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The facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications aids, braces,
and other devices identified by the
interdisciplinary team as needed by the client.

This STANDARD is not met as evidenced by:
Based on observation and interview, the
governing body and management failed to
exercise operation direction over the facility by
failing to assure client #5's wheelchair was in
good repair. The finding is:

Observations on 11/18/19 and 11/19/ 19 revealed
client #5 to utilize a wheelchair within the home
for ambulation. Continued observations revealed
exposed padding and torn vinyl on both of the
arms of the wheelchair. Further observation at
4:45PM in the group home revealed client #5
complaining to staff that the torn vinyl on his
wheelchair was scratching his arm. Continued
observations revealed staff A to respond, "we will
get something to cover your arm."

Interview with Staff A in the group home on
11/18/19 at 5:00 PM revealed the tears in the
vinyl and the missing padding on the wheelchair
arms has been present for about one month.
Further interview with staff revealed she believed
some repairs had been ordered for client #5's
wheelchair arms, but she was unsure.

Interview with the qualified intellectual disabilities
professional (QIDP) on 11/19/19 revealed she
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was unaware of the tears and missing vinyl on the
wheelchair arms of client #5's wheelchair.
Continued interview with the facility QIDP
revealed she had not ordered any repairs to date
for client #5's wheelchair arms pads.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TDVW11 Facility ID: 922471 If continuation sheet Page 2 of 2



