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The State Agency (SA) conducted three (3)
Complaint Investigations (Cl MS #28944, CI MS
#28945 and Cl MS #28946) at the facility on
6/06/25. During the survey, the SA determined
the facility was not in compliance with the
requirements for participation in Medicare and
Medicaid. The Cls were Facility Reported
Incidents (FRIs) and were investigated for abuse
and residents not treated with dignity and respect
and F550 was cited.

The facility held a license for 60 beds, with a
census of 52 residents.

F 550 | Resident Rights/Exercise of Rights F 550 7/10/25
SS=D | CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and
access to persons and services inside and
outside the facility, including those specified in
this section.

§483.10(a)(1) A facility must treat each resident
with respect and dignity and care for each
resident in a manner and in an environment that
promotes maintenance or enhancement of his or
her quality of life, recognizing each resident's
individuality. The facility must protect and
promote the rights of the resident.

§483.10(a)(2) The facility must provide equal
access to quality care regardless of diagnosis,
severity of condition, or payment source. A facility
must establish and maintain identical policies and
practices regarding transfer, discharge, and the
provision of services under the State plan for all
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residents regardless of payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

§483.10(b)(2) The resident has the right to be
free of interference, coercion, discrimination, and
reprisal from the facility in exercising his or her
rights and to be supported by the facility in the
exercise of his or her rights as required under this
subpart.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and policy
review, the facility failed to ensure residents were
treated with respect and dignity for three (3) of 27
residents on A Wing. (Resident #1, Resident #2,
and Resident #3).

Findings Included:

A review of the facility's resident document,
undated, revealed " ..."As a resident in a
long-term care facility, you have many rights
guaranteed by law ... Your rights include: A
dignified and comfortable living environment ...
Dignity and Respect You have the right to dignity
and respect in the care you receive and the
setting you live in."

Resident #1

F 550
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A record review of the "Admission Record"
revealed the facility admitted Resident #1 on
4/11/25 with diagnoses including Atrial Fibrillation.

A record review of the Admission Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of 4/22/25 for Resident #1 revealed a Brief
Interview for Mental Status (BIMS) score of 6,
indicating severe cognitive impairment.

A record review of the facility's investigation
revealed that on 5/12/25, Resident #1 reported to
the Social Services Director that a night shift had
treated her in a rude and aggressive manner. The
resident alleged that the CNA removed her call
light and remote control, stating the CNA
"snatched" them and threw one "over yonder."
The CNA identified in the allegation (CNA #1) was
suspended and removed from the resident's care
assignment during the investigation. A body audit
was completed and revealed no signs of injury.
Upon completion of the investigation, the facility
documented that no evidence of abuse was
found. Medical and nurse practitioner follow-up
was recommended as needed.

A record review of the facility "Incident Report"
dated 5/12/25, revealed the Director of Nursing
received a report from Social Services Director
regarding unsatisfactory care being provided to
Resident #1. The "Resident Description"
revealed that the resident stated CNA took her
call light and remote from her and made it
unreachable.

Resident #2

A record review of the "Admission Record"
revealed the facility admitted Resident #2 on

F 550
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4/24/25 and he had current diagnoses including
Chronic Obstructive Pulmonary Disease.

A record review of the "5-Day MDS" with an ARD
of 4/30/25 revealed Resident #2 had a BIMS
score of 15, indicating no cognitive impairment.

A record review of the facility's investigation
revealed that on 5/12/25, Resident #2 reported
multiple incidents of rude and dismissive behavior
by a CNA #1. The resident stated that on several
occasions, the CNA responded to call lights with
a stern tone, yelling phrases such as "What do
you want?" and "l can't get nothing done because
you keep calling me." The resident described one
instance in which he requested ice, and the CNA
brought a nearly empty container, placed the
remaining ice on the table, and left. In another
instance, the resident reported difficulty bringing
up phlegm, and the CNA allegedly responded that
there was nothing they could do. The resident
stated he believed the CNA had a bad
personality. The CNA was removed from the
resident's care assignment, and an in-service on
resident abuse was attempted, but the CNA
declined to sign.

Resident #3

A record review of the "Admission Record"
revealed the facility admitted Resident #3 on
3/28/25 with diagnoses including Hemiplegia.

A record review of the "Admission MDS" with an
ARD of 4/3/25 for Resident #3 revealed a BIMS
score of 8, indicating severe cognitive
impairment.

F 550
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A record review of the facility's investigation
revealed that on 5/8/25, Resident #3 reported to
the Social Services Director that CNA #2
mistreated her during care. The resident alleged
the CNA entered the room abruptly, did not allow
time to grab the bed rails, pulled on her roughly,
and referred to her as "an old woman." The CNA
was immediately removed from the resident's
care and suspended pending investigation. The
employee received inservice training related to
abuse and neglect.

A record review of the "Incident Report" dated
5/8/25 revealed Resident #3 reported CNA #2
came into her room with an attitude and
snatching and pulling on her in a rough manner.
Resident also reports that CNA referred to her as
an old woman.

A record review of a written statement from LPN
#3, dated May 7, 2023, revealed that upon
entering Resident #3's room, CNA #3 was
present and preparing to assist with care
following a bowel movement. LPN #3 explained
the purpose of the care to Resident #3, who
reportedly said "OK" while grabbing her brief.
CNA #3 held the resident's hand during care and
said, "Stop, don't do that, we are trying to change
you."

Arecord review of a statement signed by CNA #2
revealed that during care on 5/7/25, Resident #3
pulled back and forth and touched the CNA
inappropriately, including grabbing the CNA's
backside, breast, and pulling hair. The CNA
reported asking the resident to stop multiple
times, but the behavior continued. The statement
noted that a nurse entered the room, assessed
the situation, and spoke with the resident, who

F 550
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stated the CNA had spoken to her rudely.

On 6/6/25 at 11:40 AM, during an interview with
Resident #3, she stated she could not recall the
exact date, but during the night shift, her CNA
had been very rude and impatient. She stated the
CNA held her hands so she could not stabilize or
help reposition herself during incontinence care.
She said the CNA spoke to her sternly and told
her to "stop it." Resident #3 explained she did not
want to be spoken to like a child and told the CNA
to leave her room and not return.

On 6/6/25 at 11:52 AM, during an interview with
Resident #3's family member, she stated she
visited almost daily and was present on 5/8/25
when Resident #3 reported the night shift CNA
was rude, had a nasty attitude, and was no longer
welcome in her room. The family member
described the treatment as disrespectful and said
she immediately reported the complaint to the
Social Services Director (SSD).

On 6/6/25 at 12:10 PM, during an interview with
Resident #1, she stated she had no memory of
any incident or disrespectful treatment.

On 6/6/25 at 12:50 PM, during an interview with
the SSD, she was notified of an allegation by
Resident #3 on 5/8/25 when Resident #3's sister
came to her office. She said Resident #3 reported
CNA #2 had been rude, pulled her across the
bed, and would not let her hold the bedrail. The
SSD said the resident told her to tell the CNA not
to return. The SSD also recalled that on 5/8/25,
CNA #3 and the Activity Director brought her to
Resident #1's room where Resident #1 named
CNA #1 and complained that she had entered the
room, moved her call light, bed control, and

F 550
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television remote. The SSD said Resident #1
appeared visibly angry. The SSD further stated
that on 5/12/25, she was exiting Resident #1's
room when Resident #2's daughter told her to
speak with Resident #2. She and the Activity
Director entered his room, and Resident #2
stated that CNA #1 had been stern and
unpleasant over the past two (2) weeks, including
that morning. He reported coughing and pushing
his call light prior to daylight, and CNA #1
responded by saying there was nothing she could
do and left. He described CNA #1 as unpleasant
and rude.

On 6/6/25 at 2:59 PM, during an interview with
the Activity Director, she stated that on 5/8/25 at
approximately 8:30 AM, she checked on Resident
#1, who reported CNA #1 was rude, moved her
call light, and had a bad attitude. She described
the resident as visibly angry. The Activity Director
also stated she was present when Resident #2
reported on 5/12/25 that CNA #1 responded
loudly and tersely when he used the call light
around 5:45 AM, stating "What?" and "There's
nothing | can do."

On 6/6/25 at 4:07 PM, during a telephone
interview, CNA #1 denied all allegations and
stated she had worked on A Hall during the night
shift on 5/8/25. She said Resident #2 used the
call light to request repositioning and that she told
him she was in the middle of something and
would return. She denied being assigned to or
entering the room of Resident #1 on 5/11/25 or
5/12/25.

On 6/6/25 at 5:23 PM, during an interview with
the Director of Nursing (DON), she stated that
multiple residents reported being treated

F 550

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: CU9P 11

Facility ID: 79CH

If continuation sheet Page 7 of 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/10/2025
FORM APPROVED
OMB NO. 0938-0391

disrespectfully by CNAs during the night shifts of
5/8/25 and 5/12/25. She confirmed concerns
related to attitude, tone, and demeanor of CNA #1
and CNA #2 and that the three (3) residents
identified these CNAs as speaking in a
disrespectful manner.

On 6/6/25 at 5:30 PM, during an interview with
the Administrator, she confirmed CNA #2
received one-on-one inservice training on
resident rights and abuse/neglect prevention on
5/12/25, and CNA #1 was terminated due to
multiple complaints. She confirmed the
investigation substantiated the residents'
complaints regarding rude behavior.
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