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F 0550 Honor theresident'sright to a dignified existence, self-determination, communication,

and to exercise hisor her rights.
Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview and medical record review, the facility failed to ensure one of two sampled residents (Resident 1) was
harm provided care in amanner that promoted dignity and respect. The facility failed to ensure the staff responded to Resident
T'scall light in atimely manner to meet the resident's care needs. As aresult, Resident 1 remained in soiled clothing

Residents Affected - Few and linen for approximately an hour. This failure had the potential to diminish the resident's self-esteem and self-worth.

Findings: On 5/21/2020 at 1500 hours, a telephone interview was conducted with Resident 1. Resident 1 stated her call light was not
answered for about an hour on Friday, 5/15/2020. Resident 1 stated she pressed her call light around 1420 hours

because she had soiled herself, but her call light was not answered until after the staffs change of shift at around 1515

hours. Resident 1 stated she was | eft sitting in her feces for about an hour, and the feces had gotten all over her bed

linen and onto the floor. Resident 1 stated this made her feel embarrassed and terrible about herself. Resident 1 stated

she required assistance with toileting and personal hygiene. Resident 1 stated she would keep track of how long it took the staff to
answer her call light by the clock in her room. Medical record review for Resident 1 wasinitiated on 5/21/2020.

Resident 1 was admitted to the facility on [DATE]. Review of the history and physical examination [REDACTED]. Resident 1's
[DIAGNOSES REDACTED]. Review of Resident 1's plan of care showed a care plan problem dated 10/12/19, to address Resident
1'simpaired physical functioning requiring assistance with ADL care. The goa was for Resident 1 to be neat, clean,

well-groomed, and odor-free at al possible times daily. The approaches included to keep Resident 1 clean and dry, maintain the call
light within easy reach, and answer the call light promptly. On 5/21/2020 at 1139 hours, an interview was

conducted with the DON. The DON stated the call lights should ideally be answered within 15 minutes. On 5/22/2020 at 1300
hours, a telephone interview was conducted with CNA 1. CNA 1 stated she worked on the 1500 to 2300 hours shifts. CNA 1
verified she worked on 5/15/2020, and stated Resident 1 was the first resident she checked on because Resident 1's call

light was on. CNA 1 stated she checked on Resident 1 around 1510 or 1515 hours. CNA 1 was asked about Resident 1's

condition. CNA 1 stated Resident 1 was found sitting in feces, which had also soiled her linen and gotten onto the floor.
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