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F 0576

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure residents have reasonable access to and privacy in their use of communication methods.

42190

Based on interview and record review, the facility failed to ensure the residents received mail for 2 of 8 
residents reviewed for rights to forms of communication. (Resident #s 38 and 65) 

The facility did not deliver mail to Resident #s 38 and 65 on Saturdays. 

This failure could place the residents at risk of not receiving mail in a timely manner and a diminished quality 
of life.

Findings included:

During a group interview on 03/05/2024 at 9:30 a.m., Residents # 38 and 65 said mail was delivered to the 
facility on Saturday, but the Saturday mail was not delivered to them until Monday. 

During an interview on 03/05/2024 at 10:55 a.m., the HRD said she collected the facility mail on Saturday, 
from the mailbox at the front of the facility. She said she took the mail to the office she shared with the BOM 
and she placed the mail on the desk of the BOM. 

During an interview on 03/05/2024 at 10:57 a.m., , the BOM said when she comes in on Monday, she sorted 
the mail on her desk. She said she placed the residents mail in the Activity Director's mail slot, which the 
Activity Director retrieved and delivered to the residents. The BOM said the door to the business office was 
locked over the weekend and no one had a key to the office but the BOM and the HRD. 

During an interview on 03/05/2024 at 11:01 a.m., the Administrator said the AD worked on Saturday, she 
checked the mail and she passed the residents mail to them. 

During an interview on 03/06/2024 at 3:30 p.m., the Activity Director said she worked on Saturday, and she 
got the mail from the mailbox in front on the facility. She said she separated the business office mail and the 
resident mail. She said she passed the residents' mail to the residents who have mail, and she slid the 
business office mail under the entrance door to the business office. She said she also slid cards and other 
things that have come for the resident, under the door as well. 

Review of a revised policy dated May 2017, titled Mail and Electronic Communication: 4. Mail and packages 
will be delivered to the resident within twenty-four (24) hours of delivery on premises or to the facility's post 
office box (including Saturday deliveries).
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