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155665 07/28/2025

Majestic Care of North Vernon 701 Henry Street
North Vernon, IN 47265

F 0550

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

Based on interview, and record review, the facility failed to ensure staff treated a resident with respect and 
dignity for 1 of 3 residents reviewed. (Residents C)Findings include: During an interview on 07/28/2025 2:46 
P.M., Certified Nurse Aide (CNA) 2 indicated in June of 2025 Resident C informed her she was hungry, and 
her cornbread was thrown away. CNA 2 then heard Licensed Practical Nurse (LPN) 3 talk about Resident C. 
LPN 3 stated that Resident C had asked her to microwave the cornbread she had saved from her lunch. LPN 
3 agreed but told Resident C not to stand up while she was gone. Upon returning LPN 3 saw Resident C 
walking and told her she no longer can have the cornbread for not listening. LPN 3 then said she threw away 
the corn bread. CNA 2 reported it to her superiors. A facility document, dated 06/20/25 at 11:45 A.M., 
provided by the Director of Nursing (DON) on 07/28/25 at 3:18 P.M., indicated Resident C reported LPN 3 
told her to sit down in her chair and not move until she got back. She pointed to the chair that was pushed in 
under the overbed table near the closet. The resident reported that LPN 3 went to go get her cornbread and 
milk. She returned with cornbread but forgot milk. LPN 3 again told her not to move. Resident C reported 
getting up to put her tablet away in a drawer. When LPN 3 walked into the room she acted mad and said, I 
told you not to move. Just for that, I'm not giving you this (milk). The resident reported LPN 3 took the 
cornbread and milk and threw it away in the trashcan at the nurse's station. During an interview, on 
07/28/2025 at 2:18 P.M., the DON indicated LPN 3 refused to give a written statement of the incident and 
was terminated during the investigation. During an interview, on 07/28/2025 at 2:29 P.M., the Social Service 
Director indicated on June 20th Resident C's relative came to her with some concerns with a nurse who had 
taken care of Resident C recently. The relative indicated Resident C had asked LPN 3 for something to eat 
and drink after meal service, and LPN 3 told Resident C to not get out of her chair while she went and got the 
food. Upon returning Resident C had gotten out of her chair so LPN 3 threw away the food items and made a 
remark about her not getting it because of her actions. The Social Service Director then interviewed Resident 
C and was told the same story by the resident. Resident C added that she made the remark to LPN 3 that 
she didn't want it anyway after she threw away the cornbread and milk. The clinical record for Resident C 
was reviewed on 07/28/25 at 9:32 A.M. An Annual Minimum Data Set (MDS) assessment, dated 06/10/25, 
indicated the resident was moderately cognitively impaired. The resident's diagnoses included, but were not 
limited to, hypertension, arthritis, and gastroesophageal reflux disease.During an interview, on 07/28/25 at 
11:37 A.M., Resident C indicated she had no memory of this incident, and indicated the staff were always 
nice to her.The current facility policy titled, Dignity dated 12/12/2023, was provided by the DON on 07/28/25 
at 3:18 P.M. The policy indicated, .It is the practice of this facility to protect and promote resident rights and 
treat each resident with respect and dignity as well as care for each resident in a manner and in an 
environment, that maintains or enhances resident's quality of life . This citation relates to Complaint 
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