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F 0558 Reasonably accommodate the needs and pr efer ences of each resident.
**NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on interview, and record review the facility failed to get aresident out of bed for lunch due to a bed not

harm or potential for actual | functioning properly for one (R2) of three residents reviewed for furnishings not being maintained in asample of 3. The

harm findings include: On July 17, 2020 at 12:46 PM, R2 said on July 5, 2020 he did not get a lunch tray to eat, and when he

reminded the staff, he had not received one, he was told it was time for dinner and did not get anything offered to eat. In R2's
Residents Affected - Few | electronic health record progress notes dated July 5, 2020 at 3:30 PM the following was documented: daughter called
and stated her dad did not have lunch today and that she had ordered him some food. this writer stated i would take it to

him as soon asit was delivered. it was verified per day shift charting that res had refused hislunch and it was charted
asrefused. On July 22, 2020 at 9:16 AM V9, Socia Service Director verified R2's electronic health record listed R2 as
refusing lunch on 7/5/20 and the lunch refusal was documented in R2's record by V11, Certified Nurses' Aide (CNA). On July
22,2020 at 9:30 AM, V11 said he had documented R2 had refused lunch on July 5, 2020 due to his bed being broken and the
head of R2's bed was unable to be raised. As aresult, V11 said he was afraid R2 would choke trying to eat lying flat. V11

also said R2's lunch tray was not taken into R2's room that day because of this. When asked if R2 was able to get out of

bed to eat, V11 said he could not get up on his own and that R2 needed staff's help to get out of bed. When V11 was asked

if he could have assisted R2 out of bed to sit in hiswheelchair to eat lunch, V11 said that would have been to much of a

hassle to get R2 up to eat. On this same date and time V11 verified R2 was not offered anything else from the kitchen for
lunch. According to the admission MDS (minimum data sets) assessment dated [DATE] R2 needs extensive assistance of two
persons with bed mobility and transfers. On 7/21/20 at 8:22 AM, V6, Maintenance Director said the he had to switch R2's bed out
earlier in the month because the head of R2's bed would not raise or lower but he (V6) could not remember exact date.

V6 said he was notified R2's bed was not working properly on July 17, 2020 by V5, CNA and he (V6) fixed R2's bed the same
day by plugging it into the wall outlet rather than the power strip it was plugged into.
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