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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, resident interviews, family interviews, staff interviews, and policy review the facility 
staff failed to interact with residents in a kind and considerate manner during cares for 2 of 5 residents 
(Resident #1, and #5) reviewed. The facility reported a census of 33 residents.Findings include: 1. Review of 
Resident #1's Minimum Data Set (MDS) dated [DATE] revealed a Brief Interview for Mental Status (BIMS) 
score of 10 Indicating moderate cognitive impairment. Interview on 10/28/25 at 2:05 PM with Resident #1 
revealed that she could recall something had happened several months ago, but she could not recall the 
names of the staff and didn't want to say someone was mean and call them by the wrong name. 2. Review of 
Resident #9's MDS dated [DATE] revealed a BIMS score of 12 indicating moderate cognitive impairment. 
Interview on 10/28/25 at 9:30 AM with Resident #9 revealed that Staff B Licensed Practical Nurse (LPN) 
does not treat him with dignity and respect. Resident #9 further revealed that Staff B needs to work on their 
attitude. Review of a facility provided document titled, CNA meeting dated 8/27/25 
documented:Complaints:1. Call lights2. Watch what you are saying to residents-just wet the bed.3. Nightshift 
can get people up. Review of a facility provided document titled, Annual Employee Performance Evaluation 
dated 7/8/25 for Staff C revealed:1. Staff C does not accept coaching with a positive outlook, this needs 
improvement. Review of Staff B and Staff C's personnel files revealed no disciplinary action related to 
speaking to residents with dignity and respect. Interview on 10/27/25 at 10:55 AM with Staff A LPN revealed 
that Resident #1 had told her that Staff B LPN does not listen to her. Staff A further revealed that Resident 
#1 had told her that Staff B and Staff C Certified Nursing assistant (CNA) had told her just to pee herself and 
then they would clean her up. Staff A then revealed that these issues have been brought to management, 
and nothing has been done. Interview on 10/28/25 at 8:47 AM with Staff D CNA revealed that she had heard 
hearsay that staff had asked residents to urinate on themselves and that they would clean it up. Staff D 
further revealed Resident #9 had a lot of complaints about Staff B, and that grievances had been filled out. 
Staff D stated while getting report the past weekend that Staff B had stated Resident #9 had hit his call light 
three times wanting to get up and Staff B stated she was making a point to wait until the morning shift got 
Resident #9 up. Staff D revealed that she had also heard Staff B, and Staff C were taking resident's call 
lights away from them. Staff D stated Staff E CNA was about to quit related to nothing being done with Staff 
B, even with it being turned into management. Interview on 10/28/25 at 9:09 AM with Staff F CNA revealed 
that Staff B would sometimes come across as rude with her tone. Interview on 10/28/25 at 10:21 AM with 
Staff G LPN revealed that she had heard of Staff C not answering call lights. Staff G further revealed that she 
has heard these complaints have gone to the management team. Interview on 10/28/25 at 12:30 PM with 
Staff C revealed that she had heard Staff B tell Resident #1 to just go ahead and pee yourself, and that they 
would clean Resident #1 up afterwards. Staff C stated that there was a staff meeting about staff to staff and 
staff to resident interactions about how they talk to one another. Interview on 10/28/25 at 2:20 PM with the 
Director of Nursing (DON) revealed that staff and a family member stated that a CNA had taken the call 
lights from a resident. The DON stated she went and talked with the family member and the staff. The DON 
further revealed that she did a follow up visit with the family member. The DON revealed it is a concern if 
staff were telling residents to urinate themselves, and this would be a dignity issue. The DON then revealed 
that she does get complaints about the gruffness of Staff B.Interview on 10/28/25 at 3:05 PM with Staff B 
revealed that she had never heard of any staff withholding call lights from residents. Staff B stated she had 
heard through a day shift staff member that Staff C had told a resident to go ahead and urinate on 
themselves and that they would clean that resident up afterward. Staff B heard that it happened on a shift 
they were working, but did not witness or hear Staff C say this. Interview on 10/29/25 at 1:39 PM with Staff E 
CNA stated during an all staff meeting on 8/27/25 that it was brought up that Staff B and Staff C made 
Resident #1 urinate in her bed. Staff E further revealed that Staff B and Staff C had moved the call light out 
of Resident #1's reach. Follow up interview on 10/29/25 at 1:50 PM with the DON revealed that she 
conducted the meeting on 8/27/25. The DON stated that there were issues with the night shift not getting 
residents up as often as they should. The DON then revealed that there was an incident where she was told 
that one of the CNAs took a resident's call light away. The DON stated she was never told which CNA it was 
as the complaint came from a resident's daughter. The DON confirmed this was for Resident #1. The DON 
revealed the resident's daughter had reported the complaint to her on the 23rd or 24th of October. The DON 
revealed that this was not filled out in a grievance form, and that the daughter was upset about the situation. 
The DON reported that she offered to come in and talk to the daughter, and the daughter did not want to talk 
at that time. The DON further reported she came in the next nightshift, and no staff could give her an answer 
as to what happened. The DON stated that none of the nightshift staff would admit it was them. The DON 
then reported that most of the complaints on Staff B are related to poor bedside manners. The DON stated 
she had reports that Staff B is rough around the edges. The DON further revealed that she has talked with 
Staff B multiple times about how Staff B is very dry, and direct when talking to the residents. Interview on 
10/29/25 at 2:18 PM with the Administrator revealed that she was present for the meeting on 8/27/25. The 
Administrator then reported that the call light issue in the meeting was that a staff member did not give the 
call light to a resident for them to use, and the Administrator thought this was related to Resident #1. The 
Administrator then revealed this call light issue was related to the evening/overnight shift. The Administrator 
stated it was reported to her by the DON that staff had encouraged a resident to be incontinent, and that staff 
would come back and clean them up. The Administrator further revealed there were no particular staff 
brought up with the concern. The Administrator stated that her understanding was that when the DON 
investigated the issue with the call light and wetting the bed they were unable to determine which staff 
member it was that was being accused. Interview on 10/29/25 at 4:10 PM with the DON, and the 
Administrator revealed that their expectation would be for residents to be treated with dignity and respect at 
all times. Interview on 10/30/25 at 8:58 AM with Resident #1's family member revealed that Resident #1 told 
them about being told to urinate in the bed, and taking the call lights away from her. The family member then 
revealed it was taken care of, and it had never happened again. The family member revealed that the facility 
addressed it with the staff, and it was taken care of. Review of a facility provided policy titled, 
Promoting/Maintaining Resident Dignity dated 1/30/24 revealed: 1. All staff members are involved in 
providing care to residents to promote and maintain resident dignity and respect resident rights.
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