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F 0557 Honor the resident's right to be treated with respect and dignity and to retain and use personal possessions.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47110
or potential for actual harm
Based on interview and record review, the facility failed to uphold the dignity of one of three residents
Residents Affected - Few (Resident 1) when two Certified Nursing Assistants (CNAs) were observed by a surveyor exposing resident 1
' s body while assisting with transferring Resident 1 in bed.

This failure has the potential to expose clinically compromise Resident 1 to the public when they pass by the
room.

Findings:

During a review of Resident 1's clinical record, the face sheet (contains demographic and medical
information), indicated Resident 1 was admitted on [DATE], with diagnoses that included Alzheimer's
dementia (a general term for a decline in memory and other cognitive abilities that interfere with daily life).

During observation on April 30, 2025, at 12:23 PM in Resident 1 ' room, the surveyor noted that two CNAs
(CNA 1 and CNA 2) were assisting Resident 1 whose abdomen and diaper were exposed, as the curtain for
privacy was not drawn and the door was left wide open.

During an interview on April 30, 2025, at 12:26 PM with CNA 1 and CNA 2, CNA 1 expressed that it is
inappropriate to lift Resident 1 while Resident 1 brief and abdomen are visible. She indicated that the curtain
should have been drawn. Additionally, she emphasized that exposing Resident 1 compromises his dignity.
CNA 2 agreed with CNA 1's assessment.

During interview on April 30, 2025, at 2:10 PM with the Director of Nursing (DON 1), the DON 1 emphasized
that CNA 1 and CNA 2 are failing to uphold resident privacy, which is a violation of established guidelines
and is deemed unacceptable.

During a review of Facility Policy and Procedure (P&P) dated February 2020, titled, Quality of Life - dignity
indicated, .1. Residents are treated with dignity and respect at all times .
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