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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, it was determined that for 1 out of 13 sampled residents, the facility did not 
ensure residents had a right to be free from neglect. Specifically, a resident was left in a wet brief for an 
extended period of time and sustained a rash and excoriation to the groin. This resulted in a finding of harm 
for the resident. Resident identifier: 9.Findings included: Resident 9 was admitted to the facility on [DATE] 
and readmitted to the facility on [DATE] with diagnoses which included, unspecified urinary incontinence, 
mild cognitive impairment of uncertain or unknown etiology, and cognitive communication deficit.Resident 9's 
medical record was reviewed on 12/3/25.On 3/13/25 at 10:00 PM, a progress note documented, Oncoming 
aides rounded on resident and discovered excoriated peri-area [perineum] with a split open area at the left 
waist approx [approximately] 3 inches long. There is also an area on her left shoulder that appears to be a 
rash approx 4x 4 without any open areas. Antifungal powder was applied to peri area. Collagen and dressing 
was applied to split open area. Monitor rash on shoulder for improvement vs [versus] worsening.It should be 
noted that a skin assessment dated [DATE] for resident 9 showed no skin abnormalities.The facility Incident 
Report Form was reviewed. The facility reported that staff found (resident 9) had not been changed for a long 
period. (Certified Nursing Assistant 5) discovered (resident 9) saturated with dried and wet urine up to her 
shoulders and notified the nurse (Registered Nurse 1) who confirmed the condition. (Certified Nursing 
Assistant 4), assigned to the room, claimed she had changed (resident 9), but the resident's condition 
indicated otherwise. (Registered Nurse 1) assessed (resident 9), noted a rash, excoriation, and a yeast area, 
and applied barrier cream. The Director of Nursing was notified, and the facility immediately suspended 
(Certified Nursing Assistant 4) pending investigation. The RNC (Regional Nurse Consultant) ordered 
psychosocial checks for 72 hours and two-hour nurse checks. The facility began an investigation and 
planned staff education on the bowel and bladder program.The facility Follow-up Investigation Report was 
reviewed. Resident 9 had severe dementia so staff interviews provided most of the information. (Certified 
Nursing Assistant 4) gave conflicting accounts and admitted she had not performed the required two hour 
checks. Oncoming staff found the resident heavily soiled and appeared to have lain in urine for about eight 
hours. The nurse assessed resident 9 and documented a rash, excoriation, and a yeast area, then provided 
treatment. Staff also reported that (Certified Nursing Assistant 4) yelled at (Certified Nursing Assistant 5).A 
review of Registered Nurse (RN) 1's initial interview documented, RN 1 reported that around 10:00 PM, she 
heard Certified Nursing Assistant (CNA) 4 yelling, you're not going to ruin my reputation, while blocking CNA 
5 from entering resident 9's room. After RN 1 knocked, CNA 4 allowed her in. CNA 4 first claimed she had 
changed resident 9 multiple times, then changed her story and admitted she had not changed the resident 
since 2:30 PM. RN 1 observed that the resident appeared to have been sitting in urine for at least 8 hours, 
with urine up to her shoulders, despite typically staying dry and not tolerating being wet. RN 1 also noted that 
CNA 4 had repeatedly stated over the radio that she was all caught up during her shift.A review of CNA 6's 
initial interview documented, Upon arriving at work CNA 4 attempted to give CNA 6 report of her residents 
and she informed CNA 4 to give report to CNA 5. CNA 6 overheard CNA 5 say the situation was 
unacceptable and CNA 4 began to yell at CNA 5. CNA 4 blocked the door, but opened it when the nurse 
intervened. CNA 6 observed that CNA 5 remained calm while CNA 4 yelled. CNA 6 noted that CNA 4's 
outburst was unusual but that care issues with CNA 4 had occurred on previous shifts, often requiring 
additional work from the next shift.A review of CNA 5's initial interview documented, When CNA 5 arrived for 
her shift, CNA 4 admitted she had not given resident 9 her scheduled shower and that the resident needed a 
full bed change. CNA 5 saw that resident 9 had urine up to her shoulders and appeared to have been in that 
state for some time. CNA 5 handed supplies to CNA 4 refusing to participate, but CNA 4 yelled at her, 
slammed the door, and blocked her from re-entering the room. RN 1 had to knock on the door to gain access 
to the room. CNA 4 told RN 1 that the resident was last changed around 2:30 PM and this had occurred at 
shift change around 10:00 PM.A review of the alleged perpetrator CNA 4's initial interview documented, CNA 
4 reported that CNA 5 yelled at her for not changing resident 9's brief. She initially claimed she had changed 
the resident around 5:30-6:00 PM. CNA 4 admitted she likely had not checked the resident for 2-3 hours and 
acknowledged she should have followed the two hour check policy. CNA 4 blocked the door briefly to 
compose herself but let RN 1 in, who also questioned her. CNA 4 said she did a quick check around 8:00 PM 
and discovered the resident's condition at 9:45 PM. CNA 4 admitted she handled the situation poorly by 
yelling at CNA 5 and expressed that she did not want to work with CNA 5 again. CNA 4 reported that she 
had not noticed any skin issues on resident 9 during her shift.The facility verified the allegation and 
terminated the employee. A review of the facility's abuse and neglect policy revealed: 001 - Resident 
Rights/Dignity: Abuse and Neglect - Clinical Protocol. 2. Neglect, as defined at S483.5, means the failure of 
the facility, its employees or service providers to provide goods and services to a resident that are necessary 
to avoid physical harm, pain, mental anguish or emotional distress. Assessment and Recognition 5. Along 
with staff and management, the physician will help identify situations that might constitute or could be 
construed as neglect; for example, inadequate prevention or care of pressure ulcers, inattention to advance 
directives and resident wishes, inappropriate management of problematic behavior, recurrent failure to 
provide incontinence care, failure to report or evaluate significant weight loss, repeated failure to check for 
correct application of restraints, etc. On 12/3/25 at 10: 43 AM, an interview was conducted with CNA 7. CNA 
7 stated that she performed bed checks on residents at least every 60 minutes. CNA 7 stated that during bed 
checks she would see if a resident required a brief change or needed to use the toilet. CNA 7 stated that a 
resident should only be left in a wet brief for a maximum of seven minutes because a resident could develop 
an infection or a skin condition. CNA 7 stated that she always changed a wet brief immediately when a 
resident was found to have one. On 12/3/25 at 10:48 AM, an interview was conducted with CNA 8. CNA 8 
stated that skin breakdown could occur if a resident was left in a wet brief for any period of time and it was 
best to change the resident immediately. On 12/3/25 at 10:56 AM, an interview was conducted with CNA 1. 
CNA 1 stated that he rounded on residents at least every 2 hours and checked for any resident with a soiled 
brief. CNA 1 stated that when he checked on residents he would always check to see if their bed linens were 
damp and would change those if they were. CNA 1 stated that he would never leave a resident in a wet brief 
and if he saw that a resident had one then he would change it and not wait. CNA 1 stated that he would 
never go more than 2 hours without checking on residents. On 12/3/25 at 11:04 AM, an interview was 
conducted with RN 2. RN 2 stated that skin checks were done on residents weekly. RN 2 stated that CNAs 
were responsible for checking on residents and if the resident was incontinent checking on the resident's 
brief. RN 2 stated that if a resident had a wet brief then they should be changed immediately because skin 
breakdown or urinary tract infections could occur.On 12/3/25 at 12:57 PM, a phone interview was conducted 
with CNA 6. CNA 6 stated that on 3/13/25 she was coming on shift at 10:00 PM and CNA 4 walked up to her 
and tried to pass off her residents. CNA 6 stated that she was not taking the hall CNA 4 had and instructed 
her to wait until CNA 5 came. CNA 6 stated that she was taking the batteries out of the hoyer lift and could 
hear CNA 5 tell CNA 4 that leaving resident 9 like she had was unacceptable and that CNA 5 was going to 
go get the nurse. CNA 6 stated that she heard CNA 4 start screaming that she had changed resident 9. CNA 
6 stated that CNA 4 barricaded herself in resident 9's room and would not let any one enter the room. CNA 6 
stated that RN 1 came to resident 9's room and knocked on the door and told CNA 4 to let her in. CNA 6 
stated that RN 1 went into the room and told CNA 4 that you could not leave a resident in this state. CNA 6 
stated that resident 9 was very incontinent and there were standing orders to check on the resident every 2 
hours and resident 9 never refused care.On 12/3/25 at 1:25 PM, an interview was conducted with RN 3. RN 
3 stated that CNAs performed checks on the residents and this should occur every 2 hours. RN 3 stated that 
skin breakdown could occur on a resident in a matter of minutes if they were left in a wet or soiled brief and 
barrier cream had not been applied. On 12/3/25 at 1:47 PM, an interview was conducted with the Assistant 
Director of Nursing (ADON). The ADON stated that CNAs should be rounding on residents at least every 2 
hours and that included checking for wet briefs. The ADON stated that resident 9 was alert to self and 
sometimes place. The ADON stated that resident 9 was very incontinent and did not use a toilet. The ADON 
stated that resident 9 was unable to tell staff when she had been incontinent. The ADON stated that she had 
not been working at the facility at the time of the incident. On 12/3/25 at 3:30 PM, an interview was 
conducted with the Regional Nurse Consultant (RNC). The RNC stated rounding on residents was a case by 
case basis and best practice would be to round on them every 2 to 4 hours. On 12/3/25 at 4:49 PM, a phone 
interview was conducted with CNA 4. CNA 4 stated she was employed to transport, change, and shower 
patients. CNA 4 stated that she had to check on residents every 2 hours. CNA 4 stated that if she didn't have 
to disturb a resident then she would not go into their room and check on them. CNA 4 stated that she had 
made a faux pas where she had a room and both the residents were memory care and she had to check on 
them every 2 hours. CNA 4 stated that she got caught up performing a resident shower and got busy with 
other things and didn't check on the residents as often as she should have. CNA 4 stated that in this instance 
the resident was soaking wet and she went to tell the CNA that was taking over that the resident needed 
everything changed. CNA 4 stated that the other CNA yelled at her and she went into the room and held the 
door closed and would not let staff in. CNA 4 stated she let the nurse in and the nurse told her that she had 
not done her job well. CNA 4 stated that she knew this was imprisonment by holding the door shut. CNA 4 
stated that she decided to quit the job and not admit her guilt. CNA 4 stated that she changed resident 9 at 
6:45 PM and was not sure if she had charted that. CNA 4 stated that all of this happened over a year ago 
and she could not remember anything else.It should be noted that when the surveyor asked CNA 4 about the 
inconsistencies with her statements to the facility, her initial interview, and the interview she had just 
provided, CNA 4 stated that she had to go and did not want to discuss this any further. On 12/3/25 at 5:09 
PM, a phone interview was conducted with RN 1. RN 1 stated that on 3/13/25 CNA 4 was on the radio all 
night long announcing that she was all caught up with her work. RN 1 stated that the night shift aides came 
in and began doing their rounds. RN 1 stated that resident 9 had been lying in filth and there were multiple 
color striations of the dried urine on the sheets. RN 1 stated that it was a lot of urine and that resident 9 had 
not had her brief changed since 2:30 PM. RN 1 stated that the on-coming CNA called her and asked her to 
come down to the room and in the process CNA 4 had barricaded herself in the room to prevent anyone from 
seeing the resident or her bed linens. RN 1 stated she told CNA 4 to open the door and let them in so they 
could fix the issue. RN 1 stated that CNA 4 finally opened the door and was yelling at CNA 5 that she hadn't 
done anything wrong and continued yelling. RN 1 stated that CNA 4 left the building after that. It should be 
noted that RN 1 could not recall if resident 9 had any skin issues when asked by the surveyor. RN 1 stated 
that if she documented that there were skin issues then it was true.
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