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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.

 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 the maintenance assistant (MA) yelled and used foul language toward Resident 1. This failure
 had the potential to negatively affect the resident's psychosocial well-being. Findings: Review of Resident 1's progress
 notes, dated 5/4/2020, indicated Resident 1 reported an alleged verbal altercation between himself and the MA. The notes
 indicated Resident 1 overheard the MA say something bad about his daughter. The notes also indicated Resident 1 stated he
 and the MA exchanged insults and profanity words toward each other. According to the note, Resident 1 stated Resident 2 was
present during the alleged altercation. During an interview with Resident 2 on 6/4/2020 at 10:34 a.m., he stated the MA did not say
anything negative about Resident 1's daughter. However, Resident 2 confirmed the MA did use foul language toward
 Resident 1 on the day of the alleged altercation. During an interview with the administrator (ADM) on 6/16/2020 at 1:21
 p.m., he stated the MA admitted   he yelled and used foul language toward Resident 1. The ADM explained the MA was not
 allowed to return to work. Review of the MA's Separation Checklist indicated he was officially terminated from the facility as of
5/28/2020.
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