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Level of harm - Minimal
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Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication,
 and to exercise his or her rights.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review the facility failed to promote dignity for one of three sampled
 residents (Resident 1) when the facility staff provided a concave mattress (a mattress with raised perimeter and hollowed
 rounded inward in the middle) instead of a regular mattress in Resident 1's bed. This failure caused movement limitation
 for Resident 1 while in bed and had the potential to negatively affect his health, safety, and well-being.  Findings:
  Review of Resident 1's clinical records indicated he was initially admitted to the facility on [DATE] and was readmitted
 on [DATE] with [DIAGNOSES REDACTED].  Review of Resident 1's minimum data set (MDS, an assessment tool) dated
2/13/2020,
 indicated his cognition was intact. He needed extensive assistance and two person assist in bed mobility however, he did
 not have impairment of both upper and lower extremities.   During an observation on 3/4/2020 at 8:30 a.m., Resident 1 was
 observed lying in bed with a concave mattress.  On a concurrent interview with the Resident 1, he stated he was placed by
 facility's staff in a bed with a concave mattress since he was admitted on [DATE]. Resident 1 further stated he was
 uncomfortable because he could not move around while lying on a concave mattress. He also stated it was not fair for him to be put in
a concave mattress.  During an observation and interview with the licensed vocational nurse A (LVN A) on 3/4/2020 at 9:00 a.m., she
confirmed Resident 1 was lying on a concave mattress in his bed.  During an interview and record review
 with the director of nursing (DON) on 3/4/2020 at 9:06 a.m., she confirmed there was no evidence of documentation that
 Resident 1's physician instructed to put Resident 1 in a concave mattress. Furthermore, there was no evidence of
 documentation in Resident 1's care plan that he needed a concave mattress in his bed. The DON acknowledged the facility
 staff should have provided Resident 1 with a regular mattress in his bed and not a concave mattress.  Review of
 thefacility's policy and procedures, dated 12/18/2002, Resident Dignity & Personal Privacy, indicated the facility provides care for
resident in a manner that respects and enhances resident's dignity and individuality.
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