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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50379

Residents Affected - Few Based on interview and record review, the facility failed to assist one of three sampled residents (Resident 2)

in exercising the resident ' s right to vote by failing to provide voting materials to the resident.

This failure resulted in Resident 2 feeling frustrated and sad due to not being able to exercise the right to
vote.

Findings:

During a review of Resident 2 ' s Admission Record, the Admission Record indicated Resident 2 was initially
admitted to the facility on [DATE] and readmitted on [DATE]. The Admission Record indicated Resident2's
diagnoses included cerebral infarction ([stroke] loss of blood flow to a part of the brain), Diabetes Mellitus
([DM] a disorder characterized by difficulty in blood sugar control and poor wound healing), and hypertension
([HTN] high blood pressure).

During a review of Resident 2 ' s Minimum Data Set ((MDS] a federally mandated resident assessment tool)
dated 10/22/2024, the MDS indicated Resident 2 was able to understand others and make self understood.

During an interview on 11/6/2024 at 12:14 p.m. with Resident 2, Resident 2 stated he felt frustrated and sad
when he was not provided the materials to vote or the opportunity to leave the facility to vote. Resident 2
stated Resident 2 expressed his interest in voting to the Social Services Assistant (SSA 1) on 8/2024.

During an interview on 11/6/2024 at 12:50 p.m. with the Social Service Director (SSD), the SSD stated
Resident 2 should have been provided the opportunity to exercise the right to vote. The SSD stated SSA 1
worked with Resident 2 and she (the SSD) was not aware of Resident 2 ' s lack of opportunity to vote.

During an interview on 11/6/2024 at 1:51 p.m. with SSA 1, SSA 1 stated Resident 2 informed him of his
interest in voting on 10/2024. SSA 1 stated he did not provide Resident 2 with the materials to register to
vote and receive a ballot through the mail. SSA 1 stated he did not document any efforts to enable Resident
1 to vote. SSA 1 stated Resident 2 was not offered the opportunity to leave the facility and go to vote
in-person.
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F 0550 During a concurrent interview and record review) on 11/6/2024 at 4:10 p.m. with Registered Nurse (RN)1,
Resident 2 ' s care plans and progress notes dated 11/2024 were reviewed. RN 1 stated, there were no care

Level of Harm - Minimal harm or plans or progress notes indicating Resident 2 was provided the opportunity to vote. RN 1 stated Resident 2

potential for actual harm did not have the opportunity to vote, and every resident has the right to the opportunity to vote.

Residents Affected - Few During a review of the facility ' s policy and procedure (P&P) titled, Resident Rights, dated 1/1/2012, the P&P

indicated the facility will make every effort to assist each resident in exercising their rights to participate in
community activities, such as voting. The P&P indicated the facility would provide transportation to
community activities through the Social Services Department.
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