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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure residents were treated with respect and dignity when 
Certified Nursing Assistant (CNA) B was rough and mean to a resident during peri-care (Resident #1) and 
told a resident he/she did not take his/her religion seriously because he/she refused to go to church service 
(Resident #2). CNA B had a history of complaints from residents about being rough, bossy and intimidating. 
The census was 91.Review of the facility's Resident Rights policy, revised 6/16/25, showed:-The resident 
has the right to a dignified existence, self-determination, and communication with and access to persons and 
services inside and outside the facility;-The resident has the right to exercise his/her rights as a resident of 
the facility;-The resident has the right to be free of interference, coercion, discrimination, and reprisal from 
the facility in exercising his/her rights and to be supported by the facility in the exercise of his/her rights;-The 
resident has a right to be treated with respect and dignity;-The resident has a right to choose activities, 
schedules including sleeping and waking times;-The resident has the right to make choices about aspects of 
his or her life in the facility;-The resident has a right to a safe, clean, comfortable and homelike environment,
including but not limited to receiving treatment and supports for daily living safely;-The resident has the right 
to voice grievances to the facility without discrimination or reprisal. 1. Review of CNA B's employee file, 
showed:-Disciplinary action written warning form, signed and dated 8/16/11:-Violation of safety rules: 
Negligence could have jeopardized the welfare of a resident;-Summary: The resident's care plan listed 
him/her as a Hoyer lift (a mechanical device designed to safely lift and transfer individuals with limited 
mobility). CNA B did not follow the care plan and transferred the resident with a gait belt (a safety device 
used to assist individuals with limited mobility during transfers and walking). The resident had linear bruising 
under his/her breast and around his/her left side and left arm;-Action taken: Unpaid suspension for one 
day;-Code of conduct policy, signed and dated 9/5/12, acknowledging he/she understood all facility 
employees would treat residents with dignity, consideration, courtesy and respect;-Performance appraisal, 
dated 7/2014:-Category: Attitude/interpersonal relationships;-Rating: Three out of five;-Comments: 
Occasionally residents said he/she was bossy and did not listen to them; -Record of counseling interview 
(verbal warning), dated 12/1/14:-Participants: CNA B;-Reason for conference: A resident filed a complaint 
and said CNA B gave him/her a dirty look and was being rough with him/her during peri care. Other residents 
complained in the past about CNA being bossy. Another resident complained about CNA B being 
discourteous during activities of daily living (ADLs) on 10/13/14;-Summary of discussion: CNA B was read 
the contents of the complaint. He/She denied feeling stressed and did not want to pursue Employee 
Assistance Program ([NAME]) counseling. He/She said, it's not me, it's the residents. He/She was urged to 
work on another unit as the complaints were from short term rehab residents;-Response/reaction from 
employee: CNA B did not want to discuss strategies for avoiding resident complaints about his/her 
approach;-Steps taken: CNA B was advised further complaints would result in disciplinary 
action;-Performance appraisal, dated 7/2015:-Category: Attitude/interpersonal relationships;-Rating: Three 
out of five;-Goals: Encouraged to continue working on using a positive, encouraging manner with his/her 
residents. Encouraged to seek knowledge of residents preferences and to offer them choices to create a 
home like environment;-Record of counseling interview (verbal warning), dated 7/14/15:-Participants: CNA 
B;-Reason for conference: A resident filed a complaint and said CNA B refused to take care of him/her. CNA 
B was physically rough when he/she moved the resident. CNA B pushed and jerked the resident. CNA B's 
tone was rough and not gentle. The resident was frightened and intimidated by it. This was the third time in 
90 days an alert, rehab resident had complained about CNA B being rough, bossy and using intimidating 
language;-Summary of discussion: The nurse told CNA B he/she must change and watch his/her tone and 
body language. The nurse said if he/she received another complaint about CNA B, he/she would receive a 
written warning;-Response/reaction from employee: CNA B was not willing to discuss the matter further. 
He/She said he/she would lie to residents to make them comfortable;-Steps taken: CNA B said he/she did 
not know how to make the residents feel comfortable with his/her approach. He/She was encouraged to 
make extra trips into the residents rooms and ask if they needed anything;-Note to file, dated 9/4/15: A 
short-term rehab resident complained CNA B was physically rough during transfers and spoke to him/her in a 
bossy, intimidating way. CNA B said he/she was asked to lie to residents. CNA B was reminded his/her job is 
to make the residents feel safe and comfortable. CNA B refused to give suggestions on how he/she could 
change his/her approach with residents. CNA B agreed to go to [NAME] counseling. CNA B was reassigned 
to another unit;-Performance appraisal, dated 7/2018:-Category: Attitude/interpersonal relationships-Rating: 
Four out of five;-Comments: He/She was a little direct, fair, but firm;Record of counseling interview (verbal 
warning), dated 10/14/19:-Participants: CNA B;-Reason for conference: Failure to honor resident rights. CNA 
B was off the clock and noticed a bruise on a resident's hand. He/She did not report the bruise;-Summary of 
discussion: CNA B should not have been working when off the clock. He/She should have reported the 
bruise or asked the oncoming CNA to report it. -Response/reaction from employee: CNA B understood the 
process and agreed to follow it;-Steps taken: CNA B would report any injury or abuse to the nurse 
immediately;-Performance appraisal, dated 7/17/2023:-Category: Attitude/interpersonal relationships;-Rating: 
Four out of five;-Comments: Encouraged to work on his/her approach with others and watch his/her body 
language;-CNA B completed resident rights training upon hire, on 6/13/23 and 4/14/25. 2. Review of 
Resident #1's admission Minimum Data Set (MDS), a federally mandated assessment instrument completed 
by facility staff, dated 7/10/25, showed the following:-Moderate cognitive impairment;-No 
behaviors;-Diagnoses included dementia (decline in mental ability, severe enough to interfere with daily life, 
encompassing memory, thinking, and reasoning), unspecified severity, without behavioral disturbance, 
psychotic disturbance, and mood disturbance, anxiety and adult failure to thrive (a syndrome characterized 
by a decline in an older adult's physical and mental state). Review of the resident's care plan, in use during 
the survey, showed:-Problem: The resident experienced some memory recall issues due to mild 
dementia;-Goal: The resident will not sustain serious injury due to memory/recall deficit;-Intervention: Staff 
redirected or cued the resident if he/she became forgetful;-Problem: The resident has complained of chronic 
lower back pain;-Goals: The resident will verbalize reduction in pain;-Interventions: Staff acknowledged 
his/her pain is unique and believable, gave medication as needed, assessed past effective and ineffective 
pain relief measures; encouraged him/her to discuss feelings about pain, and monitored and recorded any 
complaints of pain. Review of the resident's behavior analysis report, showed:-On 7/1/25 at 11:57 A.M., CNA 
B documented he/she gave the resident a shower. The resident complained of the water being too hot, then 
too cold. He/She complained CNA B rubbed his/her head too hard. CNA B said he/she rubbed the resident's 
head with an open hand. The resident complained CNA B was putting water in his/her ears. CNA B said 
he/she bent the resident's ears forward and rinsed the back of the resident's ears. Review of the grievance 
report, dated 7/18/25, showed:-Assigned to Director of Nurses (DON);-Details: A staff member reported the 
resident woke up at approximately 3:45 A.M. He/She was sweating, in tears and very afraid. The resident 
said CNA B was rough and mean to him/her. CNA B scrubbed his/her private area hard with green wipes 
and did not listen to him/her. The staff member reported the information to the charge nurse. The resident 
was afraid to repeat the information to the charge nurse;-Resolution: Licensed Practical Nurse (LPN) A 
interviewed the resident, and he/she was confused, but said CNA B was always rough with him/her. LPN A 
moved CNA B to another unit for three days, then moved him/her back to the resident's unit. CNA B was not 
assigned to the resident. During an interview on 7/22/25 at 11:27 A.M., the resident was confused and only 
wanted to talk about his/her family and turning 100. 3. Resident #2's admission MDS, dated [DATE], 
showed:-Moderate cognitive impairment;-No behaviors;-Diagnoses included anxiety disorder (mental health 
condition characterized by excessive and persistent worry, fear, and unease which interferes with daily life), 
major depressive disorder (a serious mental health condition characterized by persistent feelings of sadness, 
loss of interest in activities, and a lack of pleasure, significantly impacting daily functioning), arthritis and 
peripheral artery disease (the narrowing of arteries, typically in the limbs, due to the buildup of plaque). 
Review of the resident's care plan, in use during the survey, showed no documentation related to the 
resident's psychosocial well-being. Review of the grievance report, dated 7/14/25, showed:-Assigned to LPN 
A;-Details: On 7/10/25, time unknown, CNA B asked the resident if he/she was going to mass. The resident 
said no. CNA B asked, why not, you are dressed. The resident again said he/she did not want to go. CNA B 
said he/she took his/her religion serious, and he/she would never ask the resident about anything else. On 
7/14/25 during lunch, the resident received a cold hot dog. He/She pressed his/her call light to have it 
warmed up. Another staff member answered the resident's call light and warmed up the hot dog but did not 
turn off the call light. CNA B entered the resident's room and said staff must feed the residents in the dining 
room and do not pay attention to the call lights. The resident felt CNA B gave him/her the cold shoulder. The 
resident asked to be assigned to a different aide;-Resolution: Resident #2 was removed from CNA B's 
assignment. If the issued continued, CNA B would be moved to another hall. Review of the resident's 
behavior analysis report, showed on 7/16/15 at 4:39 A.M., the resident was tearful and told another aide, 
CNA B treated him/her badly. During an interview on 7/29/25 at 11:25 A.M., the resident said he/she has had 
a few issues with a staff member, but it was handled. When asked to elaborate, he/she said refer to the 
complaint he/she filed. The aide has not been assigned to him/her since the incidents. 4. During an interview 
on 7/29/25 at 1:04 P.M., CNA B said he/she has worked at the facility for 14 years. He/She assists residents 
with ADLs. He/She tried to encourage Resident #2 to go to church service, because he/she is usually not up 
early. Resident #2 took it as an insult. CNA B said he/she did not say he/she took religion seriously. He/She 
said some people take religion seriously. Regarding the hot dog, CNA B said he/she went into the resident's 
room because his/her call light was on. Resident #2 told him/her the light was already answered. Resident 
#2 told CNA B he/she needed to work on answering call lights during lunch service. CNA B was made aware 
of Resident #1's complaint on 7/28/25. He/She was told he/she scratched Resident #1. He/She was not told 
where he/she scratched Resident #1. No one talked to CNA B about being rough with Resident #1. CNA B 
said Resident #1 says everyone is rough with him/her. CNA B said Resident #1 complained he/she was 
rough during a shower. He/She did not think he/she was being rough. CNA B is still assigned to Resident 
#1's and Resident #2's unit. Resident #1 and Resident #2 were removed from his/her assignment. CNA B 
was not aware of any past complaints against him/her about being rough and intimidating towards residents. 
He/She said he/she has never received a written or verbal warning. He/She was in-serviced on resident 
rights in April, 2025. He/She is aware residents have the right to choose their own schedule, refuse care and 
be treated with respect. 5. During an interview on 7/29/25 at 2:06 P.M., LPN A said he/she did not investigate 
Resident #2's grievance. He/She only investigated Resident #1's grievance. Resident #1's answers were not 
consistent with the staff member who reported the incident statement. Resident #1 did not remember waking 
up in the middle of the night. He/She did recall CNA B. Resident #1 has some forgetfulness. He/She 
assessed Resident #1 and did not notice any redness on his/her bottom. LPN A could not determine if the 
incident happened. CNA B did not work on 7/18/25. CNA B returned to work on 7/19/25. The night supervisor 
was supposed to talk to the CNA about the incident with Resident #1. LPN A and the DON made the 
decision to move CNA B to a different floor. LPN A was not aware of the complaint filed by Resident #2. 
He/She was not aware CNA B had a history of resident complaints about him/her being rough, bossy and 
intimidating. He/She is the unit manager and has worked with CNA B for three years. Staff have complained 
about CNA B encouraging the residents too much. He/She has never witnessed or heard of CNA B being too 
rough with residents. He/She is not sure if the social worker met with Resident #1 and Resident #2. 6. During 
an interview on 7/29/25 at 2:37 P.M., the DON said LPN A investigated both grievances. She and LPN A 
made the decision to remove Resident #1 and Resident #2 from CNA B's assignment. She found out about 
CNA B's history of complaints from residents after Resident #1 and Resident #2 filed grievances. The DON 
said CNA B is supposed to slow down and be gentle with the residents. She was in the process of starting 
in-depth abuse/neglect and resident rights in-services. CNA B completed resident rights training in April, 
2025. The social worker is on vacation. She is not sure if he/she met with Resident #1 and Resident #2. 7. 
During an interview on 7/29/25 at 2:47 P.M., the Administrator said the corrective measures put in place up 
to now are not working. They need to hold CNA B accountable. They need to do more monitoring on the floor 
and follow up to break established patterns. He thinks the social worker met with Resident #1 and Resident 
#2. 2566289
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