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F 0550 Honor the resident's right to a dignified existence, self-determination, communication, and to exercise
his or her rights.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, interviews, and record review the facility failed to treat each resident with respect and
Residents Affected - Few dignity and provide care in a manner that promotes maintenance or enhancement of his or her quality

of life for 1 of 4 residents (Resident #1) reviewed for resident rights in that: The facility failed to
ensure CNA A provided linen change in a respectful and dignified manner on 7/19/2026. This failure
could place residents at risk for diminished quality of life, loss of dignity and self-worth. Findings
included:1.Record review of a face sheet for Resident #1 dated 7/22/2026, indicated Resident #1 was
a [AGE] year-old female who was admitted on [DATE] with the diagnoses of chronic respiratory
failure (a serious condition that occurs when the body cannot get enough oxygen or remove carbon
dioxide effectively), Chronic obstructive pulmonary disease (a progressive lung disease that makes it
difficult to breathe, primarily cause by long-term exposure to irritants like cigarette smoke or air
pollution), type Il diabetes (a condition that affects how the body uses insulin and sugar), and morbid
obesity (a complex, multifactorial disease caused by an imbalance between calories consumed and
calories expended, leading to excess fat storage). Record review of a quarterly MDS assessment
dated [DATE] indicated Resident #1 was rarely or never understood and BIMS score was 6 indicating
she was severely cognitively impaired. Resident #1 required maximum assistance with bathing and
dressing lower body. Record review of a care plan undated indicated Resident #1 was at risk for
increased falls with interventions to anticipate needs, provide prompt assistance, assure lighting is
adequate and areas are free of clutter, encouraged to ask for assistance of staff, and ensure call light
was answered promptly. There was not a care plan for activities of daily living. Review of a video
recording dated 7/19/2026 at unknown time, observed Resident #1 lying in bed receiving care from
CNA A, CNA B, and Hospitality Aide C. CNA B was observed tucking the sheet and bed pad under
Resident #1's bottom and then turning Resident #1 towards her on Resident #1's right side. Hospitality
Aide C assisted with lifting Resident #1's left leg as she was turned on her right side. CNA A was
gathering the soiled sheets, pulling them away from Resident #1 starting at the lower in of the bed,
then pulled the top part of the fitted shirt at the top right side of the bed. CNA A picked up a gray
round stuffed pillow and sat it down to the right corner of the bed and continued to gather the soiled
sheets. CNA A then placed the soiled sheets near the foot of the bed out of view of camera. CNA A
then grabbed a package of wipes, sat them on the bed and started to attempt to roll the fitted sheet
and bed pad out from under Resident #1. The gray round pillow was located at the top right corner of
the bed. CNA A picked up the round gray pillow and tossed it over where it landed near Resident #1's
head as she was pulling the right corner of the fitted sheet on the bed. CNA B was observed placing
the round gray pillow behind Resident #1's upper back as CNA A continued to attempt to get the sheet
on the right corner of the mattress. CNA B was talking to CNA A and then CNA A started removing her
(continued on next page)
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PPE and gloves and exited Resident #1's room. Hospitality Aide C walked over to the left side of
Resident #1's bed and was attempting to get the fitted sheet to the right corner of the mattress.

During an observation and interview on 7/21/2026 at 2:57 PM, Resident #1 was sitting up in bed and
had visitors. Resident #1 was clean and well-groomed with no signs of untimely care. Resident #1
denied any concerns with her care. During an interview on 7/21/2026 at 2:57 PM, Anonymous 1 and
Anonymous 2 said CNA A threw a pillow at Resident #1's head. Anonymous 1 provided a review of
video footage of 2 female CNAs and 1 male Hospitality aide on the video footage. Anonymous 1 said
the CNA A did not need to be working at the facility and thought she had been let go. During an
interview on 7/22/2026 at 12:15 PM, CNA A said she had quit after the incident on 7/19/2026. CNA A
said CNA B and Hospitality Aide C were coming to assist from another hall because she needed help.
CNA A said CNA B asked her why she was changing Resident #1's sheets. CNA B said it did not make
sense because she had changed Resident #1's sheets earlier. CNA A said CNA B then asked her how
long she had been a CNA in front of Resident #1. CNA A said she told CNA B that she had started in
February. CNA A said CNA B told her she was messing things up. CNA A said she was trying to pull
the sheet over and stated it was too much at once. CNA A said she then walked off. CNA A said she
realized she was not professional. CNA A said everyone was talking at the desk and saying how she
could not do anything right and they saw what happened on the camera. CNA A said she was advised
to talk with the nurse on Monday. CNA A said she was only trying to move the pillow and CNA B had
moved it out of the way. During an interview on 7/22/2026 at 3:08 PM, CNA B said she was making
rounds and CNA A told her Resident #1's bed needed to be changed. CNA B said CNA A wanted a fitted
sheet as the draw sheet and then got aggravated. CNA B said she rolled Resident #1 toward her as
she was trying to pull the sheet and draw sheet. CNA B said CNA A tossed the pillow. CNA B said she
could not recall the conversation. CNA B said she set the pillow aside and told CNA A that she did not
have to be so rough. CNA B said she observed how aggravated CNA A was. CNA B said she should not
have told her not to be rough in front of Resident #1. CNA B said CNA A took off her gown and walked
out. CNA B said Resident #1 was fine. CNA B said she kept apologizing to Resident #1 and asked her
if she was okay. CNA B said CNA A was her CNA for the night. CNA B said CNA A struggled at times
and she was helping her out. CNA B said she had reported to LVN D. CNA B said she had been
in-serviced on abuse, neglect and exploitation. CNA B said she was still learning how to handle things
and had done construction prior to being a CNA. CNA B said if a resident was not treated with dignity
and respect, it could cause the residents to be fearful of staff. CNA B said she was responsible for
ensuring care was provided with dignity and respect. During an interview on 7/22/2026 at 3:19 PM,
LVN D said CNA B came out and was upset reporting they were providing care and changing Resident
#1 and CNA A was rough. LVN D said CNA B told CNA A to not be rough with Resident #1. LVN D said
she thought CNA A had left but she was in the break room. LVN D told CNA A she had to leave and
CNA A told her she was not coming back and she quit. LVN D said that was the second time she had
worked with CNA A. LVN D said she reviewed the video and the care looked a little rough. LVN D said
she heard the audio of CNA B telling CNA A It's ok, don't be so rough. LVN D said the next thing she
saw, CNA A was removing her gown and gloves. LVN D said she saw CNA A toss the pillow up at
Resident #1's head. LVN D said she had been in-serviced on abuse, neglect and exploitation. LVN D
said she makes sure all staff treat residents like they are family. LVN D said if a resident was not
treated with dignity and respect, it could cause a resident to not want to eat, refuse care and it could
affect their trust with staff. During an interview on 7/22/2026 at 3:32 PM, the Dietary Manager said

she was sitting outside smoking and she was informed by CNA B and Hospitality Aide C that CNA A
had left. The Dietary Manager said she watched the video and said CNA A tossed the pillow and CNA
(continued on next page)
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B told her she did not have to be so rough. The Dietary Manager said she reported it to the ADM and
did not get a response, then called the DON immediately. The Dietary Manager said there was no harm
to Resident #1. The Dietary Manager said she had been in-serviced on abuse, neglect and exploitation
and the ADM was the abuse coordinator. The Dietary Manager said all staff were responsible for
ensuring care was provided to the residents in a dignified manner. During an interview on 7/22/2026

at 3:59 PM, the DON said she was made aware of the incident with CNA A being rough with Resident
#1 by the manager on duty. The DON said she was able to contact the ADM. The DON said CNA A was
sent home. The DON said she came to the facility and spoke with Resident #1 and the RP. The DON
said Resident #1 was doing good and RP shared the video for review. The DON said she thought the
care was unprofessional and did not feel it was abuse. The DON said she felt it was a customer
service concern. The DON said she did a customer service in-service and CNA A did not return to the
facility and did not provide care to any additional residents after the incident. The DON said everyone
was responsible for treating residents with dignity and respect. The DON said it could negatively

affect the residents' emotional well-being. The DON said she could not hear the conversation on the
video recording due to background noise and the television being on during the recording. The DON
said she expected the staff to step away and not discuss concerns of care in front of the residents.
During an interview on 7/22/2026 at 4:18 PM, the ADM said she watched the video recording for
Resident #1. The ADM said it was hard to hear because the television was on during the recording.
The ADM said she felt CNA A was unprofessional. The ADM said it did not appear to her CNA A was
throwing the pillow at Resident #1. The ADM said the staff had been in-serviced on abuse, neglect and
exploitation, and customer service. The ADM said CNA A quit on her own. The ADM said she expected
the staff to treat residents with dignity and respect. The ADM said she was the abuse coordinator.

The ADM said all staff were responsible for ensuring residents were treated with dignity and respect.
The ADM said if a resident was not treated with dignity and respect, it could cause psychosocial

harm. The ADM said Resident #1 had not experienced any psychosocial harm and the SW had arranged
counseling as a standard after an incident. Review of a policy revised December 2016 titled Resident
Rights indicated .Policy Statement.Employees shall treat all residents with kindness, respect, and
dignity.Policy Interpretation and Implementation.Federal and state laws guarantee certain basic rights
to all residents of this facility. These rights include the resident's right to: a. a dignified existence.b.

be treated with respect, kindness, and dignity.
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