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WO0000 | INITIAL COMMENTS W 0000

FUNDAMENTAL

ADMINISTRATOR: Karen Knavel

CERTIFIED BED CAPACITY: 186

CENSUS: 10

The following deficiency is based on the

fundamental survey completed on

05/30/18.
laboratory director’s or previder/supolier raorasantativa's slanaturs ttle x6) data

SAMANTHA.PAVONE 08/10/2019

arvy deficlency statement anding with an asterisk (*) denctes a deficiency which the Inatitution may be excused from comecting providing It is determinad thet other
safeguards provide sufficint protection to the patianta, (ses Instructions.) except for nursing homen, the findings stated above are disciosable 90 days following the date
of survey whather or not a plan of comection is provided. for nureing homes, the above findinge and plane of comection are disclossble 14 days following the date thess
documenits ars mace avallable to the facility. if deficiencles ara ciied, an approved plan of correction Is requisite to continued program participation,
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STATEMENT OF (x1) (%2) muldple construction [X3) DATE SURVEY
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name of provider er supplier straet addrass, city, state, zip code
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W0438 | Continued From page 1 W 0436
WO0436 | 483.470(g)(2) SPACE AND EQUIPMENT W0436| The deficiency: The facility failed to meintain 08/14/2018
The facility must furmish, maintain in goed the cleanliness of equipment used In the
repair, and teach clients to use and to provision of care and failed to keep the
make informed choices about the use of wheelchairs of individuals in good repalr.
dentures, eyeglasses, hearing and other To Correct: The facllity will assure the
communications aids, braces, and other maintenance and cleanliness of the
devices identified by the interdisciplinary wheelchairs. The cld wheel chairs were
team as needed by the client. cleaned the day of survey. The nursing
depariment has been and continues to be in
contact with the wheelchalr repair company.
The facliity will enforce a check llst to assure
This STANDARD is not met as evidenced maintenance and cleanliness of whesl chairs.
by: Check list shall include a dally check for
Based on observation, record review and cleanliness, needed repairs and a weekly
staff Interview, the faclilty failed to clean ' thorough cleaning.
| and maintain equipment in good repair. To monltor: The Residential Coordinator will
This affected one (Individual #1) client review the checklist on a weekly bagls and
observed In a manual wheelchalr. report unusual finding to the QIDP.
Responsible parties: The Nursing departmant
Findings include: will be responsible for the immediate ordering
of wheel chair repairs. The QIDP responsible
On 05/30/19 at 8:30 A.M., observaticn for training the staff training. Training wes
rovealed Individual #1 was sitting in the implementsd 5/31/19 Include spot check and
medication administration rcom in a wipe down wheelchalirs after each meal,
manusl wheelchalr. The detachable head complete a thorough cleaning on a weekly
rest was ripped on both sides exposing basis.
plastic rods that were attached to the | Compliance Date: June 14th 2018
metal framing. There were cracks/rips in
the upper portion of the back of the chair.
There was dried food debris In multiple
cracks, crevices and horizontal areas. The
wheel spokes had dirt caked on them. On
05/30/19 at 8:35 A.M. the observation was
verified by Direct Service Personnel (DSP)
#20. On 05/30/19 at 8:48 A M. the
observation was verified by Residential
form cms-2567(02-99) pravicus versions chsolete Event:GM5U11 Facllity ID:QH01628 If continuation sheet Page 2 of 4
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Continued From page 2
Services Quality Assurance Manager .

Record review on 05/30/19 of "In-service
Record” for "whealchair cleaning” dated
May 17, 2018 revealed staff was
in-serviced from 11:00 A M. -12:15 P.M. as
part of plan of corraction from like citation
obtained last annual survey.-

Record review of the "dally wheelchair
cleaning check list' dated 05/18 was the
last ime this form was filled out as stated
by the Residential Servicea Quality
Assurance Manager on 05/30/19 at 1:15
P.M.

Record review of the policy, no date,
stated "DEP"s will conduct spot checks of
wheelchairs and the Q will monltor”.

Interview with the Residential Services
Quality Assurance Manager on 05/30/19 at
8:48 A.M. revealed the wheelchair
company came to the facility and
measured Individual #1 for a new
wheelchair. She also revealed the
wheelchair was not clean and are to be
washed every day.

Interview on 05/30/19 at 8:50 A.M. with
licensed practical nurse (LPN) # 22
revealed the wheelchair company came to
the faciilty and measured Client #1 for a
new wheelchair. She also revealed the
wheelchair company notified the facility
requesting additional information from

W 0438
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W0436 | Continued From page 3 W 0436
Client #1's physician and physical therapy.
LPN #22 also verified the wheelchair had
not been cleaned recently and was dirty.
[
|
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