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Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44841

Based on observation, interview, and record review, the facility failed to ensure one of three sampled 
residents (Resident 3) was treated with respect and dignity when a Certified Nursing Assistant (CNA 1) used 
profanity (language that is rude, offensive, or vulgar, often involving swear words, or disrespectful terms) with 
Resident 3 during an activity program on November 12, 2024.

This failure compromised Resident 3 ' s dignity and violated his right to respect, which had the potential for 
Resident 3 to experience psychosocial harm (mental harm and suffering).

Findings:

A review of Resident 3's Admission Record (a document containing clinical and demographic data), indicated 
Resident 1 was admitted to the facility on [DATE], with diagnoses of chronic obstructive pulmonary disease 
(group of lung conditions that causes breathing difficulties) and hypertension (blood pressure that is higher 
than normal)

A review of Resident 3 ' s for titled History and Physical dated August 12, 2024, indicated . This resident 
[Resident 3] has the capacity to understand and make decisions .

During concurrent observation and interview on November 22, 2024, at 3:00 PM, with Resident 3, Resident 3 
was sitting in his wheelchair and participating in the activity program. Resident 3 stated that he recalled 
attending an activity program in the Gallery Room on November 12, 2024, around 9:30 AM. Resident 3 
stated that during the program, residents, and activity staff, including CNA 1, engaged in a conversation. 
Resident 3 further stated that he heard CNA 1 tell him, F**k [f word is swearing words to curse someone] off, 
Resident 3. When he tried to clarify what CNA 1 had said, she repeated the same phrase. Furthermore, 
Resident 3 stated When she said my name, I knew the F word was directed at me, and she should not have 
said it. I haven ' t seen her since then.

During a concurrent record review and interview on November 22, 2024, at 3:35 PM, with the Human 
Resources (HR), a facility document titled California Notice of Change in Relationship of CNA 1 indicated 
Name: CNA 1 . Your employment status has changed for the reason checked below: . discharged effective 
11/14/2024 [November 14, 2024] . Involuntary - Violation of company policy . The HR stated the facility has 
terminated CNA 1 ' s employment.
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During a subsequent record review and interview on November 22, 2024, at 3:45 PM with the HR, a facility 
document titled Walk Away Policy and Procedure, signed by CNA 1 on May 1, 2024, indicated . that any staff 
member who becomes frustrated when assisting a resident must walk away from the situation, absent of an 
emergency and request assistance so as to prevent a resident from being subject to inappropriate conduct 
which includes, but is not limited to, verbal, mental, sexual, or physical abuse, . The HR stated that CNA 1 
should have walked away but did not do so.

During a follow up observation and interview with Resident 3, on December 31, 2024, at 10:35 AM, Resident 
3 was sitting up on his bed. Resident 3 stated he felt upset when CNA 1 used the F word at him. He further 
stated, I feel relieved I did not see her [CNA 1] around anymore.

During a phone interview on January 3, 2025, at 10:35 PM, with Activity Assistant (AA ), she stated that on 
November 12, 2024, around 9:30 AM, during an activity program, a resident was transferred to the hospital, 
leaving the wheelchair in the Gallery Room. She then asked CNA 1 to return the wheelchair to the resident's 
room. As she went out to retrieve the wheelchair, she overheard CNA 1 say, F**k off, [Resident 3's first 
name]. When Resident 3 attempted to clarify what CNA 1 had said, CNA 1 repeated the same phrase. The 
AA further stated that she told CNA 1 the behavior was unacceptable and reported the incident to the 
Assistance Director of Nursing (ADON), who sent CNA 1 home that day. Furthermore, the AA stated that 
CNA 1 should have simply walked away if she was frustrated or upset, but she did not.

During an interview and concurrent record review, December 31, 2024, at 10:45 AM, with the ADON, the 
ADON reviewed the facility's policy and procedure titled, Resident Rights revised December 2016, indicated .
Policy Statement. Employees shall treat all residents with kindness, respect, and dignity. Policy interpretation 
and implementation: 1. Federal and state laws guarantee certain basic rights to all residents of this facility. 
These rights include the resident ' s right to : . b. be treated with respect, kindness, and dignity; . The ADON 
stated the policy and procedure was not followed.

Based on observation, interview, and record review, the facility failed to ensure one of three sampled 
residents (Resident 3) was treated with respect and dignity when a Certified Nursing Assistant (CNA 1) used 
profanity (language that is rude, offensive, or vulgar, often involving swear words, or disrespectful terms) with 
Resident 3 during an activity program on November 12, 2024.

This failure compromised Resident 3's dignity and violated his right to respect, which had the potential for 
Resident 3 to experience psychosocial harm (mental harm and suffering).

Findings:

A review of Resident 3's Admission Record (a document containing clinical and demographic data), indicated 
Resident 1 was admitted to the facility on [DATE], with diagnoses of chronic obstructive pulmonary disease 
(group of lung conditions that causes breathing difficulties) and hypertension (blood pressure that is higher 
than normal)

A review of Resident 3's for titled History and Physical dated August 12, 2024, indicated . This resident 
[Resident 3] has the capacity to understand and make decisions . 
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During concurrent observation and interview on November 22, 2024, at 3:00 PM, with Resident 3, Resident 3 
was sitting in his wheelchair and participating in the activity program. Resident 3 stated that he recalled 
attending an activity program in the Gallery Room on November 12, 2024, around 9:30 AM. Resident 3 
stated that during the program, residents, and activity staff, including CNA 1, engaged in a conversation. 
Resident 3 further stated that he heard CNA 1 tell him, F**k [f word is swearing words to curse someone] off, 
Resident 3. When he tried to clarify what CNA 1 had said, she repeated the same phrase. Furthermore, 
Resident 3 stated When she said my name, I knew the F word was directed at me, and she should not have 
said it. I haven't seen her since then. 

During a concurrent record review and interview on November 22, 2024, at 3:35 PM, with the Human 
Resources (HR), a facility document titled California Notice of Change in Relationship of CNA 1 indicated 
Name: CNA 1 . Your employment status has changed for the reason checked below: . discharged effective 
11/14/2024 [November 14, 2024] . Involuntary - Violation of company policy . The HR stated the facility has 
terminated CNA 1's employment.

During a subsequent record review and interview on November 22, 2024, at 3:45 PM with the HR, a facility 
document titled Walk Away Policy and Procedure, signed by CNA 1 on May 1, 2024, indicated . that any staff 
member who becomes frustrated when assisting a resident must walk away from the situation, absent of an 
emergency and request assistance so as to prevent a resident from being subject to inappropriate conduct 
which includes, but is not limited to, verbal, mental, sexual, or physical abuse, . The HR stated that CNA 1 
should have walked away but did not do so.

During a follow up observation and interview with Resident 3, on December 31, 2024, at 10:35 AM, Resident 
3 was sitting up on his bed. Resident 3 stated he felt upset when CNA 1 used the F word at him. He further 
stated, I feel relieved I did not see her [CNA 1] around anymore. 

During a phone interview on January 3, 2025, at 10:35 PM, with Activity Assistant (AA ), she stated that on 
November 12, 2024, around 9:30 AM, during an activity program, a resident was transferred to the hospital, 
leaving the wheelchair in the Gallery Room. She then asked CNA 1 to return the wheelchair to the resident's 
room. As she went out to retrieve the wheelchair, she overheard CNA 1 say, F**k off, [Resident 3's first 
name]. When Resident 3 attempted to clarify what CNA 1 had said, CNA 1 repeated the same phrase. The 
AA further stated that she told CNA 1 the behavior was unacceptable and reported the incident to the 
Assistance Director of Nursing (ADON), who sent CNA 1 home that day. Furthermore, the AA stated that 
CNA 1 should have simply walked away if she was frustrated or upset, but she did not.

During an interview and concurrent record review, December 31, 2024, at 10:45 AM, with the ADON, the 
ADON reviewed the facility's policy and procedure titled, Resident Rights revised December 2016, indicated .
Policy Statement. Employees shall treat all residents with kindness, respect, and dignity. Policy interpretation 
and implementation: 1. Federal and state laws guarantee certain basic rights to all residents of this facility. 
These rights include the resident's right to : . b. be treated with respect, kindness, and dignity; . The ADON 
stated the policy and procedure was not followed.
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