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F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE F253| we will replace all of the chairs in
5$5=B & TCU by purchasing 3 new chairs

The facility must provide housekeeping_anq /J every month starting in August. Alll

maintenance services necessary to maintain a <E:), & chairs will be replaced by December

sanitary, orderly, and comfortable interior. T C 2006 i
Zz This will be monitored by TCU

This REQUIREMENT is not met as evidenced manager.

by:
A recertification survey was conducted on 7/5/08. 9

Based on observation it was determined that the Z& %:
faciiity did not have an effective maintenance
system to ensure the resident's environment was Utah De
maintained in good repair. Specifically, reclining -} Partment of Heaith
chairs in resident's rooms were observed to have 9/’ <V
tears in the vinyl surface making it difficult to \
completely sanitize the chairs. 020 ",7'{,‘ /L? zgﬂg
s, Bureay of "
Findings include: & Sertification Zf,ﬂ"é Facility Licensing,

esident Assessment

1 Room 325 - noted tears in the vinyl on the right . !
00 0 in y r 8/6{06’ _ @dded ol P,UVWMM

and left arm rests as well as tears across the top

of the recliner chair. L WWTLL , % e -
2 Room 322 - noted tears in the vinyi on the right WWW : Apwndo o
arm rest below the wooden strip of the arm rest of & A Y ~ W’ 70 Py

the recliner chair. Additionally, noted two straight ‘
back chairs in room 322 which had roughen AN Poul - au o d}wm

areas on the right and left legs of the chair just WMLYJAA An 4 fllun (netd

below the seat cushion. e /U/ﬁ)-z% A b(/ﬂ /% LA

3. Room 321 - noted recliner chair to have two O{w 03 QJ 20|00

slits in the seat cushion. One of the

slits was approximately 12" irj length and the i E : 1 /Wk /2/‘

second slit approximately 6" in length. There
were also muttiple small tears in the vinyl on top
of the headrest.

4 Room 318 - noted the right and left arm rests
LABORATORY DIRECTOR'S OR PROVID PLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
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Any deficiency\statement ending with an asterisk (*) denotes & deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 50 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and ptans of correction are disclesable 14
days following the dafe these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 253 | Continued From page 1 F 253
of the recliner chair had tears in the vinyl,
5 Room 317 - noted the right arm rest and the
left corner of the upper area of the recliner chair
had tears in the vinyl.
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