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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to ensure residents had the right to be free from
abuse and neglect for 1 of 3 residents (Resident #1) reviewed for abuse.The facility failed to ensure that
resident #1 was free of physical abuse when LVN A blocked the resident from propelling into the nurses'
station. LVN A then initiated a confrontation with Resident #1 when she became physical with the resident
after the resident wheeled away from the nurse's station. LVN A nudged a cell phone to the back of Resident
#1's head, when the resident reacted and slapped LVN A's arm, LVN A grabbed the resident's arm firmly.
LVN pointed her finger at the resident and left the area. LVN A returned and continued the confrontation and
subsequently hit Resident #1 on top of the head with an open hand on 07/07/2025.The noncompliance was
identified as PNC. The IJ started on 07/07/2025 at 10:30 AM and ended on 07/08/2025. The facility had
corrected noncompliance before the investigation had begun.These failures could place residents at risk for
emotional distress, fear, decreased quality of care, and further abuse.Findings included: Record review of
Resident #1's face sheet, dated 07/24/2025, indicated an [AGE] year-old female who originally admitted to
the facility on [DATE]. Resident #1 had diagnoses that included: Wernicke's Encephalopathy (Damage
caused to the brain from poor nutrition or alcoholism), Depression, Psychotic Disorder with delusions due to
known physiological condition, Alcohol dependence with alcohol-induced dementia, Restlessness and
agitation.Record review of Resident #1's quarterly MDS assessment, dated 06/27/2025, indicated a BIMS
score of 99 meaning that the interview was unable to be completed. Resident #1's cognitive skills were noted
as moderately impaired (decisions poor; cues/supervision required). Resident #1 was noted to be able to
recall Staff names and faces, and she could recall that she was in a nursing home/hospital swing bed.Record
review of Resident #1's Care Plan, dated 06/24/2025 indicated Resident #1 had Behavior (verbal): Resident
has made Verbally Abusive expressions, threats, or inappropriate verbiage towards self, staff other resident's
or visitors. Behavior: [Resident #1 lis at risk for injury related to resistance to care. the resident is at risk for
adverse consequences related to receiving antipsychotic medication. Resident is on Lexapro Seroquel
Wellbutrin.Record review of Resident #2's quarterly MDS, dated [DATE] indicated a BIMS score of 12
meaning Resident #2 had moderate cognitive impairment. Resident #1 was indicated to have no Potential
Indicators of Psychosis.Record review of the Provider Investigation Report dated 07/08/2025, incident
categorized as abuse and incident signed by the ADM on 07/08/2025. PIR indicated the incident occurred on
7/7/2025 at 7:00PM. The PIR indicated that LVN A had hit Resident #1 and it was witnessed by Resident #2
and recorded on facility video. Description of the Allegation: [Resident #1] stated at 6:30 PM on 7/7/2025 that
a nurse had hit her. She stated where the incident took place. Security cameras were checked and it did not
show the event stated by [Resident #1]. On 7/8/2025 another resident expressed to nurse management that
she had witnessed the event stated by [Resident #1]. When cameras for the area were checked it was
confirmed. [Resident #1 has a history of being verbally and physically aggressive with staff. The nurse [LVN
A] and pushed it into [Resident #1's] head.No injuries noted from assessment conducted on 7/8/2025 at 1:30
PM.Investigation Findings Confirmed.Provider Action Taken Post Investigation, Safe Surveys were done. No
other incidents were reported, in-services were held on Aggressive residents and Abuse and Neglect.Review
of Resident #1's witness statement, dated 07/07/2025 indicated that Resident #1 expressed to the DON that
LVN A had hit her on her head.Review of Resident #2's witness statement, dated 07/08/2025 indicated
Resident #2 witnessed LVN A hit Resident #1 intentionally on the head while seated at a dining room table.
Record Review of LVN A's personnel file revealed that LVN A had been terminated on 07/08/2025.In an
interview on 07/24/2025 at 11:30 AM, CNA B revealed that she recently had in-services on Aggressive
Residents and Abuse. She was able to identify the ADM as her ANE Coordinator and she was able to
identify 5 types of abuse. She stated that if a resident were to become aggressive with her she would give
the Resident some space to let them cool down, or she might offer a snack or activity to re-direct the
resident. She stated that she had seen no change in Resident #1's behavior or manner.In an interview on
07/24/2025 at 12:15 PM the ADON revealed that Resident #1 had refused to participate in the BIMS scoring
questions. She revealed that Resident #1 was able to recall very well, was alert and oriented to person,
place, and time and was generally a very good historian. The ADON revealed that Resident #1 could be

verbally aggressive to staff. She stated that when she interviewed LVN A about the incident, LVN A indicated
that Racidant #1 had kirkad at har Tha ANNNI fiirthar ravaalad that aftar viawina tha vidan Af tha incidant
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