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or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility investigation, facility policy/procedures, and staff interviews the facility failed to 
provide a supportive and safe environment for 1 of 3 residents reviewed (Resident #1). On 8/3/25, the facility 
staff learned of a Certified Nurse Aide (CNA) being accused of taking a photograph of Resident #1. After 
learning of this allegation, the facility staff allowed the CNA to work with Resident #1 and all other residents 
for an entire 8 hour shift. The facility identified a census of 122 residents.Findings include: The Minimum 
Data Set (MDS) dated [DATE], documented Resident #1 with a Brief Interview for Mental Status (BIMS) 
score of 4 for which indicated severely impaired decision making abilities, displayed physical (hitting, kicking, 
pushing, scratching, grabbing abusing other sexually) and verbal (threatening others, screaming at others, 
cursing at others) and other behavioral symptoms not directed towards others (scratching self, public sexual 
acts, screaming, disruptive sounds) for which occurred daily. The MDS also documented the resident 
required substantial to maximal assistance with showering/bathing, upper body dressing and dependent with 
lower body dressing and toileting hygiene, and diagnosis for which included anemia (condition in which the 
blood does not have enough healthy red blood cells and hemoglobin to carry oxygen throughout the body), 
coronary artery disease (reduction of blood flow to the heart muscle due to build up of plaque), hypertension 
(condition in which the force of the blood against the artery walls is too high), Traumatic Brain Injury (injury to 
the brain caused by an external force), depression and Bi-polar disease. The Care Plan dated 7/1/25, 
documented Resident #1 had impaired functional status: bed mobility, transfers, toileting, locomotion, eating, 
grooming, personal hygiene and bathing. Interventions include: 2-person assist with bed mobility, 2-person 
assist with transfers and EZ lift (a device designed to allow clients to change from sitting to standing posture 
or vice versa, by wrapping this patient lift sling around clients waist). 1-person assist to help dress upper 
body and wash face and brush teeth and total assistance with bathing. The Interdisciplinary Notes dated 
8/4/25 at 1:02 p.m., documented, Human Resource employee made Administrator aware of social media 
picture of an employee and this resident at approximately 8:00 a.m., on 8/4/25. Self report completed and 
information submitted to DIAL (Department of Inspections and Appeals and Licensing) immediately. Family 
and Primary Care Provider notified. Resident unaware and unable to recall event. Internal investigation 
initiated. No injuries or adverse events to resident. The Incident Summary dated 8/4/25 at 8:44 a.m., 
documented a text message sent to Human Resource cellphone by Staff A, homemaker of Journey's 
neighborhood, regarding a concerning photo she had screenshot on social media (Snapchat) which included 
a long term care resident, and Staff C, Certified Nursing Assistant (CNA). In photo, caregiver Staff C and 
Resident #1 are in a split frame side by side, resident is in side lying position with a tie-dyed t shirt on and a 
purple and green tie blanket, likely lying in her bed with exposed peri area. Review of the Employee 
Timesheet with a run dated 9/9/25 at 1:15 p.m., revealed Staff C, CNA worked on 8/3/25 from 1:52 p.m., to 
10:07 p.m. Observation on 9/8/25 at 2:00 p.m., Resident #1 was lying in bed on her back with a yellow and 
black blanket over her and wearing a pink sweatshirt. Interview on 9/8/25 at 2:00 p.m., Resident #1 was not 
able to recall and remember a photograph being taken and would giggle during the interview. Interview on 
9/9/25 at 11:30 a.m., Staff B, Registered Nurse (RN) at the facility and also CNA instructor, stated she had 
CNA students at the facility 8/1/25-8/3/25 and on 8/3/25 at about 2:00 pm it had been brought to her attention 
a picture had been sent to one of the students in the CNA class of a resident and another CNA at the facility. 
Staff B stated she recognized both people in the photo. Staff B stated took my students into a room and 
explained to them that social media and taking pictures was not allowed while they were in the facility and 
that the perception of others in the facility could cause harm/danger, she explained that it is not appropriate 
that pictures be taken of any of the residents and sent. Staff B stated did not call any facility staff. Staff B said 
she was in teacher mode and not in nurse mode, and was more worried about what we were going to do as 
a college then a facility. Staff B stated I know that I should of called someone from the facility and sent Staff 
C home, but I messed up on that part. Staff B stated I did not realize until facility called me on 8/4/25 and 
explained that since I was still a prn employee of the facility that I needed to have called someone on the 
administrative side and sent Staff C home and separated from other residents at the facility. Interview on 
9/9/25 at 4:45 p.m., the facility Administrator acknowledged that Staff C, CNA worked on 8/3/25 from 1:52 p.
m. to 10:07 p.m. The Dependent Adult Abuse Policy dated 3/25, documented the policy is that all residents 
have the right to be free from abuse, neglect, misappropriation of resident property, exploitation, corporal 
punishment, involuntary seclusion, and any physical or chemical restraint not required to treat the resident 
medical symptoms. This includes prohibiting staff from taking or using photographs or recordings in any 
manner that would demean or humiliate a resident, and prohibits using any type of equipment including 
cameras, smart phones, and other electronic devices to take, keep, distribute photographs and/or recordings 
on social media or through multimedia messages. The facility terminated the employee and all team 
members were re-educated on the facility Social Media Agreement on 8/4/25. Campus Leadership and 
department email sent, as well as utilized their mass communication software text them all to send 
messages to all employees. Delivery confirmation received. A text is going to all team member, please 
remind everyone you work with of the following and post at huddle boards, nurse desks, or anywhere else 
your team members congregate for shared information. Employees may not post any pictures of residents, 
their personal belongings, or any part of their living space to the employees personal social media outlets or 
maintain any such pictures on their personal devices. This will result in discipline, up to and including 
termination.
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Respond appropriately to all alleged violations.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, facility policy/procedure, employee time card, and staff interviews, the facility failed to 
protect vulnerable residents from an alleged abuser. On 8/3/25 at 1:30 p.m., facility staff were aware of a 
photograph that was taken of 1 of 3 residents reviewed (Resident #1). Facility staff allowed the alleged 
abuser to work their entire shift on 8/3/25 and allowed the alledged abuser to work with Resident #1 and all 
other vulnerable residents and failed to notify the facility administration of the allegation. The facility identifed 
a census of 122 residents. Finding include:The Minimum Data Set (MDS) dated [DATE], documented 
Resident #1 with a Brief Interview for Mental Status (BIMS) score of 9 for which indicated moderately 
impaired decision making abilities, displayed physical (hitting, kicking, pushing, scratching, grabbing others) 
and verbal (threatening others, screaming at others, cursing at others) and other behavioral symptoms not 
directed towards others (scratching self, screaming, disruptive sounds) for which occurred daily. The MDS 
documented the resident required substantial to maximum assistance with showering/bathing, upper body 
dressing and dependent with lower body dressing, toileting and personal hygiene. The MDS documented 
diagnosis which included anemia (condition in which the blood does not have enough healthy red blood cells 
and hemoglobin to carry oxygen throughout the body), hypertension (condition in which the force of the blood 
against the artery wall is too high) and Traumatic Brain Injury ( injury to the brain caused by an external 
force), depression and bi-polar disease. The Care Plan dated 7/1/25, had focus area of Resident #1 had 
impaired functional status related to bed mobility, transfers, toileting, locomotion, eating, grooming, personal 
hygiene and bathing. Interventions include: 2 person assist with bed mobility, 2-person assist with transfers 
and EZ lift ( a device designed to allow clients to change from sitting to standing posture or vice versa, by 
wrapping this patient lift sling around clients waist), 1-person assist to help with upper body dressing and 
wash face and brush teeth and total assistance with bathing. The Interdisciplinary Notes dated 8/4/25 at 1:02 
p.m., documented, Human Resource employee made Administrator aware of social media picture of 
employee and this resident at approximately 8:00 a.m., on 8/4/25. Self report completed and information 
submitted to DIAL (Department of Inspections and Appeals and Licensing) immediately. Family and Primary 
Care Provider notified. Resident unaware and unable to recall the event. Internal investigation initiated. No 
injuries or adverse events to resident. The Incident Summary Report dated 8/4/25 at 8:44 a.m., documented, 
a text message sent to Human Resource cell phone by Staff A, (homemaker) of Journeys neighborhood, 
regarding a concerning photograph Staff A screen shot on social media (Snapchat) which included a long 
term care resident, and Staff C, Certified Nursing Assistant (CNA) who is a caregiver. In the photograph, 
caregiver Staff C, and Resident #1 are in a split frame side by side, resident is in side lying position with a tie 
dyed t-shirt on and a purple and green tie dye blanket, likely lying in bed with exposed peri area. Review of 
the Employee Timesheet with a run dated 9/9/25 at 1:15 p.m., revealed Staff C, CNA, was allowed to work 
on 8/3/25 from 1:52 p.m. - 10:07 p.m. Observation on 9/8/25 at 2:00 p.m., Resident #1 was lying in bed on 
her back with a yellow and black blanket over her and wearing a pink sweatshirt. Interview on 9/8/25 at 2:00 
p.m., Resident #1 was not able to recall or remember a photograph being taken and would giggle during the 
interview. Interview on 9/9/25 at 11:30 a.m., Staff B, Registered Nurse (RN) at the facility and also CNA 
instructor, stated she had CNA students at the facility 8/1/25-8/3/25 and on 8/3/25 at about 2:00 pm it had 
been brought to her attention a picture had been sent to one of the students in the CNA class of a resident 
and another CNA at the facility. Staff B stated she recognized both people in the photo. Staff B stated took 
my students into a room and explained to them that social media and taking pictures was not allowed while 
they were in the facility and that the perception of others in the facility could cause harm/danger, she 
explained that it is not appropriate that pictures be taken of any of the residents and sent. Staff B stated did 
not call any facility staff. Staff B said she was in teacher mode and not in nurse mode, and was more worried 
about what we were going to do as a college then a facility. Staff B stated I know that I should of called 
someone from the facility and sent Staff C home, but I messed up on that part. Staff B stated I did not realize 
until facility called me on 8/4/25 and explained that since I was still a prn employee of the facility that I 
needed to have called someone on the administrative side and sent Staff C home and separated from other 
residents at the facility. Interview on 9/9/25 at 4:45 p.m., the facility Administrator acknowledged that Staff C, 
worked on 8/3/25 from 1:52 p.m.- 10:07 pm. The Administrator confirmed that the expectation of the staff are 
to separate an alleged abuser from the resident and all residents in the neighborhoods. The Dependent Adult 
Abuse Policy dated 3/25, documented the policy is that all residents have the right to be free from abuse, 
neglect, misappropriation of residents property, exploitation, corporal punishment, involuntary seclusion and 
any physical or chemical restraint not required to treat the medical symptoms. This includes prohibiting staff 
from taking or using photographs or recordings in any manner that would demean or humiliate a resident, 
and prohibits using any type of equipment including cameras, smart phones, and other electronic devices to 
take, keep, distribute photographs and/or recordings on social media or through multimedia messages. The 
facility terminated the employee and all team members were re-educated on facility Social Media Agreement 
on 8/4/25. Campus Leadership and department email sent, as well as utilized their mass communication 
software text them all to send messages to all employees. Delivery confirmation received. A text is going to 
all team member, please remind everyone you work with of the following and post at huddle boards, nurse 
desks, or anywhere else your team members congregate for shared information. Employees may not post 
any pictures of residents, their personal belongings, or any part of their living space to the employees 
personal social media outlets or maintain any such pictures on their personal devices. This will result in 
discipline, up to and including termination.
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