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F 0675 Honor each resident's preferences, choices, values and beliefs.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm observation, interview, and record review, the facility failed to ensure a resident's comfort by failing to provide
a comfortable mattress resulting in R1 lying in a sunken mattress. This failure affect one of three residents

Residents Affected - Few (R1) reviewed for comfortable mattresses.

Finding includes:

R1 was observed lying on bed. R1 mattress observed sunk in. Surveyor observed 3 fans in R1's room. One
fan was broken, another fan provided by the facility but not the same kind as the broken fan, the 3rd fan is
the same kind as the broken fan. R1 said that his family bought him the fan and he will like the facility to
refund the money. R1 is oriented and can make his needs known. R1 said that he told V3 (Maintenance
Director) about his mattress not being good. R1 said that V3 said that V3 will replace it but it has not been
replaced yet. R1 said that R1 told V4, Licensed Practical Nurse (LPN) about his mattress and V4 wrote it up.

On 5/27/2025 at 12:30 PM, V3 (Maintenance Director) said that R1 called V3 either on Thursday or Friday
last week and told V3 that something was wrong with his mattress. V3 said that V3 examined the mattress
and saw that the mattress is deflated on one side. V3 said that V3 told R1 that R1 mattress will be replaced.

On 5/27/2025 at 12:35 PM, V1 (Administrator), V3, and surveyor went to R1 room. V3 asked R1 when he will
be out of bed so that his mattress can be replaced. R1 said that he will be ready after lunch for the Certified
Nursing Assistant (CNA) to get him out of bed.

On 5/27/2025 at 1:06 PM, V4 (LPN) said that R1 told V4, LPN last week that something is wrong about his
mattress. V4 said that R1 said that he has been telling them and waiting for something to be done about his
mattress. V4 said that R1 did not mention to V4 who R1 notified about his mattress. V4 said that R1 is
oriented and takes care of his business. V4 said that she did not report it or document it in the maintenance
log because R1 said that R1 reported it and just waiting for it to be replaced.

On 5/27/2025 at 1:30 PM, V2 (Director of Nursing) said that she was not aware of R1 mattress. V2 said that
she expects staff to write resident's complaints about furniture and equipment in the facility work order. V2
said that Maintenance comes in and check work order daily.

(continued on next page)
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F 0675 On 5/27/2025 at V1 (Administrator)said that if a concern is told directly to a maintenance supervisor, V1 does
not expect it to be in the maintenance logbook. V1 said that V1 expects the resident's need to be met as
Level of Harm - Minimal harm or soon as possible and that depend on situation.

potential for actual harm

R1 is a [AGE] year-old male admitted on [DATE]. Review of the facility grievance binder from January 2025
Residents Affected - Few till date has no documented concerns from R1 regarding his mattress. Review of the facility work order from
April 2025 till date did not list R1 concern about his mattress.

V1 unable to provide facility policy on furniture/equipment.
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