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F 0550

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
resident and staff interviews, record review, and facility policy review, the facility failed to honor a resident's 
expressed preference for care and provide services in a manner that maintained and promoted dignity. This 
failure resulted in Resident #1 not receiving care as requested, leaving her wet and uncomfortable, for one 
(1) of four (4) residents reviewed for dignity concerns (Resident #1).Findings include:

Review of the facility policy titled, &ldquo;Resident Rights,&rdquo; last revised November 28, 2016, revealed: 
&ldquo;(a) The resident has a right to a dignified existence, self-determination, and communication with and 
access to persons and services inside and outside the facility. &hellip; (1) 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&rsquo;s individuality. 
&hellip; The facility must protect and promote the rights of the residents .

An interview with Resident #1 on 8/19/25 at 3:35 PM revealed that on the night of 6/23/25, she requested 
that Certified Nurse Assistant (CNA) #1 clean her back with a washcloth. She stated CNA #1 refused and 
attempted to use cleansing wipes instead. Resident #1 stated she told CNA #1 to leave if she would not do it 
the way she asked. She further stated that Licensed Practical Nurse (LPN) #1 came into her room and told 
her that if she did not allow CNA #1 to change her, she would have to wait until staff were finished with other 
residents.

An interview with CNA #1 on 8/19/25 at 5:23 PM she stated that the night of 6/23/25 Resident #1 asked her 
to clean her back with a warm wet washcloth, but what she had on hand was wet wipes. CNA #1 stated she 
did not think at the time of just going get a washcloth as the resident asked and confirmed there were 
washcloths on the linen cart.

Review of a Resident Investigation Report Form related to Resident #1 revealed an Interview Summary 
dated 6/24/25 conducted by the Administrator. CNA #1 stated: &ldquo;I went in to dry her, and while I had 
the resident turned over on her side, she asked me to rinse her back off with a washcloth because they had 
left soap on her during her bath that day. I explained to Resident #1 I had wipes with me, so I wiped her back 
with a wipe and then started to change her. Resident #1 stated, &lsquo;Well, they did not get all the soap off 
of me.&rsquo; I told her again that I had cleansing wipes with me but did not have a washcloth at the time.
&rdquo;

(continued on next page)
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F 0550

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Further review of the same Resident Investigation Report Form revealed an Interview Summary dated 
6/26/25 conducted by the Director of Nursing. LPN #1 stated CNA #1 reported Resident #1 was refusing 
care because she had been cleaned with wipes instead of a washcloth. LPN #1 stated she told the resident it 
was her right to refuse, but if she did not allow staff to finish, &ldquo;she would have to lay there wet until the 
staff finished with the other residents, and that could be a while.&rdquo;

In an interview with the Administrator on 8/19/25 at 6:34 PM, she confirmed the incident was a dignity 
concern. She stated CNA #1 should have provided care using a washcloth as the resident requested. She 
acknowledged that failing to do so could have made the resident feel her voice was not heard.

Record review of the &ldquo;admission Record&rdquo; revealed Resident #1 was admitted to the facility on 
[DATE] with a diagnosis of chronic obstructive pulmonary disease.

Record review of the Quarterly Minimum Data Set (MDS) for Resident #1 with an Assessment Reference 
Date (ARD) of 6/26/25 revealed in Section C a Brief Interview for Mental Status (BIMS) score of 12, 
indicating the resident was moderately cognitively impaired.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Reasonably accommodate the needs and preferences of each resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, resident and staff interviews, record review, and facility policy review, the facility failed to ensure 
call lights and frequently used items were maintained within residents' reach for three (3) of four (4) residents 
observed (Residents #1, #2, and #3).Findings include:

Review of the facility policy titled, &ldquo;Call Light, Use Of,&rdquo; last revised August 2014, revealed: 
&ldquo; .Procedure: When providing care to residents be sure to position the call light conveniently for the 
resident to use .

Resident #1During an observation and interview with Resident #1 on 8/19/25 at 3:35 PM, she stated that on 
the evening of 6/23/25 her call light and phone were not within her reach. She explained that her call light 
was often on the floor and her phone was also on the floor, leaving her unable to call for assistance when 
she needed help. An observation revealed Resident #1&rsquo;s call light lying on the floor under the bed, 
with no clip observed on the cord to keep it accessible.

An observation of Resident #1&rsquo;s room on 8/19/25 at 5:30 PM with Certified Nurse Assistant (CNA) #1 
confirmed the call light was not in reach and was located on the floor under the bed.

Review of the &ldquo;admission Record&rdquo; revealed Resident #1 was admitted on [DATE] with a 
diagnosis of chronic obstructive pulmonary disease.

Review of the Quarterly Minimum Data Set (MDS) for Resident #1 with an Assessment Reference Date 
(ARD ) of 6/26/25 revealed in Section C a Brief Interview for Mental Status (BIMS) score of 12, indicating the 
resident was moderately cognitively impaired.

Resident #2An observation of Resident #2 on 8/19/25 at 3:32 PM revealed she needed to be changed. 
When asked if she called for someone to help her, she stated she could not reach her call light. She was 
observed attempting to reach the call light, which was attached to the top of the upper side rail, and not 
accessible.

An observation of Resident #2 on 8/19/25 at 4:34 PM with CNA #2 confirmed the resident&rsquo;s call light 
was not in reach. CNA #2 stated that concerns with call lights being out of reach include residents missing 
needed care.

Review of the &ldquo;admission Record&rdquo; revealed Resident #2 was admitted on [DATE] with a 
diagnosis of bilateral primary osteoarthritis of first carpometacarpal joints.

Review of the Quarterly MDS for Resident #2 dated 7/17/25, Section C, revealed a BIMS score of 12, 
indicating the resident was moderately cognitively impaired.

Resident #3An observation of Resident #3 on 8/19/25 at 3:48 PM revealed the resident&rsquo;s call light 
lying on his nightstand across the room. During an interview, he stated he could not reach his call light. He 
explained that if he needed it, he would either climb across the bed or get in his wheelchair and roll out to the 
hallway for help but stated &ldquo;that was hard to do.&rdquo;

(continued on next page)
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potential for actual harm

Residents Affected - Some

An observation of Resident #3 on 8/19/25 at 5:36 PM with CNA #1 confirmed the call light was across the 
room and out of the resident&rsquo;s reach. She stated concerns included the resident being unable to call 
for help, attempting to get the call light and risking a fall, or having unmet needs.

Review of the &ldquo;admission Record&rdquo; revealed Resident #3 was admitted on [DATE] with a 
diagnosis of cerebral infarction.

Review of the Quarterly MDS for Resident #3 dated 6/24/25, Section C, revealed a BIMS score of 15, 
indicating the resident was cognitively intact.

An interview with Licensed Practical Nurse (LPN) #2 on 8/19/25 at 5:37 PM revealed if a resident&rsquo;s 
call light was not in reach and the resident experienced a medical emergency, they would not be able to call 
for help.

An interview with the Administrator on 8/19/25 at 6:34 PM confirmed that frequently used items such as call 
lights and phones should always be within residents&rsquo; reach. She stated concerns with items being out 
of reach, included residents being unable to call staff if needed, potentially delaying care.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on staff 
interview, record review, and facility policy review, the facility failed to ensure allegations of abuse/neglect 
were reported to the State Agency within the required timeframe for one (1) of three (3) residents reviewed 
for reporting. (Resident #1) Findings include:

Review of the facility policy titled, &ldquo;Freedom from Abuse, Neglect, and/or Exploitation Prevention Plan 
Policy,&rdquo; dated January 2019, revealed: &ldquo;&hellip;7. Reporting/Response: &hellip;Immediately 
reporting all alleged violations to the &hellip;state agency, adult protective services and to all other required 
agencies within specified timeframes&hellip;&rdquo;

A phone interview with the Ombudsman on 8/19/25 at 10:00 AM revealed that she was at the facility on 
6/24/25 when Resident #1 made allegations of verbal abuse and neglect involving a Certified Nurse 
Assistant (CNA) #1 and Licensed Practical Nurse (LPN) #1. The Ombudsman stated she immediately 
reported the allegations to the Administrator. She further stated that when she followed up with the 
Administrator on 7/8/25, she discovered the allegation had not been reported to the State Agency and 
subsequently reported it herself.

During an interview with the Administrator on 8/19/25 at 4:39 PM, she confirmed the Ombudsman informed 
her on 6/24/25 of Resident #1&rsquo;s allegations of verbal abuse and neglect. She acknowledged she did 
not notify the State Agency within the required timeframe and confirmed she should have. She stated the 
importance of reporting is that it is part of the investigation process and serves to keep residents safe.

Review of the Investigation Report for Resident #1 revealed: &ldquo;Date of Incident: 6/23/25. Date Incident 
Reported: 6/24/25 Ombudsman asked facility to investigate.&rdquo; &hellip; Results reported to State 
Licensing Agency: 7/8/25.

Review of the &ldquo;admission Record&rdquo; revealed Resident #1 was admitted to the facility on [DATE] 
with a diagnosis of chronic obstructive pulmonary disease.
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