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F 0584 Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not
limited to receiving treatment and supports for daily living safely.
Level of Harm - Minimal harm

or potential for actual harm Based on observation and interview, the facility failed to maintain comfortable and home like
environment for 1 of 3 residents reviewed for environment. (Resident B)Finding includes:On 5/12/26
Residents Affected - Few at 10:55 a.m., Resident B was observed lying down in bed. The resident had indicated he was lying on

a broken old bed and his new bed had been sitting in the hallway and was the wrong bed. The resident
rolled over and showed he had no headboard on his bed.During an interview at the time, Resident B
indicated he had not had a headboard for months and the facility knew about it. The headboard was
broken and maintenance just came and ripped it the rest of the way off the bed. The resident
indicated he was almost 600 pounds and the facility ordered him the wrong bed.Resident B's record
was reviewed on 5/12/26 at 10:45 a.m. Diagnoses included, but were not limited to, high blood
pressure, heart failure, COPD (Chronic Obstructive Pulmonary Disease) and respiratory failure.The
Quarterly Minimum Data Set (MDS) assessment, dated 2/11/26, indicated the resident was
cognitively intact for daily decision making. The resident required supervision for bed mobility.During
an interview on 5/12/26 at 11:05 a.m., the Maintenance Director indicated when his staff tried to put
the new bed in Resident B's room when it was delivered, the resident refused the bed. When the staff
tried again a few minutes ago, the resident refused the bed again. The resident indicated that they
had the wrong bed. The resident had broken 3 beds and he had broken the headboard before as well
because he used it to help himself get out of bed. He had told the Administrator and they ordered a
new bed.During an interview on 5/12/26 at 11:35 a.m., the Administrator provided the order form for
the bed that was ordered for Resident B. He indicated the maximum weight for the bed was 550
pounds and the resident weighed 571 pounds. He understood the concern with the resident not having
a headboard and that the bed ordered would not accommodate the resident's weight. A new bariatric
bed would be ordered by the end of the day.During an interview on 5/12/26 at 12:57 p.m., the
Administrator indicated Maintenance found a bariatric bed in the facility. They would be moving the
resident to that bed when he was ready to get up for the day.This citation relates to Intake
2992284.410 IAC (Indiana Administrative Code) 16.2-3.1-19(h)
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