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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake 2572210.Based on interview and record review, the facility failed to report verbal abuse 
and intimidation from a staff member to the State Agency for 1 Resident (Resident #2) of 3 residents 
reviewed for reporting. Findings include:Resident #2 (R2)Review of Resident #2's admission Record 
revealed R2 was a [AGE] year-old female originally admitted to the facility on [DATE] with pertinent 
diagnoses of Sepsis, Chronic Obstructive Pulmonary Disease, Congestive Heart Failure, and major 
depressive disorder. A review of the facility's Abuse, Neglect and Exploitation policy and procedure, revised 
6/25/2025, defined Abuse as the willful infliction of injury, unreasonable confinement, intimidation, or 
punishment with resulting physical harm, pain or mental anguish, which can include staff to resident abuse 
and certain resident to resident altercations. Abuse also includes the deprivation by an individual, including a 
caretaker, of goods or services that are necessary to attain or maintain physical, mental, and psychosocial 
well-being. Instances of abuse includes verbal abuse, sexual abuse, physical abuse, and mental abuse 
including abuse facilitated or an enabled through the use of technology.During an interview on 8/12/25 at 
2:27 PM, the NHA (Nursing Home Administrator) was asked to provide any incident, accident, concern or 
grievance forms that were generated for R2 during the resident's stay. The NHA revealed he only had one 
form involving the resident for an incident on 7/20/25. Review of R2's incident report form revealed #2804 
Alleged Abuse dated 7/20/2025 at 8:40 AM. The report was for an incident that occurred in R2's room and it 
was prepared by the DON (Director of Nursing).During an interview on 8/12/25 at 2:27 PM, the NHA 
revealed that they had not reported the incident to the State Agency and that the DON would need to provide 
any further information. Review of R2's #2804 Alleged Abuse report under Resident Description revealed, R2 
had an interaction with CNA B (Certified Nursing Assistant) and felt the aide had an attitude towards her 
because she did not want to get out of bed and CNA B said that makes her job more difficult and that was 
not appropriate for her to say to R2. The report also reflected that CNA B came back to R2's room again 
after being asked not to and stood with her hands on her hips and was speaking loudly.Further review of 
#2804 Alleged Abuse report reflected LPN C (Licensed Practical Nurse) was made aware of how she (the 
resident) felt, and LPN C removed CNA B from her section and CNA I took over. When LPN C spoke with 
the resident the resident stated that not working with CNA B was a good intervention. LPN C asked if she felt 
safe and R2 stated she does as long as CNA B doesn't care for her. Further review of the report revealed an 
investigation was conducted. The report contained interventions, and interviews with staff, family and 
residents.During a phone interview on 8/13/25 at 11:44 AM, Certified Nurse's Aide (CNA) I revealed, she 
went into (R2's) room for something and R2 was upset and teary. CNA I stated R2 was emotional, was upset 
and did not want CNA B coming back into the room. CNA I' told her she would just help take care of her for 
the rest of the day. She stated the nurse went in behind her and talked with her and she took care of R2 the 
rest of the day. During an interview on 8/12/25 at 1:39 PM, LPN C revealed that R2 had told her one of girls 
had told her she was making their job harder. LPN C stated she switched out CNA B for CNA I. LPN C 
further revealed that R2 would not tell her about her hurt feelings. During an interview on 8/12/25 at 1:43 PM, 
CNA B stated the resident (R2) told her to leave her alone she was tired. CNA B revealed she went back in 
to get her up for breakfast and the resident refused. She went back in again after breakfast and R2 did not 
want to get up because she was still tired. CNA B stated she had to get R2 cleaned up because she was 
soaked and that she ended up putting a brief on her because when she is in bed she can soak through 
everything. CNA B revealed she then went back into R2's room after her care to give her water, and she was 
crying. She (R2) kept saying I'm tired, can't you understand. CNA B stated she was told by another aide that 
R2 did not want her back in her room but that she went back to drop off a condiment that was missing on 
R2's lunch tray and R2 told her to get out because she wasn't supposed to be in her room.During an 
interview on 8/13/25 at 12:32 PM, Ombudsman J confirmed that she had received a call/complaint from the 
resident about an incident that happened in the building but was unable to connect with R2. During an 
Interview on 8/13/25 at 3:44 PM, R2's Sister L revealed R2 was currently in the hospital. When asked if she 
knew of an incident that happened back in July involving an aide. R2's Sister L stated she came up to the 
building on that day because her sister called her because she was afraid. R2 had told her that someone had 
come in and tried to get her up and dressed at like 5:00 in the morning on the weekend and that R2 told the 
aide she was not getting her up. R2 then revealed to her sister that the next aide came in and was upset 
because she (R2) made more work for her because she would not get up and then the aid yelled at her for 
wetting the bed and not getting up. R2's Sister L further stated the nurse did give her a different aide to help 
her out for the rest of the day. However, the aide (CNA B) that yelled at her still came in several times and 
intimidated her sister during her shift for making her job more difficult and reporting her. One of the times the 
aide came in was during breakfast/lunch. The aide shut the door so no one could hear my sister yelling for 
help because the other staff were assisting other residents with their meal. R2's sister stated R2 said the 
aide had her hands on her hips wanting to know why she reported her and why she was making her job 
harder. and that (R2) was very frightened of this aide (CNA B). R2's Sister L further revealed that R2 called 
in a complaint to the Ombudsman.On 8/13/25 at 2:43 PM, Licensed Practical Nurse (LPN) M revealed she 
was aware of the incident involving R2 and CNA B. When I was taking R2's blood sugar outside at dinner 
time she asked me if I had heard of the saga. R2 told me that it (the incident) happened early in the morning 
because she wanted to sleep-in. She told the aide several times she was tired and did not want to get up. 
She told me CNA B said she was making her job hard/difficult, and she wanted to know why she was ruining 
her day. (Name of R2) also told me her aide had been very aggressive with her brief change and was upset 
because everything was wet. (Name of R2) was very upset and teary. She said it happened early in the 
morning, and she thought the aide was going to hurt her. R2 revealed that CNA I had told her to yell if CNA B 
went back into her room. R2 told me she had yelled for help during breakfast when CNA B came back in, but 
the staff could not hear her because CNA B shut the door. LPN M stated the incident happened on the 
weekend, and that she called/reported the incident right away to the DON. LPN M further revealed that the 
DON did not talk to the resident until Monday. LPN M was asked why she reported it. LPN replied because it 
was emotional abuse and R2 was upset about it for days. During an interview on 8/13/25 at 1:45 PM, DON 
stated the resident seemed to be in a mood that day, and as the day went on, she became more worked up 
and teary. Resident had a room across from the nurse's station and LPN C had heard the resident yelling at 
CNA B. LPN C went in and removed CNA B and told the resident she would have CNA I take over her care. 
Resident thought not having CNA B for an aide was a good intervention. A second shift nurse reported the 
1st shift aide told the resident she made her job harder. DON stated that based on LPN C's assessment she 
did not feel it was reportable. DON revealed the resident had stated to me, she had her hand on her hips and 
told me, You make my job harder. The DON confirmed she had completed an Alleged Abuse report for the 
resident; however, she did not think this situation was abuse so she didn't report it,
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