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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 43023

or potential for actual harm
Based on record review and interview, the facility failed to ensure resident's were treated with dignity and
Residents Affected - Few respect for one (#1) of three sampled residents.

The ADON reported 98 residents resided in the facility.

Findings:

Res #1 admitted to the facility with diagnoses of intellectual disability disorders, bipolar, and anxiety.

An admission assessment, dated 07/19/23, documented the resident's was severely impaired with cognition.

A state incident report, dated 01/23/24, documented a staff member grabbed the resident and took her back
to her room and sat her down on the bed because she was trying to hit them.

A care plan, dated 01/25/24, documented the resident had the potential to demonstrate physical and verbal
behaviors.

On 01/30/24, the administrator reported the staff member had been terminated and an in-service was held
regarding how to respond to resident behaviors.
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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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