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W 436 SPACE AND EQUIPMENT

CFR(s) 483 470(g)(2)

The facility must furnish, maintain in good repair,
. and teach clienls to use and to make informad
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 clienl.

This STANDARIY 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
| falling to assure client #5's wheelchair was in

i 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
4 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 staffl thal the lorn vinyl on hig
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 stall revealed she believed
some repairs had been ordered for client #5's
wheelchair arms, but she was unsure

! Interview with the qualified intelleclual disabilities
 professional (QINP) on AJ119119 revealed she

|

i |

ON 1111972019, A WORK ORDER WAS | 1718720

SUBMITTED TO THE WHEELCHAIR |

| COMPANY BBY THE RESIDENTIAL TEAM

LEADER. THE WORK ORDER WAS PAID FOR
IN FULL AND AN APPOINTMENT FOR THE
i WHEELCHAIR TO BE REPAIRED WAS MADE
f FOR 12/1172019 AT 1PM,
| IN ADDITION, STAFF WAS IN-SERVICED ON
| DEC 5, 2019 TO REMIND THEM THAT ALL |
| ADAPTIVE EQUIPMENT MUST BE ASSESSED |
l AND CLEANED ACCORDING 10 POLICY,
MANAGEMENT WILL ENSURE THAT STAFF
ARE FOLLOWING POLICY BY REVIEWING

THE ADAPTIVE EQUIPMENT CHECKLIST
WEEKLY FOR 30 DAYS.
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was unaware of the tears and missing vinyl on the
| whieelchair arms of clienl #5's wheelchair,
| Continued interview with the facility QIDP |
 revealed she had not ordered any repairs to dale |
| for client #5's whaelchair arms pads.
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Helping Dreams Take Flight

December 11, 2019

Diane Crawford, MA BSW QDDP

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation

2718 Mail Service Center

Raleigh, NC 27699-2718

RE: Recertification Survey — November 19, 2019 — Ridgefield Home

Hello,

Please find enclosed the Plan of Correction for deficiencies cited during the survey referenced
above.

If you need additional information or have any questions, please contact me at the number
below.

Sincerely,

C)OW (sslead), R0

Louise Winstead, RN

Compliance Specialist — Plan of Corrections
louise.winstead@monarchnc.org
252-289-6512

MONARCH
350 Pee Dee Avenue, Albemarle, NC 28001



