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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 37375
or potential for actual harm
Based on records reviewed, interviews and observations for one of three sampled residents (Resident #1),
Residents Affected - Few the Facility failed to ensure they maintained Resident #1's dignity when he/she was observed with stains and
what appeared to be dried food on the front of both of his/her sneakers.

Findings Include:

The Facility Policy titled Resident Rights, dated as revised 12/06/21, indicated a Facility must treat each
resident with respect and dignity and care for each resident in a manner and in an environment that
promotes maintenance or enhancement of his or her quality of life, recognizing each resident's individuality.

The Policy indicated that the facility would make every effort to assist each resident in exercising his/her
rights to assure that the resident is always treated with respect, kindness, and dignity.

Resident #1 was admitted to the Facility in March 2016, diagnoses included hemiplegia (partial paralysis on
one side of the body) affecting the right non-dominant side, psychotic disorder with delusions, vascular
dementia with behavioral disturbance, anxiety, depression, cerebral infarction (stroke, disrupted blood flow to
the brain), dysphagia (difficulty swallowing), muscle weakness, and abnormality of gait and mobility.

During a tour of the first floor Unit, on 03/26/24 at 8:10 A.M., the Surveyor observed Resident #1 seated in
his/her wheelchair in his/her room. Resident #1 had on a pair of sneakers that were dirty, soiled with a dried
red liquid and what appeared to be dried food particles on the front of both sneakers.

On 03/26/24 at 9:35 A.M., the Surveyor observed Resident #1 seated in his/her wheelchair in the activity
room, his/her sneakers had not been cleaned and were still in the same dirty condition that the Surveyor had
observed earlier that morning.

During an interview on 03/26/24 at 10:54 A.M., Family Member #1 said that Resident #1 was a messy eater
and often times would spill food items that stained his/her clothing while eating and said nursing staff would
leave him/her in stained clothing.
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F 0557 During an interview on 03/26/24 at 12:58 P.M., Certified Nurse Aide (CNA) #3 said Resident #1 was on her
assignment and said she had observed his/her sneakers with food on them. CNA #3 and said Resident #1's
Level of Harm - Minimal harm or snheakers should have been scrubbed clean.

potential for actual harm
During an interview on 03/26/25 at 3:55 P.M. and on 04/04/24 at 3:59 P.M., the Director of Nursing (DON)
Residents Affected - Few said (after seeing the pictures of Resident #1's soiled sneakers shown to her by the Surveyor) that nursing
staff should not have put the sneakers on Resident #1 in that condition. The DON said her number one
concern was that it (wearing soiled, dirty sneakers) was a resident dignity issue.
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F 0584

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to
receiving treatment and supports for daily living safely.

37375

Based on records reviewed, interviews and observations, for one of three sampled residents (Resident #1),
the Facility failed to ensure that staff provided a clean homelike environment when his/her wheelchair was
observed to be dirty with dried food stuck to the seatbelt of Resident #1's wheelchair, with dried food also
noted to be stuck to each side of his/her wheelchair.

Findings Include:

The Facility Policy titled Resident Rights, dated as revised 12/06/21, indicated a Facility must treat each
resident with respect and dignity and care for each resident in a manner and in an environment that
promotes maintenance or enhancement of his or her quality of life, recognizing each resident's individuality.

The Policy indicated that each resident's rights included the resident has a right to a safe, clean, comfortable,
and homelike environment.

Resident #1 was admitted to the Facility in March 2016, diagnoses included hemiplegia (partial paralysis on
one side of the body) affecting the right non-dominant side, psychotic disorder with delusions, vascular
dementia with behavioral disturbance, anxiety, depression, cerebral infarction (stroke, disrupted blood flow to
the brain), dysphagia (difficulty swallowing), muscle weakness, and abnormality of gait and mobility.

During a tour of the first floor Unit, on 03/26/24 at 8:10 A.M., the Surveyor observed Resident #1 seated in
his/her wheelchair in his/her room and observed his/her wheelchair to have multiple areas of what appeared
to be dried food caked to the sides of the wheelchair and to his/her alarmed seat belt that was on the
wheelchair.

On 03/26/24 at 9:35 A.M., the Surveyor observed Resident #1 seated in his/her wheelchair in the activity
room and his/her wheelchair was in the same condition as the Surveyor had observed earlier that morning.

Review of the Housekeeping Wheelchair Washing Schedule indicated that Resident #1's wheelchair had not
been washed since 02/14/24 (which had been approximately 6 weeks prior to the date of the survey).

During an interview on 03/26/24 at 12:58 P.M., Certified Nurse Aide (CNA) #3 said Resident #1's wheelchair
had been on a cleaning schedule and said it used to be cleaned weekly in the past but said she did not think
it had been cleaned weekly since the former Administration had left.

CNA #3 said Resident #1 was on her assignment and she had observed his/her wheelchair had food on it.
CNA #3 said she was unable to use Resident #1's wheelchair tray for his/her breakfast because the tray was
filthy. CNA #3 said Resident #1's wheelchair should have been scrubbed clean before using it.

(continued on next page)
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F 0584 During an interview on 03/36/24 at 1:26 P.M., Nurse # 2 said some resident's wheelchairs were dirtier than

others depending on how they feed themselves and said Resident #1's wheelchair was a mess.
Level of Harm - Minimal harm or

potential for actual harm During an interview on 03/26/24 at 2:25 P.M., the Housekeeping Director said that wheelchairs were
supposed to be washed at least once monthly and but also more often if needed. The Housekeeping Director
Residents Affected - Few said that Resident #1's wheelchair was supposed to be washed more often (than once monthly) because

his/her wheelchair became dirty more often (however, according to the wheelchair washing schedule it had
been almost six weeks since housekeeping had washed the wheelchair).

The Surveyor showed the Housekeeping Director pictures she had taken of Resident #1's wheelchair. The
Housekeeping Director said Resident #1's wheelchair appeared dirty and said his/her chair usually appeared
that dirty when it needed to be washed and said his/her wheelchair should have been washed. The
Housekeeping Director said that because he was filling in for another staff member, wheelchair cleaning had
not been consistent for several weeks.

During an interview on 03/26/25 at 3:55 P.M. and on 04/04/24 at 3:59 P.M., the Director of Nursing (DON)
said(after seeing the pictures of the condition of Resident #1's wheelchair shown to her by the Surveyor),
that Resident #1's wheelchair should have been cleaned right away when staff observed his/her wheelchair
in the condition it had been in and said staff should not have put Resident #1 into the wheelchair.
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