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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

Based on observations, record review, and interviews during the recertification and abbreviated (IQIES 
525144 and 2582064) surveys conducted 8/11/2025-8/15/2025, the facility did not ensure residents had the 
right to a dignified existence in a manner and an environment that promoted the maintenance or 
enhancement of quality of life for six (6) of six (6) staff (Licensed Practical Nurse #12, and Certified Nurse 
Aides #22, #51, #52, #53, and #54) observed. Specifically, during meal service on Unit A2 residents were 
observed being fed by Licensed Practical Nurse #12, and Certified Nurse Aides #22 and #51 while standing; 
and Licensed Practical Nurse #12, and Certified Nurse Aides #52, #53, and #54 addressed residents as 
honey and feeders. Findings include:

The facility policy Maintaining Resident Respect and Dignity, revised 5/27/2025, documented the facility 
provided loving care to all residents in a timely manner that best bespeaks dignity, respect, compassion, 
sensitivity, and concern. The care embraced the physical, emotional, and spiritual needs of all residents. 
They respected social status and created a dignified homelike environment respecting the resident&rsquo;s 
room and personal space. Clothing was clean, fit properly, and matched. Residents would be addressed by 
his/her given name in an adult manner. When feeding staff should be seated at eye level to promote 
socialization. The dining experience was pleasant, relaxing, and like that in a fine restaurant. 

The following observations were made in the Unit A2 dining room: 

-on 8/11/2025 at 12:20 PM, Licensed Practical Nurse #12 was feeding a resident while standing. At 12:24 
PM, Licensed Practical Nurse #12 moved and stood while feeding Resident #35. 

-on 8/11/2025 at 12:36 PM, Certified Nurse Aide #22 fed residents while standing. 

-on 8/12/2025 at 12:45 PM, Licensed Practical Nurse #12 was standing while feeding Resident #35. 

-on 8/12/2025 at 12:47 PM, Certified Nurse Aide #51 was standing while feeding Resident #48. 

-on 8/13/2025 at 9:34 AM, Licensed Practical Nurse #12 addressed multiple residents by the name 
&ldquo;honey&rdquo; and not their preferred names. 

-on 8/13/2025 at 11:12 AM, Certified Nurse Aide #52 asked staff in the area Is this where the feeders are 
going?

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

Residents Affected - Few

-on 8/13/2025 at 11:13 AM, Certified Nurse Aides #54 and #53 were at the nurse&rsquo;s station where 
multiple residents were sitting and asked where &ldquo;the feeders were going.&rdquo;

During an interview on 8/13/2025 at 12:07 PM, Certified Nurse Aide #53 stated they had many trainings on 
different topics including dignity and abuse training. They were not trained to refer to residents as 
&ldquo;feeders&rdquo;. It was not professional to call residents &ldquo;feeders,&rdquo; and they should not 
do it. They were trained not to address residents as &ldquo;honey&rdquo; but did it all the time because they 
felt it was welcoming. 

During an interview on 8/13/2025 at 12:18 PM, Licensed Practical Nurse #12 stated they tried to use the 
residents&rsquo; last names but that they did use pet names. Residents should not be called honey or 
sweetie or labeled as a lift or a Hoyer because it was a dignity issue. Residents should be addressed in the 
way their parents named them. They stated they knew they should be sitting down when feeding a resident, 
but the chairs were locked up and they did not have access to them. They should not be standing when 
feeding because it intimidated residents into eating. 

During an interview on 8/13/2025 at 12:40 PM, Certified Nurse Aide #51 stated when feeding residents, staff 
should sit next to them and not stand over them. They stood when feeding Resident #48 because they did 
not know they were allowed to pull up a chair and there was not a lot of room for the chair. 

10 NYCRR 415.5(d)(1)(i)
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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.
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potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and interviews during the recertification and abbreviated (NY00372537) surveys 
conducted 8/11/2025-8/15/2025, the facility did not ensure a safe, clean, comfortable, and homelike 
environment for the main lobby area, common areas, and four (4) of four (4) units (Units A1, A2, B2, and C1) 
reviewed. Specifically, the facility did not maintain comfortable temperatures on nursing units A1, A2, B2, and 
C1, A2 and B2 dining rooms, and the A1 and C1 atriums; and Units A1, A2, B2, and C1, and the main lobby 
were unclean and in disrepair. Findings include:The facility policy Quality of Life- Homelike Environment, 
revised 12/15/2025, documented residents were provided with a safe, clean, comfortable, and homelike 
environment. Characteristics that reflected a homelike setting included a clean, sanitary, and orderly 
environment; inviting colors and decor; comfortable and safe temperatures (71 degrees Fahrenheit- 81 
degrees Fahrenheit); and comfortable noise levels. Temperatures:The resident council meeting minutes 
documented on 6/16/2025 the air conditioning was not working and on 7/28/2025 there were still issues with 
the air conditioning.The July 2025- August 2025 Maintenance log documented open requests for broken air 
conditioning units as follows:-On 7/14/2025 for B2 Unit rooms 214, 219, 226; and A2 Unit room [ROOM 
NUMBER]. -On 7/30/2025 B2 Unit rooms 206, 207, 214, 215, 219, 222, 226, and 245.-On 7/31/2025 A1 Unit 
rooms [ROOM NUMBERS]; and the second-floor dining room.-On 8/11/2025 Unit C1 room [ROOM 
NUMBER]. During an anonymous resident group meeting on 8/11/2025 at 1:35 PM, seven of seven 
residents stated the facility was too hot in the summer. The following temperature observations were made 
on 8/11/2025:-Unit A1 at 3:07 PM, the hallway outside room [ROOM NUMBER] was 82 degrees Fahrenheit; 
at 3:10 PM, the hallway outside room [ROOM NUMBER] was 81.5 degrees Fahrenheit; and at 3:18 PM, the 
atrium on the first floor by the couch in front of the television was 84 degrees Fahrenheit.-Unit A2 at 3:05 PM, 
the dining room was 88.9 degrees Fahrenheit. Resident #59 was in the dining room and stated they could 
not handle it; it was so hot. The nurse's station was 87.8 degrees Fahrenheit; the television/ laundry room 
was 85.5 degrees Fahrenheit; the hallway on the lower number side was 85.3 degrees Fahrenheit; and the 
hallway with the higher number side was 83.8 degrees Fahrenheit. -Unit B2 at 3:10 PM, the hallway outside 
room [ROOM NUMBER] was 83.7 degrees Fahrenheit; the hallway outside room [ROOM NUMBER] was 81.
7 degrees Fahrenheit; the hallway outside room [ROOM NUMBER] was 82.4 degrees Fahrenheit; the 
hallway outside the therapy department was 83.1 degrees Fahrenheit; and the dining room was 86 degrees 
Fahrenheit. -Unit C1 at 3:03 PM, the hallway outside room [ROOM NUMBER] was 82.5 degrees Fahrenheit; 
at 3:04 PM, the hallway outside room [ROOM NUMBER] was 82 degrees Fahrenheit; at 3:10 PM, the 
shaded area of the atrium measured 83.4 degrees Fahrenheit and a sunny area in the middle of the atrium 
was 87.4 degrees Fahrenheit. The following temperature observations were made on 8/12/2025: -Unit A1 at 
11:12 AM, the nurse's station was measured at 82.2 degrees Fahrenheit. At 11:54 AM, the dining room was 
83.6 degrees Fahrenheit, and many residents were seated waiting on the lunch meal. Resident #62 stated it 
was hot in there and they did not want to fix it. At 4:16 PM, the hallway outside room [ROOM NUMBER] was 
83.8 degrees Fahrenheit; the nurse's station was 82.8 degrees Fahrenheit; the temperature in the middle of 
the atrium was 90.0 degrees Fahrenheit; and the dining room was 88.7 degrees Fahrenheit where Resident 
#62 was seated.-Unit A2 at 11:05 AM, the dining room was 82.9 degrees Fahrenheit and the nurse's station 
was 81.7 degrees Fahrenheit. At 12:03 PM, residents were being brought to the dining room for lunch, and 
the temperature was 85.3 degrees Fahrenheit. At 1:51 PM, the dining room was empty, two wall vents were 
not blowing any air and two were blowing warm air. One vent's air exhaust was measured at 97.2 degrees 
Fahrenheit and the dining room measured at 90.1 degrees Fahrenheit. At 3:54 PM, the short hall was 82 
degrees Fahrenheit, the long hall was 85.3 degrees Fahrenheit, and it was 85.8 degrees Fahrenheit across 
from the nurse's station. The television area was 88 degrees Fahrenheit, and the dining room was 91 
degrees Fahrenheit. -Unit B2 at 4:07 PM, the dining room was 86.2 degrees Fahrenheit; the hallway outside 
room [ROOM NUMBER] was 82.2 degrees Fahrenheit; the hallway outside room [ROOM NUMBER] was 81.
3 degrees Fahrenheit; and the hallway outside room [ROOM NUMBER] was 83.9 degrees Fahrenheit.-Unit 
C1 at 11:30 AM, the atrium was 82.4 degrees Fahrenheit, and five residents were seated there; the atrium 
measured 84.9 degrees in a sunny area; the hallway outside room [ROOM NUMBER] was 81.5 degrees 
Fahrenheit; and the hallway outside room [ROOM NUMBER] was 81.6 degrees Fahrenheit. At 4:16 PM the 
dining room was 84.2 degrees Fahrenheit, and the atrium was 84.9 degrees Fahrenheit. At 4:17 PM, a 
resident walked in and stated it was hot in there. At 4:22 PM, in the hallway outside room [ROOM NUMBER] 
the temperature was 82.7 degrees Fahrenheit; and at 4:24 PM, in the hallway outside room [ROOM 
NUMBER] the temperature was 83.3 degrees Fahrenheit.During an interview on 8/11/2025 at 12:24 PM, 
Resident #9's representative stated the air conditioning had not worked in the hallways or the atrium all 
summer. During an interview on 8/12/2025 at 12:29 PM, Certified Nurse Aide #30 stated the dining room was 
always hot. There used to be fans, but they did not know where they went. They stated Resident #144 often 
complained that it was hot but many of the residents on unit A2 were unable to voice their complaints. During 
an interview on 8/12/2025 at 1:28 PM, Dietary Aide #31 stated the air conditioner was always broken. It was 
broken a while ago and they were told it was fixed but the past two weeks it did not seem like it was working. 
It was so hot in the facility. During an interview on 8/12/2025 at 1:58 PM, Licensed Practical Nurse #10 
stated they were told to take Resident #40's blood sugar because the resident was sweating profusely in the 
dining room. The resident's blood sugar was fine, and they thought they were probably sweaty because it 
was so hot on the unit. During an interview on 8/12/2025 at 4:16 PM, the Director of Nursing stated the air 
conditioning company came out earlier today and stated the air conditioning was fixed. They called them 
again because the temperatures were not getting cooler. The company was on their way. The dining room 
for the A2 unit was warm today when they were up there. They stated the dining room was going to be 
closed until the temperature was cooler. They were going to let residents eat in the atrium if they wanted to. 
During the bingo activity today, that was held in the dining room, they walked around and told the residents 
they could leave if the area was too warm. During an interview on 8/15/2025 at 2:36 PM, Maintenance 
Technician #2 stated there was a heating ventilation and air conditioning (HVAC) unit in each resident room. 
They were aware of a broken one on A1 and a broken one on A2. They thought new units were on order but 
had not arrived yet. All the units were fed from a unit on the roof. On Monday (8/11/2025) they went onto the 
roof and noticed the system that controlled the air conditioning was set to 77 degrees Fahrenheit, so it was 
not kicking on and that was why the building was warm. They changed this setting to 70 degrees but then 
they realized a fuse was blown and the air conditioning company was called and came out the same day. On 
Tuesday night, they noticed another fuse was broken and again the air conditioning company was called and 
came out. They stated they checked temperatures in the common areas and the highest temperature they 
got was 80 degrees Fahrenheit. They were not sure if the residents were being monitored. Areas Unclean 
and in Disrepair:The following observations were made on Unit A1:-On 8/11/2025 at 12:51 PM, the bathroom 
sink in room [ROOM NUMBER] was one third full of standing water with black flecks. Resident #116 stated 
staff knew the sink was clogged and nothing was done about it. -On 8/11/2025 at 4:16 PM, room [ROOM 
NUMBER] had sticky floors, and the bathroom sink was half full of standing water with black flecks. Resident 
#9's representative stated the sink was that way for a week or longer and the floors were always dirty. They 
stated staff filled a basin in that sink to provide hygiene care to Resident #9. -On 8/12/2025 at 11:26 AM, the 
bathroom sink in room [ROOM NUMBER] was half full of standing water with black flecks. Resident #116 
stated staff used the sink to fill a basin for hygiene purposes. They asked to speak with maintenance, but 
they had not been in. -On 8/12/2025 at 11:41 AM, room [ROOM NUMBER]'s floors were sticky and had 
black scruff marks. The bathroom sink was half full of standing water with black flecks. -On 8/12/2025 at 2:30 
PM, in the kitchenette the drawer labeled lids had coffee grounds and coffee stains in it, the ice machine had 
a locked-out tag on it, the face of the cabinet doors had brown streaks, and the cabinet door under the 
drawer labeled lids was not secured to the hinges. -On 8/13/2025 at 9:10 AM in the high side hallway shower 
room the shower handle only moved down to the dependent position so there was no way to add cold water. 
The water temperature measured at 113 degrees Fahrenheit in the presence of Certified Nurse Aide #4. 
Certified Nurse Aide #4 stated the whirlpool tub in that shower room also did not work and the reservoir did 
not fill.-On 8/14/2025 at 11:21 AM, the headboard of the bed in room [ROOM NUMBER] was bent towards 
the mattress at a 45-degree angle. During an interview on 8/13/2025 at 8:37 AM, Certified Nurse Aide #33 
stated the sinks in rooms [ROOM NUMBERS] had standing water in them the past week and a half. They 
told the Regional Director of Nursing about it and was told to put an electronic request in the system, but they 
did not have access. They had also told Registered Nurse Unit Manager #26. Both Residents #9 and #116 
were dependent for hygiene needs and they filled a basin in the sink and then dumped it in the toilet. There 
was not a housekeeper assigned to the unit. The floors were not really mopped, and it had probably been a 
week or more since room [ROOM NUMBER] was mopped. The sinks and the floor were not clean. During an 
interview on 8/13/2025 at 8:57 AM, Certified Nurse Aide #32 stated the sinks in room [ROOM NUMBER] and 
134 were disgusting. Everyone knew about it, but nothing was being done. During an interview on 8/13/2025 
at 9:13 AM, Environmental Services Aide #28 stated former Director of Maintenance #17 quit and so did the 
housekeeper for the unit. They cleaned rooms [ROOM NUMBERS] today and called a plumber because the 
sinks did not work and were disgusting. Resident rooms and bathrooms should be clean because it was the 
residents' home. Resident rooms should be cleaned every day. They did not know there was nobody 
covering Unit A1 until they were made aware on 8/11/2025. During an interview on 8/13/2025 at 9:55 AM, 
Licensed Practical Nurse #27 stated the resident rooms should be clean for their well-being and to prevent 
infection. They stated they barely had room above the standing water in the sink to rinse Resident #116's 
urinal after it was emptied. During an interview on 8/15/2025 at 10:57 AM, Registered Nurse Unit Manager 
#26 stated the housekeeper had quit. Even before the housekeeper quit there were dirty floors because they 
only worked part time. They were not sure how long the sinks were clogged in rooms [ROOM NUMBERS] 
but it was brought to their attention on 8/11/2025 and they put in an electronic maintenance request. The 
residents should have a clean environment as it was their home. The kitchenette was a shared responsibility 
between housekeeping and maintenance. They knew the kitchenette was dirty with coffee stains. The ice 
machine had been down for a least 3 months and they had to go to the kitchen to get ice. Broken 
headboards were also maintenance's responsibility. They should be in good repair to prevent injury. The 
following observations were made on Unit A2:-On 8/11/2025 10:05 AM the floor across from the nurses' 
station had various debris including pieces of crackers, other wrappers and various debris that continued 
down the hall. -On 8/11/2025 at 10:12 AM room [ROOM NUMBER]-B's bed footboard was dangling on one 
side. -On 8/11/2025 at 10:15 AM room [ROOM NUMBER]-B's bed footboard was tilted outward and not 
attached tightly.-On 8/11/2025 at 10:36 AM room [ROOM NUMBER]-A had no bed footboard. -On 8/11/2025 
at 11:04 AM Resident #35 was seated in their wheelchair in the television room. The left armrest of the 
wheelchair was peeling with exposed foam underneath.-On 8/11/2025 at 11:20 AM there was brown [NAME] 
debris in the hall in the upper 20's rooms. -On 8/11/2025 at 11:22 AM room [ROOM NUMBER]-B's footboard 
was not on the bed and was resting up against the dresser. A nut and bolt were on the floor under the foot of 
the bed. There was a moderate amount of brown food like debris on the floor. -On 8/11/2025 at 11:31 AM 
room [ROOM NUMBER]-A there were pieces of donut scattered on the floor with a large area of dried fluid 
under the bed and a large area of yellow dried material at the foot of the bed.-On 8/11/2025 at 11:45 AM 
room [ROOM NUMBER]-A the top drawer of the nightstand was on the floor near the foot of the bed, and the 
face of the drawer was on the floor in front of nightstand. There was dried on brown debris on the floor 
between the bed and wall.-On 8/11/2025 at 1:45 PM room [ROOM NUMBER]-A there the metal strip on the 
door was lifted from the bottom of the door frame creating a sharp edge. The heater pulled away from the 
wall about 6 inches. -On 8/12/2025 at 11:16 AM the floors had brown debris at the start of the hall for higher 
number rooms. -On 8/12/2025 at 11:46 AM room [ROOM NUMBER]-B's bed footboard was loose. -On 
8/13/2025 at 1:19 PM room [ROOM NUMBER]-B's footboard was flat on the floor. There was food debris on 
the left side of the bed.-On 8/14/2025 at 11:47 AM room [ROOM NUMBER]-A the room smelled of urine and 
the floor was slippery.-On 8/14/2025 at 11:48 AM room [ROOM NUMBER]-B had food debris (crackers) and 
brown scattered debris on the floor. The left enabler bar had dried crusty debris on it.During an interview on 
8/13/2025 at 9:13 AM, Environmental Services Aide #28 stated resident rooms and units were cleaned every 
day. This was the residents' home, and it should be clean. During a follow up interview on 8/14/2025 at 12:01 
PM, they stated it was common for the headboards and footboards to be bent or broken because staff 
leaned on them. There should be an electronic request so maintenance could repair or replace the items. 
There should be routine bed checks. During an interview on 8/14/2025 at 1:52 PM, Certified Nurse Aide #21 
stated some footboards were missing and they reported it. They were also aware of some that were not yet 
reported. Footboards should not be missing or loose. During an interview on 8/14/2025 at 2:26 PM Licensed 
Practical Nurse #20 stated they went through the unit and wrote down all the missing footboards and gave 
them to Registered Nurse Unit Manager #19 who was currently on vacation. The following observations were 
made on Unit B2:-On 8/12/2025 at 11:06 AM, there were 5 discolored and cracked floor tiles across from the 
nurse's station.-On 8/12/2025 at 11:30 AM, the soffit across from room [ROOM NUMBER] had an area 
approximately 18 inches long that was peeling off. There were 3 ceiling tiles missing from this area. During 
an interview on 8/13/2025 at 10:37 AM, Certified Nurse Aide #29 stated maintenance was called for 
discolored floor or ceiling tiles. The archway where the soffit was peeling off had a leak about a month ago. 
Maintenance was aware and they did not know why it was not fixed. During an interview on 8/14/2025 at 
2:21 PM, Registered Nurse #11 stated maintenance looked at the soffit last week and said they were 
working on it. It was not a homelike environment for the residents. The following observations were made on 
Unit C1:-On 8/11/2025 at 12:15 PM room [ROOM NUMBER]-A, there was a hole in the wall about upper shin 
height to the right of the head of the bed frame.-On 8/12/2025 at 10:58 AM the kitchenette had a sign 
documenting the ice machine was broken.-On 8/14/2025 at 10:07 AM there were food crumbs/particles on 
the floor under the overbed table and stationary chair parallel to the nurses' station outside the patient lounge.
-On 8/14/2025 at 12:49 PM there was food debris in front of the chair parallel with the nurse's station. The 
following observations were made in the main lobby area:-On 8/12/2025 at 11:00 AM there was an alarm 
sounding coming from the stairwell. -On 8/13/2025 at 8:00 AM, to the left of the front entrance sliding door, 
the panel was broken and in a position that allowed entry. The water fountain was leaking with a red bucket 
underneath to catch the water.-On 8/13/2025 at 5:15 PM, the entrance door was broken and ajar. The water 
fountain was leaking and had a red bucket underneath. The alarm in the stairwell was sounding while an 
unidentified resident and visitor were conversing in the main lobby. -On 8/14/2025 at 12:14 PM, the alarm 
was sounding in the stairwell in the main lobby. During an interview on 8/15/2025 at 11:50 AM, Maintenance 
Technician #2 stated their boss quit on Friday, and they were the only person working in the maintenance 
department. Their job was to respond to broken items. They did not have access to the electronic 
maintenance request system, so they only knew if something needed fixed if it was verbalized to them. They 
were aware of broken headboards and footboards throughout the facility, but they were not easy to replace 
as it took a long time to get replacement parts. They were unaware of the metal coming out of the doorframe 
in room [ROOM NUMBER] or any holes in the walls in the facility. There was a water leak in the soffit, and 
they just replaced the ceiling tiles on B2. They were not aware of cracked floor tiles. They were made aware 
of the broken sinks in rooms [ROOM NUMBERS] on 8/8/2025 but did not know who to call but apparently 
Environmental Services Aide #28 had called a plumber a couple days ago. They did not know the shower 
handle, or the whirlpool tub needed repair. The ice machines were a known issue and to their understanding 
corporate had ordered new units, but they were waiting for them to come in. They fixed the alarm in the 
stairwell yesterday as a staff from another facility had come to help them. They did not know how to fix the 
front entrance. The water fountain was out of order because the drain needed to be snaked. They fixed 
wheelchairs if it was reported to them but again, the staff entered requests into the electronic system they did 
not have access to. Everything in the facility should be in good repair as it was the residents' right to feel at 
home. During an interview on 8/15/2025 at 12:23 PM the Administrator stated the Maintenance Director 
walked off the job the previous Friday. Maintenance Technician #2 did not have access to the electronic work 
orders, and they were working on that. They stated the floor scrubber was broken. They just stripped and 
waxed all the common areas. Some of the tiles were replaced and not pretreated. The floors had not been 
maintained. They stated the housekeeper quit last week on A1 after being educated on how to properly 
clean. 10NYCRR 415.29(j)(1)
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Based on observations, record review, and interviews during the recertification and abbreviated 
(NY00357525) surveys conducted 8/11/2025-8/15/2025, the facility did not provide on-going assessment and 
monitoring of bed rails (side rails) for three (3) of three (3) residents (Residents #4, #30, and #126) reviewed. 
Specifically, Resident #4 had bilateral bed rails and did not have an order or a comprehensive care plan that 
included the use of bed rails, regular assessments to ensure the bed rails remained appropriate or 
documented evidence that risks and benefits were reviewed with the resident or resident representative or 
consents were obtained prior to bed rail use; Residents #30 and #126 had bilateral bed rails and did not 
have regular assessments to ensure the bed rails remained appropriate or documented evidence that risks 
and benefits were reviewed with the resident or resident representative or consents were obtained prior to 
bed rail use; and the facility did not have documented evidence of inspections of bed frames, mattress, and 
bed rails as part of a regular maintenance program. Findings include:The facility policy Siderail and Enabler, 
revised 10/16/2024, documented side rails were used as enablers to promote independent movement in bed; 
the side rail assessment would be completed by the rehabilitation department upon admission, readmission, 
quarterly, significant change, and as needed; maintenance would ensure if enabler bars were recommended 
they were secured in the upright enabler position to prevent them from being moved out of the enabler 
position; and the resident or designated representative would be educated on the benefits and risks of side 
rail use.1) Resident #4 had diagnoses including arthropathies (joint diseases). The 6/9/2025 Minimum Data 
Set assessment documented the resident had severely impaired cognition, required supervision for bed 
mobility, and did not use bed rails.The following observations of Resident #4 were made:-on 8/11/2025 at 
11:45 AM bed rails were zip tied in an upright position on the resident's bed.-on 8/14/2025 at 2:41 PM the 
bed rails were double looped p-shaped bed rails engaged in the enabler bar position.The Comprehensive 
Care Plan initiated 9/14/2023, and revised 9/13/2024, documented an activities of daily living self-care 
performance deficit. Interventions included extensive assistance of one for bed mobility and use of a concave 
mattress. There was no documented evidence of the use of bed rails/enabler bars.The physician orders did 
not document the use of enabler bars.There was no documented evidence of risk/benefits, an assessment, 
or a consent for the use of the rails.The 7/25/2025 Physical Therapist #43 discharge summary documented 
the resident required minimal assistance to perform bed mobility tasks without the use of side rails. There 
was no documented evidence of a recommendation for the use of side rails.During an interview on 8/14/2025 
at 2:58 PM Resident #4 stated they needed the enabler bars and used them to get in and out of bed.During 
an interview on 8/15/2025 at 11:43 AM Certified Nurse Aide #44 stated if a resident was supposed to have 
mobility bars on their bed it would be listed on their care card. They stated Resident #4's mobility bars were 
taken off and the resident was really upset about it. They believed they were taken off on 8/14/2025 when 
there was a realization they were not in their care plan. The resident had since been reassessed and a bar 
was going to be put back on the bed. During an interview on 8/15/2025 at 12:00 PM Licensed Practical 
Nurse #10 stated if a resident had mobility bars on their bed, they should be care planned for it. Resident #4 
told them their bars were removed, and they were upset about it. Physical therapy went in and talked to the 
resident and one small bar was put back on the bed. Zip ties were used so the residents could not pull down 
the bar and create a risk for entrapment. They did not think that prior to that day the resident was care 
planned for the bars but should have been.During an interview on 8/15/2025 at 12:14 PM Registered Nurse 
Unit Manager #36 stated if a resident had mobility bars on their bed, they should have a care plan. They 
were not aware that resident #4 had mobility bars. They should have had a related care plan prior to 
8/15/2025 as well as a consent.2) Resident #30 had diagnoses of kidney disease. The 7/11/2025 Minimum 
Data Set assessment documented the resident had severely impaired cognition, required supervision with 
most activities of daily living, and did not used bed rails. The 12/23/2022 Comprehensive Care Plan 
documented an activities of daily living self-care performance deficit. Interventions included concave 
mattress and 2 enabler bars.The 4/14/2025 physician order documented bilateral enabler bars to enhance 
mobility.There was no documented evidence of a bed rail assessment or a consent for use of the rails.During 
observations on 8/11/2025 at 10:15 AM and 8/14/2025 at 11:31 AM the resident had two mismatched 
bilateral bed rails, both zip tied in an up position at the head of the bed.During an observation on 8/14/2025 
at 11:31 AM the resident sat on the edge of the bed and reclined to a lying position without using the bed 
rails.During an interview on 8/14/2025 at 1:33 AM Certified Nuse Aide #21 stated enabler bars were zip tied 
if the resident was not care planned to have them. Resident #30's rails were positioned such that they were 
not in use. If they were in use, they would not be zip tied and would be positioned lower on the bed. They 
stated the resident did not use the bed rails and after checking the care card, stated the resident was care 
planned for 2 enablers.3) Resident #126 had diagnoses including stroke with left sided weakness. The 
5/11/2025 Minimum Data Set assessment documented the resident had moderately impaired cognition, a 
functional range of motion impairment on one side, required moderate assistance for bed mobility, and did 
not use bed rails.The Comprehensive Care Plan initiated 9/12/2019 and revised 2/25/2020 documented an 
activity of daily living deficit. Interventions included extensive assistance of one for turning and repositioning, 
a specialized air mattress, and 2 bed enablers.The 10/16/2024 physician order documented enabler bars to 
enhance mobility.The 4/23/2025 Physical Therapist # 43 discharge summary documented the resident 
required minimal assistance to perform bed mobility tasks without the use of side rails. There was no 
documentation for the recommendation for bed rail use.There was no documented evidence of a bed rail 
assessment or a consent for use of the rails.During an interview on 8/14/2025 at 11:54 AM Certified Nurse 
Aide #4 stated Resident #126 could move themselves in bed and did not use the bed rails. Their rails were 
supposed to be strapped but they were not, so the mattress moved all over.During an interview on 8/15/2025 
11:42 AM Maintenance Technician #2 stated they installed bed rails if physical therapy told them to. They 
checked beds for rusty bolts, made sure nothing was broken, and checked the condition of the bed rails. 
They did not know about entrapment zones, what entrapment meant, and had not had any related training.
During an interview on 8/14/2025 at 2:26 PM Licensed Practical Nurse #20 stated bed rails should be listed 
in the care plan and be zip tied. They thought if there was not a zip tie then the resident could use the bar as 
an enabler. They were unsure why a bed with two bars only had one with a zip tie.During an interview on 
8/15/2025 at 11:34 AM the Rehabilitation Director stated if a resident needed bed rails, they completed the 
device form and updated the care plan. They would also update the care plan with any changes. There 
should not be a rail on a bed if there was no recommendation for it or if it had not been cared planned for. Zip 
ties were put in place so the bars could not be put down. If they were down, then they were considered 
siderails. Zip ties prevented them from becoming a siderail. Any rail that was on a bed should be zip tied.
10NYCRR 415.12(h)(1)(2)
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