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

38993

 Based on observation, interview, and record review, the facility failed to ensure one of three sampled 
residents (Resident 1) was treated with respect and dignity. This failure resulted in Resident 1's rights being 
violated.

Findings:

During a review of the facility's Five day Report (FDR), dated 7/26/24, the FDR indicated, On July 22, 2024.
Resident 1 explained he needed a pillow and when CNA (Certified Nursing Assistant) came was delivering 
the pillow he heard her state, another pillow for your stinky butt or stinky butt pillow.

During an interview on 7/26/24 at 11:21 a.m. with Director of Nursing (DON), DON stated Resident 1 
reported while CNA 2 and CNA 1 were providing care to him, he asked for a pillow and CNA 2 made a 
comment to CNA 1 asking if it was for his stinky ass. DON stated Resident 1 reported the comment was 
made to CNA 1 and not directly to Resident 1 but Resident 1 did not like it.

During an interview on 7/26/24 at 11:33 a.m. with Certified Nursing Assistant (CNA) 1, CNA 1 stated while 
CNA 2 was assisting her with providing incontinent care to Resident 1, CNA 2 said stinky ass. CNA 1 stated 
CNA 2 meant it in a joking way, but it was not ok to joke around with the resident like that.

During a concurrent observation and interview on 7/26/24 at 3:23 p.m. with Resident 1, Resident 1 stated 
when CNA 1 and CNA 2 were providing care, he asked for more pillows, when he asked for more pillows, 
CNA 2 asked if it was for his nasty ass. 

During an interview on 8/1/24 at 3:47 p.m. with CNA 2, CNA 2 stated when she was assisting CNA 1 with 
providing care to Resident 1, CNA 1 and her were going to put a pillow under Resident 1 and as she was 
walking in the room CNA 2 asked CNA 1 where we putting this (referring to the pillow) under his stinky butt 
and Resident 1 heard the comment and she apologized. CNA 2 stated she should have not said the 
comment because it was inappropriate.

During an interview on 8/6/24 at 11:55 a.m. with Administrator, Administrator stated the comment made by 
CNA 2 was inappropriate and was not treating Resident 1 with respect. Administrator stated the comment 
was against the facility policy.
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During a review of the facility's policy and procedure (P&P) titled, Resident Rights dated 2023, the P&P 
indicated, The resident has a right to be treated with respect and dignity. 
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