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F 0000 F 0000 INITIAL COMMENTS

COMPLAINT INVESTIGATION

MASTER COMPLAINT NUMBER 

OH00162880

COMPLAINT NUMBER OH00162831

ADMINISTRATOR:  Anthony Maroni, 

#5953

CERTIFIED BED CAPACITY:  62

CENSUS IN HOUSE:  56 

The following deficiencies are based on 

the complaint investigation completed on 

03/12/25.

any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other safeguards 

provide sufficient protection to the patients . (see instructions.) except for nursing homes, the findings stated above are disclosable 90 days following the date of survey whether 

or not a plan of correction is provided. for nursing homes, the above findings and plans of correction are disclosable 14 days following the date these documents are made 

available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued program participation.

laboratory director's or provider/supplier representative's signature title (x6) date

03/29/2025TONY.MARONI
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03/21/2025F 0690483.25(e)(1)-(3) Bowel/Bladder 

Incontinence, Catheter, UTI

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure 

that resident who is continent of bladder 

and bowel on admission receives services 

and assistance to maintain continence 

unless his or her clinical condition is or 

becomes such that continence is not 

possible to maintain.

§483.25(e)(2)For a resident with urinary 

incontinence, based on the resident's 

comprehensive assessment, the facility 

must ensure that-

(i) A resident who enters the facility 

without an indwelling catheter is not 

catheterized unless the resident's clinical 

condition demonstrates that 

catheterization was necessary;

(ii) A resident who enters the facility with 

an indwelling catheter or subsequently 

receives one is assessed for removal of 

the catheter as soon as possible unless 

the resident's clinical condition 

demonstrates that catheterization is 

necessary; and

(iii) A resident who is incontinent of 

bladder receives appropriate treatment 

and services to prevent urinary tract 

infections and to restore continence to the 

extent possible.

§483.25(e)(3) For a resident with fecal 

incontinence, based on the resident's 

comprehensive assessment, the facility 

must ensure that a resident who is 

incontinent of bowel receives appropriate 

The facility failed to ensure to 

comprehensively assess residents' urinary 

incontinence to determine type bladder 

incontinence to determine type of bladder 

incontinence to determine type of bladder 

incontinence and failed to develop and 

implement an appropriate treatment plan to 

maintain and/or restore the resident bladder 

function. This affected resident #45 and #57. 

Resident #57 no longer resides in building. 

Resident #45 bowel and Bladder Evaluated 

and started on program 3/12/2025 by 

Assistant Director of Nursing and Director of 

Nursing. To identify other potentially affected 

residents an audit of resident's bowel and 

bladder was conducted for all resident's 

patterns, Completed 3/20/2025 by Assistant 

Director of Nursing. To prevent reoccurrence 

education was conducted for all licensed 

nursing staff regarding bowel and bladder 

policy and monitoring. Completed 3/20/2025 

by Director of Nursing. To evaluate 

preventative actions taken audits of Bowel 

and bladder assessments for 3 resident 3 x 

week x 4 weeks will be conducted by the 

Director of Nursing/designee. Audit findings 

will be reviewed with the QAPI committee 

weekly for recommendations.
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treatment and services to restore as 

much normal bowel function as possible.

This STANDARD is not met as evidenced 

by:

Based on medical record review, 

interview, and policy review the facility 

failed to comprehensively assess 

residents' urinary incontinence to 

determine type of bladder incontinence 

and failed to develop and implement an 

appropriate treatment plan to maintain 

and/or restore the residents' bladder 

function. This affected two residents (#45 

and #57) of three residents reviewed for 

urinary incontinence.  

Findings include:

1.  Record review revealed Resident #45 

was admitted to the facility on 11/08/24 

with diagnoses including diabetes, heart 

disease, difficulty walking, 

encephalopathy, and chronic obstructive 

pulmonary disease.  

Review of Resident #45's record revealed 

the resident was incontinent of bladder 

due to unaware of toileting needs at this 

time.  Review of the plan of care dated 

11/19/24  revealed to assist the resident 

to the bathroom per resident request, 

assist with incontinence care, and assist 

with pads/briefs/pull ups.  

a. Review of Resident #45's admission 

and modification Minimum Data Set 

(MDS) dated 11/15/24 revealed the 

resident's brief interview for mental status 
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(BIMS) score was 11 (moderately 

impaired). The resident was occasionally 

incontinent of urine and was not on a 

toileting program.  

Review of Resident #45's bladder 

assessment dated 11/08/24 revealed the 

resident doesn't always void appropriately 

and was continent of urine at least daily.  

The resident was independent, but slow 

with toileting, and alert and oriented.  The 

resident was usually aware of the need to 

toilet. The resident didn't have diabetes. 

The type of incontinence was left blank.  

Review of Resident #45's bladder 

assessment dated 11/12/24 revealed the 

resident doesn't always void appropriately 

and was continent of urine at least daily.  

The resident was independent with 

toileting and forgetful but follows 

commands.  The resident was always 

aware of the need to toilet. The resident 

didn't have diabetes. The type of 

incontinence section and the three day 

tracker section were left blank. There was 

an additional typed comment that 

indicated the resident was continent of 

bowel and bladder with occasional urine 

dribbling.  Resident doesn't meet criteria 

at this time for toileting program. 

Review of Resident #45's bladder 

assessment dated 12/18/24 revealed the 

resident doesn't always void appropriately 

and was continent of urine at least daily.  

The resident was independent with 

toileting and forgetful but follows 
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commands.  The resident was always 

aware of the need to toilet. The resident 

didn't have diabetes. The type of 

incontinence section  and three day 

tracker section were left blank. There was 

an additional typed comment that 

indicated the resident was continent of 

bowel and bladder with occasional urine 

dribbling.  Resident doesn't meet criteria 

at this time for toileting program. 

b. Review of Resident #45's discharge 

MDS dated 01/21/25 revealed the 

resident's BIMS was not completed.  The 

resident was frequently incontinent of 

urine.  

c. Review of Resident #45's quarterly 

MDS dated 02/15/25 revealed the 

resident's BIMS score was 14 (cognition 

intact). The resident was frequently 

incontinent of urine and was not on a 

toileting program.  

Review of Resident #45's bladder 

assessment dated 02/11/25 revealed the 

resident doesn't always void appropriately 

and was continent of urine at least daily.  

The resident required one assist with 

toileting, was confused, and needed 

prompting.  The resident was sometimes 

aware of the need to toilet. The type of 

incontinence section and three-day 

tracker section were left blank. 

Review of Resident #45's bladder 

assessment dated 02/15/25 revealed the 

resident never void appropriately. The 

form cms-2567(02-99) previous versions obsolete Event:CVRS11 Page 5 of 13Facility ID:OH00227 if continuation sheet



centers for medicare & medicaid services

department of health and human services form approved

omb no. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA

       IDENTIFICATION NUMBER:

(x2) multiple construction (X3) DATE SURVEY

       COMPLETED
a. building

b. wing

name of provider or supplier street address, city, state, zip code

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICICIENCY MUST BEPRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID

PREFIX

TAG

(X5)

COMPLETION

DATE

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY)

COUNTRY CLUB RETIREMENT CTR IV 55801 CONNO-MARA DRIVE

BELLAIRE OH, 43906

365699 03/12/2025

F 0690 Continued From page 5 F 0690

resident required one assist with toileting.  

The resident was confused and needed 

prompting. The resident was sometimes 

aware of need to toilet.  The type of 

incontinence section and three-day 

tracker section were left blank. There was 

an additional typed comment that 

indicated the resident was incontinent of 

bladder and doesn't meet criteria at this 

time for toileting program. 

Review of Resident #45's bladder tracking 

dated 02/11/25 to 03/12/25 revealed the 

resident had 40 episodes of incontinence 

and 46 episodes of incontinence.  

Interview on 03/12/25 at 3:00 P.M., with 

the Director of Nursing (DON) confirmed 

Resident #45 was not on a toileting 

program and had a decline in urinary 

function and would have benefited from a 

toileting program.  The DON confirmed 

the bladder assessments didn't identify 

the type of incontinence the resident was 

experiencing or a treatment plan to 

prevent decline or improve the resident's 

bladder function.  The DON confirmed the 

facility doesn't have a procedure or 

system in place to determine if the 

resident met criteria for a program and it 

was the judgement of the nurse who 

completed the bladder assessments. 

2. Closed medical record review revealed 

Resident #57 was admitted to the facility 

on 01/09/25 and again on 02/21/25 with 

diagnoses including dementia, metabolic 

encephalopathy, chronic kidney disease, 
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muscle weakness, and need for 

assistance with personal care. 

a. Review of Resident #57's admission 

MDS dated 01/15/25 revealed Resident 

#57 had severe cognition impairment.  

The resident was frequently incontinent of 

urine and was not on a toileting program. 

Review of Resident #57's discharge MDS 

dated 01/16/25 revealed Resident #57 

was frequently incontinent of urine and 

was not on a toileting program.  

Review of Resident #57's three-day 

bladder voiding diary dated 01/10/25, 

01/11/25, and 01/12/25 revealed the 

resident had not urinated for three days.  

Review of Resident #57's bladder 

assessment dated 01/09/25 revealed 

Resident #57 doesn't always void 

appropriately and was continent of urine 

at least daily.  The resident required one 

person assist with toileting, was forgetful 

but follows commands, and was always 

aware of need to toilet. The three-day 

tracker section identified no pattern 

determined.  The type of incontinence 

was left blank.  

Review of Resident #57's bladder 

assessment dated 01/13/25 and 01/20/25 

revealed Resident #57 doesn't always 

void appropriately and was continent of 

urine at least daily.  The resident required 

one person assist with toileting, was 

forgetful but follows commands, and was 
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always aware of need to toilet. The 

three-day tracker section identified no 

pattern determined.  The type of 

incontinence was left blank.  There was a 

comment that indicated the resident was 

continent of bowel and bladder, 

occasional urine dripping if waits too long. 

 

b.  Review of Resident #57's significant 

change MDS dated 01/26/25 revealed 

Resident #57 had severe cognition 

impairment and was frequently 

incontinent of urine and was not on a 

toileting program. 

Review of Resident #57's bladder 

assessment dated 01/24/25 revealed the 

resident was never continent of urine.  

The resident required one assist with 

toileting. The resident was forgetful but 

followed commands and sometimes was 

aware of toilet needs.  The type of 

incontinence section was blank. The 

comment indicated the resident was 

incontinent of bowel and bladder and did 

not feel the urge to void. The resident did 

not meet criteria for a toileting program. 

Interview on 03/12/25 at 3:00 P.M., with 

the DON confirmed Resident #57 was not 

on a toileting program.  The DON 

confirmed the bladder assessment 

including the three-day bladder tracker 

was inaccurate due to the tracker 

indicated the resident did not urinate for 

three days.  The DON confirmed the 

assessments didn't identify the type of 

incontinence the resident was 
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experiencing or a treatment plan to 

prevent decline or improve the resident 

bladder function.  The DON confirmed the 

facility doesn't have a policy that 

determines if the resident met criteria for 

a program and it was the judgement of 

the nurse who completes the bladder 

assessment. 

Review of the facility's policy titled "Bowel 

and Bladder Assessment and 

Incontinence" (dated 02/2019) revealed it 

was the facility's policy to assure that any 

resident who was incontinent of bladder 

receives the appropriate treatment and 

services to restore as much normal 

bladder function as possible and to assist 

the resident in attaining or maintaining 

his/her highest practicable physical, 

emotional, and social function.  The 

facility would identify any resident with 

continence management problems, 

perform adequate incontinence 

assessment, and provide appropriate 

treatment and services congruent with the 

resident history of incontinence, personal 

goals, mental status, physical capabilities, 

and cognitive function. Residents 

identified with incontinence would be 

assessed by licensed nurse to attempt to 

identify the type of urinary incontinence, 

potential and or actual cause of 

incontinence, and reversible and 

irreversible causes of incontinence. A 

licensed nurse would develop and/or 

revise the resident's plan of care as 

determined by the assessment data and 

periodic evaluation of the resident 
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response to incontinent management 

interventions.  

Review of the facility's policy titled 

"Incontinence Policy" (dated 11/2017) 

revealed residents that are incontinent of 

bladder would receive appropriate 

treatment to prevent infections and to 

restore continence to the extent possible.  

 

This deficiency represents 

non-compliance investigated under 

Master Complaint Number OH00162880 

and Complaint Number OH00162831.

F 0695

SS=D

03/21/2025F 0695483.25(i) Respiratory/Tracheostomy Care 

and Suctioning

§ 483.25(i) Respiratory care, including 

tracheostomy care and tracheal 

suctioning.  

The facility must ensure that a resident 

who needs respiratory care, including 

tracheostomy care and tracheal 

suctioning, is provided such care, 

consistent with professional standards of 

practice, the comprehensive 

person-centered care plan, the residents' 

goals and preferences, and 483.65 of this 

subpart.

This STANDARD is not met as evidenced 

by:

Based on medical record review, 

observation, and interviews, the facility 

failed to ensure a resident's oxygen 

concentrator alarm was addressed timely.  

This affected one resident (#45) of three 

residents observed with oxygen 

The facility failed to ensure to a resident's 

oxygen concentrator alarm was addressed 

timely for resident # 45. Resident #45 was 

evaluated immediately, issue addressed with 

concentrator by switching concentrator and 

fixing kinked tubing, by assistant Director of 

Nursing on 3/10/2024. To identify other 

potentially affected residents an audit of all 

residents was conducted for by ADON with 

oxygen on 3/10/2025 by Director of Nursing/ 

designee for kinked tubing or malfunctioning 

concentrator. To prevent reoccurrence 

education was conducted for all licensed 

nursing staff regarding oxygen monitoring and 

observation of equipment and tubing on 

3/20/2025 by Director of Nursing/ designee. 

To evaluate preventative actions taken audits 

of call for 3 resident 3 x week x 4 weeks will 

be conducted by the Director of 

Nursing/designee. Audit findings will be 

reviewed with the QAPI committee weekly for 

recommendations.
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concentrators. 

Findings included:

Record review revealed Resident #45 was 

admitted to the facility on 11/08/24 with 

diagnoses including dependence on 

supplement oxygen, pneumonia, chronic 

respiratory failure with hypoxia, 

hypertension, heart disease, chronic 

obstructive pulmonary disease (COPD), 

hyperlipidemia, and tobacco use. 

Review of Resident #45's current orders 

dated 03/2025 revealed to check oxygen 

saturation twice daily and continuous 

oxygen at three liters via nasal cannula.  

Review of Resident #45's cardiac 

impairment related to hypertension, 

coronary heart disease (CAD), and 

hyperlipidemia and potential for alteration 

in respiratory function related to COPD 

plan of care dated 11/19/24 revealed to 

administer oxygen as ordered. 

Observation on 03/10/25 at 10:04 A.M., 

revealed Resident #45's oxygen 

concentrator was alarming as the 

surveyor walked by the room.  The 

concentrator reading indicated flowrate 

was low.  The flow rate was set on zero.  

Staff were observed passing by the room 

in the hallway, but no one stopped to 

address the alarm sounding.  The 

surveyor activated the resident's call light 

at 10:05 A.M., due to no one had 

responded to the oxygen concentrator 
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alarm. At 10:10 A.M., no one had 

responded to the call light and the 

resident had voiced concerns she was 

having trouble breathing and she had 

opened the window to help her breathe.  

The surveyor walked to the door and two 

certified nurse's aides (CNA's) were 

observed standing in the doorway of a 

room across the hall from the resident's 

room.  CNA #166 reported she was the 

CNA for Resident #45; however, she did 

not hear the call light activation at 10:05 

A.M., go over her pager.  The CNA 

reported the computer at the nurse's 

station would confirm if Resident #45's 

call light was activated.  CNA #166 went 

to dispose of a bag of trash and the 

surveyor went to the nurse's station of find 

a nurse.  The computer confirmed 

Resident #45's call light was activated 

10:05 A.M.  The surveyor alerted 

Registered Nurse (RN) #112 that 

Resident #45's oxygen concentrator was 

alarming and the resident voiced 

concerns of difficulty with breathing. 

Resident #45 reported the oxygen 

concentrator had been beeping for 

sometime. RN #112 assessed the 

concentrator and reported the resident 

needed a new concentrator and she left 

the room to get a new concentrator and 

alerted the staff walking by to find the 

nurse. The surveyor asked the 

unidentified staff member to ask the nurse 

to bring a pulse ox.  CNA #166 assisted 

the resident to the bathroom while the RN 

went to get a new concentrator.  RN #112 

returned with a new concentrator and the 
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resident finished using the bathroom and 

sat on her respiratory walker while the 

nurse hooked up the new concentrator.  

The new concentrator was not working as 

well.  The surveyor observed the 

resident's oxygen tubing and noted the 

tubing was kinked completely off around 

the resident's neck.  RN #112 removed 

the nasal cannula off the resident and 

straightened out the tubing and 

re-applied.  RN#159 arrived and placed a 

pulse ox on the resident's finger.  The 

pulse ox originally would not register. RN 

#159 asked the resident to take deep 

slow breaths. The pulse ox then 

registered at 81 percent.  The oxygen 

concentrator was set on three liters.  The 

resident's pulse ox was 90 percent when 

the surveyor left the room, however the 

nurses were still present and instructing 

the resident to take slow deep breaths. 

These findings were confirmed with 

RN#112 and RN #159 during observation. 

This deficiency represents an incidental 

finding of non-compliance investigated 

under Master Complaint Number 

OH00162880.
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