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365831 07/10/2024

Danridges Burgundi Manor 31 Maranatha Drive
Youngstown, OH 44505

F 0921

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Many

Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the 
public.

44810

Based on observation and interview the facility failed to maintain an outside sidewalk to allow for safe 
passage of residents. This had the potential to affect all residents residing in the facility. The facility census 
was 49.

Findings include:

Interview on 07/08/24 at 8:55 A.M. with Residents #24, #27, and #32 while they were out on the patio 
smoking confirmed they get their wheelchairs stuck in the large cracks in the sidewalks all the time. They 
also confirmed that the large divots on the sides of the sidewalk had wheelchair marks from where they 
rolled off the sidewalk and got stuck. 

Observation during the interview revealed the sidewalk to the smoking area had four cracks in sidewalks 
measuring six inches wide and two to three inches deep. There were numerous divots on the grass area 
next to the sidewalks measuring four to twelve inches deep with wheelchair marks where they got stuck.

Interview and observation on 07/08/24 at 2:00 P.M. with the Director of Nursing (DON) confirmed the large 
cracks in the sidewalk leading to the smoking patio. He also confirmed the areas next to the sidewalks with 
large divots with wheelchair tire marks in them. He reported thankfully no one has been hurt out here. 

Interview on 07/08/24 at 2:25 P.M. with Maintenance Supervisor #555 confirmed there are a lot of big cracks 
in the sidewalk leading to the outside patio. He reported in the past staff have filled in the divots with hay and 
used quick concrete to fill them in, but it does not last, and residents get stuck in them. 

Interview on 07/09/24 at 1:40 P.M. with Resident #5, Resident #8, and Resident #34 confirmed they got 
stuck in the cracks in the sidewalk leading to the patio all the time. They confirmed they have not fallen but 
they get stuck, and it is hard especially with limited mobility and a bigger size. They reported no other 
concerns with their care. 

Interview on 07/09/24 at 1:45 P.M. with State tested Nursing Assistant (STNA) #530 confirmed the cracks in 
the sidewalk are extremely hard to push resident's wheelchairs over safely. She confirmed no injuries had 
happened that she is aware of, but it was not safe.

365831 1

09/27/2024


