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F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
video surveillance, record review, and interviews conducted during the Abbreviated Survey (2595161), the 
facility did not ensure that residents were free from abuse, neglect, and mistreatment for 1(Resident #1) of 3 
residents reviewed for abuse. Specifically, on 08/19/2025 at 11:55 PM, video surveillance reviewed revealed 
interaction between resident #1 and Licensed Practical Nurse #1. Resident #1 was seated in their wheelchair 
in the doorway of their room while Licensed Practical Nurse #1 was at the medication cart with their back 
turned to Resident #1. Licensed Practical Nurse #1 is seen turning around and began a verbal exchange 
with Resident #1. Licensed Practical Nurse #1 is seen moving behind Resident #1's wheelchair and attempt 
to hold Resident #1's hand down and force him back into their room. Resident #1 is seen resisting. Licensed 
Practical Nurse #1 continued attempting to pull Resident #1 while seating in their wheelchair into their room.
The Findings Include: Resident #1 was admitted with diagnosis including but not limited to aphasia, cerebral 
infarction, and hemiplegia and status post revision of right total knee arthroplasty due to chronic loosening of 
joint. The 7/20/25 Discharge Minimum Data Set indicated that Resident #1 had moderately impaired 
cognition was independent with eating and bed mobility, required supervision and set up assistance with 
transfers and toileting, and was independent with wheelchair mobility. Video Surveillance footage with no 
audio dated 08/19/2025, timestamped at 11:55 PM, was reviewed by surveyors in the presence of the 
Director of Human Resources and the Director of Nursing on 08/25/2025 at 1:26 PM. The footage showed 
Resident #1 seated in their wheelchair in the doorway of their room while Licensed Practical Nurse #1 stood 
at the medication cart with their back turned to Resident #1. Licensed Practical Nurse #1 turned around and 
engaged in a verbal interaction with Resident #1. Resident #1 was observed moving closer to Licensed 
Practical Nurse #1, both using hand gestures during the exchange. Resident #1 stood up from their 
wheelchair and sat back down. Shortly after Licensed Practical Nurse #1 was seen moving behind Resident 
#1's wheelchair and attempted to hold Resident #1's hand down and force him back into their room. Resident 
#1 was seen resisting and holding on to the frame of the doorway, however, Licensed Practical Nurse #1 
continued to attempt to forcefully pull the resident, while the resident was seated in the wheelchair, into the 
room by holding onto the resident's hands and shoulders, despite the resident resisting. The Investigation 
Summary dated 08/20/25 documented that at approximately 12:30 AM, a reported interaction in which 
Licensed Practical Nurse #1 was observed by Certified Nurse Aide #1 speaking loudly to Resident #1 and 
allegedly pulling the resident by the shoulders while maneuvering their wheelchair backwards. Resident #1, 
experiencing pain, requested their scheduled pain medication from Licensed Practical Nurse #1 while they 
were administering medications to other residents. Licensed Practical Nurse #1 instructed Resident #1 to 
wait in their room until they complete their medication pass. Resident #1 became upset and positioned 
themself in their wheelchair at the doorway of their room approaching Licensed Practical Nurse #1. Licensed 
Practical Nurse #1 reported that they stepped away for safety, moved behind the resident's wheelchair, and 
attempted to assist Resident #1 back into a seated position while reversing the wheelchair toward their room 
to clear the path for their medication cart. Licensed Practical Nurse #2 arrived in the hallway near room 
[ROOM NUMBER] and observed Licensed Practical Nurse #1 attempting to maneuver Resident #1's 
wheelchair to bypass with the medication cart. Licensed Practical Nurse #2 intervened, wheeled Resident #1 
to the side, to allow Licensed Practical Nurse #1 to proceed. During an interview on 8/25/25 at 11:44 am, 
Resident #1 stated that they were sitting in their doorway in a wheelchair and requested their pain 
medication from the nurse. The resident stated that the nurse appeared very upset and refused to provide 
the medication. Resident #1 further stated that the nurse then began pulling their wheelchair backward, while 
holding their arms attempting to force them out of the hallway. During an interview on 8/25/25 at 11:46 AM, a 
family member of Resident #1, they reported that Resident #1 informed them they had requested pain 
medication but did not receive it promptly. The family member stated that the nurse refused to provide the 
residents' pain medications and put their hands on Resident #1 without their permission. During an interview 
on 08/25/2025 at 12:35 PM, Certified Nurse Aide #1, they stated that they heard yelling in the hallway and 
identified raised voices from both Licensed Practical Nurse #1 and Resident #1. They heard Licensed 
Practical Nurse #1 instruct Resident #1 to return to their room and told them that they could not administer 
the pain medication, and that the night nurse would provide them with their medication. Certified Nurse Aide 
#1 further stated that they observed Licensed Practical Nurse #1-wheel Resident #1 backwards into their 
room and continued to hear yelling. Certified Nurse Aide #1 stated they notified the night nurse of what was 
occurring between Resident #1 and Licensed Practical Nurse #1. On 08/25/2025 at 12:58 PM, attempts were 
made to contact Licensed Practical Nurse #1 via telephone. The initial call was answered, but Licensed 
Practical Nurse #1 disconnected the call. Two additional calls were placed immediately afterward, which 
were unsuccessful. During an interview on 08/25/2025 at 1:33 PM, the Director of Nursing stated that 
Registered Nurse Supervisor on duty called them that evening to report Resident #1 was upset about not 
receiving their pain medication. After they were notified of the incident, they spoke to Licensed Practical 
Nurse #1, and they reported that they were running late with medication pass, and that multiple residents 
were requesting medications, and they were unable to provide Resident #1 with their pain medication. 
Licensed Practical Nurse #1 stated Resident #1 began yelling, and they became scared and attempted to 
bring Resident #1 back into their room. The Director of Nursing acknowledged that the incident could have 
been prevented, stating there were other ways the situation could have been de-escalated. The Director of 
Nursing further stated that Licensed Practical Nurse #1 should have assessed Resident #1 for pain and 
administered pain medication as requested or sought assistance from another nurse if they were unable to 
do so. The Director of Nursing stated that staff should never approach a resident while the resident is visibly 
upset. If a resident is upset, staff are expected to give the resident time, re-approach later, or ask another 
staff member to assist. The Director of Nursing emphasized that staff should never place their hands on a 
resident to get them to comply with a request or task if the resident is angry. During an interview on 
08/26/2025 at 11:07 AM, Licensed Practical Nurse #2 stated that when they arrived for their 12 AM-8 AM 
shift, Licensed Practical Nurse #1 was still passing medications and was near Resident #1's room. Licensed 
Practical Nurse #2 reported that while they were on the opposite side of the hallway assisting with an 
admission, Certified Nurse Aide #1 called them over. Upon arrival, Certified Nurse Aide #1 informed them 
that Resident #1 was upset because they were requesting pain medication and Licensed Practical Nurse #1 
would not provide it. Resident #1 was in their wheelchair in the hallway, yelling for their pain medications. 
According to Licensed Practical Nurse #2, Licensed Practical Nurse #1 told Resident #1 that they could not 
find the medications on the cart, but that Licensed Practical Nurse #1 did not have time to look for them 
because they were running late, and that the night shift nurse would have to give the pain medication. 
Licensed Practical Nurse #2 stated that they observed Licensed Practical Nurse #1 attempting to push 
Resident #1 back into their room while yelling, at which point Licensed Practical Nurse #2 intervened and 
told Licensed Practical Nurse #1 to stop, I will push them and give them their medication. Licensed Practical 
Nurse #2 stated Certified Nurse Aide #1also reported that Licensed Practical Nurse #1 touched Resident 
#1's arms while attempting to push the resident backward in their wheelchair into the room. Licensed 
Practical Nurse #2 reported that even after they intervened, Resident #1 continued requesting their 
medications, and Licensed Practical Nurse #1 told the resident to stop following them 10 NYCRR 415.4(b)(3)
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Respond appropriately to all alleged violations.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and interviews conducted during the Abbreviated Survey (2595161), the facility 
did not ensure that all alleged violations involving abuse, neglect, or mistreatment were thoroughly 
investigated for 1 of 3 residents reviewed (Resident #1). Specifically, on 08/19/2025 at 11:55 PM, video 
surveillance footage revealed Licensed Practical Nurse #1 engaged in a verbal interaction with Resident #1. 
Resident #1 and Licensed Practical Nurse #1 were using hand gestures during the interaction. Licensed 
Practical Nurse #1 moved behind the wheelchair and attempted to pull the resident back into their room. 
Resident #1 was seen resisting and Licensed Practical Nurse #1 continued to forcefully pull the resident 
while seated in the wheelchair, into their room. Licensed Practical Nurse #1 was seen holding the resident's 
arms and shoulders at a point despite the resident resisting. The facility's internal investigation ruled out 
abuse, neglect, or mistreatment. The facility submitted an internal investigation to the New York State 
Department of Health that ruled out abuse, neglect, or mistreatment. However, the facility internal 
investigation report did not include a review of video surveillance footage and no documented evidence that 
an interview was conducted with Resident #1's roommate, who was present in the room at the time of the 
incident.The Findings Include: The facility policy titled Abuse, Neglect, Exploitation or 
Misappropriation-Reporting and Investigating revised 05/01/2025 documented that all investigations are 
thoroughly investigated, reviews all events leading up to the alleged incident, and documents the 
investigation completely and thoroughly. Resident #1 was admitted with diagnosis including but not limited to 
aphasia, cerebral infarction, and hemiplegia and status post revision of right total knee arthroplasty (a 
procedure that replaces damaged parts of the knee with artificial components made of metal or plastic). The 
7/20/25 Discharge Minimum Data Set indicated that Resident #1 was independent with eating and bed 
mobility, required supervision and set up assistance with transfers and toileting, and was independent with 
wheelchair mobility. Resident #1 had moderately impaired cognition. The 8/20/25 Investigation Summary 
documented that at approximately 12:30 AM, an allegation arose from a reported interaction in which 
Licensed Practical Nurse #1 was observed by Certified Nurse Aide #1 speaking loudly to Resident #1 and 
allegedly pulling the resident by the shoulders while maneuvering their wheelchair backwards. Resident #1, 
experiencing pain, requests their scheduled pain medication from Licensed Practical Nurse #1 while they are 
administering medications to other residents. Licensed Practical Nurse #1 instructs Resident #1 to wait in 
their room until they complete their medication pass. Resident #1 becomes upset and positions themselves 
in their wheelchair at the doorway, approaching Licensed Practical Nurse #1. Licensed Practical Nurse #1 
later reports that they stepped away for safety, moved behind the wheelchair, and attempted to assist 
Resident #1 back into a seated position while reversing the wheelchair toward their room to clear the path for 
their medication cart. Licensed Practical Nurse #2 arrives in the hallway near room [ROOM NUMBER] and 
observes Licensed Practical Nurse #1 attempting to maneuver Resident #1's wheelchair aside to pass with 
the medication cart. Licensed Practical Nurse #2 intervenes, wheels Resident #1 to the side, and allows 
Licensed Practical Nurse to proceed. Video Surveillance footage with no audio dated 08/19/2025, 
timestamped at 11:55 PM, was reviewed by surveyors in the presence of the Director of Human Resources 
and the Director of Nursing on 08/25/2025 at 1:26 PM. The footage showed Resident #1 seated in their 
wheelchair in the doorway of their room while Licensed Practical Nurse #1 stood at the medication cart with 
their back turned to Resident #1. Licensed Practical Nurse #1 turned around and engaged in a verbal 
interaction with Resident #1. Resident #1 was observed moving closer to Licensed Practical Nurse #1, both 
using hand gestures during the exchange. Resident #1 stood up from their wheelchair and sat back down. 
Shortly after Licensed Practical Nurse #1 was seen moving behind Resident #1's wheelchair and attempted 
to hold Resident #1's hand down and force him back into their room. Resident #1 was seen resisting and 
holding on to the frame of the doorway, however, Licensed Practical Nurse #1 continued to attempt to 
forcefully pull the resident, while the resident was seated in the wheelchair, into the room by holding onto the 
resident's hands and shoulders, despite the resident resisting. The investigative summary dated 08/20/2025 
documented that there is no evidence that any alleged abuse, neglect, or mistreatment had occurred. 
Review of the Investigative Summary dated 08/20/2025 by surveyors during onsite visit revealed no 
documented review of the camera footage following the incident on 8/20/25 where the facility concluded that 
abuse did not occur. During an interview on 08/25/2025 at 5:24 PM, the Director of Nursing stated they 
reviewed the video surveillance footage on 08/20/2025 after the alleged abuse incident occurred on 
08/19/2025. The Director of Nursing stated the footage showed Licensed Practical Nurse #1 having a verbal 
exchange with Resident #1, using hand gestures, and then moving behind Resident #1's wheelchair and 
holding on to their arms and shoulders to pull the resident backwards into their room while the resident was 
resisting. The Director of Nursing acknowledged that the video surveillance camera footage was not included 
in the facility's investigation summary. The Director of Nursing stated that they were rushing to submit the 
5-day report to the Department of Health and that it is their fault that they forgot to document the camera 
footage in the investigation summary, and that the video surveillance camera footage should have been 
included to make the final determination of ruling out abuse. During an interview on 09/12/2025 at 9:38 AM, 
the Administrator stated that they were on vacation and that the Director of Nursing conducted most of the 
investigation into the incident that occurred on 08/19/2025. The Administrator stated that they, along with the 
Director of Nursing, reviewed the video surveillance footage as soon as they were made aware of the 
incident; however, the Administrator was unable to recall the exact date and time the footage was reviewed. 
The Administrator stated that the review of the video surveillance footage should have been included in the 
facility's investigation and that its omission was likely an oversight and not intentional. The Administrator 
stated that it is the facility's normal practice to include video surveillance footage in investigations, particularly 
when the location of the incident is in an area where cameras are present. The Administrator further stated 
that while on vacation, the Director of Nursing sent them the investigation summary to review, but they did 
not notice that the camera footage had not been included as part of the evidence used to make their final 
determine to rule out abuse. They stated they could recall if Resident #4 was interviewed. The facility uses a 
standardized statement form to gather information from staff and residents during investigations. Resident #4 
should have been interviewed. 10 NYCRR 415.4(b)(3)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide safe, appropriate pain management for a resident who requires such services.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and interviews conducted during the Abbreviated Survey (2595161) the facility 
did not ensure that residents received the treatment and care in accordance with professional standards of 
practice, comprehensive care plan and the resident's choices for 1 (Resident #1) of 3 residents reviewed for 
pain. Specifically, Resident #1 had a Physician's order for Oxycodone HCL 5 mg orally every 6 hours as 
needed for pain. Resident #1 on 08/25/2025 revealed on 8/19/2025, they requested their pain medication 
from Licensed Practical Nurse #1 around 11:54pm because they were in pain. Resident #1 did not receive 
their pain medication. Resident #1 received their next dose of pain medication at 1:28AM on 08/20/2025, 
approximately eight hours and thirty-four minutes after the previous administration.The findings are:The 
facility policy titled Pain Assessment and Management revised on 06/2024 documented assessing pain using 
a consistent approach and a standardized pain assessment instrument appropriate to the resident's cognitive 
level. Ask the resident if he/she is experiencing pain.Resident #1 was admitted with diagnosis including but 
not limited to aphasia, cerebral infarction, and hemiplegia and status post revision of right total knee 
arthroplasty (a procedure that replaces damaged parts of the knee with artificial components made of metal 
or plastic.The Discharge Minimum Data Set, dated [DATE] indicated that Resident #1 had moderately 
impaired cognition. The Hospital Discharge summary dated [DATE] documented that Resident #1 had a total 
knee arthroplasty revision on 07/30/2025.Review of the 08/19/2025 Physician's Order documented that 
Resident #1 was to receive Oxycodone HCL 5 mg orally every 6 hours as needed for pain. Review of the 
August 2025 Medication Administration Record documented that Resident #1 last received their pain 
medication on 08/19/25 at 4:54 PM. The Medication Administration Record further documented that Resident 
#1 received their next dose of pain medication on 08/20/25 at 1:28 AM, approximately eight hours and 
thirty-four minutes after the previous administration. Resident #1 initially requested their pain medication on 
08/19/25 at 11:55 PM. During an interview on 08/25/2025 at 11:44 am, Resident #1 stated that they were 
sitting in their doorway in a wheelchair and requested their pain medication from Licensed Practical Nurse #1 
due to having significant knee pain. Resident #1 stated that Licensed Practical Nurse #1 appeared very 
upset and refused to administer their pain medication. Resident #1 further stated that the nurse then began 
pulling their wheelchair backward, while holding their arms attempting to force them out of the hallway.During 
an interview on 08/25/2025 at 11:46 AM, a family member of Resident #1 reported that Resident #1 informed 
them they had requested pain medication but did not receive it promptly. The family member stated that the 
nurse refused to provide the resident's medications, and they were very concerned due to their recent knee 
surgery.During an interview on 08/25/2025 at 12:35 PM, Certified Nurse Aide #1 stated they heard yelling in 
the hallway and recognized raised voices from both Licensed Practical Nurse #1 and Resident #1. Certified 
Nurse Aide #1 reported hearing Licensed Practical Nurse #1 instruct Resident #1 to return to their room and 
told them that they could not administer their pain medication and that the night nurse would provide them 
with their pain medication because they were running late on their medication pass and needed to finish in 
order to go home.During an interview on 08/25/2025 at 1:33 PM, the Director of Nursing stated that Licensed 
Practical Nurse #1 reported being behind with medication administration and that multiple residents were 
requesting medications. The Director of Nursing acknowledged that Licensed Practical Nurse #1 did not 
provide Resident #1 with their requested pain medication. The Director of Nursing further stated that 
Licensed Practical Nurse #1 should have assessed Resident #1 for pain and administer the pain medication 
as ordered by the physician and as requested by the resident.During an interview on 08/26/2025 at 11:07 
AM, Licensed Practical Nurse #2 stated that upon arrival for their 12:00 AM-8:00 AM shift, Licensed Practical 
Nurse #1 was passing medications near Resident #1's room. Licensed Practical Nurse #2 stated that 
Resident #1 was in their wheelchair in the hallway, yelling at Licensed Practical Nurse #1 for their pain 
medications. According to Licensed Practical Nurse #2, Licensed Practical Nurse #1 told Resident #1 they 
were running late and did not have time to administer their pain medications. Licensed Practical Nurse #2 
stated that Resident #1 frequently complained of pain related to a recent total knee surgery and that they had 
never observed the resident become upset about not receiving medications. Licensed Practical Nurse #2 
stated they did not observe Licensed Practical Nurse #1 assess Resident #1 for pain. Licensed Practical 
Nurse #2 further stated that they did not receive the medication cart keys from Licensed Practical Nurse #1 
until after 1:00 AM on 08/20/2025. After receiving the keys, Licensed Practical Nurse #2 stated they 
assessed Resident #1 for pain and administered their prescribed pain medication at 1:28 AM.10 NYCRR 415.
12
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