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F 000 INITIAL COMMENTS F 000

 Correction Date: __________

The following information is related to the 

investigation of complaints #89492, #89511, 

#89594, #89757 and #89787, all complaints were 

substantiated. (See Code of Federal Regulation 

(42CFR), Part 483, Subpart B-C).

 

F 584

SS=E

Safe/Clean/Comfortable/Homelike Environment

CFR(s): 483.10(i)(1)-(7)

§483.10(i) Safe Environment.  

The resident has a right to a safe, clean, 

comfortable and homelike environment, including 

but not limited to receiving treatment and 

supports for daily living safely. 

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and 

homelike environment, allowing the resident to 

use his or her personal belongings to the extent 

possible.

(i) This includes ensuring that the resident can 

receive care and services safely and that the 

physical layout of the facility maximizes resident 

independence and does not pose a safety risk.

(ii) The facility shall exercise reasonable care for 

the protection of the resident's property from loss 

or theft.

§483.10(i)(2) Housekeeping and maintenance 

services necessary to maintain a sanitary, orderly, 

and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are 

in good condition;

§483.10(i)(4) Private closet space in each 

F 584

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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.
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F 584 Continued From page 1 F 584

resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting 

levels in all areas;

§483.10(i)(6) Comfortable and safe temperature 

levels. Facilities initially certified after October 1, 

1990 must maintain a temperature range of 71 to 

81°F; and

§483.10(i)(7) For the maintenance of comfortable 

sound levels.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observations, staff and resident 

interviews, the facility failed to have resident 

bathrooms stocked with necessary items to 

perform basic hygiene needs and failed to 

provide a clean, homelike environment.  The 

facility reported a census of 79.

Findings include:

1. During random observations on 2/19/20 upon 

entrance to the building  revealed the following:

a.  At 11:50 a.m. the bed in Room 405 not made.

b. At 11:51 a.m. the bed in Room 307 not made.

c. At 12:13 p.m. the bed in room 206 not made.

d. At 12:25 p.m. the beds in room 414, 419 not 

made.

2.  During observations on 2/20/20 at 12:33 

revealed the following: 

a. Room 420 failed to have hand soap, toilet 

paper and the bed made.

b. Room 417 failed to have hand soap, toilet 

paper and the bed made.

c. Room 413 failed to have hand soap, toilet 

paper and the bed made. 
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F 584 Continued From page 2 F 584

d. Room 401 failed to have hand soap, toilet 

paper and the bed made. 

e. Room 319 failed to have toilet paper and the 

paper hand towels sat on the back of the toilet.

f. Room 318 with paper hand towels sitting on 

back of toilet.

g. Room 311 failed to have toilet paper. 

h. Room 310 with toilet paper sitting on top of the 

towel bar.

i. Room 300 failed to have toilet paper, paper 

towel and hand soap

j. Room 115 failed to have toilet paper, paper 

towels 

k. Room 116 failed to have toilet paper and the 

resident stated she always has to ask for toilet 

paper

During an interview on 2/20/20 at 1:37 p.m., Staff 

M, Housekeeper stated she didn't have a key to 

the paper towel dispensers,  is the only 

Housekeeper on the floor and didn't know why 

the resident's don't have toilet paper. 

During an interview on 3/5/20 at 10:20 a.m., 

Resident #7 stated every time she runs out of 

toilet paper in her room, she has to ask for a new 

roll.  She stated she is frequently out of paper 

towels and if she has them, they are sitting in a 

stack on the back of the toilet. 

During an interview on 3/4/20 at 5:00 p.m., the 

Administrator stated a Housekeeper walked off 

the job today because she was worried about the 

residents, the Housekeeping supervisor is off 

work today for an undetermined amount of time 

and the person responsible for the floor care 

doing laundry. The Administrator stated they do 

not have enough staff to clean the facility and do 

laundry.  The Administrator stated she expected 
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the basic needs supplied to the residents like, 

toilet paper, towels and hand soap.

F 676

SS=E

Activities Daily Living (ADLs)/Mntn Abilities

CFR(s): 483.24(a)(1)(b)(1)-(5)(i)-(iii)

§483.24(a) Based on the comprehensive 

assessment of a resident and consistent with the 

resident's needs and choices, the facility must 

provide the necessary care and services to 

ensure that a resident's abilities in activities of 

daily living do not diminish unless circumstances 

of the individual's clinical condition demonstrate 

that such diminution was unavoidable.  This 

includes the facility ensuring that:

§483.24(a)(1) A resident is given the appropriate 

treatment and services to maintain or improve his 

or her ability to carry out the activities of daily 

living, including those specified in paragraph (b) 

of this section ...

§483.24(b) Activities of daily living.  

The facility must provide care and services in 

accordance with paragraph (a) for the following 

activities of daily living:

§483.24(b)(1) Hygiene -bathing, dressing, 

grooming, and oral care,

§483.24(b)(2) Mobility-transfer and ambulation, 

including walking,

§483.24(b)(3) Elimination-toileting,

§483.24(b)(4) Dining-eating, including meals and 

snacks, 

§483.24(b)(5) Communication, including 

F 676
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F 676 Continued From page 4 F 676

(i) Speech,

(ii) Language, 

(iii) Other functional communication systems.

This REQUIREMENT  is not met as evidenced 

by:

 Based on clinical record review, resident and 

staff interviews the facility failed to provide 2 

baths weekly for 4 of 9 open sampled residents 

(Residents #4, #5, #6, #9)  The facility reported a 

census of 79.

Findings included:

1.  According to the Minimum Data Set (MDS) 

dated 12/19/19, Resident #4 identified with 

diagnoses which included depression, 

neuropathy, non compliance with medications 

and obesity. The resident with a Brief Interview 

for Mental Status (BIMS) score of 15 which 

indicated the resident intact cognitively. The 

resident required extensive assistance of 1 

person for bed mobility, dressing and extensive 

assistance of 2 staff for transfers and toilet use. 

The resident utilizes a wheelchair for mobility 

about the facility.  

Review of Resident #4's Care Plan dated 9/26/17 

revealed the resident with a self care 

performance deficit related to activities of daily 

living. The Care Plan directs staff to complete a 

shower/bath twice a week and as needed, to toilet 

the resident routinely, as needed and to transfer 

with the use of the Sara lift. 

During an interview with Resident #4 on 3/5/20 at 

12:15 p.m., the resident stated she does not get 

her regular shower because the facility without 

enough staff to get her up. 
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F 676 Continued From page 5 F 676

Review of the February and March 2020 Bath 

Sheets revealed the resident had 1 shower in 

February and 1 shower on 3/5/20. 

2. According to the Admission Record dated 

9/12/17 Resident #5 identified with diagnoses 

which included Diabetes, stroke, manic episodes, 

schizophrenia, chronic pain and osteoarthritis. 

Review of the MDS dated 12/20/19 revealed the 

resident with a BIMS score of 9 indicating the 

resident moderately impaired cognitively. The 

resident required extensive assistance of 1 staff 

for transfers, dressing, toileting and personal 

hygiene. The resident utilized a wheelchair for 

mobility. 

According to the Care Plan dated 9/12/17 

revealed the resident with a self care 

performance deficit, the plan directed the staff to 

assist the resident with activities of daily living, to 

provide bathing/showers 2 times a week and as 

needed. 

Review of the January 2020 Bath Sheets 

revealed the resident received 3 showers; review 

of the February 2020 Bath Sheets revealed the 

resident received 2 showers and in March 2020  

only a shower on 3/5/20. 

During an interview on 3/4/20 at 3:00 p.m., 

Resident #5 stated she would like to have more 

showers than she is receiving.

3.  According to the Minimum Data Set (MDS) 

dated 12/27/19 Resident #6 identified with 

diagnoses which included Diabetes, stroke and 

Non-Alzheimer's dementia,  hemiplegia or 

hemiparesis, anxiety and depression. The 
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F 676 Continued From page 6 F 676

resident with a BIMS score of 11 indicating a 

moderately impaired cognitive ability. The 

resident required extensive assistance of 1 staff 

for bed mobility, dressing, personal hygiene and 

extensive assistance of 2 staff for transfers and 

toilet use. The resident identified as always 

incontinent of bowel and bladder. 

Review of the Care Plan revised on 7/19/16 

indicated the resident totally dependent on 1 staff 

for showers and directed staff to provide shower 

assistance twice weekly and as needed. 

Review of the February 2020 Bath Sheets 

revealed the resident received 5 showers, and as 

of  3/9/20 the resident  received 1 shower in 

March on 3/6/20. 

4.  According to the Minimum Data Set dated 

1/30/20 Resident #9 identified with diagnoses 

which included neurogenic bladder, multiple 

sclerosis and abnormal posture. The resident 

required extensive assistance of 2 staff for 

transfers and toilet use. 

Review of the Care Plan dated 11/24/14 indicated 

Resident #9 with a self care deficit and directed 

staff to provide bathing assistance twice weekly 

and as needed. 

Review of the Monthly Shower Sheets revealed 

the resident received 7 showers in January 2020, 

6 showers in February 2020 and 1 shower in 

March upon review on 3/9/20. 

During an interview on 3/9/20 at 9:15 a.m., 

Staff-B, Shower Aide stated she is the full time 

bath aide but is frequently pulled to the floor due 

to lack of staff. She stated when she does do 
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F 676 Continued From page 7 F 676

baths she is often pulled to assist with 2 person 

lifts as they have only 1 aide per hall.  Staff B 

stated in February 2020 she was pulled off of 

showers and assigned to the floor.

F 677

SS=D

ADL Care Provided for Dependent Residents

CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 

out activities of daily living receives the necessary 

services to maintain good nutrition, grooming, and 

personal and oral hygiene;

This REQUIREMENT  is not met as evidenced 

by:

F 677

 Based on clinical record review, observations, 

staff and resident interviews,  the facility failed to 

provide timely and appropriate incontinence cares 

for 2 of 9 open sampled residents (Resident #4 

and 6).   The facility reported a census of  79. 

Findings included:

1. According to the Minimum Data Set (MDS) 

dated 12/19/19, Resident #4 identified with 

diagnoses which included depression, 

neuropathy, non compliance with medications 

and obesity. The resident with a Brief Interview 

for Mental Status score of 15 indicating the 

resident with intact cognitive ability. The resident 

required extensive assistance of 1 person for bed 

mobility, dressing and extensive assistance of 2 

staff for transfers and toilet use. The resident 

utilizes a wheelchair for mobility about the facility. 

The MDS indicated the resident without any skin 

issues which included moisture associated skin 

damage. The resident has frequent urinary 

incontinence and always continent with  bowels. 

Review of Resident #4's Care Plan dated 9/26/17 
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revealed the resident with a self care 

performance deficit related to activities of daily 

living. The Care Plan directs staff to complete a 

shower/bath twice a week and as needed, to toilet 

the resident routinely and as needed and to 

transfer with the use of the Sara lift. The Care 

Plan indicated the resident wore briefs for 

incontinence and staff are to maintain perineal 

cleaning per protocol. 

The Care Plan also identified the resident with a 

risk for development of pressure sores and other 

skin breakdowns due to incontinence. The 

resident has a history of moisture related open 

areas to the right inner thigh. The plan directed 

the staff to keep skin dry and clean, to 

document/monitor skin breakdowns, use caution 

during transfers and bed mobility and to 

document weekly treatments to include 

measurements and condition of each area of skin 

breakdown. 

During an interview with the Resident #4 on 

3/5/20 at 10:05 a.m., the resident stated she 

hasn't been up for some time because it takes 2 

staff to get her up with the lift and they don't have 

enough people. She indicated she can only stay 

up for about 3 hours each time due to coccyx 

pain. The resident stated up to this point today 

the staff failed to perform any peri cares for her. 

During an interview on 3/5/20 at 10:35 a.m., Staff 

J, Certified Nurse Aide and Staff K, CNA both 

report are assigned to the 100 Hall today. The 

aides stated so far today they did not provide any 

perineal cares for Resident #4. Staff K stated the 

resident will put on her call light when she needs 

to have her brief changed. 
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During an interview on 3/5/20 at 11:00 a.m., Staff 

A, Skin Nurse stated Resident #4 did not have 

any open areas to the thigh or back area prior to 

this day that she knew of. 

During an observation on 3/5/20 at 12:15 p.m., 

staff assisted the resident to sit up at the side of 

bed, applied the sling and lifted the resident up to 

transfer into the shower chair. The bed noted to 

be wet with urine, the brief the resident wore 

soiled with excessive amounts of urine and bowel 

movement. Noted in the brief is a reddened, 

bloody appearing drainage on the right side of 

brief. The resident complained of pain with the 

transfer. 

During an observation on 3/5/20 at 12:45 p.m., 

the staff completed the shower, Staff A, Skin 

Nurse assessed the areas and measured the 

open areas noted to the resident's upper right 

thigh:  the areas measured:  #1-measured 0.5 by 

2.0 centimeters, #2- measured 0.7 by 4.0 

centimeters and #3- measured 0.3 by 3.0 

centimeters. 

During an interview on 3/5/20 at 3:00 p.m., Staff 

A, Skin Nurse stated she believes the open areas 

noted today on the resident's right thigh is a result 

of excessive moisture and friction. She feels the 

aides just pull the brief out from under her instead 

of rolling her. 

2.  According to the Minimum Data Set (MDS) 

dated 12/27/19 Resident #6 identified with 

diagnoses including Diabetes, stroke and 

Non-Alzheimer's dementia,  hemiplegia or 

hemiparesis, anxiety and depression. The 

resident with a BIMS score of 11 indicating 
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moderately impaired cognitive ability. The 

resident required extensive assistance of 1 staff 

for bed mobility, dressing, personal hygiene and 

extensive assistance of 2 staff for transfers and 

toilet use. The resident identified as always 

incontinent of bowel and bladder. 

Review of the Care Plan revised on 10/11/17 

indicated the resident needed encouragement to 

communicate their need for urination, provide 

toileting per the facility schedule, the resident may 

wear a brief and to maintain perineal cleaning per 

protocol. 

Observation on 3/4/20 at 2:00 p.m., revealed the 

resident's room door closed. Surveyor knocked 

and entered the room to find the resident laying in 

bed, night clothes still on, food tray from lunch at 

the foot of her bed, untouched. The resident's 

bed sheets soaked with urine.  The over the bed 

table approximately 3 feet from the resident, out 

of her reach, with the call light also on the bed 

table out of the resident's reach. The resident's 

room smelled strongly of urine.

During an interview on 3/4/20 at 2:15 p.m., Staff 

K, CNA stated responsible for the care of 

Resident #6 today on the day shift. When asked if 

she provided cares to the resident today she said 

she had not provided any cares because working 

by herself. The aide stated she had not assisted 

the resident to get up yet today, nor toileted the 

resident, or provided food and fluids to the 

resident. Staff K stated the Dietary Staff sat the 

food at the foot of the resident's bed and left the 

room. Staff K acknowledged the resident could 

not reach her call light with the over the bed table 

too far way from her. 
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During an observation on 3/4/20 at 2:15 p.m., 

Staff K, CNA, Staff L, CNA and Staff D, Assistant 

Director of Nursing (ADON) entered the resident's 

room to complete cares. The aides sat the 

resident up at the side of the bed to prepare to 

transfer, the resident complained of being dizzy 

when sat up.  Upon sitting up, it is noted the 

resident's bed sheets wet the entire length of the 

bed from the resident's shoulders to below the 

soaker pad on the bed. The staff provided cares 

and escorted the resident via wheelchair to the 

dining room to get something to drink per the 

resident's request. During the provision of cares 

and the transfer the resident constantly said in a 

loud tone, no one ever comes in here to help me. 

Upon skin assessment at this time by Staff D, 

ADON, the resident is noted to have a reddened 

area on her right upper buttock. The area 

described as a dry, scaly patch which measured 

2 by 1 centimeters.

During an interview on 3/4/20 at 3:00 p.m., Staff 

D, ADON stated she could not believe the 

condition the aide left this resident in and upset 

the aide provided no cares for this resident today. 

Staff D stated the aide had 2 float aides on the 

floor with her and could of asked for help to get 

the resident up. The resident requires extensive 

assistance to get up and cannot get up by herself. 

Review of an undated Incontinence Care policy 

indicated the policy is an established guidelines 

that are to be followed to aide the caregiver in 

caring for the incontinent resident.  Each resident 

who experiences an episode of incontinence will 

be appropriately cleaned.

F 689

SS=G

Free of Accident Hazards/Supervision/Devices

CFR(s): 483.25(d)(1)(2)

F 689
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§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains 

as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 

supervision and assistance devices to prevent 

accidents.

This REQUIREMENT  is not met as evidenced 

by:

 Based on clinical record review, observations, 

staff and resident interviews, the facility staff 

failed to provide proper supervision for two of 

nine residents reviewed to prevent a burn on one 

resident (Resident #1) and prevent a fall for 

another resident (Resident #3). The facility 

reported a census of 79 residents. 

Findings include: 

1. According to the Minimum Data Set (MDS) 

dated January 10, 2020, Resident #1 identified 

with diagnoses including Non-Alzheimer's 

Dementia, depression, and contractures of right 

and left knee, muscle weakness and repeated 

falls. The resident required extensive assistance 

of two staff with bed mobility, transfers, dressing 

and totally dependent on staff for toilet use and 

the resident did not walk. The resident noted with 

severe cognitive ability and the staff utilized a 

wheelchair to move the resident about the facility. 

Review of the Care Plan revised on 10/27/17 

revealed Resident #1 with a high risk for falls due 

to gait/balance problems, unaware of safety and 

history of falls. The Care Plan indicated Resident 

#1 rolled out of bed on 1/14/20. The plan directed 

staff to position the resident's bed in low position, 
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anticipate the resident's needs, assist with two 

staff for transfers and place a fall mat next to bed. 

Review of an Incident Report dated 2/20/20 

revealed a staff member found Resident #1 the 

morning of 2/13/20 with her right leg resting on a 

heater vent in her room. The right leg reddened 

from the knee to the foot and warm to the touch.  

The right great toe and second toe on the right 

foot noted to have blisters on each toe. The 

blisters and surrounding red areas measured 1.0 

centimeter by 1.2 centimeters to the right great 

toe and a 1.0 centimeter by 0.5-centimeter blister 

noted on the second toe on the right foot. The 

report indicated the resident's bed pushed against 

the wall by the radiator. The Incident Report 

indicated the family and physician notified on 

2/20/20 about the 2/13/20 incident. 

Review of Incidents Reports dated 10/6/19, 

11/1/19 and 2/11/20 revealed staff found Resident 

#1 on the floor in her room, with unwitnessed falls 

from her bed at these times. 

Review of the Progress Notes dated 2/13/20 

failed to reveal documentation regarding the 

incident and blisters noted on the resident. 

Review of the Progress Note dated 2/20/20 at 

9:52 a.m., documented Staff A, Skin Nurse 

placed a phone call to Resident #1's primary care 

physician to report the incident on 2/13/20. Staff A 

reported the staff found the resident laying on the 

heat radiator in the room and the resident had 

new blisters on her toes as a result of this. The 

notes revealed Staff A then notified the family of 

the incident and blisters the resident sustained. 

Review of the Non-Pressure Skin Condition 
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Report dated 2/13/20 indicated the resident with 

an intact blister on the great toe on the right foot 

with redness around the site. The blister 

measured 1.0 centimeter by 1.2 centimeters. In 

addition, an intact blister on the second toe on the 

right foot measuring 1.0 centimeter by 0.5 

centimeter with redness to skin around the area. 

Review of a third Non-Pressure Skin Condition 

Report dated 2/13/20 indicated at 9:00 a.m., the 

resident had redness on the right lower leg from 

the knee to the foot, the skin warm to touch; Staff 

A described the area as a heat rash. 

Observation on 2/19/20 at 2:00 p.m. revealed 

Resident #1 with 2 reddened areas on her right 

foot, the first reddened area noted to the right 

great toe and the second reddened area on the 

second toe.  Staff A, Skin Nurse removed the 

resident's socks to reveal the reddened areas 

and stated the staff found the resident on the 

radiator next to her bed the early morning of 

2/13/20. The staff found the resident's right leg 

resting on the radiator, the redness to her right 

lower leg resolved but the blisters remained. Staff 

A stated she became aware of the incident on 

2/13/20 but was informed by the former Director 

of Nursing (DON) the incident was taken care of. 

Staff A stated she completed skin sheets on 

2/13/20. 

During an interview on 2/20/20 at 10:30 a.m., 

Staff B, Bath Aide stated assigned to do baths the 

morning of 2/13/20. Staff B reported at 

approximately 6:20 a.m. she and another aide 

walked into Resident #1's room to get her for a 

shower when she noted the resident had rolled 

over in bed. The resident's right leg resting on the 

radiator hanging on wall next to her bed. Staff B 

indicated the resident's bed was up against the 
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radiator at that time. Staff B rolled the resident 

back onto her bed and noted her knees had 

indentations from resting on the radiator and her 

right leg from the knee down reddened. The 

resident's toes to right foot noted to have blisters 

on them. Staff C, Certified Nurse Aide (CNA)/Bath 

Aide left the room and asked Staff D, Acting DON 

to assess the situation.  Staff B stated the 

resident appeared hot, sweaty and with matted 

hair. Staff B completed the resident's shower, 

while in the shower the former DON and Nurse 

Consultant assessed the areas. Staff B stated the 

Administrative staff did not approach her 

regarding the incident until 2/20/20.

During an interview on 2/20/20 at 7:58 a.m., Staff 

C, CNA stated she just wrote a statement 

regarding the blisters on Resident' #1's toes 

today. Staff C stated she assisted Staff B transfer 

the resident for her shower the morning of 

2/13/20. Staff C stated she found Resident #1 

with her bed against the wall, almost laying on her 

stomach with her right leg resting on the radiator 

next to her bed. Staff C stated the resident had 

both legs on the radiator; both knees had 

indentations from the radiator on them. The 

resident had her whole lower leg resting on the 

radiator, and the resident's right lower leg 

reddened.  Staff C stated Staff B pointed out the 

blisters to the resident's right toes. The Acting 

DON came into the room and stated they will 

watch the area. Staff B and Staff C informed the 

current DON at the time and the Corporate Nurse 

that the staff found the resident on the radiator . 

Staff C stated both the former DON and the 

Nurse Consultant thought the resident had 

cellulitis. 

During an interview with Staff D, Acting DON on 
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2/19/20, Staff D stated she did not make out an 

incident report regarding the incident on 2/13/20 

and stated she did not know anything about the 

incident. During a second interview with Staff D 

on 2/20/20, Staff D stated Resident #1 unable to 

move herself in the bed as she has contractures. 

Staff D reported unaware how the resident came 

to rest on the radiator. Staff D stated the 

Administrator just started the incident 

investigation on 2/19/20. 

During an interview on 2/20/20 at 2:10 p.m., Staff 

E, CNA stated she worked the night shift on 

2/12-2/13/20 and last saw the resident at 5:00 

a.m. on rounds. Staff E stated at this time there 

resident was asleep in her bed, facing the 

window. The resident's bed against the radiator 

on the wall. 

During an interview on 2/20/20 at 2:00 p.m., Staff 

A, Skin Nurse stated she notified the physician 

and the family on this day to alert them of the 

incident with the burns. Staff A stated she thought 

the former DON handled this. 

During an interview on 2/19/20 at 4:00 p.m., Staff 

F, Administrator stated the incident reported to 

her but the staff only speculated the resident had 

her leg on the radiator. She indicated the staff 

told her Staff A, Skin Nurse monitoring the 

situation. They took immediate action by moving 

the bed away from the radiator but they still have 

not gone thru, checked all resident rooms to 

assure the beds away from the wall radiators, and 

indicated she did not provide re-education to staff 

regarding the incident at this time 

Review of a Risk Management policy dated 

2/26/20 directed staff to understand the root 
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cause behind the incident, to complete a 

Comprehensive Incident Report, to notify the 

family and physician of the incident, to document 

the incident in the progress notes, complete a 

head to toe assessment and to ensure 

interventions in place. The Policy directed staff to 

document in the Notes section and update the 

resident's Care Plan with interventions put into 

place.

2. According to the Minimum Data Set (MDS) 

dated 1/31/20 indicated Resident #3 identified 

with diagnoses including Non-Alzheimer's 

Dementia, muscle weakness and repeated falls. 

The resident required extensive assistance of two 

staff for bed mobility, dressing and had total 

dependence on staff for transfers. The resident 

with severe cognitive ability required a Hoyer lift 

for transfers and utilized a wheelchair to move 

about the facility with staff assistance. The MDS 

indicated the resident experienced a fall since 

admission. 

Review of Resident #3's Care Plan dated 

12/20/19 informed staff the resident identified with 

a risk for falls related to dementia, history of falls 

and impaired mobility. The Care Plan indicated 

the resident experienced a fall while in her 

wheelchair on 2/9/20 in the 100 Hall lounge and 

another fall on 2/18/20 from leaning forward out 

of her wheelchair in the lounge area.  The 

intervention put into place after the 2/9/20 fall in 

the 100 Hall lounge included to not leave the 

resident unattended in the lounge with her 

spouse. 

Observation on 2/19/20 revealed the resident in 

her room in wheelchair, the resident noted to 
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have bruises to the right side of her face, a black 

eye and a bruised lump on the left side of her 

forehead. Staff reported at this time, the resident 

fell forward out her wheelchair yesterday while 

alone in the 100 Lounge with her husband. The 

staff said she could now only visit with her 

husband in the main dining room. 

Observation on 2/20/20 at 7:30 a.m., Staff A, Skin 

Nurse assessed the resident's facial bruising. The 

bruises to her right eye/facial area measured 6.5 

centimeters by 5.0 centimeters, the resident with 

a black eye and bruised lump to the left side of  

forehead.

Review of an incident report dated 2/18/20 at 6:52 

p.m. stated the staff found Resident #3 on the 

floor in the 100 Hall lounge, she sat in the 

wheelchair accompanied by her husband. The 

nurse who completed the incident report indicated 

the resident became tired and fell forward out of 

her wheelchair, hitting her head on the floor. The 

staff transferred the resident to a local emergency 

room for evaluation. The Incident Report stated 

the resident's husband is also a resident in the 

facility and took the resident to the lounge area by 

himself even though instructed not to do so.  The 

resident's spouse tries to care for the resident but 

is not able to do so. The Incident Report stated 

the resident is not to be left alone with her 

husband and they must visit in the main dining 

room, the spouse cannot take the resident out of 

the dining room himself. 

Review of a crossed out Progress Note dated 

2/9/20 completed by Staff G, Licensed Practical 

Nurse (LPN) at 11:12 a.m., documented Staff G 

informed by a visitor that Resident #3 fell in the 

100 Lounge and on the floor. Staff G contacted 
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the family regarding the fall and the family 

member requested Resident #3 not be left in the 

lounge with the resident's spouse. 

Review of a Progress Noted dated 2/18/20 at 

11:39 a.m., Staff H, Registered Nurse (RN)/MDS 

Coordinator contacted the resident's family of the 

transfer to the local emergency room, the notes 

revealed the resident experienced a fall in the 

100 Hall lounge. 

During an interview on 2/20/20 at 2:30 p.m., Staff 

H, RN reported responsible for updates on 

Resident #3's Care Plans and updated the Care 

Plan after a fall on 2/9/20. The fall intervention 

added on 2/9/20 included resident should not be 

alone with her husband in the 100 Hall lounge 

due to questions the husband is attempting to 

provide assistance to the resident and is unable 

to do so safely. 

During an interview on 2/20/20 at 10:30 a.m., 

Staff B, CNA stated the resident experienced a 

prior fall from her wheelchair while in the 100 

Lounge with husband present. Staff B stated at 

the time of the fall the resident required 

supervision when in the 100 Hall Lounge with her 

husband. 

During an interview on 2/20/20 at 11:00 a.m., 

Staff I, CNA stated the resident allowed 1 hour of 

time with his wife, Resident #3. Staff I stated the 

spouse pushed Resident #3 to the 100 Hall on 

2/18/20. Staff I stated unaware the spouse took 

his wife back there as she went to break. Staff I 

reported unaware the resident needed 

supervision when in the 100 Hall lounge with her 

husband. Staff I stated the nurses never told her 

of this change. 
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During an interview on 3/3/20 at 11:00 a.m., Staff 

G, LPN stated after the fall on 2/9/20 an 

intervention went into place that the resident 

remain supervised when with her husband in the 

100 Hall lounge area.  Staff G reported she wrote 

the entry in the Progress Notes on 2/9/20, but the 

former DON got into the computer and crossed 

out the entry.  Staff G reviewed the charting she 

completed on 2/9/20 and stated it was accurate.

F 808

SS=D

Therapeutic Diet Prescribed by Physician

CFR(s): 483.60(e)(1)(2)

§483.60(e) Therapeutic Diets

§483.60(e)(1) Therapeutic diets must be 

prescribed by the attending physician.

§483.60(e)(2)  The attending physician may 

delegate to a registered or licensed dietitian the 

task of prescribing a resident's diet, including a 

therapeutic diet, to the extent allowed by State 

law.

This REQUIREMENT  is not met as evidenced 

by:

F 808

 Based on clinical record review, staff and 

resident interviews and observations the facility 

failed to serve the appropriate diet for 1 of 9 open 

sampled residents (Resident #10).  The facility 

reported a census of 79.

Findings include: 

Review of the Admission Record dated 3/9/20 

revealed Resident #10 identified with diagnoses 

including congestive heart failure, diabetes, and 

pneumonia,

Review of the Care Plan dated 2/7/17 indicated 
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the resident at risk for nutritional alterations and 

directed staff to serve diets as ordered. 

Review of an Assessment Scoring Report the 

Brief Interview for Mental Status (BIMS) obtained 

on 2/19/20 revealed Resident #10 with a score of 

15 indicating the resident as cognitively intact. 

Review of a local Hospital Discharge Summary 

revealed Resident #10 with an admission date to 

the hospital of 2/26/20 and discharged back to 

the facility on 3/2/20. The principal diagnoses 

included acute respiratory failure with hypoxia 

related to pneumonia. The discharge orders 

included a Dysphagia Level 1 pureed diet. 

Review of the Diet Card which accompanied 

Resident #10's breakfast tray on 3/5/20 at 8:20 

a.m., identified the resident with a regular 

consistency diet but Staff N, Dietary Aide stated 

the resident  received a pureed diet since 

returning from the hospital, about 3-4 days now. 

During an interview on 3/9/20 at 10:20 a.m.. 

Resident #10 reported having the best breakfast 

this am, stating they finally gave me some real 

food. The resident stated he had several pieces 

of bacon, several pieces of french toast sticks 

and large bowl of oatmeal. 

During an interview on 3/9/20 at 10:23 a.m., Staff 

O, Cook stated she did serve the resident a 

regular consistency breakfast this morning.

Observation of the resident's breakfast tray on 

3/9/20 at 10:22 a.m. revealed an empty plate and 

bowl.  The diet card on the tray revealed the 

resident should have received a pureed diet. 
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During an interview on 3/9/20 at 10:24 a.m., Staff 

G, Licensed Practical Nurse (LPN) stated she 

walked in to give Resident #10 his medications 

this morning and noted the resident eating a 

regular consistency breakfast. Staff G stated the 

resident already consumed his bacon and eating 

the french toast sticks. Staff G stated the hospital 

felt the resident aspirating while eating causing 

his pneumonia and this is the reason they placed 

him on pureed diet until further testing could be 

completed. 

During an interview on 3/9/20 at 9:41 a.m., Staff 

P, Food Service Supervisor stated did not utilize 

the diet cards until 3/5/20 when surveyor asked 

about them, he stated the Cooks can remember 

what diet the residents should get. 

Review of a Physician's order for Resident #10 

diet type dated 3/9/20 revealed the resident with 

an order for a regular diet.

During an interview on 3/9/20 at 10:30 a.m., the 

Nurse Consultant verified the resident did receive 

a regular consistency diet this morning at 

breakfast and should have received a pureed diet 

per orders from the hospital.  The staff failed to 

note and enter the correct diet in the computer.
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