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F 0557 Honor the resident's right to be treated with respect and dignity and to retain and use personal
possessions.
Level of Harm - Minimal harm

or potential for actual harm Based on observations and interviews, the facility failed to ensure a resident was treated with dignity
and respect for 1 of 3 residents reviewed during a complaint investigation (Resident #2).Observations
Residents Affected - Few of Resident #2 on 6/30/26 at 9:42 a.m., 11:32 a.m., 12:45 p.m., and 2:16 p.m., a urinary catheter was

observed hanging from bedframe visible from door containing a yellow liquid. During an interview on
6/30/26 at 11:32 a.m., Resident #2 stated it bothers him/her that the foley can be seen from the door.
During an observation of Resident #2 on 6/30/26 11/45 a.m., Licensed Practical Nurse (LPN)1 states
that the foleys the facility uses have the cover attached and normally they are changed out on
admission. At this time LPN1 observed Resident #2 and noted the foley is visible from the door and is
not covered. Charge nurse stated that it's had to have been that way for a while because that's a
hospital foley and not theirs and he/she has been back since last weekend (6/26/26) but should have
been changed out, and at the very least covered.During an interview on 6/30/26 at 2:36 p.m., the
above concern was discussed with Administrator .

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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