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Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided fo each
resident to meet the fotal nursing and personal
care needs of the resident.

Section 300.2210 Maintenance
b} Each facility shall:

5) Maintain all furniture and furnishings in a
clean, attractive, and safely repaired condition.

Section 300.3240 Abuse and Neglect

a)  Anowner, licensee, administrator,
employee or agent of a facility shall not abuse or
neglect a resident. {Section 2-107 of the

§ 000

59998
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These requirements are not met as evidenced by:

Based on observation, interview and record
review the facillity failed to ensure a resident was
treated with dignity, and had needs met timely for
| 4 of 4 residents (R35, R51, R54, R77) observed

| for dignity in a sample of 43. This failure resulted
in R77 feeling dirty, nasty and embarrassed.

Findings include:

1. R77's Minimum Data Set (MDS), dated
12/31/23, documents that R77 is cognitively
intact.

) On 2/22/2023 at 9:10 AM, R77's wheelchair was
' | heavily soiled with visible caked on food on the

foot pedals, cushion, and both sides of the

wheelchair, ;

On 2/22/2023 at 8:59 AM, R77 stated that his
wheelchair is dirty. R77 stated that he has not
had his wheelchair ¢leaned since being here. R77
stated that he was pissed off and felt
embarrassed. R77 stated that he doesn't have
any legs and his wheelchair is how he moves
round. R77 stated that he feels dirty and nasty. ' !
"This is what you see when you see me. They
don't do nothing. Who wants to be seen like this?
This is embarrassing.”

On 2/22/23 at 9:05 AM, V13, Certified Nurse
Assistant (CNA), stated that the day shift does

| not clean the wheelchairs. V13 stated that the

| wheelchairs are supposed to be cleaned on the
- midnight shift. V13 stated that caked on food |
looks like has been there for some time and does !
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not look like the wheelchair has been cleaned.

On 2/22/23 at 9:30 AM, V7, CNA, stated that the
day shift does not clean the wheelchairs. V7
stated midnight shift does the wheelchairs. V7
stated that she is not sure about a cleaning
schedule because this is not something that she
does. ;

On 2/23/2023 at 2:15 PM, V1, Administrator,
provided the wheelchair cleaning schedule, date
12/15/22, that documents R77's wheelchair is
scheduled to be cleaned on Tuesday.

As of 2/24/2023 at 3:00 PM the facility had not
provided any documentation of R77's wheelchair
being cleaned.

2. R35's MDS, dated 11/21/22 documents that
R35 has moderately impaired cognitively.

On 02/22/23 at 03:12 PM, R35 stated the agency
staff act as if they don't care, and they are not
always respectful.

3. R51's MDS, dated 2/2/23, documents that R51
is cognitively intact.

On 02/22/23 at 03:12 PM, R51 stated the agency
staff act as if they don't care, and they are not
always respectful.

4. R54's MDS, dated 12/21/22, documents that

'R54 is cognitively intact.

On 02/22/23 at 03:12 PM, R54, stated the agency
staff act as if they don't care, and they are not
always respectful.
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Care Facilities, not dated, documents "Your rights
to dignity and respect. Your facility must treat you
with dignity and respect and must care for you in

a manner that promotes your quality of life.”
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