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F 0561 Honor the resident's right to and the facility must promote and facilitate resident self-determination through
support of resident choice.

Level of Harm - Actual harm
Based on observation, interview and record review, the facility failed to ensure Certified Nursing Assistant
Residents Affected - Few (CNA) D, an agency CNA, respected Resident #24's right to remain in bed. On 10/2/25, the CNA
transferred the resident out of bed for a shower after the resident told the CNA he/she did not want to get
out of bed. The resident said he/she was upset about being made to get up, the transfer was rough and felt
like a tussle. During the transfer, the resident sustained a large skin tear, approximately ten centimeters
(cm) long, to the left lower leg. The resident was sent to the hospital where five sutures were required to
close the skin tear. The facility investigated the incident and in-serviced some nursing staff on transfer
training. The facility investigation failed to identify the resident's right to self-determination had been
violated, and no interventions regarding resident's rights were implemented. The census was 90. Review of
the facility Resident Rights Policy, dated 9/19/24, showed:-Policy Statement: The facility will protect and
promote the rights of each resident to a dignified existence, self-determination, and communication with
and access to persons and services inside and outside the facility. The requirements concerning resident
rights are guaranteed to them under Federal and State law;-Procedure:-Information regarding resident
rights and facility rules will be posted in a conspicuous location in the facility and copies will be provided to
anyone requesting this information;-Staff Competencies in Resident Rights information will include the
following: Understanding of abuse, neglect, misappropriation of resident property, and exploitation.
Demonstrate respect for residents through actions and interactions. Plan and provide individualized care
and services as the resident prefers. Ability to provide residents with quality care and services with respect.
Follows resident preferences in care decisions and choices;-Right to a Dignified Existence: Be treated with
consideration, respect, and dignity, recognizing each resident's individuality;-Right to Self Determination:
Choices of activities, schedules, health care, and providers, including attending physician. Reasonable
accommodation of needs and preferences. Request, refuse, and/or discontinue treatment.Review of the
facility Resident Handbook, revised 6/22, showed:-Our goal is not to maintain but enrich lives. We respect
personal dignity and promote independence;-Our Mission: Empower elders and their caregivers through
choices and options that foster a vital life;-We believe that you have the right to make decisions about your
medical care, including the right to refuse care;-Resident Responsibilities (includes): Assist in planning your
own care;-Nursing Home Residents' Rights (include): -Right to a Dignified Existence: Be treated with
consideration, respect, and dignity, recognizing each resident's individuality. Quality of life is maintained or
improved;-Right to Self-Determination (includes): Choice of activities, schedules, health care, and
providers, including attending physician. Reasonable accommodation of needs and preferences. Request,
refuse, and/or discontinue treatment.Review of Resident #24's admission Minimum Data Set (MDS), a
federally mandated assessment instrument completed by facility staff dated 8/11/25, and located in the
electronic medical record (EMR), showed:-Hearing: Minimal difficulty;-Speech
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F 0561 Clarity: Clear speech - distinct intelligible words;-Makes Self Understood: Understood;-Ability To
Understand Others: Understands;-Chair/bed-to-chair/transfer: Substantial/maximal assistance - Helper

Level of Harm - Actual harm does more than half the effort. Helper lifts or holds trunk or limbs and provides more than half the
effort;-Diagnoses of high blood pressure, arthritis, weakness and chronic pain.Review of the resident's care

Residents Affected - Few plan, dated 10/2/25, and located in the EMR, showed:-8/11/25, Focus: ADL (activities of daily living)

self-care performance deficit. Goal: Resident will maintain current level in ADLs. Interventions: Transfers -
partial/moderate assistance - Helper does less than half the effort. Helper lifts, holds, or supports trunk or
limbs, but provides less than half the effort;-8/11/25, Focus: Communication problem. Goal: Will be able to
make basic needs known on a daily basis. Intervention: Allow adequate time to respond. Repeat as
necessary. Do not rush. Request clarification from the resident to ensure understanding. Ask yes/no
questions if appropriate.Review of the resident's physician's order sheet (POS), located in the EMR,
showed:-9/8/25: Shower/Bath every Monday and Thursday.Review of the resident's progress note, located
in the EMR, showed:-10/2/25 (Thursday) at 9:52 A.M., Licensed Practical Nurse (LPN) B documented: This
nurse made aware that the resident had a skin tear to the left leg. Upon assessment, resident was
observed with a deep laceration to the lower part of left leg. Pressure was applied. Physician was called
and wants resident to go get stitches. Director of Nursing (DON) and Administrator notified.Review of the
Executive Director's/Administrator's initial report to the Department of Health and Senior Services (DHSS)
on 10/2/25 at 7:35 P.M., showed:-Resident #24 was transferred today from his/her bed to his/her
wheelchair. During the transfer, resident hit his/her leg on his/her wheelchair resulting in a skin tear.
Resident was sent to the hospital for stitches. Upon return, resident was interviewed. He/She said the CNA
who transferred him/her was kind of rough. He/She said the CNA was coming to get him/her up for the day
and they were talking about a shower. When asked what he/she meant by rough, he/she said it felt like they
were wrestling. Resident did not feel like the CNA was intentionally trying to harm him/her;-The CNA was
interviewed. He/She said he/she hugged the resident to transfer him/her and then he/she took a couple of
steps to the wheelchair. He/She noticed the resident's leg almost immediately and went to get the nurse for
assessment. The CNA said he/she was trying to encourage the resident to get up for the day because in
report he/she was told the resident does not get up until later and he/she needs a lot of encouragement, or
the resident will stay in bed all day;-The resident is moderate assistance for transfers and can bear weight
but needs support to take steps. At this time, the facility does not suspect abuse or neglect. Transfer
in-servicing will be completed with staff.Review of the resident's progress note, dated 10/2/25 at 10:30 P.M.,
showed the resident returned from the hospital with a new order for Keflex (an antibiotic) 500 milligrams
three times a day for seven days. Resident has five nylon sutures in his/her left lower extremity.Review of
the facility Final Investigation Incident 10/2/25, completed by the DON, showed the following
statements:-CNA D: | was getting resident up and told him/her today was his/her shower day. Resident said
he/she did not want to have a shower. Nurse told me to get resident up and resident will change his/her
mind once out of bed. | got resident on the side of the bed and put the resident's wheelchair at an angle so
that when we stood resident could go to the side and sit in the wheelchair. | put my arms around resident's
chest, like a bear hug, and together we turned towards the wheelchair, resident was standing up. When
almost in the wheelchair, resident kicked with his/her left leg at the same time | was helping him/her sit.
He/She hit the left footrest on the wheelchair when he/she kicked and got the skin tear; -Certified
Medication Technician (CMT) A: This morning | heard from resident's room an aide (CNA D) getting loud
with one of the residents. | informed LPN B he/she might want to check on the situation;-LPN B: At
approximately
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F 0561 9:00 A.M. on 10/2/25, CMT (CMT A) made this nurse aware the aide assigned to resident's room seemed
to be getting verbally agitated with the resident. This nurse went in room to assess the situation and the

Level of Harm - Actual harm aide was observed standing between resident (who was sitting in his/her wheelchair with his/her back
toward the door) and the bed. The aide said | am glad you are here because the resident got a skin tear on

Residents Affected - Few his/her left shin. This nurse asked what happened and the aide said His/her leg got caught in the

wheelchair during the transfer. This nurse pulled the wheelchair back to be able to look and assess the
resident's leg, and two lacerations were observed on the left lower front part of the leg;-LPN C: At
approximately 9:00 A.M. on 10/2/25, | was walking towards the nurse station when LPN B said to go to the
resident's room to help with a skin tear. This nurse walked into the room with the resident's back towards
the door and the aide standing in front of him/her. The aide started to get nervous, so this nurse instructed
the aide to walk away so the resident does not get scared. LPN B said he/she was going to call the
physician. This nurse proceeded to wrap the resident's leg before the paramedics arrived;-DON: Upon
returning to the facility, the resident was interviewed by the DON. The resident said his/her aide was trying
to get him/her in the wheelchair. They were talking about a shower. The resident said the aide was pulling
him/her around to get in the wheelchair and the next thing he/she knew was his/her leg was bleeding. The
transfer was rough. When asked what he/she meant by rough, he/she said it felt like they were wrestling.
The resident said he/she did not feel like the aide was trying to harm him/her;-DON: The skin tear was
approximately 10 cm. In the hospital, the resident received five internal sutures and ten steri-strips
(adhesive strips used to hold the skin together). Resident is normally moderate assistance for transfers and
can bear weight but needs support to take steps. Due to his/her stitches, he/she has an order for
non-weight bearing for two weeks. The resident will utilize a Hoyer lift (a machine used to transfer a resident
unable to bear weight) for transfers during this time;-DON: Additional transfer training will be completed by
therapy with nursing staff. At this time the community does not suspect abuse. Resident's care plan will be
updated to reflect bed baths only. Resident is afraid of the shower room. During an interview on 11/17/25 at
9:21 A.M., the resident said the day his/her leg was injured, CNA D was going to get him/her out of bed to
take a shower. He/She did not want to get up and take a shower and told the CNA that, but the CNA got
him/her up anyway. He/She tussled with the CNA during the transfer. The resident said tussled meant the
CNA was not being very gentle and it felt like a tussle at the time. Since that day, the CNA had not taken
care of him/her again. He/She is not afraid of the CNA, but he/she does not want that CNA to take care of
him/her anymore.During an interview on 11/18/25 at 10:06 A.M., the resident said when CNA D ignored
him/her not wanting to get up it made him/her not feel very good. He/She was mad, and he/she resisted
some when the CNA got him/her up. He/She is supposed to have rights, and expects staff do what he/she
asks. His/Her leg hurt that day, and it still hurts some times. During a telephone interview on 11/25/25 at
9:18 A.M., CNA D said he/she is employed by a staffing agency and had worked at the facility several
times. On 10/2/25, he/she was told by the nurse that the resident needed to get up and take a shower. The
resident had family coming for a visit that day. After breakfast, he/she went to get the resident up and the
resident said he/she refused to get up. He/She told the nurse the resident said he/she said would not get
up. The nurse said the resident always refused but would be fine once he/she was up. He/She went back
and sat the resident on the side of the bed. The resident was kicking at him/her and slapping at his/her
hands. He/She placed a gait belt (a belt applied around the resident's waist to provide stability during a
transfer), lifted the resident up and completed a pivot transfer from the bed to the wheelchair. The resident
kicked at him/her during the transfer. Once the resident was in the wheelchair, he/she bent
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F 0561 over to pick up the resident's leg and felt something warm on his/her hand. That is when he/she noticed the
blood and got the nurse. CNA D felt awful about what happened and cried all day. It still bothers him/her.

Level of Harm - Actual harm The nurses told him/her accidents happen, but that did not make him/her feel any better. He/She should
have listened to the resident and ignored the nurse. After the incident he/she did not receive transfer

Residents Affected - Few training or an inservice on resident's rights. He/She had not worked at the facility since this incident

occurred. During an interview on 11/19/25 at 7:28 A.M., CMT A reviewed his/her statement from the facility
investigation and confirmed it was accurate. He/She is employed by the facility and administers resident
medications. The resident can, for the most part, make his/her needs known. On 10/2/25, CNA D was in the
resident's room, and he/she heard the CNA's tone being raised, like he/she was aggravated. He/She could
not recall any words spoken, and did not hear threats or cursing. He/She did not hear the resident, only the
CNA. He/She did not see anything that took place between the resident and CNA. No one else was around
at the time. He/She told LPN B he/she may want to go to the resident's room and see what was going on.
The LPN went straight to the resident's room. CMT A had not attended the transfer training inservice or any
inservices regarding resident's rights since 10/2/25.During an interview on 11/19/25 at 7:38A.M., LPN B
reviewed his/her statement from the facility investigation and confirmed it was accurate.LPN B said the
resident can make his/her needs known and is capable of making decisions about whether he/she wants to
get out of bed and take a shower. On 10/2/25, he/she was walking down the hall when CMT A told him/her
he/she needed to go to the resident's room. LPN B had not heard anything unusual himself/herself, but
he/she went to the resident's room to check. When he/she entered the resident's room, the resident was in
the wheelchair with CNA D bent down like he/she was putting something on the resident's feet. The CNA
said he/she was glad he/she came into the room because the resident had a skin tear. The resident
seemed normal, no yelling or screaming. It did not seem as there had been any disagreement between the
resident and CNA. The resident never said anything at that time about being made to get up out of bed.
LPN B was not sure if the resident was even aware of the skin tear. The CNA said the resident's leg got
caught in the wheelchair during the transfer. The CNA was upset and crying afterword, because the
resident was injured. LPN B called the physician and sent the resident to the hospital. The next day, the
resident said he/she did not want to get up on 10/2/25, but the resident never wants to get up. Normally
when the resident does not want to get up, you have to try to persuade him/her, but if he/she does not want
to get up, then he/she has the right to remain in bed. The resident has a right to refuse. He/She did not tell
CNA to get the resident up if the resident refused. LPN B did attend the in-service for transfer training on
10/3/25, but had not attended an in-service on resident rights. During an interview on 11/19/25 at 9:15
A.M., LPN C reviewed his/her statement from the facility investigation and confirmed it was accurate. The
resident is able to make his/her needs known. On 10/2/25, LPN B told him/her the resident had a skin tear
and asked him/her to go to the resident's room while he/she called the physician. When LPN C entered the
room, CNA D seemed scared/nervous, so he/she told the CNA to leave the room because he/she did not
want the CNA to scare the resident. The resident did not seem to be in pain and appeared to be confused
as to why everyone was coming into the room. The resident did tell him/her he/she did not want to get out of
bed, but he/she did not recall if the resident said the CNA made him/her get out of bed against his/her
wishes. The resident did not seem upset with the CNA at the time. The resident never wants to get out of
bed, so they to try to motivate him/her into getting up. They encourage him/her to get up, but at the end of
the day, it is the resident's right to remain in bed. LPN C did not attend the transfer in-service on 10/3/25
and had not attended an in-service on resident's rights since the incident occurred. Review of
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F 0561 the resident's POS, showed:-10/2/25: Suture/staple removal on left lower extremity in 14 days. Review of
the facility Transfer Training, conducted by the Physical Therapist on 10/3/25, showed twenty nursing staff (a

Level of Harm - Actual harm combination of facility staff and agency staff) received transfer training. Review of the resident's POS,
showed:-10/6/25: Monitor steri-strips to make sure they remain clean, dry and intact;-10/6/25: Wound Care

Residents Affected - Few Company to evaluate and treat for left lower front leg.Review of the wound care company progress note

dated 10/7/25, located in the EMR, showed:-Location: Left Distal (situated away from the center of the body
or point of attachment), Lower Leg;-Measurements: Length (L): 0.00 cm by Width (W): 12.50 cm by Depth
(D): 0.00 cm by Area (A): 0.00 cm;-Etiology: Laceration;-Stage/Severity: Full Thickness;-Wound Status:
New;-Wound Edges: Sutured;-Periwound (skin around the wound): No erythema (redness), no fever, no
signs of infection;-Exudate (drainage) Amount: None;-Treatment: Leave open to air;-Location: Left Lower,
Proximal (situated nearer to the center of the body or point of attachment) Leg;-Measurements: 4.0 cm by
3.50 cm by 0.00 cm by 14.00 cm;-Etiology: Laceration;-Stage/Severity: Full Thickness;-Wound Status:
New;-Wound Edges: Surgically glued or bonded. Edges well approximated;-Periwound: Ecchymosis (a
discoloration of the skin typically caused by bruising);-Exudate Amount: None;-Treatment: Leave open to
air.Review of the resident's POS, showed:-11/7/25: Left distal wound - cleanse with wound cleanser and
apply xeroform (occlusive gauze designed to maintain a moist environment for healing wounds) to wound
bed and cover every Tuesday and Friday;-11/7/25: Left Proximal Leg: Betadine (an antiseptic solution), daily
and leave open to air.Review of the resident's Brief Interview for Mental Status (BIMS, a cognitive
assessment) dated 11/7/25 and completed by the Social Service director (SSD), showed a score of 11,
indicating moderate cognitive impairment. Review of the wound care company progress note dated
11/11/25, showed:-Location: Left Distal, Lower Leg;-Measurements: 5.80 cm by 2.60 cm by 0.20 cm by
5.08 cm;-Etiology: Laceration;-Stage/Severity: Full Thickness;-Wound Status: Improving;-Wound Edges:
Unattached;-Periwound: No erythema, no fever, no signs of infection;-Exudate Amount: Moderate;-Exudate
Description: Serosanguineous (thin watery fluid with a pink hue);-Dressing Change Frequency: Tuesday
and Friday;-Treatment: Xeroform;-Location: Left Lower, Proximal Leg;-Measurements: 3.90 cm by 3.30 cm
by 0.00 cm by 12.87 cm; -Etiology: Laceration;-Stage/Severity: Full Thickness;-Wound Status:
Improving;-Wound Edges: Surgically glued or bonded. Edges well approximated;-Periwound:
Ecchymosis;-Exudate Amount: None;-Treatment: Betadine daily. Leave open to air.Review of the resident's
care plan showed on 11/13/25, the facility added the following intervention/task: Transfer with a Hoyer lift
and assistance of two staff until left lower leg laceration is resolved.During an interview on 11/18/25 at 8:13
A.M., CNA E (agency staff) said he/she started coming to the facility about a month ago. He/She had taken
care of the resident before. He/She had not been in-serviced on transfer training or resident rights since
starting at the facility. If a resident does not want to get up, they should not be forced to get up. They have a
right to refuse. If a nurse told him/her to get a resident up that did not want to get up, he/she would not get
the resident up and would tell the DON. During an interview on 11/18/25 at 8:35 A.M., CMT F (agency staff)
said he/she had been coming to the facility prior to 10/2/25. He/She did not recall taking care of the resident
in the past. If a resident does not want to get up, the resident has a right to refuse and stay in bed. He/She
would tell the nurse a resident does not want to get up and if the nurse said the resident had to get up,
he/she would get the resident up. That has not happened since she has been here. He/She did not attend
the transfer training and has not been in-serviced on resident rights since 10/2/25.During an interview on
11/18/25 at 8:58 A.M., CMT G (agency staff) said he/she had been coming to the facility on a steady pace
since 7/2/25. He/She has taken care of the resident before. The resident can make his/her needs known. If
the resident did not want
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F 0561 to get up, he/she would let the nurse know. If the nurse said to get the resident up when the resident did not
want to get up, CMT G would refuse to get the resident up and let the Assistant Director of Nurses (ADON)

Level of Harm - Actual harm or DON know. He/She did attend the transfer training in-service on 10/3/25 but had not been in-serviced on
resident rights since 10/2/25. During an interview on 11/18/25 at 9:33 A.M., LPN H said he/she is facility

Residents Affected - Few employed and had worked at the facility for three years. If a resident tells a CNA they don't want to get out

of bed or get up to take a shower, he/she would expect the CNA to report that to him/her. He/She would tell
the CNA to give the resident more time and reapproach the resident later or ask someone else to ask the
resident. If the resident still does not want to get up, the resident would not have to get up. LPN H would not
tell a CNA to get a resident up against the resident's will. Residents have rights that should be respected.
He/She attended the transfer training in-service on 10/3/25. He/She reviewed the transfer training in-service
signature page and said eleven of the twenty staff attending were agency staff. LPN H had not attended an
in-service on resident's rights since 10/2/25. During an interview on 11/19/25 at 8:20 A.M., the Director of
Rehabilitation said prior to 10/2/25, the resident's transfer status was moderate assistance (50% of the
transfer done by staff) of one staff. The resident is able to make his/her own choices. If the resident does
not want to get up out of bed, he/she should not have to get up. During an interview on 11/19/25 at 8:56
A.M., the SSD said she completed the resident's BIMS on 11/7/25. For the most part, the resident is able to
make his/her needs known. The resident would be able to say whether or not he/she wanted to get out of
bed and/or take a shower. Although the resident loves being in bed, staff should not make the resident do
something he/she does not wish to do.During an interview on 11/19/25 at 10:22 A.M. with the DON and
Administrator, the DON said after she investigated the resident's skin tear, she was focused on the transfer
itself rather than a resident's right issue. That is why she had the Physical Therapist give a transfer training
in-service on 10/3/25. Not all nursing staff attended the in-service. The day of the incident as well as
throughout the week, she told staff in her conversations if a resident does not want to get up, don't get them
up. She did not tell all the staff, just the few she had conversations with. The resident can make his/her
needs known and staff should respect the resident's wishes. The Administrator said on any given day, a
good portion of their staff are agency staff. She expected all staff, facility and agency, to follow the resident
rights policy. During a telephone interview on 11/19/25 at 12:14 P.M., the Medical Director said staff are not
supposed to force residents to do something against their wishes. He would expect staff to follow their
policy for resident's rights. He would have expected the facility to have in-serviced staff on resident's rights
as well. Observation on 11/19/25 at 1:05 P.M., showed the resident lay in bed. LPN B unwrapped the
resident's dressing on the left lower leg showing two separate skin tears. The left lower proximal leg was
scabbed over, and the left lower distal leg remained open with a red floor (wound bed or the base of the
wound). 26343682635144
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