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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 Based on interview and record review, the facility failed to ensure residents were treated with respect and
dignity for 2 of 4 residents reviewed for dignity. (Resident B and C)Findings include:1. During an
observation, on 11/11/25 at 3:12 p.m., Resident B had a healed scar from a laceration above her right
eyebrow.The clinical record for Resident B was reviewed on 11/11/25 at 10:25 a.m. The diagnoses
included, but were not limited to, Alzheimer's disease, generalized anxiety disorder, mood disorder,
cognitive communication deficit, major depressive disorder, altered mental status, and dementia.A quarterly
minimum data set (MDS) assessment, dated 8/10/25, indicated Resident B had a severe cognitive
impairment. The resident required maximal assistance to maintain personal hygiene which included
combing hair, shaving, applying makeup, and washing/drying face and hands.A care plan, dated 10/13/25,
indicated the resident was at risk of psychosocial distress. Interventions included, but were not limited to,
offer reassurance she was safe in the facility.In a facility witness statement, dated 11/3/25, LPN 7 indicated
QMA 2 came into the facility, on 11/3/25, and indicated she needed to report something which happened
the day before, but she did not know who to tell. LPN 7 told QMA 2 to tell her what happened and she
would help direct her. QMA 2 indicated QMA 1 had sprayed Resident B's face with wound cleanser and
then marked her forehead with a L. The Executive Director (ED) and Director of Nursing (DON) arrived at
the nurse's station and took over the investigation.In a facility witness statement, dated 11/3/25, QMA 2
indicated Resident B was at the nurse's station with LPN 3, CNA 4, and CNA 5. QMA 1 was outside of the
nurse's station acting like she was going to spray everyone with a bottle of wound cleanser. QMA 1 sprayed
Resident B's hair, and the liquid ran down the resident's face. CNA 4 wiped the resident's face off. QMA 1
then took a marker and scribbled on the resident's forehead. CNA 5 removed the mark from the resident's
forehead. The incident happened around 1:00 p.m., on 11/2/25.In a facility witness statement, dated
11/3/25, QMA 1 indicated she had sprayed another staff member with wound cleanser at the nurse's
station, on 11/2/25, and it had also gotten on Resident B's face. QMA 1 then placed a mark with a
purple/blue colored marker on the resident's forehead. She then wiped it off with wet wipes.In a facility
witness statement, dated 11/3/25, CNA 5 indicated she, QMA 1, and CNA 4 were all in the nurse's station,
on 11/2/25. QMA 1 sprayed Resident B with wound cleanser on the forehead and another staff member
wiped it off. QMA 1 then put a purple/blue mark on the resident's forehead. CNA 5 indicated she wiped the
marker off using water a wipe. In a facility witness statement, dated 11/3/25, CNA 4 indicated she had
Resident B at the nurse's station while she charted, on 11/2/25. QMA 1 grabbed the water bottle with a pink
cap on it and sprayed the resident's hair. CNA 4 then brushed the resident's hair out at the nurse's station.
QMA 1 took a purple/blue marker and put a dot on resident's forehead but then washed it off with a wet
wipe. CNA 5 was also at the nurse's station.During an interview, on 11/11/25 at 10:00 a.m., the Executive
Director (ED) indicated the facility conducted a thorough investigation of the incident with QMA 1 and
Resident B. The resident had no signs of distress. She had
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F 0550 contacted the police and filed a notice against QMA 1 with the attorney general's office. The investigation
revealed QMA 1 sprayed the resident's hair and forehead and then used a marker on the resident's

Level of Harm - Minimal harm forehead at the nurse's station, on 11/2/25. This was unacceptable behavior and would not be tolerated by

or potential for actual harm the facility.2. During an observation, on 11/12/25 at 10:00 a.m., Resident C was resting in his room and had
a full beard and mustache.The clinical record for Resident C was reviewed on 11/10/25 at 2:50 p.m. The

Residents Affected - Few diagnoses included, but were not limited to, Parkinson's disease, type 2 diabetes mellitus, dementia with

agitation, cognitive communication deficit, Alzheimer's disease, depression, and dysphagia.A quarterly
MDS assessment, dated 8/25/25, indicated Resident C had severe cognitive impairment.A facility profile
picture of Resident C in the electronic medical record showed the resident with a beard and mustache.In a
facility witness statement, dated 11/4/25 at 1:49 p.m., CNA 8 indicated she worked on 8/29/25 from
2:00-6:00 p.m. QMA 1 was in the dining room laughing and asked her how Resident C looked without
eyebrows. CNA 8 asked QMA 1 what had happened and QMA 1 indicated she had shaved them off. CNA 8
asked QMA 1 if his Power of Attorney (POA) was going to be upset and QMA 1 indicated his POA never
came to the facility. CNA 8 notified RN 9. RN 9 asked Resident C if he had given permission to have his
beard and eyebrows shaved and he said no. RN 9 indicated she would tell the DON.In a facility witness
statement, dated 11/6/25, CNA 5 indicated she had not worked the day the resident's eyebrows and face
were shaved, but when she came to work the next day, the resident's eyebrows and facial hair were all
shaved off. LPN 7 indicated to CNA 5 that the resident had been done dirty. The staff routinely used an
electric razor to trim and shave Resident C. She did not report it because she believed the nurse was
already aware.In a facility witness statement, dated 11/6/25, LPN 7 indicated Resident C had no eyebrows
when she saw him. QMA 1 laughed very loud about it and said it was an accident. LPN 7 indicated she had
informed the DON at the time, and the DON had said she would investigate it.In a facility documented
phone interview, QMA 1 had indicated to the ED, Resident C's daughter requested the staff trim his
eyebrows. She had used a comb and an electric razor but did not realize the razor did not have a guard on
it and had accidentally shaved 1 eyebrow completely off. She told the nurse on duty, but did not remember
who it was, and the nurse told her to match the eyebrows up, so QMA 1 shaved the other eyebrow off. She
trimmed his beard and mustache in the shower like they routinely did but decided to shave all his beard and
mustache off that day. The daughter had not requested her to shave all his hair off.During an interview, on
11/12/25 at 10:54 a.m., the legal guardian for Resident C indicated she had not seen him for about 6 weeks
prior to the end of August. The resident had always preferred to have a mustache and beard. She came in
at the end of August to visit and noticed his mustache, beard, and eyebrows had been shaved. She was
surprised and asked him what happened. He told her the staff did it but could not say who. Last week, his
daughter called her and said Resident C was not happy the staff were still trimming his beard. He had
always preferred facial hair and saw the beautician at the facility. The staff could trim it, but under no
circumstance should they shave it completely off. The legal guardian did not request anyone to trim his
eyebrows. During an interview, on 11/12/25 at 11:15 a.m., CNA 6 indicated the staff would shave Resident
C on his shower days. There were disposable twin blade razors in the shower room. She had been
employed at the facility for 3 years and Resident C did not have any hair clippers that she was aware of.
Resident C always preferred to have facial hair. A current facility document, titled Your Rights and
Protections as a Nursing Home Resident, provided by the DON on 11/10/25 at 10:00 a.m., indicated .You
have the right to be treated with dignity and respect.This citation relates to Intake 2659059.3.1-3(t)
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