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

35434

Based on clinical record review, policy review, and staff and resident interviews, the facility failed to ensure 
staff treated residents with dignity and respect for 1 of 1 residents reviewed for dignity (Resident #45). The 
facility reported a census of 57 residents.

Findings include:

1. The Annual Minimum Data Set(MDS) assessment tool, dated 1/12/24, listed diagnoses for Resident #45 
which included anxiety, heart failure, and post-polio syndrome. The MDS reported he had upper extremity 
impairment on one side and lower extremity impairment on both sides. The MDS stated he required 
partial/moderate assistance with upper body dressing and rolling and substantial/maximal assistance with 
toileting, hygiene, showering, and lower body dressing, and was dependent on staff for taking off foot wear. 
The MDS listed the resident's Brief Interview for Mental Status(BIMS) score as 15 out of 15, which indicated 
intact cognition. 

The facility policy Vulnerable Adult Abuse Prevention Plan, modified January 2023, stated the facility would 
provide services of the highest quality to promote dignity and holistic well being. 

1/11/23 Care Plan entries stated the resident had an activities of daily living(ADL) self-care performance 
deficit related to weakness, impaired range of motion, and post-polio syndrome. The Care Plan documented 
the resident required the assistance of 1 staff for dressing, grooming, and hygiene.

7/6/23 Care Plan entries stated the resident had the potential for a psychosocial well being problem related 
to the need for long term care placement, anxiety and physical limitations. The Care Plan directed staff to 
allow the resident time to answer questions to verbalize feelings, perceptions, and fears. 

The 1/17/24 facility Daily Assignment Sheet documented Staff J agency Certified Nursing Assistant(CNA) 
and Staff K agency CNA worked the evening shift.

The 1/18/24 facility Daily Assignment Sheet documented Staff I, CNA worked the day shift. Staff J's name is 
on the schedule for the evening shift but had a line through it.

The 1/19/24 Daily Assignment Sheet documented Staff K worked the evening shift.
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In a 1/19/24 3:42 p.m. email to the facility from Resident #45, the resident stated he had a very bad 
experience with two agency CNAs on 1/17/24. He stated that they tried to take his brace off without unlacing 
first and he yelled and told them to unlace his shoes first and then pull them off but they did not. He stated 
they kept pulling and yanking until he thought his ankles were going to break. He stated one of the aides 
looked down at his leg and said eeeooo, what happened to your leg?. He stated they had no respect for him 
and behaved as if they were extremely hurried. 

On 4/9/24 at 9:36 a.m., Resident #45 reported he had two agency CNAs that took care of him and were 
horrible. He stated they were unbelievably rough and he asked them to slow down. He stated they twisted 
his shoes in order to get them off and stated one of the CNA's looked at his leg and said ew, what happened 
to your leg?. He said he told them to get out. He stated the next day one of them came back and was 
swearing and accused Staff B Licensed Practical Nurse(LPN) of pushing her up against the wall and then 
called the police to report Staff B. 

In a subsequent interview on 4/10/24 at 10:46 a.m., the resident stated when the two staff members were 
trying to take his shoes off, it hurt and he even had pain in the left ankle the next day. He stated they hurt 
both of his feet and continued after he told them to stop. He stated they also hurt his left leg when they were 
taking his brace off and would not let him explain how to do things. He said he felt scared and frightened and 
said he did not feel like they hurt him deliberately but they would not listen. He said the next night one of the 
CNAs came back to the facility to work and the night after that the other came back to the facility to work. He 
stated he reported his concerns with the care to Staff H CNA on the night the police were called to the facility.

On 4/10/24 at 3:26 p.m. Staff H CNA stated the resident reported to her when two female staff members took 
his shoes off, they were rough. She stated he told her about it the next day and she was pretty sure she told 
the nurse.

On 4/10/24 at 4:07 p.m., Staff I CNA stated that when she came on to her shift on 1/18/24 the resident 
reported he was treated terribly the night before. He stated he was glad to see her and he had the worst 
aides who made fun of him, wound not listen to him, and hurt him. Staff I stated the resident described the 
staff members as African American females who were agency staff. Staff I stated she did not report this but 
kept the information that he told her in her mind. Staff I stated the resident told her this around 7:30-8:00 a.m. 
and later in her shift there was an agency staff member(Staff J CNA) who would not assist Staff B LPN with a 
resident transfer. Staff I stated Staff B and Staff J got into a verbal altercation and Staff J was using profane 
language. She stated the facility ended up asking Staff J to leave the facility and Staff J ended up calling the 
police to report Staff B for assault. Staff I stated in the midst of this altercation, the dots all connected and 
she wondered if Staff J was one of the staff members the resident had complained about to her earlier in the 
day. Staff I stated prior to Staff J leaving the facility she(Staff I) took her(Staff J's) picture at 5:27 p.m. and 
then showed it to the resident. Staff I stated the resident confirmed this was one of the staff members who 
mistreated him the night before. 

In a phone interview on 4/11/24 at 8:30 a.m., Staff J CNA stated she worked with the resident one night and 
had no problems with him other than accidentally dropping his leg down on the bed when they tried to take 
his brace off. She stated nothing was said about the situation until the next day when a resident's call light 
was going off and she was feeding. She stated a nurse was rude with her and she ended up calling her 
agency and they told her to leave the facility. 
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In a phone interview on 4/11/24 at 8:42 a.m., Staff K CNA stated she assisted Staff J in helping the resident 
to bed. She stated as they pulled his leg over, his leg dropped on the bed by accident but stated nothing else 
occurred during the cares. She stated she did not hear anything else about the situation until 2 days later 
during her shift when she was feeding dinner when they told her she had to leave the facility. 

On 4/11/24 at 2:49 p.m., the Clinical Administrator stated the facility would report allegations of abuse within 
2 hours and she expected staff to treat residents with kindness. She stated as soon as she received the 
email from the resident, she acted. She stated she was not aware that the resident reported the allegation to 
a staff member prior to this. 

On 4/15/24 at 12:37 p.m., the Clinical Administrator stated alleged perpetrators of abuse should be 
separated from residents immediately. 
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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Based on clinical record review, policy review, and staff and resident interviews, the facility failed to report an 
allegation of abuse in a timely manner to the State Agency for 1 of 2 residents reviewed for abuse (Resident 
#45). The facility reported a census of 57 residents.

Findings include:

1. The Annual Minimum Data Set (MDS) assessment tool, dated 1/12/24, listed diagnoses for Resident #45 
which included anxiety, heart failure, and post-polio syndrome. The MDS stated he had upper extremity 
impairment on one side and lower extremity impairment on both sides. The MDS stated he required 
partial/moderate assistance with upper body dressing and rolling and substantial/maximal assistance with 
toileting, hygiene, showering, and lower body dressing, and was dependent on staff for taking off foot wear. 
The MDS listed the resident's Brief Interview for Mental Status(BIMS) score as 15 out of 15, which indicated 
intact cognition. 

The facility policy Vulnerable Adult Abuse Prevention Plan, modified January 2023, stated the facility would 
provide services of the highest quality to promote dignity and holistic well-being. The policy listed an 
objective as to protect each resident from abuse by care givers. The policy stated residents had the right to 
be free from abuse and stated in the event of suspected maltreatment residents would be immediately 
assessed and separated from the alleged perpetrator to ensure safety. The policy stated once abuse was 
suspected or identified the facility would conduct a thorough investigation of the alleged violation and stated 
in the event of suspected maltreatment, the needs of the resident would be immediately assessed and 
separated from the alleged perpetrator to ensure the resident's safety. The policy stated the facility would 
report instances of maltreatment immediately and initiate an investigation. 

1/11/23 Care Plan entries stated the resident had an activities of daily living (ADL) self-care performance 
deficit related to weakness, impaired range of motion, and post-polio syndrome. The Care Plan documented 
the resident required the assistance of 1 staff for dressing, grooming, and hygiene.

7/6/23 Care Plan entries stated the resident had the potential for a psychosocial well-being problem related 
to the need for long term care placement, anxiety, and physical limitations. The Care Plan directed staff to 
allow the resident time to answer questions to verbalize feelings, perceptions, and fears. 

The 1/17/24 facility Daily Assignment Sheet documented Staff J agency Certified Nursing Assistant (CNA) 
and Staff K agency CNA worked the evening shift.

The 1/18/24 facility Daily Assignment Sheet documented Staff I CNA worked the day shift. Staff J's name is 
on the schedule for the evening shift but had a line through it.

The 1/19/24 Daily Assignment Sheet documented Staff K worked the evening shift.
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In a 1/19/24 3:42 p.m. email to the facility from the Resident #45, the resident stated he had a very bad 
experience with two agency CNAs on 1/17/24. He stated that they tried to take his brace off without unlacing 
first and he yelled and told them to unlace his shoes first and then pull them off but they did not. He stated 
they kept pulling and yanking until he thought his ankles were going to break. He stated one of the aides 
looked down at his leg and said eeeooo, what happened to your leg?. He stated they had no respect for him 
and behaved as if they were extremely hurried. 

On 4/9/24 at 9:36 a.m., Resident #45 stated he had two agency CNAs that took care of him and were 
horrible. He stated they were unbelievably rough and he asked them to slow down. He stated they twisted 
his shoes in order to get them off and stated one of the CNA's looked at his leg and said ew, what happened 
to your leg?. He said he told them to get out. He stated the next day one of them came back and was 
swearing and accused Staff B Licensed Practical Nurse (LPN) of pushing her up against the wall and then 
called the police to report Staff B. 

In a subsequent interview on 4/10/24 at 10:46 a.m., the resident stated when the two staff members were 
trying to take his shoes off, it hurt and he even had pain in the left ankle the next day. He stated they hurt 
both of his feet and continued after he told them to stop. He stated they also hurt his left leg when they were 
taking his brace off and would not let him explain how to do things. He said he felt scared and frightened and 
said he did not feel like they hurt him deliberately but they would not listen. He said the next night one of the 
CNAs came back to the facility to work and the night after that the other came back to the facility to work. He 
stated he reported his concerns with the care to Staff H CNA on the night the police were called to the facility.

On 4/10/24 at 3:26 p.m. Staff H CNA stated the resident reported to her when two female staff members took 
his shoes off, they were rough. She stated he told her about it the next day and she was pretty sure she told 
the nurse.

On 4/10/24 at 4:07 p.m., Staff I CNA stated that when she came on to her shift on 1/18/24 the resident 
reported he was treated terribly the night before. He stated he was glad to see her and he had the worst 
aides who made fun of him, wound not listen to him, and hurt him. Staff I stated the resident described the 
staff members as African American females who were agency staff. Staff I stated she did not report this but 
kept the information that he told her in her mind. Staff I stated the resident told her this around 7:30-8:00 a.m. 
and later in her shift there was an agency staff member(Staff J CNA) who would not assist Staff B LPN with a 
resident transfer. Staff I stated Staff B and Staff J got into a verbal altercation and Staff J was using profane 
language. She stated the facility ended up asking Staff J to leave the facility and Staff J ended up calling the 
police to report Staff B for assault. Staff I stated in the midst of this altercation, the dots all connected and 
she wondered if Staff J was one of the staff members the resident had complained about to her earlier in the 
day. Staff I stated prior to Staff J leaving the facility she Staff I took her (Staff J's) picture at 5:27 p.m. and 
then showed it to the resident. Staff I stated the resident confirmed this was one of the staff members who 
mistreated him the night before. 

In a phone interview on 4/11/24 at 8:30 a.m., Staff J CNA stated she worked with the resident one night and 
had no problems with him other than accidentally dropping his leg down on the bed when they tried to take 
his brace off. She stated nothing was said about the situation until the next day when a resident's call light 
was going off and she was feeding. She stated a nurse was rude with her and she ended up calling her 
agency and they told her to leave the facility. 
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In a phone interview on 4/11/24 at 8:42 a.m., Staff K CNA stated she assisted Staff J in helping the resident 
to bed. She stated as they pulled his leg over, his leg dropped on the bed by accident but stated nothing else 
occurred during the cares. She stated she did not hear anything else about the situation until 2 days later 
during her shift when she was feeding dinner when they told her she had to leave the facility. 

On 4/11/24 at 2:49 p.m., the Clinical Administrator stated the facility would report allegations of abuse within 
2 hours and she expected staff to treat residents with kindness. She stated as soon as she received the 
email from the resident, she acted. She stated she was not aware that the resident reported the allegation to 
a staff member prior to this. 

On 4/15/24 at 12:37 p.m., the Clinical Administrator stated alleged perpetrators of abuse should be 
separated from residents immediately. 

The facility lacked documentation they reported the incident to the State Agency prior to 1/19/24. 
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Based on clinical record review, policy review, and staff and resident interviews, the facility failed to initiate 
an abuse investigation and failed to separate residents from alleged perpetrators of abuse in a timely manner 
after staff became aware of a resident report of maltreatment for 1 of 2 residents reviewed for abuse 
(Resident #45). The facility reported a census of 57 residents.

Findings include:

1. The Annual Minimum Data Set (MDS) assessment tool, dated 1/12/24, listed diagnoses for Resident #45 
which included anxiety, heart failure, and post-polio syndrome. The MDS stated he had upper extremity 
impairment on one side and lower extremity impairment on both sides. The MDS stated he required 
partial/moderate assistance with upper body dressing and rolling and substantial/maximal assistance with 
toileting, hygiene, showering, and lower body dressing, and was dependent on staff for taking off foot wear. 
The MDS listed the resident's Brief Interview for Mental Status (BIMS) score as 15 out of 15, which indicated 
intact cognition. 

The facility policy Vulnerable Adult Abuse Prevention Plan, modified January 2023, stated the facility would 
provide services of the highest quality to promote dignity and holistic well-being. The policy listed an 
objective as to protect each resident from abuse by care givers. The policy stated residents had the right to 
be free from abuse and stated in the event of suspected maltreatment residents would be immediately 
assessed and separated from the alleged perpetrator to ensure safety. The policy stated once abuse was 
suspected or identified the facility would conduct a thorough investigation of the alleged violation and stated 
in the event of suspected maltreatment, the needs of the resident would be immediately assessed and 
separated from the alleged perpetrator to ensure the resident's safety. The policy stated the facility would 
report instances of maltreatment immediately and initiate an investigation. 

1/11/23 Care Plan entries stated the resident had an activities of daily living (ADL) self-care performance 
deficit related to weakness, impaired range of motion, and post-polio syndrome. The Care Plan documented 
the resident required the assistance of 1 staff for dressing, grooming, and hygiene.

7/6/23 Care Plan entries stated the resident had the potential for a psychosocial well-being problem related 
to the need for long term care placement, anxiety, and physical limitations. The Care Plan directed staff to 
allow the resident time to answer questions to verbalize feelings, perceptions, and fears. 

The 1/17/24 facility Daily Assignment Sheet documented Staff J agency Certified Nursing Assistant (CNA) 
and Staff K agency CNA worked the evening shift.

The 1/18/24 facility Daily Assignment Sheet documented Staff I CNA worked the day shift. Staff J's name is 
on the schedule for the evening shift but had a line through it.

The 1/19/24 Daily Assignment Sheet documented Staff K worked the evening shift.
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In a 1/19/24 3:42 p.m. email to the facility from the Resident #45, the resident stated he had a very bad 
experience with two agency CNAs on 1/17/24. He stated that they tried to take his brace off without unlacing 
first and he yelled and told them to unlace his shoes first and then pull them off but they did not. He stated 
they kept pulling and yanking until he thought his ankles were going to break. He stated one of the aides 
looked down at his leg and said eeeooo, what happened to your leg?. He stated they had no respect for him 
and behaved as if they were extremely hurried. 

On 4/9/24 at 9:36 a.m., Resident #45 reported he had two agency CNAs that took care of him and were 
horrible. He stated they were unbelievably rough and he asked them to slow down. He stated they twisted 
his shoes in order to get them off and stated one of the CNA's looked at his leg and said ew, what happened 
to your leg?. He said he told them to get out. He stated the next day one of them came back and was 
swearing and accused Staff B Licensed Practical Nurse (LPN) of pushing her up against the wall and then 
called the police to report Staff B. 

In a subsequent interview on 4/10/24 at 10:46 a.m., the resident stated when the two staff members were 
trying to take his shoes off, it hurt and he even had pain in the left ankle the next day. He stated they hurt 
both of his feet and continued after he told them to stop. He stated they also hurt his left leg when they were 
taking his brace off and would not let him explain how to do things. He said he felt scared and frightened and 
said he did not feel like they hurt him deliberately but they would not listen. He said the next night one of the 
CNAs came back to the facility to work and the night after that the other came back to the facility to work. He 
stated he reported his concerns with the care to Staff H CNA on the night the police were called to the facility.

On 4/10/24 at 3:26 p.m. Staff H CNA stated the resident reported to her when two female staff members took 
his shoes off, they were rough. She stated he told her about it the next day and she was pretty sure she told 
the nurse.

On 4/10/24 at 4:07 p.m., Staff I CNA stated that when she came on to her shift on 1/18/24 the resident 
reported he was treated terribly the night before. He stated he was glad to see her and he had the worst 
aides who made fun of him, wound not listen to him, and hurt him. Staff I stated the resident described the 
staff members as African American females who were agency staff. Staff I stated she did not report this but 
kept the information that he told her in her mind. Staff I stated the resident told her this around 7:30-8:00 a.m. 
and later in her shift there was an agency staff member (Staff J CNA) who would not assist Staff B LPN with 
a resident transfer. Staff I stated Staff B and Staff J got into a verbal altercation and Staff J was using 
profane language. She stated the facility ended up asking Staff J to leave the facility and Staff J ended up 
calling the police to report Staff B for assault. Staff I stated in the midst of this altercation, the dots all 
connected and she wondered if Staff J was one of the staff members the resident had complained about to 
her earlier in the day. Staff I stated prior to Staff J leaving the facility she (Staff I) took her (Staff J's) picture at 
5:27 p.m. and then showed it to the resident. Staff I stated the resident confirmed this was one of the staff 
members who mistreated him the night before. 

In a phone interview on 4/11/24 at 8:30 a.m., Staff J CNA stated she worked with the resident one night and 
had no problems with him other than accidentally dropping his leg down on the bed when they tried to take 
his brace off. She stated nothing was said about the situation until the next day when a resident's call light 
was going off and she was feeding. She stated a nurse was rude with her and she ended up calling her 
agency and they told her to leave the facility. 

(continued on next page)
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In a phone interview on 4/11/24 at 8:42 a.m., Staff K CNA stated she assisted Staff J in helping the resident 
to bed. She stated as they pulled his leg over, his leg dropped on the bed by accident but stated nothing else 
occurred during the cares. She stated she did not hear anything else about the situation until 2 days later 
during her shift when she was feeding dinner when they told her she had to leave the facility. 

On 4/11/24 at 2:49 p.m., the Clinical Administrator stated the facility would report allegations of abuse within 
2 hours and she expected staff to treat residents with kindness. She stated as soon as she received the 
email from the resident, she acted. She stated she was not aware that the resident reported the allegation to 
a staff member prior to this. 

On 4/15/24 at 12:37 p.m., the Clinical Administrator stated alleged perpetrators of abuse should be 
separated from residents immediately. 

The facility lacked documentation they initiated an investigation of the alleged incident immediately after the 
resident informed Staff I of his concerns on the morning of 1/18/24 and failed to ensure Staff J and Staff K 
did not return to work after the report.
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.

35434

Based on observation, clinical record review, staff interview, and policy review, the facility failed to notify the 
provider after a change in condition in a pressure ulcer for 1 of 3 residents reviewed for pressure 
ulcers(Resident #37). The facility reported a census of 37 residents.

Findings include:

The MDS (Minimum Data Set) assessment identifies the definition of pressure ulcers:

Stage I is an intact skin with non-blanchable redness of a localized area usually over a bony prominence. 
Darkly pigmented skin may not have a visible blanching; in dark skin tones only it may appear with persistent 
blue or purple hues.

Stage II is partial thickness loss of dermis presenting as a shallow open ulcer with a red or pink wound bed, 
without slough (dead tissue, usually cream or yellow in color). May also present as an intact or open/ruptured 
blister.

Stage III Full thickness tissue loss. Subcutaneous fat may be visible but bone, tendon or muscle is not 
exposed. Slough may be present but does not obscure the depth of tissue loss. May include undermining 
and tunneling.

Stage IV is full thickness tissue loss with exposed bone, tendon or muscle. Slough or eschar (dry, black, hard 
necrotic tissue). may be present on some parts of the wound bed. Often includes undermining and tunneling 
or eschar.

Unstageable Ulcer: inability to see the wound bed.

Other staging considerations include:

Deep Tissue Pressure Injury (DTPI): Persistent non-blanchable deep red, maroon or purple discoloration. 
Intact skin with localized area of persistent non-blanchable deep red, maroon, purple discoloration due to 
damage of underlying soft tissue. This area may be preceded by tissue that is painful, firm, mushy, boggy, 
warmer or cooler as compared to adjacent tissue. These changes often precede skin color changes and 
discoloration may appear differently in darkly pigmented skin. This injury results from intense and/or 
prolonged pressure and shear forces at the bone-muscle interface.

The Annual MDS assessment tool, dated 9/11/23, listed diagnoses for Resident #37 which included coronary 
artery disease, diabetes, and non-Alzheimer's dementia. The MDS stated the resident required limited 
assistance of 1 staff for transfers, and personal hygiene, extensive assistance of 1 staff for bed mobility, 
dressing, and bathing, and extensive assistance of 2 staff for toileting. The MDS stated the resident was at 
risk for developing pressure ulcers but had no unhealed pressure ulcers. The MDS stated stated the resident 
had inattention and disorganized thinking. 

(continued on next page)
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The facility Skin Integrity Management Policy-Iowa and Wisconsin, modified October 2022, stated the facility 
would identify, assess, and monitor residents whose clinical condition increased the risk for impaired skin 
integrity and pressure injuries. The policy directed staff to notify the physician if any evidence of deterioration 
was noted.

An 11/15/23 4:56 p.m. provider Progress Note stated the resident had a corn (a small, tender area of 
thickened skin) on his left heel and the provider ordered a corn pad.

An 11/22/23 Body Audit stated the resident had a dark red scab noted on the left heel.

A 11/29/23 Body Audit stated the resident had a scab on the left heel, dark red, and the abrasion measured 
6.2 centimeters(cm) x 1.8 cm.

A 12/4/24 1:51 p.m. (Late Entry) General Note stated the resident complained that he had pain in his left heel 
and he had a dark wound. The resident refused to walk to dine as it hurt him to walk. 

The 12/4/24 at 1:06 p.m. Skin and Wound Evaluation stated the resident had an unstageable(obscured 
full-thickness skins and tissue loss) pressure area to the rear left malleolus(ankle bone) acquired in house 
and the area was new. The wound measured 0.3 cm x 0.8 cm x 0.5 cm, and tender to touch.

The December Medication Administration Record(MAR) listed a 12/5/23 order for Medihoney Wound/Burn 
Dressing(a gel which aided in the removal of dead tissue) and directed staff to apply to the left heel every 3 
days. 

The facility lacked documentation of provider notification of the change in condition of the resident's heel 
from 11/22/23-12/4/23. 

A 12/4/23 Care Plan entry stated the resident had a pressure ulcer and would remain free from infection in 
the left heel. 

A 12/4/23 Care Plan entry directed staff to elevate the heel off the bed surface using pillows/heel elevation 
products while in bed. 

On 4/10/24 at 10:36 a.m., Staff A Hospice Nurse measured a wound on the resident's left heel as 3.2 cm x 2.
8 cm. The wound bed was covered with brown eschar and the rest of the resident's heel was red. 

On 4/11/24 at 2:49 p.m., the Clinical Administrator stated if there was a change in a wound, she would want 
staff to notify the provider and ask for a different treatment.

On 4/15/24 at 10:23 a.m., Staff C Clinical Administrator stated she noticed that over the Thanksgiving holiday 
there was a difference in the wound when she looked through the Body Audits. She stated it was right before 
a holiday and staff were human and they missed it. She stated she could not find provider notification until 
12/4/23. She stated during weekly skin checks if a wound was worse, staff should notify the provider. 
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