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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 37232

Residents Affected - Few Based on observation, interview, and record review the facility failed to maintain a resident's dignity by not

assisting the resident to the bathroom prior to the resident becoming incontinent of stool for 1 of 28 residents
(R287) reviewed for dignity in the sample of 28.

The findings include:

R287's progress notes dated 4/22/24 described R287 as being alert, oriented, understood and followed
commands. The same notes indicated R287 had a fall at home resulting in a fractured hip.

On 04/22/24 at 9:20 AM, when entering R287's room there was a noticeable smell of stool. R287 was sitting
in bed. R287 said this morning (4/22/24) she put her call light on at 8:15 AM because she needed help from
staff to go to the bathroom. R287 said she had to have a bowel movement. R287 said she did not get help to
go to the bathroom until 8:50 AM. R287 said by the time staff helped her to the bathroom it was too late and
she had an accident of stool. R287 said it was .embarrassing . R287 said she normally was continent of stool
but wears an adult incontinence brief for occasional urinary incontinence. R287 said she was incontinent of
stool one other time on 4/20/24 because staff were too slow assisting her to the bathroom. R287 added that
after the first incontinent event on 4/20/24 she makes sure she does not wait until the last minute to ask for
help going to the bathroom. R287 said she came to the facility for therapy after falling at home and fracturing
her hip.

On 4/22/24 at 10:04 AM, V8 (Certified Nursing Assistant- CNA) said R287 is alert and aware of what was
going on. V8 said when R287 needs to have a bowel movement she puts her call light on and is continent of
bowel movements. V8 said R287 had an accident of stool on the morning of 4/22/24.

R287's bowel continence task documentation going back to R287's admitted (4/16/24) showed R287 was
continent of stool and was incontinent of stool one time on 4/20/24 (the date R287 said she was incontinent
because staff were slow on assisting her to the bathroom).

On 4/24/24 at 10:23 AM, V16 (CNA) said a resident that is continent of stool should receive help going to the
bathroom before they become incontinent.

On 4/23/24 at 12:40 PM, V2 (Director of Nursing) said staff should respond to call lights within 3-8 minutes.

(continued on next page)
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On 4/22/24 at 9:57 AM, V1 (Administrator) said the facility is unable to track when a call light was turned on

or off.

The State of lllinois Department on Aging Residents' Rights for People in Long-term Care Facilities booklet
given to residents on admission showed, Your facility must provide services to keep your physical and

mental health, and sense of satisfaction.
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