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Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.
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335577 12/23/2025

Elderwood at Lancaster 1818 Como Park Blvd
Lancaster, NY 14086

F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review conducted during the Abbreviated Survey (2615979), the facility 
did not ensure the resident's right to be free from verbal abuse for one (1) (Resident #1) of three (3) 
residents reviewed. Specifically, based on audio recording and facility surveillance footage, a maintenance 
staff member was verbally abusive to Resident #1. The finding is:The policy titled Abuse Prevention, 
Identification, Investigation, Protection and Reporting dated 4/30/24 documented the facility will provide 
protection for the health, welfare and rights of each resident residing in the facility. The facility Administrator 
and the interdisciplinary team will identify, correct, and intervene in situations in which abuse, mistreatment, 
neglect, exploitation, and or misappropriation of resident property is more likely to occur by ensuring 
supervision of staff on all shifts occur to identify inappropriate staff behaviors, such as using derogatory 
language.The undated New York State Department of Health document titled Your Rights as a Nursing 
Home Resident in New York State documented as a resident in this facility you have the right to be free from 
physical, sexual, mental, and verbal abuse, corporal punishment, financial exploitation, and involuntary 
seclusion including physical and chemical restraints. Resident #1 had diagnoses including fracture of the left 
leg, muscle weakness, and obesity. The Minimum Data Set (a resident assessment tool) dated 09/12/2025 
documented Resident #1 had intact cognition, was understood and understands. The comprehensive care 
plan dated 09/11/2025 documented Resident #1 was an independent decision maker. The Internet Quality 
Improvement & Evaluation System Complaint/Incident Investigation Report received by the New York State 
Department of Health on 09/20/2025 documented an alleged incident occurred on 09/11/2025 at 08:30AM 
between Maintenance Assistant # 1 and Resident #1. Resident #1 alleged that a staff member entered their 
room to check something in the bathroom and then yelled at Resident #1 about not spitting on an employee. 
Resident #1 then called 911.Review of the facility investigation dated 09/11/2025 documented Registered 
Nurse #6, Unit Manager went into Resident #1's room on 09/11/2025 at 8:20AM and addressed concerns 
from the night before. Registered Nurse #6 Unit Manager reported at the morning meeting at 9:00AM, that at 
8:20AM Resident #1 made a gesture of spitting at them, was rude and swore. Maintenance Assistant # 1 
entered Resident #1's room at 8:31AM to check something in the bathroom and started yelling repeatedly at 
Resident #1 not to spit in Registered Nurse #6 Unit Manager's face. Resident #1 called 911. On 09/11/2025 
at 9:59AM a police officer arrived at the facility. Resident #1 alleged that they were threatened and assaulted 
by Maintenance Assistant #1. Resident #1 alleged that Maintenance Assistant # 1 came into their room and 
repeated multiple times not to spit on Registered Nurse #6 Unit Manager. In addition, there was audio 
surveillance recorded by Resident #1, facility video footage, and there were no other witnesses. Maintenance 
Assistant # 1 admitted that they confronted Resident #1 and told them not to spit at Registered Nurse #6, 
Unit Manager.Review of Resident #1's written statement dated 09/11/2025 documented they had a few care 
concerns from the previous evening on 09/10/2025. Registered Nurse #6 Unit Manager had entered their 
room in the morning on 09/11/2025 and stated to Resident #1 You have been giving problems since last 
night. Resident #1 stated that they wanted to be discharged , and they felt uncomfortable at the facility. 
Registered Nurse #6 Unit Manager stated to Resident #1 that they were not discharging them, and told 
Resident #1 they could go against medical advice and to find their own way to the front, and that they would 
receive no care if they left. Resident #1 then asked Registered Nurse #6 Unit Manager to leave their room. 
Ten minutes later Maintenance Assistant # 1 busted into Resident #1's room yelling, making false claims, got 
in their face and stated, we are going to get you up out of here. Resident #1 immediately dialed 911 then 
emailed the Administrator.Review of Registered Nurse #6 Unit Manager's verbal and typed statement 
documented by the Administrator on 09/11/2025 that Registered Nurse #4 had a difficult time with Resident 
#1, and they went to speak with Resident #1 and address their concerns. Registered Nurse #6 Unit Manager 
and Registered Nurse #4 went down to Resident #1's room. Registered Nurse #4 stood at the doorway while 
Registered Nurse #6 Unit Manager addressed Resident #1 in their wheelchair in front of the bathroom door. 
Resident #1 immediately said they were going to be discharged . Registered Nurse #6 Unit Manager stated 
to Resident #1 they were not going to be discharged because they were being non-complaint with care. 
Resident #1 said the (expletive) you are and Registered Nurse #6 Unit Manager informed Resident #1 of 
their right to leave against medical advice. As Registered Nurse #6 Unit Manager left the room Resident #1 
puckered their lips as if they were going to spit on them. Registered Nurse #6 Unit Manager repeated to 
Maintenance Assistant #1 numerous times that Resident #1 never actually spit. Review of Registered Nurse 
#4 verbal and typed statement documented by the Administrator on 09/12/2025 revealed Resident #1 did not 
spit at all. Review of Maintenance Assistant #1's undated and signed written statement documented they 
stepped into Resident #1's room and then they asked Resident #1 why they were recording. Resident #1 
denied recording the conversation. Then they asked Resident #1 not to spit on Registered Nurse #6 Unit 
Manager.Review of facility video footage from 09/11/2025, provided on 11/04/2025 at 10:20AM, in the 
presence of the Administrator, revealed at fifteen (15) seconds of the video Registered Nurse #6 Unit 
Manager knocked and entered what was identified by the Administrator as Resident #1's door. Registered 
Nurse #4 entered Resident #1's room while Registered Nurse #8 stood outside Resident #1's room. 
Thirty-six (36) seconds into the video Registered Nurse #4 stood at the doorway. All three staff members 
were seen walking away from the room at one (1) minute fifty-three (53) seconds. Maintenance Assistant #1 
was observed rapidly knocking with their right hand on Resident #1's door and at two (2) minutes and 
thirty-seven (37) seconds into the video. Maintenance Assistant #1 opened the door and entered the room. 
Maintenance Assistant #1 was in Resident #1's room from two (2) minutes thirty-seven (37) seconds to two 
(2) minutes fifty-four (54) seconds. Maintenance Assistant #1 then exited, closed the door part way, then 
re-opened the door and re-entered the room at two (2) minutes fifty-four (54) seconds until three (3) minutes 
four (4) seconds then seen abruptly leave then re-entered again at three (3) minutes seven (7) seconds and 
then left Resident #1's room at three (3) minutes eleven (11) seconds and did not return. During review of an 
audio recording from Resident #1's cell phone from 09/11/2025, provided by the Administrator on 11/04/2025 
at 10:45AM, the Administrator identified the voice as Maintenance Assistant #1, who was heard speaking in 
a loud, disrespectful tone to Resident #1 repeatedly stating not to spit on Registered Nurse #6 Unit Manager. 
Resident #1 was heard calmly telling Maintenance Assistant #1 that they did not know what they were talking 
about. Maintenance Assistant #1 accused Resident #1 and insisted that they knew what they were talking 
about and that they needed to get them out of here (meaning out of the facility). In the audio, Maintenance 
Assistant #1 was heard leaving the room by closing the door, Resident #1 was then heard dialing 911, and 
then the recording stopped.During a telephone interview on 11/04/2025 at 11:32AM, Resident #1 stated they 
called 911 and stated the staff were rude, they did not feel safe, and they left the faciity on [DATE]. 
Maintenance Assistant #1 yelled and accused them of spitting at Registered Nurse #6 Unit Manager on 
09/11/2025 which Resident #1 denied, and that they had to get Resident #1 out of the facility. The police 
came and an internal investigation was completed. Resident #1 stated the Maintenance Assistant #1's 
yelling was verbal abuse. During an interview on 11/04/2025 at 2:12PM, the Director of Maintenance #1 
stated Maintenance Assistant #1 went into Resident #1's room and told Resident #1 they were there to fix 
the toilet on the morning of 09/11/2025. There were no work orders for them to be in the room and they had 
no business being in there. Yelling was anything beyond the normal tone of voice and was verbal abuse.
During an interview on 11/04/2025 at 2:45PM Registered Nurse #4 stated they did not hear or see Resident 
#1 gesture to spit. Maintenance Assistant #1 should have treated Resident #1 respectfully or let the Nursing 
Supervisor handle it, but yelling was poor customer service and was verbal abuse. During a telephone 
interview on 11/04/2025 at 3:02PM Maintenance Assistant #1 spoke in an inappropriate tone, was boisterous 
(loud) and stated Registered Nurse #6 Unit Manager told them on 09/11/2025 that Resident #1 was not 
going to spit on them. The Maintenance Assistant #1 immediately went down to Resident #1's room and told 
Resident #1 they needed to check the toilet and then confronted Resident #1 not to spit on Registered Nurse 
#6 Unit Manager stating they repeated it six (6) times. Maintenance Assistant #1 denied speaking 
inappropriately to Resident #1. They always spoke loud, and was not verbal abuse.During a telephone 
interview on 11/05/2025 at 9:18AM Director of Nursing #2 stated Maintenance Assistant #1 wanted to protect 
Registered Nurse #6 Unit Manager. Then they realized the whole conversation was recorded and was angry 
and upset. The situation was not handled well. They do not think that Maintenance Assistant #1 knew the 
rules and regulations, that you cannot go into any resident's room and act that way, it was undignified and 
unprofessional.During an interview on 11/05/2025 at 10:27AM the Director of Social Work #1 stated Resident 
#1 reported they were verbally assaulted by Maintenance Assistant #1 on 09/11/2025 then Resident #1 
played them the audio recording. They heard Maintenance Assistant #1 yelling in an aggressive, loud, and 
accusatory manner. Residents deserved to be treated with dignity and respect and follow the facility care 
values which included collaboration, respect, excellence, integrity and accountability. Maintenance Assistant 
#1's interactions were inappropriate and was verbally abusive.During a telephone interview on 11/05/2025 at 
12:41PM, Registered Nurse #6 Unit Manager stated Resident #1 gestured as if they were going to spit on 
them, but they did not spit. Maintenance Assistant #1 should have just plunged the toilet, left the room, and 
should not have spoken to Resident #1 that way. It was disrespectful.During an interview on 11/07/2025 at 
1:45PM, the Administrator stated that Maintenance Assistant #1 should not have taken matters in their own 
hands and let their supervisor handle it. It was determined that Maintenance Assistant #1's behavior was 
wrong and would not be tolerated and was verbal abuse even if it was unintentional. 10 NYCRR 415.
3(d)(1)(vii)
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Elderwood at Lancaster 1818 Como Park Blvd
Lancaster, NY 14086

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

Based on interview, and record review conducted during an Abbreviated survey (2615979) the facility did not 
ensure that all alleged violations involving abuse are reported immediately but not later than 2-hours after the 
allegation is made if the events that cause the allegation involve abuse, to the Administrator of the facility 
and to other officials (including to the State Survey Agency) for one (1) (Residents #1) of three (3) residents 
reviewed for abuse. Specifically, an allegation of staff to resident verbal and physical abuse was not reported 
to the New York State Department of Health within the required (2) two-hour timeframe. The finding is: Refer 
to F 600 Freedom from Abuse and Neglect, scope and severity D The policy titled Abuse Prevention, 
Identification, Investigation, Protection and Reporting dated 04/30/2024 documented the facility Administrator 
or designee will report all alleged violations of abuse to state agencies immediately, but no later than (2) two 
hours after the allegation of abuse, mistreatment; and as required to all other required agencies (e.g., law 
enforcement, adult protective services, licensing authorities, stated nurse aide registries, etc., when 
applicable) within specified timeframes. Review of the Minimum Data Set (a resident assessment tool) dated 
09/12/2025 documented Resident #1 had intact cognition, was understood and understands. The Internet 
Quality Improvement and Evaluation System (IQIES) Complaint/Incident Investigation Report received by the 
New York State Department of Health on 09/20/2025 documented an alleged incident occurred on 
09/11/2025 at 8:30 AM. The Administrator was first made aware of the incident on 09/11/2025 at 10:11 AM. 
The facility did not report the alleged abuse to the State Agency until 09/15/2025 at 3:18 PM. Review of the 
facility investigation dated 09/11/2025 revealed a potential altercation between a staff member and the 
resident occurred on 09/11/2025 at 8:30 AM. Registered Nurse #6, Unit Manager went into Resident #1's 
room at 8:20 AM and addressed concerns from the night before. During that time, Registered Nurse #6 
stated that Resident #1 made a gesture of spitting at them, was rude and swore. Maintenance Assistant #1 
entered Resident #1's room at 8:31 AM and told Resident #1 not to spit in Registered Nurse Unit Manager 
#6's face. Resident #1 called 911 (emergency services). On 09/11/2025 at 9:59 AM a police officer arrived at 
the facility. Resident #1 alleged that they were threatened and assaulted by Maintenance Assistant #1. 
Resident #1 alleged that Maintenance Assistant #1 came into their room and repeated multiple times not to 
spit on Registered Nurse #6 Unit Manager. Resident #1 also alleged that Maintenance Assistant #1 got in 
their personal space and made contact with their #1's broken ankle and stated Maintenance Assistant #1 
was going to beat their (expletive). The facility investigation concluded verbal abuse had occurred. During an 
interview on 11/07/2025 at 1:35 PM, the Administrator stated they were made aware of the allegation on 
09/11/2025 at 9:07 AM when an email complaint was received from Resident #1. The Administrator stated 
they did not report the alleged verbal and physical abuse to the State Agency until 09/12/2025 at 12:54 PM 
and should have reported it within (2) two hours as required but somehow forgot. 10NYCRR 415.4(b) (4)
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