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The Grand Rehabilitation and Nrsg at Chittenango 331 Russell Street
Chittenango, NY 13037

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.

Based on observations, record review, and interviews during the recertification and abbreviated 
(NY00495399) surveys conducted 9/22/2025-9/25/2025, the facility did not ensure residents who were 
unable to carry out activities of daily living received the necessary services to maintain good grooming, and 
personal and oral hygiene for one (1) of one (1) resident (Resident #22) reviewed. Specifically, Resident #22 
had unclean hands, face, fingernails and clothing; disheveled hair; and an unclean wheelchair. Findings 
include:The facility policy Showers/Tub Bath, last reviewed 1/2025, documented residents were provided 
regular showers or tub baths, thoroughly washed, dried, and groomed with attention to hair care. 
Documentation of the type of bath, assistance, tolerance, was completed and refusals reported to the 
supervisor.Resident #22 had diagnoses including Huntington's disease (a progressive neurological disease) 
and dementia. The 8/14/2025 Minimum Data Set assessment documented the resident had severe cognitive 
impairment and required extensive assistance with showering and tub bathing and moderate assistance with 
personal hygiene. The Comprehensive Care Plan initiated 9/4/2025 documented the resident was at risk for 
functional decline. Interventions included substantial/maximal assistance for bathing, lower body dressing, 
and bed mobility; partial/moderate assistance for upper body dressing; and was dependent with a 
two-person mechanical lift for tub/shower transfers.The September 2025 Certified Nurse Aide 
Documentation Report documented the resident frequently refused or did not receive scheduled showers. 
The resident received bed baths or partial hygiene in place of full shower/tub bathing.The following 
observations were made of Resident #22:-on 09/22/2025 at 8:23 AM, sitting in their specialized wheelchair. 
The wheelchair was heavily soiled with dried matter on all sides including the seat cushion. The resident's 
hair appeared greasy, and their fingernails had brown matter on and underneath the nails. -on 9/23/2025 at 
1:44 PM their sweatshirt was covered with food debris; their hair appeared greasy; and their fingernails were 
jagged and contained a dark matter underneath. -on 9/24/2025 at 9:58 AM and 11:53 AM their hair appeared 
greasy; their fingernails were jagged and unclean; their shirt was covered with food debris; and their 
wheelchair had dried matter on the sides and the seat cushion was heavily soiled.During an interview on 
9/25/2025 at 9:31 AM Certified Nurse Aide #28 stated Resident #22s hair appeared greasy. The resident 
was washed up that morning. They stated they were unsure of when the resident's actual shower day was 
but assumed it was at night. Certified Nurse Aide #28 stated the resident had jagged nails and food matter 
on their face and hands and their chair was splattered with food.During an interview on 9/25/2025 at 9:35 
AM, Licensed Practical Nurse Manager #17 stated the resident was scheduled for a shower every Friday. 
They stated the resident occasionally resisted care. Licensed Practical Nurse Manager #17 stated the 
resident had food on their face and the resident's wheelchair was soiled with dried food and matter. They 
attributed the increased soil to the resident's diagnosis of Huntington's disease, which caused frequent 
spilling and increased debris on the chair. Wheelchair cleaning was scheduled for Monday evening, but spot 
cleaning should be done. The resident should receive thorough care after meals and, if needed, more 
frequent hair and nail care on non-shower days.10NYCRR 415.12(a)(3)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide enough food/fluids to maintain a resident's health.

(continued on next page)

32335588

02/05/2026



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      

335588 11/18/2025

The Grand Rehabilitation and Nrsg at Chittenango 331 Russell Street
Chittenango, NY 13037
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observations, record review, and interviews during the recertification survey conducted 
9/22/2025-9/25/2025, the facility did not ensure residents maintained acceptable parameters of nutritional 
status for two (2) of three (3) residents (Residents #2 and #8) reviewed. Specifically, Resident #2 had weight 
loss not addressed by the registered dietitian and there was no documented intervention implemented to 
prevent further weight loss, and Resident #8 was not supervised during self-administration of their tube 
feeding and was observed to be administering the incorrect amount. Additionally, Resident #8 did not have a 
physician order or a care plan to self-administer.Findings include: The 10/1997 facility policy Administering 
Medications, revised 1/2023, documented medications must be administered in accordance with the orders; 
residents may self-administer their own medications only if the Attending Physician, in conjunction with the 
Interdisciplinary Care Planning Team, had determined that they had the decision-making capacity to do so 
safely; and the individual administering the medication would record the dosage in the resident's medical 
record.The 10/1997 facility policy Maintaining Patency of a Feeding Tube (Flushing), revised 1/2023, 
documented feeding tubes would be flushed after each feeding and medication administration. Additionally, 
the total amount used to flush the tube and how the resident tolerated the procedure would be documented.
The 10/1997 facility policy Nutritional Assessment, revised 1/2023, documented the nutritional care plan 
would indicate the route of administration, the resident's requirements for nutrient intake, and would be 
consistent with the resident's wishes and goals. In addition, the dietitian would conduct a nutritional 
assessment which included estimated nutritional needs and interventions for residents with a change in 
condition that placed them at risk for impaired nutrition. The nutritional assessment included the resident 
interview, observations, and if the resident's current intake was adequate to meet their nutritional needs.The 
10/ 1997 facility policy Weight Assessment and Intervention, revised 1/2025, documented nursing would 
have notified the dietitian of any significant weight losses, and the dietitian would have responded within 
seven days. The dietitian would have estimated nutritional needs and the interdisciplinary team (dietitian, 
nursing, medical, pharmacist) would have planned the appropriate interventions. 1) Resident #2 had 
diagnoses of urinary tract infection, pneumonia and depression. The 6/7/2025 Minimum Data Set 
assessment documented the resident had a Brief Interview for Mental Status score of eight, had daily 
symptoms of depression, weighed 149 pounds, and did not have weight loss. Their daily intake was 25% or 
less, and their fluid intake was 501 milliliters or less. The Comprehensive Care Plan initiated 4/4/25 and 
updated 9/23/25 documented the resident had depression, pneumonia, urinary tract infection, and a risk for 
malnutrition. Interventions included encourage and monitor meal intake, identify and honor preferences, 
double portions with meals, monitor weights, and monitor meal consumption. The resident's record 
documented the following weights:-on 5/1/2025 142 pounds;-on 6/3/25 149 pounds;-on 7/3/2025 147.2 
pounds;-on 7/9/2025 142.6 pounds;-on 7/16/2025 142.3 pounds-on 7/24/2025 138.8 pounds-on 8/1/2025: 
127.6 pounds with reweight 128.6 pounds (12.6 percent weight loss in one month and 9.5% loss in five 
months). There was no documented evidence the family, physician, or dietitian were notified timely of the 
significant change in weight. The 5/8/2025 Registered Dietitian #13 progress note documented the weight of 
144.4 pounds and noted weights were stable with intake greater than 75 percent of meals. The 5/19/2025 
Registered Dietitian #13 progress note documented Resident #2 requested double portions at meals, which 
was implemented. Meal Consumption Records for May of 2025 documented their intake ranged from fifty to 
one hundred percent of meals at that time. The 7/16/2025 Nurse Practitioner #18 progress note stated 
Resident #2 developed pneumonia, antibiotics were initiated, and recommended staff encouraged sips of 
liquid supplements and fluids at that time. There was no documentation that staff encouraged sips of liquid 
supplements or fluids. The 7/20/2025 Physician #19 progress note documented abnormal labs with altered 
mental status. They initiated one liter of hydration given by given subcutaneously for hydration. The 
treatment was on the Treatment Administration Record on 7/18/2025, however was not signed by staff as 
provided. The 7/29/2025 Nurse Practitioner #20 readmission note documented Resident #2 was treated for 
influenza and dehydration and was at risk for malnutrition and stated nutritional intervention was mandatory 
at that point. The 7/31/2025 Physician's Assistant #22, 8/8/2025 Nurse Practitioner #21, and 8/10/2025 
Physician's Assistant #23 progress notes all documented Resident #2 was not having regular bowel 
movements and recommended increased movement and increased fluid intake. There was no evidence of 
increased fluid intake documentation. The 8/25/25 Physician #19 note documented the resident had 
unintended weight loss during the last four weeks and recommended a dietitian consult. There was no 
documentation that a dietitian consultation was completed. The 9/18/2025 Registered Dietitian #14's 
progress note documented the resident hospitalized (from 8/27/2025 through 9/17/2025) and was readmitted 
on a regular, pureed diet with honey thick liquids. They noted no change was made to current nutrition plan, 
no weights would be obtained due to new comfort care orders, and that a full nutrition assessment to follow. 
The 9/22/2025 Registered Dietitian #14 progress note documented Resident #2 triggered for significant 
weight loss in one month and intake of food and fluid was minimal. Comfort measures were in place. Their 
nutritional needs were estimated but no new nutritional interventions were implemented. During an interview 
on 9/25/2025 at 9:40 AM, Certified Nurse Aide #24 stated they notified their unit manager if they noticed a 
resident was not eating well, because it meant something might be wrong. They worked with Resident #2 
and they were eating very well until a couple months ago. They needed more help with meals but would only 
allow a few staff to help. They stopped feeding themselves and the unit manager was notified. When they 
came back from the hospital last week, they ate very little if anything. During an interview on 9/25/2025 at 
9:50 AM, Licensed Practical Nurse/Unit Manager #1 stated if a resident was not eating well, they increased 
supervision at meals, offered increased encouragement, and provided increased assistance. Weights were 
obtained monthly in the first week of each month. If there was a five-pound weight change a reweight was 
obtained. If weight loss was confirmed they would have investigated the cause. They monitored weights 
themselves because they had no dietitians for a couple months, however the dietitian usually monitored for 
weight changes and entered them into the medical record. They worked closely with Resident #2 and when 
they had a change in intake of food and fluid, they started feeding them if the resident allowed. The 
physicians followed Resident #2 closely. Physicians entered their own orders in the medical record, and if an 
order for a liquid supplement had been entered the nurses would have seen it and initiated the plan. Nurses 
did not go through the medical record daily to read all the notes that were written. During an interview on 
9/24/2025, Dietitian #14 stated they started at the facility a few weeks prior. If a resident was not eating well, 
they met with them, obtained food preferences and added a supplement if needed. Nursing obtained the 
weights and typically the dietitian monitored the weights, but the unit manager had been doing it. If a resident 
was losing weight, they were weighed weekly and they were discussed in morning meeting with nursing and 
the physician. The dietitian made a list of who needed weekly weights and sent this to the unit manager, as 
well as any reweights needed. Once everything was finalized the dietitian entered the weights in the medical 
record. On 9/22/2025 Resident #2 triggered for significant weight loss in one month when the nutrition 
assessment was completed, and comfort measures were in place with very little intake. They followed up to 
see if Resident #2 wanted any changes in meal plan, but they declined. They stated any intervention initiated 
would have been on the care plan. The Comprehensive Care Plan had no new documented interventions. 
During a telephone interview on 9/25/2025 at 11:49 AM, Dietitian #13 stated they left the facility in the 
beginning of July 2025. They did not recall Resident #2 but stated nursing obtained the weights and obtained 
a reweight if a weight changed five pounds or more from the last weight. Nursing then handed the list of 
weights and reweights to them, and they entered them into the computer. This process often did not happen, 
and they often had to seek out weights and reweights themselves from nursing. If a resident lost weight, they 
asked for a reweight, then investigated the cause. Nursing staff was responsible for audit and monitor of 
weights, which did not always happen. During a telephone interview on 9/25/2025 at 11:56 AM, Nurse 
Practitioner #16 stated if a resident was losing weight they were discussed in the morning meeting, attended 
by medical staff, unit nursing managers, Director of Nursing, Administrator, and the dietitian. If there was no 
facility dietitian, the electronic medical record would have notified providers of a clinical issue for weight loss, 
however they had not received a weight loss notification since starting at the facility last month. During an 
interview on 9/25/2025 at 12:20 PM, Director of Nursing #4 stated nursing obtained weights monthly and 
recorded them in the medical record. The unit manager reviewed weights for any needed reweights then the 
dietitian reviewed the weights and reweights. Any significant changes were initiated by the dietitian or unit 
manager the next day and discussed with the physician. If a dietitian was not on staff, the physician filled in. 
The nursing staff alerted the physician if a weight loss triggered in the absence of a dietitian, and triggers 
occurred with a three percent weight change. Resident #2 lost significant weight on 8/1/2025 and it was not 
reported to the physician timely while a dietitian was not on staff at the facility. Timely interventions were 
important for good outcomes. The nursing team should have followed up on the poor intake and read 
provider notes that recommended starting a liquid supplement. They did not know if nursing followed up with 
the physician regarding the weight lost, however there was no documented evidence in the chart that they 
had. The weight loss was not on the 24-hour reports and should have been. They were not sure if Resident 
#2 was harmed by the lack of follow up regarding the weight loss. During a telephone interview on 9/25/2025 
at 12:58 PM, Nurse Practitioner #18 stated they were notified of weight loss by the nursing team or dietitian 
and would have met with the dietitian to investigate why the weight loss occurred. When they assessed 
weight loss, they ordered a supplement, but they were not often in the facility to cover clinical issues. They 
evaluated Resident #2, who was acutely sick, and requested staff tried a liquid supplement with them. If they 
liked the supplement, then an order would have been written. They were not sure if the staff followed up on 
the recommended supplement, and they had not been back in the facility since. During a telephone interview 
on 9/25/2025 at 1:39 PM, Physician #19 stated they were usually notified of weight losses by electronic mail. 
They checked medications and diagnoses for causes. It is important to find the cause of unplanned weight 
loss. They were usually the one who notified the facility they had found weight loss when they reviewed 
weights for a resident assessment. They found Resident #2's weight loss when they reviewed the medical 
record and immediately wrote a note about it. They evaluated a change in condition with the resident and 
ordered some testing and consulted a specialist. When the results came back, the resident was sent out to 
the hospital for gallbladder concerns. If a dietitian was not on staff at the facility, there was nobody that 
covered the position. They did not know if an intervention was implemented when the weight loss occurred. 
They stated a lack of intervention when the weight loss occurred could have been harmful. The weight loss 
evaluation was delayed and should have been caught earlier. 2) Resident #8 had a diagnosis of intracerebral 
hemorrhage (a type of stroke), hemiplegia (limited use of one side of body), dysphagia (difficulty swallowing), 
and gastrostomy status (a tube placed in the stomach for the purpose of feeding). The 7/28/2025 Minimum 
Data Set assessment documented intact cognition; set up for eating; had a gastrostomy tube; and received 
51% or more of total calories and 501 milliliters or more of fluids via their feeding tube.The 6/4/2024 
Comprehensive Care Plan documented the resident required a tube feeding. Interventions included 
administer tube feeding and water flushes per the registered dietitian's recommendation and physician 
orders. It did not document the resident was able to self-administer flushes or feedings.The 6/2/2024 
Licensed Practical Unit Manager #1's Care Plan Meeting note documented the resident's medications, tube 
feeding and trach were managed by nursing, however the resident had been taught and was able to 
administer their own medications and tube feeding with nursing supervision.The nursing progress notes did 
not document the dates of the teaching or that the resident was able to perform return demonstration.The 
physician orders documented the following:-2/3/2023 the resident was to receive 75 milliliters of water after 
each tube feeding and 100 milliliters before, with, and after each medication administration.-11/30/2023 the 
resident was to receive Jevity 1.5 (a tube feeding formula) 320 milliliters four times a day.-12/4/2023 the 
resident was to receive 100 milliliters of water four times a day prior to tube feeding.The physician orders did 
not document the resident could self-administer medications or feedings.The 6/27/2025 Dietitian #13's 
dietary note documented the tube feeding of Jevity 1.5 320 milliliters four times a day and the water flushes 
of 100 milliliters before each tube feeding, 75 milliliters after each tube feeding and 100 milliliters before, with 
and after medications provided 94-100% of the estimated kilocalorie needs, and greater than 100% of the 
estimated protein and fluid needs. During an interview on 9/23/2025 at 10:45 AM Licensed Practical Nurse 
#12 stated the resident did their tube feeding independently.During an observation and interview on 
9/23/2025 at 11:00 AM the surveyor and Licensed Practical Nurse #12 entered the resident's room. The 
resident poured 200 milliliters of Jevity 1.5 into their feeding bag then added two 60 milliliter syringes of tap 
water. The resident stated after the feeding was done the amount of water they flushed with would depend 
on what they felt like. The resident connected the tube feed bag to their tube, unclamped the tubing and the 
feeding began to flow in. During an observation on 9/23/2025 at 11:49 AM Licensed Practical Nurse #12 
brought the resident their crushed medications in a plastic drinking cup. The resident mixed the medications 
with 60 milliliters of water, poured it in the feeding bag and connected their tube to the bag. Licensed 
Practical Nurse #12 had to squeeze the bag to get the fluid to infuse and stated they might need to add more 
flush and asked the resident if they flushed their tube after their last feeding. The resident stated they flushed 
with 200 milliliters. The resident declined more flush and instead squeezed the tube to prompt the flow. After 
the bag was empty, they disconnected the tubing. No flush was given.During an interview on 9/23/2025 at 
11:14 AM Licensed Practical Nurse #12 stated the nurses were supposed to observe the resident as they 
may have issues with the bag. After reviewing the order with the surveyor, they stated the resident's order 
was for 320 milliliters, and that should not include water; it should be 320 milliliters of Jevity 1.5 and then the 
additional water flushes.The September 2025 Medication Administration Record documented on 9/23/2025 
Licensed Practical Nurse #12 signed for the 11:00AM administration of 100 milliliters of water flush prior to 
tube feed; 75 milliliters of water after tube feeding; and 320 milliliters of Jevity 1.5. Additionally, they signed 
for 12:00 PM administration of 100 milliliters of water flush before, with, and after medication administration.
On 9/25/2025 at 10:30 AM a call was placed to Licensed Practical Nurse #12 and a voice mail left asking 
they return the surveyor's call. Surveyor did not receive a call back.During an observation and interview on 
9/24/2025 at 10:54 AM the resident shook one partially filled carton and one full carton of Jevity 1.5. They 
emptied the partially filled carton into their feeding bag and then added more from the full carton to fill to the 
200-milliliter line on the feeding bag. The resident stated their intent was to fill to the 200-milliliter mark. They 
then filled a 60-milliliter syringe full of water twice and added that to the bag. They hooked the feeding bag 
tuning to their gastrostomy tube and released the clamp. They stated they would flush with two more 
syringes of water once the feeding was done. During an observation on 9/24/2025 at 12:17 PM Licensed 
Practical Nurse #15 brought a plastic drinking cup of water with crushed medications in it to the resident and 
left the room. The resident stirred it, poured it into the feeding bag, hooked it up to their tube, and released 
the clamp allowing the solution to rapidly drip. Once completed the resident used a syringe to put in 60 
milliliters of water in the bag. After that flowed in, they disconnected the tube.The September 2025 
Medication Administration Record documented that on 9/24/2025 Licensed Practical Nurse #15 signed for 
the 11:00AM administration of 100 milliliters of water flush prior to tube feed; 75 milliliters of water after tube 
feeding; and 320 milliliters of Jevity 1.5. Additionally, they signed for 12:00PM administration of 100 milliliters 
of water flush before, with, and after medication administration.During an interview on 9/24/2025 at 12:57 PM 
Licensed Practical Nurse #15 stated if a resident was able to self-administer their medications and feedings it 
required a physician order and would be noted on the medication administration record. Self-administrations 
still had to be supervised. When they signed the medication administration record it indicated that the right 
formula and the right amounts were given. They did not believe Resident #8 had to be directly supervised 
because being supervised upset them. They thought the resident was supposed to get a total of 300 
milliliters of water with their medications and 75 milliliters before and after their feeding. That day they 
crushed the medications and put them in a cup with approximately 100 milliliters of water and brought it to 
the resident. They did not watch them self-administer. In the past they had observed the resident pour the 
correct amount of feeding which was four of the eight-ounce cartons. If the order was for 320 milliliters of 
Jevity 1.5 four times a day, that is what they should be getting. The resident should also receive water 
flushes as ordered.During an interview on 9/24/2025 at 3:53 PM Dietitian #14 stated they expected their 
recommendations were followed. They expected a tube feeding dependent resident's weight would be stable 
if they were getting what they were supposed to; stable meaning no changes of plus or minus 3%. Resident 
#8's weight had been stable for the past 6 months. They were made aware yesterday the resident 
self-administered their feeding. If the resident was giving themself 200 milliliters instead of 320 milliliters and 
not doing the full 300 with medication flushes, they would be falling below their recommendations and falling 
short of what they needed. During an interview on 9/25/2025 at 11:38 AM, the Director of Nurses stated for a 
resident to self-administer medications it would have to be determined they were cognitively able to do so. 
Nursing and therapy had to assess, and the physician needed to be involved as well. The education would 
be documented in a note. The resident would also be required to demonstrate correct administration. If a 
resident was deemed appropriate to do so, there should be a physician order, it should be in the care plan, 
and it should be reassessed quarterly and as needed. Resident #8 had been self-administering since 
mid-2024. The dietitian's recommendations should be followed and if the order was for 320 milliliters of Jevity 
1.5 that is what the resident should be getting. The resident should also be receiving the amount of water 
flushes reflected in the physician order. They expected if the nurses were signing the medication 
administration record, that they were directly supervising to ensure it was being administered correctly.
During an interview on 9/25/2025 at 11:52 AM, Nurse Practitioner #16 stated they depended on the hospital 
discharge and the recommendations of the dietitian for determining tube feeding and flush orders. They 
expected their orders were followed. Resident #8 was dependent on their tube feeding for nutrition. They did 
not know until just recently that the resident self-administered their feeding but should have known. If the 
resident was supposed to be getting 320 milliliters of Jevity 1.5 four times a day, the resident should not be 
administering 200 milliliters.
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