
and it was supposed to be delivered to the facility. In an interview on 6/4/26 at 12:17 p.m. the DON
said Resident #4 missed 4 doses of Clonazepam but said it would take about a week for the
medication to get out of his system, which she learned from school. She said she did not think he had
a seizure because of the missed doses. She said Resident #4 had other medication for anxiety. To
ensure medications are available to administer to the resident the nursing staff review the 24-hour
report, conduct a cart and medication room audit checks, and monitor the MARs and TARs. She said
nursing staff should notify the charge nurse or nurse manager of a short supply of medication. If the
medication is still not available after 3 days call the NP. She said on Wednesdays nurses conduct a
triplicate request form and send them to the doctor. She said they might have been out of the
Clonazepam in the emergency pharmacy kit.In an interview on 6/4/26 at 3:05 p.m. Administrator said
the facility had no challenges with getting medications in on time and there were systems in place to
keep the medications from running out.In an interview on 6/4/26 at 3:28 p.m. the DON said the
pharmacy and NP were aware the Clonazepam was out for Resident #4. She said the facility staff
notified everyone. She said on 5/9/26 a nurse notified the nurse manager, and on 5/10/26 another
nurse notified the NP about not having the medication. In an interview on 6/4/26 at 3:37 p.m. the NP
said the ADCO sent her a text message about a refill for Resident #4's Clonazepam on the evening of
5/10/26 and the NP called it in to the pharmacy on the morning of 5/11/26.In an interview on 6/4/26
at 9:45 a.m. LVN K said Resident #4 had a history of seizures and anxiety, but the facility did not say
much about seizures and the Clonazepam was more for anxiety. She said the indication for the
medication would be located on the MAR, but she could not remember what diagnosis was listed. She
did not hear anything about the medication being for seizures. When she worked with Resident #4 (on
5/8/26 and 5/9/26) she remembered the Clonazepam being out. She looked for it in the medication
room and overflow, but did not see it. She said she probably called the day shift nurse to see if the
medication was ordered and was sure it was ordered. She could not say if she called the MD or told
the next shift, but said if she did not order it, she saw where someone else ordered it. She said the
process for reordering controlled medication would be to notify the physician. She said you could not
get in contact with the MD after hours and sometimes MDs and NPs did not respond over the
weekend. She said someone ended up reaching out to the MD because the medicine arrived at the
facility. In an interview on 6/5/26 at 10:15 a.m. LVN B said she could not remember what Resident #4
was on Clonazepam for. When she called 911, she saw he had a diagnosis of other seizures. She said
he should have had another blister pack of Clonazepam 2 mg in the building. She said the nurses on
the floor were responsible for notifying the DON and the pharmacy when the medication supply got
low around 6-8-day supply remaining. She said she did not remember anyone saying they reordered
the Clonazepam and honestly thought it was in the building. She said the nurses had to ensure the
medication was available and for the most part nursing staff understood the reordering process and
never had medication run out.In an interview on 6/5/26 at 4:38 p.m. ADCO L said Resident #4 was on
Clonazepam 2 mg for anxiety and seizures. She had not seen him have a seizure at the facility before.
She said LVN R informed her that Resident #4 was running low on Clonazepam. She informed him to
reach out to the resident's NP. She said she did not hear anything back from the nurse. She said she
normally filled out the triplicates and reminded nursing staff on Wednesdays to send the triplicates to
the MD. She said she constantly checked to ensure a 7 day or more supply was available. She said
floor nurses provided oversight of the narcotic availability and the providers were responsive to
(continued on next page)
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medication request. She said she also never had an issue with LVN R not contacting a provider for
medication. Record review of the facility's General Guidelines for Medication Administration policy
dated 8-2020 read in part, .Medications are administered as prescribed in accordance with good
nursing principles and practices and only by persons legally authorized to administer. Preparation. 11.
If a medication with a current, active order cannot be located in the mediation cart/drawer, other
areas of the medication cart, medication room, and facility. are searched, if possible. If the medication
cannot be located after further investigation, the pharmacy is contacted or medication removed from
the emergency kit.Documentation. If a dose of regularly scheduled medication is withheld, refused,
not available, or given at a time other than the scheduled time (e.g., the resident is not in the facility
at a scheduled time or a starter dose of an antibiotic is needed), the space provided on the front of the
MAR for that dosage administration is initialed and circled. An explanatory note is entered on the
reverse side of the record. If 3 consecutive doses, or in accordance with facility policy, of a vital
medication are withheld, refused, or not available, the physician is notified. Nursing documents the
notification and physician response .
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