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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise
his or her rights.

Based on observation, interview, record review, and facility policy review, the facility failed to ensure
a resident's right to be treated with dignity and to retain personal belongings when a Certified Nursing
Assistant (CNA) removed a resident's personal cellphone against her wishes for one (1) of three (3)
sampled residents, Resident #1.Findings include:A review of the facility's policy, Promoting
Maintaining Resident Dignity - Resident Rights, dated 10/2/2022, revealed .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.that maintains or enhances the resident's quality of life by
recognizing each resident's individuality.Compliance Guidelines.11. Respect the resident's.personal
possessions. Staff will not search a resident's.personal possessions without consent from the
resident.A record review of the admission Record revealed the facility admitted Resident #1 on
6/3/25 with diagnoses including Epilepsy.A record review of the Quarterly Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 9/3/25 revealed Resident #1 had a Brief Interview for
Mental Status (BIMS) score of 14, which indicated she was cognitively intact.A record review of the
Investigative Summary - Final Report, with Date of Incident: 6/25/25 revealed Investigation Findings
as interviews were conducted with staff members, resident's roommate, and resident and CNA stated
that resident was taking pictures of her. CNA states she asked the resident for the phone and the
resident gave it to her, where she went on to delete about ten photos of herself from the resident's
phone. The resident states that she did not willingly give the CNA her phone. The Administrator came
to the facility immediately and sent the CNA home and the resident's phone was returned to her, after
the CNA had left it on a nurse's medication cart. Resident was interviewed that night and monitored
for any signs of psychosocial harm. A full body audit was conducted that night and the Nurse
Practitioner also conducted a full body audit on the next day. The resident denied taking any photos or
recordings and the resident's representative went through the deleted photos with the Administrator
present and there were no videos containing staff. Staff education and ins-services started on that
night to include the topics of Abuse, Neglect, De-escalation and Misappropriation of Property. The
Conclusion included that upon investigation, it was determined that this CNA exhibited inappropriate
behavior and is not allowed to return to facility.A record review of a signed document provided by the
Administrator, dated 11/25/25, revealed that the facility sent the employee in question home
immediately, the resident's cell phone was returned to her, and she was assessed for bodily and
psychosocial harm. Interviews were conducted and the family was notified. The incident was reported
to the appropriate authorities. Staff in-services were started on Abuse, Neglect, and Misappropriation.
On 6/26/25, and Emergency Quality Assurance meeting was held, with the Medical Director, to
discuss interventions which included 100% of staff to be in-serviced before returning to work. The
resident was assessed for psychosocial needs, and the employee was not allowed to return to the
facility and the Agency was notified.On 11/24/25 at 7:20 PM, during an interview with Resident #1,
she stated that on 6/25/25 CNA #1 entered her room, spoke to her in a demeaning manner. Resident
#1 stated she pretended to record the CNA with her cellphone, after which CNA #1 demanded she
surrender the phone. Resident #1 stated she refused, and CNA #1 took the phone from her and placed
(continued on next page)
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it on the Licensed Practical Nurse (LPN) medication cart. Resident #1 stated she did not voluntarily
give up her phone and that she was later told CNA #1 was terminated.On 11/24/25 at 7:40 PM, during
an interview with the Administrator, she stated CNA #1 reported taking the phone from the resident
because the resident had attempted to record her. The Administrator stated the resident's family
reviewed the device and did not find deleted photos. She stated CNA #1 was an agency nurse and she
has not worked since she was told to leave the facility.On 11/24/25 at 7:51 PM, during an interview
with CNA #2, she stated CNA #1 told her that Resident #1 had threatened to get her fired and was
taking pictures of her. CNA #2 stated CNA #1 admitted to taking the resident's phone. CNA #2 told
CNA #1 she needed to report the incident to the nurse because you can't take a resident's property,
stating it was a dignity concern.On 11/24/25 at 7:55 PM, during an interview with Licensed Practical
Nurse (LPN) #1, she stated CNA #1 placed Resident #1's cellphone on her medication cart and told
LPN #1 she had taken it because Resident #1 was filming her. LPN #1 returned the phone to the
resident. LPN #1 stated Resident #1 reported CNA #1 got on top of her and took the phone
forcefully.On 11/25/25 at 1:11 PM, during an interview with CNA #1, she denied forcefully taking the
phone and stated the resident was being combative and filming her. CNA #1 stated that she could not
remember everything that occurred. CNA #1 stated she picked up the phone and deleted photos before
giving it to LPN #1. Based on the facility's implementation of corrective actions completed on
6/26/25, the SA determined the deficiency to be Past Non-Compliance (PNC) and corrected as of
6/27/25, prior to the SA's entrance 11/24/25.Validation:The SA validated on 11/25/25 through
interview and record review, that all corrective actions had been completed on 6/26/25 and the
deficiency removed on 6/27/25, prior to the SA's entrance on 11/24/25.
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