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For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.
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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.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview, and record review, the facility failed to ensure one of three sampled residents (Resident 1) was
 treated with respect and dignity when respiratory therapist A (RT A) pushed Resident 1 in his room roughly. This failure
 had the potential to negatively affect the resident's psychosocial well-being. Findings: Review of Resident 1's clinical
 record indicated he was readmitted on [DATE] with [DIAGNOSES REDACTED]. Review of the facility's incident-accident
 reporting form (I &A) dated 4/3/2020, indicated Resident 1 urinated in another resident's bathroom. Certified nursing
 assistant B (CNA B) who was assigned for Resident 1 tried to get Resident 1 return to his room and ran around the hallway.
 RT A pushed Resident 1 and Resident 1 stumbled on the floor. Review of the concern statement of RT C dated 4/3/2020,
 indicated she saw RT A try to move Resident 1 to his room and in the process he pushed Resident 1 a little rough. Review of the
CNA D statement dated 4/3/2020, indicated she observed RT A telling Resident 1 to hurry up and get to his room, so that Resident 1
can be changed. CNA D also stated Resident 1 almost hit his head when RT A pushed him to his room. CNA D further stated RT A
could have told Resident 1 nicely instead of putting his hands on him. During a concurrent interview and record review with the
director of respiratory therapy (DRT) on 5/6/2020 at 12:30 p.m., he acknowledged the above concerns and
 statements of the facilitys' staff were true based on what they seen on 4/2/2020. He further stated that he interviewed CNA B, RT C,
and CNA D.
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