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F 0550 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, resident and resident representative interviews, staff interviews, record review, and facility
Level of Harm - Minimal harm or policy review, the facility failed to ensure each resident was treated with dignity and respect by the use of
potential for actual harm inappropriate language and by not providing privacy during care for two (2) of five (5) residents sampled.
Resident #1 and Resident #4Findings include:Record review of facility policy titled, Resident Rights with date
Residents Affected - Few of 2022, revealed, The resident has the right to a dignified existence . 4. The resident has a right to be

treated with respect and dignity. Resident #1An observation of facility's video footage with the Administrator
and an interview with the Administrator on 9/22/25 at 1:05 PM revealed Resident #1 in her wheelchair in the
hallway and Certified Nursing Assistant (CNA) #1 leaned the resident forward in her wheelchair and looked
in the back of the resident's brief in a common area where other residents were present. The Administrator
stated this treated the resident like she was a child.A phone interview on 9/22/25 at 1:12 PM with Certified
Nursing Assistant (CNA) #1 revealed that while she and Resident #1 were in the hallway, she looked in the
back of the resident's brief to see if she had diarrhea. She stated she felt that the resident was far enough in
the doorway of the room to not be visible to anyone in the hall. She acknowledged that each resident should
receive their care in privacy, and checking Resident #1's brief in the hallway did not respect her dignity. She
confirmed that she had been in-serviced on dignity, respect, resident rights, and the need to provide care in
privacy.During an interview on 9/23/25 at 11:30 AM, the Administrator acknowledged it was her expectation
that resident care be done in privacy. She confirmed the facility failed to ensure each resident was treated
with dignity and respect when the care of Resident #1 was provided in the hallway.Record review of CNA
#1's Resident Rights training dated 2/27/24.Review of Resident #1's admission Record revealed she was
admitted to the facility on [DATE], with medical diagnoses that included Congestive Heart Failure, Type 2
Diabetes Mellitus, and Encephalopathy. Record review of Resident #1's Brief Interview for Mental Status
(BIMS) score dated 7/22/25, revealed a score of 6 which indicated a severe cognitive impairment. Resident
#4During a phone interview on 9/22/25 at 3:20 PM, the resident's representative stated she and her sister
brought the resident back to the facility after an outing and the resident was near the nurses' station when
Certified Nursing Assistant (CNA) #2 came up to her and told her to, Back your a** up. She stated this was
disrespectful and unprofessional and upset the resident. She acknowledged that caregivers in a nursing
facility should be held to a higher standard and that should be upheld. On 9/22/25 at 8:30 PM, CNA #2
returned phone call for an interview with the State Agency (SA) and during the interview, she acknowledged
that when Resident #4 returned to the facility with her food, she asked her if she had brought her some food
and the resident said she did not. She stated she told the resident, Then just turn your a** around and get
out of here. She stated she was joking and did not mean to cause any bad feelings to the resident with her
language, but she now realized that speaking to a resident that way was disrespectful. She stated she did
not know that a** was a curse word and should not be used in the facility. She acknowledged that she was
in-serviced by the Administrator about not using profanity at work. She stated she had been in-serviced on
dignity, respect, and resident rights and she was wrong to use disrespectful language to a resident.An
interview with Resident #4 on 9/23/25 at 9:20 AM, revealed the incident occurred when she and her
daughters returned to the facility from going out to eat and she had a bag of food with her. She was near the
nurses' station and CNA #2 asked, Did you bring me some food and when | said | did not, CNA #2 told her,
Well get your a** back out of here. This was heard by staff members, other residents, and her [AGE] year-old
and [AGE] year-old daughters. She stated that this employee uses inappropriate language frequently when
speaking with her. Once, she had not eaten much of her food and CNA #2 came to pick it up and
commented that she did not eat much. She told her that she did not have much of an appetite and CNA
responded with, | know the h*** you don't. You're not eating any d*** food. She stated she was a minister
and [NAME] and did not use curse words. She acknowledged it was not respectful, and it was embarrassing
to be spoken to that way, especially when her children were with her. She acknowledged that bad language
was heard in other places, but for a care giver at work in a nursing facility to curse so easily and use such
disrespectful language when speaking to residents was not appropriate or professional. She stated the staff
members at a nursing facility were held to a higher standard and they should not curse in front of the
residents or residents' families. During an interview on 9/23/25 at 11:30 AM, the Administrator acknowledged
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