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S0000 Initial Comments S0000 01/17/2026

Original Facility Reported Incident Investigation dated
11/1/25/2690694

Original Complaint Investigation 25212453/2697055
S9999 Final Observations S9999 01/17/2026
Statement of Licensure Violations:
300.610a)
300.3210t)

300.3240a)

Section 300.610 Resident Care PoliciesThe facility
shall have written policies and procedures governing
all services provided by the facility. The written
policies and procedures shall be formulated by a
Resident Care Policy Committee consisting of at least
the administrator, the advisory physician or the
medical advisory committee, and representatives of
nursing and other services in the facility. The

policies shall comply with the Act and this Part. The
written policies shall be followed in operating the
facility and shall be reviewed at least annually by

this committee, documented by written, signed and dated
minutes of the meeting.

Section 300.3210 General

t) The facility shall ensure that residents are not
subjected to physical, verbal, sexual or psychological
abuse, neglect, exploitation, or misappropriation of

property.

Section 300.3240 Abuse and NeglectAn owner, licensee,
administrator, employee or agent of a facility shall

not abuse or neglect a resident. (Section 2-107 of the
Act)

These requirements were not met as evidence by:

Office of Primary Care and Health Systems Management
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Based on observation, interview, and record review the
facility failed to de-escalate a resident’s behaviors

and protect a cognitively impaired resident from
staff-to-resident physical abuse for one of three (R1)
residents reviewed in the sample of four. These
failures resulted in a staff member (V4/Registered
Nurse) kicking a resident (R1), who has a diagnosis of
Dementia and known physical behaviors, three times
above the left hip on 11/1/25 after R1 exhibited
behaviors towards V4, which caused R1 to experience
psychosocial and physical harm of fear, mental anguish,
and pain.

The findings include:

The facility’s Abuse Policy dated 2/2025 documents, “To
provide guidance and procedures to the facility and
staff to assure the residents remain to be free from
abuse, neglect, exploitation, misappropriation of
property, deprivation of goods and services by staff,

or mistreatment. The administrator and/or designee is
the facility abuse coordinator for the facility. It is

the responsibility of all facility staff to assure that

all residents remain to be free from abuse, including
injuries of unknown origin, neglect, exploitation,
misappropriation of property, deprivation of goods and
services by staff, or mistreatment. It is all staff
responsibility to report any allegation or witnessed
abuse immediately to the administrator. This facility
affirms the right of our residents to be free from

abuse, neglect, exploitation, misappropriation of
property, deprivation of goods and services by staff,

or mistreatment. Procedure: Orientating and training
employees on how to deal with stress and difficult
situations, and how to recognize and report occurrences
of abuse, neglect, exploitation, and misappropriation

of property. Establishing and environment that promotes
resident sensitivity, resident security, and prevention

of mistreatment. Definitions: Abuse means any physical
or mental injury or sexual assault inflicted upon a
resident other than by accidental means. Abuse is the
willful infliction of injury, unreasonable confinement,
intimidation or punishment with resulting physical

harm, pain, or mental anguish to a resident. Physical
Abuse is the infliction of injury on a resident that

occurs other than by accidental means and that requires
medical attentions. Physical abuse includes hitting,
slapping, pinching, kicking, and controlling behavior
through corporal punishment.”

The facility’s Employee Handbook dated 11/1/25
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documents, “Section 5-General Standards of Conduct:
(The facility) endeavors to maintain a positive work
environment. Each employee plays a role in fostering
this environment. Accordingly, we all must abide by
certain rules of conduct, based on honesty common
sense, and fair play. Because everyone may not have the
same idea about proper workplace conduct, it is helpful
to adopt and enforce rules all can follow. Unacceptable
conduct may subject the offender to disciplinary

action, up to and including discharge, in the

facility’s sole discretion. The following are examples

of some, but not all, conduct which can be considered
unacceptable: 9. Fighting, threatening, or disrupting
the work of others or other violations of the

facility’s workplace violence policy.”

R1's MDS (Minimum Data Set) Assessment dated 12/18/25
documents R1 is severely cognitively impaired, has
physical, verbal, and other behaviors, and requires
partial/moderate assistance of staff for transfers.

R1's current Care Plan documents R1 is a 74-year-old
admitted to the facility on 1/28/25 with the diagnoses

of Profound Intellectual Disabilities, Depression,
Traumatic Brain Injury, and Vascular Dementia with
Agitation. This same Care Plan documents R1 is
independent with transfers, but at times requires
one-person physical assistance, has a history of trauma
with an intervention of the care plan team to meet to
take into account strategies to provide R1 with a safe,
secure, trustworthy and transparent environment through
peer support, and has childlike behaviors that require
staff reassurance to help R1 feel safe and secure. This
care plan documents R1 will set himself on the floor
and tell staff he fell in attempts to get his mother to
come to the facility to see him.

R1's Progress Note dated 11/1/25 at 4:23 PM and signed
by V4 (RN/Registered Nurse) documents R1 put himself on
a floor mat and was re-approached several times. This
same note documents R1 became aggressive and pinched
staff while trying to place a mechanical lift sling and

(V4) called the medical Doctor and an order was given

to let R1 sit on the floor to de-escalate and do 20

minutes safety checks until R1 is agreeable to get up.

The facility’s Incident Investigation/Administrative
Summary dated 11/4/25 and signed by V1 (Administrator)
documents on 11/1/25 a CNA (Certified Nursing
Assistant) witnessed another staff member
(V4/Registered Nurse/RN) make contact with R1's left
upper leg with V4's foot, after R1 either pinched or

hit V4 while staff were attempting to de-escalate R1's
behaviors and assist in a transfer.
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V21's (CNA/Certified Nursing Assistant) written
statement dated 11/1/25 documents, “Today at approx.
(approximately) 4:15 PM | was asked by
(V4/RN/Registered Nurse) to help assist with a resident
(R1) that had sat himself on the floor. She (V4) had a
(mechanical lift) sling in her hand and stated that we
(facility staff) would attempt to get (R1) in his chair

with a (mechanical sling) from the floor. We walk in
(R2's) room and (R1) immediately yelled no at (V4).
(V4) approached (R1) while (R1) was yelling no at her.
(V4) approached (R1) while he was yelling no and (R1)
pushed (V4) aways three separate times. (V4) than in
turn after the third one kicked (R1) three times while
(R1) was sitting crisscross on the floor. (R1) started

to cry and yelled you (V4) kicked me. | said that (V4)
needed to leave (R1) alone, (V4) got frustrated at
(me/V21) because | refused to put a sling under (R1)
while he was being combative. | stated that it was
dangerous and did not feel comfortable doing it.”

V23's (CNA) written statement dated 11/1/25 documents,
“I went into (R1's) room around 4:15 PM to help (V4)
and (V21) was also in (R1's) room. (R1) was on the
floor and they both were trying to get a (mechanical
lift) pad underneath (R1). (R1) was agitated yelling,
hitting at whoever was in front of (R1) which happened
to be (V4). At one point (R1) had reached up and
pinched (V4) in the leg. After (R1) did that (V4)
proceeded to kick (R1) with the side of her shoes three
times. (V4) was very stern in her communication with
(R1) which | believe caused (R1) to be more agitated.
(V21) did speak up and (told) (V4) that (R1) is very
agitated, and we should not be trying to put (R1) in a
sling which we then decided to leave (R1) be. | went
back later maybe like ten minutes and sat down on the
floor and talked to (R1) to see if | could get (R1)

closer to his bed, which (R1) did end up closer. (R1)
did state that he didn't like (V4) or want (V4) in his
room and to shut his door so (V4) couldn’t come back
in”

V4's Employee File documents V4 was hired on 1/30/2008.

V4'’s Termination Form dated 11/7/25 documents V4 was
terminated due to discourteous or inappropriate
behavior or language to a resident (R1).

On 11/2/26 at 10:30 AM R1 was sitting in bed confused
and unable to answer questions appropriately.

On 1/2/26 at 9:30 AM V21 (CNA) stated, “On 11/1/25
sometime between lunch and supper (R1) was on the floor
on a floor mat. (R1) frequently sits on the floor and
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plays and is usually a staff assist of one with a gait
belt for transfers. (V4/RN) came to me and said she
needed my help to get (R1) in a (mechanical lift sling)
so we could get (R1) off the floor and into bed. (R1)
was being very combative and did not want to be put in
a sling. | did not feel comfortable with pushing (R1)

to get into a sling, but (V4) kept insisting we put

(R1) into a sling so we could lift (R1) into bed.
(V23/CNA) was also in the room helping. While (R1) was
being combative, (R1) pushed (V4) in the inner thigh
and (V4) kicked (R1) three times pretty hard above the
left buttock. (R1) yelled ouch and yelled at (V4), “You
kicked me? Get out of here!” (R1) was crying and had
visible tears. | made (V4) leave (R1’s) room. | told

(V4) no title gives you the right to kick a resident

and treat a resident like that. (V4) said to me it was
just a reaction to (R1) pinching her. | told (V4)

kicking him three times is excessive. Kicking (R1) was
definitely abuse and should not have happened. (V4)
should not have kept trying to make (R1) getin a
sling. That just escalated (R1's) behaviors and there
was no reason for it. (V23) witnessed this too.”

On 1/2/26 at 10:45 AM V23 (CNA) stated, “On 11/1/25
around 4:30 PM (V4) came and got me and said (R1) was
sitting on the floor and (V4) needed my help to put a
sling under (R1) and get him into bed. (V4) stated she
was stressed earlier that day and appeared frustrated
and overwhelmed. Me, (V21), and (V4) tried to put a
sling under (R1) and that was making (R1) very
combative. (R1) normally only requires one to maybe two
staff to transfer. Instead of stepping away (V4) kept
insisting we put a sling under (R1). (R1) reached out

and pinched (V4) in the inner thigh. (V4) then kicked
(R1) three times on the left hip. (V21) told (V4) she
needed to leave (R1's) room after (V4) kicked (R1).

(V4) said she kicked (R1) due to a reaction from (R1)
pinching (V4). (V4) kicked (R1) kind of hard and | felt

like three times was a little excessive. It was

physically abuse to (R1). (R1) was crying afterwards

and yelled, “Ouch! She (V4) kicked me! Get her out of
here!” (R1) was crying and appeared to be in pain.”

On 1/2/26 at 11:45 AM V24 (R1’'s Power of Attorney)
stated, “(V1/Administrator) called me and reported (R1)
was on the floor and a staff member reported to (V1)
that the other staff member kicked (R1). (R1) puts
himself on the floor at times. | have been really
stressed about the situation. | was told (R1) pinched
(V4) and (V4) kicked him back. (V4) and all the staff
should know how to deal with difficult residents. That
is why (R1) is there. (V4) should not have kicked (R1).
| feel like that is physical abuse and it would have
hurt (R1's) feelings and make (R1) cry, lash out, or
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try to defend himself. That has happened a few months
ago and since then (R1) has said to me “She is an
idiot” which | am guessing is referring to the staff
member that kicked (R1).”

On 1/2/26 at 12:22 PM V1 (Administrator) stated, “I

called (V4) with the intent to terminate (V4) for

acting inappropriate towards (R1). (R1) should have
reapproached when (R1) was agitated and should not have
kicked (R1). If (R1) was kicked three times that is
considered physical abuse, even though it was a

reaction from (R1) pinching (V4).”

On 1/2/26 at 12:26 PM V4 (Registered Nurse) stated, “On
11/1/25 | had a really rough day and was very busy.
When | went to (R1's) room sometime after lunch, (R1)
was wet and scooting on the floor which is not
abnormal. | had not worked on the unit for about a
month before that. (R1) was safe and sitting on a mat.

| asked the CNA'’s (V21 and V23) to help me, and | got a
(mechanical lift) sling to get (R1) off the floor. (R1)
pinched me and | brought my knee up and hit (R1) in the
left hip. (V21) started to yell at me, “You kicked him!

This is unsafe!” (R1) has behaviors and told me to go
away. Looking back with (R1’s) behaviors | should have
left (R1) on the mat. | know (R1) had a urinary tract
infection and was having behaviors.”

ngr
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