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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Honor the resident's right to a safe, clean, comfortable and homelike environment,
 including but not limited to receiving treatment and supports for daily living safely.

 Based on observation and interview the facility failed to ensure resident used equipment was maintained in a safe, clean,
 and sanitary environment. The findings included. On 3/11/20 at 9:30 a.m., during the tour of the facility's south shower
 room showed a dirty Arjo lift (a lift used to help people stand up). The base of the lift had encrusted dried debris, had a broken piece
of protective plastic, and many stains. The chair scale (a specialized chair used to weigh people) had many
 stains on the base of the legs. During an interview on 3/11/20 at 3:50 p.m., the Housekeeper Director said housekeeping was
supposed to power wash them on a schedule. They were supposed to be cleaned in between patients. During an interview on
 3/11/20 at 4:30 p.m., the Director of Nursing said the certified nursing assistants were to wipe down the equipment in
 between resident uses. ***Photographic evidence obtained***
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