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Honor the resident's right to a dignified existence, self-determination, communication, and to exercise
his or her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure dignity and respect were
maintained for six of six residents (1, 2, 3, 4, 5, 6) while providing care when:1. Certified Nursing
Assistant (CNA) 1 was rude and used a vulgar ( F) word when Resident 1 asked for assistance and
threw soiled towels and linens after care leaving stains on the wall.2. Resident 2 verbalized CNA 1
was rude and had an attitude when CNA 1 entered the room and stated, What do you want?3. Resident
3 verbalized CNA 1 would leave him wet all night and was rude and rough while changing him. 4.
Resident 4 verbalized he preferred not to ask CNA 1 for help because CNA 1 was rude and rough in her
patient care and would say, What the ?F.ck' do you want?5. Resident 5 verbalized she felt scared to
death and was observed crying, also stating that CNA 1 would glare at her when she asked for
anything. 6. Resident 7 verbalized CNA 1 would start care without explaining what was going to be
done and was rough when turning her, and treated her like an animal. As a result, this failure caused
the residents to feel that their needs were not met and felt disrespected and to cry because of the
fear of CNA 1, and to refuse care by CNA 1.Findings:1. A review of Resident 1's admission Record
indicated the resident was admitted to the facility on [DATE] with hemiplegia and hemiparesis
(conditions resulting from central nervous system damage that cause weakness or paralysis on one
side of the body) affecting left side of her body.A review of Resident 1's Minimum Data Set
Assessment (MDS, a comprehensive assessment tool) dated 12/1/25, indicated the resident's BIMS
(Brief Interview for Mental Status) was 15 out of 15, indicating the resident was cognitively intact (no
memory, focus, or judgment issues). 2. A review of Resident 2's admission Record indicated the
resident was admitted to the facility on [DATE] with hemiplegia and hemiparesis affecting her right
side of the body and moderate dementia.A review of Resident 2's Minimum Data Set assessment
dated [DATE], indicated the resident's BIMS was 3 out of 15, indicating the resident's cognition was
severely impaired.3. A review of Resident 3's admission Record indicated, the resident was admitted
to the facility on [DATE] with congestive heart failure (a chronic condition where the heart muscle is
too weak or stiff to pump blood efficiently) and muscle weakness.A review of Resident 3's Minimum
Data Set assessment dated [DATE], indicated the resident's BIMS was 12 out of 15, indicating the
resident's cognition was moderately impaired. 4. A review of Resident 4's admission Record indicated
the resident was admitted to the facility on [DATE] with quadriplegia (a form of paralysis that
causes the loss of movement and feeling in all four limbs and the torso) and pressure ulcers (an area
of damaged skin and tissue caused by prolonged pressure, friction, or shear, usually over bony areas
like the heels, hips, or tailbone).A review of Resident 4's Minimum Data Set assessment dated
[DATE], indicated the resident's BIMS was 10 out of 15, indicating the resident's cognition was
moderately impaired. 5. A review of Resident 5's admission Record indicated the resident was
admitted to the facility on [DATE] with hemiplegia and hemiparesis affecting left side of her body.A
review of Resident 5's Minimum Data Set assessment dated [DATE], indicated the resident's BIMS
was 13 out of 15, indicating the resident was cognitively intact. 6. A review of Resident 7's admission
Record indicated the resident was admitted to the facility on [DATE] with pressure ulcers and
(continued on next page)
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fracture of fifth cervical vertebra (one of the seven bony segments in the neck).A review of Resident
7's Minimum Data Set assessment dated [DATE], indicated the resident's BIMS was 15 out of 15,
indicating the resident was cognitively intact. On 2/18/26 at 2:34 P.M., an interview with Resident 1
was conducted. Resident 1 stated when CNA 1 comes into the room she would say What do you want?
your light is on. Resident 1 stated when she called for a brief change, CNA 1 checked the brief and
told her Don't fucking call if you're not wet when CNA 1 felt that Resident 1 was not wet enough to be
changed. Resident 1 stated that CNA 1 would throw soiled linens and towels on the floor, which left
stains on the wall. Resident 1 further stated that CNA 1 did not greet her or explain procedures before
starting. On 2/18/26 at 2:50 P.M., an interview was conducted with Resident 2. Resident 2 stated she
felt CNA 1 was rude, uncaring, and had an attitude. Resident 1 stated CNA 1 would treat her as if
passing you up as nothing. Resident 2 stated CNA 1 would say What do you want? upon entering her
room which made her feel disrespected. Furthermore, Resident 2 stated CNA 1 did not help assist her
with turning the TV and told her to Just turn it a little bit and walked out of the room. Resident 2
stated she felt she could not reach CNA 1 when she needed help. On 2/18/26 at 4:10 P.M., a follow-up
interview was conducted with Resident 1 and her daughter. Resident 1 stated CNA 1 was always
rude, and her actions made Resident 1 feel she was not heard and disrespected. Resident 1's
daughter stated she was worried that someone like CNA 1 was assigned to her mother and stated that
she was worried for the other residents who were more vulnerable. On 2/19/26 at 7:08 A.M., a phone
interview was conducted with CNA 1. CNA 1 denied the allegations. On 2/19/26 at 7:54 A.M., an
interview with Licensed Nurse (LN) 1 was conducted. LN 1 stated Resident 1 was quiet and sweet,
only calling for brief changes and pain meds at night, with very minimal calls for assistance. LN 1
stated Resident 1 was alert and that she has never heard Resident 1 making false accusations
regarding staff. LN 1 stated she did not want to work with CNA 1 because CNA 1's work performance
was not consistent and the way she spoke made staff feel uncomfortable. LN 1 stated staff should
not use profanity or act rudely toward residents. On 2/19/26 at 8:20 A.M., a phone interview was
conducted with CNA 2. CNA 2 stated CNA 1 was careless in performing resident care. On 2/19/26 at
11:55 A.M., a follow-up phone interview with LN 1 was conducted. LN 1 stated Resident 1's
experience should not have occurred. LN 1 stated Resident 3 refused to have CNA 1 assigned but did
not explain why. On 3/24/26 at 10:38 A.M, a phone interview with Charge Nurse (CN) was conducted.
CN stated she heard CNA 1 say what do you want while rounding. CN stated she observed CNA 1
demonstrated no compassion or empathy toward the residents. CN stated CNA 1 became very
defensive when given feedback about her patient care. CN stated CNA 1 wore a hoodie on her head,
and this scared Resident 2. CN stated it was important for the leadership to address CNA 1's
behavioral concerns to create a safe space for residents, as they should not feel fearful or
disrespected by staff. CN stated CNA 1 should never have been verbally abrasive or rough during
care. CN stated it was disheartening to hear her residents' experiences with CNA 1.A review of text
message conversations initiated by CN to notify the Director of Nursing (DON) and Director of Staff
Development (DSD) regarding CNA 1's behavioral concerns dated 1/5/26, 1/23/26, and 1/30/26,
indicated:On 1/5/26 at 11:12 A.M., CN reported, Big concern related to [CNA1], new NOC shift CNA.
[Resident 4], [Resident 5] Fears her, [Resident 7], [Resident 3], [Resident 1] say she is really
rude, she is rough when changing, tells them [Residents 1, 2, and 3] not to turn on [Call] light if she
has changed them once during shift. [Resident 7] is alert and ambulatory was told by her he can do
[what he asked her to do] for himself why is he calling, [resident 3] says she rude and rough doesn't
come for. [Resident 1] says she is rude and used a dirty washcloth after being changed to clean her
face or says she saw her use the dirty one. All these patients state they do NOT want her to provide
care at all. Please find a new home section for her. So, I can reassure my patients she will not be
back.DON response: This is not good. This is not the first time I had ask [sic] her and (name of staff)
one Sunday coz the pts were not changes [sic].CN : She [CNA 1] doesn't seem to care. I told her this
morning to remove the hood of sweater when providing care. [Resident 5] is terrified of her crying
(continued on next page)
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saying she's scared of her and she looks at her so mean when she asks for anything.DSD: Oh no, not
good at all.CN : Please do not assign her to (name of a unit) moving forward hall [sic] of her section
doesn't want her. The res are not able to say on their part but I can only imagine.On 1/23/26 at 10:25
A.M., CN reported, [Resident 2] stated that the Cna on doc [NOC] last night the black girl was really
rude to her. [Resident 2]'s words are she was a bitch. The sign in [folder with assignments for the
shift at the station] isn't there so I can say who it was. [Resident 2] is super forgetful so for her to
retain this morning and tell me says a lot.DSD: They're both black women last night.CN : She's
[Resident 2] in room [ROOM NUMBER].DSD: OK I'll follow up with the assignment.On 1/30/26 7:48
A.M., the text message indicated, The NOC SHIFT didn't get [Resident 6] up AGAIN [ Residents on
get up list are written on the board in the station and on the assignment sheet. He was the only get up
res in the morning for this section]. They already know that he is a daily and haven't been doing it.
This is becoming redundant with the Nov [NOC] shift staff. Is anything even being addressed. Feels
like it's a waste of time bringing issues up because nothing changes. He didn't get up yesterday d/t
WHEELCHAIR being washed otherwise he should be up. It's like we have to babysit adults. [CNA 1]
was assigned to that side. On 3/26/26 at 12:33 P.M., a follow up interview was conducted with CN to
clarify the contents of the texts.For the text sent on DON and DSD on 1/5/26:Resident 4 reported to
CN that CNA 1 was rude and rough, he preferred not to ask CNA 1 for help and would rather wait for
the morning shift to come to help him.Resident 5 was upset and crying and reported to CN that she
was scared to death, and that CNA 1 was assigned to her again and would glare at her.Resident 7
reported to CN that CNA 1 was really rough when turning her and would push her over side-to-side in
hurry and treated her like an animal. CNA 1 would not tell her the process of care.Resident 3 reported
to CN that CNA 1 would leave him in wet brief all night, he could not get CNA 1 change him.Resident 1
reported to the CN that CNA 1 wiped her face with a washcloth that had previously been used to clean
the resident's bottom. The resident expressed that she was appalled by this action. Furthermore,
Resident 1 reported experiencing rough care during turns by CNA 1. CN stated she heard CNA 1 say
what do you want to Resident 1 while making rounds. Resident 1 told CNA 1 to get out of her room as
soon as Resident 1 saw CNA 1. CNA 1 said she had already changed resident and turned off the call
light in the room and walked out. CN stayed behind with Resident 1 and heard what happened with the
washcloth. CN reported this to the DSD. CN stated the facility's protocol was to change their
residents' soiled brief as many times as they needed.CN stated she heard CNA 1 telling a resident,
Don't turn on the call light if you can do it yourself. CN stated she corrected CNA 1 on the spot but
could not recall CNA 1's response. The incident was reported to leadership. CN further noted that
during the following shift, CNA 1 was again wearing a hood on her head.CN stated her residents
should not have experienced any of what they reported to her and it was not a safe environment for
them. CN stated this was violation of the residents' dignity. CN stated CNA 1 was removed from her
unit after the incident on 1/30/26.CN stated she became upset when she saw CNA 1 working in
another unit. CN expressed concern that the facility continued to subject other residents to CNA 1,
and she feared for those who could not verbalize their concerns. On 4/1/26 at 11:48 A.M., a phone
interview was attempted with the DSD. The DON stated that the DSD left the facility a few weeks ago
and the DON is currently covering the position. On 4/1/26 at 2:25 P.M., an interview was conducted
with Resident 4, who stated that CNA 1 would say, What the fuck do you want? when called for help.
The resident stated that CNA 1 became upset when asked to bring items, making it difficult to receive
assistance. Furthermore, Resident 4 stated he had difficulty getting help with turning every two
hours, adding that CNA 1 did not seem to care about patient care and never returned to assist him.
Finally, the resident stated he had previously complained to the facility regarding CNA 1. On 4/1/26 at
3:05 P.M., an interview was conducted with LN 2. LN 2 stated staff must always introduce
themselves, ask what the resident's needs are, and explain the procedure before starting, even if the
residents were in vegetative condition. LN 2 stated CNA 1 should never have used profanity or tone of
aggression toward residents. On 4/3/26 at 11:50 A.M., an interview was conducted with the DON. The
(continued on next page)
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DON stated the residents have the right to exercise their rights as residents of the facility. After
hearing what some of the residents experienced with CNA 1, the DON acknowledged resident rights
were not protected when CNA 1 was not treating the residents with respect and dignity. The DON
stated CNA 1 should have treated the residents with not only respect and dignity but also should have
treated them as her own family.A review of facility policy titled Resident Rights, dated December
2016, indicated, .Employees shall treat all residents with kindness, respect, and dignity.1. Federal and
state laws guarantee certain basic rights to all residents of this facility. These rights include the
resident's right to: a. a dignifies existence, b. be treated with respect, kindness, and dignity, c. be free
from abuse, neglect, misappropriation of property, and exploitation.g. exercise his or her rights as a
resident of the facility and as a resident.
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