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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on interview and record review, the facility failed to ensure allegations of verbal abuse and 
mistreatment were reported to the Administrator and state agency within required timeframes for 3 of 5 
residents reviewed (Resident B, Resident D, and Resident H).Findings include:A report, dated 6/29/25, 
alleged Resident B and Resident H were involved when Certified Nurse Aid (CNA) 5 had yelled at the 
residents and not provided care according to their individual care plans. The report alleged the incidents had 
been reported to management, but nothing had been done. The report indicated Resident D had alleged 
physical abuse, reported to Human Resource staff instead of the Administrator or Director of Nursing (DON) 
per facility policy, and no investigation had allegedly been done.1.The report, dated 6/29/25, alleged on 
5/26/25, Resident B had wanted to have his brief changed and had been trying to get staff's attention. He 
had been seated in his wheelchair next to his bed. His call light was on the other side of the bed and out of 
his reach. Employee 2 indicated they had observed the call light out of the resident's reach, had turned the 
call light on and placed it on his overbed table in front of him. Approximately, 1 and 1/2 hours later, Employee 
2 returned to check on the resident. He indicated staff had not come to help him although his call light was 
turned off. Employee 2 turned the call light on again, verified it was on and working correctly, and told the 
resident they would be back to check on him. A half hour later, Employee 2 returned, observed the call light 
off and the call light moved out of the resident's reach. Resident B indicated staff had not yet assisted him to 
change his brief. Employee 2 summoned their supervisor (Employee 3) who went to the resident's room and 
waited for staff to provide the resident assistance. Employee 3 indicated they would report the incident.On 
7/16/25 at 12:43 P.M., Resident B's record was reviewed. Diagnoses included Parkinson's disease and 
dementia.A quarterly Minimum Data Set (MDS) assessment, dated 5/23/25, indicated the resident had no 
cognitive impairment. He had no behaviors or indicators of delirium. He required partial to maximal 
assistance with his activities of daily living (ADL) due to his Parkinson's disease symptoms.Care Plans 
indicated:5/26/25-Resident B required assistance with his ADL's and was able to make his needs known 
without difficulty. Interventions included: assist with dressing, toileting and transfers; and encourage the 
resident to use the call light to ask for assistance.5/26/25-The resident was incontinent of bowel and bladder 
and required assistance with incontinent care; he could usually recognize the urge to toilet but required 
assistance with toileting. Interventions included: change incontinent briefs frequently and assist to toilet 
frequently.On 7/16/25 at 11:05 A.M., Resident B's spouse was interviewed. She indicated she came to the 
facility every other day for long periods of time. When asked about staff, she indicated Resident B had 
multiple issues with CNA 5 for some time and had reported her last fall. She believed care from CNA 5 had 
improved but remained concerned with the call light placement and it not being placed within the resident's 
reach. She had witnessed this several times when CNA 5 cared for him. She indicated the resident was 
becoming more fearful due to increasing dependency from Parkinson's disease and he needed to have 
access to the call light to summon help from staff. On 7/16/25 at 1:56 P.M., the Clinical Nurse Leader (CNL), 
for the unit where all 3 residents resided, was interviewed. She indicated she had been made aware of 
resident's complaints about CNA 5. She spoke with CNA 5 about resident care but hadn't reported the 
complaints to the DON. When asked, the CNL indicated putting a resident's call light out of their reach or 
yelling at resident's could be considered abuse and she should have reported it.On 7/16/25 at 3:50 P.M., 
Employee 2 was interviewed. The employee indicated they had reported the concerns to the CNL due to the 
seriousness of resident's complaints and alleged lack of follow up. The employee indicated Resident B and 
his spouse had reported, CNA 5 had a rectangular shaped device in her pocket, pulled partly out and shown 
to the resident. CNA 5 allegedly told Resident B, they were recording him so he couldn't say anything about 
the CNA. On 7/17/25 at 10:45 A.M., Resident B was interviewed. He indicated having issues with CNA 5. 
The CNA was temperamental and never knew what kind of mood she would be in. He indicated 
approximately 1 month ago, CNA 5 had gotten really angry with him, had pulled his call light out from the 
socket and threw it against the wall. Around the same time, the CNA had shown him a device in her pocket 
and said she was recording him so he couldn't say things about her. He indicated there were times when 
CNA 5 would turn off his call light and leave the room without helping him or would place his call light out of 
his reach so he couldn't call for help. When questioned, he indicated he had not reported the incident with 
the recording device as he hadn't wanted the CNA to get mad at him.On 7/17/25 at 11:06 A.M., in an 
interview, Employee 3 indicated on 5/26/25, Employee 2 had reported Resident B had his call light turned off, 
placed out of his reach, and was not provided care as requested. Employee 3 went to the resident's room 
and turned on the call light. Employee 3 stayed in the room with Resident B until staff came in and assisted 
him to change. They indicated they had notified the CNL of the incident but hadn't been made aware of 
follow up. When asked, Employee 3 indicated, in the past, allegations of abuse were reported to the DON 
however, a new Administrator was employed at the facility and she had instructed all employees to notify her 
immediately of any allegations of abuse, neglect, mistreatment or any grievance which could be potential 
abuse.2. A report, dated 6/29/25, indicated Employee 2 had been told on 5/26/25, by Qualified Nurse Aid 
(QMA) 7, Resident D had been very agitated and reported CNA 5 had hit him. QMA 7 had allegedly reported 
Resident H's allegation to the Human Resource's (HR) office.On 7/17/25 at 1:55 P.M., Resident D's record 
was reviewed. Diagnoses included Parkinson's disease and dementia.A quarterly MDS Assessment, dated 
4/30/25, indicated Resident D had severely impaired cognition. Most days he felt down and depressed. He 
had no behaviors but was prescribed an antipsychotic medication to treat hallucinations caused by 
Parkinson's. He required partial to moderate assistance with his activities of daily living. Care Plans indicated 
Resident D had severely impaired cognition/memory due to dementia and required assistance with his 
ADL's. He was care planned for trauma care due to serving in the armed forces during war time. He had 
behaviors of yelling and wanting to get out of the facility.On 7/17/25 at 12:45 P.M., the DON was interviewed. 
She indicated neither HR staff nor any other staff had reported an allegation of abuse by Resident D. She 
had no knowledge of QMA 7 having concerns with the resident nor why the QMA would report an allegation 
to the HR department. QMA 7 was unavailable for interview.3. A report, dated 6/29/25, indicated Resident H 
alleged CNA 5 always yelled at her. CNA 5 was overheard telling the resident she (CNA 5) was done with 
their shit.On 7/17/25 at 2:19 P.M., Resident H's record was reviewed. Diagnoses included dementia, major 
depressive disorder, anxiety disorder, and mixed incontinence of bladder.A quarterly MDS assessment, 
dated 5/1/25, indicated a Brief Interview Mental Status score of 10-moderate cognitive impairment. Resident 
H had refused to answer all the BIMS questions to calculate her score nor would she answer questions 
regarding her mood. She had no indicators of delirium or behaviors. The resident required maximal 
assistance with transfers and toileting and was always incontinent of bowel and bladder.Care plans 
indicated:-5/2/25: Resident H had a diagnosis of dementia with short and long term memory deficits. She 
recently scored a 10 out 15 on her BIMS assessment due to refusing to participate in interviews.-5/2/25: 
Resident H had psychosocial well-being problems related to anxiety, depression and dementia. She was 
able to effectively make her needs known however tended to be easily annoyed with others and become 
agitated. She could be condescending during conversations and tended to keep to herself. Interventions 
included: provide encouragement; provide 1:1 visits frequently; continue sessions with counselor and monitor 
for symptoms of distress.-5/2/25: The resident was incontinent of bowel and bladder and required assistance 
with toileting. Resident H was able to recognize urges however would delay notifying staff of her need to 
transfer to the commode. Interventions included: assist her to toilet frequently.On 7/16/25 at 3:50 P.M., 
Employee 2 was interviewed. Employee 2 indicated Resident H could be antagonistic with staff but staff were 
trained to deal with behaviors and shouldn't yell or curse at residents. On 7/17/25 at 10:10 A.M., Resident H 
was interviewed. She appeared guarded and initially, annoyed at being asked questions. She indicated CNA 
5 always yelled at her and told her not to put her call light on. On 7/16/25 at 11:05 A.M., Resident M, 
identified as interviewable without cognitive impairment by the facility, was interviewed. The resident resided 
in the room next to Resident H. Resident M identified herself as a nurse for many years. She expressed 
much empathy for the staff due to work required to care for residents. When asked, she indicated regret at 
having to say she had overheard CNA 5 yell several times at Resident H.On 7/17/25 at 3:30 P.M., the 
Administrator and Director of Nursing were interviewed. The Administrator was new and hadn't been 
employed by the facility at the time the incidents allegedly occurred so was unable to provide further 
information. The Administrator indicated all staff had been educated on the abuse policy and chain of 
command for reporting. She was to be notified of any grievance which could indicate abuse or allegations of 
actual abuse immediately. The Director of Nursing indicated she was not notified of the incidents reported 
regarding Resident B, Resident D, or Resident H but should have been.A current facility policy, titled Abuse, 
Neglect, Exploitation Policy, was provided by the Administrator on 7/16/25 at 12:00 P.M., and indicated the 
following: Mistreatment means inappropriate treatment of resident .Verbal Abuse means the use of oral .
communication or sounds that willfully includes disparaging and derogatory terms to residents .Prevention of 
Abuse .The campus will implement policies and procedures to identify, correct, and intervene in situations in 
which abuse could occur .5. Verbal abuse overheard .7. Psychological abuse overheard 8. Failure to provide 
care needs such as comfort, safety .An immediate investigation is warranted when suspicion of abuse, 
neglect, or reports of abuse or neglect occur .Reporting of all alleged violations will be made to the 
Administrator and required agencies .a. Immediately but no later than 2 hours after the allegation is made, if 
the events that cause the allegation involve abuse or results in body injury or b. Not later than 24 hours if the 
events that cause the allegation do not involve abuse and do not result in serious bodily injury This Citation 
relates to Complaint 1229505.3.1-28(c)
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