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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 14599

Residents Affected - Few Based on clinical record review, resident interview, and observation, it was determined that the facility failed

to provide timely assistance with care in a manner that maintained dignity for two of 24 sampled residents.
(Residents 30, 86)

Findings include:

Clinical record review revealed that Resident 30 had mild cognitive impairment and required assistance from
staff to get out of bed. According to the care plan, she also had depressed mood and would call out at times.
The care plan indicated that staff was to respond to her requests for care and allow the resident to make
decisions about her activities. On June 4, 2024, at 10:09 a.m., the resident was observed in bed and her call
light was on. The resident stated, | want to get out of bed. Between 10:09 and 10:38 a.m., the call light
remained on, and several staff members walked by the room without assisting the resident. At 10:38 a.m., a
staff member turned off the call light and left the room without assisting the resident. The resident began to
call out, Help me! until staff assisted her at 11:07 a.m.

Clinical record review revealed that Resident 86 was incontinent of urine, was able to communicate her
needs, and required assistance to use the toilet. According to the care plan, staff was to assist the resident to
the toilet frequently and upon request. On June 5, 2024, at 10:49 a.m., the resident turned on her call light.
At that time she stated, | need to use the bathroom. At 10:52 a.m., a nurse entered the room and turned off
her call light without assisting her to the bathroom. Staff did not assist the resident until 11:30 a.m.
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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm or 43883
potential for actual harm
Based on clinical record review and observation, it was determined that the facility failed to implement
Residents Affected - Few physician's orders for one of 24 sampled residents. (Resident 45)

Findings include:

Clinical record review revealed that Resident 45 had diagnoses that included muscle weakness, dementia,
and Parkinson's disease. Review of the Minimum Data Set assessment, dated May 15, 2024, revealed that
the resident had cognitive impairment. Review of the care plan revealed the resident has a potential for
impaired skin integrity and staff was to apply Dermasaver gloves (gloves for skin protection) to both arms
while the resident was in the wheelchair. On June 18, 2023, a physician ordered that staff to apply a Tubigrip
(an elastic bandage for support) to the right hand under the Dermasaver glove. On June 4, 2024, at 1:12 p.
m. and 2:07 p.m., and again on June 5, 2024, at 10:47 a.m. and 12:25 p.m., Resident 45 was observed in a
wheelchair without the Dermasaver gloves or Tubigrip in place. There was no documented evidence that the
resident had refused application of the Dermasaver gloves or Tubigrip.
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