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F 0550 Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or
her rights.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40241

Residents Affected - Few Based on observation, interview, and record review, the facility failed to ensure staff treated a resident with

respect and dignity for 1 of 3 residents reviewed for abuse. (Resident B)
Findings include:

Resident B's clinical record was reviewed on 4/1/24 at 10:19 a.m. Diagnoses included morbid (severe)
obesity due to excess calories, anxiety disorder, and depression.

Her physicians orders included escitalopram oxalate (treat depression) 10 mg daily.

A 12/22/23, significant change MDS (Minimum Data Set) assessment indicated she was cognitively intact.
She required extensive assistance of one staff member for bed mobility and toilet use.

Her care plan indicated she enjoyed when staff used terms of endearment with her (sugar, honey, darling,
etc.) (11/16/23). Her interventions included encourage her to express other preferences (11/16/23) and
honor her preferences (11/16/23).

Review of her nurses notes indicated the following:

On 3/12/24 at 2:30 p.m. (created on 3/13/24 at 8:34 a.m.), the resident reported to a CNA that on the prior
shift, a CNA had called her a name that hurt her feelings and she didn't appreciate. The Administrator and
the nurse manager followed up with her. She was upset that CNA called her a heifer. As she retold the story,
she added freaking or f---ing in front of heifer. An investigation was initiated. She said she was upset after
the incident, but nursing staff indicated she had no distress. She would be observed for changes in mood,
sleep patterns and meal intake.

On 3/13/24 at 12:57 p.m., she indicated she was fine, and she had no other concerns. She held a general
conversation about her family and an upcoming doctor's appointment.

On 3/18/24 at 2:58 p.m., she did not appear to have any changes in mood, psychosocial well-being, meal
intake, sleep patterns, or activity participation. She appeared to be in a good mood and smiled during the
conversation. When she retold last week's incident, it appeared to change each time she retold the incident
to a different staff member.
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F 0550

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview with CNA 34, on 4/1/24 at 10:29 a.m., she indicated Resident B told her that she had her
call light on. LPN 5 answered her call light to give her a pain pill, but she needed incontinent care. The nurse
gave her a pain pill and provided the care. Then, CNA 21 came in and called her a f---ing heifer because she
had just been in her room to see if she needed anything. While Resident B was telling CNA 34 about the
incident, CNA 21 came into Resident B's room to pass ice water. CNA 21 said she didn't call her a f---ing
heifer, she called her a freaking heifer. Resident B was upset, she wanted to lose weight and she got mad at
the nurses because she wasn't losing more weight. Resident B told her it hurt her feelings and she was
afraid to say something. Resident B also told CNA 13 about the incident and CNA 13 reported it to the
Administrator. CNA 34 felt like it was abuse and she wouldn't use that kind of language with the residents.
She didn't report it and should have reported it to the Administrator right away. She was educated on
reporting abuse immediately.

During an interview with Resident B, on 4/1/24 at 11:03 a.m., she was observed crying and indicated she
had just had a loud conversation with her family member on the phone. She didn't have any concerns with
staff members, until three to four weeks ago. Between 2:00 a.m. and 2:30 a.m., she turned on her call light,
the nurse came to her room with a pain pill, but she just needed changed. The nurse gave her a pain pill and
changed her. Then CNA 21 came into her room and said, You f---king heifer, | was just in here! The word
heifer went straight through her, she couldn't tolerate that word. She told her she was not a heifer. She
indicated she struggled with her weight, and she laid there and cried the rest of the night. CNA 21 had called
her [NAME] and chunky monkey in the past or while she rolled her in bed, she would say to her, get your big
butt over here. She waited until morning and told CNA 34 what had happened. She asked her what she
should do, if she should report it or leave it alone because she was afraid of CNA 21, she was as big as she
was. About that time, CNA 21 came in her room and said she supposed she was telling CNA 34 about
calling her a heifer, she didn't call her a f---king heifer, she called her a freaking heifer. It absolutely hurt her
feelings, and still hurt her feelings.

During an interview with CNA 13, on 4/1/24 at 2:14 p.m., she indicated Resident B told her around lunchtime
(between 11:00 a.m. and 1:00 p.m.) that CNA 21 walked in her room and called her a f---ing heifer after the
nurse had provided care on third shift. She immediately told Unit Manager 3 and she directed her to go to the
Administrator.

During an interview with CNA 21, on 4/1/24 at 2:18 p.m., she indicated she went into Resident B's room
between 10:00 p.m. and 10:30 p.m., she was sleeping. The nurse answered her call light while she was in
another room. She went to Resident B's room and said to her Hey you heifer, you were snoozing away. They
talked about things and before she left her room, she told her if she needed anything to call. Then CNA 34
was in her room and when she walked in, she said to CNA 34 that she couldn't believe she said | called her
a freaking heifer, she did not say the word f---king or freaking to Resident B. She just said heifer. Resident B
wanted to lose weight, but she was not referring to a cow or referencing her weight. She didn't intend it to
hurt her feelings. She even called her children heifers. It was normal for her and Resident B to joke around.

During an interview with the Social Service Director, on 4/1/24 at 4:11 p.m., she indicated when she followed
up with Resident B after the incident. For the most part she was fine, but when she brought up the incident,
she was acting upset. Her story changed a little each time, she changed the wording, at first, CNA 21 called
her a f---ing heifer, then a freaking heifer, then a heifer. Resident B was the joking type.
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F 0550 During an interview with the Administrator, with the DON and Unit Manger 3 present, on 4/1/24 at 4:21 p.m.,
she indicated CNA 34 knew about the incident sooner, but didn't report it. The incident was reported around

Level of Harm - Minimal harm or 1:30 p.m. When she and Unit Manager 3 interviewed Resident B, she was upset about being called heifer.

potential for actual harm She was focused on her weight loss. Heifer wasn't a good word to use.

Residents Affected - Few A current facility policy dated 4/1/19 and titled Promoting/Maintaining Resident Dignity, was provided by the

Administrator, on 4/1/24 at 4:12 p.m., indicated the following: .It is the practice of this facility to promote care
for residents in a manner and in an environment that maintains or enhances each resident's dignity and
respect. Compliance Guidelines .10. Speak respectfully to residents

3.1-3(t)

This citation relates to Complaint INO0430395.
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