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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 dignity and respect was provided for one resident (1)
 when a certified nursing assistant (CNA) 1 verbalized profanity in front of the resident. This failure resulted for
 Resident 1 feeling disrespected. Findings: Resident 1 was readmitted to the facility on [DATE], with [DIAGNOSES REDACTED].
 On 10/24/19 at 3:29 P.M., an observation and interview was conducted with Resident 1. Resident 1 was lying in a bariatric
 bed (bed that can handle the additional weight of a large patient). Resident 1 stated he was unable to walk and a bed
 bound. Resident 1 stated CNA 1 was assigned to him on 10/21/19 to provide care. Resident 1 stated that day, he was not
 feeling well and requested to CNA 1 to switch a caregiver. Resident 1 stated that he did not explain the reason, then CNA 1 left the
room. Resident 1 stated he then pressed the call light for help and CNA 2 came in. Few minutes later, CNA 1 came
 back to his room. Resident 1 then informed CNA 1 that CNA 2 was inside his room to assist him. CNA 1 responded to him
 (Resident 1), What's your problem? Resident 1 stated he felt irritated and asked CNA 1 to leave the room. CNA 1 told
 Resident 1 that she (CNA 1) was hurt and would not put up on this and stated, What an[***] . Resident 1 stated that CNA 2
 witnessed the incident and that he was mad at CNA 1 and felt disrespected. On 10/24/19 at 3:09 P.M., an interview with CNA
 2 was conducted. CNA 2 stated Resident 1 was very vocal. CNA 2 stated, on 10/21/19, she responded to Resident 1's call
 light and was told by the resident that he did not want CNA 1 to be his caregiver. CNA 2 stated that she witnessed Resident 1 and
CNA 1's conversation. CNA 2 stated that on her (CNA 1) way out, CNA 1 commented to the resident, What an[***] . CNA 2 stated
Resident 1 heard the comment and he requested CNA 2 to report the incident to the charge nurse. On 10/24/19 at 4:47
 P.M., an interview with the Director of Nursing (DON) was conducted. The DON stated CNA 1 became personal and should have
 reacted calmly no matter what Resident 1's behavior was. Attempted to interview CNA 1 but did not return phone call. A
 review of the facility's policy titled, Abuse, dated 4/01, indicated, Policy: It is a policy of this facility that each
 resident be free from abuse . Purpose: .The provisions of this policy . are applicable to all members of the medical,
 nursing .of the facility .Definitions: .Verbal abuse . any use of oral, written or gestured language that willfully
 disparaging and/ or derogatory terms to the resident . This includes any acts as defined within this section that are
 within the hearing distance of the resident regardless of their adult age . or disability. Example include but are not
 limited to . disgust, tone of voice and mannerism .
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