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F 0550

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview, record review, and facility policy review, the facility failed to respect a resident's right to 
refuse a medication for 1 (Resident #181) of 7 sampled residents reviewed for choices.Findings included:A 
facility policy titled, Promoting/Maintaining Resident Dignity, revised 02/2025, indicated, 2. During 
interactions with residents, staff must report, document and act upon information regarding resident 
preferences.Resident #181's admission Record revealed the facility admitted the resident on 03/25/2025. 
According to the admission Record, the resident had a medical history that included diagnoses of anxiety 
disorder, conversion disorder, rheumatoid arthritis, and depression. A quarterly Minimum Data Set (MDS), 
with an Assessment Reference Date (ARD) of 06/01/2025, revealed Resident #181 had a Brief Interview for 
Mental Status (BIMS) score of 15, which indicated the resident had intact cognition.Resident #181's Care 
Plan Report, revealed a focus area initiated on 03/02/2025, that indicated the resident had the potential for 
constipation. Interventions directed staff to administer bowel medications and provide interventions as 
ordered. Further review revealed staff were to monitor and document bowel sounds and abdominal 
distention if Resident #181 refused bowel interventions.Resident #181's Order Summary Report, with active 
orders as of 04/07/2025, revealed an order dated 03/02/2025 for Dulcolax suppository 10 milligrams (mg) 
with instructions to inserted rectally as needed if the resident did not have a bowel movement after milk of 
magnesia was administered. Resident #181's 04/2025 Medication Administration Record revealed that 
Registered Nurse (RN) #13 documented that they administered Dulcolax suppository 10 mg on 04/07/2025.A 
Council Concern/Recommendation Form, dated 04/10/2025, indicated Resident #181's family had expressed 
concern about a bowel suppository being administered to Resident #181. A typed Interview with [Resident 
#181] document dated 04/09/2025 indicated that Resident #181 stated that they had told the nurse (RN #13) 
that they did not want a suppository medication because they had already had a bowel movement earlier in 
the day. The document revealed Resident #181 stated that the nurse asked them several times about taking 
the medication, and Resident #181 felt like the RN was calling them a liar. The document revealed Resident 
#181 stated the nurse asked them again to take the suppository with their nighttime medications, and the 
resident had agreed to the medication. A bowel movement record revealed Resident #181 had a large bowel 
movement on 04/07/2025 at 9:30 AM and a medium bowel movement at 2:21 PM. During a telephone 
interview on 12/07/2025 at 10:45 AM, RN #13 stated he had been notified by the unit supervisor that 
Resident #181 was on the bowel protocol due to not having a bowel movement for three days. RN #13 
stated there was a printed list of residents who did not have a bowel movement, and Resident #181 was on 
the list. RN #13 stated he had attempted several times to administer the suppository to Resident #181, but 
Resident #181 had refused. RN #13 stated he was not aware of any documentation that Resident #181 had 
a bowel movement earlier in the day. RN #13 stated that when he administered nighttime medications, he 
had reiterated to Resident #181 that it was important to take their medications, and Resident #181 had 
agreed and accepted the medication. RN #13 stated he did not see any documentation that Resident #181 
had a bowel movement earlier that day. During an interview on 12/07/2025 at 12:08 PM, Licensed Practical 
Nurse (LPN) Supervisor #4 stated if a resident was on the bowel program list and the resident reported that 
they had a bowel movement, she would do a bowel assessment and try to verify that the resident had a 
bowel movement. LPN Supervisor #4 stated she would talk to the assigned certified nurse aide (CNA) and 
review the electronic health record (EHR) to confirm whether the resident had a bowel movement prior to 
making additional attempts to administer the suppository. During an interview on 02/07/2025 at 12:43 PM, 
the Assistant Director of Nursing (ADON) stated the bowel protocol list was printed every morning and 
included any residents who had not had a bowel movement documented in the previous nine shifts. The 
ADON stated the list was provided to the nurse, who should attempt to administer milk of magnesia during 
the day. The ADON stated that if the milk of magnesia was not effective, the evening shift nurse should 
administer a suppository. The ADON stated that if a resident told the nurse they had a bowel movement, the 
nurse should check the EHR to see if a bowel movement was documented prior to attempting to administer 
the suppository. The ADON stated that if the resident already had a bowel movement, the nurse should not 
continue with the bowel protocol.During an interview on 12/07/2025 at 1:02 PM, LPN #14, the Quality 
Assurance nurse, stated the bowel protocol list was printed every morning, and any resident who had not 
had a bowel movement in three days would be on the list. LPN #14 stated if a resident told the nurse they 
had already had a bowel movement, the nurse should stop attempting to administer the medication and 
attempt to verify that the resident had a bowel movement. LPN #14 stated that the nurse should talk to the 
CNA assigned to the resident and review the EHR to determine if the resident had already had a bowel 
movement. During an interview on 12/07/2025 at 1:43 PM, the Director of Nursing (DON) stated the bowel 
report was printed every morning to identify any resident who had not had a bowel movement in nine shifts 
so that they could initiate the bowel protocol for the resident. The DON stated that if the resident had a 
medium or large bowel movement, the bowel protocol would be discontinued. The DON stated that if a 
resident told the nurse they had a bowel movement, the nurse should try to verify the information by talking 
to the CNA and reviewing the EHR for any documented bowel movements. During an interview on 
12/07/2025 at 1:46 PM, the Administrator stated if an alert and oriented resident who was independent with 
toileting was on the bowel protocol and reported having a bowel movement, the nurse should document that 
the resident reported a bowel movement and end the bowel protocol. The Administrator stated if the resident 
was cognitively impaired or toileted by staff, the nurse should attempt to verify the bowel movement by 
talking to the CNA or other nurses that were involved in the resident's care before proceeding with the bowel 
protocol.
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

Number of residents sampled:

Number of residents cited:
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F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on facility policy review, record review, facility document review, and interview, the facility failed to 
report allegations of abuse or injuries of unknown origin to the state survey agency within required 
timeframes, which affected 3 (Residents #67, #178, and #185) of 7 residents reviewed for abuse or injuries 
of unknown origin.Findings included:A facility policy titled, Abuse, Neglect and Exploitation, revised 05/2025, 
revealed, It is the policy of this facility to provide protections for the health, welfare and rights of each 
resident by developing and implementing written policies and procedures that prohibit and prevent abuse, 
neglect, exploitation and misappropriation of resident property. The policy revealed the Guidelines included, 
2. The facility will designate an Abuse Prevention Coordinator in the facility who is responsible for reporting 
allegations or suspected abuse, neglect, or exploitation to the state survey agency and other officials in 
accordance with state law. The policy revealed, IV. Identification of Abuse, Neglect and Exploitation included, 
B. Possible indicators of abuse include, but are not limited to, which included, 1. Resident, staff or family 
report of abuse, 3. Physical injury of a resident, of unknown source, 5. Verbal abuse of a resident overheard, 
6. Physical abuse of a resident observed, and 7. Psychological abuse of a resident observed. The policy 
revealed, VII. Reporting/Response included, A. The facility will have written procedures that include, which 
included, 1. Reporting of all alleged violations to the Administrator, state agency, adult protective services 
and to all other required agencies (e.g. [exempli gratia; for example], law enforcement when applicable) 
within specified timeframes: a. Immediately, but not later than 2 hours after the allegation is made, if the 
events that cause the allegation involve abuse or result in serious bodily injury, or b. Not later than 24 hours 
if the events that cause the allegation do not involve abuse and do not result in serious bodily injury.1. 
Resident #185's admission Record indicated the facility admitted the resident on 02/26/2025. According to 
the admission Record, the resident had a medical history that included diagnoses of type two diabetes 
mellitus, cirrhosis of the liver, and aphasia.A quarterly Minimum Data Set (MDS), with an Assessment 
Reference Date (ARD) of 07/04/2025, revealed Resident #185 had a Brief Interview for Mental Status (BIMS) 
score of 3, which indicated the resident had severe cognitive impairment.Resident #185's Care Plan Report 
included a focus area revised on 08/25/2025, that indicated that the resident had a behavior problem of 
refusing medications, weights, showers, repositioning, and hygiene care related to their disease process. 
Interventions initiated 07/20/2023 directed staff to anticipate and meet the resident's needs, provide the 
opportunity for positive interaction, and to explain all procedures to the resident before starting and to allow 
the resident to adjust to changes. Resident #185's Progress Notes revealed a note, dated 08/10/2025, that 
revealed the Medical Director (MD) assessed Resident #185 following an incident with staff earlier in the day. 
The note indicated that there were no reports of injury, and the resident appeared to be at their usual 
baseline and denied any complaints. Resident #185's Progress Notes revealed a note, dated 08/11/2025, 
that revealed the MD followed up with the resident following an incident over the weekend, and the resident 
remained unaffected with no new injuries. Certified Nursing Assistant (CNA) #2's typed statement, dated 
08/10/2025, revealed that CNA #2 asked Licensed Practical Nurse (LPN) #1 at 5:30 AM to assist her with 
Resident #185's care due to the resident being combative. Per CNA #2's statement, LPN #1 called Resident 
#185 an expletive and ignorant, and hit the resident on their hand and their face. The statement indicated 
that CNA #2 did not intervene and protect the resident because she was in shock. Registered Nurse (RN) 
Supervisor #3's undated typed statement indicated that CNA #2 asked to speak with her after her shift was 
over on 08/10/2025 and reported to her that she and LPN #1 were in Resident #185's room providing care 
earlier in the overnight shift. Per the statement, CNA #2 further reported that she witnessed LPN #1 hitting 
Resident #185 on the body and yelling at them. The statement indicated that CNA #2 then asked RN 
Supervisor #3 not to say anything until after LPN #1 was out of the building before anyone was notified.A 
typed Interview with [Resident #185], dated 08/10/2025 at 12:41 PM, indicated that #185 stated yes, when 
asked if they experienced any issues overnight but could not further elaborate. An Incident Reporting System 
report, completed by the Director of Nursing (DON) indicated that CNA #2 reported that Resident #185 was 
combative during care, and LPN #1 was allegedly rough with the resident while assisting CNA #2. The report 
indicated that the abuse allegation was discovered on 08/10/2025 at 9:07 AM, over four hours after the 
alleged incident. During an interview on 12/03/2025 at 8:01 AM, the DON stated that she received a call from 
RN Supervisor #3 on her way to work on 08/10/2025. Per the DON, RN Supervisor #3 reported to her that 
CNA #2 came to her and told her she felt LPN #1 was rough with Resident #185 when providing care. The 
DON further stated she expected CNA #1 to have notified RN Supervisor #3 immediately instead of waiting 
until after her shift was completed. The DON then stated that she reported the staff-to-resident abuse 
allegation at 9:07 AM on 08/10/2025 to the state agency because that was about the time she found out 
about the alleged incident. During an interview on 12/03/2025 at 11:04 AM, the Administrator stated CNA #2 
reported that she observed LPN #1 strike Resident #185 after they completed their overnight shift on 
08/10/2025. Per the Administrator, CNA #2 could not explain why she waited to report it and requested RN 
Supervisor #3 to not address the situation until LPN #1 was out of the building. During an interview on 
12/03/2025 at 11:22 AM, RN Supervisor #3 stated CNA #2 pulled her aside on 08/10/2025 at the end of their 
overnight shift. Per RN Supervisor #3, CNA #2 reported that she and LPN #1 were changing Resident #185 
when LPN #1 tapped the resident's forehead with two fingers several times and yelled at the resident. RN 
Supervisor #3 further stated CNA #2 did not want the allegation to be reported right away because she did 
not want LPN #1 to retaliate against her. RN Supervisor #3 then stated that she reported it to the DON, and 
they handled the situation from there. During an interview on 12/05/2025 at 12:21 PM, the DON stated she 
expected allegations of abuse to be reported to the state survey agency within two hours. The DON further 
stated that if there was suspected abuse, the alleged perpetrator and the victim needed to be separated, and 
the allegation needed to be immediately reported so they could start an investigation. During an interview on 
12/05/2025 at 12:34 PM, the Administrator stated that an allegation of abuse needed to be reported to the 
state survey agency within two hours. 2. Resident #178's admission Record indicated the facility admitted 
the resident on 04/24/2025. According to the admission Record, the resident had a medical history that 
included diagnoses of type two diabetes mellitus, hypertensive heart disease with heart failure, and 
periprosthetic fracture around the internal prosthetic right hip joint.An admission Minimum Data Set (MDS), 
with an Assessment Reference Date (ARD) of 04/30/2025, revealed Resident #178 had a Brief Interview for 
Mental Status (BIMS) score of 15, which indicated the resident had intact cognition.Resident #178's Care 
Plan Report included a focus area initiated on 05/01/2025, that indicated that the resident required 
assistance and had the potential to restore function for mobility as evidenced by declines from prior level of 
functioning (PLOF) related to a recent fall with periprosthetic fracture. Interventions initiated 05/01/2025 
directed staff to encourage and praise activities of daily living (ADL) participation, give pain-relieving 
medication prior to activity and monitor for expressions of pain, and therapy treatment and evaluation as 
ordered. An Incident Summary Report, dated 05/09/2025 and completed by Licensed Practical Nurse (LPN) 
#14, indicated that Resident #178 had a dislocated femur following a routine X-ray ordered by their 
orthopedist on 05/08/2025 at 1:00 PM. The report indicated that Resident #178 was their usual state, 
participated in therapy with no complaints of pain, and denied any trauma or falls. The report indicated that 
the injury of unknown origin was not reported to the state survey agency until 05/09/2025 at 3:00 PM, 26 
hours after the dislocation was identified. During an interview on 12/05/2025 at 1:00 PM, LPN #14 stated the 
current Administrator and the Director of Nursing (DON) were not employed at the facility on 05/08/2025, so 
since he was available, he reported Resident #178's dislocated femur to the state agency. LPN #14 further 
stated he did not know why he reported the injury of unknown origin 26 hours after it was identified. During 
an interview on 12/05/2025 at 9:38 AM, LPN #14 stated that when a resident had an injury of unknown 
origin, staff were expected to immediately report it so they could start an investigation into what may have 
caused it. During an interview on 12/05/2025 at 12:21 PM, the DON stated that she expected allegations of 
potential abuse to be reported to the state agency within two hours. During an interview on 12/05/2025 at 
12:34 PM, the Administrator stated that injuries of unknown origin needed to be reported to the state survey 
agency within two hours. 3. An admission Record revealed the facility admitted Resident #67 on 11/01/2023. 
According to the admission Record, Resident #67 had a medical history that included diagnoses of major 
depressive disorder and cerebral infarction (a stroke).A quarterly Minimum Data Set (MDS), with an 
Assessment Reference Date (ARD) of 06/19/2025, revealed Resident #67 had a Brief Interview for Mental 
Status (BIMS) score of 14, which indicated the resident had intact cognition.An admission Record revealed 
the facility admitted Resident #161 on 11/24/2020. According to the admission Record, Resident #161 had a 
medical history that included diagnoses of aphasia, bipolar disorder, and dementia.An MDS, with an ARD of 
07/09/2025, revealed Resident #161 had a BIMS score of 5, which indicated the resident had severe 
cognitive impairment. The MDS indicated that Resident #161 exhibited no behavioral symptoms during the 
seven-day look-back period.An Incident Reporting System document submitted to the state survey agency, 
revealed that an altercation between Resident #67 and Resident #161 occurred on 06/27/2025. The 
document indicated that Resident #161 entered Resident #67's room on 06/27/2025 at 12:00 PM and pulled 
Resident #67's hair. Per the documents, staff intervened and separated the residents. The investigation 
documents indicated that law enforcement, physicians, and responsible parties were notified.Resident #67's 
Progress Notes revealed a Nurses Note, dated 06/27/2025 at 12:28 PM, that indicated Resident #67 was 
heard screaming, and a nurse entered the room to find Resident #161 pulling Resident #67's hair. The note 
indicated that the residents were immediately separated.An Incident Tracking report indicated that the 
incident between Resident #67 and Resident #161 occurred on 06/27/2025 at 12:00 PM. Per the report, the 
incident was submitted to the state survey agency on 06/27/2025 at 3:16 PM, over three hours after the 
incident.In a concurrent interview with the Administrator and Regional Clinical Consultant (RCC) on 
12/06/2025 at 10:12 AM, the Administrator stated that she expected allegations of abuse to be submitted to 
the state survey agency immediately, and there was no such thing as too early. The RCC reviewed the 
nurses' notes and confirmed that the report was late. The RCC stated they had been notifying everyone of 
the incident and moving the resident's room, and that may have been the reason the report was late.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on facility policy review, record review, facility document review, and interview, the facility failed to 
thoroughly investigate an allegation of staff-to-resident physical and verbal abuse for 1 (Resident #185) of 7 
residents reviewed for abuse or injuries of unknown origin.Findings included:A facility policy titled, Abuse, 
Neglect and Exploitation, revised 05/2025, revealed, It is the policy of this facility to provide protections for 
the health, welfare and rights of each resident by developing and implementing written policies and 
procedures that prohibit and prevent abuse, neglect, exploitation and misappropriation of resident property. 
The policy revealed, VI. Protection of Resident, which included, The facility will make efforts to ensure all 
residents are protected from physical and psychosocial harm, as well as additional abuse, during and after 
the investigation.Resident #185's admission Record indicated the facility admitted the resident on 
02/26/2025. According to the admission Record, the resident had a medical history that included diagnoses 
of type two diabetes mellitus, cirrhosis of the liver, and aphasia.A quarterly Minimum Data Set (MDS), with 
an Assessment Reference Date (ARD) of 07/04/2025, revealed Resident #185 had a Brief Interview for 
Mental Status (BIMS) score of 3, which indicated the resident had severe cognitive impairment.Resident 
#185's Care Plan Report included a focus area revised on 08/25/2025, that indicated that the resident had a 
behavior problem of refusing medications, weights, showers, repositioning, and hygiene care related to their 
disease process. Interventions initiated 07/20/2023 directed staff to anticipate and meet the resident's needs, 
provide the opportunity for positive interaction, and to explain all procedures to the resident before starting 
and to allow the resident to adjust to changes. Resident #185's Progress Notes revealed a note, dated 
08/10/2025, that revealed the Medical Director (MD) assessed Resident #185 following an incident with staff 
earlier in the day. The note indicated that there were no reports of injury, and the resident appeared to be at 
their usual baseline and denied any complaints. Resident #185's Progress Notes revealed a note, dated 
08/11/2025, that revealed the MD followed up with the resident following an incident over the weekend, and 
the resident remained unaffected with no new injuries. Certified Nursing Assistant (CNA) #2's typed 
statement, dated 08/10/2025, revealed that CNA #2 asked Licensed Practical Nurse (LPN) #1 at 5:30 AM to 
assist her with Resident #185's care due to the resident being combative. Per CNA #2's statement, LPN #1 
called Resident #185 an expletive and ignorant, and hit the resident on their hand and their face. The 
statement indicated that CNA #2 did not intervene and protect the resident because she was in shock. 
Registered Nurse (RN) Supervisor #3's undated typed statement indicated that CNA #2 asked to speak with 
her after her shift was over on 08/10/2025 and reported to her that she and LPN #1 were in Resident #185's 
room providing care earlier in the overnight shift. Per the statement, CNA #2 further reported that she 
witnessed LPN #1 hitting Resident #185 on the body and yelling at them. The statement indicated that CNA 
#2 then asked RN Supervisor #3 not to say anything until after LPN #1 was out of the building before anyone 
was notified.A typed Interview with [Resident #185], dated 08/10/2025 at 12:41 PM, indicated that #185 
stated yes, when asked if they experienced any issues overnight but could not further elaborate. The facility's 
DHCQ [Department of Health Care Quality] FRI [facility reported incident], dated 08/14/2025, indicated that 
CNA #2 reported that Resident #185 was combative during care and LPN #1 was allegedly rough with the 
resident while assisting CNA #2. The document indicated that the Nurse Practitioner (NP) and family were 
made aware of the allegation, and LPN #1 was immediately placed on administrative leave. Per the 
document, local police were notified and responded. The document indicated that after the police interview 
with CNA #2, and the alleged victim, the officer found no evidence of abuse or criminal activity. The MD was 
in the facility and conducted a physical exam on 08/10/2025 and found no evidence of abuse or trauma. A 
head-to-toe assessment was completed, and findings were within normal limits. Other residents with 
appropriate BIMS assigned to the accused nurse were interviewed, and all reported no concerns. 
Statements were obtained from LPN #1, CNA #2, and RN Supervisor #3, and findings were inconclusive. 
This abuse allegation was reported to the state agency on 08/10/2025 at 9:07 AM. The facility's investigation 
revealed no evidence of cognitively impaired residents being assessed for signs of physical abuse following 
the incident.LPN #1's time sheet indicated she clocked in on 08/09/2025 at 11:15 PM and clocked out on 
08/10/2025 at 7:22 AM, over an hour and a half after the alleged incident occurred. LPN #1's personnel file 
included a letter from the state's DHCQ, dated 11/25/2025, that indicated the Division of Long-Term Care 
Residents Protection substantiated a finding against LPN #1 and added her to the Adult Abuse Registry for 
two years starting on 11/25/2025. The letter indicated that on 08/10/2025, a CNA witnessed LPN #1 using 
inappropriate language and hit a resident on the face and chest area with an open hand.During a telephone 
interview on 12/03/2025 at 6:41 AM, LPN #1 stated there was an incident between her and Resident #185 
where the resident was combative during care. Per LPN #1, Resident #185 had a soiled brief that needed to 
be changed, and she assisted a new CNA with the care. LPN #1 further stated that if a staff member did not 
hold Resident #185 during provision of care, the resident hit staff, making providing care difficult. LPN #1 
stated that during the incident on 08/10/2025, Resident #185 swung at staff and yelled expletives. She stated 
that they provided the needed care, and then she (LPN #1) left the room. Per LPN #1, approximately two 
hours after the incident, she clocked out and went home. LPN #1 stated that later that morning, she received 
a call at around 10:00 AM instructing her not to return to the facility and that she was suspended for four or 
five days before being allowed back in the facility. During an interview on 12/03/2025 at 11:22 AM, RN 
Supervisor #3 stated that CNA #2 pulled her aside on 08/10/2025 at the end of their overnight shift. Per RN 
Supervisor #3, CNA #2 reported that she and LPN #1 were changing Resident #185 when LPN #1 tapped 
the resident's forehead with two fingers several times and yelled at the resident. RN Supervisor #3 further 
stated CNA #2 did not want the allegation to be reported right away because she did not want LPN #1 to 
retaliate against her. RN Supervisor #3 then stated she reported it to the Director of Nursing (DON), and they 
handled the situation from there. During an interview on 12/03/2025 at 8:01 AM, the DON stated that she 
received a call from RN Supervisor #3 on her way to work on 08/10/2025. Per the DON, RN Supervisor #3 
reported to her that CNA #2 came to her and told her she felt LPN #1 was rough with Resident #185 when 
providing care. The DON further stated she expected CNA #1 to have notified RN Supervisor #3 immediately 
instead of waiting until after her shift was completed. The DON then stated she was responsible for abuse 
investigations and obtaining statements from those staff and residents involved. Per the DON, they obtained 
statements from LPN #1, CNA #2, RN Supervisor #3, Resident #185, and other cognitively intact residents 
under the care of LPN #1. The DON further stated that she, LPN Supervisor #4, and the MD assessed 
Resident #185 with no injuries noted, and they contacted the police. The DON then stated she asked CNA 
#2 to demonstrate what she witnessed, which involved waving her hands in the air while Resident #185 was 
being combative during care. The DON further stated she was not sure how non-cognitive residents under 
the care of LPN #1 were assessed for possible abuse. Per the DON, the facility unsubstantiated the 
allegation of abuse based on conversations with the police, the staff involved, and LPN #1's history of no 
prior incidents. The DON further stated that LPN #1 was suspended pending investigation but since the 
allegation was unsubstantiated, she was allowed to come back to work. Per the DON, CNA #2 did not 
intervene to protect Resident #185 from LPN #1, but CNA #2 stated that she did not know what to do when 
the incident occurred. During an interview on 12/03/2025 at 11:04 AM, the Administrator stated that CNA #2 
reported that she observed LPN #1 strike Resident #185 after they completed their overnight shift on 
08/10/2025. The Administrator further stated that she asked CNA #2 if she intervened when LPN #1 struck 
Resident #185, CNA #2 replied that she did not and froze in that instant. The Administrator then stated she 
immediately suspended LPN #1 pending investigation once she was notified of the allegation. The 
Administrator further stated they had the MD assess the resident for any injuries and had the Social Services 
Director (SSD) interview alert and oriented residents regarding LPN #1's behavior towards them, with no 
substantiated findings. Per the Administrator, the SSD observed cognitively impaired residents and did not 
identify any concerns following the allegation. During an interview on 12/05/2025 at 12:21 PM, the DON 
stated that if there was suspected abuse, the alleged perpetrator and the victim needed to be separated, and 
the allegation needed to be immediately reported so they could start an investigation. The DON then stated 
thorough investigations included statements from everyone involved, notifying the police if needed, 
interviewing residents, and assessing cognitively impaired residents to see if they were possibly impacted. 
During an interview 12/05/2025 at 12:34 PM, the Administrator stated that a thorough investigation included 
assessing the residents, suspending the alleged accuser to protect residents from further potential abuse, 
and interviewing staff and any potential witnesses. Per the Administrator, cognitively impaired residents 
should also be assessed for any signs of distress or physical injuries as part of a complete investigation.
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Based on facility policy review, record review, facility document review, and interview the facility failed to 
ensure that residents were free from accident hazards related to the inappropriate use of a mechanical lift, 
which affected 1 (Resident #184) of 10 residents reviewed for accidents.Findings included:A facility policy 
titled, Safe Lifting and Movement of Residents, revised 06/2025, indicated, In order to protect the safety and 
well-being of staff and residents, and to promote quality care, this facility uses appropriate techniques and 
devices to lift and move residents. The policy revealed, 1. Resident safety, dignity, comfort and medical 
condition will be incorporated into goals and decisions regarding the safe lifting and moving of residents.An 
admission Record indicated the facility admitted Resident #184 on 04/11/2025. According to the admission 
Record, the resident had a medical history that included diagnoses of unspecified abnormalities of gait and 
mobility, unspecified lack of coordination, and hemiplegia (paralysis on one side of the body) and 
hemiparesis (weakness on one side of the body) following cerebral infarction (a stroke) affecting left 
non-dominant side.A quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 
07/11/2025, revealed Resident #184 had a Brief Interview for Mental Status (BIMS) score of 14, which 
indicated the resident had intact cognition. The MDS indicated that Resident #184 was dependent on staff for 
chair/bed-to-chair transfers.Resident #184's June 2025 Documentation Survey Report, which was the 
resident's Kardex (a guide for direct caregivers that outlined each resident's care needs), indicated that 
Resident #184 required transfers with the use of a mechanical lift. The document indicated that resident 
transfers were to be done with the assistance of two people.Resident #184's Progress Notes revealed a 
note, dated 06/17/2025 at 2:45 PM, that revealed that Resident#184 was found on the floor next to the bed, 
still connected to their mechanical lift. The note indicated that the certified nursing assistant (CNA) was trying 
to transfer the resident from the chair to the bed. The note indicated that Resident #184 complained of pain 
to the right elbow, neck, and back at a pain level of 8 out of 10. Per the note, the resident stated that they 
had fallen from the mechanical lift. The note revealed that the resident was sent to the emergency room, per 
physician orders. The document indicated that the resident's family member was present at the time and 
accompanied the resident to the hospital.Resident #184's Emergency Department instructions, dated 
06/18/2025 at 3:24 AM, indicated that while at the emergency department, an X-ray imaging of Resident 
#184's extremities was obtained and showed no factures or dislocations. The document indicated that a 
computed tomography (CT) scan showed no acute findings worrisome of fractures, dislocations, or bleeds.
Resident #184's Progress Notes revealed a note, dated 06/18/2025 at 10:09 AM, that indicated that the 
Interdisciplinary Team (IDT) reviewed the resident's fall from 06/17/2025. The note indicated that a root 
cause analysis was conducted, which determined that the mechanical lift legs had made contact to the base 
of the geriatric chair, causing the resident's weight to shift and tilt the lift further, resulting in the resident 
being lowered to the floor. The note indicated that an assessment of the functionality of the mechanical lift 
was completed, with no issues identified.An Interview Statement, dated 06/18/2025 from Resident #184's 
family member (FM), FM #34, indicated that CNA #8 was unable to find anyone to assist her in putting the 
resident back in bed, so FM #34 offered to help CNA #8 transfer the resident. The statement indicated that 
the mechanical lift did not clear the top of the bed, and they were not able to swing the mechanical lift 
around. The statement indicated that CNA #8 tried to pull Resident #184 onto the bed when the resident's 
body shifted, the mechanical lift tilted over and fell to the side, and the resident was lowered to the floor by 
FM #34 and CNA #8.During an interview on 12/03/2025 at 1:18 PM, Licensed Practical Nurse (LPN) #7 
stated that the facility process was that staff were to use two staff persons when operating the mechanical 
lift. LPN #7 stated that she was at the nurses' station when Resident #184's family member came and asked 
for help. The LPN stated that when she entered the resident's room, the resident was noted on the right side 
of the bed on the floor. She stated that there was only one staff person present in the room at that time with 
the mechanical lift. During an interview on 12/03/2025 at 1:51 PM, CNA #8 stated that she no longer worked 
for the facility and up until 06/2025, had been employed by the facility for a year and a half. CNA #8 stated 
that when she transferred a resident using the mechanical lift, it required the use of two people. She stated 
that on 06/18/2025, Resident #184 had come in from outside with their family member and needed to be 
transferred into the bed. CNA #8 stated that she was impatient and used the lift to transfer Resident #184 by 
herself, and she was not supposed to transfer the resident with the mechanical lift by herself. During an 
interview on 12/06/2025 at 10:49 AM, Director of Nursing (DON) stated that the facility had a process related 
to the use of mechanical lifts, which included that staff were to check the resident's Kardex for appropriate 
transfer, use an appropriate sling, get the mechanical lift, and then get a second person to help with the 
transfer. The DON stated that the process also included both staff assisting to get the sling under the 
resident and get the resident attached to the mechanical lift, then one staff operated the mechanical lift while 
the other staff stayed next to the resident and helped guide the resident. The DON stated that she expected 
all staff using the mechanical lift to transfer residents following the process for use of the mechanical lift.
During an interview on 12/07/2025 at 7:31 AM, the Administrator stated that all staff were to use two people 
while transferring residents with the mechanical lift.
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