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§483.10(b) Exercise of Rights. 

The resident has the right to exercise his or her 

rights as a resident of the facility and as a citizen 

or resident of the United States. 

§483.10(b)(1) The facility must ensure that the 

resident can exercise his or her rights without 

interference, coercion, discrimination, or reprisal 

from the facility. 

§483.10(b)(2) The resident has the right to be 

free of interference, coercion, discrimination, and 

reprisal from the facility in exercising his or her 

rights and to be supported by the facility in the 

exercise of his or her rights as required under this 

subpart.

This REQUIREMENT  is not met as evidenced 

by:

 Based on clinical record review, staff and 

resident interviews, the facility failed to ensure a 

resident's right of choice and self determination 

regarding their health care needs for 1 of 3 

residents reviewed. (Resident #1) The facility 

reported census was 26.

Findings include:

According the Quarterly Minimum Data Set 

(MDS) with a reference date of 2/20/24, Resident 

#1 had a Brief Mental Status (BIMS) score of 11 

which indicated a moderately impaired cognitive 

status.  Resident #1 required maximal assistance 

with transfers, mobility, dressing, toilet use and 

personal hygiene needs.  Resident #1 was coded 

as always incontinent of bladder and continent 

bowel.  Resident #1's diagnosis included 

cerebrovascular accident (stroke), hemiplegia, 

renal insufficiency and seizure disorder.
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In an interview on 3/20/25 at 1:33 p.m.. Staff B, 

Certified Nurse Aide (CNA), stated she was 

working an overnight shift on 1/20/25.  It was after 

10:00 p.m. and she and Staff E, CNA, had just 

cleaned and prepared Resident #1 for bed and 

had exited his room when Staff A,  Licensed 

Practical Nurse (LPN), approached her saying 

Resident #1 needed a suppository since not 

having a bowel movement for 3 days. Staff B 

stated they returned to Resident #1's room and 

she asked Resident #1 if it was okay to get a 

suppository.  Resident #1 stated no, clearly.  Staff 

B stated this all happened as they were rolling 

Resident #1 onto his side.  Staff A was saying 

something and Staff B stated she was unaware at 

that time that Staff A had a suppository in his 

hand.  It all happened quickly and Resident #1 

began swinging at Staff A as he administered the 

suppository.  Afterwards, Staff B stated she 

apologized to Resident #1 and encouraged him to 

report what happened to the Director of Nursing 

(DON).  Staff B stated she later talked to the 

DON when a similar incident happened (1/26/25).

In an interview on 3/20/25 at 1:55 p.m. Staff C, 

Certified Nurse Aide, stated she was working a 

double shift (2:00 p.m. to 10:00 p.m.) on the 

evening of 1/26/25.  There was discussion 

regarding Resident #1 not having a bowel 

movement for 4 days.  Staff A stated Resident #1 

needed a suppository and instructed Staff C to 

accompany him to Resident #1's room.  Staff C 

stated she followed Staff A into Resident #1's 

room as instructed.  Staff A explained to Resident 

#1 that it was necessary for a suppository.  

Resident #1 was adamant that he did not want 

the suppository.  Staff A informed Resident #1 

that we're going to give one and Staff C assisted 
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in rolling Resident #1 onto his side and Staff A 

administered the suppository. Staff C stated she 

felt uncomfortable with the situation and on 

Monday, 1/27/25, she reported her concern to 

management.  

In an interview on 3/20/25 at 12:07 p.m. the 

Director of Nursing (DON)  stated on the morning 

of 1/26/25, she was making rounds and asked 

Resident #1 how he was doing.  Resident #1 

stated last night he was given a suppository 

against his will. Resident #1 stated he had not 

had a bowel movement the past few days and 

Staff A insisted he needed a suppository.  

Resident #1 stated this was not the first time this 

has happened.  The DON stated she began 

looking into what happened and called Staff A, 

who admitted he gave the suppository despite 

Resident #1 saying no.  The DON stated 

residents have a choice which needs to be 

respected. The DON stated it is the overnight 

nurse's responsibility to address bowel movement 

issues.  Point Click Care (PCC) will alert when a 

resident has not had a bowel movement for 3 

days.  The DON stated the nurse should follow 

standard practice by using Milk of Magnesia on 

day 3 without a bowel movement and a 

suppository on day 4.  The DON stated resident 

refusals of care or administration of medications 

should be addressed by the interdisciplinary 

team.

In an interview on 3/24/25 at 1:30 p.m. Staff A, 

Licensed Practical Nurse, stated on Saturday, 

1/25/25 he was working the overnight shift from 

6:00 p.m. to 6:00 a.m. That evening Resident #1 

was complaining of constipation and a stomach 

ache.  Staff A looked up Resident #1's bowel 

movement record and it had been four days since 
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his last bowel movement.  Staff A stated nurses 

are supposed to initiate an intervention after the 

3rd day.  Staff A stated between 8:00 p.m. and 

9:00 p.m. Resident #1 was refusing oral 

medications and becoming increasingly agitated.  

Resident #1 was offered a suppository and 

refused, stating you only want to give me a 

suppository since I'm black.  Staff A stated this 

was typical behavior when Resident #1 is in pain 

or discomfort.  Staff A stated he attempted to 

explain why he needed the suppository and he 

would feel better once he had a bowel movement, 

but Resident #1 remained angry and obstinate.  

Between 10:00 p.m. and 11:00 p.m. Staff A 

attempted to assess Resident #1, but was 

denied.  At 11:45 p.m. Staff A was allowed to 

listen to Resident #1's bowel sounds.  They were 

sluggish and it was now day 4, so Staff A felt it 

was his duty to ensure Resident #1 received care 

to relieve his constipation and to prevent further 

discomfort and complications.  Staff A summoned 

Staff C to assist.  Resident #1 was placed on his 

left side and started getting agitated stating no, 

no.   Staff A stated he perceived the "no" related 

to his stomach discomfort. Staff A stated he 

stopped and attempted to re-explain the dangers 

of possible bowel obstruction or perforation.  Staff 

A stated Resident #1 seemed to calm down and 

he quickly inserted the suppository.  Within the 

next two hours, Resident #1 had two large bowel 

movements.  The following evening when Staff A 

returned to work, Resident #1's daughter was 

visiting.  Resident #1 expressed appreciation for 

the suppository, saying thank you and that he was 

feeling much better.  Staff A stated Resident #1 is 

like that.  When he is in pain or discomfort, he 

becomes agitated, racial and unable to think 

things through.  Once he gets the suppository 

and has the bowel movement, he's fine.  Staff A 

FORM CMS-2567(02-99) Previous Versions Obsolete HG1111Event ID: Facility ID: IA0662 If continuation sheet Page  5 of 6



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  03/31/2025
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

165381 03/24/2025

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

900 SOUTH STONE STREET
STONE COTTAGE CARE CENTER

SIGOURNEY, IA  52591

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 550 Continued From page 5 F 550

stated Resident #1 had received another 

suppository on 1/20/25.  He was agitated that day 

also, but primarily upset with the suppository 

taking too long to work.

In an interview on 3/24/25 at 2:30 p.m. 

Resident#1 was queried if he ever had to use a 

suppository for constipation?  Resident#1 

responded yes and stated the LPN Staff A made 

him take a suppository and he did not want to.  

Resident#1 stated some time ago he was angry 

and LPN, Staff A wanted to give him a 

suppository.  The Resident said he told Staff A no, 

but he gave him one anyway.  Resident#1 was 

asked if he felt better afterwards and he stated 

yes.

According to progress notes dated 1/20/25 at 

10:27 p.m. Resident #1 was administered a 

suppository by Staff A. A follow up note on 

1/21/25 at 5:04 a.m. indicated Resident #1 was 

feeling better following the suppository.

According to the Medication Administration 

Record for January 2025, a suppository was 

administered to Resident #1 on 1/25/25 at 11:42 

p.m. by Staff A.
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