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F 0584 Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited
to receiving treatment and supports for daily living safely.
Level of Harm - Minimal harm

or potential for actual harm Based on observations, interviews, and record review, the facility failed to provide a well-kept and
comfortable wheelchair for 1 of 2 residents sampled for assistive devices. (Resident #4)The findings
Residents Affected - Few include:On 1/26/26 at 12:33 PM, Resident #4 was observed in bed with eyes closed. Resident #4's

wheelchair was observed with tears on back, the seat cushion being smaller than the full depth of seat
which exposed metal rods on the right and left side of front of the seat's structure, and screws were
exposed bilaterally. (Photographic evidence obtained) On 1/27/26 at 10:40 AM, an interview was conducted
with Resident #4. He stated that the therapist had placed a cushion on his chair because he was not
comfortable, but the cushion was small and his legs would hurt because he could feel the metal against his
thighs. A review of Resident #4's care plan was conducted. The care plan revealed that the resident was
independent with wheelchair positioning, however at times he will not position himself appropriately.
Resident # 4 was independent with locomotion via wheelchair. A review of the Occupational Therapy (OT)
documentation was conducted. The OT's dates of services were from 10/28/25 to 11/9/25. The OT
discharge notes stated that the patient's wheelchair was fitted with a cushion in a good upright position with
a goal achieved of no complaint of discomfort for 2+ hours.On 1/27/26 at 11:11 AM, an interview was
conducted with Staff A, Occupational Therapist. Staff A reviewed Resident #4's most recent OT
documentation and later reviewed the resident's the wheelchair's cushion and the wheelchair's torn back.
He stated that Resident #4's wheelchair seat was probably 18 inches in depth and when the cushion was
replaced, an 18 inch cushion was not available, but the resident did not complain about the cushion
provided. Staff A acknowledged the cushion should be replaced with the proper 18 inch cushion.
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