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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Honor the resident's right to be treated with respect and dignity and to retain and use
 personal possessions.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure one resident (Resident 1) was treated with respect and
 dignity when Resident 1 was spoken to in a demeaning manner, for a census of 119. This failure had the potential to cause
 psychosocial distress to Resident 1. Findings: Resident 1 was admitted   to the facility in mid 2019 with [DIAGNOSES
 REDACTED]. Review of Resident 1's Progress Notes, dated 9/19/19 at 4 p.m. indicated, Resident (2) . reported to the writer
 that staff verbally abusive to the resident (1) . stated that she came to the room and try to help resident (1) . and
 telling inappropriate words/language towards resident (1) . Review of the Social Services Director (SSD) Progress Notes,
 dated 9/20/19 at 6:21 p.m. indicated, SSD spoke with the resident on 9/20/19 st 5:45 p.m. about the incident that had
 occurred, SSD asked the resident if he feels safe in the facility and with the staff that tend to his needs and resident
 stated, 'I do feel safe, I get support from the staff and my roommate who I value very much' . SSD will follow-up as needed or as the
resident's needs arise. During an interview with Resident 1 on 9/24/19 at 2:32 p.m., Resident 1 stated, I just
 don't need to be abused or mistreated. I cannot have that happen anymore . She (Certified Nursing Assistant 1 (CNA 1)) was
 insulting me, disparaging me, making unnecessary comments, my body stank, I stank . I don't need that. I deserve respect .
 I just don't need the verbal attacks on me. It's verbal abuse . I just want to be taken care of in a courteous, respectful
 manner. Resident 1 further stated the incident that happened with CNA 1 was a one-time incident. Further interview of
 Resident 1 on 9/24/19 at 2:43 p.m., Resident 1 stated he was demoralized and seriously depressed. In an interview with
 Resident 2 on 9/24/19 at 2:43 p.m., Resident 2 stated every time CNA 1 came in, she would tell Resident 1 he was dirty or
 stinky. In an interview with CNA 1 on 9/24/19 at 3:17 p.m., CNA 1 stated she had told Resident 1, Why don't you wanna go
 shower? You're stinky already. CNA 1 stated she had only told Resident 1 that once. In an interview with the Administrator
 (ADM) on 4/23/20 at 9:08 a.m., the ADM stated her expectations from staff is to use proper language with residents and
 communicating with residents in a proper manner. Review of a facility policy titled, Privacy/Dignity, revised 10/24/17,
 indicated, Always ensure . dignity of resident during care and during conversation with residents .
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