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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 41715

Residents Affected - Few Based on Interview and Record Review, the facility failed to meet this requirement when a staff member

spoke to a resident (Resident 1) in a manner the resident perceived as disrespectful. This had the potential
to result in psychological harm to Resident 1 and compromised the resident's sense of well-being and feeling
of being in a home-like environment.

Resident 1 was admitted to the facility for conditions including age-related debility (unable to perform tasks
that are part of daily living), arthritis, and heart disease.

A review of the facility's policy titled, Elder or Dependent Adult Abuse Reporting indicated that each resident
shall be treated as an individual with dignity and respect and shall not be subject to abuse of any kind. The
policy further defined abuse as including verbal abuse.

Review of Resident 1's Minimum Data Set (a series of tests for residents' functional and mental abilities) that
was performed by the facility on 12/7/24 (Section GG) indicated that she needed Substantial/Maximal
Assistance for most activities, including toileting. Her functional and mental abilities test (MDS Section C)
indicated that she was cognitively intact (no memory or communication problems).

In an interview on 3/25/25 at 1:00 PM, Resident 1 confirmed that she is frequently incontinent (unable to
control her bowel and bladder) and relies on staff assistance. Resident 1 stated that because she is often
vocal about her concerns, she has a history of conflicts with the facility's Director of Nursing (DON A) that in
some instances had to be mediated by an outside community advocate for the aging.

Resident 1 stated that on or around 2/27/25, Director of Nursing (DON A) and LVN B both responded to her
request to have her disposable brief changed. Resident 1 stated that she had joked with the two nurses,
stating, Well, here come Wonder Woman and Hercules. Resident 1 stated that DON A's response to this
was: | could let you sit in a wet diaper .

Resident 1 stated that her history of butting heads, with the DON and that she interpreted the remark as
disrespectful in light of their poor relationship. Resident 1 stated that she felt angry about the situation
because this is my home. | have to be here for the rest of my life. Resident 1 further stated that she wanted
to report the incident and was surprised that someone else reported it for her, and that she had disclosed it
to certain nursing staff but could not remember to whom.

(continued on next page)
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F 0550 In an interview on 3/25/25 at 2:10 PM, Assistant Director of Nursing (ADON B) stated she had not witnessed
the incident, but that the statement | could let you sit in a wet diaper, would be disrespectful and awful, and is
Level of Harm - Minimal harm or not aligned with the facility's abuse prevention policy. ADON B denied ever having heard any staff use that
potential for actual harm language.

Residents Affected - Few In an interview on 3/26/25 at 9:15 AM, volunteer community advocate for the aging (ADV C) acknowledged
that she had been involved in navigating several disagreements initiated by Resident 1 with DON A,
including a previous incident during which DON A requested to take the plants off of Resident 1's windowsill
and Resident 1's objection that it denied her a homelike environment. ADV C stated that Resident 1 was an
incredibly reliable source of information and stated emphatically, If she [Resident 1] said it, it happened.

ADV C stated that while arbitrating these situations, she witnessed an amount of tension between the
Resident 1 and DON A over several past incidents, and that there is no love lost between [Resident 1 and
DON A].
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