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{BOOO} INITIAL COMMENTS

The unannounced revisit conducted September
21, 2016, and included a focused review of 5

current residents. The revisit Identified the facility
had corrected Tier II deficiencies B1040, B1120,
B1230, and B1540. The revisit found Tier II
deficiencies B1220 and B1800 remained out of

compliance.
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ASSESSMENTS/CARE PLANS

2. The assessment must be completed in
writing by an appropriately licensed professional.
The assessment must include:

a. A review of health, psychosocial,
functional, nutritional, and activity status.

b. Personal care and other needs.

c. Health needs.

d. The capability of self-preservation.

6. Specific social and activity interests.

This state licensing rule is not met as evidenced
by:
Based on record review, review of incident
reports, and staff interview, the facility failed: (1)
to conduct assessments of individual falls to

determine the risks/factors contributing to the fall
for 1 of resident (Resident #7) who had
experienced falls; (2) failed to conduct
individualized assessments of incontinence,
including assessment of resident voiding
patterns/habits, to ensure the assessment
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The assessment must be completed
in writing by an appropriately
licensed professional. The
assessment must include:

• A review of health,
psychosocial, functional,
nutritional and activity
status.

•  Personal care and other

needs.

• Health needs.

•  The capability of self-
preservation.

•  Specific social and activity
interests.

1. The licensed nurse will

verify that a falls risk
assessment has been

completed for resident #7. In
the future, all falls risk
assessments will be

completed as soon as the
licensed nurse is able.

Appropriate interventions
will be taken based off of the

assessment and the licensed

nurse with notify the
primary medical provider if
further concerns arise.

Resident #7 was evaluated

by the primary medical
provider and further
interventions were ordered
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