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Based on interviews and records reviewed, for one of four sampled residents (Resident #2), who was alert 
oriented and able to make his/her needs know, the Facility failed to ensure he/she was treated in a dignified 
and respectful manner, when it was reported that during an overnight shift (8/20/25 into 8/21/25) that 
Certified Nurse Aide (CNA) #2, while interacting with Resident #2, roughly grabbed him/her by wrist, was 
rude and disrespectful while providing care and when Resident #2 asked CNA #2 for his name, CNA #2 
laughed at him/her and walked out of the room. Findings include:Review of the Facility's policy titled 
Resident Rights, revised dated January 2025, indicated all residents will be treated with kindness, respect, 
and dignity based on established Resident Rights. Our facility will make every effort to assist each resident in 
exercising his/her rights to assure that the residents are always treated with respect, kindness and dignity. 
Resident #2 was admitted to the Facility in July 2025, diagnoses included multiple sclerosis, paraplegia, 
colostomy, chronic wounds, anxiety, and depression. Review of Resident #2's Minimum Data Set (MDS) 
Assessment, dated 07/11/25, indicated he/she scored a 15 out of 15 on his/her Brief Interview for Mental 
Status (BIMS) Assessment (0-7 suggests severe cognitive impairment, 8-12 suggests moderately impaired 
cognition, and 12-15 suggests a resident is cognitively intact). The MDS also indicated that he/she was 
dependent for bathing, dressing, hygiene, transfers, incontinent care, and was non-ambulatory. The Facility's 
Internal Investigation, dated 08/21/25, indicated that during early morning care, Resident #2 reported to 
Nurse #1 that he/she was roughly handled during care by a male CNA (on the overnight shift). The 
Investigation indicated Resident #2 reported that at approximately 5:30 A.M., he/she put the call light on to 
be changed, a male staff member (later identified as Certified Nurse Aide #2) came into the room, and 
he/she told CNA he/she needed to be changed. The Investigation indicated Resident #2 reported that male 
aide (CNA #2) grabbed him/her by the left wrist and squeezed. The Investigation indicated that Resident #2 
reported that when CNA #2 asked him/her to turn, he/she informed CNA #2 that he/she could not turn, that 
CNA #2 again asked Resident #2 to turn, and he/she pointed his/her right-hand index finger in the air and 
asked CNA #2 if he did not hear him/her. The Investigation indicated that Resident #2 said that CNA #2 
responded by grabbing his/her left wrist and said to him/her You do not talk to people that way! You do not 
point your finger at people! The Investigation indicated that Resident #2 reported when he/she asked CNA 
#2 what his name was, he laughed at him/her and when he/she asked CNA #2 a second time for his name, 
CNA #2 laughed again as he left the room. The Investigation indicated that Resident #2 reported that CNA 
#2 was angry when he came into the room. During an interview on 09/29/25 at 2:00 P.M., Resident #2 said 
that early in the morning (during the overnight shift) on 08/21/25, when CNA #2 asked him/her to turn, he/she 
informed CNA #2 that he/she could not turn, and he ignored him/her. Resident #2 said that he/she pointed 
his/her right-hand index finger in the air and asked CNA #2 if he did not hear him/her, and that CNA #2 
responded by grabbing his/her left wrist and stated You do not talk to people that way! You do not point your 
finger at people! Resident #2 said that CNA #2 raised his voice and continued to being rude and 
disrespectful. Resident #2 said when he/she asked CNA #2 his name was, he laughed at him/her and when 
he/she asked for his name a second time, CNA #2 laughed again as he left the room. Resident #2 said who 
speaks to people like that disrespectful manner.During an interview on 09/29/25 at 3:30 P.M., Nurse #1 said 
on 08/21/25 she received a report from the 11:00 P.M. to 7:00 A.M. shift (during change of shift report) Nurse 
that Resident #2 had just made allegations during her final round check at 7:00 A.M. that CNA #2 was rough 
and rude during care. Nurse #1 said she immediately assessed Resident #2, and he/she reported to her that 
CNA #2 had been rough with him/her around 5:30 A.M., while providing care, and squeezed his/her left wrist. 
Nurse #1 said she immediately reported the allegation to the Unit Manager and Administrator. During an 
interview on 09/29/25 at 1:30 P.M., the Director of Social Services (DSS) said that Resident #2 reported that 
CNA #2 was rough and rude when he was providing care. The DSS said Resident #2 reported that when 
he/she complained to CNA #2 that he was being too rough and was hurting him/her, that CNA #2 responded 
by continuing to squeeze his/her left wrist and said, You do not talk to people that way! and when he/she 
asked for his name, CNA #2 started laughing at him/her and walked of his/her room. The Director of Social 
Services (DSS) said that Resident #2 requested that CNA #2 not provide care to him/her. The DSS said she 
validated Resident #2's feelings and provided support, and Resident #2 told her that he/she feels safe. 
During a telephone interview on 10/02/25 at 12:47 P.M., Nurse #2 said that at the time of the incident, she 
was the Unit Manager, and Nurse #1 reported Resident #2's allegation on 08/21/25 in the morning. Nurse #2 
said she went to interview Resident #2. Nurse #2 said Resident #2 told her that CNA #2 told him/her to roll 
over in a demanding tone, and when he/she told him that he/she was unable to roll over independently, CNA 
#2 got upset and then squeezed his/her left wrist. Nurse #2 said Resident #2 told her that CNA #2 was rude 
and had no manners. During a telephone interview on 10/01/25 at 12:17 P.M., CNA #2 said he worked the 
overnight shift (11:00 P.M. to 7:00 A.M.) on 08/20/25 into 08/21/25. CNA #2 said that while providing care for 
Resident #2 around 5:30 A.M., Resident #2 complained that he was being rough, and said he apologized to 
Resident #2. CNA #2 denied being physically or verbally abusive to Resident #2 during care.During a 
telephone interview on 10/02/25 at 1:30 P.M., Administrator #2 (previous) said that she conducted an 
interview with Resident #2 on 08/21/25 at 11:30 A.M. and believed what Resident #2 had reported. 
Administrator #2 said the Facility substantiated the allegation, and CNA #2 was terminated.
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