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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, record review, and interviews conducted during an abbreviated survey 
(NY00369908/728066), the facility failed to protect a resident's right to be free from the misappropriation of 
resident property and/or exploitation. This was evident for one out of nine residents (Resident #9) reviewed 
for personal property. Specifically, on 01/23/2025 at 7:10 AM, when counting narcotics (pain relieving) 
medications, Registered Nurse #1 reported a blister pack containing thirty Oxycodone 2.5 mg tablets that 
belonged to Resident #9 was missing from the medication cart drawer. During the facility-wide search, the 
empty medication blister pack had been torn into pieces in the shredder, and 30 Oxycodone tablets were 
missing. Additionally, Registered Nurse Supervisor #1 was seen on the facility surveillance counted the 
narcotics medications alone and then removed the medications from the medication cart drawer. The 
findings are: The facility policy and procedure entitled Abuse Prohibition Protocol, dated 01/2025, 
documented that residents must not be subject to abuse, neglect, exploitation, mistreatment, and 
misappropriation of resident's property by anyone including, but not limited to facility's staff, other residents, 
consultants or volunteers, or staff of another agency serving the individual.The facility policy and procedure 
entitled Medication Ordering/Administration and Electronic Recordation, with an approved date of 01/2025, 
documented that all controlled drugs will be counted jointly at the end of each tour of duty by licensed 
nurses. Controlled medications needed for each med pass are to be placed in a separate locked drawer of 
the med cart and returned to the locked drug cabinet in the medication room after the med pass is 
completed. Resident #9 was admitted to the facility with a diagnosis including Humerus Fracture, Anxiety, 
and Depression. The Minimum Data Set (a resident assessment tool) dated 12/27/2024, documented that 
Resident #9 had intact cognition. A Physician Order dated 01/02/2025 documented an order for Oxycodone 
5 milligrams, give 2.5 mg (1/2 tablet) by mouth every six hours as needed for pain. An image with the torn 
top part of the blister pack labeled one of two of Resident #9's Oxycodone 5 mg 1/2 tablets=2.5 milligrams 
revealed holes in all 30 blisters A review of the facility's investigation dated 01/29/2025 documented that 
during count narcotics medication on 01/23/2025 at 7:10 AM, the day Registered Nurse #1 reported a blister 
pack of thirty Oxycodone 2.5 mg tablets and a blue narcotic count sheet was missing from the third-floor 
medication cart drawer. Registered Nurse #1 had worked the day prior and identified that two blister packs 
were present on 01/22/2025 at 03:00 PM. Registered Nurse #1 immediately contacted the Assistant Director 
of Nursing. Registered Nurse #2, who worked on 01/22/2025 3-11shift, recalled last seeing both blister packs 
at 10:30 PM, prior to being counted by Registered Nurse Supervisor #1. The Assistant Director of Nursing 
attempted to call Registered Nurse Supervisor #1 for any information, but Registered Nurse Supervisor #1 
told them they would call back. The search was done on the third-floor medication carts, the medication 
room, and the garbage. Searches were expanded to all other nursing units immediately, with verification of 
all controlled substance counts. The blister pack was not found at that time. The nursing office was checked 
for the missing blister pack. The Director of Nursing reviewed video surveillance of the third unit nursing of 
the prior night, and it was noted that Registered Nurse Supervisor #1 counted narcotic medications on the 
third floor alone. Registered Nurse Supervisor #1 was seen entering the elevator to leave the third floor with 
what appeared to be a blue sheet of paper wrapped around a blister pack. Registered Nurse Supervisor #1 
was also noted to be walking in the Nursing Wing hallway and entering the Nursing office. At approximately 
1:30 pm, the Assistant Director of Nursing checked shredder boxes in the Nursing wing and located above a 
missing blister pack with all thirty pills punched out. The blister pack label had been cut from the pack, and 
the blue sheet was found shredded into pieces. Three additional torn blue count sheets for oxycodone were 
found with no corresponding blister packs. Upon further interviews with nursing staff, it was relayed that 
Registered Nurse Supervisor #1 would offer to count on the third floor 3-11 shift, so that the nurses could 
leave if an 11-7 nurse were going to arrive late. Also, it was stated Registered Nurse Supervisor #1 would 
ask to collect controlled substances from the third floor for discharged residents. This was not a job 
responsibility of Registered Nurse Supervisor #1, 3-11 shift supervisor, nor did they follow the proper 
protocol for removing controlled substances per policy. Interviews with nurses revealed that they had given 
Registered Nurse Supervisor #1 the keys to count as requested because Registered Nurse Supervisor #1 
was their supervisor. A Registered Nurse #4's Written Statement #1, dated 01/23/2025, documented that on 
01/22/2025, they saw the evening supervisor holding a blister pack with paper in their hands at the nursing 
station. A Registered Nurse #4 ‘s Written Statement #2 dated 01/23/2025, documented that last week, 
Registered Nurse Supervisor #1 came to the unit to collect discharged narcotics. On two other separate 
occasions, Registered Nurse Supervisor #1 had come to them and collected discontinued narcotics on the 
3rd floor. A Surveillance Video was reviewed with the Director of Nursing on 06/13/2025 at 1:50 PM. 
According to the Director of Nursing, the Surveillance Video was recorded in real-time. The Surveillance 
Video Camera showed that on 01/22/2025 at 11:00 PM, Registered Nurse Supervisor #1 opened the 
medication cart, took out the Controlled Substance Sheet and blister pack, wrapped the blister pack in the 
Controlled Substance Sheet, and walked away holding it in their hand. There was an unsuccessful attempt to 
contact Registered Nurse Supervisor #1 via phone on 06/23/2025 at 1:50 PM. During a telephone interview 
on 06/26/2025 at 1:27 PM, Registered Nurse # 2 stated they worked on 01/22/2025, 3-11 shift and at 
approximately 10:55 PM, Registered Nurse Supervisor #1 came to the floor and told them and another 
Registered Nurse that they could count out their narcotics if they wanted to leave because the incoming 
nurse was late. Registered Nurse # 2 stated they gave the key from the narcotic box to Registered Nurse 
Supervisor #1, who counted their narcotic medications alone at the medication cart. Registered Nurse # 2 
stated they did not see Registered Nurse Supervisor #1 counting narcotic medications. Registered Nurse #2 
stated that it was not permissible, and they should have counted the narcotic medication with Registered 
Nurse Supervisor #1 in the medication room as per facility policy. Registered Nurse #2 stated it happened for 
the first time with them. Registered Nurse #2 also stated that when Registered Nurse Supervisor #1 finished 
counting their narcotics, they came over to the nursing station, took the key from another Registered Nurse, 
and went to count on another medication cart. Registered Nurse #2 stated they did not notice anything in the 
Registered Nurse Supervisor #1's hands at that time because they did not pay attention. Registered Nurse 
#2 stated that the next day, they were informed that 30 tablets of Oxycodone were missing from their 
medication cart. Registered Nurse #2 stated they were re-serviced on narcotic counting. During a telephone 
interview on 06/16/2025 at 12:15 PM, Registered Nurse #3, who worked on 01/22/2025 during the 11 PM to 
7 AM shift, Registered Nurse Supervisor #1 informed them that medications were already counted. 
Registered Nurse #3 stated they still counted narcotics in the medication cart with the leaving nurse, who 
was still present. Registered Nurse #3 stated they were supposed to count narcotics in the medication room, 
where there is a double-locked door for narcotic storage. Registered Nurse #3 stated that they did not pay 
attention to the label on the blister pack, which indicated that 1 out of 2 blister packs contained the 
medication, because the count was broken down into 30 and 30 tablets, each with a separate blue sheet 
accompanying the blister pack. At the time of counting, there was only one blister pack and one blue sheet. 
Registered Nurse #3 stated the missing 30 tablets of Oxycodone were noted when the incoming nurse 
for7:00 AM to 3 PM shift was counting with them at 7:00 AM and asked where another 30 tablets with blue 
sheets because the nurse worked prior morning shift and remembered that there was another blister pack 
with 30 tablets of Oxycodone. Registered Nurse #3 stated that the Assistant Director of Nursing was 
immediately notified, and a search was conducted, but tablets were not found. During a telephone interview 
on 07/02/2025 at 12:30 PM, Registered Nurse # 4 stated they were working on 01/22/2025, 3-11 shift, and 
saw at the end of the shift Registered Nurse Supervisor #1 was coming from the north side, carrying a blister 
pack with paper in their hand. Registered Nurse # stated they cannot say if it was a blister pack with 
narcotics that was missing because Registered Nurse Supervisor #1 always delivered narcotics to the floor. 
Registered Nurse # 4 also stated on three occasions that Registered Nurse Supervisor #1 was collecting 
discharged narcotics from them. Registered Nurse # 4 stated they knew that only the Assistant Director of 
Nursing was collecting discharged narcotics. Registered Nurse # 4 stated they asked Registered Nurse 
Supervisor #1 about it, and Registered Nurse Supervisor #1 told them that the Assistant Director of Nursing 
is out sick, and they are collecting it. Registered Nurse # stated they did not suspect anything because it was 
a supervisor, and they gave them a discontinued narcotic, and both signed it. During an interview on 
06/25/2025 at 2:42 PM, the Director of Nursing stated that on 01/23/2025, the Assistant Director of Nursing 
notified them that a 7-3 shift nurse reported missing a blister pack with Oxycodone for Resident #1 that was 
present at the end of the 7-3 shift on 01/22/2025. The Director of Nursing stated that the total amount of 
Oxycodone that was delivered was 56 half tablets in two blister packs: 26 half tablets were on one blister 
pack and 30 half tablets were in another blister pack. The Director of Nursing stated that a 30-half tablet 
blister pack was missing, along with a blue accountability sheet. The Director of Nursing stated the search 
was initiated on the 3rd floor and expanded to the entire building, but the blister pack was not found. The 
Director of Nursing stated they interviewed all nurses on prior shift 3-11 and 11-7 and discovered that 
Registered Nurse Supervisor #1 was counting narcotics on a few occasions for nurses who were leaving, 
saying that the incoming nurse was late. The nurses allowed Registered Nurse Supervisor #1 to count the 
narcotics alone at the medication cart. The Director of Nursing stated that it was against facility policy; two 
nurses must count the narcotics in the medication room and not at the medication cart. The Director of 
Nursing stated that, according to the nurses, Registered Nurse Supervisor #1 was also collecting 
discontinued narcotic medications, which was not the supervisor's responsibility. In addition, Registered 
Nurse #3, who worked on 01/22/2025 11 PM to 7 AM, did not notice that the blister pack with 30 tablets was 
missing until the morning shift started to count. The Director of Nursing stated they watched the camera and 
observed that Registered Nurse Supervisor #1 took a medication cart key from Registered Nurse #2. In 
another clip, Registered Nurse Supervisor #1 took something that looked like a blister pack wrapped in paper 
and went to the nursing office downstairs. The Director of Nursing stated that Registered Nurse Supervisor 
#1 did not respond to multiple attempts to call for information. The Director of Nursing stated that later they 
found a torn empty blister pack and a blue sheet in the shredder, along with a few other blue sheets. The 
Director of Nursing stated they notified police and the Bureau of Narcotics, and they came to investigate and 
took a copy of the camera. Based on the following corrective actions taken, there was sufficient evidence 
that the facility corrected the noncompliance and was in substantial compliance with this specific regulatory 
requirement before and during the time of this survey on 06/13/2025.The facility was cited with past 
non-compliance, and the following Plan of Correction was implemented All nursing units' cart-controlled 
substance boxes and wall cabinets were checked to be sure they were operational. All narcotic medications 
on all units were counted with no additional issues. Police were called and came to the facility. Three 
Registered Nurses were removed from the schedule as the narcotic policy was not followed for counting 
narcotic medications. Reeducation started and is ongoing on the requirement to place all narcotics in lock 
boxes in the medication room when the med pass is completed to ensure the policy on narcotics is being 
followed. The Pharmacy and Long-term solutions consultants meeting was held on 01/27/2025 to review 
current processes and policies. Meeting minutes were reviewed. Long-term solutions consultants completed 
all nursing unit inspections on 01/27/2025. Medication pass audits were conducted by Long Term Solutions 
once a month. Nursing Leadership meeting was held on 02/14/2025 with addenda included: review of 
narcotics storage /process Nursing conducted medication pass audits on all three shifts weekly. Results of 
the audit were reported to the Quality Assurance committee monthly until 100% compliance is achieved in 
one consecutive quarter. Disciplinary action for those nurses if non-compliant. Ongoing monitoring of 
controlled substance delivery, storage, administration, and destruction is to be conducted by Nursing 
leadership. Audit of controlled substance Logbook was initiated and done to ensure reconciliation from 
delivery to discontinuation, discharge, and RX drug drop box Quality Assurance Performance Improvement 
dated 03/13/2025 reviewed. 10 NYCRR 415.4(b) \
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Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interviews, and record review, conducted during an abbreviated survey (NY00374579), the 
facility failed to ensure that residents received treatment and care in accordance with professional standards 
of practice. This was evident for 1 out of 9 residents sampled (Resident #8). Specifically, on 03/09/2025 at 
approximately 5:22 AM, Certified Nursing Assistant #1 noted a small area of purpura (discoloration) on 
Resident #8's left knee and informed Registered Nurse #1. Registered Nurse #1 did not do a physical 
assessment, did not document in the medical record, and failed to inform the Medical Doctor, which resulted 
in a delay in diagnosis and treatment. On 03/10/2025, Resident #8 was transferred to the hospital due to a 
swollen left knee with discoloration and was diagnosed with a closed fracture of the Left femur (the thigh 
bone) and required surgery. Findings are:The facility's Policy and Procedures titled Notification of Resident's 
Change in Condition, dated 04/2020, documented that the Licensed Nurse /Designee assesses the resident, 
contacts the physician, and reports pertinent findings. Initiate the action indicated by the physician/physician 
extender and document in the interdisciplinary notes. The physician, physician extender, or designee notifies 
the resident's responsible party. Criteria for reporting Change in Condition, including the following, but not 
limited to injury of unknown origin, including blisters or burns, abrasion, ecchymosis, purpura, skin tears, 
laceration. Licensed Nurse notifies Nursing Supervisor of resident's change in condition and notes such on 
24-hour report, Interdisciplinary Progress Notes, and communicates changes to appropriate staff.Resident 
#8 was admitted to the facility with diagnoses that include Alzheimer's disease, Anemia, and Inflammatory 
Spondylopathies. The Minimum Data Set, dated [DATE], identified that Resident #8 had short-term and 
long-term memory problems. Certified Nursing Assistant #1's Written Statement dated 03/11/2025 
documented Certified Nursing Assistant #1 called Registered Nurse #1 to look at Resident #8's legs on 
03/09/2025. The Surveillance Video was reviewed with the Director of Nursing on 06/13/2025, at 1:30 PM. 
According to the Director of Nursing, the video was recorded in real-time. The Surveillance Video Camera #2 
revealed that on 03/09/2025 at 05:20 AM, a Certified Nursing Assistant came to the nursing station and 
gestured for Registered Nurse #1 to come with them. Registered Nurse #1 got up and went in Certified 
Nursing Assistant #1's direction and disappeared from camera view. Registered Nurse #1 returned to the 
nursing station at 05:22 AM. The Surveillance Video Camera #3 revealed that on 03/09/2025 at 05:20 AM, 
Certified Nursing Assistant #1 came out of Resident #8's room and went in the direction of the nursing 
station. Registered Nurse #1 went to Resident #8's room at 05:21 AM and came out at 05:22 AM. A Review 
of nursing notes from 03/01/2025 to 03/10/2025, there were no documented nursing notes for 03/08/2025 or 
03/09/2025.There was no documented evidence that the Medical Doctor was notified after the Certified 
Nursing Assistant brought to the Registered Nurse's attention that Resident #8 had discoloration on the left 
leg. In a Nursing Note dated 03/10/2025 at 07:19 AM, written by Registered Nurse #2, documented during 
routine care, Certified Nursing Assistant #2 reported to the writer that Resident #8's left knee was swollen, 
and bruising was observed. Diffuse ecchymosis noted to the left shin, left lateral thigh, left medial thigh, and 
back of left knee. The area is purple/blue, skin was intact. The left knee is markedly swollen. During Range 
of Motion, the resident grimaced and groaned. Tylenol 650 milligrams was given immediately. Resident #8 
was re-evaluated later and was found to be sleeping. The Medical Doctor was notified and ordered a STAT 
(immediately) X-ray of the left knee. In a Medical Provider Discharge Summary from the facility dated 
03/10/2025 documented that Resident #8 was sent to the hospital for evaluation of left leg discoloration and 
swelling. Found to have a fracture and was admitted . A review of the facility's investigation, dated 
03/17/2025, documented that on 03/10/2025 at 6:00 AM, Resident #8 was noted with left knee swelling with 
ecchymosis to the posterior knee, left lateral thigh, and left shin. Resident #8 was transferred to the hospital 
and was admitted with an Acute Distal Fracture of the femur and Diffuse Osteopenia with degenerative 
changes. Resident #8's care plan was updated on 03/07/2025 to transfer with two-person assistance. Based 
on staff statements, Certified Nursing Assistant #1 transferred Resident #8 on 03/08/2025, in the evening 
with one assist, stating that they were unaware of Resident #8's transfer status and had not checked the 
electronic medical record. On 03/09/2025 at 5:22 AM, Certified Nursing Assistant #1 noted a small discolored 
area on the Resident #8's knee and reported to Registered Nurse #1. Registered Nurse #1 reported that they 
looked at Resident #1's leg but became busy and forgot to report the incident. The facility investigated the 
incident and concluded that there was no evidence of abuse, mistreatment, or neglect. A Patient Discharge 
Instruction (hospital) dated 03/19/2025 documented a Closed Fracture of the Left Distal Femur (leg). Open 
treatment of the fracture of the distal femur. During an interview on 06/13/2025 at 3:35 AM, Certified Nursing 
Assistant #1 stated that they worked a double shift on 03/08/2025-03/09/2025 (3 PM-11 PM and 11:00 
PM-7:00 AM shifts). Certified Nursing Assistant #1 stated that they started to provide care (does not 
remember the time) and saw something wrong with the Resident #8's left leg. Certified Nursing Assistant #1 
stated they observed the knee was swollen and there was a red spot (not big) on the skin. Certified Nursing 
Assistant #1 stated that Resident #8 was crying. Certified Nursing Assistant #1 stated they immediately 
called the nurse, who came, touched the leg, and left. Certified Nursing Assistant #1 stated that Resident #8 
stopped crying, they finished care, and left. During an interview on 6/23/25 at 3:07 PM, Registered Nurse #1 
stated they worked 03/08/2025 -03/09/2025 3 PM-11 PM and 11:00 PM-7:00 AM shifts. Registered Nurse #1 
stated that Certified Nursing Assistant #1 reported to them between 9-10 PM (insisted that the time was 
correct) that they should come and see something on Resident #8. Registered Nurse #1 stated that they 
entered the room and observed Resident #8 lying on the bed, covered with a sheet. Registered Nurse #1 
stated Certified Nursing Assistant #1 opened the sheet and pointed to the right leg, under the knee, where 
there was 0.5 cm purpura, black and blue, with no swelling or skin opening. The resident did not complain of 
pain and was quiet. Registered Nurse #1 stated they were misled by Certified Nursing Assistant #1, who 
showed them the right leg, and they did not look at the left leg. Registered Nurse #1 stated that they did not 
conduct a full body assessment. Registered Nurse #1 stated they were supposed to do a full body 
assessment and document it in the resident's medical chart. Registered Nurse #1 stated they planned to put 
a notification in the Medical Doctor's book for follow-up in the morning, but it escaped their mind, and they 
forgot to put it in the Medical Doctor's book. Registered Nurse #1 stated they also forgot to notify the 
Supervisor and family as required by the facility policy. During an interview on 06/23/2025 at 4:24 PM, 
Registered Nurse #2 documented during routine care on 03/10/2025 at approximately 06:00 AM, Certified 
Nursing Assistant #2 called them to Resident #8's room to see the resident's left knee. Registered Nurse #2 
stated that they observed swelling on Resident #8's left knee and bruising on the left shin, left lateral thigh, 
left medial thigh, and the back of the left knee; the area is purple/blue. Registered Nurse #2 stated that no 
one reported a fall or trauma. Registered Nurse #2 stated that they palpated gently, and the resident 
grimaced, indicating that they were in pain. Registered Nurse #2 stated they had notified the Medical Doctor, 
and Tylenol was given with good effect. Registered Nurse #2 stated that they informed the supervisor 
immediately. Registered Nurse #2 stated they expect Certified Nursing Assistants to check and change the 
residents throughout the shift and report any changes. Registered Nurse #2 stated they are responsible for 
monitoring that staff follow the plan of care through spot checks and rounding. During an interview on 06/24/ 
2025, at 11:25 AM, the Medical Director stated that they reviewed Resident #8's x-ray and, in their 
professional opinion, the fracture was potentially pathological, related to Diffuse Osteopenia, which was also 
confirmed on the Computed Tomography. The Medical Director also stated that they are unsure if there was 
a delay in diagnosis and treatment because the staff discovered the bruise on the knee on 03/09/2025. 
Although it alone would not have necessarily triggered an X-ray order, it would have been evaluated sooner 
by a Medical Doctor. During an interview on 06/24/25 at 01:30 PM, the Director of Nursing stated that they 
were notified on 03/10/2025 at approximately 06:00 AM that Resident #8 was observed with a swollen left 
knee and discolorations. The Director of Nursing stated that during the interview with the staff and review 
camera, they discovered that Certified Nursing Assistant #1 alerted Registered Nurse #1 on 03/09/2025 at 
05:20 AM (both of them worked on 03/08/2025 -03/09/2025 3-11 and 11-7 shifts) to come and see Resident 
#8's legs. The Director of Nursing stated that Registered Nurse #1 admitted that Certified Nursing Assistant 
#1 had notified them and showed them Resident #8's right leg that had small purpura, but they became busy 
and forgot to report to the supervisor and Medical Doctor as required. The Director of Nursing stated that 
Registered Nurse #1 insisted that it was the right leg. The Director of Nursing stated that Registered Nurse 
#1 did not perform a full-body assessment and did not document the findings in the resident's medical record 
as required. The Director of Nursing stated that Registered Nurse #1, the Supervisor, and the nursing 
administration team are responsible for monitoring Registered Nurses' performance, including reporting, care 
plan, customer service daily, during rounds, and in the team meetings in the morning.The facility 
implemented corrective actions and was found to be in substantial compliance on 03/19/2025 before the start 
of the Abbreviated Survey on 06/13/2025 The facility was cited with past non-compliance, and the following 
Plan of Correction was implemented:- Resident #8's body assessment was done on 05/10/2025 and was 
transferred to the hospital.- The facility held an Interdisciplinary meeting on 03/10/2025 and 03/11/2025 to 
discuss the incident - Registered Nurse #1 was suspended for failure to report the incident timely, was 
re-educated, and was placed on a Performance Improvement Plan for 6 weeks- Registered Nurse #1's 
Performance Improvement Plan dated from 04/2025 to 05/16/2025 reviewed. - Certified Nursing Assistant #1 
was suspended for failure to follow the care plan and was re-educated on 03/20/2025 - The Physical 
Therapist was given verbal counseling for the error in transcription- All staff were in-service on Abuse, 
Neglect, Mistreatment on 03/10/2025 - All staff were in-service on Reporting a Change in 
Condition/Documentation/ Verbal communication on 03/11/2025 - All staff were in-service on following the 
plan of care dated 03/12/2025 - Rehab Education Documentation/Activity Daily Living Care Plan, revealed 
rehab staff received in-service on 03/13/2025 - In-service record with lesson plan dated 
03/15/2025-03/18/2025 documents all Certified Nursing Assistants received in-service on Checking 
Electronic Medical Record, Plan of Care, Transfer Status, Prior Care - A meeting with all Certified Nursing 
Assistants was held on 03/19/2025 with the topic Residents Safety, Certified Nursing Assistant 
Accountability, Customer Service, etc. - Audit tool and results from 03/12/2025 to 05/28/2025 reviewed.
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