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F 0578

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to 
participate in experimental research, and to formulate an advance directive.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45478

Based on record review and interviews conducted during the recertification and abbreviated surveys 
(NY00346428) from 9/5/24 to 9/13/24, the facility did not ensure 1 of 1 residents (Resident #161) reviewed 
for death, had the right to formulate advance directives. Specifically, Resident #161's Medical Orders for Life 
Sustaining Treatment were completed by Resident #161 who presented with changes in cognition, and there 
was no documentation that the physician determined the resident's capacity at the time of the Medical 
Orders for Life Sustaining Treatment completion. 

Findings include:

1) Resident #161 was admitted [DATE] with diagnoses including diabetes mellitus, status post left above 
knee amputation, osteomyelitis and rheumatoid arthritis.

The 5/21/24 Medical Orders for Life Sustaining Treatment (MOLST) form documented Do Not Resuscitate 
and Do Not Intubate, send to hospital, trial intravenous treatment, trial feeding tube and antibiotics. The 
MOLST form was not signed and documented 'resident gave verbal consent'.

The 5/30/24 Social Work Psychosocial documented the resident's cognitive status was stable, and able to 
understand and be understood. It further documented a Medical Orders for Life Sustaining Treatment was in 
place with advance directives being Do Not Resuscitate/Do Not Intubate. A Health Care Proxy was not in 
place to assist with care related decisions as needed. 

The 6/14/24 Quarterly Minimum Data Set Assessment (a resident assessment tool) documented Resident 
#161 had a Brief Interview for Mental Status score of 13 indicating intact cognition. 

The 6/19/24 care plan note documented a care plan meeting was held on 6/4/24, during the meeting the 
MOLST was reviewed with the resident. Resident representative #1 did not respond to call for care plan 
meeting. There was not a Health Care Proxy on file and resident declined completing paperwork at this time 
and expressed they hoped to return home. 

The 6/19/24 Social Work note documented Resident Representative #2 requested to be taken off Resident 
#161's contact list. 

Review of the Resident Face Sheet in the resident's record documented Resident Representative #1 was the 
primary contact and was designated as full access to protected health information.

(continued on next page)
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335404 09/13/2024

Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0578

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The 7/2/24 Social Services note documented the resident's Brief Interview for Mental Status was redone and 
the resident scored 6 (severely impaired cognition).

The 7/10/24 at 12:57 PM Psychology Note documented the resident was unable to participate in 
psychological services due to cognitive deficits, unable to engage today.

The 7/10/24 at 5:18 PM Psychiatric Evaluation documented it was an initial psychiatric evaluation and based 
on assessment the resident was psychiatrically stable. The resident had difficulty with speech but when 
taking time to offer them water, they were clear in content and orientation. Witnessed comfort care added to 
Do Not Resuscitate Medical Orders for Life Sustaining Treatment form.

The 7/10/24 Medical Orders for Life Sustaining Treatment form documented Do Not Resuscitate and Do Not 
Intubate /Comfort Measures, Do Not Hospitalize, and no intravenous treatment or feeding tube. Not signed, 
resident gave verbal consent witnessed by the social worker and psychiatric nurse practitioner.

The 7/12/24 Advance Directive Care Plan updated to Comfort Measures only, Do Not Hospitalize. 

The 7/17/24 Social Service note documented Medical Orders for Life Sustaining Treatment were updated to 
comfort care and palliative care a new Medical Orders for Life Sustaining Treatment completed, and resident 
representative made aware. 

The 7/24/24 Nursing note documented Resident Representative #1 was notified of the resident's death and 
stated they were not aware of Resident #161's deteriorating condition and was upset that the resident was 
not sent to the hospital. Explained that her Medical Orders for Life Sustaining Treatment stated do not send 
to hospital. Resident Representative #1 stated they did not approve that and wanted to know who and how it 
was done. 

(continued on next page)
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F 0578

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 9/11/24 at 4:27 PM during an interview, the Director of Social Work stated there was a Medical Orders for 
Life Sustaining Treatment previously done after admission and it was updated, stated it was Do Not 
Resuscitate/Do Not Intubate and then updated to Comfort Care/ Do Not Hospitalize. Stated the resident 
started to decline, did not want to name the the resident's representative as Health Care Proxy. Director of 
Social Work stated when they went to discuss changes to the Medical Orders for Life Sustaining Treatment 
they initially refused to speak about comfort care. Director of Social Work stated the room was a little warm, 
they engaged resident with a little water and resident perked up a little. Director of Social Work stated 
psychiatric nurse practitioner asked the resident to explain their wishes to help determine if the resident 
could make the decisions. Psychiatric nurse practitioner felt the resident was clear in their desire for comfort 
care, no pain and requested not to be hospitalized . Director of Social Work stated the resident was aware 
their medical condition was declining. Director of Social Work stated they were unsure why there were 
conflicting assessments between the psychologist and the psychiatric nurse practitioner's progress notes 
regarding the resident's cognition on 7/10/24. Director of Social Work stated when the Psychologist did their 
evaluation they were alone and the resident might have only responded better with the Psychiatric Nurse 
Practitioner and Director of Social Work because they gave the resident time to speak. Director of Social 
Work stated the nurse practitioner and Director of Nursing were on the phone with physician and they were 
talking to Resident Representative #1, when they attempted to speak to Resident Representative #1 first 
about comfort care but Director of Social Work stated they stopped them from continuing the conversation 
about the Medical Orders for Life Sustaining Treatment because the resident expressed they did not want 
the resident representative as the health care proxy and decided to use psychiatrist to assist with Medical 
Orders for Life Sustaining Treatment. 

On 9/12/24 at 1:26 PM, Psychiatric Nurse Practitioner stated that they would not have done capacity for a 
resident they met with for the first time. Psychiatric Nurse Practitioner stated the resident had delusional 
disorder. Psychiatric Nurse Practitioner stated the resident was able to say yes, when they wanted water. 
Psychiatric Nurse Practitioner stated the resident cognition was waxing and waning but the resident was able 
to say what their wishes were and did not want to be rushed off to the hospital. Psychiatric Nurse Practitioner 
stated they felt resident was very clear that day the changes were made to the Medical Orders for Life 
Sustaining Treatment .

On 9/13/24 at 3:55 PM, Director of Rehab stated resident was seen for dysphagia therapy initially. Director of 
Rehab stated when resident was declining they attempted a cognitive communication assessment but was 
unable to really participate well. Director of Rehab stated on 6/27/24 was the last time they completed a Brief 
Interview Mental Status assessment and stated they were only completed quarterly. Director of Rehab stated 
the resident was not clear enough to discuss changes in advance directives due to having fluctuating 
cognition. 
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Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0580

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45478

Based on observation, record review, and interview during the recertification and abbreviated surveys 
(NY00346428) from [DATE] to [DATE], the facility did not ensure that the designated representative of 1 of 3 
residents (#161) reviewed for notification of change was promptly informed of a change in the resident's 
declining condition and change in advance directives. Specifically, there was no documented evidence that 
the resident representative was promptly informed of the resident's change in advance directives to Do Not 
Hospitalize on [DATE] and was not notified until [DATE], and the resident expired on [DATE]. 

The finding is: 

Resident #161 was admitted with diagnoses including metabolic encephalopathy, white matter disease, and 
delusional disorder.

The [DATE] Quarterly Minimum Data Set Assessment (a resident assessment tool) documented Resident 
#161 had had a Brief Interview of Mental Status score of 13 that indicated resident cognition was intact. 

The [DATE] Social Work note documented Resident Representative #2 requested to be taken off Resident 
#161's contact list. 

Review of the Resident Face Sheet in the resident's record documented Resident Representative #1 was the 
primary contact and was designated as full access to protected health information.

The [DATE] Social Services note documented the resident's Brief Interview for Mental Status was redone 
and the resident scored 6 (severely impaired cognition).

The [DATE] Medical Orders for Life Sustaining Treatment form documented Do Not Resuscitate and Do Not 
Intubate /Comfort Measures, Do Not Hospitalize, and no intravenous treatment or feeding tube. Not signed, 
resident gave verbal consent witnessed by the social worker and psychiatric nurse practitioner.

The [DATE] Advance Directive Care Plan updated to Comfort Measures only, Do Not Hospitalize. 

The [DATE] Social Service note documented Medical Orders for Life Sustaining Treatment were updated to 
comfort care and palliative care a new Medical Orders for Life Sustaining Treatment completed, and 
Resident Representative #1 was made aware. 

The [DATE] 3:46 PM Nursing Note documented resident blood sugar was 541. A message was left for 
Designated Representative #1.

No documented evidence of further contact made with Resident #161's son regarding resident's declining 
condition. 

(continued on next page)
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Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0580

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The [DATE] Nursing note documented Resident Representative #1 was notified of the resident's death and 
stated they were not aware of Resident #161's deteriorating condition and was upset that the resident was 
not sent to the hospital. Explained that her Medical Orders for Life Sustaining Treatment stated do not send 
to hospital. Resident Representative #1 stated they did not approve that and wanted to know who and how it 
was done. 

On [DATE] at 4:27 PM during an interview, the Director of Social Work stated there was a Medical Orders for 
Life Sustaining Treatment previously done after admission and it was updated, stated it was Do Not 
Resuscitate/Do Not Intubate and then updated to Comfort Care/ Do Not Hospitalize. Stated the resident 
started to decline, did not want to name the the resident's representative as Health Care Proxy. Director of 
Social Work stated the resident was aware their medical condition was declining. Director of Social Work 
stated the nurse practitioner and Director of Nursing were on the phone with physician and they were talking 
to the Resident Representative #1, when they attempted to speak to the Resident Representative #1 first 
about comfort care but Director of Social Work stated they stopped them from continuing the conversation 
about the Medical Orders for Life Sustaining Treatment because the resident expressed they did not want 
Resident Representative #1 as the health care proxy. 

On [DATE] at 10:48 AM, during a phone interview, Resident Representative #1 stated the facility did not 
notify them of the change in Medical Orders for Life Sustaining Treatment to include do not hospitalize or the 
resident's declining condition. They stated when the resident was admitted they were instructed to call 
Resident Representative #1 if something needed to be signed as they want to read it first. They stated they 
were never informed of any Medical Orders for Life Sustaining Treatment forms. 

On [DATE] at 11:35 AM during an interview, the Director of Social Work stated the social work note dated 
[DATE] was a late entry for [DATE] and stated the Resident Representative #1 was called the day they 
updated the Medical Order Life Sustaining Treatment. The Director of Social Work stated they were very 
busy and could not get to the note done earlier. Stated they never met Resident Representative #1 and only 
spoke to them on the phone.

415.3(e)(2)(ii)(b)
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F 0582

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.

45478

Based on record review and staff interview during the recertification survey from 9/5/24 to 9/13/24, the facility 
did not ensure that residents and/or their designated representative were fully informed of their right to an 
expedited review of a service termination. Specifically, residents who received Medicare Part A services did 
not receive timely notification (2-day notification) of the termination of services with the Notice to Medicare 
Provider Non-coverage form CMS-10123. This was evident for one (1) of three (3) (Resident #43) residents 
reviewed for Beneficiary Protection Notification. 

The findings are:

Review of the medical record for Resident #43 on 09/11/2024, revealed the resident last received 
rehabilitative services on 03/26/2024 and Resident #43's designated representative was given Notice to 
Medicare Provider Non-coverage via telephone to inform them of their right to an expedited review of a 
service termination on 03/25/2024, one day prior to the termination of services.

On 9/12/24 at 6:02 PM, the Social Worker stated the reason why notice of non-coverage Notice to Medicare 
Provider Non-coverage was provided to the designated representative via telephone only 1 day prior to last 
covered day was because that was the day they were given the notice to get the signature. 

10 NYCRR 415.3 (g)
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F 0584

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to 
receiving treatment and supports for daily living safely.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50766

Based on observation, interview, and record review conducted during the recertification survey from 9/5/2024 
to 9/13/24, the facility did not ensure residents' right to a safe, clean, comfortable and homelike environment. 
This was evident during environmental observations of resident Units 1 and 2. Specifically, on Unit 2, 
resident rooms were observed with sticky floors, garbage receptacles overflowing, garbage was strewn the 
floor, and soiled adult briefs were observed lying on floor; and on Unit 1, the floor near the nursing station 
and in front of the elevator was littered with garbage, and appeared stained and the Unit 1 dining room floor 
was observed with dried spills of coffee, and breakfast trays were still on tables at 12:35 PM.

The findings are:

During observations on 09/05/24 on Unit 1, at 10:12 AM debris was on floors by the Unit 1 nursing station 
with straws, paper, caps to bottles, and other particles of dust or dirt. The floor by nursing station in front of 
elevator appeared stained and dirty. At 12:35 PM, the Unit 1 dining room floor was observed with dried spills 
of coffee, and breakfast trays left on tables after residents had completed their meals. 

During observations on 09/05/24 of resident room [ROOM NUMBER]:

- at 10:07 AM, a soiled adult brief was observed lying on the floor to the left side of the resident bed and the 
floor had garbage thrown on it and was sticky.

- at 11:08 AM, the resident was sitting on the side of the bed and a soiled adult brief and garbage were still 
present on the floor. 

- at 12:22 PM, a strong smell of urine was noticed and the resident was sitting at bedside eating lunch; a 
soiled adult brief remained on the floor.

During observations on 09/05/24 of resident room [ROOM NUMBER]:

- at 10:20 AM, the floor was littered with garbage, and the garbage receptacle was overflowing. The sink 
area was soiled with tan stains and littered with resident clothing and debris.

- at 12:27 PM, garbage was strewn on the floor, empty cans, empty food containers, the garbage receptacle 
was full and overflowing, and the floor was sticky.

During an interview on 09/05/24 at 12:08 PM, Certified Nurse Aide #16 stated that morning care had not 
been completed for all residents on their assignment due to them being overwhelmed with 30 residents to 
provide morning care for, as well as feed and assist with housekeeping. Certified Nurse Aide #16 stated 
facility was chronically understaffed and they did as much as possible during their shift but had difficulty 
completing all tasks.

(continued on next page)
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Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0584

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

During an interview on 09/13/24 12:00 PM with Administrator, they stated facility had sufficient housekeeping 
staff but felt they could benefit from additional training and oversight. They stated that they were in the 
process of hiring a new Maintenance Director. They stated that housekeeping staff was available 7:00 
AM-3:00 PM shift and 3:00 PM-11:00 PM shift.

10 NYCRR 415.29
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F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43478

Based on record review and interviews during the recertification and abbreviated surveys (NY00340278) 
from 9/5/24 to 9/13/24, the facility did not ensure residents right to be free from abuse for 1 of 3 residents 
(Resident #14) reviewed for abuse. Specifically, on 7/30/2024 Resident #14 who was known to be 
physically/verbally abusive punched Resident #45 in the stomach, and new intervention of 30-minute safety 
checks were not initiated or carried out to prevent further abuse. 

Findings include:

The undated facility policy titled abuse, neglect, mistreatment, and misappropriation of resident property 
included documentation that abuse is defined as the willful infliction of injury or intimidation with resulting 
physical pain or mental anguish. Willful is defined as meaning the individual must have acted deliberately. 
The facility leadership will assess the needs of the residents and the facility to be able to identify concerns in 
order to prevent potential abuse. The 'overview of seven components' included prevention and protection.

Resident #14 was admitted with diagnoses which included vascular dementia with behavioral disturbances, 
schizoaffective disorder, and sexual dysfunction.

The Quarterly Minimum Data Set (assessment tool) dated 3/8/24 documented severely impaired cognition, 
physical behavioral symptoms 4-6 days, verbal behavioral symptoms 1-3 days, other behavioral symptoms 
1-3 days. Resident #14 required setup with eating, dressing, transfers. Resident #14 required supervision 
with ambulation. 

The Social Work note dated 3/13/24 documented they contacted the hospital for admittance for evaluation 
after an incident with another resident, psychiatrist and physician aware. 

The Nurse's note dated 3/13/24 documented Resident #14 was making sexually inappropriate behaviors 
towards another resident.

The Nurse's note 3/14/24 documented resident was transferred to the hospital.

The Quarterly Minimum Data Set, dated dated dated [DATE] documented severely impaired cognition, 
behavioral symptoms not directed at others, no wandering. Resident #14 required supervision with transfers 
and moderate assistance with ambulation. 

The facility Accident Incident report dated 7/30/24 documented a witnessed resident to resident altercation 
where Resident #14 was the aggressor. Interventions included separate residents, monitoring every 30 
minutes for aggressor, and psychiatry consult.

(continued on next page)

719335404

02/11/2025



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      

335404 09/13/2024
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F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The Care Plan, Potential to be an Aggressor, last updated 8/27/24 documented interventions which included 
separate residents as needed, allow resident to de-escalate, refer to psych as needed. A care plan note 
dated 8/2/24, by the Director of Nursing, documented the resident-to-resident altercation incident, new 
physician's orders for Ativan (anti-anxiety medication) 1 milligram three times a day for 4 days, and that 
Naltrexone (used to manage alcohol or opiod use disorder) and Invega (antipsychotic medication) 
administration time was changed to 9:00 AM, psychiatry follow-up, and monitor resident every 30 minutes for 
safety.

No evidence of a physician's order documented monitoring every 30 minutes.

There was no documented evidence that 30 minutes monitoring was conducted.

On 9/10/24 at 9:40 AM during an interview with the Director of Nursing, they stated they could not locate any 
documented evidence that 30-minute monitoring occurred. They stated the order should have been placed.

On 9/9/24 at 9:50 AM during an interview with Licensed Practical Nurse #3, after checking Resident #14's 
chart, they stated no new order was placed on 7/30/24 for monitoring every 30 minutes. They stated they 
wrote the Accident Incident report and gathered staff statements and handed it to the Director of Nursing. 
They stated they did not have authority to update resident care plans. They stated that the Director of 
Nursing reviewed the care plans and made any new interventions. They stated they would have placed new 
orders if they had been asked to. 

On 9/10/24 at 10:18 AM during an interview, Registered Nurse Unit Manager #1 stated that the new 
intervention which was documented on the Accident Incident Report dated 7/30/24 of monitoring every 30 
minutes should have been documented in the physician's orders and should have populated in the 
Medication Administration Record, but they were unable to provide evidence that it had been documented. 
They stated the Licensed Practical Nurses did not update care plans. They stated the Registered Nurse on 
duty was responsible to review and update care plans and initiate any new interventions.

On 9/10/24 at 11:22 AM during a follow-up interview with the Director of Nursing, they stated they were 
responsible for entering the order for monitoring every 30 minutes, but they did not do so.

10 NYCRR 415.4(b)

7110335404

02/11/2025



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      
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Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

45478

Based on record review and interview conducted during the recertification and abbreviated surveys 
(NY00346428) from 9/5/24 to 9/13/24, the facility did not ensure that all alleged violations involving abuse 
and neglect were thoroughly investigated to rule out abuse/neglect and were reported to The New York State 
Department of Health for 1 of 3 residents (Resident #161) reviewed for abuse. Specifically, Resident #161 
went to a Vascular appointment on 6/24/24 and alleged abuse by a staff member when the provider inquired 
about a bruise on their forehead. The provider contacted the facility regarding the alleged abuse on 6/24/24 
and spoke to the Social Worker and Nurse Practitioner who determined the bruise was from a fall and did not 
investigate or document the allegation until 7/2/24.

The findings are: 

Resident #161 was admitted with diagnoses including diabetes, status post left above knee amputation, 
osteomyelitis and rheumatoid arthritis.

The 6/14/24 Quarterly Minimum Data Set Assessment (a resident assessment tool) documented Resident 
#161 was independent in cognition. The assessment further documented lower extremity impairment on one 
side. Resident #161 was dependent with chair and bed transfers. The assessment documented Resident 
#161 was documented to have no falls.

The 6/24/24 Vascular surgery clinic note documented Resident #161 was noted to have large bruise on their 
left forehead and was covered in feces. Upon discussion with Resident #161 they stated they were physically 
attacked at the facility where they resided. Resident #161 reported that it happened a few weeks ago but 
Resident #161 did not report it. Resident #161 stated they informed their son, although the Vascular Nurse 
Practitioner was unable to confirm. Facility was telephoned but unable to reach Nursing Director or Medical 
Director, spoke with social worker and nursing staff who reported that resident fell a few days ago but no 
documented bruise on forehead at that time and no further workup initiated. The resident had documented 
history of delusional disorders based on documentation provided by the nursing facility. Despite this the 
resident was adamant that someone attacked them at the facility and that is the reason they had a bruise on 
their head. Vascular Nurse Practitioner recommended a visit to the emergency room , but resident declined 
and requested to be sent back to the facility. 

Review of Resident #161's medical record, including nursing progress notes from 6/18/24 to 6/24/24, 
revealed no documented evidence of a bruise on the forehead. Nursing progress notes and social work 
notes dated 6/24/24 to 7/1/24 revealed no documentation regarding the call from the Vascular clinic or follow 
up when the resident alleged abuse.

(continued on next page)
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335404 09/13/2024

Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

An investigation dated 7/2/24, documented the facility received a call on 7/2/24 from the Attorney General's 
office regarding an allegation of physical abuse that was made on 6/24/24. Resident #161 went to Vascular 
appointment on 6/24/24 and the resident was noted to have a large bruise on her forehead by the Vascular 
physician. As per the consult report the bruise appeared old and the resident was not exhibiting neurological 
deficits during examination. The resident stated they were physically attacked at the facility and when asked 
if they reported the incident to the facility staff, they stated they did not tell the facility but told their son about 
it. The resident was interviewed (7/2/24) and informed the social worker that the bruise on their head was 
from falling on the ground hitting their head. When asked a second time stated, the floor hit my head. Staff 
did not witness fall but responded to roommate calling for help who observed resident on the floor. No signs 
of injury from nursing assessment. Conclusion: Based on resident, roommate and staff statements about the 
resident's alleged abuse incident, the facility is not able to substantiate if the physical assault allegation did 
occur. Resident was seen by Nurse Practitioner prior to the fall incident and stated the resident had 
intermittent confusion due to underlying onset of possible urinary tract infection. The resident's roommate 
who is alert and oriented and stated resident fell out of her bed.

The facility Nurse Practitioner's note dated 7/2/24 at 12:59 PM documented on 6/24/24 the Vascular facility 
staff called stating that they noted the resident had a large bruise on their forehead. Reportedly the resident 
told the Vascular Nurse Practitioner that they were assaulted at this facility hence the bruising. Staff at 
Vascular facility called an ambulance to transport the resident to the emergency room for neurological 
evaluation. They (facility Nurse Practitioner) advised them to hold off on transportation to the emergency 
room while they obtain more details of event from staff. Per staff, resident had an old bruise on forehead 
from a fall they sustained on 6/18/24. No suspicion or evidence of physical attack reported. The bruise on the 
forehead was light greenish in color and was almost fading away. Vascular Nurse Practitioner was made 
aware that the bruise was from a previous fall. 

When interviewed by phone on 9/10/24 at 11:29 AM, the Vascular Nurse Practitioner stated when the 
resident arrived for the Vascular consult on 6/24/24, they noticed a bruise to forehead. The Vascular Nurse 
Practitioner stated they called the facility and were told the bruise was from a fall. They stated the bruise may 
have been there for 7 days, it was hard to determine, but it was not from the same day. The Vascular Nurse 
Practitioner stated initially the resident seemed lucid in describing events but was unable to determine as the 
story progressed if the incident occurred. 

When interviewed on 9/10/24 at 11:54 AM, Licensed Practical Nurse #11 stated the resident had a fall prior 
to the appointment on 6/24/24 and the bruise was from the fall. Licensed Practical Nurse #11 stated they 
remember getting call about the bruise on resident's forehead and informed them the bruise was old from a 
previous fall. 

When interviewed on 9/12/24 at 1:04 PM, the Director of Nursing stated the reason they may not have done 
an abuse investigation was because they attributed the allegation of abuse to the resident's confusion and 
correlated the bruise with the recent fall. Director of Nursing stated they just thought the resident was 
confused and did not know why the bruise was not documented in the resident's record prior to the call from 
the Vascular Nurse Practitioner. 

(continued on next page)
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335404 09/13/2024

Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

When interviewed on 09/13/24 at 12:37 PM, the facility Nurse Practitioner stated they received the call from 
the Vascular Nurse Practitioner on 6/24/24. They spoke to staff were informed that the bruise was from a 
previous fall. They stated the resident was seen later that day and did not have a bruise at the time of fall 
and had a latent bruise. The bruise was greenish and fading. They stated the resident was not abused and 
resident was simply confused about the story.

When interviewed on 9/13/24 at 1:26 PM, Transporter #26 stated they accompanied the resident to the 
Vascular consult on 6/24/24. Transporter #26 stated the Vascular Nurse Practitioner informed them that 
resident alleged they were beat up by facility staff. Transporter #26 stated they called the Director of Social 
Work to ask them what to do and the Director of Social Work went to find a nurse manager. The nurse 
manager explained to the Vascular Nurse Practitioner that the resident had a recent fall. Transporter #26 
stated the Vascular Nurse Practitioner spoke to the Unit Manager using Transporter #26's cell phone. 
Transporter #26 stated people came to take resident to the emergency room but after the call they just 
decided to return the resident to the facility. (The facility investigation did not include a statement or interview 
with Transporter #26).

When interviewed on 9/13/24 at 1:40 PM and 2:03 PM, Registered Nurse Unit Manager #1 stated they did 
not receive a call from the Vascular Nurse Practitioner about the resident and did not assist the Director of 
Social Work. Registered Nurse Unit Manager #1 reviewed the typed statement that was included in the 
facility investigation and stated they did not give that statement.

When interviewed on 9/13/24 at 2:22 PM, the Administrator stated they were unaware of the abuse 
allegation until 7/2/24 when they received a call from the Attorney General. They stated they did an 
investigation and found out Resident #161 had a fall on 6/18/24 and an allegation of abuse at an 
appointment was a few days after fall. The Administrator stated they ruled out abuse by statements of 
residents or staff, resident never alleged abuse while at facility, and when interviewed by Director of Social 
Work, Resident #161 stated they fell , and the floor hit their head. The Administrator stated they did not feel it 
needed to be reported to New York State Department of Health as it was already reported by the Vascular 
Nurse Practitioner. The Administrator stated they were not sure if they must report every allegation of abuse. 
The Administrator stated that if an allegation of abuse was reported out of the facility, the facility must first 
validate whether or not the abuse occurred before reporting to the New York State Department of Health.
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Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
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F 0623

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide timely notification to the resident, and if applicable to the resident representative and ombudsman, 
before transfer or discharge, including appeal rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43478

Based on record review and interviews conducted during the recertification survey from 9/5/24 to 9/13/24, 
the facility did not ensure that the resident and/or resident representative were notified in writing of the 
reason for the transfer/discharge to the hospital in a language that they understood for 2 of 2 residents 
(Residents #38 and #18) reviewed for hospitalization . Specifically, Resident #38 and Resident #18 were 
transferred to the hospital and the facility could not provide evidence that a written notice of 
transfer/discharge was provided to the residents or the resident representatives.

Findings include:

The facility policy, 'Admission, Transfers, and Discharge; last revised November 26th, 2022, documented 
that when a resident is temporarily transferred on an emergency basis to an acute care facility, notice of the 
transfer may be provided to the resident and resident representative as soon as possible.

1.Resident #38 was admitted to the facility with diagnoses which included urinary tract infection, retention of 
urine, and type 2 diabetes mellitus.

The Minimum Data Set (assessment tool) discharge assessments dated 5/17/24 and 5/29/24 documented 
Resident #38 was discharged to hospital on 5/17/24 and 5/29/24.

Medical note dated 5/13/24 documented Resident #38 requested to go to hospital for evaluation status post. 

A Nursing Progres Note dated 5/18/24 documented unable to flush catheter, removed & replaced, only 
minimal drops of output. Abdominal X-Ray resulted in gross distension, resident presents with altered mental 
status, minimal urine output despite intravenous fluids, transferring to hospital.

When requested, documentation could not be provided that the facility notified Resident #38 and their 
representative in writing of the reason for the transfer to hospital on 5/17/24 or 5/29/24.

On 9/11/24 at 4:15 PM during an interview with the Director of Social Work, they stated they are not 
responsible to provide written notification to the resident and their representative for the reason for transfer to 
hospital or written notification of the facility bed hold policy. They stated that nursing is responsible.

On 9/11/24 at 4:20 PM, written notification was requested from the Director of Nursing, for the reason for 
transfer to hospital which had been provided to the resident/representative for transfers to the hospital on 
5/17/24 and 5/29/24. The Director of Nursing stated the facility does not provide written notification for the 
reason for transfer to hospital.

2. Resident #18 was admitted to the facility with diagnoses which included vascular dementia, chronic 
obstructive pulmonary disease, and muscle weakness.

(continued on next page)
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Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0623

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The Minimum Data Set (an assessment tool) discharge assessment dated [DATE] documented Resident 
#18 was discharged to hospital on 8/3/2024.

A Nursing Progress Note dated 8/3/2024 at 11:36 am documented bruising noted to right side of face. 
Resident complained of nausea and right hip pain. Nurse Practitioner made aware and new order to send 
resident to Mid [NAME] Regional Hospital and give Zofran 4 mg. 

When requested, documentation could not be provided that the facility notified Resident #18 or their 
representative in writing of the reason for the transfer to hospital.

10NYCRR 415.3 (i)(1)(ii)(a)(b)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Notify the resident or the resident’s representative in writing how long the nursing home will hold the 
resident’s bed in cases of transfer to a hospital or therapeutic leave.

43478

Based on record review and interviews during the recertification survey from 9/5/24 to 9/13/24, the facility did 
not ensure that residents or resident's representatives were notified in writing of the facility policy for bed 
hold for 1 of 2 residents (Resident #38) reviewed for hospitalization . Specifically, the resident was 
transferred to the hospital and the facility was unable to provide evidence that written notice of the facility 
policy for bed hold was given to the resident or their representative.

The findings are:

The undated facility policy, Bed Hold and Return to Facility documented that it is the policy of the facility that 
residents who are transferred to the hospital or go on a therapeutic leave are provided with written 
information about the state's bed hold duration and payment amount before the transfer. Residents and their 
representative will be provided with bed hold and return information at admission and before a hospital 
transfer or therapeutic leave.

Resident #38 was admitted to the facility with diagnoses which included urinary tract infection, retention of 
urine, and type 2 diabetes mellitus.

The Minimum Data Set (assessment tool) discharge assessments dated 5/17/24 and 5/29/24 documented 
Resident #38 was discharged to hospital on 5/17/24 and 5/29/24.

Medical note dated 5/13/24 documented Resident #38 requested to go to hospital for evaluation status post. 

Nursing note dated 5/18/24 documented unable to flush catheter, removed & replaced, only minimal drops of 
output. Abdominal X-Ray resulted in gross distension, resident presents with altered mental status, minimal 
urine output despite intravenous fluids, transferring to hospital.

When requested, documentation could not be provided that the facility notified Resident #38 and their 
representative in writing of the facility bed hold policy on 5/17/24 or 5/29/24.

On 9/11/24 at 4:15 PM during an interview with the Director of Social Work, they stated they are not 
responsible for providing notification of the facility bed hold policy to be to the resident and their 
representative. 

On 9/11/24 at 4:20 PM, written notification was requested from the Director of Nursing, for the facility bed 
hold policy which had been provided to the resident/representative for transfers to the hospital on 5/17/24 
and 5/29/24. The Director of Nursing stated the facility does not provide written notification of the facility bed 
hold policy when residents are transferred to the hospital.

10NYCRR 415.3 (i)(3)(i)(a)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

44673

Based on observation, record review and interview conducted during the recertification and abbreviated 
surveys (NY00331775) from 9/5/24 to 9/13/24, the facility did not ensure the development and 
implementation of comprehensive person-centered care plans to attain or maintain the resident highest 
practicable physical mental and psychosocial well-being for 1 of 2 residents (Resident #162) reviewed for 
dialysis. Specifically, Resident #162 did not have a care plan for dialysis.

The findings are:

The 10/2/21 Policy titles Comprehensive Care Plan documented the facility will utilize an interdisciplinary 
team approach to provide an individualized and comprehensive, resident assessment and care planning 
process to maximize and maintain every resident functional potential and quality of life. The team will update 
the comprehensive care plan to keep it current on an ongoing basis. 

Resident #162 had a diagnosis of chronic kidney disease, diabetes and obesity.

The 3/25/24 Quarterly Minimum Data Set (assessment tool) documented Resident #162 was cognitively 
intact and had renal insufficiency.

The 12/18/23 physician order documented hemodialysis on Tuesday, Thursday, and Saturday.

The 12/21/23 dialysis communication binder documented for vitals signs to be taken prior to dialysis and 
upon return from dialysis. 

The 1/21/24 physician progress note documented Resident #162 will be attending dialysis.

During a review of the Resident's medical health record, there was no documented evidence of a care plan 
to address the plan of care required for Resident #162, while they were dependent on hemodialysis. 

During an interview on 9/6/24 at 4:30 PM, the Director of Nursing stated that nursing was responsible for 
updating the care plan. The Director of Nursing stated there was no care plan addressing Resident #162 was 
dependent on dialysis.

During an interview on 9/6/24 at 4:35 PM, Registered Nurse Unit Manager #2 stated they were responsible 
for updating the resident's care plans. They stated they were passing medications frequently and sometimes 
they were unable to update the care plans. 

10 NYCRR 415.11(c)(1)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45478

Based on record review and interview conducted during the recertification survey from 9/5/24 to 9/13/24, the 
facility did not review and revise the comprehensive care plan with measurable objectives, time frames and 
appropriate interventions for 2 of 5 residents (#87, #18) reviewed for accidents. Specifically, 1) Resident #87 
had falls on 2/8/24 and 2/29/24 and the fall care plan was not updated with new interventions to prevent 
recurrence of falls, and 2) Resident #18 had a fall on 8/2/2024 and sustained a hip fracture the fall care plan 
was not updated with new interventions to prevent a recurrence.

The findings are:

1) Resident #87 was admitted on [DATE] with diagnoses and conditions including other displaced fracture of 
upper end of right humerus, subsequent for fracture with nonunion, Non-Alzheimer's Dementia, and 
Depression. 

The quarterly Minimum Data Set (resident assessment tool) dated 9/1/24 documented the resident's 
cognition was intact; the resident required partial to moderate assist for bed mobility and transfers, 
substantial to maximal assist of one person for toilet use and was occasionally incontinent of bladder. 

The 9/6/22 Fall Risk Care Plan documented resident was at increased risk for falls related to weakness and 
pain. The care plan documented the resident had falls on 3/25/23 and 2/10/24.

The 2/8/24 Nursing note documented call to resident's son and daughter to notify about fall. No answer. 

The 2/10/24 at 11:21 AM Nursing note documented a late entry for 2/8/24, the Certified Nurse Aide reported 
the resident just fell and hit their right elbow. The nurse went to investigate and the resident verbalized they 
were getting something from closet and fell . Resident #87 was seen by the nurse practitioner on unit and 
ordered x ray of right elbow. 

There were no new documented interventions on the fall care plan following fall on 2/8/24. 

There was no documented evidence of an Accident/Incident Report completed for 2/8/24.

On 9/11/24 at 11:58 AM, the Director of Nursing provided Accident and Incident Reports from for 2/29/24 and 
5/8/24, the Director of Nursing stated they could not find the incident for 2/10/24. 

On 9/12/24 at 11:46 AM, Registered Nurse Unit Manager #2 stated when a resident fell , they would asses 
the resident immediately, get their vital signs, call the physician and family. Registered Nurse Unit Manager 
#2 stated then they would update care plan. Registered Nurse Unit Manager #2 further stated if there was a 
care plan for falls, they would add new interventions. 

(continued on next page)
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On 9/13/24 at 12:22 PM, the Director of Nursing stated the care plans should be done by the unit manager, 
they were assigned to do the updates in the care plans. The Director of Nursing stated sometimes they were 
unable to come up with new care plan interventions as they were not as skilled in this area. The Director of 
Nursing stated most of the time they updated the care plans for the Unit Managers but stated they felt 
overwhelmed and could not do everything. 

2. Resident #18 was admitted to the facility with diagnoses which included vascular dementia, chronic 
obstructive pulmonary disease, and muscle weakness.

The 5/7/24 Quarterly Minimum Data Set Assessment (a resident assessment tool) documented Resident #18 
had a moderately impaired cognition. The assessment further documented no impairments on the upper or 
lower extremities. Resident #18 received supervision with chair and bed transfers. The assessment 
documented Resident #18 was continent of bowel and bladder. 

A review of the undated Comprehensive Care Plan Policy and Procedure, documented care plans are 
modified between care plan conference when appropriate to meet the resident's current needs, problems 
and goals. The care plan will be updated and revised for the following reasons: 

a. Significant change in the resident's condition

b. A change in planned intervention

c. Goals are achieved and new goals established to meet current resident needs and/or goals

d. New diagnosis, new medication, or abnormal labs

A fall risk assessment dated [DATE] documented a score of 11 and indicated Resident #18 was a high fall 
risk.

A review of the Accident/ Incident Report dated 8/2/2024 documented Resident #18 was found on their back 
close to the bathroom door. Urine was on the floor. The resident stated they slid in their own urine on the 
way to the bathroom. The resident had an abrasion to face, and 8/10 pain to the right hip. New intervention 
put in place at the time of the event included to encourage resident to call for assistance.

A Nursing progress Note dated 8/3/24 at 11:36 AM documented Resident #18 complained on nausea and 
right hip pain, the Nurse Practitioner ordered to give Zofran 4 mg tablet for nausea and transfer to the 
hospital. 

A review of the nursing progress note dated 8/4/2024 at 12:37 AM documented writer spoke with nurse at 
the hospital, Resident #18 was diagnosed with a right hip fracture and would have intramedullary nail femur 
surgery in the morning.

The Fall Risk Care Plan had no documented evidence of any new interventions added to the care plan after 
the fall on 8/2/24. The last two interventions were dated 5/24/24. The interventions included to place the bed 
in the lowest position and resident to be toileted at night.

(continued on next page)
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On 09/12/24 at 11:50 AM during an interview, Licensed Practical Nurse #4 stated they worked in the facility 
for 7 years. They stated they were not familiar with the care plan for Resident #18. They stated in the past, 
Resident #18 attempted to get out of bed without help. Licensed Practical Nurse #4 stated that during a 
medication pass and at various times throughout the day they monitored Resident #18 for safety per their 
nursing judgment, although there were not current orders to do so. Licensed Practical Nurse #4 stated they 
were not aware of Resident #18 having recent falls, but after reviewing Resident #18 medical record, 
Licensed Practical Nurse #4 stated the resident had a fall and fractured the right hip in August. Licensed 
Practical Nurse #4 stated they could not recall any new interventions put in place to prevent Resident #18, 
after the fall in August, from falling again.

415.11(c)(2)(i-iii)

50815

7120335404

02/11/2025



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      

335404 09/13/2024

Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0677

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.

50766

Based on record review, interview and observation during the recertification survey conducted from 9/5/24 to 
9/13/24, the facility did not ensure that residents received the necessary services to maintain good personal 
hygiene for 3 of 6 Residents ( Residents #45, #66, #78) reviewed for activities of daily living. Specifically, 
Resident #45, Resident #66, and Resident #78 who required staff assistance for personal hygiene and 
toileting did not receive morning cares in a timely manner. 

The findings are:

An undated Facility Policy and Procedures titled: Quality of Care documented it is the policy of Renaissance 
and Rehabilitation and Nursing Care Center to ensure that each resident receive and provided the necessary 
care and services to attain or maintain the highest practicable physical, mental and psychosocial well-being, 
in accordance with the comprehensive assessment and plan or care, in accordance with State and Federal 
Regulations. Based on the comprehensive assessment of the resident, the facility will ensure that the 
resident receives care, consistent with professional standards of practice, to prevent pressure ulcers and 
does not develop pressure ulcers unless the individual's clinical condition demonstrates that they were 
unavoidable; and a resident with pressure ulcers receives necessary treatment and services, consistent with 
professional standards of practice, to promote healing, prevent infection prevent new ulcers from developing. 

An undated Facility Policy and Procedures: The Activities of Daily Living /Maintain Abilities Policy (undated) 
documented: It is the policy of the facility to specify the responsibility to create and sustain an environment 
that humanizes and individualizes each resident's quality of life by ensuring all staff, across all shifts and 
departments, understand the principles of quality of life, and honor and support these principles for each 
resident; and that the care and services provided are person-centered and honor and support each residents 
preferences, choices, values and beliefs. Procedure: The facility will ensure a resident is given the 
appropriate treatment and services to maintain or improve his or her ability to carry out the activities of daily 
living. A resident who is unable to carry out activities of daily living will receive the necessary services to 
maintain good nutrition, grooming and personal and oral hygiene. 

1) Resident #45 has diagnoses which included cognitive communication deficiency, chronic kidney disease, 
and generalized anxiety disorder.

The 8/12/24 Quarterly Minimum Date Set assessment documented a Brief Interview for Mental Status of 6, 
indicating the resident had severe cognitive impairment. The assessment documented the Resident required 
partial to moderate assistance with personal hygiene and substantial / maximal assistance for toileting 
hygiene, shower/bath self, upper and lower body dressing, and putting on/taking off footwear.

(continued on next page)
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A Resident Care Plan titled, Activities of Daily Living: Bathing, Dressing, Personal hygiene, Toileting, 
Feeding (last updated 8/27/24), documented Resident #45 required assistance with activities of daily living 
as follows secondary to dementia and cerebral ischemia. For bathing, dressing, toileting: extensive 
assistance of 1, for personal hygiene limited assist of 1. Interventions included to assist with bathing, 
dressing, grooming needs and provide privacy. Assist with toileting needs, daily sponge bath dress 
appropriately according to season and time of day. 

A Resident Care Plan titled Urinary Incontinence and Indwelling Catheter (last updated 7/31/24) 
documented: Resident is at risk for skin breakdown, urinary tract infection, altered self-image, changes in 
behavior, and social isolation related to incontinence of bowel and bladder. Resident is unaware of/unable to 
make toileting needs know. The goals was the resident would be free of urinary tract infection and have no 
skin breakdown related to incontinence. Interventions included to assist with toileting needs, encourage fluid 
intake, monitor for signs and symptoms of urinary tract infection, hematuria, dysuria, fever, foul or cloudy 
urine, pelvic discomfort. Observed for changes in behavior or self-image or isolation, provide incontinence 
briefs.

During an observation on 09/05/24 at 11:49 AM, Resident #45 was sitting on side of bed in pajama top and 
soiled adult brief. Morning cares had not been provided and a soiled pajama bottom was on floor beside bed.

During an observation and interview on 09/05/24 at 12:08 PM, Resident #45 was standing in doorway of their 
room in pajama top with soiled adult brief falling off. Certified Nurse Aide #16 redirected the resident back to 
bedside. When interviewed at the time of observation, Certified Nurse Aide #16 stated morning cares had not 
been completed yet due to short staffing on the unit. 

2). Resident #66 has a diagnoses which included dementia, bipolar disorder, and major depressive disorder.

The 8/5/24 Annual Minimum Date Set assessment documented a Brief Interview for Mental Status of 6, 
indicating the resident had severe cognitive impairment. The Admission Minimum Data Set documented the 
Resident required partial to moderate assistance with toileting. 

A Resident Care Plan titled, Activities of Daily Living Function/Rehabilitation (last updated 8/27/24) 
documented that Resident #66 required assistance with activities as follows: bathing maximum assist, 
dressing 1 person assist, toileting minimal assist, and personal hygiene one person assist. Interventions 
included assisting with bathing, dressing, grooming, toileting needs, and to provide privacy. 

A resident care plan titled, Urinary Incontinence and Indwelling Catheter (updated 9/18/23) documented 
Resident #66 was incontinent of urine related to forgetfulness. The goals was for the resident to maintain 
continence of urine during waking hours. Interventions included to monitor labs as ordered, monitor post void 
residuals as ordered, and urology consult as needed. 

During an observation of Resident #66 on 09/05/24 at 10:07 AM, a soiled adult brief was observed lying on 
floor on the left side of resident bed. Resident #66 was sleeping in bed. 

During an observation 09/05/24 11:08 AM, Resident #66 was observed sitting on side of bed, and soiled 
adult brief remained on floor.

(continued on next page)
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During an observation on 09/05/24 at 12:22 PM, Resident #66 room had a strong smell of urine. 

3). Resident #78 was admitted with diagnoses which included dementia, insomnia, and anxiety. 

The 6/27/24 Admission Minimum Date Set assessment documented a Brief Interview for Mental Status of 3, 
indicating the resident had severe cognitive deficits. Resident required partial to moderate assistance with 
toileting. Urinary continence was documented as Resident occasionally incontinent and bowel continence 
was not rated.

A Resident care plan titled, ADL Bathing Dressing Personal Hygiene, Toileting (last updated 8/27/24) 
documented: Resident #78 required assist of 1 person assist for toileting, personal hygiene, bathing, 
dressing, and grooming. 

During an observation and brief interview with the Director of Nursing on 09/05/24 at 11:34 AM, the Resident 
was observed with feces on hands, on tray table, on floor along with torn adult brief. The resident's room 
smelled of urine and bowel movement. The Director of Nursing requested a Certified Nurse Aide to perform 
morning cares which had not been provided. The Director of Nursing stated morning cares were running late 
and that the resident would be provided with morning cares immediately.

During an interview on 09/13/24 at 11:25 AM, the Director of Nursing stated that staffing could be 
challenging, they were aware that resident cares were often completed late or not completed when certified 
nurse aide staffing was low. They stated the Licensed Practical Nurses and Registered Nurses would assist 
with cares during low staffing.

During an interview on 09/13/24 at 12:00 PM, Administrator stated that staffing was challenging and that they 
felt that staffing shortages may affect resident care in terms of wait time and that the employees that were 
present during staff shortages worked hard to cover deficits.
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Provide appropriate treatment and care according to orders, resident’s preferences and goals.

50766

Based on observation, record review, and interviews conducted during the recertification survey from 9/5/24 
to 9/13/24, the facility did not ensure the resident received treatment and care in accordance with 
professional standards of practice for 1 of 5 residents (Resident #45) reviewed for skin conditions. 
Specifically, Resident #45 was not assessed and a care plan was not put in place in a timely manner for 
changes in the Resident's skin condition. 

Resident #45's diagnoses included cognitive communication deficiency, chronic kidney disease, and 
generalized anxiety disorder.

The 8/12/24 Quarterly Minimum Date Set assessment documented the resident had severe cognitive 
impairment. The annual Minimum Data Set documented the Resident no ulcers, wounds and skin problems.

A resident care plan titled Wound Prevention / Skin Care Plan effective 10/12/2020 documented Resident 
#45 was at risk for impaired skin integrity, pressure wounds, ulcer, skin tears, etc. secondary to impaired 
mobility, vitamin deficiency dementia. The goals were the resident would maintain intact skin and would not 
develop pressure ulcers or wounds. Interventions included to moisturize dry skin, observe skin for changes in 
color, temperature, rash, irritation, loss of dermis and address promptly; weekly comprehensive skin 
assessment and documentation.

The Physician's orders documented: on 5/6/24 for Claritin 10 mg tablet, give 1 tablet once a day for allergic 
rhinitis. On 9/13/21 for weekly skin checks with intstructions to document any open areas in comment box, 
every day at 7:00 AM, 7:00 PM, and to notify Registered Nurse on duty of any skin changes immediately. 

During an observation on 09/05/24 at 11:49 AM, Resident #45 was observed sitting on side of bed in top 
portion of pajamas. Resident was scratching right shoulder and upper arm. Four red, pencil eraser sized 
open areas were observed (two on back of right shoulder, and two on right upper arm). Resident was 
observed scratching upper rear area of left leg. Two pencil eraser sized open red areas observed on upper 
rear area of left leg. 

During an observation and interview on 09/09/24 at 10:11 AM, Resident#45 was in bed resting, and 
scratching their right upper arm. The resident's roommate stated they observed Resident #45 scratching all 
weekend. Resident #45 stated they are itchy on arms and back. 

Review of Resident #45's medical record revealed no documented evidence the open areas, that the 
resident was scratching, were assessed or that the Physician/Nurse Practitioner were notified. 

(continued on next page)
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During an interview on 09/10/24 at 11:19 AM with Licensed Practical Nurse #4, they stated they had 
observed Resident #45 scratching their arms and neck in the past; it was over a month ago. They stated they 
applied A and D ointment to a scab on right neck when observed. They stated that observation occurred over 
a month ago and they did not report to Registered Nurse Unit Manager or facility Nurse Practitioner. They 
stated they believe itching was reported by another staff member (unable to name) and a medication may 
have been prescribed. They stated that reports of changes in a Resident's status observed or reported by 
Certified Nurse Aides were reported to Registered Nurse Unit Manager or facility Nurse Practitioner. 
Licensed Practical Nurse #4 stated the facility Nurse Practitioner rounds the unit daily Monday to Friday and 
as needed when a change in status is reported. They did not recall the Nurse Practitioner assessing 
Resident #45 for skin changes recently. Licensed Practical Nurse #4 stated they were not aware of a 
Resident care plan being implemented or Nurse Practitioner/Physician assessment being completed recently 
for Resident #45 in regard to skin changes and itching. 

During an interview on 09/10/24 at 03:33 PM, the facility Nurse Practitioner stated when a change in 
Resident status was reported to them, they would assess the resident as soon as possible, usually the same 
day, if Monday to Friday. They stated they did not receive a report of Resident #45 regarding skin changes or 
itching/scratching recently and therefore a skin assessment was not conducted. The Nurse Practitioner 
stated that the expectation was that floor staff would report all changes in a resident skin immediately. The 
Nurse Practitioner reported that residents were assessed at least once a month by facility Physician. 

During an interview on 9/11/24 at 11:14 AM, Certified Nurse Aide #17 stated weekly skin checks were 
completed for residents by nursing staff during showers and that Certified Nurse Aides also complete skin 
checks during cares. They stated they had observed scabs on Resident #45's right shoulder and 
itching/scratching which they reported to Licensed Practical Nurse #3 about one month ago. 

During an interview on 09/11/24 at 12:19 PM with Licensed Practical Nurse #3, they stated they believe 
Resident #45 has seasonal allergies and had Claritin and Zysol prescribed in the past. Licensed Practical 
Nurse #3 stated that all changes in a resident's condition would be reported to the facility Nurse Practitioner 
and / or Physician immediately. Skin changes requiring wound consult are reported to Director of Nursing 
and Resident would be included on facility weekly rounds. Weekly skin checks during showers were 
completed by Certified Nurse Aide and Licensed Practical Nurse on the unit. Licensed Practical Nurse #3 
stated they had not completed weekly skin check for Resident #45 in a while as they were assigned to other 
side of the unit and did not recall reports of changes in Resident #45's skin recently.
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Provide appropriate pressure ulcer care and prevent new ulcers from developing.

50766

Based on observation, record review, and interviews during a recertification survey from 9/5/24 to 
9/13/24/202, the facility did not ensure each resident received care, consistent with professional standards of 
practice, to prevent pressure ulcers for 1 of 4 residents (Resident #78) reviewed for pressure ulcers. 
Specifically, Resident #78 had care plan interventions and physicians order recommendations to offload 
heels while in bed; however, the resident was observed in bed with their heels resting directly on the 
mattress and there was no pillow on the mattress for the resident's feet.

Findings include:

Resident #78 had diagnoses which included osteomyelitis, dementia, and insomnia. 

The 6/27/24 Admission Minimum Date Set assessment documented a Brief Interview for Mental Status of 3, 
indicating the resident had severe cognitive deficits. The Admission Minimum Data Set documented the 
resident was a risk for pressure ulcers. 

The Facility policy and procedure titled, Managing Skin Integrity (dated 10/2023) documented that nursing, in 
collaboration with the health care team will assess and manage skin integrity for all patients throughout the 
stay. Patients are to be encouraged by care providers to participate to the extent possible in the care and 
prevention of skin breakdown. Plans for the maintenance of skin integrity will include the patient and family 
whenever possible and may include, but are not limited to the following: daily inspections, cleansing, and 
moisture management as needed. Patient movement and activity focused on pressure redistribution of bony 
prominences that may result in skin breakdown, recognition of early signs of skin breakdown with prompt 
interventions to minimize tissue damage. 

A physician order dated 8/30/24 documented to elevate heels off bed, and to monitor heels closely for 
changes (non-blanching areas, dark areas, blisters, etc.) each shift.

A Skin integrity Care Plan created 6/23/24 documented Resident #78 was at risk for skin breakdown related 
to Braden scale score, decreased mobility, incontinence. The goals was Resident #78 would maintain intact 
skin. Interventions included to off load heels when in bed. 

There was no documented evidence of Resident #78 refusals to off-load heel when in bed.

During observations on 9/05/24 at 11:34 AM, 09/06/24 at 09:49 AM, and 09/09/24 at 10:06 AM, Resident 
#78's bilateral heels were observed directly on the mattress, and not off-loaded on pillows or a device.

During an observation and brief interview on 09/10/24 at 10:56 AM, end of morning cares were being 
performed for Resident #78. The resident's heels were observed on the mattress, not off-loaded. During an 
interview with Certified Nurse Aide #17, they stated they were not aware Resident #78's heels should be 
off-loaded. They stated heel off-loading was not discussed during morning rounds. 

During an observation on 09/11/24 at 11:23 AM, Resident #78's bilateral heels were observed on mattress, 
not off-loaded on pillows or a device.
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During an interview on 09/10/24 10:59 AM, Certified Nurse Aide #18 stated they did not review the electronic 
medical record or inquire with nursing staff regarding heel offloading for Resident #78. They also stated they 
did not routinely check electronic medical record until approximately 11:00 AM because they started morning 
cares as soon as they arrive to work. 

During an interview on 09/10/24 at 11:27 AM, Licensed Practical Nurse #4 stated they were not aware 
Resident #78 had order for bilateral heel off-loading. They stated they did not see it on Sigma (electronic 
record system) because it did not pop up. They stated they did not receive information regarding 
heel-off-loading during change of shift rounds. They stated they did not routinely check care plans on Sigma. 

During an observation and interview on 09/13/24 at 10:18 AM with Certified Nurse Aide #18, the Sigma kiosk 
(electronic medical record used by certified nurse aide staff) was observed. There were no Certified Nurse 
Aide tasks listed regarding off-loading heels for Resident #78. Certified Nurse Aide #18 stated aide duties 
were entered into the electronic medical record by the Unit Manager and that they were unaware that 
Resident #78 had an order to off-load heels. 

During an interview on 09/13/24 11:25 AM, the Director of Nursing stated they were aware that the entering 
of resident care plans could sometimes be delayed by Unit Managers. Director of Nursing stated that they 
assisted with entering/updating resident care plans when this occurs which was frequently. They did not 
know why the Certified Nurse Aide tasks regarding heel-off-loading was not entered into electronic medical 
record for Resident #78. 

10NYCRR 415.12(c)(1)
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50766

Based on observation, record review, and interview during the recertification and abbreviated surveys 
(NY00346428), conducted 9/5/24 to 9/13/24, the facility did not ensure each resident remained as free of 
accident hazards as possible for 4 of 5 residents (#35, #161, #18, and #87) reviewed for accidents. 
Specifically, 1) Resident #161 had falls on 6/29/24 and 7/4/24, was on an anticoagulant (blood thinner) 
medication and there was no documented evidence of neuro-checks following falls on 6/29/24 and 7/4/24 
and the resident was not sent to the hospital for evaluation, 2) Resident #35's shepherd's hook/enabler rail 
was loose and not functionable for over one month, 3)Resident #18 had a fall on 8/2/2024 and sustained a 
hip fracture and the fall care plan was not updated with new interventions to prevent recurrence of falls, and 
4) Resident #87 had falls with major injuries on 2/8/24, 2/29/24 and 5/8/24 and the fall care plan was not 
updated with new interventions to prevent recurrence of falls.

Findings include:

The policy and procedure titled Resident Falls last revised September 2023 documented each resident fall 
will be managed in a manner that maximizes well being and safety including assessment for injury with 
appropriate follow up. The follow up procedure determines the causative/contributive factors, root cause, 
interventions to prevent recurrence, or in the event that recurrence is highly likely means to prevent major 
injury from falls.

The undated facility Accident/Incident Prevention and Management policy documented it is the policy of 
Renaissance Rehabilitation and Nursing Care Center to promote and maintain a safe environment and 
develop corrective measures to prevent reoccurrence. 

1. Resident #35 had diagnoses which included personal history of transient ischemic attack, flaccid 
hemiplegia affecting left non-dominant side, and obesity due to excess calories.

The 8/13/2024 Minimum Data Set Assessment documented the resident had intact cognition, and was 
dependent for bed mobility (rolling left to right). 

The comprehensive care plan titled: Activities of Daily Living: transfer, bed mobility, ambulation (last updated 
5/23/23) documented the Resident required assistance with activities of daily living tasks secondary to 
cerebrovascular accident with left hemiplegia. Resident is dependent with transfers requiring assistance of 2 
staff via mechanical hoyer lift. Resident required extensive assist of 1 for mobility and was non-ambulatory. 
Interventions included to Assist with transfers and bed mobility as recommended. Bilateral shepherd hooks 
to bed, encourage participation in activities of daily living care. 

On 9/05/24 at 10:20 AM, 9/06/24 at 10:20 AM, 09/09/24 at 10:14 AM, and 9/10/24 at 10:38AM, Resident 
#35's shepherd's hook/enabler rail on the right side of the bed was observed to be loose and not 
functionable. 

(continued on next page)
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On 09/05/24 at 10:20 AM during an observation and brief interview with Resident #35, the shepherd's 
hook/enabler rail on resident's right side was observed to be loose. Resident #35 stated that the shepherd's 
hook/enable rail had been loose for over a month, and they were not able to utilize side rail to turn and 
reposition or push themselves up in bed. Resident #35 stated they had informed numerous unit staff 
members of the defective shepherd's hook/enabler rail and that the facility maintenance checked it over a 
month earlier but did not complete a repair. Resident #35 stated the broken shepherd's hook/enable rail 
affected their daily bed mobility by making it difficult to turn and reposition, reach for items on side table, and 
move up in bed and during cares. Resident #35 stated the Certified Nurse Aides observed the broken 
shepherd's hook/enable rail device daily during cares daily. 

On 09/10/24 at 11:27 AM during an interview, Licensed Practical Nurse #4 stated that Resident #35 had not 
discussed a loose shepherd's hook/enable with them and that Resident #35 had only reported television 
issues in the past. Licensed Practical Nurse #4 stated that right sided shepherd's hook/enabler rail was 
functional to their knowledge, and they were not aware of device being loose. They stated that the last time 
they assisted with cares with the resident was over a month ago and that the Certified Nurse Aide provided 
care to Resident #35.

On 09/10/24 at 03:15 PM during an interview, the Regional Director of Maintenance and Life Safety stated 
they just became aware of Resident #35 broken shepherd's hook/enabler today (9/10/24). Regional Director 
of Maintenance stated about a month ago (no official date), a member of maintenance team was verbally 
informed of loose rail by staff on the second floor and they assessed rail. Regional Director of Maintenance 
stated that the plan to repair side rail required the resident to be taken out of bed so full repair could take 
place. They stated at the time of assessment, the maintenance staff tightened rails as much as possible with 
Resident #35 in the bed. Regional Director of Maintenance stated the staff on the second floor were made 
aware that full repair could only take place if Resident #35 was not present in the bed. Regional Director of 
Maintenance was not aware why follow up and permanent repair was not made and stated it could be related 
to recent staff changes in Maintenance Department and communication deficit between Maintenance staff 
and Second Floor Unit nursing staff. 

On 09/11/24 at 10:54 AM during an interview Certified Nurse Aide #17 stated they verbally reported to a 
member of the Maintenance team (name unknown) over a month ago that Resident #35's shepherd's 
hook/enabler was loose and not functionable. They stated that a member of the Maintenance Department 
observed shepherd's hook/enabler rail in resident room the same day, tightened bolts but it was never fully 
repaired. Certified Nurse Aide #17 reported that the member of the Maintenance team verbally reported that 
Resident #35 would need to be out of bed for the full repair and that Unit Manager was aware of this 
information. 

On 09/12/24 at 05:04 PM a review was conducted of the second floor Maintenance Binder there was no 
record of maintenance request for shepherd's hook/enabler rail repair request from 1/2024 to present date.

2. Resident #161 was admitted with diagnoses which included status post left above knee amputation, 
osteomyelitis, and rheumatoid arthritis.

The fall assessment dated [DATE] documented a score of 12 that indicated that Resident #161 was at high 
risk for falls.

(continued on next page)

7129335404

02/11/2025



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      

335404 09/13/2024

Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0689

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

The 5/18/24 physician orders documented that Resident #161 was to receive Eliquis (blood thinner 
medication) 2.5 mg twice a day.

The 5/21/24 Fall Care Plan documented Resident #161 is at increased risk for falls related to: 6/18/24 status 
post fall no apparent injuries, complained of neck pain at 2:05 AM, neck x-ray result showed no compression 
deformities, mild degree of osteopenia, mild degree of spondylosis. Noted old bruise on forehead fading 
away, 6/29/24 s/p fall, no apparent injuries, 7/4/24, s/p fall redness to right side of forehead. The following 
were documented as interventions: 6/18/24 s/p fall provide positioning wedge cushion; 6/29/24 keep bed in 
lowest position, neuro checks q shift, fall monitoring x 3 days, bilateral floor mats, scoop mattress overlay 
provided; 7/4/24 s/p fall hourly check x 24 hour. 

The 6/14/24 Quarterly Minimum Data Set Assessment (a resident assessment tool) documented Resident 
#161 had intact cognition. The assessment further documented lower extremity impairment on one side. 
Resident #161 received dependent assistance with chair and bed transfers. The assessment documented 
Resident #161 had no falls since admission or prior assessment and did not receive rehab services. 

The 6/29/24 Accident/Incident Report documented resident unable to describe incident. Resident observed 
laying on her left side on floor in room beside bed. No apparent injuries on assessment. No mental status 
change, range of motion within normal limits. The following were documented as interventions: Keep bed in 
lowest position, floor mats for both sides of bed. Neuro checks each shift and fall monitoring for 3 days post 
fall.

The 7/4/24 Accident/Incident Report documented resident stated she fell out of bed. Resident found lying on 
floor mat next to bed, resident hoyered back unto bed after assessment, no injuries, no bleeding. The 
following were documented as interventions: Call bell within reach, safety matts, bed in lowest position, 
hourly check x 24 hours. 

There was no documented evidence of neuro checks being done following the falls on 6/29/24 and 7/4/24. 

Additionally, there was no documented evidence in the electronic medical record to indicate hourly checks 
were put in place for 24 hours as per care plan after the fall on 7/4/24. 

On 09/10/24 at 11:31 AM, Certified Nurse Aide #10 stated after the falls, Resident #161 was put in a geri 
chair and they used floor mats. Certified Nurse Aide #10 stated Resident #161 was always climbing out of 
bed saying they were going home. 

(continued on next page)
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On 9/12/24 at 11:46 AM, Registered Nurse Unit Manager #2 stated after a fall they immediately assess 
resident, get their vitals and call the physician and family. Registered Nurse Unit Manager #2 stated if there 
was no Registered Nurse overnight, the Licensed Practical Nurse would assess resident. Registered Nurse 
Unit Manager #2 stated if the resident hit their head from a fall there was nothing different they would do. If 
there were no injuries, the resident would not be sent out to the hospital. Registered Nurse Unit Manager #2 
stated if a resident was on anticoagulant they would notify doctor and doctor would determine if the 
anticoagulant should be held. Registered Nurse Unit Manager #2 stated it was the same protocol as any 
other fall. The doctor would order neuro-checks for 3 days and the nurses should write a progress note. 
Registered Nurse Unit Manager #2 stated the physician was called and they did not order to send Resident 
#161 to hospital, stated the physician knew the medications Resident #161 was on. When asked, Registered 
Nurse Unit Manager #2 stated they did not remind the physician that Resident #161 was on an anticoagulant 
medication. Registered Nurse Unit Manager #2 stated they usually did hourly checks which would be listed 
on the Medication Administration Record and they would have to check it every hour. Registered Nurse Unit 
Manager #2 stated they did hourly checks for 24 hours for the fall on 7/4/24, but was never given a paper log 
to document the hourly checks, and acknowledged it was not documented in the Medication Administration 
Record or Treatment Administration Record for June and July of 2024. Registered Nurse Unit Manager #2 
stated they trie to remind the doctors but sometimes their suggestions were not welcomed.

On 09/12/24 at 1:04 PM, the Director of Nursing stated when a resident had a fall and was on an 
anticoagulant medication, they did not necessarily send the resident to the hospital; it depended on the 
severity of injury. The Director of Nursing stated they would evaluate the resident. Director of Nursing stated 
if there was a change in mentation or vitals signs they might send the resident out. The Director of Nursing 
stated the resident had no change in mentation and the final decision was made by the physician or nurse 
practitioner whether or not to send the resident to the hospital. The Director of Nursing stated the neuro 
checks was the way they monitor mentation and acknowledged there was no documented evidence of neuro 
checks or hourly checks for monitoring in Resident #161's electronic medical record. The Director of Nursing 
stated if the nurse practitioner did not put in the order for neuro checks or monitoring then it would not 
populate in the either the Treatment Administration Record or the Medication Administration Record for the 
nurses to do. The Director of Nursing stated the nurses should remind the Nurse Practitioner if the resident is 
on an anticoagulant medication after a fall, so the order gets put in for neuro checks. 

3. Resident #18 was admitted to the facility with diagnoses which included vascular dementia, chronic 
obstructive pulmonary disease, and muscle weakness.

The 5/7/24 Quarterly Minimum Data Set Assessment (a resident assessment tool) documented Resident #18 
had a moderately impaired cognition. The assessment further documented no impairments on the upper or 
lower extremities. Resident #18 received supervision with chair and bed transfers. The assessment 
documented Resident #18 was continent of bowel and bladder. 

A fall risk assessment dated [DATE] documented a score of 11 documenting a high fall risk.

A review of the Accident/ Incident Report dated 8/2/2024 documented Resident # 18 was found on their back 
close to the bathroom door. Urine was on the floor. The resident stated they slid in their own urine on the 
way to the bathroom. Abrasion to face, 8/10 pain to the right hip. New intervention put in place at the time of 
the event included encourage resident to call for assistance.

(continued on next page)
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A Nursing progress Note dated 8/3/24 at 11:36 AM documented Resident #18 complained on nausea and 
right hip pain, Nurse Practitioner ordered to give Zofran 4 mg tablet for nausea and transfer to the hospital. 

A review of the nursing progress note dated 8/4/2024 at 12:37 am documented writer spoke with nurse at the 
hospital, per nurse, Resident # 18 was diagnosed with a right hip fracture and will have intramedullary nail 
femur surgery in the morning.

A fall risk assessment dated [DATE] documented a score of 12 that is a high fall risk.

The Fall Risk Care Plan had no documented evidence of any new interventions added to the care plan after 
the fall on 8/2/24. The last two interventions were dated 5/24/24. The interventions included to place the bed 
in the lowest position and resident to be toileted at night.

On 09/05/24 at 02:30 PM during an observation and brief interview, Resident #18's room was cluttered with 
trash on the floor (cups, empty med cup, paper). Nasal cannula tubing was observed on the floor at the 
bedside. The call bell was not in reach. Resident #18 stated they had a recent fall while trying to go to the 
bathroom and after the fall they had to go to the hospital.

On 09/10/24 at 11:31 AM Resident #18 was observed in the bed with head of bed elevated. Resident's right 
leg was resting on the wheelchair located near the foot of the right side of the bed and their left leg was on 
the bed. The call bell was not in reach. Surveyor handed Resident# 18 the call bell and staff from OT 
assisted the resident to the middle of the bed.

On 09/10/24 at 11:38 AM during an interview, Resident #18 stated they are aware that they need assistance 
to get back in bed. They attempted to transfer themself back to bed because they were uncomfortable in the 
chair. They stated when they ring their call bell it takes a time for someone to come. Resident #18 stated the 
day of their fall they attempted to go to the bathroom independently. They stated they made it near the 
bathroom when they fell and hit the right side of their head and had pain in the right side of their hip. 
Resident #18 stated they do not use the call bell because it takes so long that they give up and do what they 
need to do for themself. They stated that sometimes there is only one person on for the whole unit. 

On 09/12/24 at 11:50 AM during an interview, Licensed Practical Nurse #4 stated they worked in the facility 
for 7 years. They stated they are not familiar with the care plan for Resident #18. They stated in the past, 
Resident #18 attempted to get out of bed without help. Licensed Practical Nurse #4 stated that during a 
medication pass and at various times throughout the day they will monitor Resident #18 for safety per their 
nursing judgment, although there were no current orders to do so. Surveyor asked Licensed Practical Nurse 
#4 if Resident #18 had any recent falls. Licensed Practical Nurse #4 stated they are not aware of Resident 
#18 having recent falls, but after reviewing Resident #18 medical record, Licensed Practical Nurse #4 stated 
the resident had a fall and fractured the right hip in August. Licensed Practical Nurse # 4 stated they can not 
recall any new interventions put in place to prevent Resident # 18 after the fall in August from falling again.
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On 09/12/24 at 12:06 PM during an interview, Certified Nurse Aide #17 stated that in the electronic medical 
record (Sigma Care) the system identified how to care for Resident #18. Certified Nurse Aide #17 stated the 
resident had hip surgery and they need to be careful with the transfer of the resident. Surveyor asked 
Certified Nurse Aide #17 about new interventions put in place for Resident #18 afetr the fall in August. They 
stated they transfer with the assist of 2 staff, they need to do safety checks on them every 1-2 hours which is 
documented in the Certified Nurse Aide instructions.

10 NYCRR 415.12(h)

45478
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Provide safe, appropriate dialysis care/services for a resident who requires such services.

44673

 Based on observation, record review, and interviews during the recertification and abbreviated surveys 
(NY00331775) from 9/5/24 to 9/13/24, the facility did not ensure residents who required dialysis (a process 
that filters blood for the kidneys) received such services, consistent with professional standards of practice 
for 2 of 2 residents (Resident #13 and #162) reviewed. Specifically, 1) Resident #13 had no dialysis 
communication book, and 2) Resident #162 received hemodialysis treatments at a community-based dialysis 
center and did not have on going assessments and oversight before and after dialysis treatments. 

Findings include: 

The undated facility policy, title Dialysis documented, after dialysis monitor for and report hypotension ( low 
blood pressure) tachycardia ( fast heart rate) complaints of dizziness or light headedness or headache.

1. Resident #13 had diagnoses of end-stage renal (kidney) disease and dependence on renal dialysis and 
polycystic kidney adult type.

The 5/13/2024 Minimum Data Set (assessment tool) documented the resident had intact cognition and 
required hemodialysis treatments.

The 6/14/24 Comprehensive Care Plan documented the resident had end-stage renal disease and required 
hemodialysis. Interventions included hemodialysis at Community Dialysis Center on Monday, Wednesday, 
and Friday. 

The 6/12/24 Physician's order documented Hemodialysis on Monday, Wednesday, and Friday. Monitor vital 
signs prior to and return from dialysis.

On 9/11/24 and 9/12/24, the resident's dialysis communication book was unable to be located in their room 
or on the nursing unit

On 9/11/24 at 4:00 PM during an observation and interview, Resident #13 was sitting in their room in a 
wheelchair. They stated they received dialysis. A dry sterile bandage was observed on the resident's left 
lower arm. They stated they did not know where their dialysis communication book was.

On 9/11/2024 at 4:14 PM during an interview with Registered Nurse Unit Manager #2, they stated they did 
not know where the resident's communication book was. They stated that sometimes the vital signs were 
taken, and they would continue to look for the book. They stated that residents on dialysis were supposed to 
be assessed before and after dialysis treatments. They stated they did not know why it was not done 
consistently, and stated it may have been a staffing issue .
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On 9/11/24 at 4:30 PM during an interview, the Director of Nursing stated they were familiar with Resident 
#13, and confirmed the the Resident they received dialysis treatments three days per week. They stated that 
were aware that a resident who went to dialysis required an assessment before and after returning from 
dialysis. They stated they thought that it was being done. The Director of Nursing stated they will in-service 
the staff about assessing the residents before and after dialysis treatments.

2. Resident #162 had diagnoses which included kidney disease, type 2 diabetes, and obesity.

The 5/13/2024 Minimum Data Set (assessment tool) documented the resident had intact cognition, and 
required hemodialysis treatments.

There was no Comprehensive Care Plan to document the care they required related to requiring 
hemodialysis treatments.

The 12/18/23 Physician's order documented Hemodialysis on Tuesday, Thursday and Saturday. Monitor vital 
signs every shift.

The 2/2/24 Medical Progress note documented Resident #162 received dialysis from 12/21/23 to 1/25/24.

A review of the communication book revealed no communication sheets on 12/30/23, 1/2/24, 1/4/24,1/6/24 
1/9/24, 1/11/24, 1/13/24, 1/16/24, 1/18/24, 1/20/24, 1/23/24, or 1/25/24.

On 9/9/2024 at 1:06 PM during an interview, the Clinical Manager of the Community Dialysis Center stated 
the resident was admitted to the kidney center on 12/21/23 and was discontinued on 1/25/24 for the reason 
that their kidney function recovered. They stated they did not remember if the communication sheets were 
filled out. 

10 NYCRR 415.12(k)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50766

Based on record review and interviews conducted during the recertification and abbreviated surveys 
(NY00352254 and NY00340278) from 09/05/24 to 9/13/24, the facility did not ensure that there was sufficient 
nursing staff to attain or maintain the highest practicable physical, mental, and psychosocial well-being of 
each resident. Specifically, upon review of the actual staffing from April 1, 2024 through June 30, 2024 and 
August 9, 2024 through September 9, 2024 on all three shifts for each unit, the facility did not provide 
adequate nurse staffing to meet the needs of the residents on multiple occasions during each of the months 
reviewed, based on the Facility-Wide Assessment.

The findings are:

The Facility-Wide assessment dated [DATE] and reviewed by the Quality Assurance Agency/Quality 
Assurance and Performance Improvement committee on 8/22/24, stated the below facility resources were 
needed to provide competent resident support and care daily and during emergencies:

Facility-Wide Assessment Staffing Plan: 

Licensed Nurses providing administrative direction, supervision and direct care: Director of Nursing: 1 
Registered Nurse full time days. Assistant Director of Nursing 1 Full time equivalent.

Registered Nurse Manager: 2 full time equivalents.

RN Supervisors: evenings and weekends: 3 full time equivalents.

Licensed Practical Nurse Medication Nurses 7:00 AM-7:00 PM and 7:00 PM to 7 AM: 4-6 Full time 
equivalents daily.

Direct care Staff: Certified Nurse Aides: 6-8 for days, 6-8 for evenings, 4-6 for nights.

The facility actual staffing sheets from April 1st through June 30, 2024, August 9, 2024 through September 9, 
2024 and the Facility Assessment for residents to direct care nursing staff ratios, documented the facility was 
understaffed 18 out of 30 days in April, 2024, 24 out of 30 days in May, 2024, and 22 out of 30 days in June, 
2024 in nursing staff. 

During a Resident Council meeting on 09/09/24 at 11:15 PM, one resident stated they waited 4 hours for a 
response to their call bell and another resident stated that there was no staff to be found at 11:30 PM. 
Another resident stated the facility was short staffed.

During an observation and brief interview on 09/05/24 at 9:55 AM, Resident #81 was observed in bed with 
trash on right side of bed and wheelchair positioned at the left side of the foot of the bed. Resident #81 
stated they had been waiting to get out of bed since 7:30 AM. They rang the call bell and a staff came and 
shut the call bell off. 

(continued on next page)
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F 0725

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

During an observation on 09/05/24 at 10:07 AM, Resident #66 had a soiled adult brief lying on floor at left 
side of their bed. The Resident's floor was soiled and sticky. 

During an interview with Resident #62's family member on 09/05/24 at 11:03 AM, they stated they were 
informed by nursing staff that when they were short staffed, they could not get residents out of bed. The 
family member stated Resident #62 was in bed for an entire week.

During an interview on 09/05/24 at 11:33 AM, Resident #32 stated they need assistance with shaving, but 
sometimes the facility was too short staffed.

During an observation on 09/05/24 at 11:34 AM with Director of Nursing present, Resident #78 was observed 
with feces on their hands, on the tray table, and on the floor along with a torn adult brief. The Resident's 
room smelled of urine and feces. 

During an observation on 09/05/24 at 11:49 AM, Resident #4 was observed sitting on the side of their bed 
wearing a pajama top and had soiled diaper. A soiled pajama bottom was observed on the floor. 

During an observation on 09/05/24 at 12:22 PM, Resident #66's room had a strong smell of odor while eating 
the Resident was eating lunch. A soiled adult brief was observed on the floor. 

During an observation and brief interview on 09/05/24 at 12:37 PM, Resident #38 was in bed, wearing a 
gown, eating lunch. Resident stated they liked to get out of bed but staff frequently told them there was not 
enough staff to assist them to get out of bed because they required 2 staff assist and a Hoyer lift for 
transfers. Resident #38 stated they thought they had not gotten out of bed in about a week. 

During an observation and brief interview on 9/06/24 at 09:58 AM, Resident #38 was lying in bed wearing a 
gown. Resident #38 stated they wanted to get out of bed but there was not enough staff to assist them.

During an interview on 09/06/24 at 10:53 AM, Resident #35 stated they often waited extended periods of 
time to get changed.

During an observation and interview 09/10/24 at 11:38 AM, Resident #18 stated they need assistance to get 
back in bed. They stated they attempted to self-transfer back to bed because they were uncomfortable in the 
chair. Resident #18 stated when they ring their call bell it takes a while for someone to come.

During a brief interview on 09/05/24 at 12:08 PM with Certified Nurse Aide #16, they stated morning cares 
were not completed for Resident #45 and Resident #66 before 11:45 AM due to the Certified Nurse Aide 
being overwhelmed with 30 residents to provide morning cares for and assist residents with breakfast and 
lunch. Certified Nurse Aide #16 stated they were also requested to assist with housekeeping on the floor 
during their shift. They stated reason for cares being delayed and assignment of 30 residents was due to a 
call-out which was not re-staffed by the facility. They stated this occurred at least a few times a month and 
that staffing shortage had been a chronic concern within the facility. They stated they had difficulty 
completing their assigned resident care tasks when the facility was short staffed and that some tasks were 
not completed. They stated overtime was requested frequently.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

During an interview 09/06/24 at 03:35 PM, Resident #106 complained that staff took a long time to respond 
to call bells, especially at night. Resident #106 also reported that they recently fell when self-transferring after 
no staff responded to call bell.

During an interview on 9/9/24 at 12:13 PM, the Director of Nursing stated that due to difficulties with nursing 
staffing between 3 PM to 7 PM, most of the Resident's medications were ordered to be administered at 7 PM.

During an interview on 09/10/24 at 11:08 AM, Certified Nurse Aide #18 stated that there were frequently 
shifts where the facility was understaffed. They stated there were usually 3-4 aides assigned to second floor 
unit during 7:00 AM-3:00 PM shift, but that sometimes staffing could be as low as two Certified Nurse Aides 
covering second floor with a resident census of about 50 residents. Certified Nurse Aide #18 stated when 
staffing was low they had approximately 30 residents assigned to them. They stated resident cares were 
completed when staffing was low, but were delayed, including assisting residents with meals and answering 
call bells. They stated overtime was requested frequently.

During an interview on 09/10/24 at 11:43 AM, Licensed Practical Nurse #4 stated the facility was frequently 
not staffed sufficiently. They stated they were requested to work overtime frequently. 

During an interview on 09/13/24 at 10:30 AM, Registered Nurse Unit Manager #2 stated four Certified Nurse 
Aides were the optimal amount needed for the unit but there were frequently shifts where there were only 2 
to 3 Certified Nurse Aides assigned. They stated that in addition to their role and duties as Unit Manager, 
they were also responsible for medication administration, providing treatments to residents, assisting with 
cares when licensed practical nurses and certified nurse aides staffing was low. They stated they had 
difficulty entering or updating resident care plans as a result of low staffing. They stated that some weeks 
they were not able to work on resident care plans at all. They stated their assigned hours at hire were to 8:30 
AM to 4:00 PM however, they usually were required to work from 7:30 AM-approximately 6:00 PM due to call 
outs or to have a Registered Nurse in building. They frequently had to cover other floor units to provide 
medication administration due to short staffing, often resulting in late medication administration. Registered 
Nurse Unit Manager #2 stated they were frequently contacted when not on duty via phone or text with 
questions or requested to work overtime by the Director of Nursing. They stated staffing at weekends was 
especially difficult and the facility was short-staffed frequently on Saturdays or Sundays, especially for 
Registered Nurses. 

(continued on next page)
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During an interview on 09/13/24 at 10:52 AM, the Staffing, Human Resources and Payroll Coordinator stated 
staffing minimums were based on recommendations from facility report and New York State requirements 
and based on resident census. They stated nursing staffing has been a challenge for the facility over recent 
years. The facility does not utilize staffing agencies. They did in past and did not feel it benefited facility. 
They stated from Monday to Friday, there is always a Registered Nurse in the building and weekends usually 
have a Registered Nurse during the 7:00 PM to 7:30 AM shift. The Staffing Coordinator stated that callouts 
are handled by contacting all staff who are not working to offer extra shifts and that bonuses/incentives are 
offered to staff who agree to cover shifts. They will also offer bonuses/incentives to a staff member who is 
currently working to stay for an additional shift. The Staffing Coordinator stated they have had concerns from 
staff bought to their attention in the past about staffing shortages. They stated they have not had staffing 
concerns from families or residents. The Staffing Coordinator stated they are continuously trying to recruit 
new hires in nursing and dietary and that the main barrier to hiring is related to competition in area. The 
Staffing Coordinator stated the facility offers incentives and bonuses to entice new hires. Exit interviews are 
held when a staff member resigns and efforts are made to retain staff. Coordinator stated they have made 
recent progress with hiring in nursing and dietary aide staff. 

During an interview on 09/13/24 at 11:25 AM, the Director of Nursing stated staffing schedules are reviewed 
with the Staffing Coordinator daily. They stated that staffing can be challenging, and they are aware of areas 
of concern on Payroll Based Journal reports. They stated a Registered Nurse is present in building Monday 
to Friday and most weekends during 7:00 PM to 7:30 AM shift. The Director of Nursing acknowledged there 
have been shifts in which there was no Registered Nurse in building after review of staffing logs. They stated 
that any emergency that occurs when a Registered Nurse is not in the building would be called into facility 
Nurse Practitioner who is on call 24 hours, 7 days a week, the Director of Nursing and the Medical Director. 
All falls with major injury would be sent to hospital. They stated that Registered Nurses serving as Unit 
Managers are often also responsible for medication administration and treatments due to short staffing. The 
Director of Nursing stated they are aware that resident cares are often completed late or not completed when 
Certified Nurse Aide staffing is low. They stated the Licensed Practical Nurses and Registered Nurses would 
assist with cares during low staffing and that due to this, updates to care plans can sometimes be delayed. 
The Director of Nursing stated that they assist with entering/updating resident care plans when this occurs, 
which is frequently. The Director of Nursing stated that there are challenges with recruiting Certified Nursing 
Aides, nursing and dietary staff. They stated housekeeping is adequately staffed. The Director of Nursing 
stated that the facility hired two Assistant Directors of Nursing over the last year and the facility was not able 
to retain these hires. Exit interviews were completed and they stated that workload was a presenting factor in 
deciding not to continue employment. They stated that the facility does not have a staffing waiver and does 
not utilize staffing agencies. They stated efforts are in place in increase hiring of all nursing staff and dietary 
employees with bonuses and incentives offered. Overtime is used frequently, and incentives are used to 
encourage staff members to accept overtime. 

(continued on next page)
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During an interview on 09/13/24 at 12:00 PM, the Administrator stated that staffing was challenging. The 
Administrator stated they were not sure if there was a Registered Nurse in the building at least 8 hours, 7 
days a week. They stated that there was a Registered Nurse in building Monday through Friday days and 
most nights and weekends. They stated that emergencies that occurred when a Registered Nurse was not in 
building would be called in to the facility Nurse Practitioner who is on call 24 hours a day, 7 days a week and 
/ or Director of Nursing who will assess emergency verbally and provide instructions. They stated that the 
facility continues to recruit for all levels of nursing staff. The Administrator stated call outs are attempted to 
be restaffed by the Staffing Coordinator or Director of Nursing and by offering overtime with incentives or 
reassigning staff from another floor to cover. The Administrator stated they believe facility is adequately 
staffed but would always want more employees. They stated that the facility does not use agency staff and 
that the facility could benefit from using agencies, however the decision not to utilize agency was made by 
Facility Corporate leadership prior to the Administrator's hire. The Administrator stated facility has sufficient 
housekeeping staff but feels they could benefit from additional training and oversight. They stated the facility 
is in process of hiring a new maintenance director. The Administrator stated Dietary Department is 
short-staffed as well and stated that the Staffing Coordinator continues to try to recruit through Indeed and 
friends and family. Administrator stated they feel that staffing shortages may affect resident care in terms of 
wait time and that the employees work hard to cover deficits. 

415.13(a)(1)(i-iii)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Have a registered nurse on duty 8 hours a day; and  select a registered nurse to be the director of nurses on 
a full time basis.

50766

Based on record review and interviews conducted during the recertification survey from 9/5/24 to 9/13/24, it 
was determined that the facility did not use the services of a Registered Nurse for at least eight consecutive 
hours per day, seven days per week per the regulations. Specifically, the facility was unable to provide 
documented evidence that a Registered Nurse had worked 4/12/24, 4/13/24, 4/27/24, and 5/18/24. 

Findings include:

Review of the nurse staffing reports (report posted to inform residents and visitors of the number and hours 
of nursing staff working) for dates 4/1/24 through 6/30/24 and 8/9/24 through 9/9/24 provided by the facility 
Staffing, Human Resources and Payroll Coordinator, the facility did not have a Registered Nurse assigned to 
staffing for the facility's three shifts on 4/12/24, 4/13/24, 4/27/24, and 5/18/24. 

During an interview on 09/13/24 at 10:52 AM with the Staffing, Human Resources and Payroll Coordinator, 
they stated staffing minimums were based on recommendations from the Facility Report and New York State 
requirements and based on resident census. They stated nursing staffing has been a challenge for the 
facility over recent years. The facility does not utilize staffing agencies. Staffing agencies were utilized in the 
past and the facility did not feel agency use was beneficial. The Staffing Coordinator stated that from Monday 
to Friday, there is always a Registered Nurse in the building. Weekends usually have a Registered Nurse 
during the 7:00PM to 7:30AM shift. The Staffing Coordinator stated that callouts are handled by contacting all 
staff who are not working to offer extra shifts and that bonuses/incentives are offered to staff who agree to 
cover shifts. 

During an interview on 09/13/24 at 11:25 AM with the Director of Nursing, they stated staffing schedules are 
reviewed with the Staffing Coordinator daily. They stated that staffing can be challenging. They stated a 
Registered Nurse is present in building Monday to Friday and most weekends during 7:00PM to 7:30AM 
shift. The Director of Nursing acknowledged there have been shifts in which there was no Registered Nurse 
in building after review of staffing log during interview. They stated that any emergency that occurs when a 
Registered Nurse is not in building would be called in to the facility Nurse Practitioner who is on-call 24 hours,
7 days a week, Director of Nursing and Medical Director. All falls with major injury would be sent to hospital. 

During an interview on 09/13/24 at 12:00 PM with the Administrator, they stated that staffing is challenging. 
The Administrator stated they were not sure if there was a Registered Nurse in the building at least 8 hours, 
7 days a week. They stated that there is a Registered Nurse in building Monday through Friday days and 
most nights and weekends. They stated that emergencies that occur when a Registered Nurse is not in 
building would be called in to the facility Nurse Practitioner who is on call 24 hours a day, 7 days a week and 
/ or Director of Nursing who will assess emergency verbally and provide instructions. They stated that facility 
continues to recruit for all levels of nursing staff. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Observe each nurse aide's job performance and give regular training.

50766

Based on record review and interview conducted during the recertification survey from 9/5/24 to 9/13/24, the 
facility did not ensure certified nursing aide performance reviews were completed at least once every 12 
months for 5 of 5 Certified Nurse Aides ( #8, #19, #20, #21, #22) reviewed.

The findings are:

During an interview on 09/09/24 03:45 PM with Director of Nursing/Staff Educator, they stated they are 
responsible for documentation of the Certified Nurse Aide annual performance reviews. The Director of 
Nursing/Staff Educator, was provided with a random sample of five Certified Nurse Aides, and 
documentation of their annual performance appraisals was requested. Review of Certified Nurse Aides (#8, 
#19, #20, #21 and #22) dates of hire provided by the facility, revealed all five of the Certified Nurse Aides 
had been working at the facility for more than one year.

The Director of Nursing stated they have not completed annual performance appraisals for the Certified 
Nursing Aides since they started employment in November 2022. The Director of Nursing was not able to 
provide documentation of annual performance appraisals for the five randomly sampled Certified Nurse 
Aides. 

During an interview on 09/10/24 11:08 AM with Certified Nurse Aide #18, they stated they have been 
employed since 2019 and do not recall annual performance appraisals being completed in recent years.

During an interview on 09/13/24 12:00 PM, the Administrator stated the facility is currently recruiting to hire 
an Assistant Director of Nursing which will enable the Director of Nursing to ensure the completion of annual 
performance reviews. 

10NYCRR 415.26 (c)(2)(iii)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

43478

Based on observation, record review, and interviews conducted during the recertification survey from 9/5/24 
to 9/13/24, the facility did not ensure timely identification and removal of expired medications. Specifically, 
two bags of IV Vancomycin had expiration dates of 7/17/24, one bag of IV Vancomycin had an expiration 
date of 7/18/24, one bag of IV Vancomycin had an expiration date of 8/7/24, and two bags of IV Vancomycin 
had expiration dates of 8/10/24 were located in the first floor unit medication room. 

The findings are: 

The facility policy last revised August 2023, 'Storage of Drugs' included documentation that discontinued 
drug containers shall be removed from the medication cart and marked to indicate that the drug has been 
discontinued. Discontinued drugs shall be disposed of in accordance with the procedures set forth in this 
manual under the section entitled disposal of drugs and supplies, and drugs should not be kept on hand after 
the expiration date on the label.

On 09/09/24 at 02:55 PM in the 1st floor unit medication room with Licensed Practical Nurse #5, two bags of 
IV Vancomycin 735 mg/250 mls Nacl with expiration dates of 7/17/24 and one bag of IV Vancomycin 1.75 
mg/500 ml Nacl with an expiration date of 8/7/24 were observed in the refrigerator, one bag IV Vancomycin 
735 mg/250 mls Nacl with an expiration date of 7/18/24 and two bags IV Vancomycin 1.75 mg/500 ml Nacl 
with expiration dates of 8/10/24 were observed on a shelf outside the refrigerator. 

On 9/9/24 at 03:04 PM, Licensed Practical Nurse #5 stated they think maybe the facility wanted to send back 
the IV Vancomycin to the pharmacy, but they were not sure. They stated the Registered Nurses are 
responsible for IV medications administered via Peripheral inserted central catheters, and the Registered 
Nurses were responsible to check for expired IV medications.

On 9/09/24 at 3:21 PM on the 1st floor unit at the nurse's station, Registered Nurse Unit Manager #2 stated 
the IV vancomycin was not picked up by the pharmacy when they were called to do so. They stated since it 
was expired, it should have been discarded. 

On 9/13/24 at 12:19 PM during an interview with the Director of Nursing, they stated the facility no longer 
uses multi-dose insulin vials. They stated the Licensed Practical Nurse should not have given insulin to 
another resident from an open insulin vial labeled for a different resident. They stated the Licensed Practical 
Nurse should have called the Nurse Practitioner, called the pharmacy, asked the Registered Nurse Unit 
Manager for assistance if needed.

10 NYCRR 415.18(a)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical chart, following 
irregularity reporting guidelines in developed policies and procedures.

50815

Based on record review and interviews during the recertification survey from 9/5/2024 to 9/13/2024, the 
facility did not ensure that the attending provider documented in the resident's medical record that the 
identified irregularity had been reviewed and what, if any, actions had been taken to address it. This was 
identified for 1 of 5 residents (Resident #43) reviewed for unnecessary medications. Specifically, the 
Medication Regimen Review for Resident #43 dated 4/26/2024 documented a recommendation from the 
consultant pharmacist for Enoxaparin 40 mg injection to be reviewed for a stop date and appropriate use 
based on diagnosis and patient mobility. The provider agreed with the recommendation and documented that 
the medication was discontinued; however, did not address the recommendation and did not document the 
plan in Resident # 43's medical record.

The findings are:

The undated facility policy for the Drug Regimen Review documented it is the policy of the facility that a 
licensed pharmacist will review the resident drug regimen including the resident chart at least once a month. 
The consultant pharmacist needs to conduct the medication regimen review more frequently depending on 
the resident condition, review of short stay residents and risk of adverse consequences. The licensed 
pharmacist will report in writing, any irregularities to the attending physician, the facility's medical director and 
the Director of Nursing to be acted upon. 

A Physician Order with a renewal dated 8/30/2024 and was originally ordered 2/20/2024 documented 
Enoxaparin 40 milligrams (MG) inject 0.4 milliliters (ml) QD (everyday) at 9 pm for a diagnosis of sepsis due 
to streptococcus.

A Pharmacy Medication Regimen Review Recommendation dated 4/26/2024, documented the resident was 
currently on Enoxaparin 40 mg injection without a stop date as appropriate based on diagnosis and patient 
mobility. FDA approved durations were listed. The facility provider checked off Agree: Please write order on 
the recommendation and hand wrote Med has been discontinued The pharmacy recommendation was 
signed and dated by the facility's Family Nurse Practitioner on 9/9/2024 (over 4 months later).

A review of medical progress notes from 4/1/2024 to 9/13/2024 did not document the provider's plan to 
address the Enoxaparin 40 mg in Resident #43's medical record.

During an interview with the Nurse Practitioner on 09/13/24 at 12:19 PM they stated they have worked in the 
facility since 5/6/2024. They stated that the drug regimen review dated 4/26/2024 was reviewed by them 
when they signed it on 9/9/2024. They stated they did not discontinue the medication because it had been 
previously discontinued. They stated they never intended to discontinue the medication because the patient 
is bed bound and needs the medication. The Nurse Practitioner acknowledged that they should start writing 
a note in the patient's chart after they review it and make any changes. The Nurse Practitioner stated, It is 
not easy to write a note because of the large volume. 

10NYCRR 415.18 (c)(2)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure each resident’s drug regimen must be free from unnecessary drugs.

50815

Based on record review and interviews during a recertification survey from 9/5/2024 to 9/13/2024, the facility 
did not ensure that each resident's drug regimen was free of unnecessary medications used for 
anticoagulation. This was evident for 1 of 5 residents (Resident # 43) reviewed for unnecessary medications. 
Specifically, there was inadequate monitoring of an anticoagulant medication.

The findings are:

The undated facility policy for the Drug Regimen Review documented it is the policy of the facility that a 
licensed pharmacist will review the resident drug regimen including the resident chart at least once a month. 
The consultant pharmacist needs to conduct the medication regimen review more frequently depending on 
the resident condition, review of short stay residents and risk of adverse consequences. The licensed 
pharmacist will report in writing, any irregularities to the attending physician, the facility's medical director and 
the Director of Nursing to be acted upon. 

A Physician's Order dated 8/30/2024, documented Enoxaparin 40 milligrams (MG) inject 0.4 milliliters (ml) 
QD (everyday) for a diagnosis of sepsis due to streptococcus.

A Pharmacy Medication Regimen Review Recommendation dated 4/26/2024, documented the resident was 
currently on Enoxaparin 40 mg injection without a stop date as appropriate based on diagnosis and patient 
mobility. The Federal Drug Administration approved durations were listed. The facility provider checked off 
Agree: Please write order on the recommendation and hand wrote Med has been discontinued. The 
pharmacy recommendation was signed and dated by the facility's Family Nurse Practitioner on 9/9/2024.

A review of the medical progress notes from 4/26/2024 to 9/11/2024 did not document that the provider 
reviewed the drug regimen review recommendation, and the action that was taken to address the 
Enoxaparin 40 mg injection in the resident's medical record.

A review of all active care plans documented no evidence of an anticoagulant care plan, or interventions that 
included monitoring for signs and symptoms of bleeding, hematuria, or ecchymosis.

A review of the Medication Administration Record documented that Enoxaparin 40 mg injection was 
administered every day at 9 pm from 4/1/2024 to 9/12/2024 with no documentation of administration on 
5/3/24, 7/19/24, and 8/3/24.

(continued on next page)
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On 09/13/24 at 09:30 AM during an interview, the Director of Nursing stated there is a binder that reflects the 
monthly drug regimen reviews conducted. The Director of Nursing stated that the pharmacy sends an email 
to the Medical Director and Director of Nursing with its recommendations and any irregularities. The 
Minimum Data Set Coordinator reviews and makes a copy for the binder and a copy for the providers to 
review. If there are any changes made to the medication the provider will give the copy to the Director of 
Nursing, Nurse Managers or Nurses on the unit to enter the changes into the electronical medical record 
(Sigma Care). The order would usually be picked up the same day the provider signed it, or the next day. 
The Director of Nursing reviewed the Drug Regimen Review dated 4/26/2024 for Resident #43's Enoxaparin 
40 mg injection. They acknowledged that the order should have been picked up and addressed. They stated 
there was an overlap in Nurse Practitioners and the drug regimen review may have been in the binder for the 
Nurse Practitioners that were leaving to review. They stated that the new full time Nurse Practitioner did not 
start until May or June of 2024. They stated that when there is a medication order that is not picked up by the 
provider, they will consult the Director of Nursing about the order. 

During an interview with the Nurse Practitioner on 09/13/24 at 12:19 PM they stated they have worked in the 
facility since 5/6/2024. They stated they review the recommendations from the pharmacy. They stated they 
can agree or disagree with the recommendations from the pharmacy and give a reason why they do not 
agree. The drug regimen review dated 4/26/2024 for Resident # 43's Enoxaparin 40 mg injection was 
handed to the provider for review. They stated that the drug regimen review dated 4/26/2024 was reviewed 
by them when they signed it on 9/9/2024. They stated they did not discontinue the medication because it had 
been previously discontinued. They stated they never intended to discontinue the medication because the 
patient is bed bound and needs the medication. The Medical Provider stated they also review the orders. 
They stated they agreed to continue with Enoxaparin 40 mg injection and never wanted it to be discontinued. 
The Nurse Practitioner acknowledged that they should start writing a note in the patient's chart after they 
review it and make changes. They stated, that it is not easy to write a note because of the large volume. 
They stated that after the provider reviews the recommendations, they will document on the form for the 
Director of Nursing or Unit Managers to enter the changes in the electronical medical record. They stated 
that the unit manager would be responsible for ensuring the change in medication is reflected on the 
Medication Administration Record. They stated that the facility also has a group chat to discontinue or add 
new orders. They stated the expectation is that orders are picked up daily. 

10 NYCRR 415.12 (I)(1)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure that residents are free from significant medication errors.

43478

Based on observations, interviews, and record reviews during the recertification and abbreviated surveys 
(NY00340278) from 9/5/24 to 9/13/24, it was determined that the facility did not ensure residents were free 
from significant medication errors for 3 (Residents #38, #104, #89) of 23 residents reviewed for medication 
administration. Specifically, 3 residents did not receive medications in accordance with the prescriber's 
orders and accepted health standards established by national boards and councils. This included but was 
not limited to antibiotic, antidiabetic pill, vitamin, supplement, antihypertensives, inhaler for chronic 
obstructive pulmonary disease, and antipsychotic which were not administered at the prescribed time on 
9/5/24. 

The findings include

The facility policy, 'Administration of Medications' last reviewed January 2024 documented that a licensed 
nurse will be responsible for passing medications to residents in accordance with techniques approved for 
use in the facility and compliance with New York State codes rules and regulations and with other applicable 
federal and state laws. Medications will be administered using the six rights of medication administration: 
right resident, right medication, right dose, right time, right route, right documentation. If a medication is 
missing or unavailable in the emergency box, the cubex should be checked to see if it is present. If it is not 
present, the nurse should call the physician or nurse practitioner for a hold order and document and call the 
pharmacy on the whereabouts and when the delivery will be. Any medication operational concerns such as 
errors in labels, medication not available, shortages/ low supply of medication, discrepancies in controlled 
drug counts, med cart problems, etc. are reported to the unit manager or charge nurse or supervisor and 
corrected as appropriate and as per policy as acceptable. All medication administration problems are noted 
and reported to the unit manager or charge nurse or supervisor before the shift ends. Daily oversight of 
administration documentation is performed by the director of nursing or designee.

The facility policy, 'Storage of Drugs' last revised August 2023 included documentation that the drugs for 
each resident shall be kept and stored in their original containers as received from the pharmacy and there 
shall be no transferring between containers. 

According to the Physician Desk Reference, the 6 rights of safe medication administration include the right 
patient, right drug, right dosage, right route, right time, and the right documentation.

1. Resident #38 was admitted to the facility with diagnoses which included urinary tract infection, retention of 
urine, and type 2 diabetes mellitus.

The Physician's Orders for Resident #38 included Methenamine Hippurate (antibiotic) 1 gram tablet, give by 
oral route 2 times every day at 9:00 AM and 5:00 PM for diagnosis of personal history of urinary tract 
infections, and Metformin (diabetes oral medication) 1,000 mg, give 1 tablet by oral route 2 times per day at 
6:00 AM and 5:00 PM for diagnosis of type 2 diabetes mellitus with hyperglycemia.

2. Resident #104 was admitted to the facility with diagnoses which included hypertensive heart with heart 
failure, chronic diastolic heart failure, and chronic obstructive pulmonary disease. 

(continued on next page)
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The Physician's Orders for Resident #104 included Carvedilol (heart medication) 6.25 mg, give 1 tablet by 
oral route 2 times per day with food at 6:00 AM and 5:00 PM for diagnosis of hypertension, Advair Diskus 
(inhaler) 250 mcg-50 mcg/dose powder for inhalation, inhale 1 puff 2 times per day at 9:00 AM and 5:00 PM 
for chronic obstructive pulmonary disease, Entresto (heart medication) 24 mg-26 mg tablet give 1 tablet by 
oral route 2 times per day at 9:00 AM and 5:00 PM for heart failure, and Vitamin C 500 mg tablet, give by 
oral route 2 times per day for 10 days at 9:00 AM and 5:00 PM for diagnosis of COVID-19.

3. Resident #89 had diagnoses which included schizophrenia, generalized anxiety disorder, and dementia 
with agitation.

The Physician's Orders for Resident #89 included Olanzapine (antipsychotic medication) 10 mg tablet, give 1 
tablet by oral route 2 times per day at 9:00 AM and 5:00 PM for diagnosis of schizoaffective disorder, bipolar 
type.

Review of Licensed Practical Nurse #3's timecard documented Licensed Practical Nurse #3 clocked out at 
3:31 PM on 9/5/24.

Review of Medication Administration Records History Details of 23 residents dated 9/5/24 on Licensed 
Practical Nurse #3's assignment documented that 3 residents for whom some medications were due at 5:00 
PM, received some of those medications between 2:23 PM and 2:31 PM.

1. For Resident #38, Methenamine Hippurate (antibiotic) 1 gram tablet and Metformin (diabetes oral 
medication) 1,000 mg tablet which were due at 5 PM were signed as administered on 9/5/24 at 2:23 PM by 
Licensed Practical Nurse #3. 

2. For Resident #104, Carvedilol (heart medication) 6.25 mg, give 1 tablet by oral route 2 times per day with 
food at 6:00 AM and 5:00 PM for diagnosis of hypertension, Advair Diskus (inhaler) 250 mcg-50 mcg/dose 
powder for inhalation, inhale 1 puff 2 times per day at 9:00 AM and 5:00 PM for chronic obstructive 
pulmonary disease, Entresto (heart medication) 24 mg-26 mg tablet give 1 tablet by oral route 2 times per 
day at 9:00 AM and 5:00 PM for heart failure, and Vitamin C 500 mg tablet, give by oral route 2 times per day 
for 10 days at 9:00 AM and 5:00 PM for diagnosis of COVID-19, were signed as administered on 9/5/24 at 
2:26 PM by Licensed Practical Nurse #3.

3. For Resident #89, Olanzapine (antipsychotic medication) 10 mg tablet, give 1 tablet by oral route 2 times 
per day at 9:00 AM and 5:00 PM for diagnosis of schizoaffective disorder, bipolar type was signed as 
administered on 9/05/24 at 2:31 PM by Licensed Practical Nurse #3.

On 9/9/24 at 11:24 AM during an interview, Licensed Practical Nurse #3 stated they gave the 5 PM 
medications on 9/5/24 between 2:23 PM and 2:31 PM because they needed to leave at 3:30 PM and there 
was no nurse to relieve them. They stated they were asked to do so by the Director of Nursing. They stated 
they did not notify the physician and were not aware if the physician was aware of the situation. They stated 
they endorsed and gave the medication cart keys to Registered Nurse Unit Manager #1. 

(continued on next page)
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On 9/9/24 at 11:37 AM, during an interview, the Registered Nurse Unit Manager #1 stated their hours were 
7:00 AM-3:30 PM, but they were willing until 5 PM and stated they did give 5 PM medications if needed and 
often did so. They stated they did not know why Licensed Practical Nurse #3 gave the 5 PM medications 
listed above too early, and stated that Licensed Practical Nurse #3 should not have done that. They stated 
that Licensed Practical Nurse #3 should have left those medications for them to administer. Registered 
Nurse Unit Manager #1 stated that when they administered the 5 PM medications on 9/5/24, they did not 
notice that some medications had been given too early by Licensed Practical Nurse #3. They stated they 
looked at the 'due' medications and administered them. They stated they were not aware of this situation. 

On 9/9/24 at 11:47 AM, during an interview, the Nurse Practitioner stated they did not give orders to any 
nurses to administer any resident's medications early. They stated they were not made aware that 
medications were administered early. They stated if they had been asked, they would have reviewed each of 
the residents and their medication orders and made their determination. 

On 9/9/24 at 12:13 PM, during an interview and record review with the Director of Nursing, the medication 
administration times of the above resident's medications were reviewed. The Director of Nursing stated the 
medications should not be given more than one hour prior to or one hour after the ordered time. They stated 
the medication nurse was responsible for notifying the Nurse Practitioner or the physician of the situation and 
ask for a new order for a time change. The Director of Nursing stated the medications were administered too 
early and therefore they were considered medication errors.

10 NYRCC 415.12(m)(2)
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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** 43478

Based on observation, record review and interviews conducted during the recertification survey from [DATE] 
to [DATE], the facility did not ensure that all drugs and biologicals were stored in accordance with the 
manufacturer's specifications and professional standard of practice. Specifically, the 2nd floor unit south side 
medication cart

was observed with expired 22-gauge insyte autogaurd needles which are used to administer intravenous 
medications.

Findings include:

The facility policy, 'Storage of Drugs' last revised [DATE] did not document the facility policy regarding the 
storage of medical supplies such as intravenous needles.

On [DATE] at 4:34 PM, the 2nd floor unit south side medication cart was observed with three 22-gauge 
insyte autogaurd needles with expiration dates of [DATE].

On [DATE] at 4:39 PM, Licensed Practical Nurse #4 stated the insyte autogaurd needles should not be on 
the medication cart. They stated the nurse who starts an intravenous line is responsible for checking that the 
insyte autogaurd needle is within range, and the nurse who holds the keys to the medication cart is 
responsible for assuring that everything in the medication cart is within range. They stated the insyte 
autogaurd needles should have been discarded.

10NYCRR 483.45 (g)(h) 
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Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food 
in accordance with professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43478

Based on observations and interviews conducted during the recertification survey from [DATE] to [DATE], 
the facility did not ensure that food was stored, prepared, distributed, and served in accordance with 
professional standards for food service safety. Specifically, meat, mashed potatoes, milk, and super shake 
were not maintained within the acceptable temperature range for food safety during a dinner observation on 
[DATE]. Additionally, perishable foods were not labeled and dated and nonperishable foods were expired 
during observations in the kitchen.

The undated facility policy, Dietary Department -Food Temperatures documented it is the policy of the 
dietary department to take temperatures of all food items served to residents before the tray line begins. All 
parts of potentially hazardous foods requiring cooking will be heated to at least 170 F with the exception of 
poultry, pork, and roast beef. All poultry, poultry stuffing, stuffed meats, and stuffing containing meat will be 
heated so all parts are at least 165 F with no interruption of the cooking process. Pork and food containing 
pork is to be heated so all parts of the food are at least 150 F. Rare roast beef and/or rare beef steaks are to 
be heated to an internal temperature of 130 F. 

Proper labeling and dating of each item. left over foods will be used within 3 days. 

The entire mass of all precooked, refrigerated, potentially hazardous food that is to be reheated is to be 
heated rapidly to 165 F or above and held above 140 F until served. Potentially hazardous foods requiring 
refrigeration will be stored and served at a temperature not exceeding 45 F. It is the responsibility of the cook 
preparing the meal to take temperatures of all the food items served to residents. The temperatures will be 
recorded before each meal is served on a form designed for this purpose. A chart of correct serving and 
cooking temperatures is attached to the recording form to guide the cook in ensuring the food is at the proper 
temperature.

The in-service, 'Modified elevator usage' signed by staff on [DATE] included documentation that test tray 
temperatures are to be taken on unit each meal this is repeated until each unit is served.

On [DATE] at 9:15 AM during the initial tour of the kitchen in the walk-in refrigerator, a 2-liter container of 
liquid eggs was open with no date of when it was opened, a one-liter plastic container half filled with a white- 
yellow substance was observed with no label, and was undated, and two loaves of sliced white bread were 
observed on the counter undated.

On [DATE] at 9:30 AM during an interview, the Food Service Director stated the egg salad should have a 
preparation date and a discard date, the liquid eggs should have an open date. The Food Service Director 
stated that consuming expired food can lead to food poisoning.

On [DATE] at 4:42 PM, 2 large linen carts were observed near the elevator. Activity Aide #6 stated, 'We use 
those to bring meal trays onto the unit because the big meal truck does not fit into the small elevator'.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

On [DATE] at 4:45 PM, Activity Aide #7 was observed on the lobby level near the elevators, removing 
resident meal trays from the large, insulated meal truck and loading them onto linen carts. When asked, 
Activity Aide #7 stated, 'We do that because the big meal truck does not fit in the small elevator'.

On [DATE] at 5:20 PM, the surveyor requested food temperatures to be checked on a dinner meal. 
Registered Nurse Unit Manager #1 checked temperatures on meal tray. The temperature of the meat was 
109 degrees, the temperature of mashed potatoes was 116 degrees, the temperature of reduced fat milk and 
super- shake was 48 degrees. Registered Nurse Unit Manager #1 stated they did not know why the cold 
foods were not cold enough and the hot foods were not hot enough.

On [DATE] at 5:30 PM during an interview, the [NAME] Supervisor #1 reviewed the temperatures taken from 
the meal tray and stated those temperatures were within the danger zone. 

On [DATE] at 5:36 PM during an interview, the Food Service Director agreed that the food temperatures 
reviewed taken from the meal tray were in the danger zone. 

On [DATE] at 5:46 PM during an interview, the Administrator stated they were not aware that food was being 
served in the danger zone. They stated they were not aware if staff had been checking food temperatures on 
the units. 

On [DATE] at 10:00 AM during the follow up tour of the emergency supply area, ten twelve-ounce bags of 
gravy mix were observed with an expiration date of [DATE].

On [DATE] at 10:00 AM, during an interview the Food Service Director stated the gravy mix was expired. 

10 NYCRR 415.14(h)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Establish a governing body that is legally responsible for establishing and implementing policies for 
managing and operating the facility and appoints a properly licensed administrator responsible for managing 
the facility.

43478

Based on observation, record review and interview conducted during the recertification and abbreviated 
surveys (NY00352254 and NY00340278) from 9/5/24 to 9/13/24, it was determined the governing body did 
not establish and implement policies regarding the management and operation of the facility to ensure 
regulatory compliance. Specifically, the large elevator was not working consistently since the spring of 2024 
and the facility did not ensure the Quality Assurance Performance Improvement committee developed and 
implemented an appropriate plan of action to address identified issues related to the large elevator being out 
of service. 

Findings include:

The facility policy, 'Elevator Breakdown-Single Car Operation' last review April 2024 documented during 
downtime of one elevator car, the facility will continue to operate with as little impact as possible to resident 
convenience, quality of life, and provision of services. The Administrator and Maintenance Director/designee 
must be notified immediately upon awareness of elevator outage event with identification of specific elevator 
car that is not operational. Downtime of larger elevator car will potentially impact meal delivery, evacuation 
processes, and movement of larger items that exceed the capacity of the smaller elevator car. The fire 
department will be made aware of the single car operation situation to manage emergency response in the 
event of a fire call and to plan for any necessary non fire evacuation of the upper level of the building during 
which the elevator would be used. If the larger elevator car is non-operational dietary services will modify 
delivery of meals by use of transport cards that can fit on the smaller elevator stairwell modifications are in 
place to accommodate safe transport of bariatric residents by stretcher between levels admission criteria 
during large elevator car downtime will be adjusted to defer bariatric admissions.

Facility staff members were aware that the large elevator was shut down, but no quality assurance measures 
were put in place to identify or address the issue and ensure clinical staff and residents were educated on 
interventions/plan to address the problem. The facility could not provide any documentation of 
interventions/plans that were put in place to address the issue

No evidence of a Quality Assurance Performance Improvement plan action to address identified issues 
related to the large elevator being out of service was documented. (See F865)

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

On 9/13/24 at 9:10 AM during an interview, the facility owner/ operator stated they were aware of the broken 
large elevator. The facility owner/ operator stated they believed the broken large elevator was a topic in 
Quality Assurance Performance Improvement meetings because in Quality Assurance Performance 
Improvement meetings, they discussed the issues in the facility, but they were not sure if that occurred. They 
stated they did not go to any Quality Assurance Performance Improvement meetings. In reference to having 
created a plan during the shut-down of the large elevator, the facility owner/operator stated they have people 
that work for them that do that. The facility owner operator stated they believed the staff were maintaining the 
food temperatures for the residents during the period that the large elevator has been shut down. The facility 
owner operator stated they were not aware that live music did not occur. They stated they had alternative 
activities in the building. They stated they did not think the broken elevator negatively impacted the residents. 
The facility owner/operator stated the large elevator had issues for last couple of months but did not get shut 
down totally until the summertime. They stated the technician came in several times, but parts were not 
readily available. They stated the elevator technician company was having staffing problems, and they kept 
extending the dates the job would be completed. They stated they were originally told the elevator would be 
fixed by mid-August. They stated they were not sure how many weeks it was shut down. They stated the 
small elevator was working, and the fire department was made aware of the situation. The facility owner 
operator stated that emergency transports and evacuation transports were addressed. They stated they did 
not think they jeopardized the safety or health of the residents due to the broken large elevator.

10 NYCRR 415.26
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Have a  plan that describes the process for conducting QAPI and QAA activities.

43478

Based on record review and interviews conducted during the recertification and abbreviated surveys 
(NY00352254 and NY00331775) from 9/5/24 to 9/13/24, the facility did not ensure the Quality Assurance 
Performance Improvement committee developed and implemented an appropriate plan of action to address 
identified issues related to the large elevator being out of service. Specifically, the large elevator was not 
working consistently since the spring of 2024 and was shut down in mid July 2024, and the facility did not 
ensure the Quality Assurance Performance Improvement committee developed and implemented an 
appropriate plan of action to address identified issues related to the large elevator being out of service which 
included but was not limited to food not being maintained at safe temperatures when served on the units, 
residents were eating on disposable plastic plates, approximately 10 residents who had previously been 
eating lunch in the main dining room on the main floor before the large elevator was shut down could no 
longer do so, and live music performances did not occur for approximately 2 months. The facility did not 
provide documentation for any meetings held to address the ongoing problem of the large elevator being 
shut down. 

The findings are:

(continued on next page)
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potential for actual harm

Residents Affected - Some

The facility policy, 'Quality Assurance Performance Improvement' last reviewed February 2024 documented 
the purpose of the Quality Assurance Performance Improvement policy is to ensure that the facility complies 
with state and federal regulations regarding the quality of care provided to residents. This policy outlines the 
framework for ongoing assessment, monitoring, and improvement of the quality of services delivered within 
the facility. This policy applies to all staff including management, healthcare professionals, and support 
personnel involved in the provision of care and services within the facility. It is the responsibility of the 
administrator of the facility for the implementation and oversight of the Quality Assurance Performance 
Improvement program. The quality assurance committee composed of representatives from various 
departments will be responsible for the development implementation and evaluation of the Quality Assurance 
Performance Improvement program. All staff members are responsible for actively participating in Quality 
Assurance Performance Improvement activities including reporting incidents identifying opportunities for 
improvement and implementing changes as necessary. Regular assessments of the quality of care and 
services provided to residents will be conducted to identify areas for improvement. Performance 
improvement projects will be initiated based on the findings of assessments or as identified through incident 
reports, resident/ family feedback, or regulatory requirements. Ongoing monitoring of key performance 
indicators related to resident care safety and satisfaction will be conducted to ensure adherence to 
established standards. Staff members will receive education and training on Quality Assurance Performance 
Improvement principals quality improvement methodologies and relevant regulations to enhance their ability 
to contribute to the program. Transparent communication channels will be established to facilitate the 
exchange of information among staff members, residents, families, and external stakeholders regarding 
quality improvement initiatives and outcomes. Mechanisms for soliciting feedback from residents, families, 
and staff regarding their experiences and suggestions for improvement will be implemented and regularly 
evaluated. Relevant data related to resident care safety incidents, infection control, medication management 
and other quality indicators will be collected, analyzed, and trended to identify patterns and areas for 
improvement. Data will be collected using validated tools and methodologies to ensure accuracy and 
reliability. Continuous improvement will be emphasized as an integral part of the organizational culture with a 
commitment to addressing identified issues promptly and effectively. Regular review meetings will be held to 
assess the progress of performance improvement projects, share best practices, and make adjustments to 
the Quality Assurance Performance Improvement program as needed. Findings and outcomes of Quality 
Assurance Performance Improvement activities will be documented and actions taken will be communicated 
to relevant stakeholders. This policy complies with all applicable federal state and local regulations governing 
nursing home operations and quality of care any identified noncompliance with regulatory requirements will 
be promptly addressed through corrective actions and included in the Quality Assurance Performance 
Improvement for ongoing monitoring. This policy shall be implemented immediately upon approval by the 
administrator of the facility. All staff members shall be provided with training on the contents of this policy and 
their roles and responsibilities and supporting the Quality Assurance Performance Improvement program. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

The facility provided the survey team with an in-service titled 'Modified elevator usage' with an in-service 
sign-in sheet dated April 26th which documented that dietary services will prepare food for food service tray 
line and bring trays to elevator in meal carts, activities, housekeeping, and any other available staff members 
will assist with loading trays onto linen carts and bring to units to be distributed, empty linen carts returned to 
lobby to restock with trays on meal cart, linen carts are sanitized by kitchen staff before and after meals, test 
tray temperatures to be taken on unit each meal, this is repeated until each unit is served, all staff are 
instructed not to take breaks nor use the elevator during meal times, medically cleared staff members 
allowed to use elevator. Rehabilitation services, activity services, admissions, linen and housekeeping, and 
nursing were included in the in service. For activity services, smokers should continue to be taken out to 
smoke according to smoking schedule, visitation continues to resume as normal, and families and residents 
are given priority elevator use to take residents to and from unit. There was no documented evidence of 
providing activities as usual and including live music programming. 

The facility provided an in-service dated 5/1/24 which documented the topic, 'All hands-on deck' which did 
not have a documented lesson plan and was non-specific as to each staff person's role.

There was no documented evidence that additional in-services or trainings were conducted after April 26th 
2024.

On 9/11/24 at 6:02 PM during an interview, the Director of Activities stated that approximately ten (10) 
residents had been eating lunch in the main dining room on the main floor before the large elevator was shut 
down, and now they do not do so because the large elevator has been shut down. 

On 9/11/24 at 6:30 PM during an interview with the Director of Maintenance and the Administrator, the 
question was asked if the broken large elevator had been discussed in Quality Assurance Performance 
Improvement meetings. The Administrator stated they discussed the subject, but they did not document the 
discussions in the Quality Assurance Performance Improvement minutes or create a Quality Assurance 
Performance Improvement Plan for the large elevator outage. When asked if anything was put in place to 
assure that all residents could be transported safely, the Director of Maintenance said that Medsleds were 
put in place on 4/27/24. The Director of Maintenance and the Administrator added that some staff education 
was put in place, and they would look for the documentation. The Director of Maintenance said that they 
attended some of the morning meetings and the elevator was discussed but they did not think that would 
have been documented.

On 9/12/24 at 11:23 AM during an interview, the Director of Admissions stated the facility restricted 
admissions to the facility during the period of time while the large elevator was shut down, of residents who 
would be difficult to get in and out of the elevator during an emergency situation such as bariatric residents, 
residents with spinal injuries, residents who cannot sit up, but they did not have any documentation of this.

On 9/12/24 at 11:30 AM during an interview the Regional Director of Nursing, they stated the facility 
restricted admissions during the period of time while the large elevator was shut down. They restricted 
admissions of residents who would be difficult to get in and out of the small elevator during an emergency 
situation such as bariatric residents, residents with spinal injuries, and residents who could not sit up, but 
there had been no documentation of the admissions restrictions. 

(continued on next page)
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Level of Harm - Minimal harm or 
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On 9/12/24 at 12:46 PM during a follow-up interview with the Director of Activities, they stated that live music 
performances did not occur for approximately 2 months because the 2-man band which had usually 
performed weekly on a large keyboard and used amplifiers and a drum set could not fit on the small elevator. 
When asked if the facility made any attempts to purchase a smaller keyboard or assist the musicians with 
transporting their equipment to the units, the Director of Activities stated, no. When asked if the facility made 
any attempts to bring in other live music, they stated that a family member volunteered to play the ukulele 
twice during the 2 month time period, but no other musicians played live music during the 2 month time 
period. 

On 09/12/24 at 06:16 PM, during the QAPI/QAA task during a group interview which included the 
Administrator, Director of Nursing, Director of Maintenance, Director of Social Work, and Director of 
Activities, and others, they stated the broken large elevator was not a topic in Quality Assurance 
Performance Improvement meetings. They stated that there was no documentation of the plan for 
transporting meal trays to units, for staff to use the steps, or that they had educated staff on how to transport 
residents in gerichair on the small elevator. They stated that a timeline of getting the elevator fixed was 
originally 3-4 weeks but was not documented in a Quality Assurance Performance Improvement plan. They 
stated they had not addressed the issue of providing alternative live music to replace the usual live music 
2-man band performances which had been playing a large electric keyboard which could not fit into the small 
elevator. They stated a plan was not created to address food temperatures, food temperatures were not 
being checked on the units, test trays were not being brought to the units, heated china plates were 
eliminated, and residents were eating on disposable plastic plates. They stated that screening residents for 
new admissions was discussed, but it was not documented.

On 9/13/24 at 9:10 AM during an interview, the facility owner/ operator stated they were aware of the broken 
large elevator. The facility owner/ operator stated they believed the broken large elevator was a topic in 
Quality Assurance Performance Improvement meetings because in Quality Assurance Performance 
Improvement meetings, they discussed the issues in the facility, but they were not sure if that occurred. They 
stated they did not go to any Quality Assurance Performance Improvement meetings. In reference to having 
created a plan during the shut-down of the large elevator, the facility owner/operator stated they have people 
that work for them that do that. The facility owner operator stated they believed the staff were maintaining the 
food temperatures for the residents during the period that the large elevator has been shut down. The facility 
owner operator stated they were not aware that live music did not occur. They stated they had alternative 
activities in the building. They stated they did not think the broken elevator negatively impacted the residents. 
The facility owner/operator stated the large elevator had issues for last couple of months but did not get shut 
down totally until the summertime. They stated the technician came in several times, but parts were not 
readily available. They stated the elevator technician company was having staffing problems, and they kept 
extending the dates the job would be completed. They stated they were originally told the elevator would be 
fixed by mid-August. They stated they were not sure how many weeks it was shut down. They stated the 
small elevator was working, and the fire department was made aware of the situation. The facility owner 
operator stated that emergency transports and evacuation transports were addressed. They stated they did 
not think they jeopardized the safety or health of the residents due to the broken large elevator.

(continued on next page)
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On September 13th 2024 at 1:35 PM during an interview, the Food Service Director stated they were 
responsible for implementing the plan for meal delivery and assuring that test tray temperatures were taken 
on units at each meal, but when the large elevator was shut down, bringing test trays onto the units was 
slowing the process of meal tray delivery and they were more concerned with getting the trays to the 
residents as quickly as possible. They stated they believe the food temperatures were within the safety zone, 
but they were not checking food temperatures after the large elevator was shut down and there was no 
documentation of food temperatures on the units. They stated they checked the food temperatures on the 
tray line, 3 times during each meal service in the kitchen. 

On September 13th 2024 at 4:09 PM during an interview, [NAME] Supervisor #3 stated that from April until 
the large elevator was shut down, they were aware to bring test trays to the units and check temperatures of 
food to assure foods were in the safety zone but when the elevator was shut down they stopped doing so 
because they were more concerned with getting the food quickly to the residents. They stated that bringing 
the test trays to the units was holding up the elevators and slowing down the process of the meal tray 
delivery.

On September 13th 2024 at 4:12 PM during an interview, [NAME] Supervisor #2 stated that from April until 
the large elevator was shut down, they were aware to bring test trays to the units and check temperatures of 
food to assure foods were in the safety zone but when the elevator was shut down they stopped doing so 
because bringing the test trays to the units was holding up the elevators and slowing down the process of the 
meal tray delivery, and they were concerned with getting the food quickly to the residents.

10 NYCRR 483.75 (a)(2)(h)(i)

7159335404

02/11/2025



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      

335404 09/13/2024

Renaissance Rehabilitation and Nursing Care Center 4975 Albany Post Road
Staatsburg, NY 12580

F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50815

Based on observation, record review and interviews during a recertification survey from 9/5/2024 to 
9/13/2024, the facility did not ensure and/or maintain an infection prevention and control program designed 
to provide a safe and sanitary environment. Specifically, 1) The facility did not have a current Water 
Management Plan in place that defined potential areas of Legionella risk that was updated yearly, 2) 
infection control precautions were not properly implemented for residents with Covid-19 infection, 3) during 
administration of medication there was a breach in infection control practices with a glucometer, and 4) the 
facility was not implementing Enhanced Barrier Precautions.

The findings are:

1. The undated policy on Legionella documented, It is the policy of Renaissance Rehabilitation and Nursing 
Center to comply with the New York State regulations on Legionella culture sampling and analysis.

A request was made to the Director of Maintenance on 9/9/2024 at 8:45 AM to see the facility's Water 
Management Plan and Facility Risk Assessment.

On 9/9/2024 at 11:22 AM a binder was handed to surveyors with a Facility Risk assessment dated [DATE]. 
There was no Water Management Plan inside the binder.

The facility did not provide a Water Management Plan which detailed the water management team, flow 
diagrams, control measures based on the environmental assessment until 9/11/2024.

2. The facility's Covid-19 Infection Prevention & Control Policy, last reviewed/revised 7/12/2024, documented 
that the facility will follow guidance recommended by CMS/CDC/ State and local health agencies related to 
core principles and infection prevention and control practices, provide for clear and prominent signage that 
notifies staff, residents and others of entry restrictions to specific areas of the facility that are designated for 
infection control, ensure that personnel are designated to be responsible for ensuring the staff utilize PPE 
appropriately; these personnel include the Director of Nursing, Infection Preventionist, Unit Managers and 
the Administrator, as well as Department heads while staff are working within their specific departments.

On 9/5/24 at 9:50 AM, during observation and interview in Resident #76's room, Resident #76 stated were 
positive for COVID-19. There were no signs posted on the Resident #76's door indicating any precautions.

On 9/5/24 at 9:53 AM, during an interview with the Director of Nursing they stated that Resident # 76 tested 
positive for COVID-19 on Tuesday morning 9/3/24 at approximately 9:00 AM and they would post a sign at 
the door. They stated signs indicating respiratory and contact precautions should be posted on the resident's 
door by the floor nurse as soon as a positive COVID-19 result was received. 

(continued on next page)
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3. The facility's Policy and Procedure on Administration of Medication, last reviewed 1/2024, documented 
that all items used for medication administration/pass that are shared between residents are to be 
cleaned/sanitized and air-dried between resident use and upon conclusion of medication administration/ 
pass per policy and prevailing CDC/CMS/DOH requirement.

During a medication administration observation on 9/9/24 at 3:44 PM, Licensed Practical Nurse #5 took a 
finger stick blood sugar using the glucometer on Resident #39.

During medication administration on 9/9/24 at 3:56 PM, Licensed Practical Nurse #5 was observed about to 
proceed to take finger stick blood sugar for Resident #63 using the same glucometer as the one they used 
for Resident # 39 without sanitizing the glucometer. The surveyor stopped Licensed Practical Nurse #5 and 
asked if they should sanitize the glucometer and they stated, Yes the glucometer should be sanitized 
between uses on different residents. Licensed Practical Nurse #5 sanitized the glucometer, then took the 
fingerstick blood sugar. 

On 9/9/24 at 5:45 during an interview, Registered Nurse Unit Manager # 1 stated the nurse who was using 
the glucometer was responsible for sanitizing it between residents, and the nurses should know this.

4. The Infection Control Policies and Procedures, last reviewed/revised 7/12/24, documented the facility will 
implement infection control based on federal and state public health advisories, guidelines and rules.

On 09/05/24 at 12:24 PM, Resident #38 was observed with a urinary catheter. No observation of signage to 
indicate Enhanced Barrier Precautions.

On 09/06/24 at 09:58 AM, Resident #38 was observed with a urinary catheter. No observation of signage to 
indicate Enhanced Barrier Precautions.

On 09/09/24 at 11:01 AM during an interview, Certified Nurse Aide # 8 stated when they perform urinary 
catheter care on Resident #38, they wear eyeglasses to protect themselves from urine splashes in their 
eyes. They stated that for residents with a urinary catheter, they wear gloves when they perform catheter 
care but they do not use any other personal protective equipment. 

On 09/09/24 at 11:57 AM during an interview, Licensed Practical Nurse #4 stated they are a regular staff 
nurse at the facility, and they are not aware of any residents on Enhanced Barrier Precautions, stated they 
never heard of it. They stated that for urinary catheter care, they were instructed to wear gloves to protect 
them from contact with urine and they like to wear goggles to protect themselves from urine splashes, but 
they were never instructed to wear any additional personal protective equipment to protect the resident from 
infection. They stated that for wound care for a large wound, they were not instructed to wear a gown and not 
educated on Enhanced Barrier precautions.

(continued on next page)
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On 9/11/24 at 11:57 AM during an interview with the Director of Nursing they stated that staff are not yet 
aware of Enhanced Barrier Precautions. They stated the Department Heads are aware that Enhanced 
Barrier Precautions should be followed at the facility, but they are not sure of how much knowledge the 
Department Heads have about Enhanced Barrier Precautions. The Director of Nursing acknowledged that 
staff in the facility still need to be trained on Enhanced Barrier Precautions at this time. They have plans to 
train the staff as soon as possible on Enhanced Barrier Precautions and will meet with the regional directors 
to make plan to train staff.

10 NYCRR 415.19(a)(1-3) (b) (4)
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Implement a program that monitors antibiotic use.

44673

Based on record review and interviews conducted during a recertification survey from 9/5/24 to 9/13/24, the 
facility did not implement an antibiotic stewardship program that included antibiotic use protocols and a 
system to monitor antibiotic use. Specifically, the facility could not provide documentation of tracking 
antibiotic use which included appropriate use of antibiotics and duration of antibiotic treatment.

The findings are:

The undated Antibiotic Stewardship Policy documented it is the policy of the facility to maintain an Antibiotic 
Stewardship Program with the mission of promoting the appropriate use of antibiotics to track infections and 
reduce possible adverse events associated with antibiotic use.

During an interview on 9/12/2024 at 10 AM, Registered Nurse Unit Manager #2 stated there were residents 
on antibiotics in July and August 2024. Registered Nurse Unit Manager #2 further stated they did not track 
the antibiotic use or report it. They stated they were not familiar with the term 'antibiotic stewardship'.

During an interview on 9/11/24 at 3:00 PM, the Director of Nursing/Infection Preventionist stated it was their 
responsibility to track antibiotic use which included appropriate use of antibiotics and duration of antibiotic 
treatment. They stated they did not have a list of infections and the use of antibiotics which included 
appropriate use of antibiotics and duration of antibiotic treatment. They stated infections and antibiotic use 
should be tracked and monitored by the Registered Nurse Unit Managers, but it was not being completed.

During an interview on 9/12/24 at 9:00 AM, the Administrator stated the Nursing Department was responsible 
for monitoring the use of antibiotics in the facility. 

10 NYCRR 415.19
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Designate a qualified infection preventionist to be responsible for the infection prevent and control program in 
the nursing home.

50815

Based on record review and interviews during a recertification survey from 9/5/2024 to 9/13/2024, the facility 
did not ensure the Infection Preventionist completed specialized training in infection control prior to starting 
their role. Specifically, the facility designated Infection Preventionist was the Director of Nursing, and did not 
have documented evidence of completed specialized training in infection prevention and control.

The findings are:

On 9/6/24 a request was made to see documentation of the Infection Preventionist's specialized training in 
infection prevention and control.

A review of the training certificate provided, documented the Director of Nursing completed 4 hours New 
York State Infection Control Mandatory Training Certificate on 10/15/2023.

On 9/09/24 at 3:25 PM during an interview, the Director of Nursing stated they did not have any other 
specialized training in infection control.

10NYCRR 415.19
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Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the 
public.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43478

Based on observation, record review and interview conducted during the recertification and abbreviated 
surveys (NY00352254, NY00345799 and NY00340278) from 9/5/24 to 9/13/24, the facility did not ensure a 
safe, functional, sanitary, and comfortable environment for residents, staff, and the public. This was evident 
for the entire facility. Specifically, the large elevator was out of order since the spring of 2024. 

The findings are:

The facility policy, 'Elevator Breakdown-Single Car Operation' last review April 2024 documented during 
downtime of one elevator car, the facility will continue to operate with as little impact as possible to resident 
convenience, quality of life, and provision of services. The Administrator and Maintenance Director/designee 
must be notified immediately upon awareness of elevator outage event with identification of specific elevator 
car that is not operational. Downtime of larger elevator car will potentially impact meal delivery, evacuation 
processes, and movement of larger items that exceed the capacity of the smaller elevator car. The fire 
department will be made aware of the single car operation situation to manage emergency response in the 
event of a fire call and to plan for any necessary non fire evacuation of the upper level of the building during 
which the elevator would be used. If the larger elevator car is non-operational dietary services will modify 
delivery of meals by use of transport cards that can fit on the smaller elevator stairwell modifications are in 
place to accommodate safe transport of bariatric residents by stretcher between levels admission criteria 
during large elevator car downtime will be adjusted to defer bariatric admissions.

The Resident Council Meeting notes dated 3/12/24 documented the residents would like to have outdoor 
activities when the weather gets warmer.

The Resident Council Meeting notes dated 5/7/24 documented the parts of the elevator have been ordered.

On 9/5/24 at 9:15 AM, the large elevator was observed with a sign posted, 'Out of Order'. 

On 9/5/24 at 4:42 PM, 2 large linen carts were observed near the elevator. Activity Aide #6 stated, 'We use 
those to bring meal trays onto the unit because the big meal truck does not fit into the small elevator'.

On 9/5/24 at 4:45 PM, Activity Aide #7 was observed on the lobby level near the elevators, removing resident 
meal trays from the large, insulated meal truck and loading them onto linen carts. When asked, Activity Aide 
#7 stated, 'We do that because the big meal truck does not fit in the small elevator'.

(continued on next page)
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On 9/5/24 at 5:30 PM during an interview, [NAME] Supervisor #1 reviewed the temperatures taken from a 
meal tray and stated those temperatures were within the danger zone. They stated it is a transportation 
issue. They stated foods are checked for safe temperatures in the kitchen 3 times during dinner tray service 
at 4:45 PM, 5:15 PM, and 5:45 PM. They stated the facility has a large food truck which can withstand the 
heavy weight of china plates which can be heated to retain food temperatures, and the food truck is also 
insulated, but the large food truck is not being used to bring meal trays upstairs because it does not fit into 
the small elevator. They stated that because the large elevator is broken, trays are currently being brought to 
the units on un-insulated linen carts which cannot withstand the heavy weight of the china plates which can 
be heated to keep food hot. They stated they have not been checking food temperatures on the units since 
the large elevator was shut down because they did not have time and wanted to get the resident's trays to 
the residents as fast as possible. 

On 9/5/24 at 5:36 PM during an interview, the Food Service Director agreed that the food temperatures 
reviewed taken from the meal tray were in the danger zone. The Food Service Director stated they agreed 
with [NAME] Supervisor #1's statements regarding foods being served in the danger zone. The Food Service 
Director stated that the large elevator has been out of service for some time. The Food Service Director 
stated they are not sure who is responsible for the problem of serving foods within safe temperatures, stated 
it is probably a combination of the broken large elevator and not having enough staff on the unit to pass the 
trays timely. They stated they have not been checking food temperatures on the units since the large 
elevator was shut down because they did not have time. They stated they had wanted to get the resident's 
trays to the residents as fast as possible. 

On 9/5/24 at 5:46 PM during an interview, the Administrator stated they were not aware that food is being 
served in the danger zone. They stated they were not aware of any dietary staff taking food temperatures on 
the units. They stated the elevator has been broken since April. They stated that the technician came last 
week but they are waiting for parts. They stated that is the only company that works on this type of elevator. 

On 9/6/24 at 1:00 PM during an interview, the Director of Maintenance stated the large elevator was jamming 
a dozen times a day starting in April, the elevator technician came out but did not have the parts available to 
repair the problem. The Director of Maintenance stated the large elevator was out of order since mid-July. 
They stated they called other elevator repair companies, but they would not have been able to do the repair 
any faster than [NAME] Inc. so the facility chose [NAME] Inc. for the repair. They stated the parts have been 
very difficult to obtain because the elevator parts became obsolete in 1969, and now the parts need to be 
retrofitted.

On 9/11/24 at 5:35 PM the survey team observed two Emergency Medical Technicians bringing a stretcher 
into the small elevator. The Emergency Medical Technicians were observed lifting the head of the stretcher 
to approximately 45 in order to fit the stretcher into the small elevator. The Emergency Medical Technician 
lowered the head of the stretcher as much as possible and the head of the stretcher remained at 
approximately a 45 angle. 

On 9/11/24 at 5:35 during an interview, the Emergency Medical Technician stated the stretcher could not go 
flat inside the small elevator and demonstrated at such. 

(continued on next page)
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On 9/11/24 at 6:02 PM during an interview, the Director of Activities stated that approximately 10 residents 
were eating lunch in the main dining room on the main floor before the large elevator was shut down. 

On 9/12/24 at 8:35 AM during an interview with the Director of Maintenance and a review of documentation 
of communication between the Director of Maintenance and the elevator installation and repair company, the 
Director of Maintenance stated that at beginning of April, the large elevator door was not closing properly 2-3 
times daily and if the door did not close, the elevator would not move, and the Director of Maintenance 
further stated that the technician determined the problem was the speed reducer, but it would take a long 
time to receive the part, the Director of Maintenance stated they found the part on E-Bay but the elevator 
repair company did not approve installation of a used part. The Director of Maintenance provided:

-Text messages dated May 13 and May 21 from the Director of Maintenance to elevator repair company 
asking for follow-up.

The Director of Maintenance stated that some phone calls ensued to try to establish a plan for repair, which 
were undocumented. 

-An invoice dated June 21st to elevator repair company and a check dated July 3rd. 

-A text message dated July 12 requesting follow-up shipping date of part. 

-A letter dated July 15th notifying the families of the broken main elevator.

-A text message dated July 29th requesting follow-up shipping date of part. The elevator repair company 
replied they were unsure of part arrival date and would not have a technician until 3rd week of August.

-An email from elevator repair company dated August 12th documented elevator repair company came to 
facility to begin demolition of large elevator door.

-A text message dated August 14 asking elevator repair company why the technician was not at the facility 
today. Reply from elevator repair company unsure of when technician will be back. 

-A text message dated August 15th askingelevator repair company for follow-up.

-A text message dated August 22nd asking elevator repair company for follow-up.

-A text message dated August 23rd from elevator repair company stating they will come after hours to 
complete the work due to lack of technicians.

-A text messages dated August 29th and 30th from the Director of Maintenance asking elevator repair 
company for follow-up with possible completion date.

-A text message dated August 30th from elevator repair company documenting the need for additional parts 
which are on order.

(continued on next page)
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-A text message dated September 4th asking elevator repair company for follow-up. Reply from elevator 
repair company documented they did not have the correct wiring diagram.

-A text message dated September 5th asking elevator repair company for follow-up. 

-A text message dated September 11th from elevator repair company documented need a new transformer.

On 9/12/24 at 7:04 PM, during a record review with the Director of Activities of the April, May, June, July, 
August, and September activity schedules documented that the concert activity was cancelled on April 25, 
May 9, May 16, May 23rd, June 6th, June 13th, June 20th in 2024. The Director of Activities stated that 
concert activities were cancelled in April, May, and June and concert activities were not scheduled for July 
18th and 25th because the large elevator was shut down. 

On 9/13/24 at 9:10 AM during an interview, the facility owner /operator stated they were aware that the large 
elevator was out or order. They stated the large elevator had issues for last couple of months but did not get 
shut down totally until the summertime. They stated they had the technician come in several times, but parts 
are not readily available. They stated elevator repair company dominates the region and was having staffing 
problems, and they keep extending the dates the job will be completed. They stated they were originally told 
the elevator would be fixed by mid-August. They stated they were not sure how many weeks it was shut 
down. 

10 NYCRR 415.29(f)(1-7)
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Give their staff education on dementia care, and what abuse, neglect, and exploitation are; and how to report 
abuse, neglect, and exploitation.

43478

Based on record review, and interviews during the recertification and abbreviated surveys (NY00340278, 
NY346428) from 9/5/24 to 9/13/24, the facility could not provide evidence that training was provided annually 
to their staff on resident abuse prevention. 

The findings are:

The undated facility policy titled abuse, neglect, mistreatment, and misappropriation of resident property 
included that the policy of the facility includes training employees, through orientation and ongoing sessions 
on issues related to abuse and prohibition practices. It documented that staff and volunteers will receive 
education about abuse upon first employment and annually after that. 

On 9/9/24 at 3:45 PM, during the staffing task, the surveyor requested from the Director of Nursing, the 
training logs of five sampled certified nurse aides. The Director of Nursing provided training logs for only for 
two of the five certified nurse aides.

On 9/10/24 at 11:15 AM the Director of Nursing was asked to provide documentation of staff abuse 
prohibition and prevention training which had been completed in the past 12 months. The Director of 
Nursing, they stated they could not find any documentation of the requested trainings and stated that it had 
probably not been completed in the past 12 months.

On 9/10/24 at 12:30 PM during an interview with Licensed Practical Nurse #4, they stated they had been 
in-serviced on the facility abuse protocol but they did not remember when. 

On 9/10/24 at 12:34 PM during an interview with Certified Nurse Aide #8, they stated they had been 
in-serviced on the facility abuse protocol but they were not sure when. 

On 9/12/24 at 11:56 AM during an interview with Licensed Practical Nurse #3, they stated they did an abuse 
in-service but did not remember when.

10NYCRR 483.95 
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Ensure nurse aides have the skills they need to care for residents, and give nurse aides education in 
dementia care and abuse prevention.

50766

Based on record reviews and interviews conducted during a recertification survey from 9/5/24 to 9/13/24, the 
facility did not ensure that Certified Nurse Aides were provided the required 12 hours of training and/or 
annual in-services on dementia care management and resident abuse prevention, to ensure safe delivery of 
care. Specifically, the facility was unable to provide evidence that 5 of 5 Certified Nurse Aides ( #9, #19, #20, 
#21, and #22), reviewed for Nurse Aide training, were provided 12 hours of mandatory training.

The Facility Assessment Tool Report, dated 7/1/24, documented: In accordance with New York State 
Department of Health requirements, in-service training is provided for Certified Nurse Aides sufficient to 
ensure their continuing competence. Training is at least 12 hours per year and includes dementia 
management and resident abuse prevention training. All staff receive annual training related to safety, 
emergency code and plans, and specific training required for their position. 

The findings are: 

During an interview on 09/09/24 at 03:45 PM, the Director of Nursing/Staff Educator stated they were 
responsible for documentation of the Certified Nurse Aide mandatory in-services. The Director of 
Nursing/Staff Educator was provided with a random sample of five Certified Nurse Aides and proof of the 
required 12 hours of annual in-service training was requested. The Director of Nursing/Nurse Educator 
provided the following documentation: 

For Certified Nurse Aide #8: The Director of Nursing provided documentation for 30 minutes of annual 
in-service training (Kiosk Training) and a sign in-sheet for Annual Mandatory Education for 2024 without the 
education hours listed for Certified Nurse Aide #8. The Director of Nursing stated the time needed to 
complete Annual Mandatory In-service packet would be 1-2 hours. The Director of Nursing stated Certified 
Nurse Aide #8 did not complete the required 12 hours of annual mandatory in-service and they were not able 
to provide further proof of in-services for 2023 or 2024.

For Certified Nurse Aide #19: The Director of Nursing provided documentation for 1 hour of annual in-service 
training (Elopement and Customer Service Training) and a sign in-sheet for Annual Mandatory Education for 
2024 without the education hours listed. The Director of Nursing stated the time needed to complete Annual 
Mandatory In-service packet would be 1-2 hours. The Director of Nursing stated Certified Nurse Aide #19 did 
not complete the required 12 hours of annual mandatory in-service and was not able to produce further proof 
of in-services for 2023 or 2024.

For Certified Nurse Aide #20: The Director of Nursing provided documentation for 1 hour of annual in-service 
training (Elopement and Customer Service Training). The Director of Nursing stated Certified Nurse Aide #20 
did not complete the required 12 hours of annual mandatory in-service and was not able to produce further 
proof of in-services for 2023 or 2024.

(continued on next page)
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For Certified Nurse Aide #21: The Director of Nursing provided documentation for 30 minutes of annual 
in-service training (Customer Service Training). The Director of Nursing stated Certified Nurse Aide #21 did 
not complete the required 12 hours of annual mandatory in-service and was not able to produce further proof 
of in-services for 2023 or 2024.

For Certified Nurse Aide #22: The Director of Nursing provided documentation for 1 hour of annual in-service 
training (Elopement and Customer Service Training). The Director of Nursing stated Certified Nurse Aide #22 
did not complete the required 12 hours of annual mandatory in-service and was not able to produce further 
proof of in-services for 2023 or 2024.

During an interview on 09/10/24 at 11:08 AM with Certified Nurse Aide #18, they stated they received 
in-services in the last year, but not recently. They stated that in-services were usually in-person with Director 
of Nursing or Unit Manager. 

During an interview on 09/13/24 at 12:00 PM, the Administrator stated the facility was currently attempting to 
hire an Assistant Director of Nursing which would enable the Director of Nursing to spend more time 
providing annual in-services. 
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