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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review and interviews during an abbreviated survey (Case #578139, 578179, and 
578120), the facility did not ensure residents were free from neglect for three (3) (Resident #s 7, 105, and 
119) of seven (7) residents reviewed for neglect. Specifically, for Resident #7, the facility staff did not perform 
toileting activities every two (2) hours as care planned; for Resident #105, the facility staff did not use two 
people to transfer the resident despite being care planned for a two person assist transfer; and for Resident 
#119, facility staff did not put the resident's bed alarm on when they put the resident back to bed. The care 
plan violations led to all three residents falling. This is evidenced by: The facility policy and procedure titled 
Abuse Prevention and Reporting, dated 2/2023, documented that all residents of the facility were to be free 
from abuse, neglect, mistreatment, misappropriation of property, and involuntary seclusion. The facility shall 
not permit verbal, mental, sexual or physical abuse, including punishment, involuntary seclusion of residents, 
or misappropriation of resident property. Preventative measures documented included ongoing education; 
obtain knowledge of resident's history and current behavior; the Social Worker would complete a thorough 
psychosocial assessment which would include information regarding the resident's mental health history 
including history of being abused or abusive, as appropriate; and the current potential to be abused or 
abusive. These findings would be shared with the Interdisciplinary Team and appropriate interventions would 
be put in place. Documented under assessment: upon admission, readmission, quarterly and if there is a 
significant change, the Charge Nurse, with input from The Interdisciplinary Team, would assess the resident 
for potential to be an abuser and assess the resident if they have a potential to be abused. Forms had been 
developed and are attached to this policy. The residents scores would be tallied, and an appropriate plan of 
care would be developed to prevent an incident of abuse. Notification of the results of the assessment would 
be sent to the social worker who would coordinate a plan of care with team. Before admission, prospective 
residents would be screened to help determine suitable placement within facility. Upon admission and 
periodically after that, each resident would have a safety and vulnerability assessment completed which 
identified potential vulnerabilities such as cognitive, physical, and psychosocial and identify these 
vulnerabilities and interventions on the resident care plan. It would be the responsibility of the Administrator, 
the Director Nursing, and the Nurse Managers to ensure staff is supervised sufficiently to identify 
inappropriate behaviors. Strategies to accomplish this included making regular rounds, observations, and 
discussions with line staff, residents, and families. The facility policy and procedure titled Comprehensive 
Care Plan, dated 4/2024, documented that the facility must develop and implement a comprehensive 
person-centered care plan for each resident, consistent with resident rights including measurable objectives 
and timeframes to meet resident's medical, nursing, mental, and psychosocial needs that are identified in 
comprehensive assessment. Each person's care plan would be developed based on their individual 
treatment plans. Care plans would be monitored and updated quarterly and with any changes in status. A 
comprehensive person-centered care plan will include the following components: (a) Describe services that 
are provided to attain or maintain the resident's highest practicable physical, mental, and psychological 
well-being; (b) Identify residents' ability to make informed decisions regarding care and have the ability to 
exercise their right to refuse treatment; (c) Describe any specialized services provided regarding 
Preadmission Screening and Resident Review recommendations; (d) Include the resident's stated and 
potential for future discharge to include referrals made to local agencies or entities to support the desire; (e) 
Include any identified problems, resident strengths, and resident wishes regarding care and treatment goals; 
(f) Identify the professional services that are responsible for each element of care; (g) Aid in 
preventing/reducing decline in functional status and/or functional levels. Resident #7 Resident #7 was 
admitted to the facility with the diagnoses of unspecified dementia of unspecified severity with agitation (a 
condition characterized by a decline in cognitive function without a clearly identified cause. It includes varying 
severities and can be recorded with or without accompanying behavioral, psychotic, mood, or anxiety 
disturbances), myocardial infarction (blood flow decreases�or stops in one of the�arteries of the heart, 
causing�infarction�(tissue death) to the�heart muscle), and hypertensive heart disease with heart failure 
(�long-term condition that develops over many years in people who have high blood pressure). The 
Minimum Data Set (an assessment tool) dated 10/29/2024, documented that the resident was able to be 
understood and usually understood others with severe cognitive impairment. The comprehensive care plan 
for dementia with delusions and negative behaviors dated 8/19/2021 documented the resident had both long 
term and short-term memory loss. The interventions documented included evaluating the pain and 
medication regimen and evaluating established routines. The comprehensive care plan for falls related to 
confusion dated 8/19/2021 documented that the resident would be free of falls and injuries related to falls. 
Interventions documented included investigating the cause of the fall immediately, maintaining a safe 
environment, and toileting per the resident schedule. A care plan note dated 1/12/2024 documented that the 
resident was found on the floor of their bathroom. Resident #7 stated they fell near their bed and scooted 
themselves to the bathroom. The noted documented the resident did not have to use the bathroom and was 
last toileted around 10:30 AM. There was no documented evidence that the resident was offered toileting 
opportunities every two hours. The care card for December documented Resident #7 was offered toileting 
opportunities once a shift, but not every two hours. Care plan titled Urinary Incontinence and Indwelling 
Catheter effective 4/02/2025 stated resident to be toileted every 2 hours. During an interview on 12/18/2025 
at 2:00 PM, Certified Nurse Aide #5 stated Resident #7 took themselves to the bathroom but could 
sometimes be incontinent. Certified Nurse Aide #5 stated on the morning of 4/19/25, they found a bruise on 
Resident #7s right forearm and immediately notified Registered Nurse #4 and Licensed Practical Nurse #4 in 
charge who then checked the bruise. Certified Nurse Aide #5 stated they did not hear back anything about 
the incident and was later called into Director of Nursing #1s office when they were then given a care plan 
violation for not toileting the resident every 2 hours along with a verbal toileting education by Director of 
Nursing #1. Additionally, Certified Nurse Aide #5 stated the resident had not been care planned to be toileted 
every 2 hours at the time of incident. Certified Nurse Aide #5 met with Director of Nursing #1, and upon 
returning to their computer, a message for toileting every 2 hours popped up on the electronic health record 
for Resident #7. During an interview on 12/19/2025 at 11:05 AM, Director of Nursing #1 stated Resident #7 
reported to Registered Nurse #4 that they fell outside of the building. Resident #7 was never outside of 
facility or outside of their unit. Directory of Nursing #1 stated Resident #7 is alert, confused at baseline and 
can be territorial or sometimes argumentative with other residents. Director of Nursing #1 said the Resident 
#7 was care planned to be toileted every two hours sometimes around the time of the incident due to the 
resident becoming incontinent. After the incident occurred, Director of Nursing #1 was notified and educated 
Certified Nurse Aide #5 on toileting residents every two hours. There was no facility wide education at the 
time. Additionally, Certified Nurse Aide #5 had never had any complaints regarding resident care by 
residents or colleagues. Minimum Data Set Coordinator #1 was on call the date of incident who reported to 
the Department of Health. The facility investigation, dated 4/24/2025, documented that Resident #7 was 
found to have some bruising that was attributed to a fall that was unwitnessed. Due to Resident #7's 
incontinence and inability to follow direction, Resident #7 was placed on every 2-hour continence checks. In 
the investigation of the bruises noted on the resident's arm on 4/19/2025, Certified Nurse Aide #5 admitted 
that they did not wake Resident #7 up to be toileted as care planned. Resident #105 Resident #105 was 
admitted to the facility with the diagnoses of vascular dementia, unspecified severity, with agitation (a decline 
of thinking skills from condition that damage blood vessels), Alzheimer's disease, unspecified (a progressive 
brain disorder that slowly destroys memory) and ventricular premature depolarization (type of abnormal heart 
rhythm that originates from the ventricles of the heart). The Minimum Data Set, dated [DATE], documented 
the resident was usually understood, sometimes understand others and was severely cognitively impaired. 
The comprehensive care plan for Activities of Daily Living dated 8/06/2024, documented that the resident 
required assistance with activities of daily living. Interventions include: assistance of two (2) persons, do not 
leave alone, dependent on care for bathing, bed mobility, dressing and toileting. For transfers, Resident #105 
was documented as requiring the assistance of two (2) persons, dependent with gait belt and stand aid. The 
facility investigation dated 7/06/2024 documented that on 5/31/2024, Resident #105 was transferred to the 
bathroom by Certified Nurse Aide #6. Resident #105 did not follow directions of Certified Nurse Aide #6, and 
due to improper body mechanics, Certified Nurse Aide #6 had to lower Resident #105 to the floor. The 
physical therapy note dated 6/03/2024 at 4:37 PM, documented that the resident had no change in function 
or signs of abuse after the fall. The resident was care planned for two-person assistance for transfers with 
mechanical lift, and Certified Nurse Aide #6 did not follow the care plan. Resident #119 Resident #119 was 
admitted to the facility with the diagnoses of Parkinson's disease without dyskinesia, without mention of 
fluctuations (progressive neurological disorder that primarily affected�movement where the patient does not 
experience involuntary movements (dyskinesia), unspecified dementia, unspecified severity, with agitation (a 
condition characterized by a decline in cognitive function) and Alzheimer's disease. The Minimum Data Set, 
dated [DATE], documented that the resident was usually able to be understood but rarely to never 
understand others with severe cognitive impairment. The comprehensive care plan for Falls, dated 
8/05/2021, documented the resident was at high risk for falls related to confusion, weakness, hypertension, 
Parkinson's and needed assistance with ambulation. Interventions include: maintaining a safe environment 
by ensuring the floor was free from clutter and lighting was adequate; documented as of 3/08/2024 the use of 
a bed alarm. A care plan note dated 8/24/2024 at 5:10 AM, documented the resident was found on the floor 
next to their bed, and a bed alarm was not present on the bed. Certified Nurse Aide #7 did not follow the care 
plan after putting Resident #119 back to bed by not putting the bed alarm in place. New York Codes, Rules, 
and Regulations Title 10 S 415.4 (b)(1)(i)
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Ensure that residents are free from significant medication errors.
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Based on observations, interviews, and record review conducted during the recertification and abbreviated 
survey (Case #578117), the facility did not ensure residents were free from significant medication errors for 
one (1) (Resident #46) of seven (7) residents reviewed for significant medication errors. Specifically, 
Resident #46 was administered and received seven (7) medications that were ordered for another resident. 
This is evidenced by: Resident #46 The policy titled Medication Administration dated 6/2023, documented 
under supportive data: A.) the medication nurse was personally responsible for every drug they 
administered; B.) positively identified the resident before administering drugs with instruction to check the 
resident's identification and ask the resident to state their name and if unable to identify self, ask staff to 
identify the resident; C.) read the drug label at least 3 times; D.) properly position the resident (if necessary) 
before administering the drug; E.) provide privacy when administering any injection; F.) before administering 
any drug, review the following rights: 1.) right resident; 2.) right drug; 3.) right does; 4.) right route; 5.) right 
time; and 6.) right documentation. G.) check expiration dates prior to administration; and H.) observe the 
resident take the drug. The policy titled Medication Safety Program dated 6/2023, documented the facility 
supported safe medication practices and a systems improvement approach to the prevention of medication 
errors. The facility encouraged the reporting of medication errors, adverse drug events, potential adverse 
drug events, and potential adverse drug events to assess and improve systems and processes for 
prescribing, transcribing, dispensing, and administering medications. The goal was to enhance patient safety 
by decreasing the potential for medication errors. Medication errors were defined as any preventable event 
that may cause or lead to inappropriate medication use or patient harm while the medication was in control of 
the health care professional, patient or consumer. Medication errors included, but were not limited to wrong 
patient, wrong drug, wrong dose, wrong route, wrong frequency, and wrong time. Resident #46 was admitted 
to the facility with diagnoses of dementia (a group of conditions that cause a progressive decline in cognitive 
abilities), hyperlipidemia (a condition that causes high levels of lipids, or fats, in your blood), and anxiety (a 
mental health condition characterized by excessive fear or anxiety that interferes with daily activities). The 
Minimum Data Set (an assessment tool) dated 4/25/2024, documented the resident made themselves 
understood, usually understand others, and had severe cognitive impairments. The facility Root Cause 
Analysis Investigation dated 5/21/2024, documented Licensed Practical Nurse #2 administered seven (7) 
medications to Resident #46 on 5/14/2025 at 5:30 PM. The medications that Resident #46 received in error 
included: Simethicone 80 milligrams, Meloxicam 15 milligrams, Protonix 40 milligrams, Risperidone 1 
milligram, Melatonin 10 milligram, Buspar 15 milligram, and Amlodipine 10 milligrams. It was further 
documented, that Licensed Practical Nurse #2 failed to practice safe medication administration by not 
verifying the correct resident and not passing medications according to the ordered time. They did not 
perform the five rights of medication administration. During an observation on 12/18/2025 at 1:37 PM, 
Resident #46 was observed up, groomed, and dressed in the common area on the unit. They were 
approachable and engaged in conversation. During an interview on 12/18/2025 at 1:37 PM, Resident #46 
was able to say their full name when asked what their name was. During an interview on 12/18/2025 at 1:42 
PM, Certified Nurse Aide #4 stated that Resident #46 could tell you their name most of the time. During an 
interview on 12/18/2025 at 1:52 PM, Registered Nurse #3 was asked what the 5 Rights of Medication 
Administration were. Registered Nurse #3 stated: right patient, route, time, dose, and maybe documentation. 
They stated they checked the residents name bracelet or their picture in the electronic medical record to 
identify a resident when passing medications. Registered Nurse #3 further stated that Resident #46 was able 
to tell you their name if asked what it was. During an interview on 12/18/2025 at 11:32 AM, Registered Nurse 
#2 stated they completed all the accident and incident reports at the facility. They stated Licensed Practical 
Nurse #2 gave Resident #46 another resident's medications. It was a significant medication error, and the 
nurse was terminated. They stated, they tried to complete counseling and education for medication errors, 
but some errors could not be ignored such as giving medication to the incorrect resident. They did not want 
their residents harmed there. Registered Nurse #2 further stated the facility provided medication 
administration education upon hire and annually. During an interview on 12/19/2025 at 10:02 PM, Director of 
Nursing #1 stated on 5/14/2024 at 5:30 PM, Licensed Practical Nurse #2 popped all of the medications, gave 
the medications outside the window of time they were ordered, and gave them to the wrong resident. They 
stated Licensed Practical Nurse #2 was suspended during the investigation and then terminated related to 
the event on 5/16/2024. Director of Nursing #1 stated once Licensed Practical Nurse #2 realized they had 
administered the medications to the wrong resident, they immediately reported it to the Registered Nurse, 
Resident #46 was assessed, and the Medical Provider and family were notified. The Medical Provider gave 
new orders and Resident #46 was put on 15- minute checks for additional safety. Director of Nursing #1 
stated they believed a house wide education on medication administration was completed. They also 
completed a root cause analysis and reported the medication error to the Chief Nursing Officer who reported 
it to New York State Board of Education. They further stated medication audits were completed which 
included the 5 Rights to Medication Administration and the audits were reviewed at the Quality Assurance 
Performance Improvement Committee. Director of Nursing #1 stated they were still completing medication 
audits. Based on the following corrective actions taken, there was sufficient evidence that the facility 
corrected the noncompliance and was in substantial compliance for this specific regulatory requirement at 
the time of this survey: Upon discovery of the medication error, a Registered Nurse assessment was 
completed immediately. The medication error was reported to the resident's representative and the physician 
with new orders obtained. The Licensed Practical Nurse who was responsible for the medication error was 
suspended during the investigation and later terminated. The Board of Education was notified of the nurse's 
error. The medication error was reported to the New York State Department of Health Medication 
Administration education was initiated on 7/09/2024 to all nursing staff including Licensed Practical Nurses 
and Registered Nurses on the Medication Administration policy and procedure, the 6 (six) rights, and 
documentation. Education was completed on 12/12/2024. For Quality Assurance, medication administration 
audits were initiated and reviewed monthly. Medication administration audits were still being conducted at 
time of survey. 10 New York Codes, Rules, and Regulation 415.12(m)(2)
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