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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 33148

Residents Affected - Some Based on observation, record review, and interview, the facility failed to promote resident dignity by staff
standing over residents while assisting them to eat for two (#9 and #11) of three sampled residents reviewed
for dignity.

The administrator identified 38 residents resided in the facility.
Findings:
1. Res #9 had diagnoses which included achondroplasia.

A significant change assessment, dated 03/15/24, documented the resident's cognition was severly impaired
and they required partial/moderate assistance with eating.

On 04/10/24 at 8:18 a.m., CNA #3 was observed standing over the resident in the dining room while
assisting them to eat their breakfast.

On 04/10/24 at 8:31 a.m., CNA #3 was asked asked what was the protocol for assisting residents with
eating. They stated they should sit next to the residents while assisting them with their meals. They were
asked if they sat while assisting Res #9 with their breakfast. They stated they did not sit.

2. Res #11 had diagnoses which included CHF, SOB, diabetes, and seizures.

A quarterly assessment, dated 01/17/24, documented the resident's cognition was moderately impaired and
they required substantial/maximal assistance with eating.

On 04/10/24 at 8:12 a.m., the DON was observed standing over the resident in the dining room while
assisting them to eat their breakfast.

On 04/10/24 at 8:47 a.m., the DON was asked what was the protocol for assisting residents with eating.
They stated they should have sat down next to Res #11 while assisting them with their breakfast.
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