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Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.
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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 
record review, policy review, resident, and staff interviews, the facility failed to treat residents with dignity and 
respect while assisting with their activities of daily living (ADL) for 2 of 5 residents reviewed (Residents #1 
and #2). The facility reported a census of 32 residents. Findings include:1. Resident #1's Minimum Data Set 
(MDS) assessment dated [DATE] listed an admission date of 3/14/22. The MDS identified a Brief Interview 
for Mental Status (BIMS) score of 7, indicating severe cognitive impairment. Resident #1 required 
supervision or touching assistance with eating and substantial/maximal assistance with mobility. The MDS 
included diagnoses of Huntington's disease and non-Alzheimer's dementia.The Care Plan Focus revised 
8/6/25 reflected Resident #1 had a potential nutritional problem related to swallowing issues. The 
Interventions instructed the following:a. Resident #1 needed a calm, quiet setting at meals with adequate 
time to eat.b. She used curved utensils, a Kennedy cup (spill proof cup with handle and straw), and a lip 
plate to promote independence with eating.c. She ate a pureed diet with nectar thickened liquids.The Care 
Plan Focus dated indicated Resident #1 had a risk for skin integrity and falls related to choreatic movements 
(involuntary, jerky, and unpredictable muscle movements), poor balance, and impaired ambulation due to 
Huntington's disease. The Interventions directed to wear a soft helmet for safety.During an interview on 
8/26/25 at 8:54 AM, Staff B, Registered Nurse (RN), stated on 7/30/25 around 5:30 PM, she entered the 
dining room and found Staff A, Certified Nursing Assistant (CNA), sitting next to Resident #2 at the dining 
table. She witnessed Resident #1 leaning forward in her chair with her head (wearing her soft helmet) down 
under the table. At the time Staff A used her personal phone. As Staff B approached the table she asked 
Staff A, what was happening? Staff A responded loudly and aggressively, She fucking does this all the time. 
She fucking throws her food on the floor. She won't fucking let you feed her. Staff B stated, They (CNAs) 
weren't doing anything, the resident didn't purposely do these things. Staff B, continued speaking, while Staff 
A used her phone on speakerphone with her boyfriend, who also used loud profane language. Staff C, CNA, 
interjected by saying okay, enough with the ‘F' word. Staff A continued laughing and persisted with her 
behavior. Resident #1 had food all over her with her helmet shifted, covering her eyes and obstructing her 
vision. Staff B stated she then positioned herself between Staff A and Resident #1 to de-escalate the 
situation. While cleaning up Resident #1, she spoke gently in an effort to comfort her. Staff B assisted 
Resident #1 with eating the remainder of her meal without issue. While assisting Resident #1, Staff A 
continued making sarcastic verbal remarks including Yeah, she doesn't talk, but when I'm in her room and 
she doesn't like something, she'll fucking let it rip then.In an interview on 8/26/25 at 10:45 AM, Staff C 
explained, Resident #1 had crazy uncontrolled movements because of having Huntington's chorea, that 
caused her to repeatedly drop her spoon and the CNAs constantly had to pick it up. On 7/30/25 as the CNAs 
help the resident's eat supper, Resident #1 leaned forward, reaching down under the table to grab her spoon 
that fell on the floor. Because of the material of Resident #1's helmet it kept catching on the underside of the 
table making it so she couldn't sit back up. At the time Staff B, asked what was going on, they had to move 
the table so Resident #1 could sit back up. Staff C added Staff A got frustrated and used the F bomb saying 
she did this all the fucking time. An interview on 8/26/25 at 1:24 PM, Staff D, CNA, reported Resident #1 kept 
dropping her silverware. When Staff B approached asking what happened, Staff A responded she does this 
all the fucking time. Staff B helped Resident #1 eat the rest of her meal. During an interview on 8/27/25 at 
11:35 AM, Staff A, stated Resident #1 got stuck under the table. Staff A and another CNA had to move the 
table for her to be able to sit back up. At that time Staff B entered the dining room and said I've never seen 
her (Resident #1) like this. Staff A, acknowledged she responded out of frustration, she does this all the 
fucking time. 2. Resident #2's MDS assessment dated [DATE] identified a BIMS score of 12, indicating 
moderate cognitive impairment. Documented behaviors including delusions and other behaviors not directed 
towards other. Resident #2 used a wheelchair and could propel self. The MDS included diagnoses of stroke, 
schizophrenia, anxiety disorder, borderline personality disorder, and a history of falls.The Care Plan Focus 
revised 8/14/25, indicated Resident #2 had an indwelling urinary catheter. The Care Plan Focus revised 
9/18/23 identified Resident #2 had a behavior problem related to borderline personality disorder. The 
Interventions directed the following:a. At times, using a stern mom voice is the only way to get Resident #2 to 
focus on reality and not hallucinations.b. Caregivers provide an opportunity for positive interactions and 
attention. They should stop and talk to her as they pass her.The Care Plan Focus revised 12/5/19 reflected 
Resident #2 had bowel incontinence related to her diet.The Care Plan Focus revised 12/5/19 indicated 
Resident #2 had an ADL self-care performance deficit. The Interventions instructed the following:a. She 
required a standing mechanical lift with the assistance of 2 staff. b. Praise all efforts of self-care.c. Resident 
#2 required the assistance of 2 staff to use the toilet.d. Encourage her to participate to the fullest extent 
possible with each interactions.In an interview on 8/26/25 at 10:45 AM, Staff C stated on 8/5/25 around 12:00 
PM Resident #2 sat in her wheelchair propelling herself from the lobby area to her room. When she got tired, 
she started to cry because she needed to have a bowel movement. Staff C went to get Resident #2's foot 
pedals for the wheelchair. Staff C encouraged Resident #2 to propel herself to the beginning of the hallway. 
Staff C stated by the time she found the pedals, Staff E, Certified Medication Aide (CMA), positioned 
themselves in front of Resident #2 and pushed her backwards in the wheelchair, with her feet dragging on 
the floor, as 2 other CNAs watched. During this time, Resident #2 cried due to having to go to the bathroom. 
Staff C stated the facility's policy and proper procedure is to always use foot pedals on the wheelchair when 
moving residents from one area to another.During an interview on 8/26/25 at 1:45 PM, Staff E stated 
Resident #2 returned from the hospital on 8/5/25 and could propel her wheelchair independently. When 
Resident #2 propelled around she said she had to go poop right away and couldn't hold it. Staff C told 
Resident #2, they had to go get foot pedals to put on the wheelchair to push her to the bathroom. Staff E 
stated, while Staff C was getting the foot pedals, she (Staff E) turned Resident #2's wheelchair around and 
stood in front of her and pushed her backwards down the hallway but could not recall if Resident #2's feet 
were bouncing on the floor or not. Staff E explained, she stood in front of Resident #2 in case she slipped or 
came out of the wheelchair, she could stop her from falling. Staff E acknowledged the protocol as 
wheelchairs needed foot pedals on when pushing residents in the wheelchair.The Resident's Rights Policy, 
reviewed 10/7/24, stated, each and every resident of this facility has the following rights:a. To be treated with 
respect and dignity in recognition of individuality and preferences.b. The right to quality of care and treatment 
that is fair and free from discrimination. The Resident Dignity policy reviewed 10/17/24, instructed to the 
facility to treat each resident with respect and dignity, with care delivered in a person-centered way to 
preserve individuality, autonomy, and quality of life. The facility is committed to promoting and protecting the 
dignity of all residents. The staff, contractors, volunteers, and visitors must treat residents with respect, 
uphold their right, and foster an environment where choices, preferences, and self-determination are 
honored at all times. Every resident has the right to a dignified existence and self-determination. The facility 
must treat individuals with respect and care in a way that supports their quality of life and individuality. The 
Cell Phone policy, reviewed 10/7/24, instructed the following:a. Personal cell phone use during work hours 
must not interfere with resident care, staff responsibilities, or the professional atmosphere of the facility.b. 
Resident dignity and privacy are the highest priority; staff are strictly prohibited from using cell phones in 
ways that compromise confidentiality.The Wheelchair Foot Pedal Use policy, reviewed 10/17/24, directed 
wheelchairs require foot pedals (footrests) and used whenever a resident is being transported regardless of 
independence level to prevent lower-limb injury and maintain safe positioning.
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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, staff interviews, and policy review, the facility failed to separate residents from alleged 
perpetrator of verbal abuse in a timely manner for 1 of 1 resident reviewed for abuse (Resident #1). The 
facility reported a census of 32 residents.Findings include:Resident #1's Minimum Data Set (MDS) 
assessment dated [DATE] listed an admission date of 3/14/22. The MDS identified a Brief Interview for 
Mental Status (BIMS) score of 7, indicating severe cognitive impairment. Resident #1 required supervision or 
touching assistance with eating and substantial/maximal assistance with mobility. The MDS included 
diagnoses of Huntington's disease and non-Alzheimer's dementia.The Care Plan Focus revised 8/6/25 
reflected Resident #1 had a potential nutritional problem related to swallowing issues. The Interventions 
instructed the following:a. Resident #1 needed a calm, quiet setting at meals with adequate time to eat.b. 
She used curved utensils, a Kennedy cup (spill proof cup with handle and straw), and a lip plate to promote 
independence with eating.c. She ate a pureed diet with nectar thickened liquids.The Care Plan Focus dated 
indicated Resident #1 had a risk for skin integrity and falls related to choreatic movements (involuntary, jerky, 
and unpredictable muscle movements), poor balance, and impaired ambulation due to Huntington's disease. 
The Interventions directed to wear a soft helmet for safety.During an interview on 8/26/25 at 8:54 AM, Staff 
B, Registered Nurse (RN), stated on 7/30/25 around 5:30 PM, she entered the dining room and found Staff 
A, Certified Nursing Assistant (CNA), sitting next to Resident #2 at the dining table. She witnessed Resident 
#1 leaning forward in her chair with her head (wearing her soft helmet) down under the table. At the time 
Staff A used her personal phone. As Staff B approached the table she asked Staff A, what was happening? 
Staff A responded loudly and aggressively, She fucking does this all the time. She fucking throws her food on 
the floor. She won't fucking let you feed her. Staff B stated, They (CNAs) weren't doing anything, the resident 
didn't purposely do these things. Staff B, continued speaking, while Staff A used her phone on speakerphone 
with her boyfriend, who also used loud profane language. Staff C, CNA, interjected by saying okay, enough 
with the ‘F' word. Staff A continued laughing and persisted with her behavior. Resident #1 had food all over 
her with her helmet shifted, covering her eyes and obstructing her vision. Staff B stated she then positioned 
herself between Staff A and Resident #1 to de-escalate the situation. While cleaning up Resident #1, she 
spoke gently in an effort to comfort her. Staff B assisted Resident #1 with eating the remainder of her meal 
without issue. While assisting Resident #1, Staff A continued making sarcastic verbal remarks including 
Yeah, she doesn't talk, but when I'm in her room and she doesn't like something, she'll fucking let it rip then. 
Staff B, stated she didn't address any concerns about the incident with Staff A. She added she knew Staff A 
didn't work with Resident #1 for the rest of the shift. Staff B explained she contacted the Administrator 
around 9:00 PM, when things calmed down. The Administration instructed Staff B to send Staff A home. Staff 
B added, she should have pulled Staff A aside and had her leave the facility at the time of the incident and 
reported it to the Facility Administrator at that time. In an interview on 8/26/25 at 10:45 AM, Staff C explained, 
Resident #1 had crazy uncontrolled movements because of having Huntington's chorea, that caused her to 
repeatedly drop her spoon and the CNAs constantly had to pick it up. On 7/30/25 as the CNAs help the 
resident's eat supper, Resident #1 leaned forward, reaching down under the table to grab her spoon that fell 
on the floor. Because of the material of Resident #1's helmet it kept catching on the underside of the table 
making it so she couldn't sit back up. At the time Staff B, asked what was going on, they had to move the 
table so Resident #1 could sit back up. Staff C added Staff A got frustrated and used the F bomb saying she 
did this all the fucking time. Staff C stated Staff A stayed at the dining table assisting another resident finish 
eating dinner and continued to provide care for residents throughout the shift. Staff C, reported being 
confused when she received a call the next day about the incident with Resident #1. The situation happened 
at supper around 5-6 PM, Staff B didn't act on the situation at all. Staff C said Staff B should have asked 
someone to stay for Staff A and sent her home. An interview on 8/26/25 at 1:24 PM, Staff D, CNA, reported, 
Resident #1 kept dropping her silverware. When Staff B approached asking what was going on, Staff A 
responded she does this all the fucking time. At the time, Staff B assisted Resident #1 eat the rest of her 
meal. Staff D, stated her shift ended at 6:30 PM and Staff A still worked when she left. During an interview on 
8/27/25 at 11:35 AM, Staff A, stated Resident #1 got stuck under the table. Staff A and another CNA had to 
move the table for her to be able to sit back up. At that time Staff B entered the dining room and said I've 
never seen her (Resident #1) like this. Staff A, acknowledged she responded out of frustration, she does this 
all the fucking time. After the incident Staff A, stated she finished helping resident eat dinner, got them 
settled in to bed, and the rest of the night ran like normal. At 9:55 PM Staff A, stated Staff B approached her 
and told her that her language could be considered verbal abuse. Staff B notified the facility Administrator, 
and they directed Staff B to tell her to leave the facility. Staff A reported she didn't have any communication 
after the incident at dinner until Staff B told to leave at 9:55 PM. The Abuse Prevention, Identification, 
Investigation, and Reporting policy, reviewed 10/17/24, directed the following:a. All allegations of Resident 
abuse, neglect, exploitation, mistreatment, injuries of unknown origin and misappropriation should be 
reported immediately to the charge nurse. The charge nurse is responsible for immediately reporting the 
allegations of abuse to the Administrator, or designated representative.b. Upon receiving a report of an 
allegation of resident abuse, neglect, exploitation, or mistreatment, the facility shall immediately implement 
measures to prevent further potential of abuse of residents from occurring while the facility investigation is in 
process. If this involves an allegation of abuse by an employee, this will be accomplished by separating the 
employee accused of abuse from all residents through the following or a combination of the following, if 
practicable: i. Suspending the employee ii. Segregating the employee by moving the employee to an area of 
the facility where there will be no contact with any residents of the facility; and in rare instances iii. 
Separating the employee accused of abuse from the resident alleged to have been abused but allowing the 
employee to care for and have contact with other residents, only if there is a second employee who remains 
with and accompanies the employee accused of abuse at all times to supervise all contacts and interactions 
with the residents.
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