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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
observations, record review and interviews, the facility failed to provide resident care in a dignified
and respectful manner for one (#1) of four residents reviewed for dignity out of 10 sample
residents.Specifically, the facility failed to ensure that Resident #1 was allowed to sit on the floor per
his request.Findings include:Record review and interviews confirmed the facility corrected the
deficient practice prior to the onsite investigation on 4/27/26, 4/28/26, and 4/29/26, resulting in the
deficiency being cited as past noncompliance with a correction date of 3/13/26.I. Situation of lack of
dignityOn 3/12/26 at approximately 11:40 p.m. Resident #1, who lived on the second floor of the
facility, was in his wheelchair on the first floor of the building. Staff observed Resident #1 slide out of
his wheelchair to sit on the ground, according to his own wishes. When staff asked to assist Resident
#1 to get back into his wheelchair, Resident #1 refused. At 11:45 p.m. licensed practical nurse (LPN)
#1 told certified nurse aide (CNA) #3 to contact CNA #2 to come help put Resident #1 back into his
wheelchair. LPN #1 told CNA #2 and CNA #3 to place a blanket underneath Resident #1 so that he
could be dragged while he laid on the blanket because he would not get in his wheelchair. Resident #1
said I tried to fight them like crazy. CNA #3 approached the resident's back and put their arms under
his armpits. CNA #2 held the resident's pants at his ankles, while LPN #1 pulled on the blanket with
Resident #1 on it. The three staff members then dragged the blanket onto the elevator with the
resident on the blanket. When the elevator reached the second floor, the staff members pulled
Resident #1 off the elevator and onto the second floor, where he lived. When Resident #1 was on the
blanket on the second floor, he agreed to have two staff members help him sit in his wheelchair. -LPN
#1, CNA #2 and CNA #3 failed to treat Resident #1 with dignity and respect by not allowing to remain
seated on the floor, per his resident right, and dragging him across the floor on a blanket to the
second floor.On 3/13/26 Resident #1 told the nursing home administrator (NHA) about the incident
that occurred on 3/12/26. Resident #1 told the NHA that he had wanted to sit on the floor. The NHA
reviewed the facility's video surveillance footage, which revealed Resident #1 had been dragged
across the floor to the elevator and onto the second floor by LPN #1, CNA #2 and CNA #3.II. Facility
plan of correctionOn 3/13/26 the NHA and the facility's management team met to develop a plan of
action in response to Resident #1's lack of dignity situation, in order to ensure safety and dignity for
all of the residents in the facility.A. Immediate actionOn 3/13/26 all three staff members (LPN #1,
CNA #2 and CNA #3) were suspended immediately pending an investigation. Resident #1 had a fall
protocol initiated, a skin assessment was given and a trauma interview was provided. B. Identification
of other residentsOn 3/13/26 all residents in the facility were interviewed to assess any concerns
related to resident rights, safety, dignity and safe practices. All staff members who worked the night
of 3/12/26 (staff not involved in the incident) were interviewed as part of the investigation.C.
Systemic changeOn 3/13/26 all staff were educated on the following, with all staff notified that
education must be completed before working in the facility: -Fall policy/management
training;-Competency of using lifts and the sit to standing position lifts;-Abuse and Mandatory
reporting in the facility training;-Resident Rights training;-CNA - Safely Moving Residents - lifting and
(continued on next page)
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transferring; and, -Reporting incidents on time, (including) fall and abuse, chain of command,
compliance line. D. Monitoring The NHA would be responsible for monitoring.The CCO (chief clinical
officer)/designee in conjunction with the interdisciplinary team (IDT) would review progress notes
and behavior monitoring daily Monday through Friday.The DON (director of nursing)/designee would
conduct random observations of staff assisting residents with transfers to ensure that transfer
instructions in resident care plans were being followed during care delivery.All incident reports and
fall documentation would be reviewed by the DON/designee to ensure timely reporting per facility
policy.The SSD (social service director)/designee would conduct random rounds with residents to
ensure residents felt safe and received their care in a dignified manner.Monitoring would continue for
a minimum of 90 days or until substantial compliance was achieved.A monthly review in the QAPI
(quality assurance and performance improvement) committee would continue until substantial
compliance was achieved, or 90 days.The above corrective actions and monitoring began on
3/13/26.III. Facility policy and procedureThe Dignity policy, revised February 2021, was provided by
the clinical resource (CR) #2 on 4/29/26 at 12:30 p.m., via email. It revealed in pertinent part, Each
resident shall be cared for in a manner that promotes and enhances his or her sense of well-being,
level of satisfaction with life, and feelings of self-worth and self-esteem. Residents are treated with
dignity and respect at all times. The facility culture supports dignity and respect for residents by
honoring resident goals, choices, preferences, values and beliefs. This begins with the initial
admission and continues throughout the resident's facility stay. Individual needs and preferences of
the resident are identified through the assessment process. Residents may exercise their rights
without interference, coercion, discrimination or reprisal from any person or entity associated with
this facility. Demeaning practices and standards of care that compromise dignity are prohibited. Staff
are expected to promote dignity and assist residents. Staff are expected to treat cognitively impaired
residents with dignity and sensitivity; for example, addressing the underlying motives or root causes
for behavior; and not challenging or contradicting the resident's beliefs or statements.IV. Resident
#1A. Resident statusResident #1, age [AGE], was admitted on [DATE]. According to the April 2026
computerized physician orders (CPO), diagnoses included Parkinson's disease, depression,
unspecified intellectual disabilities, traumatic brain injury (TBI), seizures and chronic kidney disease
stage 3.The 1/21/26 minimum data set (MDS) assessment revealed the resident had severe cognitive
impairments with a brief interview for mental status (BIMS) score of three out of 15. The resident had
continuous disorganized thinking and inattention. The resident was able to self-ambulate in a
wheelchair. B.Resident interviewResident #1 was interviewed on 4/29/26. Resident #1 said he
remembered the day the staff pulled him on a blanket. Resident #1 said he tried to fight them like
crazy. He said the staff members got a sheet or blanket to put him on and dragged him. He said he did
not like it.C. Record reviewThe fall care plan, initiated 1/17/26, documented Resident #1 was a high
fall risk. Resident #1's fall interventions were to educate Resident #1 as needed on transfer safety,
transfer recommendations and to ask for staff assistance as needed.The 2/20/25 fall care plan goal
revealed Resident #1 was to be treated with dignity and autonomy, and that was to be maintained at
the highest level.The 3/13/26 trauma assessment (conducted the day after the incident) revealed
Resident #1 had not had a traumatic event as a result of the incident on 3/12/26. The nursing
progress note, dated 3/13/26 at 7:01 a.m. (the day after the incident) and written by LPN #1,
documented Resident #1 remained on the first floor until 11:00 p.m. (3/12/26) and the resident
refused to talk with staff, refused care from staff, declined snacks, fluids and redirection. Resident #1
was provided education with difficulty.-However, the note failed to document how Resident #1 was
relocated to the second floor by LPN #1, CNA #2 and CNA #3 (see situation above). V. Staff
interviewsThe NHA and clinical resource #2 were interviewed together on 4/28/26 at 11:30 a.m. The
NHA and clinical resource #2 said due to the situation with Resident #1 having been pulled on a
blanket instead of Resident #1 being provided with his right to sit on the floor, an investigation
immediately began (on 3/13/26). The NHA said the day after the incident (on 3/13/26), Resident #1
(continued on next page)
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came to her and told her how he was dragged across the floor on a blanket because he would not get
back in his wheelchair. The NHA said shortly after Resident #1 told her what happened, CNA #2 came
to her to tell her what had happened. The NHA said CNA #2 told her the same story and details that
Resident #1 told her. The NHA said CNA #2 told the NHA that she knew better, and she had been
trained to let a resident sit on the floor if that was what the resident wanted to do. The NHA said the
IDT was immediately notified to begin an investigation into the incident. The NHA said all three staff
members involved (LPN #1, CNA #2 and CNA #3) in the incident were suspended pending the
investigation. Clinical resource #2 said staff education began immediately on 3/13/26, with no staff
members being allowed to work a shift until they had completed the education. CNA #2 was
interviewed on 4/29/26 at 12:00 p.m. CNA #2 said she worked the night shift 3/12/26 on the second
floor. She said at approximately 11:45 p.m. LPN #1 asked CNA #3 to come and get her (CNA #2) to
come help to get Resident #1 up into his wheelchair. CNA #2 said she and CNA #3 went to the first
floor and expected to help with a two-person transfer to lift Resident #1 up and place him back into
his wheelchair. CNA #2 said they thought the staff wanted CNA #2 because Resident #1 liked her.
CNA #2 said Resident #1 was seated on the floor. CNA #2 said LPN #1 told CNA #2 that Resident #1
slid out of his chair, sat on the floor but did not fall. CNA #2 said the other two staff members (CNA #3
and LPN #1) retrieved a blanket to put under Resident #1 as he sat on the floor, and they moved him
from side to side to get the blanket under him. CNA #2 said LPN #1 instructed CNA #3 to move to
Resident #1's back side and put her arms through his arm pits as he sat on the blanket. CNA #2 said
she was told by LPN #1 to grab the resident's pants at his ankles. CNA #2 said Resident #1 scratched
both LPN #1 and CNA #3's arms, but CNA #2 pulled away and did not get scratched. CNA #2 said
Resident #1 was somewhat reclined as he was pulled across the floor and onto the elevator. CNA #2
said she knew what had happened was not how they were trained to care for the residents.CNA #2
said LPN #1 yelled at her and CNA #3 to pull the blanket towards the elevator, and instructed them to
pull him into the elevator along with the help of LPN #1. CNA #2 said when the elevator stopped at the
second floor, LPN #1 instructed the CNAs to pull the resident off the elevator. CNA #2 said at that
time, Resident #1 was asked if it was okay to put him in his wheelchair, to which he responded yes.
CNA #2 said they went back downstairs to get his wheelchair, and then CNA #2 and CNA #3 performed
a two-person transfer under his arms to lift Resident #1 off of the floor and back into this wheelchair.
CNA #2 said she did what LPN #1 told her because in the moment, LPN #1 yelled at the CNAs. CNA #2
said she did not report the incident to the supervisor on duty that night, who was on another floor,
because CNA #2 was afraid of retaliation from LPN #1. CNA #2 said Resident #1 seemed calm after he
was back in his wheelchair. CNA #2 said she knew it was wrong and she felt bad because the
residents had rights. CNA #2 said Resident #1 should have been allowed to sit on the floor and the
staff should have checked on him. She said she felt badly for not respecting his rights. She said she
went to the NHA the next day (on 3/13/26) and told the NHA what had happened. The NHA was
interviewed again on 4/29/26 at 1:00 p.m. The NHA said most of the incident with Resident #1 was
verified by the facility's video footage that she reviewed. The NHA said CNA #2 was re-educated and
was kept on staff, but the other two staff members (LPN #1 and CNA #3) involved in the incident
were terminated. The NHA said no other incidents of that type had happened since the incident with
Resident #1.
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