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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 41453

Residents Affected - Few Based on interview and record review it was determined the facility failed to follow resident rights for 1 of 3
sampled residents (# 2) reviewed for resident rights. This placed residents at risk for lack of dignity. Findings
include:

Resident 2 admitted to facility in 7/2024, with diagnoses including dementia.
A 1/2025 Quarterly MDS Assessment indicated Resident 2 was moderately cognitively impaired.
The facility's abuse investigation dated 10/3/24 indicated the following:

-Staff 4 (CNA) changed Resident 2's soiled shirt. Resident 2 had told Staff 4 to leave her/him alone and not
change her/his shirt.

-On 10/3/24 Resident 2 stated the lady took her/him to the room and ripped Resident 2's shirt off. Resident 2
stated they refused to have their shirt removed.

-On 10/3/24 Staff 4 (CNA) stated she went into Resident 2's room to change her/his shirt. The shirt was a lot
dirtier than just wiping it off. Staff 4 stated she explained this to Resident 2, but the resident fought and
cussed at her while she changed the resident's shirt. Staff 4 notified Staff 5 (LPN) that Resident 2 was very
upset about their shirt being changed.

-On 10/4/24 Staff 5 (LPN) stated Staff 4 (CNA) told her that Resident 2 was mad because she made
Resident 2 change their shirt.

On 5/2/25 at 6:05 AM, Staff 3 (CNA) stated she heard about the incident and recalled the education received
by all staff afterward. Staff 3 stated Staff 4 should have gotten a second CNA or the nurse and not complete
the task on her own.

On 5/2/25 at 7:06 AM, Staff 6 (CNA/RA) stated she remembered Resident 2 crying. Resident 2 told her
something about a girl and her/his shirt. Staff 6 indicated she was unsure what occurred but knew something
wrong had happened. Staff 6 stated she informed the nurse of the situation.
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F 0550 On 5/2/25 at 9:12 AM, Staff 8 (LPN/RCM Assistant) stated at the time of the incident Resident 2 appeared in
distress. Staff 8 stated Resident 2 never used the words abuse, and when asked only repeated the details of

Level of Harm - Minimal harm or the incident, but it was clear Resident 2 was forced to do something she/he did not want to do. Staff 8

potential for actual harm recalled two days later Resident 2 no longer had any recollection of the incident.

Residents Affected - Few Attempts to contact Staff 4 (CNA) were unsuccessful and Staff 4 did not return the surveyor's calls.

On 5/5/25 at 11:00 AM, Staff 1 (Administrator) and Staff 2 (DNS) confirmed the information of the incident
was accurate and the failure to maintain resident rights had occurred.
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