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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

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** This citation
pertains to intake MI00152962

Residents Affected - Few
Based on observation, interview, and record review, the facility failed to ensure one resident (R1) was
treated with dignity and respect out of five reviewed.

Findings include:

Review of the medical record revealed R1 was admitted to the facility on [DATE] with diagnoses that
included Parkinson's Disease, anxiety disorder, major depressive disorder, and post-traumatic stress
disorder. The Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 4/16/25 revealed R1
scored 15 out of 15 (cognitively intact) on the Brief Interview for Mental Status (BIMS-a cognitive screening
tool).

Review of R1's Kardex (care guide) revealed R1 required two-person assistance with activities of daily living.
The Kardex revealed Approach in a calm, quiet manner. Review of R1's behavior care plan revealed an
intervention of approach/speak in a calm manner.

On 6/20/25 at 8:23 AM, R1 was observed in bed. R1 reported there was an incident last month where
Certified Nursing Assistant (CNA) H used pretty obscene language. R1 reported CNA H stated things such
as Why do you wait until the last f*cking minute to get in your chair and | don't play with your mother f*cking
ass. R1 reported there was a housekeeper in the hallway who heard the interaction and got help.

In a telephone interview on 6/23/25 at 10:26 AM, CNA H reported the day of the incident (5/5/25, R1 called
CNA H all types of names including mother f*cker. CNA H reported they responded to R1 by saying I'm not
going to be too many more of your mother f*ckers and until you calm down, I'm going to leave.

In an interview on 6/23/25 at 11:54 AM, Housekeeper |, with the translation assistance of Activities staff J,
reported on 5/5/25, CNA H slammed R1's door and then CNA H was heard inside R1's room very loudly
saying f*ck, f*ck, f*ck. Houskeeper | reported they understood the word that was said and knew it was
cursing. Housekeeper | reported it was CNA H and not R1 saying those words.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0550 In an interview on 6/23/25 at 12:04 PM, Nursing Home Administrator (NHA) A reported the facility
determined that CNA H used inappropriate language in the presence of R1 and therefore, CNA H's
Level of Harm - Minimal harm or employment was terminated.
potential for actual harm
Review of the facility's investigation revealed Facility did substantiate that staff member was verbally
Residents Affected - Few inappropriate.
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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm or

potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure an allegation of abuse was reported timely to the

Residents Affected - Few State Agency for one (R1) of three reviewed.

Findings include:

Review of the medical record revealed R1 was admitted to the facility on [DATE] with diagnoses that
included Parkinson's Disease, anxiety disorder, major depressive disorder, and post-traumatic stress
disorder. The Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 4/16/25 revealed R1
scored 15 out of 15 (cognitively intact) on the Brief Interview for Mental Status (BIMS-a cognitive screening
tool).

Review of the Facility Reported Incident revealed 5/5/25 2p [2:00 PM] Housekeeper hears CNA [Certified
Nursing Assistant] saying the words [F*ck] you multiple times in the residents [sic] room while the resident
was present in the room. The housekeeper notified the housekeeping supervisor and the administrator of the
incident. The Facility Reported Incident revealed the incident occurred on 5/5/25 at 2:00 PM, was discovered
on 5/5/25 at 2:15 PM, and was reported to the State Agency on 5/5/25 at 9:23 PM.

In an interview on 6/24/25 at 10:31 AM, Nursing Home Administrator (NHA) A agreed the incident occurred
on 5/5/25 at 2:00 PM and was not reported to the State Agency until 5/5/25 at 9:23 PM. NHA A did not have
an explanation as to why the allegation of abuse was not reported to the State Agency within two hours.
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