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F 0689 Ensurethat a nursing home area is free from accident hazar ds and provides adequate

supervision to prevent accidents.
Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview and record review conducted during a Complaint investigation (Complaint #NY 141) during the Standard
harm survey completed on 3/6/20, the facility did not ensure the residents environment remains as free of accident hazards asis possible for
one (Resident #35) of five residents reviewed for accidents. Specifically, the facility did not ensure the
Residents Affected - Few shower chair preventative maintenance was completed per the manufacturers' safety/ maintenance information. The shower
chair collapsed from beneath Resident #35 resulting in Resident #35 falling to the floor. Thefindingis: Review of the

undated policy and procedure entitled Cleaning and Disinfection of Resident Care Equipment included the purpose to maintain a safe
and clean resident environment, that housekeeping will clean and disinfect shower chairs on adaily basis, and any

noted defects will be reported to maintenance. 1. Resident #35 was admitted to the facility on [DATE] with [DIAGNOSES
REDACTED]. The Minimum Data Set (MDS - aresident assessment tool) dated 12/14/19 documented Resident #35 was understood,
understands, and was totally dependent on one staff member for bathing. Review of the facility Witnessed Fall dated

]F11/'14/19 documented Resident #35 was being showered in the shower room, the PVC ([MEDICATION NAME] chloride) shower
chair

broke and Resident #35 fell to thefloor. Review of an email dated 11/15/19 from the Administrator to Maintenance

revealed the following: | know that you all have alot of preventative maintenance (PM) to do throughout the building;

however, due to arecent event with a shower chair, we will now have to do amonthly PM log on all shower chairsin the

facility. For the PM they will need to be visually inspected for cracks and any other signs of wear and replaced when

necessary. According to the supplier, these chairs have a 2-year wheels and back warranty, a 5-year frame warranty, and a

life use of [AGE] years. Each chair has a sticker on them to check these specs (specifications). Review of the

manufacturers Operation Instructions included the following under Safety/ Maintenance Information: - Check pipe and

fittings for hairline fractures monthly. - Check al junctures to make certain the pipe and fittings do not pull apart

Review of the shower chair manufacturers sticker included a Serial number of 02/10/2010. During an interview on 3/5/20

at 1:13 PM, the Superintendent of Buildings and Grounds stated, part of our plan of correction for thisincident was to

start a check of the shower chair/ equipment. Prior to this we didn't have anything in place for the checking of the shower chairs. We
relied upon staff to report to usiif there were any issues. During an interview on 3/6/20 at 9:41 AM, the

Administrator stated the facility should always follow the manufacturers' recommendation for preventative maintenance, and

prior to the incident with Resident #35 on 11/14/19 there was no evidence of aroutine preventative maintenance schedule.
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Any deficiency statement ending with an asterisk (*) denotes a 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 disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
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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