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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
Electronic Health Record (EHR) review, resident interviews, family interviews, staff interviews and policy 
review the facility failed to provide dignity and respect when a nurse yelled at a resident about being outside 
of the facility and smoking on the sidewalk to 1 of 3 residents reviewed (Resident #1). The facility reported a 
census of 52 residents. Findings include: The Minimum Data Set (MDS) dated [DATE] for Resident #1 
documented a Brief Interview for Mental Status (BIMS) score of 15 indicating no cognitive impairment.On 
12/11/25 at 10:05 AM Resident #1's daughter explained staff were not allowed to take her mother outside to 
smoke if they were employed at the facility. Resident #1's daughter stated there was a situation where an 
employee took her mother outside to smoke and a nurse went outside and yelled at the nurse and the CNA. 
Resident #1 daughter said her mother does not need permission to smoke on the sidewalk. Resident #1's 
daughter explained that the sidewalk was not owned by the facility and was not part of the facility's property. 
Resident #1's daughter stated her mother can walk short distances on her own but will require one staff to 
walk her and one staff to push the wheelchair to follow. Resident #1's daughter stated Staff A, Certified 
Nurse Assistant (CNA) was the CNA that was outside with her mother during the incident. On 12/11/25 at 
2:12 PM Resident #1 stated had been at the facility since 7/24/25. Resident #1 stated some staff treat her 
good and some treat her bad. Resident #1 stated she goes outside and smokes with her daughter. Resident 
#1 stated she was told that she could not go out to smoke. Resident #1 said the staff are not allowed to push 
her outside. Resident #1 explained the staff are not allowed to take her outside, not when they are on break 
or when they are not working. Resident #1 said there was staff that got in trouble for taking her outside to 
smoke. Resident #1 said Staff A and Staff B, CNA got written up. Resident #1 explained she could smoke on 
the side walk out front. Resident #1 said the Administrator said that he does not like a lot of people smoking 
on the sidewalk. Resident #1 stated when Staff B and Staff A took her out to smoke, Staff C, Licensed 
Practical Nurse yelled at all of them. Resident #1 said Staff C was yelling at her out the door that she could 
not smoke out there. Resident #1 said she was upset about the incident but she was not scared of the nurse. 
Resident #1 said she felt bad because she was the reason the staff were yelled at. Resident #1 explained 
she felt Staff C did not give her dignity or respect when she yelled at her. Resident #1 stated she had very 
little interaction with Staff C prior to the incident or after the incident. On 12/11/25 at 2:58 PM Staff C, LPN 
stated if she heard anyone yelling at a resident she would be on them. Staff C explained she was the 
enforcer at the facility. Staff C stated she tried not to talk down to a resident. Staff C said she had never 
yelled at a resident but she might have been stern at times. Staff C stated 2 of the CNAs took a resident 
outside to smoke and she was loud when she went outside to talk to them but they had to hear her. Staff C 
stated the 3 of them were on the facility's sidewalk not the public sidewalk. Staff C stated she was more 
upset with the CNAs than the resident. Staff C stated she told the resident that the CNAs are not to be taking 
her out to smoke. Staff C stated she told the resident only her family could take the resident outside. Staff C 
explained the resident told her that the Administrator told her that she could smoke on the public sidewalk. 
Staff C stated the CNAs was Staff A and she did not remember the other CNAs name. Staff C said the 
Director of Nursing (DON) after it happened. Staff C explained the facility owned the whole sidewalk in front 
of the facility and she knew that because the facility used to load and unload right on the corner. On 12/15/25 
at 10:33 AM Staff A, CNA stated an incident occurred with Resident #1. Staff A explained Resident #1 had 
asked to be taken outside to smoke. Staff A stated she told Resident #1 over and over again that she could 
not. Staff A said Resident #1 then started crying and was told the other CNA was going to take her outside 
so Staff A took Resident #1 outside. Staff A explained that Staff C came outside and started yelling at her, 
Staff B and Resident #1. Staff A stated Resident #1 seemed upset that Staff C seemed angry when yelling at 
them and Resident #1. Staff A stated she was written up for taking Resident #1 outside to smoke and the 
write up was ripped up a week later. Staff A stated Staff D, Staff Development Coordinator destroyed the 
write up. Staff A stated she was told the staff are not supposed to take Resident #1 outside to smoke. Staff A 
stated Staff D stated there was no policy about staff taking Resident #1 outside to smoke. Staff A stated Staff 
D told her the staff just can't smoke with Resident #1. Staff A explained Resident #1 was and apologized for 
getting Staff A in trouble. Staff A stated there was no reason for Staff C to yell at the Resident #1. Staff A 
stated she did not report the incident to the administration. Staff A explained that Staff C did call the DON 
after the incident occurred. On 12/15/25 at 11:44 AM Staff B, CNA stated the Administrator and the DON 
said that staff can not take Resident #1 outside to smoke. Staff B stated she did not know what the rules 
about smoking outside were and does not know if the sidewalk is facility grounds. Staff B stated one time 
Resident #1 came up to the nurses station and Staff A took Resident #1 outside to smoke. Staff B said she 
opened the door for Resident #1 and Staff A. Staff B explained Resident #1 and Staff A went off the facility 
grounds. Staff A stated Staff C came out and told them they absolutely could not do that and they were going 
to be wrote up. Staff B explained Staff C said Resident #1 could not be outside smoking. Staff B stated Staff 
C was talking to them definitely in a stern voice and was not being very nice about it. Staff B said Staff C was 
talking in general to all 3 of them. Staff B explained Resident #1 said she was not on the property and she 
was on the sidewalk. Staff B stated Staff C said Resident #1 did not know what she was talking about and 
she had worked at the facility longer than the Administrator. Staff B stated Resident #1 did seem upset about 
the incident and possibly called her daughter. Staff B stated Resident #1 was upset because Staff B yelled at 
them. Staff B explained she did not see a reason staff would be yelling at a resident. Staff B stated she felt 
the administration knew because Staff C called the administration right away. Staff B stated she does not 
actually know what she is supposed to report to everybody. Staff B stated if she did see a staff yelling at a 
resident she felt she should report that incident. Staff B stated she did not notify the administration because 
she did not know if she was in the wrong in that incident. Staff B stated she felt Staff C was yelling more at 
the staff then the resident but she felt she probably should have reported the incident. Staff B stated she had 
taken the dependent adult abuse class at the facility. Staff B acknowledged she felt what she did was wrong 
and she should have reported the incident. On 12/15/25 at 4:18 PM Staff D, Staff Development Coordinator 
stated Staff A was written up but did not proceed with the write up. Staff D explained she was told by the 
administration to not proceed with the write up because the policies were conflicting. Staff D stated once all 
the information was processed they revoked the write up. Staff D stated the DON received notification from 
the charge nurse that Staff A had taken Resident #1 outside to smoke and DON spoke with Staff C. Staff D 
stated she did not talk to Resident #1 at all but believed that the DON talked to Resident #1 to tell her that 
staff could not take her outside to smoke. On 12/15/25 at 3:05 PM the DON stated there was no reason for 
any staff to be yelling at a resident. The DON said no staff had reported a staff yelled at a resident. The DON 
stated Resident #1 was to smoke across the street. The DON stated Resident #1 could not smoke on the 
sidewalk out front of the facility. The DON explained the city did not own the sidewalk out front. The DON 
stated there had been several concerns about Resident #1 smoking out front. The DON stated the staff can 
not take Resident #1 outside to smoke, not even if they are not on the clock. The DON explained staff not 
taking residents outside to smoke was part of the smoking policy. The DON then stated staff can not take 
residents outside to smoke but it is not in the policy. The DON stated one staff member was written up for 
taking Resident #1 outside to smoke. The DON stated it was Staff A that took Resident #1 outside to smoke. 
The DON stated Staff A had taken Resident #1 outside to smoke and they were smoking right outside the 
front door. The DON stated the on-call was notified and they called her. The DON stated she talked to Staff 
A and Staff A admitted that she did take Resident #1 outside. The DON stated she did not talk to Resident 
#1 during that incident. The DON explained it was only Staff A that she talked to. The DON stated she did 
not document the incident. On 12/15/25 at 4:28 PM the Administrator stated it does not specify in the policy 
that staff could not take the resident outside. The Administrator stated the lunch break was not on the clock 
but it puts risk on the facility for the staff to take the resident outside to smoke even when they are off the 
clock. The Administrator explained a friend or family member could take Resident #1 outside to smoke only if 
the friend is not a current employee at the facility. The Administrator explained if Resident #1 was on a 
sidewalk they are legally not on their property. The Administrator stated he had told staff that the sidewalk is 
not legally on their property. The Administrator acknowledged he did not know why the write up was taken 
away because there was no conflicting information. The Administrator acknowledged the incident was with 
Resident #1. The Administrator stated Resident #1 had been very apologetic about talking the staff into 
taking her outside to smoke. The Administrator said the incident was reported to them and the administration 
talked to Staff A and Staff A admitted to the situation. The Administrator stated there was no formal written 
investigation. The Administrator stated Staff C reported it to them. The Administrator stated the DON talked 
to Staff C about it. The Administrator explained Staff C was on duty that night. The Administrator said Staff C 
stated she told the staff not to take Resident #1 outside and they just continued outside. The Administrator 
stated he was not sure of the exact date the incident occurred. The Administrator stated he could not think of 
any incident where it would be appropriate for staff to yell at a resident unless they were in danger. The 
Administrator stated Staff A was going against what the staff were told. The Administrator acknowledged 
Staff C had to be delicate in handling the situation with the resident present. The Administrator explained 
when leadership is not in the building the charge nurse is in charge. The Administrator stated the charge 
nurse needed to make sure rules were being followed. The Administrator stated they would want the nurse to 
get the staff's attention but yelling at the staff would be unacceptable. The Administrator acknowledged that 
yelling at a resident would be seen as a dignity and respect issue. The Administrator stated when talked to 
Resident #1 the day after the incident there was no mention of the interaction with the nurse. The 
Administrator stated if there was a staff that yelled at a resident it should have been reported to the nurse 
and then passed on to the administration. Review of policy reviewed/revised on 12/11/24 titled, Resident 
Dignity documented the purpose of the policy was to maintain the dignity of all residents, to promote, 
encourage, support and enhance the residents' self-esteem, to promote a sense of self-worth and to assist 
with respecting and ensuring resident rights. The facility will promote care for residents in a manner and in an 
environment that maintains or enhances each resident's dignity and respect in full recognition of his or her 
individuality. The interdisciplinary team will assist all staff members in maintaining the dignity of every 
resident. Ideas for maintaining a resident's dignity may include, but not be limited to providing the resident 
with privacy during visits from family and friends and refraining from practices demeaning to residents.
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