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F 246

SS=D

483.15(e)(1) REASONABLE ACCOMMODATION 

OF NEEDS/PREFERENCES

A resident has the right to reside and receive 

services in the facility with reasonable 

accommodations of individual needs and 

preferences, except when the health or safety of 

the individual or other residents would be 

endangered.

This REQUIREMENT  is not met as evidenced 

by:

F 246

 Based on observation, interview and record 

review, the facility failed to provide necessary 

equipment to accommodate a resident 's  

physical limitations.

This applies to 1 resident reviewed for equipment 

needs (R1) in the sample of 5.

The findings include:

R1 ' s Physician 's  Order Sheet-POS shows that 

R1 has diagnoses that include Left Leg Total 

Knee Replacement.

R1 ' s Minimum Data Set-MDS shows that R1 is 

cognitively intact and requires 2 staff assist for 

ambulation and transfers.

R1's  admission notes show that R1 was admitted 

on October 5, 2014. (Sunday)

On 10/14/14 at 10:55 AM, R1 said, I arrived here 

on a Sunday around 10:30 AM. I needed to go to 

the restroom. There was no walker in the room. I 

was told by a staff that they were not expecting 

me. Yet it 's  obvious they knew because it was 

the facility ' s van that came and picked me up 
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from the hospital. Nothing was ready for me. 

They could not find a walker and they could not 

find a commode.  " I felt that they did not want to 

look for it. "  These are my basic needs, I just had 

surgery. I had a long cast on my left leg, from my 

groin to my toes. I was  on a non weight bearing 

status.  " I need to use the bathroom, I was 

thinking, what if I go in my wheelchair? That 

would be so degrading! "  I need my walker and I 

need a commode. To drag my newly operated left 

leg with a cast to use the restroom is 

unacceptable! I'm not supposed to put any weight 

on it.  One of the staff  said: "  the therapy room is 

close on the weekend, so we cannot get what you 

need. "   I wanted to go back to the hospital. At 

least they have what I need there. I had to call my 

son to bring my walker and my commode. After 

my son brought these things then they (facility) 

brought a walker and commode. The staff should 

know where to find the things a patient needs. 

What if I did not have a son to do these things for 

me?    Someone dropped the ball. How would you 

feel if it was your loved one?

At 11:25 AM, E5 said, I was R1's Certified 

Nursing Assistant-CNA that day. R1 got here 

around 10:30 in the morning, it was a Sunday. 

She needed a bedside commode. I did not know 

where to get a commode. I finally found one at 

the other side of the building. R1 needed a walker 

too. I found a walker in our supply room. I did not 

know she called her son. Her son brought this 

stuff around 11:15 AM. I was not fast enough. I ' 

m only one person. If I knew she needed the 

commode and the walker, I could have gotten 

that before she arrived in the facility.

At 10:50 AM, E4- Assistant Director 

Nursing-ADON said that while the C.N.A. ' s were 

looking for the walker and the commode, R1 

texted her son and the son brought the 
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equipment by 11:30AM, the same time the staff 

found the equipment.

 At 10:25, E3 Admissions said, she thought R1 

was coming on a Monday. E3 said she was 

notified by one of the nurses on Saturday, 10/4/14 

that the hospital called to inform the facility that 

R1 is coming tomorrow. I made sure the van had 

a wheelchair for her when they picked her up 

from the hospital.

At 10:35 AM, E2-Director of Nursing-DON said, 

R1 needed to be toileted right away as soon as 

she arrived. She needed a bedside commode 

and a walker. The son brought these things while 

R1 ' s C.N.A. was still looking. E2 said we 

normally have what they need. E2 also said, R1 

was supposed to be a Monday admit.

At 10:00 AM, E1-Administrator said, when a 

resident gets here, they have what they need. We 

have our own supply, we never rent. R1 was a 

Sunday admission and E3- (admission) was off. 

R1 ' s careplan dated through 10/7/14  under self 

care performance deficit shows, Limited Mobility: 

Interventions include- toilet use- bedside 

commode for elimination needs.
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