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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** 46166
or potential for actual harm
Based on observations, review of clinical records, and staff interview it was determined that the facility failed
Residents Affected - Few to provide reasonable accommodation of needs for one of five residents reviewed (Resident R1).

Findings Include:

Review of Resident R1's clinical record revealed the resident was admitted to the facility on [DATE], with the
following diagnosis: acute respiratory failure with hypoxia (not enough oxygen in the blood due to a failure in
oxygen exchange in the lungs), chronic obstructive pulmonary disease (a lung condition caused by damage
to the airways that limit airflow in and out of the lungs), anxiety disorder (characterized by excessive,
persistent and uncontrollable worry and fear about everyday situations), muscle wasting and atrophy
(deterioration of ones muscles), and difficulty in walking.

Review of Resident R1's clinical record revealed a progress note dated September 26, 2024, at 10:25 a.m.
stating call placed to [power of attorney for care] who stated she requested 2 siderails [power of attorney for
care] as informed this is considered a restraint educated on the risks of 2 siderails. [power of attorney for
care] was updated on all fall interventions in place. [power of attorney for care] wants to talk to nursing
administration stated she will be in.

Additional review of Resident R1's clinical record revealed a Bed Side Rail Evaluation dated November 11,
2024, reporting the Resident R1 needed bed rails for positioning and/or rising from [lying down] to sitting.
Further review of the evaluating revealed the from was not completed and Resident R1 did not receive bed
rails.

Subsequent review of Resident R1's clinical record revealed an additional Bed Side Rail Evaluation dated
January 10, 2025, revealed the evaluation was entirely completed and Resident R1 received bed rails on
January 10, 2025.

An interview conducted with the Director of Nursing (DON) on January 27, 2025, at 12:45 p.m. revealed he
was not aware of the incomplete Bed Side Rail Evaluation and confirmed that Resident R1 should've had
bed rails installed on her bed on November 11, 2024.

28 Pa. Code 201.29 (a) Resident Rights.

28 Pa. Code 211.10 (d) Resident care policies.
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