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F 0908 Keep all essential equipment working safely.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46509
or potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure one (Resident A) of four
Residents Affected - Few sampled residents' wheelchair was maintained in a safe and operable condition.

This failure had the potential to cause injury to Resident A when he is using a wheelchair with two broken
wheel brakes.

Findings:

On November 15, 2024, at 5:30 p.m., an unannounced visit to the facility was conducted to investigate three
complaints.

On November 18, 2024, at 12:30 p.m., a review of Resident A's medical record was conducted. Resident A
was admitted to the facility on [DATE], with diagnoses which included Hemiplegia and Hemiparesis (muscle
weakness or partial paralysis on one side of the body).

Resident A's care plan, dated July 9, 2024, indicated Resident A had .decreased functional mobility .

On November 18, 2024, at 1:37 p.m., an observation and concurrent interview was conducted with Resident

A. Resident A stated he was admitted to the facility after he had a stroke. Resident A stated the locks on his

wheelchair are not working, and the wheelchair is a little small for him. Observed Resident A attempt to apply
the brakes on his wheelchair, he was unable to lock the wheels in place, both brakes were broken. Observed
Resident A in his wheelchair, Resident A's hips were pushed against the sides of the wheelchair seat, unable
to move around and reposition himself.

On November 18, 2024, at 1:50 p.m., and interview was conducted with the Director of Rehabilitation
Services (DRS). The DRS stated all residents should be using a wheelchair in working order, and the brakes
should work. The DRS stated Resident A will need a wheelchair with brakes that are operatable, this is a
safety concern, especially if Resident A is transferring from bed to the wheelchair, or the other way around.
The DRS noted Resident A's wheelchair seat was small for Resident A's size, we will get Resident A a new
chair that is larger and has working brakes, his current wheelchair is safety concern.

(continued on next page)

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 0908 A review of the facility's policy titled Maintenance Service , dated December 2009, indicated .Maintenance

service shall be provided to .equipment .maintenance department is responsible for maintaining the .
Level of Harm - Minimal harm or equipment in a safe and operable manner at all times .Maintenance personnel shall follow established safety
potential for actual harm regulations to ensure safety and well-being of all .

Residents Affected - Few
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