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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility 
identified a census of 45 residents, with three residents reviewed for abuse. Based on record review, 
observations, and interviews, the facility failed to prevent the mental abuse of cognitively impaired and 
dependent residents, Residents (R) 2, R3, and R4. In May 2025, Hospitality Aide P took demeaning and 
humiliating photos of the residents in compromising positions, without their consent, knowledge, or 
permission. Hospitality Aide P kept the images on her personal cell phone and later texted them to at least 
one other staff member. It is unknown if Hospitality Aide P distributed the images beyond this incident. This 
deficient practice violated the rights of R2, R3, and R4 and placed the residents in immediate jeopardy, 
based on reasonable person concept, for the negative psychosocial impact of fear, humiliation, privacy 
violation, and dehumanization.Findings included:- R2's Annual Minimum Data Set (MDS) dated [DATE] did 
not record a Brief Interview for Mental Status (BIMS) score. However, the facility indicated in a facility 
incident (FRI #6430) that the resident had a BIMS of 7, which indicated R2 had severely impaired cognition. 
The MDS documented R2 was 5 feet 3 inches in height and weighed 118 pounds (Lbs.). R2 was assessed 
to be incontinent of bowel and bladder, had functional impairment on one side, ambulated with the use of a 
wheelchair, and was dependent on staff for all activities of daily living (ADL) except for eating, which required 
cueing and encouragement. Facility Reported Incident number 6430 documented Administrative Staff A 
received three separate emailed photographic images on 07/04/25 at 08:15 AM from Certified Nurse Aide 
(CNA) M, a former employee. Administrative Staff A identified R2, R3, and R4 as residents in the photos. 
The images depicted R2 lying in bed on the left side and unclothed from the waist down. The image of R3 
depicted the resident lying in bed, with her head tilted to the side. The image of R4 revealed the resident 
lying on her back while CNA O stood on and at the head of R4s bed, using a draw sheet to assist the 
resident up in bed. The report documented the facility notified law enforcement, began an investigation, and 
implemented an immediate plan of correction. The facility investigation documented substantiated abuse, 
based on the photographs received, the reports provided, and the involved residents' inability to give 
consent. On 07/16/25, a review of the photographs depicted the following:R2 lying in bed on her left side, 
seemingly sleeping, wearing a flannel-type nightgown, to the waist. R2's legs were retracted in a fetal-like 
position, and R2's right hip and legs were exposed and visible. R2's face was evident in the photo.R3 lying in 
bed on her right side, from the mid chest up, head tilted to the side, dressed and seemingly sleeping. The 
resident's face was evident in the photo.R4 lying on her back while CNA O stood on and at the head of R4's 
bed, using a draw sheet to assist the resident up bed. The photograph showed the resident from the waist 
up, wearing a blouse, and the lower left leg was exposed. The residents' alertness could not be determined; 
however, R4's face was visible, as well as CNA O's entire body. The facility investigation did not contain 
CNA M's Witness Statement (former employee). The 07/04/25 unnotarized Witness Statement from 
Hospitality Aide P documented, Hospitality Aide P sent pictures to CNA M (her relative) after she received 
the photos of residents from CNA M. Hospitality Aide P stated she did not know photographs were not 
allowed at that time. Hospitality Aide P stated she would not have taken a picture of a resident's face. The 
07/04/25 unnotarized Witness Statement from CNA/Certified Medication Aide (CMA) O documented the 
pictures were taken. CNA/CMA O asked for the photographs to be deleted and thought it was taken care of. 
CNA/CMA O further stated she should have reported. Review of the Electronic Medical Record revealed all 
three residents were cognitively impaired and dependent on staff for cares.R2's Annual Minimum Data Set 
(MDS) dated [DATE] did not record a Brief Interview for Mental Status (BIMS) score. [However, the facility 
indicated in a facility incident (FRI #6430) that the resident had a BIMS of 7, which indicated R2 had severely 
impaired cognition]. The MDS documented R2 was five feet three inches tall, weighed 118 pounds lbs., was 
incontinent of bowel and bladder, had functional impairment on one side, ambulated with the use of a 
wheelchair, and was dependent on staff for all activities of daily living (ADL) except for eating.R3's Quarterly 
Minimum Data Set (MDS) dated [DATE] recorded a BIMS score of zero, which indicated severely impaired 
cognition. The MDS documented R3 was five feet tall, weighed 109 pounds (lbs.), was incontinent of bowel 
and bladder, had functional impairment on both sides, ambulated with the use of a wheelchair, and was 
dependent on staff for all activities of daily living (ADL).R4's Quarterly Minimum Data Set (MDS) dated 
[DATE] recorded a BIMS score of zero, which indicated severely impaired cognition. The MDS documented 
R4 was five feet six inches tall, weighed 174 lbs., was frequently incontinent of bowel and bladder, had 
functional impairment on one side, ambulated with the use of a wheelchair, and was dependent on staff for 
most activities of daily living (ADL). Observation on 07/16/25 at 01:32 PM revealed R2 laid on her right side 
in a low bed with a fall mat next to the bed. R2 was alert to verbal and answered yes/no questions. R2 did 
not know or remember being photographed, and stated she was doing ok.On 07/16/25 at 11:30 AM, 
Administrative Nurse E stated she was relatively new to the facility but was aware of the facility's reported 
incident involving R2, R3, and R4, regarding photographs taken. Administrative Nurse E acknowledged the 
inappropriate behaviors of former staff and noted immediate in-service regarding abuse, neglect, and 
exploitation of residents and the violation of photographing and or recording residents in any way. 
Administrative Nurse E stated the facility required each staff member to read and sign the facility policy on 
07/04/25 and could return until they completed the task. During a telephone interview on 07/17/25 at 12:30 
PM, Administrative Staff A stated she received the photos from a former employee, CNA M, who was related 
to Hospitality Aide P. According to CNA M, Hospitality Aide P took the photos sometime in May 2025. 
According to Hospitality Aide P, she admitted to taking photographs of residents, only after receiving 
photographs from CNA M. Both staff members stated they knew of the pictures. Hospitality Aide P said she 
sent pictures of the residents to her relative (CNA M) because her sister had sent pictures of the residents to 
her. Hospitality Aide P said she did not know it was not allowed. Neither former staff member would say why 
they took the photographs of the residents. Administrative Staff A stated it was reported CNA M and 
Hospitality Aide P were arguing. Administrator A stated that the staff involved were immediately suspended 
and eventually terminated. Law Enforcement came out on July 4th and were unsure of criminal charges at 
the time, but returned stating there may be criminal charges, and the facility submitted all the information 
related to the incident. Administrative Staff A stated the facility notified the State Agency and the resident's 
physicians, and Administrative Staff A met with the resident's family's responsible parties in person. 
Administrative Staff A noted R2, R3, and R4 were assessed for injuries, with none found. Additionally, alert 
and oriented residents were interviewed and stated they had not been photographed. Administrative Staff A 
stated the Hospitality Aide P should not have been in a resident's room during personal cares.The facility's 
Abuse, Neglect, and Exploitation Policy (ANE), revised in October 2022, documented the resident has the 
right to be free from verbal, sexual, physical, and mental abuse and involuntary seclusion. It is the facility's 
Policy to treat each resident with respect, kindness, dignity, and care, to keep them free from abuse and 
neglect, and to take swift and immediate action to adjudicate alleged resident abuse and neglect. Section 18.
4 Of this policy, titled, social media, Networking and Blogging documented: The use of recording devices in 
all of our facilities is restricted as we are required to maintain, confidentiality for patients and employees, 
even incidental or casual use of recording devices is prohibited due to the potential violation of personal 
rights, Personal health information or the disclosure of proprietary information. Currently, only Administrators 
and Regional [NAME] Presidents are authorized to take pictures, video, or create any type of recording.The 
IJ template was given to Administrative Staff A on 07/16/25 at 06:35 PM.The immediate jeopardy was 
removed on 07/04/25 when the facility implemented corrective actions as follows, which were completed on 
07/09/25:The facility provided ANE and cell phone usage policy training to all onsite staff on 07/04/25, 
completed by 07/09/25 for all staff, and staff were not permitted to work their next shift without having the 
re-education.Due to the corrective action completed before the onsite survey, the citation was deemed past 
noncompliance at a J scope and severity.
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