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F 0558 Reasonably accommodate the needs and preferences of each resident.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39969
or potential for actual harm
Based on medical record review, observation, and interview, the facility failed to ensure appropriate and
Residents Affected - Few reasonable accommodations of needs were in place to ensure resident safety. This affected one resident
(Resident #63) of four residents (#40, #61, #62, and #63) reviewed for falls. The facility census was 59.

Findings include:

Review of the medical record for Resident #63 revealed an admitted [DATE]. Diagnoses included history of
falling, nondisplaced fracture of right leg, polyarthritis, and chronic obstructive pulmonary disease (COPD).

Review of the admission/readmission nursing progress note dated 10/31/24 at 4:20 P.M. revealed on
10/31/24 at 2:30 P.M. Resident #63 was admitted to the facility from a short term general hospital with the
diagnoses of falls and closed fracture of right tibia no surgical intervention. The resident was oriented to the
room and instructed on the use of the call light. The note stated Resident #63 was alert, oriented to self, not
oriented to place, not oriented to the day, not oriented to the date, and not oriented to time. The note also
revealed the resident was frequently incontinent of urine and bowel and she was not to bear weight on the
right lower extremity.

Observation on 10/31/24 at 4:32 P.M. revealed Resident #63 was in bed which was in the low position and
pushed forward away from the wall. Resident #63 was observed with her right leg in bed with a black brace
on and the left leg was out of bed and the left foot was on the floor. The residents call light was on the floor
behind the bed, and also on the floor, was a pitcher of water with a straw, which was on the right side of the
residents bed, between the bed and window. There was no bedside table observed in the room. Resident
#63 was attempting to get up out of her bed.

Interview on 10/31/24 at 4:32 P.M. with Resident #63 revealed she needed help, but did not know where the
call light was and she could not move her right leg.

Observation and interview on 10/31/24 at 4:35 P.M. with Staffing Coordinator (SC) #515, in Resident #63
room, verified the above observations. SC #515 grabbed a black pendant attached to a lanyard from the
nightstand behind the bed and to left, near the call light string in the wall. SC #515 then placed the call
pendant/lanyard around Resident #63's neck. SC #515 stated Resident #63 was a new admission and that
she would make sure the resident received a bedside tray table.
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