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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 
observations, interviews, and record reviews during the recertification and abbreviated surveys (Intake 
#2569939), the facility did not ensure sufficient nursing staff to provide nursing and related services to assure 
resident safety and attain or maintain the highest practicable physical, mental, and psychosocial wellbeing of 
each resident. Specifically, the Daily Nurse Staffing Rosters reviewed from 08/10/2025 through 09/12/2025 
documented on four (4) of 34 days, there was one (1) certified nurse aide documented for the A unit night 
shift (1:35 or 1:36 ratio ) and on one (1) of 34 nights, there was one (1) certified nurse aide assigned to B unit 
(1:36 ratio). On 29 of 34 days reviewed, assigned staff did not complete their assigned shift (came in late or 
left early). A nurse supervisor was not assigned on 4 of 34 dates reviewed for day shift, 15 of 34 dates for 
evening shift and 26 of 34 dates for the night shift. Additionally, during the 11:00PM to 7:00 AM shift on 
09/11/2025, Resident #32 sustained a fall and there was only one staff member, a licensed practical nurse, 
working on the A unit. Resident #56 dislodged their urinary catheter and nursing staff did not address in a 
timely manner. Residents, family members, and staff expressed concerns about low staffing, long wait times 
in response to call bells, and delays in receiving care.The findings included:The Facility assessment dated 
[DATE] documented the maximum capacity as 77 residents and an average daily census range of 70-77 
residents. The Staffing Plan documented one registered nurse/licensed practical nurse per unit, per shift; two 
certified nurse aides per unit, day and evening shift (1:19 ratio); and one certified nurse aide per unit, night 
shift (1:38 ratio). Unit Acuity levels provided by the Director of Nursing documented six (6) residents were 
scheduled to get up prior to 7:00 AM on the A unit and one (1) resident on the B Unit. Seven (7) residents 
were on wander guard list on the A unit and two (2) on the B unit. Two (2) residents on A unit required 
supervision checks. Twenty residents on the A unit required incontinence cares and 11 required assistance 
with toileting. Thirteen residents on the B unit required incontinence cares and 11 required assistance with 
toileting. Eleven residents on the A unit and 11 residents on the B unit required a mechanical lift for transfers 
requiring two staff members. Five (5) residents on the A unit and one (1) resident on the B unit required total 
care assistance.On 4 of 34 days reviewed from 08/10/25 through 09/12/2025, a nurse supervisor was not 
assigned on the day shift.On 15 on 34 days reviewed from 08/10/2025 through 09/12/2025, a nurse 
supervisor was not assigned on the evening shift.On 26 of 34 days reviewed from 08/10/2025 through 
9/12/2025, a nurse supervisor was not assigned for the night shift.On 08/23/2025, 08/30/2025, and 
09/10/2025 there was one certified nurse aide documented for A unit night shift on the Daily Staffing Report.
There were staffing inconsistencies noted between review of the Daily Certified Nurse Aide Assignment 
Sheets and the Daily Staffing Reports reviewed. For example, the Daily Certified Nurse Aide Assignment 
Sheets documented one certified nurse aide on the A unit on 08/17/25 for the 11:00 PM to 7:00 AM shift 
which was inconsistent with the Daily Staffing Report staffing of two (2) certified nurse aides assigned to A 
unit. On the 09/11/2025 11:00 PM to 7:00 AM shift, the Daily Staffing Report documented one (1) certified 
nurse aide was assigned to the A unit. The Certified Nurse Aide Schedule Form documented the name of an 
aide who called out. During interviews with staff, there was no aide assigned to Unit A unit until after 
Resident #32 sustained a fall at 2:00 AM.During a Resident Council meeting on 09/10/2025 at 11:06 AM, 
Resident #15's representative stated staff were not responsive to call bells. They stated Resident #15 was 
not taken out of bed at times due to low staffing and frequently had to return to bed early because there 
would not be enough staff to get them back into bed. Resident #67 stated turning and repositioning was not 
completed according to facility policy because of low staffing. All residents in attendance stated that the 
overnight shift was the worst for low staffing. During an observation on 09/10/2025 at 11:34 AM, a strong 
smell of urine was present in Resident #12's room.During interviews on 09/11/2025 at 4:20 PM and 
09/12/2025 at 11:36 AM, the Director of Human Resources/Staffing Coordinator stated the night shift 
frequently did not have a supervisor in the building. They stated they had been instructed by Administrator to 
staff up to four (4) certified nurse aides on Unit A and Unit B for the day and evening shift and a minimum of 
two (2) certified nurse aides on Unit A and Unit B for the night shift and this was accomplished most of the 
time. They stated they had not been instructed to add more certified nurse aides during any shift based on 
acuity needs/changes and had been instructed to reduce staffing of certified nurse aides if the facility census 
dropped. They stated recruitment of nursing staff was on-going and licensed practical nurse recruitment was 
particularly difficult with main deterrent being salary. During interviews on 09/09/2025 at 9:03 AM and 
09/12/2025 at 2:28 PM, the Administrator stated the Facility Assessment Staffing Plan was lowered after last 
survey in November 2024. They stated the staffing numbers listed on the Facility Assessment were based on 
the minimum number of staff needed to ensure safety of residents. They stated the facility expectation was 
that the unit registered nurse or licensed practical nurse staff assisted certified nurse aides with resident 
cares as needed, and that unit staff assisted the other unit staff as needed. The Administrator stated the 
night shift was the most difficult to staff due to frequent callouts and not being able to cover at last minute. 
They stated they provided the Staffing Coordinator with the number of staff for each shift and the goal was 
four (4) certified nurse aides each unit day shift, three (3) to four (4) certified nurse aides evening shift and 
two (2) certified nurse aides for night shift per unit. The Administrator stated the facility needed an additional 
registered nurse supervisor and a licensed practical nurse night shift supervisor and recruitment had been 
ongoing for the position. They stated that nursing staff were required to work complete shifts and there were 
times when adjustments had been made allowing staff to come in late/leave early due to covering callouts. 
The Administrator stated they were aware of one (1) star rating and believed it had recently improved, and 
that staffing was a work in progress with recruitment always ongoing. During interviews on 09/12/2025 at 
9:05 AM and 09/13/2025 at 12:32 PM, Registered Nurse Unit Manager #21 stated Resident #32 sustained a 
fall about 2:00 AM on 09/12/2025. They stated staffing on Unit A was only one licensed practical nurse at the 
time of fall due to a callout which was not replaced and there was no night supervisor scheduled for the night 
shift. Registered Nurse Unit Manager #21 stated they were contacted at the time of fall by the licensed 
practical nurse and a telehealth assessment was completed. After the fall, Unit A received a certified nurse 
aide from the B unit. They stated Unit A frequently had only one (1) certified nurse aide assigned to night 
shift resulting in cares not always being completed. They stated staffing was reduced by administration due 
to budget concerns. They stated the Certified Nurse Aide Schedule Form for the night shift on 09/11/2025 
contained the name of the certified nurse aide who called out and a replacement aide was not assigned to 
unit.During an interview on 09/12/2025 at 9:38 AM, Licensed Practical Nurse #19 stated staffing was low 
most of the time with both nursing and in particular, certified nurse aide staff during evenings and nights. 
They stated when there was only one certified nurse aide on each unit during the night shift, resident cares 
were not completed. When the day shift arrived, when only one certified nurse aide worked night shift, 
residents were soaking wet and complained that call bells were not answered during night. Residents 
requiring two (2) person assistance for cares were particularly affected. They stated that the licensed 
practical nurse/registered nurse on unit assisted with cares, but with only one nurse passing medications and 
providing treatments, it was not always feasible to assist certified nurse aides. They stated another staffing 
concern was that staff reported to shifts up to two hours late or left early. They stated this affected resident 
cares, medication administration and blood glucose testing/finger sticks which ended up being completed 
late. They stated when they present for 7:00 AM shift, they had often been forced to care for 40 residents 
due to another nurse being late.On 09/12/2025 at 11:56 AM, Resident #4 was interviewed and stated they 
were passing by Resident #56's room at approximately 5AM on the night shift in the end of May 2025 and 
observed Resident #56 trying to get out of their bed unassisted. Resident #4 stated they knew Resident #56 
was confused and had fallen previously so they (Resident #4) attempted to find a staff member to attend to 
Resident #56. Resident #4 stated they were unable to find any staff member on the entire unit to assist 
Resident #56. Resident #4 decided to stay with Resident #56 until a staff member appeared, so the resident 
was safe. Resident #4 stated they noticed Resident #56's foley catheter had become dislodged. Resident #4 
saw Licensed Practical Nurse #6 pass by in the hall giving out medication. Resident #4 stated they informed 
Licensed Practical Nurse #6 of Resident #56's condition and was told by the nurse that they were not 
allowed to go into Resident #56's room. Licensed Practical Nurse #6 did not get another nurse to address 
Resident #56. Resident #4 stated they stayed with Resident #56 for 2 hours until the morning shift nurse 
arrived at 7 AM and addressed Resident #56's fall risk and reinserted the foley catheter. During an interview 
on 09/12/2025 at 4:47 PM, Licensed Practical Nurse #6 stated they were scheduled to work a double shift, 
covering the evening and night shifts. Licensed Practical Nurse #6 stated they expressed frustration to the 
Administrator and the Director of Nursing regarding discrepancies between the posted nursing staff schedule 
and the actual hours worked by nursing staff. For example, a certified nurse aide on the night shift had an 
agreement with administration that they were able to leave at 5:00 AM, the most hectic time of the shift, on 
many nights. Licensed Practical Nurse #6 stated the Director of Nursing and Human Resources Director 
knew this aide would leave early, but did not communicate this to the nursing staff, creating confusion and 
more work for the rest of the staff. Licensed Practical Nurse #6 stated a nurse supervisor was not scheduled 
to be present in the facility most nights and aides walked out without informing the nurses. In addition, the 
nurse supervisors had the access key to the kitchen and stock room and if they were not present in the 
building, staff were unable to access these rooms. They stated earlier this morning, at approximately 2:00 
AM, the licensed practical nurse from Unit A requested their assistance because a resident fell. After visiting 
the A Unit, they realized Unit A did not have a Certified Nurse Aide working on the 11:00 PM to 7: 00 AM 
shift. The Unit A license practical nurse asked Licensed Practical Nurse #6 to reassign one of their aides to 
the A Unit. Licensed Practical Nurse #6 stated this left the B Unit with only one Certified Nurse Aide for 
approximately 34 residents for the rest of the night shift. When asked about the incident in May 2025 with 
Resident #56, they stated they were not allowed to provide care for Resident #56 and had to get a nurse 
from the other unit to administer the resident's medications. No one was available to coordinate staff 
coverage or completion of assignments at night. Licensed Practical Nurse #6 stated there was one aide on 
the night Resident #56's catheter was dislodged and the aide left early. They were addressing call bells and 
trying to pass medications to residents timely.During an interview on 09/13/2025 at 6:48 AM, Certified Nurse 
Aide #11 stated scheduling one certified nurse aide per resident unit on the night shift was unmanageable. 
They stated workload was heavy due to callouts and staff not working their entire shift, either leaving early or 
coming in late. They stated when staff left early or came in late, it was not communicated to other staff 
members and workload became increased at busiest times. Certified Nurse Aide #11 stated unreliable 
nursing staff were routinely scheduled without a plan to prevent the unit from working short-staffed. Certified 
Nurse Aide #11 stated prior to the interview, they had four call bells ringing on three separate wings of Unit B 
and they had to rush to address resident needs because there were residents at risk for falls who tried to get 
out of bed, residents who requested ice and water in the morning, and some residents who wanted to start 
getting dressed or out of bed. Certified Nurse Aide #11 stated caring for all 34 residents on Unit B while the 
Licensed Practical Nurse passed medication was too much for them to handle and they were overwhelmed. 
Certified Nurse Aide #11 stated Unit A consisted of long-term residents with higher acuities who required 
more staff assistance and supervision. They stated it was impossible to manage Unit A with one certified 
nurse aide on the night shift. Certified Nurse Aide #11 stated they worked the 11PM to 7AM shift last night 
and started out on Unit B with one other aide. Certified Nurse Aide #11 stated their assignment was 
manageable until a resident fell at approximately 2:00 AM on Unit A. Licensed Practical Nurse #6 went to 
Unit A to help the other licensed nurse and became aware that no certified nurse aide showed up to work 
that night on Unit A and the licensed nurse was on the unit alone. Certified Nurse Aide #11 stated they were 
reassigned to Unit A for the rest of their shift and the resident needs were too much for them to address. 
Certified Nurse Aide #11 stated they were often unable to end their shift on time, including today, due to their 
relief not showing up on time for their shift. Certified Nurse Aide #11 stated they did not get paid for the time 
they had to stay past the end of their shift and were unable to take a break most nights because of the 
workload. During an interview on 09/13/2025 at 11:08 AM Certified Nurse Aide #14 stated they worked a 
variety of different shifts including working mostly double shifts and frequently seven (7) days a week. They 
stated callouts were not replaced had a big impact on resident cares not being completed. They stated when 
the units are short-staffed, they frequently must skip breaks. They stated the A unit has more early morning 
get ups and sometimes not all of them are completed and are left to the day shift to complete. Certified 
Nurse Aide #14 stated that many staff do not work their entire shift (leave early, come in late) causing 
workload to be divided between the remaining staff present. During an interview on 09/13/2025 at 11:28 AM, 
Certified Nurse Aide #20 stated the facility was always short staffed and callouts occurred daily each shift. 
They stated units mostly had three (3) certified nurse aides for day shift and evening and nights could have 
two (2) certified nurse aides. Due to low staffing, the units were extremely busy, and cares were always 
rushed. They stated they were frequently not able to take breaks properly because of the workload. Certified 
Nurse Aide #20 stated they work double shifts at least five (5) times a week and worked seven (7) days a 
week most of the time. They stated there were usually two nurses per unit each shift and a supervisor only 
sometimes during night shift. They stated that on night shift when only one certified nurse aide assigned to a 
unit, the residents complained that they were not changed but it was impossible for one (1) aide to provide 
cares for about 40 residents, especially on the A unit where residents required more incontinence cares and 
had dementia. During an interview on 09/13/2025 at 2:18 PM, the Director of Nursing stated staffing had 
room for improvement, was a work in progress, and recruitment was on going. The Director of Nursing stated 
daily callouts were the biggest concern /hindrance to meeting desired staffing ratios and sometimes extra 
staff were added to the shifts to cover potential callouts. They stated they believed residents were receiving 
quality care when there was only (one) 1 licensed practical nurse and one (1) aide on a unit during night 
shift. They stated it might not be ideal, but cares were completed, and safety was maintained. They stated 
they were aware that there was not always a nurse supervisor in the building during evening and night shifts 
and recruitment for an additional Registered Nurse Supervisor was ongoing. The Director of Nursing stated 
they were aware of Resident Council concerns regarding low staffing and staff had been disciplined and 
re-educated regarding call bell response and activities of daily living preferences as a result. The Director of 
Nursing stated that on the 09/11/2025, 11:00 PM to 7:00 AM shift, when Resident #32 sustained a fall, 
Certified Nurse #11 was assigned to Unit A along with one licensed practical nurse for the shift. 10NYCRR 
415.13(a)(1)(i-iii)
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