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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** 50536

Residents Affected - Few Based on medical record review, observation, staff interview, and review of the facility policy, the facility

failed to ensure resident dignity was maintained during medication administration. This affected one
(Resident #93) of nine residents observed for dining. The facility census was 136 residents.

Findings include:

Review of the medical record for Resident #93 revealed an admitted [DATE] with diagnoses including type
two diabetes mellitus, dementia without behavioral disturbance, and anxiety.

Review of the physician's orders for Resident #93 revealed an order dated 12/16/24 for Lispro insulin inject
subcutaneously before meals for diabetes mellitus per sliding scale.

Review of the Minimum Data Set (MDS) assessment for Resident #93 dated 01/16/25 revealed the resident
was cognitively impaired.

Observation of the lunch meal in the main dining room on 03/10/25 at 12:14 P.M. revealed Registered Nurse
(RN) #164 checked Resident #93's blood sugar while the resident was eating lunch and without asking for
the resident's consent. RN #93 then left the dining room and returned with an insulin syringe, lifted up
Resident #93's shirt and administered the injection into the resident's abdomen without asking for the
resident's consent.

Interview on 03/10/25 at 12:35 P.M. with RN #164 confirmed the facility allowed medication administration in
the dining room during lunch if the resident was okay with it. RN #164 confirmed since Resident #93 had
dementia she did not ask for his consent to check his blood sugar and give him an injection in his abdomen
during mealtime. RN #164 confirmed her actions towards Resident #93 were a violation of Resident #93's
rights.

Interview on 03/10/25 at 4:15 P.M. with the Director of Nursing (DON) confirmed RN #164's actions of
conducting blood sugar checks, lifting a resident's shirt, and giving injections in a resident's abdomen in the
dining room during lunch was a violation of Resident #93's rights, was against the facility's medication
administration policy, and was prohibited.
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F 0550 Review of the facility policy titled Medication Administration dated 08/07/23 revealed the nurses should

administer medication according to professional standards of practice and resident needs.
Level of Harm - Minimal harm or

potential for actual harm This deficiency represents noncompliance investigated under Complaint Number OH00162973.

Residents Affected - Few
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