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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, staff and resident interviews and facility policy review the facility failed to treat 2 of 3 residents 
(Resident #1 and #3) with dignity and respect. The facility reported a census of 40 residents.Findings 
include:1. According to the quarterly Minimum Data Set (MDS) assessment with a reference date of 
8/31/2025, Resident #1 had a Brief Interview of Mental Status (BIMS) score of 14. A BIMS score of 14 
suggested no cognitive impairment. The MDS listed the following diagnoses for Resident #1: major 
depressive disorder, cancer, heart failure, diabetes mellitus, anxiety, depression, psychotic disorder, 
paranoid personality disorder, and obesity.A Care Plan Focus Area with an initiation date of 7/9/2024 
documented Resident #1 has the potential for alteration in behavior and mood related to diagnoses 
depression, anxiety, and paranoid personality disorder. She is delusional and believes that nursing staff is 
changing her medications. She is paranoid and think others are stealing and spying on her. She refuses to 
stand up for in-house staff when she needs help at times. She is limiting her food and fluid intake on a 
routine basis. She declines for housekeeping staff to be in her room. I refuse counseling in house or out of 
facility.The following Progress Note documented by the MDS Coordinator on 10/24/2025 at 9:05 AM: Late 
entry for 10/23/2025 at 3:45 PM: resident was wheeling herself up the hallway in her wheelchair with a 
soaker pad in her lap. She reached the top of the hallway, where the threshold is and couldn't make it over 
the lip. This Registered Nurse (RN) went over to ask resident if she needed assistance and resident stated 
yes, I can't get over this. This RN attempted to push resident's wheelchair over the threshold with no success 
and then backed resident up and tried it again with no success. This RN stated to resident that she was 
going to take resident backwards over the threshold for her safety and resident said no, there's Staff A 
Certified Nursing Assistant (CNA). She can do it. So, per resident's request this RN asked Staff A to come 
assist with pushing resident over the threshold. Staff A did and then resident mumbled something about 
soaker pads and threw the dirty urine-soaked soaker pad at Staff A and called her a dumb b****. This RN 
stated to resident that was not called for and that she needed to go back to her room and calm down. 
Resident stated no. This RN then started to turn her wheelchair around and resident then grabbed for the 
wall and then started pinching Staff A. This RN stated to resident that she needed to stop immediately and 
then resident swung her arm to the back and hit/scratched this RN x 2 in the face. The RN stated it's time for 
quiet time in her own personal space.On 11/12/2025 at 11:38 AM Resident #1 denied staff members cursing 
in front of her or at her. When asked if staff have ever been rough or mean to her, she stated no but was told 
she had hit two staff members. Resident #1 could not recall this happening but stated if it happened then 
they probably deserved it. When asked how Staff A treated her, she could not recall who that was.2. 
According to the significant change MDS assessment tool with a reference date of 8/19/2025, Resident #3 
had a BIMS of 13. A BIMS of 13 suggested no cognitive impairment. The MDS listed the following 
diagnoses: anemia, heart failure, renal failure, hip fracture, seizures, malnutrition, anxiety, depression, 
bipolar, and schizophrenia.The Care Plan Focus Area with an initiation date of 5/10/2019 documented he 
had the potential for behaviors and altered coping related to: major depressive disorder, schizoaffective 
disorder, and anxiety, history of a traumatic brain injury and history of being sexually inappropriate.On 
11/12/2025 at 7:25 PM Staff B Licensed Practical Nurse (LPN) stated she overheard Staff A talking with 
Resident #3 through his roommate's baby monitor. She heard Staff A f*** you too, to Resident #3. Staff B 
stated Staff A swears like a sailor all the time and has been talked to about it. She swears a lot in front of the 
residents and has been talked to about this.On 11/13/2025 at 1:36 PM Staff A stated Resident #1 assaulted 
her and the MDS Coordinator about 3 weeks ago. Resident #1 pinched her and clawed the MDS Coordinator 
in the face twice. Resident #1 had come down her hall and got stuck on the lip of the flooring. The MDS 
Coordinator was trying to help her when Resident #1 called for me to help. Once she was able to get her 
over the lip on the floor the resident threw a urine-soaked bed pad at her and called her a dumb b****. The 
MDS Coordinator stated we are not going to talk like that, we need to go to your room to calm down. 
Resident #1 reached around and pinched me. I moved her hands and said get your f***ing hands off me. 
Then she scratched the MDS Coordinator in the face twice. They called the Director of Nursing (DON) and 
the cops. When asked what Resident #1 said after she told her to get her hand off of her, Staff A stated she 
was just mumbling. Staff A acknowledged she said get your f***ing hands off me in the heat of the moment. 
When asked she assists Resident #3, she stated she has known him since she was [AGE] years old, was a 
buddy of her dad's. She does not cuss at him but has a sternness with her voice and says things like I will 
not put up with your BS but does not say bulls***.On 11/14/2025 at 9:34 AM the DON was informed of what 
Staff A had stated during the incident with Resident #1 on 10/23/2025. The DON stated that is not 
acceptable and would not like to hear that coming from a staff member. She added unfortunately their staff 
deal with a lot of abusive residents and staff may be getting worn out by the abuse and she was sure Staff A 
was at her breaking point. At that same time this occurred they had a resident that was on hospice used her 
call light 280 times in 7 days. Stuff like that wears on them. The DON stated she could see Staff A saying 
that because she knew she had a short fuse and they have been dealing with that. Staff A has done much 
better over the course of the last year as they have been working on it with her. They have told her that when 
she has moments, she needs to take 5 minutes, go outside, go to the DON's office, get out of resident areas. 
She acknowledged Staff A does get stern with Resident #3 because his sister tells her to get stern with him. 
He is manipulative and the sister feels if staff are stern with him they will not get manipulated by him. When 
the DON was informed of what Staff A has said to Resident #3, she stated that's right on the edge of not 
sure if it's appropriate. She indicated had Staff A said bulls*** that would not be acceptable.The facility 
provided a policy titled Promoting/Maintaining Dignity with a revised date of 1/30/2024. It is the practice of 
this facility to protect and promote resident rights and treat each resident with respect and dignity as well as 
care for each resident in a manner and in an environment, that maintains or enhances resident's quality of 
life by recognizing each resident's individuality.Compliance Guidelines: 1 1. All staff members are involved in 
providing care to residents to promote and maintain resident dignity and respect resident rights. 10. Speak 
respectfully to residents.

22165434

02/05/2026


