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Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.
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Based on observations, interviews, and record reviews during the recertification and abbreviated surveys 
(NY00371177/803531, NY00331127/803522) from 08/21/2025 to 08/25/2025, the facility did not ensure that 
the facility had 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 staffing of certified nurse aides from 07/26/2025 to 08/28/2025 during the night shift were at 
minimal levels on 24 of 34 shifts. The staffing of certified nurse aides on the evening shift, during the same 
period, fell below the minimum for a portion of the shift on 24 of the 34 shifts. The staffing of nurses on the 
night shift during the same period were at minimal levels for 26 of 34 shifts. Additionally, 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 are:The Facility Assessment last reviewed 11/29/2024 documented the 
maximum capacity as 85 residents and two respite with an average census of 75 residents. The minimum 
staffing for nurses is one (1) registered nurse or licensed practical nurse on each unit for the day and night 
shifts. The minimum staffing for direct care staff/certified nurse aides was outlined as follows; six (6) certified 
nurse aides on day and evening shifts which is a 1:13.5 ratio and two (2) certified nurse aides on night shift 
with a 1:40 ratio. The Assistant Director of Nursing / Registered Unit Manager provided a list of all incontinent 
residents in the facility. The North Unit had a 43 bed capacity with three (3) empty beds, 20 of the 40 
residents were documented as incontinent. The South Unit had a 44 bed capacity with seven (7) empty 
beds, 22 of 37 residents were documented as incontinent. A total of 42 of 77 residents were documented as 
incontinent.The Administrator provided a list of all resident that wandered in the facility. There were eight (8) 
documented residents that wandered. The Administrator provided a list of all residents that required 
assistance of two (2) people and a mechanical lift for transfers. There were two (2) residents documented as 
requiring two-person assistance with transfers, and 17 residents were documented as requiring a mechanical 
lift for transfers. A review of the staffing sheets from 07/26/2025 to 08/28/2025 documented that only the 
minimum staffing of two (2) certified nurse aides was met for night shift on 24 of the 34 dates reviewed. On 
26 of the 34 dates reviewed documented that only the minimum of two (2) nurses was met on the night shift 
making one (1) medication nurse the supervisor/charge nurse as well. The evening shift staffing of certified 
nurse aides had fallen below the minimum levels for part of the shift on 24 of 34 dates for the same period. A 
review of the 11-7 Get Ups (residents gotten out of bed by night shift) document posted on the North Unit 
documented a daily shower for one (1) resident on the night shift when there was only one (1) certified nurse 
aide working.During an interview on 08/26/2025 at 8:53 AM, Resident #9 stated that they rang their call bell 
at midnight and three (3) other times during the night shift last night. They were not changed until 6:50 AM 
that morning. They stated they were very uncomfortable lying in bed with feces in their brief from midnight 
until 6:50 AM. They stated delays in care had happened before during the night shift. They had informed the 
former Director of Nursing after it had happened at least 4 times. They stated on the overnight shift, they 
sometimes had two (2) certified nurse aides and sometimes only one (1) certified nurse aide on the unit.
During an observation on 08/26/2025 at 9:10 AM there was a strong smell of urine in Resident #37's room. A 
urine stain covering half of their bed was observed. During an interview on 08/26/2025 at 9:42 AM, the 
Staffing Coordinator stated staffing could be challenging but a lot of staff did volunteer to do split shifts, and 
they filled any shortages however they could. They did not use agency and the evening shift was the most 
difficult shift to staff. During the Resident Council Meeting on 08/26/2025 at 11:28 AM, Resident #13 stated 
that the response to call bells was not timely at night. It had been brought up at every single resident council 
meeting and they still did not have enough staff. Resident #13 stated they used the call bell to get changed 
on the 11PM to 7AM shift. They stated they could call at 12 AM and wait until 3AM to be helped. The call bell 
stays on until answered. During a follow up interview on 08/26/2025 at 1:51 PM, the Staffing Coordinator 
stated they covered call outs or shortages however they could. Sometimes staff would stay for part of the 
next shift or until their assignment was completed and leave before the shift was over. During an interview on 
08/26/2025 at 2:51 PM, the Director of Nursing stated assumed the role of the Director of Nursing on 
08/18/2025 but had worked at the facility since 2022. They just started to get involved with staffing and 
thought the minimums were adequate. The staff was able to get their tasks completed. The night shift 
certified nurse aides did get some residents out of bed in the morning, but they did not have to assist 
residents with showers. There were times when they had more than the two (2) certified nurse aides on night 
shift, but only three (3) regular certified nurse aides for night shift were currently employed at the facility and 
they did not use agency staff. They expected incontinence care and repositioning to be completed every 2 
hours. They stated the 1:40 ratios were acceptable for the certified nurse aides on night shift. During an 
interview on 08/26/2025 at 3:32 PM, the Administrator stated they believed the minimum staffing numbers 
were adequate. The staff provided quality care even when staffing was at a minimum. They would like more 
staff on night shift but were struggling to get the staff. They made every effort to fill the vacancies and meet 
the minimums. Many staff were cross trained, and filled in at times. They were actively recruiting, offering 
competitive salaries, consistent units, incentives, sign on bonuses, and referral bonuses. The Administrator 
stated residents did not complain to them directly. They stated there were some call bell issues, which was 
reflected in the Resident Council minutes, but that had improved. During an observation and interview on 
08/26/2025 at 4:35 PM, Resident #58 was observed down the end of the hall on the North Unit walking with 
their pants down on their lower legs with their brief exposed. The brief appeared large and low. Staff was 
informed by this surveyor and tended to the resident. The Assistant Director of Nursing stated that Resident 
#58 did walk around the units all day long. During an interview on 08/28/2025 at 5:30 AM, Licensed Practical 
Nurse #4 stated there was usually only one (1) certified nurse aide on each unit on night shift. They stated 
that some nights, call bells rang more often when there was only one (1) certified nurse aide working on the 
unit. They stated they helped with toileting residents and changing briefs when they could. During an 
interview on 08/28/2025 at 5:37 AM, Certified Nurse Aide #5 stated they were a regular certified nurse aide 
on night shift and usually the only certified nurse aide on the North Unit on the night shift. They stated a new 
aide was hire recently so now they had a third certified nurse aide split between the two (2) units on nights. 
They stated it is rough for one certified nurse aide to work alone on the night shift. They stated call bells rang 
all night, and it was crazy busy. They stated they were assigned to wash and dress three (3) to four (4) 
residents every morning, and to assist Resident #79 to shower every morning (documented on an 
assignment list posted at the nurse's station). They stated nurses helped if they could but had medications 
and treatments and other tasks to complete. They stated that residents might wait for hours for assistance. 
They further stated that Residents #13, #24, and #59 had loose stools routinely on night shift and required 
more time to be cleaned. During an interview on 08/28/2025 at 5:48 AM, Registered Nurse Supervisor #6 
stated they worked fulltime. They stated usually one night per week, in addition to performing their role as the 
Nursing Supervisor, they had to be the medication nurse on the unit. They stated the other nights there was 
a Licensed Practical Nurse on each unit. They also stated they were responsible for administering treatments 
every night and they helped as they were able with toileting, 2-person transfers, and answering call lights.
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