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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** Based on
interview and record review, the facility failed to ensure residents were afforded the opportunity to go outside

Residents Affected - Some per their preference, weather permitting, for 4 of 4 residents reviewed for resident rights. This deficient

practice had the potential to impact 17 of 59 resident who were unable to go outside with out supervision.
Findings include:

1. Resident B's clinical record was reviewed on 5/19/25 at 10:07 a.m. Diagnoses included chronic respiratory
failure with hypoxia, chronic pulmonary disease, congestive heart failure, morbid obesity, overactive bladder,
anemia, and depression.

The most current admission MDS (Minimum Data Set) assessment, dated 3/19/25, indicated the resident
was cognitively intact. The resident identified going outside to get fresh air when the weather was good as
being very important to them.

During an interview on 5/19/25 at 10:32 a.m., Resident B indicated she was unable to go outside without
someone taking her. She liked going outside if the weather is nice and would go outside more if it were
offered to her.

2. Resident C's clinical record was reviewed on 5/19/25 at 2:44 p.m. Diagnoses included dementia, anxiety,
hypertension, history of falling, and metabolic encephalopathy.

The most current admission MDS assessment, dated 9/13/24, indicated the resident was moderately
cognitively impaired. The resident identified going outside to get fresh air when the weather was good as
being very important to them.

During the survey, the resident was admitted to the hospital and unable to be interviewed.

3. Resident D's clinical record was reviewed on 5/20/25 at 9:50 a.m. Diagnoses included chronic obstructive
pulmonary disease, hypertension, depressive disorder with severe psychotic symptoms, schizoaffective

disorder, and anxiety.

The most current admission MDS, dated [DATE], indicated the resident was cognitively intact. The resident
identified going outside to get fresh air when the weather was good as being very important to them.

(continued on next page)
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F 0550 During an interview on 5/20/25 at 11:00 a.m., Resident D indicated she could go out to smoke with the other
residents, but could not go outside without supervision. The resident indicated they would like to go sit
Level of Harm - Minimal harm or outside in the front, but couldn't go by themselves.

potential for actual harm
4. Resident E's clinical record was reviewed on 5/20/25 at 10:00 a.m. Diagnoses included non-traumatic
Residents Affected - Some brain dysfunction, dementia, and hypertension.

The most current admission MDS, dated [DATE], indicated the resident was cognitively intact. The resident
identified going outside to get fresh air when the weather was good as being very important to them.

During an interview on 5/20/25 at 8:45 a.m., LPN 2 indicated the residents who were allowed to sign
themselves out could if they wanted to sit outside in front of the facility. The residents who could not sign
themselves out could only go out if someone was available to watch them. On the weekends, there was no
receptionist, so residents may not be able to go outside.

During an interview on 5/19/25 at 8:42 p.m., LPN 3 indicated if there is no staff available to watch the
residents, they couldn't go outside.

During an interview on 5/20/25 at 10:34 a.m., RN 1 indicated the residents who smoke could go out for
smoke breaks. There was also a group of residents who could sign themselves out and sit in front of the
facility from 8:00 a.m. to 8:00 p.m. While the residents sat out front, the receptionist could watch them. On
the weekends, the activity staff would sometimes take residents outside.

During an interview on 5/20/25 at 10:44 a.m., Resident E indicated she went outside to sit if there was
someone to watch her. She would tell staff she wanted to go outside, and if they were available, she would
go. The resident indicated she would like to go outside more if it was nice outside, but staff were not
available.

During an interview on 5/20/25 at 11:34 a.m., the Activity Director indicated residents who smoked went out
three times a day. The last smoke break was at 6:30 p.m. From Monday through Friday, the receptionist was
stationed near the front lobby and could watch the residents who were cognitively intact enough to be
outside without staff present. On the weekend, the cognitively intact residents signed themselves out to go
out and sit on the patio (front of facility). There was a list of residents at the front of the facility. For all other
residents, if there was a staff member who could sit with them outside, they tried to accommodate that to the
best of the facility's ability. Not all residents could go as they pleased for safety reasons.

A facility list of residents/instruction sheet who were allowed to sign themselves out to sit in front of the
facility, dated 5/7/25, was provided on 5/20/25 at 10:58 a.m. by the DON. The sheet indicated the following:
Residents must sign out to sit on the front porch when staff are not present! Residents must stay on the front
porch only and no SMOKING ALLOWED! 8 P.M. ALL RESIDENTS MUST COME BACK IN THE BUILDING
PER MANAGEMENT!

There were 42 residents listed on the document.

The list also contained a list of residents who were at risk for elopement. There were 6 residents listed under
the heading * Attention staff these residents can not be outside unattended*
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The list also contained a list of five residents with guardians.

This citation relates to complaint INO0456647.
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