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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to and the facility must promote and facilitate resident self-determination through 
support of resident choice.

45598

Based on resident and staff interviews, record review and facility policy review, the facility failed to honor a 
resident bedtime choice for one (1) of 31 sampled residents. Resident #24.

Findings Include:

Record review of the facility policy Resident Rights revealed 3. Our facility will make every effort to assist 
each resident in exercising his/her rights to ensure that the resident is always treated with respect, kindness, 
and dignity 

An interview on 3/31/25 at 1:00PM with the Administrator (ADM) revealed that on 03/16/25, Registered 
Nurse (RN) #1 called her and reported that Certified Nursing Assistant (CNA) #1 made Resident #24 go to 
bed when she didn't want to. The ADM stated that RN #1 reported to her that CNA #1 took Resident #24 to 
her room from the dining room after the supper meal around 6:00 PM, put Resident #24's gown on and made 
her go to bed. She also revealed that Resident #24 kept telling her (CNA #1) that she didn't want to go to 
bed. The ADM reported that Resident #24's roommate, Resident #22 witnessed it, walked up to the nursing 
desk and reported to RN #1 that CNA #1 told Resident #24 that she was going to bed because she (CNA #1) 
had things to do. The ADM admitted that it was the residents' right to choose to get up and to go to bed when 
they wanted to, and Resident #24's choice to stay up longer should have been honored that evening. 

An interview with Resident #22 on 03/31/25 at 1:40 PM confirmed that she was Resident#24's roommate 
and a couple of weeks ago, she saw a CNA make Resident #24 go to bed one night after supper. She 
revealed that she didn't know who the CNA was, but she hadn't been back since that night, and she was 
glad. Resident #22 revealed that she was in her bed watching television with her privacy curtain pulled about 
halfway to where she could see what was going on. She confirmed that she heard the CNA say to Resident 
#24, You're going to bed because I have work to do. She revealed that she heard Resident #24 tell the CNA 
several times that she was not ready to go to bed. Resident #22 revealed that she got up from her bed and 
went to the nursing desk and reported to a nurse what happened.
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An interview on 03/31/25 at 2:35 PM with RN #1 confirmed that around 5:45 PM on 3/16/25 Resident #22 
came to the nurse's desk and reported that CNA #1 was mistreating Resident #24 by making her go to bed 
when she didn't want to. RN #1 revealed that Resident #22 told her that Resident #24 told CNA #1 that she 
was not ready to go to bed and the CNA told her she was going to bed anyway because she had too much to 
do. RN #1 revealed that she went to Resident #24's room to check on her and found her sitting on the side of 
the bed with her gown on. RN #1 revealed that Resident #24 told her that she wanted to stay up longer and 
visit with friends in the dining room and wasn't ready to go to bed but that CNA #1 made her go to bed. RN 
#1 revealed that she made sure Resident #24 was safe, offered to put her clothes back on and help her get 
back up but at that time, she refused. RN #1 revealed that Resident #24 told her that she was sitting in the 
dining room at a table with other residents and CNA #1 came and pushed her in her wheelchair back to her 
room and put her to bed, even though she told her she was not ready. RN #1 confirmed that Resident #24's 
choice to go to bed later that evening should have been honored and this was not okay. 

An interview on 04/01/25 at 10:20 AM with Resident #24 confirmed that a couple weeks ago, there was an 
aid who made her go to bed early against her wishes. She revealed that she thought it was around 6:00 PM 
and she was sitting in her wheelchair at a table in the dining room visiting with friends when the aid came 
and pushed her back to her room. Resident #24 revealed that she told the aid that she was not ready to go 
to bed, but the aide told her she was going anyway because she had a lot of work to do. Resident #24 
revealed that this was her home, and she wanted to be good to the staff here and she wanted them to be 
good to her. Resident #24 revealed that it was important to her to make her own decisions about when to go 
to bed and she wanted to be respected. Resident #24 revealed that the aide did not hurt her, just made her 
go to bed. She revealed that sometimes she wanted to go to bed early but that was her choice. She revealed 
that if the aide wasn't going to do right, she didn't need to work there. Resident #24 revealed that she did not 
know who the aide was and that she hadn't been back to work since that happened. 

Record review of Resident #24's Admission Record revealed the facility admitted the resident on 09/02/22 
with medical diagnoses that included Parkinson's Disease and Depression .

Record review of Resident #24's Minimum Data Set (MDS) with an (Assessment Reference Date) (ARD) of 
01/13/25 under Section C revealed a Brief Interview for Mental Status (BIMS) Score of 8 which indicated that 
she had moderate cognitive deficits. The review of Section F-Preferences revealed that it was very important 
to her to choose her own bedtime. 
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