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F 0684 Provide appropriate treatment and care according to orders, resident?s preferences and goals.
Level of Harm - Minimal harm Based on observations, record review, and interviews (iQIES intake 2809584), the facility failed to
or potential for actual harm ensure residents received treatment and care in accordance with professional standards of practice,
the comprehensive person-centered care plan, and the resident's choices for two (2) of two (2)
Residents Affected - Few residents (Residents #13 and #48) reviewed. Specifically, Resident #13 did not have a significant

bowel movement from 07/25/2025-08/08/2025 and there was no documented evidence bowel
interventions were consistently provided, the resident's gastrointestinal status was assessed, or the
physician was notified; and Resident #48 had position changing alarms initiated, impacting the
resident's freedom of movement, without trialing other interventions first. Findings include: The
facility policy Certified Nurse Aide Documentation & Usual Performance, revised 01/01/2026,
documented the certified nurse aides must document care at the time it was provided and the specific
care offered per the care plan must be objectively and completely documented.The facility policy
Managing Falls and Fall Risk, revised 05/2025, documented if falling recurred despite initial
interventions, staff would implement additional or different interventions, or indicate why the current
approach remained relevant. Position-change alarms would not be used as the primary or sole
intervention to prevent falls and would be monitored for efficacy. The facility policy Personal Care:
Toileting, revised 10/12/2029, documented residents would be toileted according to the individualized
plan of care to promote continence and maintain the resident's highest level of function and maintain
dignity. Additionally, the date and time the resident was assisted to the bathroom would be
recorded.The facility policy Restraints, revised 09/2025, documented the facility would only consider
utilizing a restraint when all other reasonable options had been exhausted and the resident's medical
condition warranted their use; position changing alarms were not considered a restraint unless it
caused agitation, interfered with the resident's sleep pattern, or caused the resident to be afraid to
move; any device that prevented a resident from freely and easily arising out of a chair or bed was
considered a restraint; and any device that met the definition of a physical restraint must have a
physician order, a care plan and a process in place for systematic and gradual restraint reduction and
physician identification and record of the specific medical symptom that supported the use of the
restraint. The facility policy Bowel Management, revised 11/2025, documented each resident would
have at least one (1) bowel movement every three (3) days unless the practitioner documented a
clinically appropriate alternative goal; every resident would have daily monitoring of their bowel
movement documentation and days since their last bowel movement; and four (4) or more days
without a bowel movement was a red flag and required immediate nurse assessment and practitioner
notification. 1) Resident #13 had diagnoses including schizophrenia (a serious mental health
condition), morbid obesity, and intestinal bypass. The 09/30/2025 Minimum Data Set assessment
documented the resident had moderately impaired cognition, was incontinent of bowel, and required
moderate assistance for most activities of daily living. There was no documented evidence the
resident's Comprehensive Care Plan included reference to the resident's bowel function. The Bowel
and Bladder Elimination Report documented from 07/25/2025 through 07/28/2025 the resident did not
have a bowel movement (four days).The 07/27/2025 Nurse Practitioner #10 progress note
documented the resident had multiple loose stools and was now constipated after Clostridium difficile
(continued on next page)
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F 0684

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

(a bacteria causing diarrhea) culture was ordered. The resident had not had any bowel movements.
There was no documented evidence the resident's gastrointestinal system was assessed by Nurse
Practitioner #10.The 07/2025 Medication Administration Record documented the resident received
Milk of Magnesia (laxative) on 07/28/2026 for no bowel movement for three (3) days. The Bowel and
Bladder Elimination Report documented on 07/29/2026 the resident had a small bowel movement.The
07/2025 Medication Administration Record documented the resident received a Dulcolax suppository
(laxative) one time only for no bowel movement for four (4) days on 07/29/2025.08/01/2025 Nurse
Practitioner #10 progress note documented the resident's abdomen was soft, nontender, and without
masses. Bowel sounds were active. The Bowel and Bladder Elimination Report documented from
07/30/2025 through 08/08/2025 the resident did not have a bowel movement (10 days).The
08/05/2025 Physician #20 progress note documented the resident was seen for a 60 day follow up.
Review of systems found the resident doing well without complaints of gastrointestinal
symptomatology. Recent nursing notes were reviewed. The resident was examined with the nurse
present. Their abdomen was soft, nontender, and without masses. Bowel sounds were active. There
was no documented evidence the physician was made aware of the resident's lack of bowel
movements since 07/30/2025. The 8/2025 Medication Administration Record documented:-on
08/05/2025 Enemeez Mini Rectal enema, insert one (1) suppository rectally one time only for no
bowel movement x five (5) days. There was no documented evidence the suppository was
administered as ordered. -on 08/06/2025 Enemeez Mini Rectal enema, insert one (1) suppository
retally one time only for no bowel movement x six (6) days. The suppository was documented as
administered at 10:34 PM. -on 08/07/2025 magnesium citrate give 148 milliliters by mouth one (1)
time only for no bowel movement x seven (7) days. The magnesium citrate was administered at 11:30
AM. -on 08/08/2025 magnesium citrate give 148 milliliters by mouth one (1) time only for no bowel
movement x eight (8) days. The magnesium citrate was administered at 11:48 AM with a 9 indicating
other/see nurses note (the resident was sent to the hospital).The 08/08/2025 Nurse Practitioner #10
progress note documented the resident's presenting problem was constipation. Resident was noted to
be multiple days without having a bowel movement and was complaining of abdominal pain. A KUB (an
x-ray to assess abdominal area) was recommended. Due to the resident's size and weight, they were
unable to have the KUB performed in-house. The resident was then noted to have some vomiting and
extreme abdominal pain. The resident would be sent to the hospital to have imaging and rule out
obstruction. The 07/27/2025- 08/07/2025 daily 24-Hour Report Sheets did not document the
resident's bowel status had been monitored or assessed.Nursing progress notes did not document
ongoing physician notification of the resident's bowel status or ongoing nursing abdominal
assessments.During an interview on 04/02/2026 at 1:12 PM, Licensed Practical Nurse #15 stated a
bowel movement report was ran daily that tracked how many days a resident went without a bowel
movement. If two (2) or more days without a bowel movement the provider should be called for
orders, and an abdominal assessment should be performed for anything beyond three (3) days. That
assessment along with the physician notification should be documented. Resident #13 was not
usually constipated. They stated during August of last year the resident had gone quite a few days
without a bowel movement. There should be documentation of what intervention was provided for
each day they were without a bowel movement. During an interview on 04/02/2026 at 3:57 PM, the
Director of Nursing stated the nurse managers monitored the bowel list daily. If a resident had two (2)
or more days without a bowel movement the provider was called for orders and should be called again
if there were no results. That should go on the 24-hour report sheet and there should be a daily
abdominal assessment that included bowel sounds, distension, gas, and appetite. Resident #13 should
have had daily abdominal assessments and daily physician notification during the time they were not
having any bowel movements but did not. The 08/05/2026 docusate sodium mini rectal enema order
should be signed as administered but was not which indicated that medication was not administered.
2) Resident #48 had diagnoses including dementia, paralysis and weakness following a brain bleed,
(continued on next page)
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F 0684 and seizures. The 02/18/2026 Minimum Data Set assessment documented the resident had
moderately impaired cognition; required substantial assistance for most activities of daily living; was
Level of Harm - Minimal harm frequently incontinent of bowel and bladder; had one (1) fall with minor injury and two (2) falls without
or potential for actual harm injury since admission; and used a bed and chair alarm daily. The Comprehensive Care Plan
documented: -11/18/2025 at risk for falls. Interventions included a bed alarm, a chair alarm, low bed,
Residents Affected - Few and floor mats. The resident had actual falls on 11/22/2025, 01/31/206, 02/08/2026, 02/21/2026,

03/01/2026, 03/21/2026; and 03/25/2026. -11/20/2025 and revised 03/09/2026 activity of daily

living and mobility deficit. Interventions included assistance of two (2) for toileting hygiene and toilet
transfer; moderate assistance of two (2) to move from lying on back to sitting on the edge of the bed
without back support; moderate assistance of two (2) for toileting hygiene; and check and change and
toilet every two (2) to three (3) hours and as needed. -11/26/2025 functional bladder incontinence
related to impaired mobility. Interventions included ensure resident had an unobstructed path to the
bathroom.The Comprehensive Care Plan did not document any fall prevention interventions used prior
to the initiation of the position changing alarms or a process for the systematic and gradual reduction
of their use.The Resident's Accident/Incident Reports documented the following: -On 11/22/2025 at
11:10 AM found sitting on the floor in their room.-On 01/03/2026 at 7:45 PM found on the floor next to
their bed.-On 01/31/2026 at 6:30 PM fell when trying to get out of their wheelchair.-On 02/08/2026 at
9:20 PM found lying prone on the floor in the common area. They sustained a raised purple area to
their left face.-On 02/21/2026 at 11:00 AM fell in the bathroom-On 03/01/2026 at 6:40 AM found on
the floor in their room. Their bed alarm was turned off, and they said they needed to use the
bathroom.-On 03/25/2026 at 2:00 AM they got out of bed, urinated on the floor, slipped in the urine,
fell, and sustained a nasal fracture. The resident was toileted at 1:45 AM.Nursing progress notes
documented the following:-On 02/272026 at 10:14 PM the resident frequently attempted to
self-transfer and alarms alerted the staff.-On 03/08/2026 at 10:46 PM the resident was non-compliant
with alarms and transfers. -On 03/09/2026 at 10:01 PM the resident was non-compliant with staying
in the chair or bed, was setting off alarms multiple times during the shift, and stripped off their
clothing and brief and was incontinent. -On 03/12/2026 at 8:18 PM the resident was consistently
undressing and walking around getting off their chair alarm.-On 03/15/2026 at 10:07 PM the resident
was up and out of bed multiple times that shift and was non-compliant with the alarms.-On
03/16/2026 at 9:47 PM the resident was non-compliant with staying seated and often tried to walk to
the bathroom.-On 03/19/2026 at 10:13 PM the resident was very anxious, was up and down out of bed
and in and out of the bathroom multiple times.-On 03/25/2026 at 10:12 PM the resident persistently
tried to ambulate themselves.-On 03/26/2026 at 3:08 PM the resident was constantly reminded to ask
for assistance when needing to use the restroom so they would not fall again.-On 03/29/2026 at10:41
PM the resident was found self-transferring multiple times and was non-compliant with alarms.-On
03/30/2026 at 10:59 PM the resident was awake all night. They got up to walk to the bathroom, but
they were incontinent along the way making the floor wet and increasing risk of falling. They moved
quicker than the alarm alerted staff.-On 03/30/2026 at 5:09 PM the resident was non-compliant and
was getting out of their chair, walked around, activated alarms and pushed staff so they could take a
walk.-On 03/30/2026 the resident was non-compliant with staying seated. There was no documented
evidence an attempt was made to determine the root cause of why the resident was attempting to
rise or was not compliant with the alarms and alternative interventions attempted. The following
observations were made of Resident #48:-On 03/31/2026 at 1:51 PM the resident attempted to stand
from their wheelchair and a high-pitched alarm sounded. The resident said oh and immediately sat
back down.-On 03/31/2026 at 2:18 PM, the resident stood from their chair and began pulling at a
straight back chair as though they were going to sit in it. Their chair alarm immediately sounded, and
several staff ran down the hall saying no, no, no and directed the resident to sit back down.-On
04/01/2026 at 12:02 PM the resident was lying in bed, the bed was in lowest position, and the bed
alarm began playing the song It's a Small World.-On 04/02/2026 at 10:24 AM the resident's bed alarm
(continued on next page)
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F 0684 went off, and they were sitting at the edge of the bed. An unidentified staff member went into the
room, talked briefly to the resident who then laid back down.-On 04/02/2026 at 10:34 AM the resident
Level of Harm - Minimal harm was in bed, the bed was in lowest position, and they started to move towards the edge of the bed and
or potential for actual harm the alarm started playing It's a Small World.During interviews on 03/30/2026 at 12:01 PM, 03/31/2026
at 1:51 PM and 04/03/2026 at 12:41 PM, the resident stated they did not like the alarms, and no one
Residents Affected - Few asked them how they felt about them. The chair alarm went off if they stood up or if they leaned too

far forward. When it went off everyone and their brother came running to tell them to sit down. The
alarm made them jump and feel like they were doing something wrong. They knew when they had to
go to the bathroom, but would not get up because of the alarm, which resulted in bladder accidents.
They had accidents two (2) to three (3) times a day and the smell of urine killed them. Not being able
to get up to use the bathroom and having accidents made them feel like they were losing their liberty.
If staff were not going to let them get up to use the bathroom, then staff needed to take them to the
bathroom in time. They did not like the bed alarm. It alarmed when they were just changing position
and startled them when they were trying to sleep. Sometimes they turned it off. They hated the bed
alarm tune and asked the surveyor how they would like to be awoken at 4:00 AM by a children's song.
During an interview on 04/02/2026 at 12:13 PM, Certified Nurse Aide #16 stated a resident's toileting
plan could be found on their care instructions. If a resident was incontinent, they were checked and
changed every two (2) hours. If a resident was incontinent but sometimes continent, they asked the
resident if they needed to be changed. Position change alarms were loud and alarmed a lot. Some
residents became upset when staff responded to them. Usually, residents just wanted to get up and
move. Resident #48 was checked and changed every two (2) hours and was not on a set toileting
schedule. The resident asked to go to the bathroom all the time, tried to take themself and they
witnessed the resident urinate while on the toilet. The resident had a bed and chair alarm that
sounded a lot and were activated even if the resident was only repositioning themselves. Their bed
alarm played a song, so the staff were better able to determine whose alarm was sounding. The
resident got frustrated with the alarms and had turned them off in the past. During an interview on
04/03/2026 at 9:28 AM, Licensed Practical Nurse #15 stated toileting frequency was on the care
instructions and should be followed. The facility used position changing alarms for residents who had
a lot of falls. Alarms allowed staff to know when a resident was getting up and sounded even if the
resident was readjusting their position. Resident #48 tried to get up a lot saying they had to urinate.
They believed their care plan stated they should be toileted every two (2) to three (3) hours. They had
a chair alarm, a bed alarm and a low bed. During an interview on 04/03/2026 at 10:32 AM, Registered
Nurse Unit Manager #6 stated the least restrictive fall prevention interventions should be tried first.
On admission if a resident was at high risk for falls, alarms might be initiated immediately. Alarms
were not considered a restraint, did not require an order, did not need a documented medical
condition, and were used primarily to alert staff that the resident was moving. Alarms did not
decrease the risk of falls but sometimes they startled the resident enough to make them sit back
down. Residents should be asked, when appropriate, how they feel about the alarms. Fall intervention
effectiveness was evaluated quarterly and as needed and was based on how many times that
resident fell. Residents who were both continent and incontinent of urine were checked and changed
every two (2) to three (3) hours. When Resident #48 was admitted they were incontinent, not able to
move their left side and unable to speak. Alarms were initiated without trying other fall interventions
first. Now they were up and down all the time trying to get to the bathroom. The resident might be a
good candidate for bladder training. If the alarms agitated them, they should be asked about how they
felt about the alarms. It could be upsetting to them if the alarm attracted everyone. During an
interview on 04/03/2026 at 11:30 AM, Registered Nurse Unit Manager #4 stated alarms were not
considered a restraint. Resident #48 had fallen numerous times and had alarms that alerted staff the
resident was already up. Their bed alarm played It's a Small World so staff could differentiate their
alarm from others. They thought the resident did not like the alarm because they tried to turn it off.
(continued on next page)
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F 0684 During an interview on 04/03/2026 at 12:05PM, the Director of Nursing stated the effectiveness of fall
prevention interventions was based on the number of falls. Position changing alarms and low beds
Level of Harm - Minimal harm were not considered a restraint, did not require an order or a related physician documented medical
or potential for actual harm condition. Their use should be discussed with the family and resident and documented as such. The
resident's feeling about the alarms should trump everything else. For residents at high risk for falls,
Residents Affected - Few alarms were used without trying other interventions first. If a resident was turning off their alarms

and still falling, then those alarms were not effective and would likely be discontinued. They expected
residents to be toileted in accordance with the comprehensive care plan and staff documented each
time the resident was toileted. 10 New York Code Rules and Regulation 415.12 (k)(1)
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