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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 review of call light logs, resident council meeting minutes, and resident interviews, the facility failed to meet
harm resident rights of dignity for one out of four residents interviewed. Resident #1 had an incontinent episode waiting over
15 minutes for staff to respond to the call light. The facility reported a census of 40 residents. Findings include:
Residents Affected - Few Resident #1's Minimum Data Set (MDS) revealed the resident had a BIMS of 15 (no cognitive impairment). The MDS identified
the resident to require extensive assistance of one for bed mobility and toileting and two staff for transfers. The
resident used awheelchair. The MDS identified the resident as occasionally incontinent of urine and always incontinent of
stool. According to the MDS;the resident had [DIAGNOSES REDACTED]. The MDS also revealed the resident used oxygen.
Resident #1's Care Plan identified the resident as incontinent related to impaired mobility and medications. The resident careplan
directed staff to walk the resident with assist of one, gaitbelt, and awalker. The care plan revealed the resident
required prompt response to all requests for assistance. On 7/7/20 at 11:40 am. Resident #1 stated usually at night she
sometimes waits along time and recently when she pressed her call light, watched her clock and waited for amost 30
minutes for staff to come help her to the bathroom. The resident stated she was incontinent and she felt degraded because
she used to be independent at home but had recently had frequent hospitalization s. A review of the call lights showed the resident
waited for 27 minutes 7/3/20 at 7:02 AM, 18 minutes minutes on 7/4/20 at 6:16 AM, 19 minutes on 7/4/20 at 7:45 AM, for 18 minutes
on 7/5/20 at 8:14 AM, for 21 minutes on 7/6/20 at 10:20 AM, for 27 minutes on 7/6 at 9:01 PM. Review of the
Resident Council meeting minutes from February 2/27/20 showed there were complaints from residents regarding call light
times. Due to COVID, staff didn't have Resident Council meetings following 2/27/20.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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