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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** Based on
observation, interview, and record review the facility failed to ensure care plan was implemented for
Residents Affected - Few one of three sampled residents (Resident 1) when Resident 1 request for No Male Certified Nursing

Assistant (CNA) to provide care. This failure resulted in violation of Resident 1's rights and potential
for emotional harm.Findings:During a review of Resident 1's Care Plan Report (CPR), dated [DATE],
the CPR indicated, Focus RESIDENT IS REQUESTING NO MALE CNAS. Goal REQUEST WILL BE MET.
Intervention FEMALE CNAS TO PROVIDE CARE.During a concurrent observation and interview on
[DATE] at 11:28 a.m. in Resident 1's room, Resident 1 was sitting in a wheelchair. Resident 1 stated
a male staff had gone in her room in the middle of the night and provide care for her. Resident 1
stated, | don't like men around me.During an interview on [DATE] at 1:04 p.m. with Director of Nurses
(DON), DON stated CNA 1 (male staff) had provided care for Resident 1 on [DATE] and
[DATE].During a concurrent interview and record review on [DATE] at 12:25 p.m. with DON, DON
reviewed Resident 1's CPR, dated [DATE]. DON stated Resident 1's CPR indicated NO MALE CNAS
were to provide care. DON stated CNA 1 shouldn't have provided care for Resident 1.During an
interview on [DATE] at 12:31p.m. with Director of Staff Development (DSD), DSD stated CNA 1
shouldn't have been assigned [to Resident 1].During an interview on [DATE] at 4:28 p.m. with CNA 1,
CNA 1 confirmed working with Resident 1 on [DATE] and [DATE] as well as | had worked with her
[Resident 1] ever since she was admitted [[DATE]].During a review of the facility's policy and
procedure (P&P) titled Resident's Rights, dated [DATE], the P&P indicated Policy Interpretation and
Implementation . 2. Residents are entitled to exercise their rights and privileges to the fullest extent
possible. 3. Our facility will make every effort to assist each resident in exercising his/her rights to
assure that the resident is always treated with respect, kindness, and dignity.During a review of the
facility's P&P titled, Care Plans, Comprehensive Person-Centered, dated [DATE], the P&P indicated
Policy Interpretation and Implementation . 4. Each resident's comprehensive person-centered care
plan is consistent with the resident's rights to participate in the development and implementation of
his or her plan of care, including the right to . g. receive the services and/or items included in the plan
of care .
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