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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to ensure residents were free from abuse for one (Resident # 1) 
of 6 residents reviewed for abuse. The Administrator emotionally and verbally abused Resident # 1 when she 
yelled at the resident and pointed her finger in Resident #1's face bringing Resident #1 to tears. The failure 
place residents at risk of further abuse and diminished self worth.Findings included:Record review of 
Resident # 1's face sheet, dated 6/26/2025, revealed a [AGE] year-old male initial admission date, 3/3/2023. 
Resident # 1 had diagnoses including Cerebral Infarction due to Thrombosis of Unspecified Cerebral Artery ( 
a stroke caused by a blood clot (thrombosis) in an artery supplying the brain), Alzheimer Disease (a 
progressive brain disorder that gradually impairs memory, thinking skills, and eventually, the ability to carry 
out the simplest tasks), Hemiplegia and Hemiparesis following Cerebral Infarction Affecting Right Dominant 
Side (common consequences of cerebral infarction, or stroke, affecting one side of the body), Diabetes 
Mellitus (a group of metabolic diseases characterized by high blood sugar levels), Mood Disorder (a group of 
mental health conditions characterized by significant and persistent disturbances in a person's emotional 
state, impacting their ability to function in daily life, Dementia (a general term for a decline in mental ability 
severe enough to interfere with daily life), Major Depressive Disorder (a serious mental illness characterized 
by persistent sadness, loss of interest in activities, and other symptoms that significantly interfere with daily 
life) and Transient Ischemic Attack (TIA) and Cerebral Infarction (A TIA involves a temporary blockage, with 
symptoms resolving within minutes or hours, while a cerebral infarction (stroke) involves a longer-lasting 
blockage, leading to tissue damage and potentially permanent disability). Record review of Resident # 1's 
quarterly MDS assessment, dated 3/1/2025 indicated Resident # 1 had minimal difficulty hearing. Resident # 
1 had unclear speech. Resident # 1 was usually understood and usually understood others. Resident # 1's 
BIMS was a 09 (moderate cognitive impairment). Resident # 1 used a wheelchair. Resident # 1 was 
independent with toileting hygiene, sit to lying, sit to stand, toilet transfer. Resident # 1 required setup or 
clean-up assistance with eating, oral hygiene, putting on/taking off footwear. Resident # 1 required 
supervision or touching assistance with shower/bathe self, upper body dressing, and personal hygiene. 
Resident # 1 was occasionally incontinent with urinary and bowel.Record review of Resident # 1's Care Plan, 
revision date 8/9/2023, indicated Resident # 1 had communication impairment; Goal: staff will anticipate and 
meet needs that Resident # 1 is not able to effectively communicate; Interventions: allow resident time to 
verbalize his thoughts/needs. Do not rush. Ask him to repeat as needed. Use writing materials if resident is 
having trouble relaying his thoughts/needs; allow time for resident to digest information-do not rush; 
approach in a calm manner using eye contact- call resident by name. Resident # 1 had cognitive impairment; 
Goal- Resident # 1's needs will be met, and dignity maintained; Interventions- allow time for tasks and 
responses, anticipate and assist with ADL's q shift, and explain all procedures using terms gestures the 
resident can understand. Resident # 1 had episodes of behaviors and was at risk for further increased 
episodes and injury; Goal-Resident # 1 will decrease behavioral episodes through behavioral monitoring and 
interventions; Interventions- encourage to attend social activities of preference, give medication as ordered, 
monitor and chart behaviors as they occur and report progress /declines to MD; observe for early warning 
signs of behavior-approach in a calm manner, call by name remove from unwanted stimuli.During an 
interview and observation with Resident # 1 on 6/26/2025 at 11:10 a.m., Resident # 1 stated he wanted to 
move into an apartment. He stated that he was at the nurse's station talking to staff when the Administrator 
approached him and yelled in his face. He stated the Administrator pissed him off when she yelled at him. He 
stated he told the Administrator to stay away from him. Resident # 1 stated two days ago he was drawing 
and the Administrator came by his door and he stated that upset him because he told the Administrator to 
stay away from him. Resident # 1 stated he wanted to leave the facility because the Administrator was rude. 
Resident # 1 had a stroked, therefore, he had limited verbal skill. Resident # 1 was able to verbally express 
his frustration.During an interview with MA A on 6/26/2025 at 2:10 p.m., MA A stated a couple of days ago 
(she could not remember the date) she heard a verbal altercation. She stated that the verbal altercation was 
extremely loud, and she thought it was two residents. She stated that when she arrived at the nurse's station, 
she observed Resident # 1 and the Administrator in a verbal altercation. She stated that she did not know 
what Resident # 1 and the Administrator were arguing about. She stated that the Administrator was loud and 
disrespectful towards Resident # 1. She stated that Resident # 1 was loud as well, and the Administrator 
should have de-escalated the situation by leaving. She stated that another staff member had to ask the 
Administrator to leave the area. She stated that Resident # 1 was so upset he was standing up and hitting 
the desk. She stated that another CNA (name unknown) was at the desk and that CNA (name unknown) was 
able to de-escalate the situation and calm Resident # 1 down.During an interview with Social Worker A on 
6/26/2025 at 2:30 p.m., with Social Worker A , she stated that on 6/16/2025 Resident # 1 was sitting next to 
the nurses' station in his wheelchair. She stated that Resident # 1 had a hard time speaking and expressing 
himself as he had a stroke. She stated that if someone listened to Resident # 1 they could understand him. 
She stated that Resident # 1 was expressing his needs to direct care staff. She stated that Resident # 1 was 
upset, and he started yelling as he could not express himself with words. She stated that the Administrator 
came from around the corner, and she got in Resident # 1's face and began yelling at him and pointing her 
finger in his face. She stated that the Administrator told Resident # 1 to shut up. She stated that Resident # 1 
was so upset that he stood up and he began to hit the desk with his hands, and he was crying. She stated 
that the Administrator continued to speak rudely to Resident # 1. She stated that a direct care staff asked the 
Administrator to leave the area as the situation needed to be de-escalated and the resident was upset. Other 
A stated that she was concerned that Resident # 1 was going to fall or could possibly had another stroke. 
She stated that another direct care staff calmed Resident # 1 down and she took him to his room. She stated 
that the Administrator's approach and the way she spoke to Resident # 1 was unprofessional.During an 
interview with CNA A on 6/27/2025 at 12:46 p.m., CNA A stated Resident # 1 had a stroke and he has 
problems verbally expressing himself. She stated that Resident # 1 can communicate his needs, but it is 
hard to understand hm. She stated that did not remember the date of the verbal altercation between 
Resident # 1 and the Administrator. She stated that Resident # 1 was at station 2 and he wanted to go out 
for the day or go home permanently. She stated that Resident # 1 was speaking to the staff at station 2 
about leaving. She stated that Resident # 1 was upset, and he began to yell and talk loudly. She stated that 
the Administrator approached Resident # 1, and she introduced herself to him. She stated that Resident # 1 
started cursing at the Administrator. She stated that the Administrator told Resident # 1 you will not talk to 
me like that. She stated that upset Resident # 1 as he was trying to get his words out. She stated that 
Resident # 1 started crying. She stated that Resident # 1 does have behavior issues and most direct care 
staff know how to help him calm down. She stated that the Administrator met Resident # 1 for the first time, 
and she was yelling at him. She stated with Resident # 1 that was not going to work because when he is 
upset, he will hit things and people. She stated that she and CNA B were able to calm him down as they took 
him to his room and fixed him coffee. She stated that the Administrator made the situation worse. She stated 
that the Administrator should approach Resident # 1 differently. She stated that the Administrator 
approached Resident # 1 yelling at him, and that escalated the situation. She stated that Resident # 1 was 
sitting in his wheelchair and when he got upset with the Administrator he stood up. She stated that she was 
concerned because she did not want Resident to fall. She stated that the DON told the Administrator to 
walkway, and she walked away mumbling. CNA A stated that the Administrators approach towards Resident 
# 1 was unprofessional.During an interview with CNA B on 6/27/2025 at 1:12 p.m., CNA B stated she did not 
now the date and time of the incident. She stated that it happened last week. She stated a direct care staff 
came and got her. She stated that when Resident # 1 is upset she can calm him down. She stated that when 
she arrived at the nurses' station Resident # 1 was hysterical and cursing. She stated that she observed the 
Administrator leaned over in Resident # 1's face and she told Resident # 1 that he was not going anywhere. 
She stated that Resident # 1 wanted to leave the facility. She stated that she doesn't know what was said 
prior to her arriving at the nurses' station. She stated that the Administrator told Resident # 1 I am the 
Administrator, and you will not curse at me. She stated that Resident # 1 continued to curse. She stated that 
she was concerned for Resident # 1 as he was upset, and he recently had a stroke. She stated that she did 
not want Resident # 1 to fall or have stroke or a heart attack; she stated he was just that mad. The situation 
was de-escalated as CNA B told the DON to get the Administrator away and the DON walked the 
Administrator down the hall. She stated that she and CNA A took Resident # 1 to his room. She stated it took 
a while for him to calm down as he was still cursing. She stated that Resident # 1 was mentally abused by 
the Administrator. CNA B stated that the DON, CNA A, LVN A and the Social Worker were present.During an 
interview with LVN A on 6/27/2025 at 2:00 p.m., LVN A stated that Resident # 1 had been talking to the NP 
about going home and he told the NP he wanted to go home in 2 months. She stated that the NP told 
Resident # 1 that everything needed to be in place before he discharged home. Resident # 1 had been 
speaking with the Social Worker about going home. She stated that she thinks the Social Worker was 
working on Resident # 1's paperwork. She stated that last week (date unknown) Resident # 1 was at the 
nurses' station and he was inquiring about going home. She stated that she told Resident # 1 that everything 
must be in place before he can move. She stated that Resident # 1 wants to go to an apartment. LVN A 
stated that Resident # 1 got upset because he wanted an answer as to when he could move, and she did not 
have that answer. She stated that the Social Worker would make those arrangements; however, she stated 
that Social Worker was terminated on 6/25/2025 (two days ago). She stated that Resident # 1 was upset, 
and he began yelling and cursing. She stated that the new Administrator came from around the corner, and 
she got in Resident # 1's face and she said, I'm the new Administrator and my name is [Administrator] and 
you will not curse at me like that. LVN A stated that Resident # 1 was not cursing at the Administrator 
because she was not around, and he was cursing in general. She stated that the Administrator asked 
Resident # 1 Where do you think you are going? She stated that made Resident # 1 upset. She stated that 
she did not understand why the Administrator would say that to Resident # 1 as he was already upset, and 
he did not know her. She stated that she asked Resident # 1 to calm down. She stated that he did not calm 
down. She stated that CNA A and CNA B usually can calm him down. She said CNA B told Resident # 1 that 
she would call his friend for him. She stated that Resident # 1 agreed to go to the room with CNA A and CNA 
B. She stated that the Administrator should have approached Resident # 1 differently. She stated that if the 
Administrator would have left Resident # 1 alone and let the staff deal with him he would have calmed down. 
She stated that both Resident # 1 and the Administrator were yelling. She stated that she wanted Resident # 
1 to calm down because she did not want him to have another stroke. She stated that he was also standing, 
and she did not want him to fall. She stated that the Administrator was yelling back and forward with 
Resident # 1. She stated that the Administrator's approach was unprofessional.During an interview with the 
Administrator on 6/27/2025 at 3:05 p.m., the Administrator stated last week (date unknown) Resident # 1 
was at the nurse's station. She stated that overheard Resident # 1 screaming. She stated that she was on 
another hallway. She stated that she went to the nurse's station and Resident # 1 was sitting in his 
wheelchair. She stated that Resident # 1 was yelling because he wanted to go home. She stated that she 
approached Resident # 1 and introduced herself to him. She stated that Resident # 1 said I want to get the F 
out of here. She stated at this point Resident # 1 stood up and came towards her. She stated that attempted 
to calm Resident # 1 down; however, Resident # 1 continued to scream and curse. She stated that staff 
(name unknown) went to get the CNA (name unknown) as this CNA was able to calm Resident # 1. The 
Administrator stated that she did know how the situation was de-escalated as she walked away. The 
Administrator stated that she did not yell at Resident # 1. The Administrator stated that she did not point her 
finger at Resident # 1. The Administrator stated that she patted Resident # 1 on his arm when she introduced 
herself to him.During an interview with ADON A on 6/27/2025 at 3:47 p.m., ADON A stated she was present 
when the verbal altercation occurred between Resident # 1 and the Administrator. She stated that she thinks 
the incident happened last Thursday (6/19/2025). She stated she was doing rounds when she heard 
Resident # 1 being loud. She stated that Resident # 1 is hard to understand because of his stroke and his 
verbiage is hard to understand and he gets frustrated. She stated that Resident # 1 wanted to leave, and he 
wanted to go to an apartment where can stay by himself. She stated that the Administrator heard Resident # 
1. She stated that Resident # 1 was sitting in his wheelchair when the Administrator walked up to him. She 
stated that the Administrator patted Resident #1 and he stood up and started cursing at her. She stated that 
the Administrator was talking with Resident # 1 but she was not speaking to him in an aggressive tone. She 
stated that the DON told her to go and get CNA B as she can calm Resident # 1 down. She stated that when 
she left to go get CNA B the Administrator was still standing there talking to Resident # 1. She stated that 
CNA B was able to calm Resident # 1 down.During an interview the DON on 6/27/2025 at 4:37 p.m., the 
DON stated she was in her office, and she heard someone with a loud voice. She stated that when she came 
down the hallway it was Resident # 1 who was loud. She stated that Resident # 1 was voicing that he wanted 
to leave and go to an apartment. She stated that Resident # 1 was cursing and being very aggressive to staff 
and pounding on things. She stated that she attempted to calm him down. She stated that the Administrator 
came from around the hall and the Administrator was speaking to Resident # 1. She stated that the 
Administrator told Resident # 1 to hold on because it is a process, and the facility needed to make sure 
Resident # 1 was going somewhere safe. She stated that the Administrator did not say anything wrong to 
Resident # 1. She stated that Resident # 1 wanted to leave the facility, and he was upset because he could 
not leave. She stated that Resident # 1 stood up at the nurses' stations as he was upset. She stated that she 
asked ADON A to go and get CNA B as she can calm Resident # 1 down. She stated that CNA A was able 
to calm Resident # 1 down.Record review of the facility's policy on Resident Rights, Dignity and Privacy 
Handout, not dated indicated 1) Right to dignity, respect and freedom a) treated with dignity and respect, b) 
freedom from abuse , neglect and exploitation, and corporal punishment, c)right to make personal choices 
about care and daily life.
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