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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40652

Based on record review and interviews conducted during the recertification and abbreviated survey 
(NY00316471) from 2/8/2024 to 2/15/2024, the facility did not ensure allegations involving abuse were 
reported to the New York State Department of Health within 2 hours of occurrence. This was evident for 2 
(Resident #246 and #210) of 38 total sampled residents. Specifically, Residents #246 and #210 were 
involved in a resident-to-resident altercation that was not reported to the New York State Department of 
Health within 2 hours.

The findings are: 

The facility policy titled Abuse, Mistreatment, Neglect and Exploitation and Misappropriation of Resident 
Property dated 11/2023 documented the Administrator and Director of Nursing has the responsibility to 
report all alleged violations in which there is reasonable cause to believe that abuse, neglect, or 
misappropriation has occurred.

Resident #246 had diagnoses of hypertension and dementia. 

The Minimum Data Set 3.0 assessment dated [DATE] documented Resident #246 was severely cognitively 
impaired.

Resident #210 had diagnoses of hypertension and dementia. 

The Minimum Data Set 3.0 assessment dated [DATE] documented Resident #210 was severely cognitively 
impaired. 

The facility Incident Report dated 5/11/2023 documented Resident #246's son witnessed Resident #210 grab 
and hit Resident #246. 

Nursing Note dated 05/11/2023 documented Resident #246's son reported to the nursing staff that Resident 
#210 grabbed and hit Resident #246. 

The Aspen Complaint Tracking System intake dated 05/12/2023 documented the facility reported the 
resident-to-resident altercation between Resident #246 and #210 on 5/12/2023 at 01:38 PM.
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There was no documented evidence the resident-to resident altercation between Resident #246 and #210 
was reported to the New York State Department of Health within 2 hours of occurrence. 

On 02/14/2024 at 02:08 PM, the Director of Nursing was interviewed and stated the facility reported 
allegations of abuse and injury of unknown origin to the New York State Department of Health within 2 hours 
of occurrence. The incident between Resident #246 and #210 occurred on 5/11/2023 at 03:05 PM and was 
reported to the New York State Department of Health on 5/12/2023 at 10:20 AM. The Director of Nursing 
stated they interviewed staff and obtained statements prior to reporting an incident. If the facility determined 
abuse occurred after gathering statements, the incident would be reported. Resident #210 did not intend to 
harm Resident #246. 

On 02/15/2024 at 10:38 AM, the Administrator was interviewed and stated suspected abuse and injury were 
reported to the New York State Department of Health as soon as possible. Resident #246 did not sustain 
injury and Resident #210 did not have a history of abuse. Staff also did not witness the incident between 
Resident #246 and #210. The incident was reported the same day. 
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