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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 record review, the facility failed to provide care in amanner that maintained or enhanced a

harm resident's dignity and respect as evidenced by: -Facility staff did not want to render care for aresident who was

diagnosed with [REDACTED]. This deficient practice has the potential to affect Resident 1's self-esteem and self-worth.
Residents Affected - Few Findings: A review of Resident 1's Admission Record indicated the resident was admitted to the facility, on 3/29/2020,

with [DIAGNOSES REDACTED)]. A review of Resident 1's Minimum Data Set (MDS - a standardized assessment and screening

tool),

dated 4/10/2020, indicated Resident 1's cognitive skills for daily decisions making was independent. The MDS indicated the
resident required assistance with transfers and walking in the corridor. During an interview on 4/23/2020 at 10:19 am.,
Resident 1 stated that she was placed in aroom by herself and nursing staff did not provide care for her until the

resident was about to be transferred to the hospital at 12 p.m. Resident 1 stated nursing staff did not check on her nor

was she served breakfast that morning. Resident 1 stated she felt helpless and aone. During an interview on 4/23/2020 at

2:33 p.m., with the Infection Control Preventionist Nurse (IPN), she stated Resident 1 was transferred to a private room
because the staff received confirmation from the lab that the resident was positive for COVID19. The IPN stated the

facility had issues with nursing staff because they were scared to enter Resident 1's room. The IPN stated that she did not expect this
reaction from their staff. During an interview on 4/23/2020 at 2:42 p.m., the Director of Staff Development

(DSD) stated on the morning of 4/10/2020, Resident 1 was assigned to Certified Nursing Assistant 1 (CNA1) however she was
not able to care for Resident 1 because she had a medical health condition. The DSD stated that the staff did not want to

take care of Resident 1 because of her diagnosis. Resident 1 was then assigned to another staff member. During an interview on
4/23/2020, at 2:50 p.m., the IPN stated the facility staff were scared of the resident. The IPN stated the facility

should have been prepared. During an interview on 4/23/2020, at 3:04 p.m., with Licensed Vocation Nurse (LVN1), she stated
when the CNAs found out that Resident 1 was COVID19 positive, they did not want to take care of the resident. During an
interview and concurrent record review, on 4/23/2020, at 3:11 p.m., with Registered Nurse (RN 1), she stated that the staff

did not want to take care of the resident. The RN1 did not respond when asked why she did not take care of the resident.

During an interview on 4/23/2020 at 3:23 p.m., with the Administrator (ADM), ADM stated the facility was not ready to care
for COVID19 residents. A review of the facility's policies and procedures titled Quality of Life- Dignity, undated,

indicated each resident shall be cared for in amanner that promotes and enhances quality of life, dignity, respect and
individuality. The policy continues to indicate Treated with dignity means the resident will be assisted in maintaining and enhancing
his or her self-esteem and self-worth.

F 0623 Provide timely notification to the resident, and if applicable to the resident

representative and ombudsman, before transfer or discharge, including appeal rights.

Level of harm - Minimal **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on interview and record review, the facility failed to notify the State Long Term Care Ombudsman (public advocate) of the
harm transferred from the facility for one of three sampled residents (Resident 1). This deficient practice has the

potential for Resident 1 not to be protected from being inappropriate transfer. Findings: A review of Resident 1's

Residents Affected - Few Admission Record indicated an admission date of [DATE], with [DIAGNOSES REDACTED]. A review of Resident 1's Minimum
Data

Set (MDS - a standardized assessment and screening tool) dated 4/10/2020, indicated Resident 1's cognitive skills for daily decisions
making was independent. The MDS indicated the resident needed supervision with bed mobility, required limited

assistance with transfer, walking in the room, and walking in the corridor. The resident required extensive assistance with locomotion
in unit, locomotion off unit, dressing, and toilet use. The MDS indicated the resident had urinary incontinence

(loss of bladder control, inability to control urination) frequently and bowel incontinence (loss of bowel control, causing you to pass
stool unexpectedly) frequently. During an interview and concurrent record review with Director of Social

Services (DSS), on 4/23/2020, at 6:28 p.m., she stated she was unable to find documented evidence the ombudsman was

notified of Resident 1's transfer to the hospital. The DSS stated that Resident 1 was transferred out of the facility on a

Friday. The DSS also stated that the Ombudsman should have been notified by the following Monday or Tuesday. The facility's
policy, titled Discharge/Transfer of Resident, revised 10/2011, indicated notices of discharge will be in accordance with

state and federal regulations.
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