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Temple View Transitional Care Center 660 South Second Street West
Rexburg, ID 83440

F 0550

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 52524

Based on observation and interview, it was determined that the facility failed to treat each resident with 
respect and dignity. This was true for 1 of 1 resident (Resident #101) observed for dignity. This deficient 
practice had the potential for residents to experience embarrassment, and low feelings of self-worth. 
Findings include: 

Resident #101 was admitted on [DATE], with multiple diagnoses including multiple sclerosis (a disease in 
which the immune system eats away at the protective covering of the nerves) and overactive bladder. 

On 4/22/25 at 9:30 AM, Resident #101 was observed in her wheelchair in the hallway with her urinary 
drainage bag without a privacy cover. 

On 4/22/25 at 2:06 PM, the DON was interviewed and stated the urinary drainage bag should have been 
covered and was not. 
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