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Statement of Licensure Violations:
300.2420j)
Section 300.2420 Equipment and Supplies

j) A sufficient quantity of resident care equipment of
satisfactory design and in good condition to carry out
established resident care procedures shall be provided.
Resident care equipment shall include at a minimum the
following: wheelchairs with brakes, walkers, metal
bedside rails, bedpans, urinals, emesis basins, wash
basins, footstools, metal commodes, over-the-lap
tables, foot cradles, footboards, under-the-mattress

bed boards, trapeze frames, transfer boards, parallel
bars, and reciprocal pulleys.

These requirements were not met as evidenced by:

Based on observation, interview, and record review the
facility failed to ensure R2’s reclining wheeled chair
was in good condition to carry out established resident
care procedures, this resulted in R2 sustaining a
10-centimeter laceration to her leg for 1 of 3

residents (R2) reviewed for medical equipment
maintained in good condition in the sample of 3.

The findings include:

On 08/18/2025 at 9:30AM, R2 was sitting up in a padded
reclining wheeled chair. The footrest showed multiple
bolts, nuts, screws, steel tubing and steel bars of
various size and shape that appeared to retain the
footrest to the wheeled chair.

On 08/18/2025 at 10:01AM, V2 Director of Nursing (DON)
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said, V3 Certified Nursing Assistant (CNA) repositioned
R2.V3 CNA heard a ringing sound. V3 noticed the left
side the footrest was dislodged. The facility staff

does not inspect the residents reclining wheeled
chairs; hospice inspects the resident's chair.

On 08/18/2025 at 10:24AM, V4 Nurse Manager said, R2
sustained a laceration to left lower leg. The steel rod
that holds the footrest in place came loose.

On 08/18/2025 at 12:58PM, V5 Hospice Nurse said, it is
believed that R2 cut herself on the reclining wheeled

chair. We called the local medical company to look at

the equipment. We did not get a report about what was
wrong with the reclining wheeled chair that caused the
injury. The assessment by the Hospice Nurse on
07/27/2025 shows, the laceration measured 10x1.5x0.1CM
(centimeters). We have surmised the chair is most

likely the cause of R2's injury. Hospice does not

perform any inspections of the resident’s chair.

On 08/18/2025 at 2:05PM, V3 CNA said, | was
repositioning R2, and | heard a click; the left side of
the footrest fell off. | saw blood and a metal bar the
size of a pencil sticking out. R2 had a scrape on the
outside of her leg.

On 08/18/2025 at 3:08PM, V7 Registered Nurse (RN) said,
at dinner time the CNA brought R2 to the nurse’s

station. | assessed the wound, cleaned it, applied
pressure, and covered the wound with a dry dressing. |
called the physician and told him, | think R2 needs
sutures. The hospice nurse came to the facility and
assessed the wound and said R2 needs to go to the
hospital and get sutures.

R2’'s Wound Doctor Assessment dated 08/18/2025 shows,
R2’s left lateral leg full thickness trauma/injury

wound from a chair with more than nine days of healing

is 7.5x2.0x0.2 centimeters with moderate clear

drainage.
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