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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

Honor the resident's right to and the facility must promote and facilitate resident self-determination
through support of resident choice.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, record review, and staff interview, the facility failed to ensure a residents right in self
determining a time to get dressed/up for 5 of 5 residents reviewed with dementia (Resident #1, #2,
#3, #4, and #5). The facility reported a census of 45 residents.1) According to the Minimum Data Set
(MDS) assessment dated [DATE] Resident #1 scored 3 on the Brief interview for Mental Status
(BIMS) indicating severe cognitive impairment. The resident depended on staff for toileting hygiene,
upper and lower body dressing. The resident's diagnoses included Alzheimer's disease and
insomnia.The Care Plan revised 8/4/25 identified the resident had a diagnosis of insomnia and she
took scheduled Melatonin for it. Interventions included monitoring the resident for any change in sleep
pattern, and staff would encourage a consistent routine each night. On 11/25/25 at 4:12 a.m. Staff A
Certified Nursing Assistant (CNA) woke and checked Resident #1's (incontinent pad) and she was dry.
Staff A then removed Resident #1's gown and dressed her with a top, and pants pulled up to the
mid-thigh. Staff A covered Resident #1 and left the room.On 11/25/25 at 4:57 a.m. Staff A stated they
had 6 people they were responsible for dressing on last rounds. Today they only had to do 3, because
3 of them got baths. The 6 people they dressed had dementia and could not say no. They dressed
them and they stayed in, or went back to bed. She said 1 of the 3 people they needed to dress had
already been done. 2) According to the MDS assessment dated [DATE] Resident #2 scored 0 on the
BIMS indicating severe cognitive impairment. The resident required substantial/maximal assistance
with toileting hygiene, and partial/moderate assistance with upper and lower body dressing. The
resident's diagnoses included non-Alzheimer's dementia.The Readmit assessment dated [DATE]
documented Resident #2 had trouble staying asleep, and waking in the night. Staff and family reported
up more in the night recently, up 5-10 times.The Care Plan dated 4/23/25 identified Resident #2 had
an Activity of Daily Living (ADL) deficit due to her cognitive loss and inability to initiate tasks.
Interventions included Resident #2 required assist of 1 for all clothing tasks. Give her verbal prompts
to move her extremities to assist in changing. The Care Plan Identified Resident #2 had dementia and
took Memantine (medication to improve memory) as ordered daily. An attempt to discontinue
Memantine caused increased confusion and was restarted. She did have some nights when awake
more than others. Evaluate other factors that could cause insomnia such as excessive heat or cold,
noise, lighting, facility routines, caffeine/medication and attempt to modify, if possible. On 11/25/25
at 4:35 a.m. Staff B CNA and Staff A assisted Resident #2 stand with some resistance. They were
able to get the resident to the bathroom and sitting on the toilet. Staff removed the resident's pajama
top and pants, and put on a (day) top and pants. They assisted the resident off the toilet, provided
incontinent care, and walked her back to bed where she promptly started to lay down. Staff assisted
her to get in the bed, covered her up, and left the room. 3) According to the MDS assessment dated
[DATE] Resident #3 scored 3 on the BIMS indicating severe cognitive impairment. The resident
required partial/moderate assistance with toileting hygiene, and upper/lower body dressing. The
resident's diagnoses included Alzheimer's disease.The Care Plan dated 7/9/25 identified Resident #3
had an ADL self-care deficit related to cognitive loss and poor initiation of tasks. The resident
(continued on next page)
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required assist of 1 with toileting, toileting hygiene, and brief changes.On 11/25/25 at 5:05 a.m.
Resident #3 laid back in a recliner covered with blanket, in the common area of the Special Care Unit
(SCU). Staff C CNA said Resident #3 slept in the recliner and she had already gotten her up to toilet,
got her dressed, then brought her back to the recliner. She said they were expected to get 6 people up
before the day shift CNA's got there at 6 a.m. 4) According to the MDS assessment dated [DATE]
Resident #4 scored 0 on the BIMS indicating severe cognitive impairment. The resident required
substantial/maximal assist with toileting hygiene and lower body dressing, and partial/moderate
assist with upper body dressing. The resident's diagnoses included Alzheimer's disease.The Care
Plan dated revised 11/17/25 identified Resident #4 at risk for falls related to incontinence.
Interventions included offering toileting 2 times nightly, approximately 1 and 4 a.m.On 11/25/25 at
5:07 a.m. Resident #4 laid back in a recliner in the common area of the SCU, covered with a blanket.
Staff C CNA stated the resident slept in the recliner and she already got her up and dressed and
brought her back to the common area. She said she had also already assisted another resident up and
dressed, and he went back to bed. 5) According to the MDS assessment dated [DATE] Resident #5
scored 0 on the BIMS indicating severe cognitive impairment. The resident depended on staff for
toileting hygiene and lower body dressing, and required substantial/maximal assist with upper body
dressing. The resident's diagnoses included non-Alzheimer's dementia and insomnia.The Care Plan
revised 11/24/25 identified Resident #5 had a diagnosis of insomnia for which he took Melatonin to
sleep. Interventions included staff encouraged him to keep a consistent routine at night.On 11/25/25
5:20 a.m. Staff C and Staff B went to get Resident #5 up. He slept in his bed. Staff told him they were
getting him up. Staff assisted the resident in sitting up and walking to the bathroom with some
difficulty, the resident taking short choppy steps. Staff dressed the resident while on the toilet,
provided incontinent care, then walked the resident to the common area and sat the resident in a
recliner, reclined with his feet elevated. At 5:30 a.m. Resident #5 asleep in the recliner. Staff C stated
if she did not get at least 6 people up before the day shift got there she would hear about it.During a
meeting with the Administrator and the Director of Nursing (DON) on 11/25/25 at 10:50 a.m. the
Administrator stated he didn't know they were getting residents up early. The DON stated they should
start getting residents up at 6 a.m. unless residents were okay with getting up earlier or requested
it.The facility [NAME] of Rights documented in the case of a resident who has not been adjudged
incompetent by the state court, the resident has the right to designate a representative, in accordance
with State law and any legal surrogate so designated may exercise the resident's rights to the extent
provided by state law. The resident representative has the right to exercise the resident's rights to
the extent those rights are delegated to the resident representative. The document included the
resident had the right to and the facility must promote and facilitate resident self- determination
through support of resident choice, including but not limited to right to choose schedules (including
sleeping and waking times).
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