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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure all residents were treated with dignity 
and respect when one staff (Certified Nurse Aide (CNA) A) spoke disrespectfully and did not honor the 
resident's sleeping preferences for one resident (Resident #1) in a selected sample of four residents. The 
facility census was 89.Review of the facility's Dignity and Quality of Life Policy, updated 02/13/25, included 
the following information:-The facility will promote care for the residents in a manner and in an environment 
that maintains and enhances each resident's dignity, quality of life and respect in full recognition of his or her 
individuality. Facility staff will respect and promote the rights of the resident to exercise his or her autonomy 
regarding what the resident considers important facets of his or her life. The facility staff will provide services 
in a manner which enhances/maintains a dignified existence for our residents;-Staff must carry out activities 
in a manner which assist the residents to maintain and enhance his/her self-esteem and 
self-worth;-Maintaining a resident's dignity includes the respecting resident social status, speaking 
respectfully, listening carefully, and always treating residents with respect.-Respect residents by speaking 
respectfully. 1. Review of Resident #1's face sheet (a document that contains a summary of a resident's 
personal and demographic information) showed the resident admitted to the facility on [DATE]. His/her 
diagnoses included diabetes, heart failure, severe obesity, anxiety disorder, and depression. Review of the 
resident's Minimum Data Set (MDS-a federally mandated assessment tool completed by facility staff), dated 
9/20/25, showed the following:-No cognitive impairment;-Dependent on staff for transfers, bed mobility and 
toilet use. Review of the resident's care plan, last reviewed 09/22/25, showed the following 
information:-Honor resident's lifestyle and customary routines;-Allow resident to establish or maintain 
personal sleeping patterns;-Respect resident's preferences at all times. Review of a statement dated 
11/29/25, at 7:25 A.M., showed an anonymous individual said the resident asked to go to the bathroom and 
CNA A went into the resident's room and said I am not about to help the resident. He/she got my back 
hurting from last night. CNA A also slammed the door when he/she left the room. During an interview on 
11/29/25, at 3:20 P.M., the resident said the following:-Last night (11/28/25), CNA A and CNA B entered 
his/her room to assist him/her to bed from his/her recliner;-CNA A said that he/she was not going to hurt 
his/her back on the resident;-This was not the first time the CNA made this type of comment regarding the 
resident hurting the aide's back;-The CNA eventually helps the resident each time he/she makes these 
comments, but he/she is very vocal about it;-When the CNA says this, it hurts the resident's feelings.-When 
he/she reached the bed, he/she sat down quickly, which apparently upset CNA A because he/she stormed 
out of the room;-CNA A was disrespectful and rude, The resident did not know why he/she acted that way. 
The resident tried to get along with everyone;-The resident had told other staff about CNA A's demeanor 
towards him/her, and they told the resident he/she should tell administration, but the resident did not want to 
get anyone into trouble. During an interview on 11/29/25, at 3:35 P.M., CNA C said the following:-The 
resident had told him/her that CNA A was disrespectful when the CNA did not allow the resident to wear an 
incontinent brief to bed; -CNA A told the resident that it was healthier for him/her to sleep without a brief. The 
resident was upset because he/she wanted to wear an incontinent brief, but he/she did not want to tell 
anyone because he/she was afraid of retaliation from CNA A;-CNA C said it appeared as though the night 
shift staff did not provide incontinent care to the resident all night and he/she told the nurse about the lack of 
care provided by CNA A. During an interview on 11/29/25, at 3:55 P.M., CNA D said the following:-There 
were some issues with night shift staff, specifically CNA A, not wanting or allowing the resident to sleep with 
an incontinent brief;-CNA A told the resident that it was better for him/her to sleep without anything covering 
his/her bottom, but the resident wanted to sleep in a brief;-The resident told CNA D that sleeping without a 
brief made him/her feel like he/she did not matter, like staff did not care, and it made him/her feel bad. During 
interviews on 11/29/25, at 3:45 P.M. and 5:25 P.M., the resident said the following:-He/she wanted to wear a 
brief to bed but CNA A told him/her it was better to not wear anything to bed;-The resident did not want to 
cause trouble, but he/she hated incontinence and many times the aides at night either did not change 
him/her often or sometimes they did not come in at all;-The resident sighed and said he/she guessed that 
CNA A let him/her decide if he/she wore a brief or not but really CNA A would just keep at him/her until the 
resident relented and because the resident just wanted to get along with everyone, he/she did not argue.
-The resident said no other staff really had an issue with cleaning him/her, only CNA A. During an interview 
on 11/29/25, at 5:27 P.M., Licensed Practical Nurse (LPN) E said if staff heard another staff member be 
disrespectful or rude to a resident, they should report it to the charge nurse or Director of Nursing (DON). 
He/she had not directly heard CNA A be disrespectful to any residents but heard stories from other CNAs 
like not providing incontinent care as often as he/she should. The LPN thought it was typical shift to shift 
rivalry. Staff should not tell residents that assisting them hurts their backs. During an interview on 11/29/25, 
at 5:45 P.M., LPN F said the following:-If he/she heard a staff member be disrespectful to a resident, he/she 
would stop the interaction, talk to the staff member then let administration know;-He/she had heard CNA A's 
tone get a little sharp with residents before. And there was a situation with a newer resident where the new 
resident did not want CNA A in his/her room. The resident would not tell the LPN specifics about what 
happened, but then a short time later he/she allowed the CNA back into his/her room;-Resident #1 had not 
said anything to the LPN about CNA A;-It would not be appropriate for any CNA to tell a resident that 
assisting him/her hurt their back nor would it be appropriate for staff to continue to try to change a resident's 
mind once they made a decision about something. During an interview on 11/29/25, at 6:00 P.M., CNA A 
said the following:-Staff should not be disrespectful or treat residents in an undignified manner.-If he/she 
heard or noted staff treating residents in this manner, he/she would notify the charge nurse or administration.
-The CNA said he/she may have said that his/her back hurt, but he/she did not say that the resident caused 
his/her back pain;-Sometimes the resident did not want to wear incontinent briefs to bed, and sometimes 
he/she did. During an interview on 11/29/25, at 7:10 P.M., the Administrator said it was not appropriate to tell 
a resident that the resident caused the staff member to hurt their back and if a resident wanted to wear a 
brief to bed, staff should not guilt a resident into doing something they did not want to do. Staff should tell 
administration if a resident told them or if they heard staff being disrespectful to residents. Complaint 2679768

22265749

02/05/2026


