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F 0685 Assist a resident in gaining access to vision and hearing services.

Level of Harm - Minimal harm Based on record review and interview conducted during the recertification and abbreviated (Case

or potential for actual harm #NY00338414) survey, the facility did not ensure residents were provided the proper treatment and assistive
devices to maintain vision for one (1) (Resident #86) of one (1) resident reviewed for vision. Specifically, for

Residents Affected - Few Resident #86, the facility did not ensure that the resident ' s glasses were replaced and follow up

appointments for optometry were obtained.
This is evidenced by:
Resident #86

Resident #86 was admitted to the facility with diagnoses of polyneuropathy (multiple peripheral nerves are
damaged or diseased, leading to symptoms like weakness, numbness, and burning pain), type 2 diabetes
mellitus (a long-term condition in which the body has trouble controlling blood sugar and using it for energy),
and chronic obstructive pulmonary disease (a group of lung diseases that block airflow and make it difficult to
breathe). The Minimum Data Set (an assessment tool) dated 3/30/2024 documented the resident usually
understood others, sometimes was understood by others, and was severely cognitively impaired. The
Minimum Data Set documented the resident had moderately impaired vision and used corrective lenses.

A Consult Form dated 5/18/2023 documented the resident had been seen by the optometrist with the next
follow-up scheduled for 11/2023. A handwritten note at the bottom of the consult dated 12/5/2023
documented the resident would be seen because their glasses were broken.

There was no documented evidence of any other consult forms for optometry services.

Record review of an email provided by the facility from the optometry service dated 4/18/2025 documented
the resident was not seen by the optometrist following the 5/18/2023 visit.

During an interview on 4/18/2025 at 11:15 AM, Director of Nursing #1 did not recall this issue with the
resident and stated the resident should have had a follow up appointment and should have received new
glasses.

10 New York Codes, Rules, and Regulations 415.12(2)(b)
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