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Marlborough Health & Rehabilitation Center 85 Stage Harbor Road
Marlborough, CT 06447

F 0550

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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** 47460

Based on clinical record review, facility documentation review, facility policy review, and interviews for one of 
three residents (Resident #1) reviewed for abuse, the facility failed to ensure a resident was treated with 
respect and dignity. The findings include:

Resident #1's diagnoses included dementia, anxiety and bipolar disorder. The quarterly MDS Minimum Data 
Set (MDS) assessment dated [DATE] identified that Resident #1 was alert and oriented, with no behaviors 
and required maximal assistance with ADLs. The Resident Care Plan (RCP) dated 6/26/2024 identified 
Resident #1 had an ADL self-care performance deficit related to weakness, cognitive impairment and 
dementia. Interventions directed assist with ADLs. 

Review of facility Reportable Events Form dated 9/4/2024 identified that while the ADNS was providing care 
to another resident across the hall from Resident #1, the ADNS overheard an aide tell the resident, I can say 
hi to whoever I want. Shut up! NA #1's written statement dated 9/4/2024 identified that he was walking into 
work and having a bad day, a resident said hello and the resident's roommate told him/her to be quiet and 
that only he/she could only talk to NA #1. NA #1 statement further indicated that he told the resident to shut 
up, and indicated he acted inappropriately; he was out of line to make the comment. 

The nursing note dated 9/4/2024 at 4:33 PM identified that the writer was assisting another resident across 
the hall from the resident's room when writer overheard a NA tell the resident I can say hi to whoever I want. 
Shut up! The NA was removed from the unit and sent home immediately. Psych provider was updated, and 
an evaluation was completed with resident. Resident expressed that being told to shut up did not make 
him/her feel good and emotional support was provided. 

Interview and facility documentation review on 9/26/2024 at 2:33 PM with NA #2 identified that she heard NA 
#1 tell Resident #1 to shut up. 

Interview, clinical record and facility documentation review on 9/26/2024 at 1:17 PM with ADNS identified 
that when she overheard NA #1, she asked him to come to her office and along with the DNS, obtained an 
interview with NA #1. The ADNS identified that NA #1 indicated he was having a stressful day and 
acknowledged that he should not have said shut up and that it had just come out.

(continued on next page)
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Marlborough Health & Rehabilitation Center 85 Stage Harbor Road
Marlborough, CT 06447

F 0550

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Interview, clinical record and facility documentation review on 9/26/2024 at 2 PM with the DNS identified NA 
#1 admitted he told Resident #1 to shut up and he realized that he was inappropriate. NA #1 was removed 
from the scheduled and his was terminated from the facility. 

Although attempted, interview with NA #1 was unsuccessful. 

Review of facility Code of Conduct directed in part, residents are treated with courtesy, respect, and dignity. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47460

Based on clinical record review, facility documentation review, facility policy review, and interviews for one of 
three residents (Resident #1) reviewed for abuse, the facility failed to ensure the clinical record was complete 
and accurate to include social service visits provided. The findings include:

Resident #1's diagnoses included dementia, anxiety and bipolar disorder. The quarterly MDS Minimum Data 
Set (MDS) assessment dated [DATE] identified that Resident #1 was alert and oriented, with no behaviors 
and required maximal assistance with ADLs. The Resident Care Plan (RCP) dated 6/26/2024 identified 
Resident #1 had an ADL self-care performance deficit related to weakness, cognitive impairment and 
dementia. Interventions directed assist with ADLs. 

Review of facility Reportable Events Form dated 9/4/2024 identified that while the ADNS was providing care 
to another resident across the hall from Resident #1, the ADNS overheard an aide tell the resident, I can say 
hi to whoever I want. Shut up! NA #1's written statement dated 9/4/2024 identified that he was walking into 
work and having a bad day, a resident said hello and the resident's roommate told him/her to be quiet and 
that only he/she could only talk to NA #1. NA #1 statement further indicated that he told the resident to shut 
up, and indicated he acted inappropriately; he was out of line to make the comment. 

Record review identified SW #1 saw Resident #1 on 9/4 and SW #2 saw Resident #1 on 9/5/2024 after the 
incident.

Interview and clinical record review with SW #1 on 9/26/2024 at 1:32 PM identified she saw Resident #1 on 
9/4/2024, and that SW #2 saw Resident #1 on 9/5/2024. She further indicated that she also provided support 
visits to Resident #1 on 9/5 and 9/6, and she did not document the visits. Interview failed to identify why the 
visits were not documented. 
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