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F 000 INITIAL COMMENTS F 000

 On 1/22/25, an on-site visit was conducted at 
Madigan Estates for the purpose of investigating 
facility reported incident #ME00050245.  It was 
determined that Madigan Estates was not in 
substantial compliance with 42 CFR Part 483, 
Subpart B, Requirements for Long Term Care 
Facilities.

 

F 600 Free from Abuse and Neglect
CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and 
Exploitation
The resident has the right to be free from abuse, 
neglect, misappropriation of resident property, 
and exploitation as defined in this subpart.  This 
includes but is not limited to freedom from 
corporal punishment, involuntary seclusion and 
any physical or chemical restraint not required to 
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or 
physical abuse, corporal punishment, or 
involuntary seclusion;
This REQUIREMENT  is not met as evidenced 
by:

F 600
SS=D

 Based on record reviews, and interviews, the 
facility failed to ensure a resident was free from 
abuse for 1 of 1 residents reviewed for abuse 
(Resident #1 [R1]).

Findings:

On 1/22/25, a review of R1's clinical record 
indicated the following:
R1 was admitted on 10/17/24 with diagnoses 
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F 600 Continued From page 1 F 600
including mild dementia without behavioral 
disturbances and reduced mobility.  On 10/23/24, 
R1 had a Brief Interview for Mental Status which 
indicated intact cognition.  On 1/11/25 nurse 
notes indicate noises were heard coming from 
R1's room.  "Resident stated that [CNA1] threw 
resident against the wall.  [CNA1] was irritable 
and confused at the time of the incident ... 
Assessed for injuries ... Large skin tear noted to 
left forearm about four inches long and two 
inches wide."
The Monitor for Behavioral Symptoms indicated 
the resident has not exhibited aggressive 
behaviors before or after this incident.

On 1/22/25, a review of facility records indicated 
the following:
According to the facility's Reportable Incident 
forms, R1 stated to the Supervisor on 1/11/25 at 
2:20 a.m., that CNA1 threw him into a wall 
resulting in a skin tear measuring 4 inches long 
by 2 inches wide.  During the investigation the 
supervisor stated she heard banging and when 
she arrived to the room CNA1 left the scene 
frustrated and stated "[CNA1] seems to be easily 
frustrated by residents."   
Review of CNA1's employee file revealed 
documents written by CNA1 expressing animosity 
towards residents and the facility.  Following  a 
previous allegation of abuse, CNA1 was placed 
on an Employee Assistance Program to help with 
stress management and had frequent evaluations 
that consistently indicated goals to improve upon 
attitude towards residents and facility.
The facility terminated CNA1 as a result of the 
accumulation of these concerns.

On 1/22/25 at 10:35 am, during an interview with 
a surveyor, R1 stated after assisting with 
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F 600 Continued From page 2 F 600
incontinence care in the bathroom, CNA1 had not 
pulled up this brief and pants all the way.  R1 
stated he kept asking and telling CNA1 to pull 
them up, but CNA1 insisted R1 pull up their own 
brief.  R1 stated he/she would not let go of the 
walker for fear of falling.  R1 stated CNA1 threw a 
tantrum and "grabbed me and threw me into the 
wall."  R1 stated he/she pushed back and CNA1 
ran out of the bathroom.  R1 repeatedly 
expressed fear of his family finding out and about 
CNA1 being assigned to care for R1 in the future.  
On finding out CNA1 no longer worked for the 
facility, R1 appeared physically and 
psychologically relieved, and asked "really, he's 
gone for good?" multiple times for confirmation.

On 1/22/25 at 11:45 a.m., in an interview with a 
surveyor, the Unit Manager (UM) stated she 
interviewed R1 on 1/13/25.  At that time R1's 
recollection of events was consistent with his 
statements to the Supervisor on 1/11/25 and to 
the surveyor on 1/22/25.

On 1/23/25 at 9:11 a.m., during an interview with 
a surveyor, CNA1 indicated they argued over 
R1's brief as CNA1 insisted it was clean and R1 
insisted it was dirty.  CNA1 stated when he pulled 
up R1's pants, R1 started to yell out and swung 
his arm back knocking CNA1 into the wall.  CNA1 
stated he noticed the skin tear, left the bathroom 
and went to the Supervisor to explain what 
happened, told her about the skin tear, and stated 
"I'm gonna remove myself from the situation I 
haven't had a break yet I'm going to go take my 
break."   CNA1 stated, "I just walked back and 
forth just you know trying to relax any chaos that's 
going on like in my head and worried about 
everything going on I did a couple little breathing 
exercises that I know and went and sat down for 
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F 600 Continued From page 3 F 600
1/2 hour."

On 1/24/25 at 11:00 a.m., during an interview with  
surveyor, CNA2 stated prior to the incident CNA1 
had filed a request to not be on the same unit as 
another resident was too demanding.  CNA2 
stated he/she recently assisted R1 to the 
bathroom to urinate, and R1 requested 
assistance with aiming as he/she did not want to 
let go of the walker.  CNA2 stated the bathrooms 
are small and if a CNA is squatting to assist with 
pulling up a brief the distance to fall back to the 
wall would only be about a foot.  CNA2 also 
stated, on the night of the incident, CNA1 claimed 
R1 had lost his/her balance resulting in a skin 
tear.

On 1/25/25 at 2:00 p.m., during an interview with 
the surveyor, the Supervisor stated she heard 
arguing and heard a bunch of banging, so she 
went running to investigate. CNA1 came out 
frustrated and left.  At that time R1 stated CNA1 
pushed him/her into the wall.  The Supervisor 
stated CNA1 did not stop to talk to her and "I 
didn't want to make him more mad or I didn't want 
to frustrate him more so I just let him you know 
de-escalate himself too".  The supervisor stated 
R1 didn't take long to de-escalate and settled 
quickly after the incident.  The supervisor stated 
the note indicating CNA1 was confused at the 
time was because he was unsure of what 
happened and did not know how the skin tear 
occurred.  The Supervisor stated, after providing 
wound care and settling R1 down, she texted 
CNA1 to check on him.  CNA1's text response 
identified R1 in a derogatory manner and 
expressed animosity toward him.

On 1/31/25 at 10:55 a.m., during an interview with 
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F 600 Continued From page 4 F 600
the Director of Nursing, a surveyor confirmed that 
after reviewing all the evidence associated with 
this incident, abuse was substantiated.
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