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

32717

Based on interviews and record review, the facility failed to ensure Resident's right to choose health care 
and providers of health care services was honored for one of three sampled residents (Resident 3), when 
Registered Nurse (RN) 1 proceeded to administer medications to Resident 3, after Resident 3 had already 
refused to receive care from RN 1.

This failure resulted in emotional distress for Resident 3. 

Findings:

During a review of Resident 3's Admission Record, the Admission Record indicated Resident 3 was initially 
admitted to facility during 11/23, and had multiple diagnoses that included, dependence on ventilator 
(breathing machine), chronic respiratory failure with hypoxia (a long-term condition that makes it difficult for 
the body to exchange oxygen and carbon dioxide), amyotrophic lateral sclerosis (nervous system disease 
that weakens muscles and impacts physical function, causes nerve cells in the brain and spinal cord to die, 
eventually causes the brain to lose ability to control voluntary movements and breathing), anxiety disorder 
(persistent and excessive worry that interferes with daily activities), and major depressive disorder (persistent 
feeling of sadness and loss of interest and can interfere with your daily life).

During a review of Resident 3's Minimum Data Set (MDS, an assessment tool used to direct resident care) 
dated 8/16/24, the MDS indicated a Brief Interview for Mental Status (BIMS, a scoring system used to 
determine the resident's cognitive status regarding attention, orientation, and ability to register and recall 
information.) score of 15. A BIMS score of 13-15 indicated intact cognitive status.

During an interview on 9/5/24 at 10:59 a.m., with Sub-Acute Manager (SAM), SAM stated, Resident 3 had a 
history of refusing new staff to provide care. SAM also stated Resident 3, having multiple medical issues that 
included ALS and anxiety, felt new staff were not familiar with Resident 3's daily routine.

(continued on next page)
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During an interview on 9/5/24 at 11:12 a.m., with RN1, RN1 stated being assigned to Resident 3 on three 
separate occasions. RN1 stated, the first time, Resident 3 refused RN1, so RN1 switched assignment with 
another nurse. RN 1 stated, 8/21/24 was the third time RN1 was assigned to Resident 3. RN1 stated, RN1 
entered the room and told Resident 3 she was the assigned nurse for the morning shift. RN 1 stated telling 
Resident 3 she will be preparing Resident 3's scheduled morning medications and will be right back. RN1 
stated Resident 3 said, I don't like you; I want another nurse. RN1 stated she told Resident 3 that she will be 
back to administer Resident 3's medications.

During an interview on 9/5/24 at 11:48 a.m., with Resident 3 through an ALS screen pad, Resident 3 stated 
RN1 was rude and unprofessional the last time RN1 was assigned to Resident 3's care. Resident 3 stated 
telling RN1 to call SAM to switch the assignment because Resident 3 did not like RN1. Resident 3 stated 
RN1 did not call SAM to the room and said, the assignment could not be switched because the other nurses 
were busy. Resident 3 stated, RN1 went ahead and administered Resident 3's medications despite Resident 
3's refusal of RN1 and RN1's care. Resident 3 stated not being able to stay asleep at night because of the 
incident. 

During a follow-up interview on 9/5/24 at 12:18 p.m., with RN1, RN1 stated, Resident 3 had asked for a 
different nurse but told Resident 3 the other nurses were busy. RN1 stated she did not tell SAM because RN 
1 did not want to be labeled by other nurses as picky with the assignment. RN1 also stated, the second time 
she was assigned to Resident 3 on 8/18/24, the Sunday before the 8/21/24 incident, RN1 told the scheduler 
about the first time Resident 3 had already refused her. RN 1 stated the scheduler said Resident 3 was 
always like that with new hires and that RN1 should be fine. RN1 stated, looking back, she should have 
called SAM to switch the assignment, but she did not.

During a telephone interview on 9/5/24 at 1:16 p.m., with Certified Nursing Assistant (CNA)1, CNA1 stated 
being inside Resident 3's room while RN1 administered Resident 3's medication via g-tube (gastrostomy 
tube, a tube inserted through the abdominal wall, into the stomach. It is used to give drugs and liquid food to 
the patient).CNA 1 stated, after RN1 had finished giving medications, Resident 3 became teary-eyed. CNA 1 
stated Resident 3 wanted to call 911 because RN1 had attacked Resident 3.

During an interview on 9/5/24 at 12:35 p.m. with Administrator (ADM), ADM stated RN1 should have 
respected Resident 3's choice. ADM stated there were enough nurses in the unit for RN1 to switch 
assignment with. ADM also stated the facility did not have a specific policy and procedure about a resident's 
right to refuse a staff, it was because it is a basic, standard principle in health care that every resident has 
the right to refuse staff.
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