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SS=D CFR(s): 483.25(d)(1)(2) 

§483.25(d) Accidents.
The facility must ensure that "
§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and 

§483.25{d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, record review,

plan of correctlon review, and education review,
the provlder failed to implement thefr plan of
correction to ensure staff used foot pedals when
propelling one of one randomly sampled resident
(12) In the wheelchair to the dining room.
Findings include:

1. Observation and interview on 9/25/23 at 11 :50
a.m. revealed:
*Certified nursing assistant (CNA) V propelled
resident 12 in his wheelchair into the dining room.
*Resident 12 had his feet lifted off the floor as the
wheelchair was pushed forward.
*There were no foot pedals attached to the
wheelchair.
*Resident 12 directed CNA V to the correct table
where he sat for mealtimes.
*VVhen asked about the foot pedals, CNA V
explained they were not in the bag on the back of
resident 12's wheelchair.

Review of the 8/8/23 annual Minimum Data Set 
for resident 12 revealed: 
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F689 - Free of Accident Hazards/ 
Supervision/Devices 

On September 25, 2023, all the residents 
have been equipped with bags for holding 
wheelchair pedals for each resident who has 
been identified as able to self-propel. The 
pedals have been verified as the right fit with 
the therapy department and if they are not 
being used staff has been educated to place 
them in the bag on the resident's wheelchair. 
The Nursing Home Adminlstrator/Designee 
will continue to monitor the use ofwheelchalr 
pedals during transportation to and from the 
dining room for meals. This observation will 
occur for seven meals per calendar week for 
a period of one month, after which the 
administrator/ designee will continue the 
observations for ten meals during the next 
five months. The Wheelchair observation 
audit tool will be presented to the QAPI 
Committee for a period of six months. 

The state surveyors identified that Employee 
V was propelling Resident 12 without pedals 
on the wheelchair. On September 25, 2023, 
the DON re-educated employee V 
concerning using wheelchair pedals on 
residents who request or need to be 
propelled to and from locations. The pedals 
for resident 12 were in the corner of the 
resident's room and placed in the resident's 
pedal bag on the wheelchair. Resident was 
educated that staff will no longer be able to 
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