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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.

Based onˆrecord review,ˆobservation,ˆand interviews conducted duringˆ the survey,ˆthe facility
failed to ensure the provision of sufficient nursing staff to assure resident safety andˆattainˆor
maintain the highestˆpracticableˆphysical, mental, and psychosocial well-being of each resident
throughout the facility. Specifically,ˆresidents reported during interviews that the facility was
short-staffed at times, this resulted in call bells not being answered promptlyˆwithˆlong wait times
for care to be provided.ˆˆˆ

This isˆevidencedˆby:ˆˆ

The Facility AssessmentˆExhibit #1- Staffing, datedˆ07/2025, documented:ˆˆ

2ndˆFloorˆRehabilitationˆunitˆdesired staffingˆˆ

Day shift: Certified Nursing Assistantsˆfive (5)ˆandˆtwo (2)ˆLicensed Practical Nursesˆsevenˆ(7)
days a week.ˆ

Evening shift: Certified Nursing Assistantsˆfour (4)ˆandˆtwo (2)ˆLicensed Practical Nursesˆ(7) days
a week.ˆ

Night shift: Certified Nursing Assistantsˆthree (3)ˆandˆone (1)ˆLicensed Practical Nurseˆ(7) days a
week.ˆˆ

ˆ 3rdˆand 4thˆfloor desired staffingˆ

Day shift:ˆCertified NursingˆAssistantsˆfourˆ(4) and two (2) Licensed Practical
Nursesˆonˆweekdays.ˆCertified Nursing Assistants five (5) and two (2) Licensed Practical
Nursesˆon weekends.ˆ

Eveningˆshift:ˆCertified Nursing Assistants four (4) and two (2) Licensed Practical Nursesˆseven (7)
days a week.ˆ

Night shift:ˆCertified Nursing Assistantsˆtwoˆ(2) and one (1) Licensed Practical Nurse (7) days a
week.ˆ

ˆThe facility staffing sheets provided documented that:ˆˆ

Onˆ03/03/2026,ˆthe 2ndˆfloorˆRehabilitationˆunit hadˆtwoˆ(2)ˆCertified Nurses Assistants for the
nightˆshift. Theˆ4thˆfloor hadˆone (1) Licensed Practical Nurse on the evening shift andˆone
(continued on next page)
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(1)ˆCertified Nurse Assistant for the night shift.ˆ

On 03/04/2026,ˆthe 4thˆfloor had one (1) Licensed Practical Nurse on the evening shift.ˆ

On 03/05/2026,ˆthe 2ndˆfloor Rehabilitation unit had two (2) Certified Nurses Assistants for the night
shift. Theˆ3rdˆfloor had one (1) Licensed Practical Nurse on theˆdayˆshift.ˆThe 4thˆfloor had three
(3) Certified Nurses Assistants for the day and evening shifts.ˆ

On 03/06/2026,ˆthe 2ndˆfloor Rehabilitation unit had two (2) Certified Nurses Assistants for the night
shift.ˆTheˆ3rdˆfloor hadˆone (1)ˆLicensedˆPracticalˆNurse withˆthree (3) Certified Nurses
Assistants for the day shiftˆand oneˆ(1)ˆCertified Nurse Assistant for the night shift.ˆThe 4thˆfloor
had three (3) Certified Nurses Assistants for the day and evening shifts.ˆ

On 03/07/2026, the 2ndˆfloor Rehabilitation unit hadˆthree (3) Certified Nursing Assistants for the
evening shift andˆtwo (2) Certified Nurses Assistants for the night shift.ˆTheˆ3rdˆfloor hadˆfour
(4)ˆCertified Nurses Assistantsˆfor the day shiftˆandˆthree (3) Certified Nurses Assistants for
theˆeveningˆshift.ˆˆ

On 03/08/2026, the 2ndˆfloor Rehabilitation unit had two (2) Certified Nurses Assistants for the night
shift.ˆThe 3rdˆfloor hadˆthreeˆ(3) Certified Nurses Assistantsˆon the day shift, one (1) Licensed
Practical Nurseˆand twoˆ(2) Certified Nurses Assistants for the evening shift, andˆone (1)ˆCertified
Nurse Assistant for the night shift.ˆˆ

On 03/09/2026, the 2ndˆfloor Rehabilitation unit hadˆfourˆ(4) Certified Nurses Assistants forˆthe day
shift andˆtwo (2) Certified Nurses Assistants for the night shift.ˆThe 3rdˆfloor had one (1) Certified
Nurse Assistant for the night shift.ˆThe 4thˆfloor hadˆone (1) Licensed Practical Nurse on
theˆeveningˆshiftˆandˆone (1) Certified Nurse Assistant for the night shift.ˆ

On 03/10/2026, the 2ndˆfloor Rehabilitation unit had four (4) Certified Nurses Assistants for the
dayˆshift.ˆThe 3rdˆfloor hadˆone (1) Licensed Practical Nurseˆwith three (3)ˆCertified Nurses
Assistantsˆforˆtheˆdayˆshiftˆandˆone (1) Certified Nurse Assistantˆfor the night shift.ˆThe
4thˆfloor had one (1) Licensed Practical Nurseˆforˆthe evening shiftˆand one (1) Certified Nurse
Assistant for the night shift.ˆ

On 03/11/2026, the 2ndˆfloor Rehabilitation unit hadˆtwo (2) Certified Nurses Assistantsˆfor the
night shift.ˆˆ

On 03/12/2026, theˆ3rdˆfloor hadˆone (1) Licensed Practical Nurse with three (3) Certified Nurses
Assistants for theˆeveningˆshiftˆandˆthe nightˆnursingˆsupervisor covered as a floor nurse withˆone
(1) Certified Nurse Assistant for the night shift.ˆ

On 03/13/2026, the 2ndˆfloor Rehabilitation unit hadˆthree (3) Certified Nurses Assistants for
theˆeveningˆshift and two (2) Certified Nurses Assistants for the night shift.ˆTheˆ4thˆfloor
hadˆthree (3)ˆCertified Nurse Assistant for theˆeveningˆshift.ˆˆ

On 03/14/2026, the 2ndˆfloor Rehabilitation unit hadˆfour (4)ˆCertified Nurses Assistantsˆfor the day
shift andˆtwo (2) Certified Nurses Assistants for the night shift.ˆThe 3rdˆfloor hadˆfour (4)ˆCertified
Nurses Assistantsˆforˆthe day shift.ˆˆ
(continued on next page)
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On 03/15/2026, the 2ndˆfloor Rehabilitation unit had four (4)ˆCertified Nurses Assistants for the day
shift and two (2) Certified Nurses Assistants for the night shift.ˆThe 3rdˆfloor had four (4) Certified
Nurses Assistantsˆforˆthe day shift and one (1) Licensed Practical Nurse with three (3) Certified
Nurses Assistants for the evening shift.ˆThe 4thˆfloor had four (4) Certified Nurses
Assistantsˆforˆthe day shift and one (1) Certified Nurse Assistant for the night shift.ˆ

On 03/16/2026, the 2ndˆfloor Rehabilitation unit hadˆtwo (2)ˆCertified Nurses Assistants for
theˆnightˆshiftˆand two (2) Certified Nurses Assistants for the night shift.ˆTheˆ3rdˆfloor hadˆone (1)
Licensed Practical Nurse with three (3) Certified Nurses Assistants for the evening shiftˆandˆone
(1)ˆCertified Nurse Assistantˆfor the night shift.ˆThe 4thˆfloor hadˆone (1) Certified Nurse Assistant
for the night shift.ˆ

On 03/17/2026, the 2ndˆfloor Rehabilitation unit had two (2)ˆCertified Nurses Assistants for the night
shift.ˆ

10 New York Codes, Rules, and Regulations 415.12(h)(1)(2)ˆˆˆ
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Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments,
separately locked, compartments for controlled drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, record review, and interviews conducted during the survey, the facility failed to ensure
drugs and biologicals were labeled and storedˆin accordance withˆprofessional standards of practice.
Specifically, (a.)ˆforˆeight (8)ˆresidentsˆ(Resident #sˆ2,ˆ6,ˆ23,ˆ45, 50,ˆ93,
118,ˆandˆ137),ˆmedications were left at resident bedsides without ordersˆand/orˆevaluations
indicating residents were capable of self-administration;ˆ(b.) insulin pens were not individually
stored, separating resident pens from comingling;ˆand (c.)ˆTylenol and Senna (an over-the-counter
herbal stimulant laxative used for short-term relief of constipation) pills were loose in medicine cups
in one (1)ˆmedication cart on the Unit four (4).

This isˆevidencedˆby:ˆˆ

ˆA facility policy titled Medication Storage, undated, documented that medications must be storedˆin
accordanceˆwithˆmanufacturer's specifications and secured in locked storage areas in compliance
with State and Federal requirements and accepted professional standards of practice. Access to
medications was limited to only authorized personnel.ˆStorage areas may include, but were not
limited to, drawers, cabinet, medication rooms,ˆrefrigeratorsˆand carts.ˆˆ

A facility policy titled Medication Pass Policy, undated, documentedˆin pertinent part,ˆdo not pre-pour
medications: administer them as they were prepared; alwaysˆobserveˆresident until they have
swallowed allˆmedicationsˆthat have been administered. Do not leave medication inˆmedicationˆcup
at the bedside or on tableside.ˆˆˆ

ˆA facility policy titled Self-Administration,ˆlast revised 10/2024, documentedˆto maintain the
residents' rights to maintain a high level of independence, residents who requestedˆto self-administer
medicationsˆwere permitted to do so if the center's self-evaluation hadˆdetermined that
theˆpracticeˆwould be safe for the resident and thereˆwas a healthˆcareˆprovider's order to
self-administer medication(s)/treatments.ˆThe documented procedures were, in pertinent part,ˆ(1) If
the resident requestedˆto self-administer medications, a Self-Administration Evaluationˆwas
completed by the licensed nurse to evaluate the resident's safety and understanding of their
medication/treatments;ˆ(2) If the evaluation determines itˆwas safe for the resident to
self-administer, the licensed nurse wouldˆobtain an order from the Healthcare Provider for
self-administrationˆfor the specific medication(s)/treatments;ˆandˆ(3) Upon obtaining the order for
the medication/treatment the licensed nurse wouldˆinstruct the resident in the process of storing the
medications safely which should include a locked box.ˆˆ

ˆResident #2ˆˆ

Resident #2 was admitted to the facility with diagnoses of atrial fibrillationˆ(an irregular rapid heart
rate), hypertensionˆ(high blood pressure), aphasia following cerebral infarctionˆ(difficulty speaking
and/or swallowing after having a stroke). The Minimum Data Set (an assessment tool), dated
2/26/2026, documented the resident was usually understood, usually understood others, and was
minimally cognitively impaired.ˆˆ

During an observation on 3/10/2026 at 11:01 AM, Resident #2 was noted to have saline nasal spray
(continued on next page)
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on their bedside table.ˆˆ

During an observation on 3/16/2026 at 10:30 AM, Resident #2 was noted to have saline nasal spray
on their bedside table.ˆˆ

There was no documented evidence that Resident #2 had an evaluation that allowed for medications
at the bedside.ˆˆ

There was no documented evidence that Resident #2 had a physician order for saline nasal spray.ˆ

Resident #6ˆ

Resident #6 was admitted to the facility with the diagnoses ofˆdisplaced fracture of anterior wall of
left acetabulumˆ(a broken left hip),ˆfracture of left pubisˆ(a break in one of the small bones of the
pelvis),ˆandˆage-related osteoporosisˆ(a condition characterized by weak, fragile bones).ˆThe
Minimum Data Set, dated [DATE], documented the resident was able to understand others, be
understood, and wasˆmostly cognitively intact.ˆ

During an observation on 3/11/2026 at 8:09 AM, Resident #6 had a medication cupˆon theirˆbedside
table thatˆwasˆidentifiedˆto be Calcium Carbonateˆchewable tablet.ˆResident #6ˆstatedˆthat this
was the only pill that staff left at their bedsideˆbecauseˆthe resident preferred to take it slowly due
toˆitsˆchalkyˆtaste.ˆ

Aˆphysician orderˆdated 2/24/2026 at 7:00 AM documented Resident #6ˆwas to be givenˆCalcium
Carbonate Antacid Oral Tablet Chewable 500 milligrams,ˆgiveˆone (1) tablet by mouthˆone time a day
for osteoporosis.ˆˆ

There was no documented evidence thatˆResidentˆ#6 had a physician order to self-administer
medications.ˆ

There was no documented evidence that Resident #6ˆhad an evaluationˆto self-administer
medications.ˆ

Resident #23ˆ

Resident #23 was admitted to the facility with the diagnoses ofˆunspecified dementiaˆ(a progressive
neurological disease causing memory problems),ˆcortical age-related cataract, bilateralˆ(a condition
where clouding develops in the outer layer of the lens of both eyes), andˆiron deficiency anemiaˆ(a
blood disorder where the body lacks sufficient iron). The Minimum Data Set, dated [DATE],
documented the residentˆwas able to understand others, be understood, and was mostlyˆsignificantly
cognitively impaired.ˆ

During an observation on 3/10/2026 atˆ11:20ˆAM, Resident #23ˆhadˆa bottle ofˆRefresh
tearsˆ(lubricant eye drops) on their bedside table.ˆˆ

During an observation on 3/12/2026 atˆ1:45 PM, Resident #23 had aˆbottle of antifungal powder on
their bedside table.ˆˆ

There was no documented evidence that Resident #23 had physician orders for Refresh Tears
(continued on next page)

95335325

06/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

335325 03/18/2026

The Pines at Glens Falls Ctr for Nursing & Rehab 170 Warren Street
Glens Falls, NY 12801

F 0761

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Many

orˆantifungal powder.ˆ

There was no documented evidence thatˆResidentˆ#23ˆhad a physician order to self-administer
medications.ˆ

There was no documented evidence that Resident #23ˆhad an evaluation to self-administer
medications.ˆ

Resident #45ˆ

Resident #45 was admitted to the facility with the diagnoses ofˆretention of urineˆ(theˆinabilityˆto
fully empty the bladder, resulting in urine accumulation), hypertensionˆ(high blood
pressure),ˆandˆanemiaˆ(a condition marked by a deficiency of red blood cells). The Minimum Data
Set, dated [DATE], documented the residentˆwas able to understand others, be understood, and
wasˆmildlyˆcognitively impaired.ˆ

During an observation on 3/10/2026 at 11:25ˆAM, Resident #45ˆhad a bottle ofˆsaline nasal sprayˆon
their bedside table.ˆˆ

AˆMedication Self-Administration Safety Screen dated 5/05/2025, documented the resident wasˆable
to self-administer Ocean Spray nasal spray and keep the medication in their room.ˆ

The physician's order for Saline Nasal Solutionˆdated 7/02/2025 documented to administer one (1)
spray in each nostril every four hours as needed for dry nose.ˆ

There was no documented evidence that there was a physician order that Resident #45 could
self-administer saline nasal spray, nor keep it in their room.ˆ

Resident #50ˆ

Resident #50 was admitted to the facility with diagnoses of chronic obstructive pulmonary diseaseˆ(a
condition involving constriction of the airways and difficulty or discomfort in breathing), chronic
diastolic congestive heart failureˆ(a long-term condition whereˆthe left ventricle becomes still and
cannot relax properly to fill with enough blood),ˆandˆatrialˆfibrillationˆ(an irregular rapid heart rate).
The Minimum Data Set, dated [DATE], documented the resident was cognitively intact, could be
understood, and understood others.ˆˆ

During an observation on 3/10/2026 at 11:30 AM, Resident #50ˆhad a bottleˆsaline nasal spray on
their bedside table.ˆ

During an observation on 3/12/2026 at 1:50 PM,ˆResident #50 had a bottle of generic Flonase and
saline nasal spray on their bedside table.ˆ

During an observation on 3/16/2026 at 10:22 AM, Resident #50 was noted to have nasal sprays, Tums
(over-the-counter antacid containing calcium carbonate used to rapidly relieve heartburn, sour
stomach, acid indigestion, and upset stomach), and antifungal powder on their bedside table.ˆ

A Medication Self-Administration Safety Screen datedˆ9/16/2025, documented the resident was able
to self-administer nasal sprayˆand nasal solutionˆand keep the medication in their room.ˆ
(continued on next page)
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The physician's order for Calcium Carbonate Antacid oral tablet, dated 7/07/2025,ˆdocumented to
give two (2) tablets by mouth as needed for indigestion/heartburn.ˆ

The physician's order for Saline Nasal Solution datedˆ9/16/2025 documented to administerˆtwo (2)
spray in both nostrils two times a day for dry nares,ˆoxygen use unsupervised self-administration
able toˆself-administer.ˆ

There was no documented evidence that Resident #45 had an order for antifungal cream,ˆnorˆthat
they could self-administer the medication, nor keep it in their room.ˆ

There was no documented evidence that there was a physician order that Resident #45 could
self-administerˆCalciumˆCarbonate Antacid, nor keep it in their room.ˆ

Resident #93ˆ

Residentˆ#93 was admitted to the facility with the diagnoses of hypertensionˆ(high blood
pressure),ˆdisplaced fracture of lateral end of right clavicleˆ(a broken collarbone near the should joint
where the bone segments have shifted out of alignment), and hyperlipidemiaˆ(high cholesterol). The
Minimum Data Set, dated [DATE], documentedˆthe residentˆcould make themselves understood,
understood others and was cognitively intact.ˆˆ

During an observation on 3/16/2026 at 9:41 AM, Resident #93 was noted to have Tums antacids on
their bedside table.ˆˆ

There was no documented evidence that Resident #93 had physician orders forˆTums or antacids in
general.ˆ

There was no documented evidence thatˆResidentˆ#93 had a physician order to self-administer
medications.ˆ

There was no documented evidence that Resident #93 had an evaluation to self-administer
medications.ˆ

Resident #118ˆ

Resident #118 was admitted to the facility with the diagnoses ofˆobstructive sleep apneaˆ(a serious
sleep disorder where breathing repeatedly stops and starts because throat muscles relax too much,
causing the airway to collapse),ˆcongestive heart failureˆ(a weakness of the heart that leads to a
buildup of fluid in the lungs and surrounding body tissues), andˆchronic painˆ(unresolvable pain). The
Minimum Data Set, dated [DATE], documentedˆthe resident could make themselves understood,
understood others and was cognitively intact.ˆ

ˆDuring an observation on 3/10/2026 at 11:40 AM, Resident #118ˆhad a bottle saline nasal spray on
their bedside table.ˆ

ˆDuring an observation on 3/12/2026 atˆ2:00ˆPM, Resident #118ˆhad a bottle saline nasal spray on
their bedside table.ˆ

A physician's orderˆdated 8/21/2025 documented Resident #118 was to receive saline nasal solution,
(continued on next page)
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two (2) sprays in each nostril every 12 hours as needed for dry nasal passages.ˆThere was no
documented evidence in the order that the resident was able to keep the medication at the bedside.ˆ

ˆA Medication Self-Administration Safety Screen datedˆ8/18/2025, documented the resident was
able to self-administer nasal spray andˆIcy Hot topical analgesic sprayˆand keep the medication in
their room.ˆ

ˆThe was no documented physician order for Icy Hot topical analgesic sprayˆfor Resident #118.ˆˆ

Resident #137ˆ

Resident #137 was admitted to the facility with diagnoses of atrial fibrillation (a rapid uncontrolled
heart rate), chronic pain (unrelieved pain),ˆandˆgastro-esophageal reflux disease without esophagitis
(a form of heartburn withoutˆvisibleˆdamage toˆtheˆesophagus). The Minimum Data Set, dated
[DATE], documented the resident could make themselves understood, understood others and was
cognitively intact.ˆˆ

ˆ During an observation on 3/12/2026 at 9:38 AM, Resident #137 was noted to have Refresh tears eye
drops on their beside table. Resident #137ˆstatedˆat that time that their family had brought it in for
them and they did not have a physician order for it.ˆˆ

ˆThere was no documented evidence that Resident #137ˆhad physician orders forˆRefresh Tears eye
drops.ˆ

ˆThere was no documented evidence that Resident #137ˆhad a physician order to self-administer
medications.ˆ

ˆThere was no documented evidence that Resident #137ˆhad an evaluation to self-administer
medications.ˆ

ˆDuring observations onˆ3/13/2026ˆatˆ10:07 AM,ˆLantus insulin pens for multiple residents were
noted to be loose in the top drawer of theˆSouth sideˆmedication cartˆof Unit three (3).ˆThe pens and
caps were noted to beˆlabeled;ˆhowever,ˆthey were not in individual bags allowing multiple resident
insulin pens to touch each other and created the opportunity for them to cross contaminate each
other.ˆˆ

ˆDuring an interview on 3/13/2026 at 10:10 AM, Licensed Practical Nurse #11ˆstatedˆthat they did
not know that insulin pens needed to be separatedˆso they were not touching.ˆˆˆˆ

ˆDuringˆobservations onˆ3/13/2026ˆatˆ10:53ˆAM,ˆLantus insulin pens for multiple residents were
noted to be loose in the top drawer of the North side medication cart of Unitˆthree (3).ˆThe pens and
caps were noted to beˆlabeled;ˆhowever,ˆthey were not in individual bags allowing multiple resident
insulin pens to touch each other and created the opportunity for them to cross contaminate each
other.ˆˆˆˆ

During an interview on 3/12/2026 at 11:00 AM, Licensed Practical Nurse #2ˆstatedˆthat they knew
the pensˆneededˆto be labeled but did not know they needed to be stored separately.ˆˆ

ˆDuring observations onˆ3/13/2026ˆatˆ10:46 AM,ˆtwo (2) medication cups were noted to
(continued on next page)
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beˆobservedˆin the top drawer of the South side medication cart on Unit four (4). One medication cup
had Tylenolˆwritten in black ink on the side and was full of white tablets. The other medication cup
had Senna written in black ink on the side and was half full of orange tablets.ˆˆ

During an interview on 3/13/2026 at 10:50 AM, Licensed PracticalˆNurse #7ˆstatedˆthat the pills
were Tylenol and Senna but that they had not placed the medication cups with pills in the top drawer
of the cart. When asked if they hadˆbeen assigned to the cart since 6 AM that morning, Licensed
Practical Nurse #7ˆstatedˆthat they had. Licensed Practical Nurse #7 removed the cups from the top
drawer and disposed of the medications.ˆˆ

During an interview onˆ3/13/2026ˆatˆ10:56 AM, Licensed Practical Nurseˆ#6ˆstatedˆthat residents
had to have an order to keep medications at their bedside. If Licensed Practical Nurse #6ˆfound
medications in a resident's room,ˆthey would remove them and let the unit manager know.ˆˆ

During an interview onˆ3/17/2026ˆatˆ10:00 AM, Registered Nurse #ˆ4ˆstatedˆthat to have
medications at the bedside, a resident needed to have an evaluation done for competency. The
resident's mental capacity would be lookedˆatˆandˆthe provider would need to be involved.ˆIf the
residentˆwasˆdeemedˆcapable and the physician wrote an order to have them, residents could keep
medications in their room.ˆRegistered Nurse #4ˆstatedˆthat there were two (2) or three (3) residents
that were able to keep medications in their room.ˆˆ

During an interview onˆ3/17/2026ˆatˆ10:21 AM, Licensed Practical Nurse #8ˆstatedˆthatˆif they
found medications at the bedside, they would confiscate them and given them to the supervisor.
Licensed Practical Nurse #8ˆstatedˆthatˆresidents need a physician order to have medications at the
bedside. Eye drops and nasal sprays were the only things that were usually left at the
bedside.ˆLicensed Practical Nurse #8ˆstatedˆthatˆthey were unsure if there was an evaluation
involved or if anyˆcurrentˆresidents on theˆunitˆhad the ability to haveˆmedicationsˆat the
bedside.ˆˆˆ

During an interview on 3/17/2026 at 11:20 AM, Licensed Practical Nurse #2ˆstatedˆthatˆsaline nasal
sprays needed to have a physician order and should be kept in the medication cart. Any antifungal
powders should haveˆan order, should have the resident's name onˆthem, and should be kept in the
medication cart.ˆˆ

During an interview on 3/18/2026ˆ11:15 AM, Director of Nursing #1 stated that if a resident
hadˆmedicationsˆat the bedside, they should have had an evaluation toˆdetermine if they were
capable of self-administration, a physician order to self-administerˆthe specific medication
theˆresidentˆwas evaluated for, the medication should be kept in a locked drawer, not loose on the
bedside tables, and there should be a care plan associated with the medication that the resident was
self-administering.

10 New York Codes, Rules, and Regulations 415.18(d)ˆ
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