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F 0558 Reasonably accommodate the needs and preferences of each resident.

Level of Harm - Minimal harm Based on interviews and record reviews, it was determined that the facility failed to accommodate a

or potential for actual harm dependent resident's needs by not ensuring the resident's motorized wheelchair was in working
condition. This was evident for 1(Resident #156) of 1 resident reviewed for reasonable

Residents Affected - Few accommodation of needs during the annual survey.The findings include:Resident #156 whose

diagnoses include Quadriplegia, Contracture of the lower legs and Contracture of the left elbow and
wrist, was admitted to the facility in 2014.0n 4/20/26 at 11:10 AM in an interview Resident #156
stated that their customized motorized wheelchair had been broken for several months, and the
facility neither repaired nor provided a substitute motorized wheelchair. As a result, the resident was
unable to move around in the facility.The surveyor interviewed the Director of Rehab on 4/21/26 at
2:10 PM. She stated that the wheelchair had been broken since last year. On 09/26/25, the vendor
submitted invoices totaling $441.34 for the repairs. However, the facility did not pay the invoices,
which resulted in the wheelchair remaining inoperable.On 4/22/26 at 8:30 AM, the Director of Nursing
(DON) stated that the facility did not repair the wheelchair because the resident's condition had
declined, and the resident was no longer capable of operating a motorized wheelchair.A review of the
resident's clinical record on 4/22/26 at 1:00 PM revealed Resident #156 was assessed by Rehab on
4/13/26 and deemed on that date to be incapable of using a motorized wheelchair. The clinical
records did not reveal that the resident was incapable of using a motorized wheelchair prior to
4/13/26.0n 04/22/26 at 2:15 PM, the Director of Rehab stated that she also checked the clinical
records and confirmed the surveyor's findings. Further, the surveyor noted Resident #156's motorized
wheelchair had been broken since 09/26/25. The clinical record also lacked documentation to indicate
that the facility provided a substitute motorized wheelchair during the inoperable period.On 04/27/26
at 7:26 AM, the surveyor notified the DON of the findings.
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