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Initial Comments.

An abbreviated re-licensure survey was
conducted at Villa Margo Vi Inc on 11/30/2022. A
deficiency identified at the time of the survey.

59A-36.007(9) ASSISTIVE DEVICES

{9) ASSISTIVE DEVICES. Facilities are
responsible for ensuring the safe usage of a
resident’s assistive devices.

{a) The facility must have policies and procedures
that inciude the requirements and methods for
assessing the physical condition of assistive
devices that may injure the resident and
procedures for recommending repair or
replacement for the continuing safety of a
resident's assistive device.

(b} Documentation of each assistive device a
resident uses must be included in the resident's
record.

{c} Direct care staff using assistive devices while
rendering personal services to residents must
know how to operate and utilize the equipment.
{d) All assistive devices must be clean, in good
repair, and free of hazards.

(e} The facility must encourage and allow the
resident to function with independence when
using the assistive device.

This Statute or Rule is not met as evidenced by:
Based on observation, record review, and
interview, the facility failed to ensure the safe
usage of resident's assistive device and develop
policies and procedures that include the
requirements and methods for assessing the
physical condition of assistive devices for one out
of six (Resident #1) sampled residents.
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On at 2:31 AM, observed a
istive device) in i 1's
bedroom closet.
Review of Resident #1 1823 health assessment
dated revealed resident used a
wheelchair and a doctors order for the wheelchair
infile.
Areview of the Resident #1 record showed no
v of policies and for
assessing the physical condition of the assistive
device.
In an interview with the Administrator on 11/30/22
at 2:35 PM, she stated she was not aware
assistive devices used by residents required
policies and procedures.
Class Ili
AHCA Form 3020-0001
STATE FORM am 5BRZ11 f continuation sheet 2 of 2



