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Honor the resident's right to and the facility must promote and facilitate resident self-determination through 
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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews during the Recertification and Abbreviated Survey (2569298), initiated on 
09/14/2025 and completed on 09/18/2025, the facility did not ensure that each resident had the right to make 
choices about aspects of their life in the facility that are significant to them. This was identified for one 
(Resident #78) of four Residents reviewed for Abuse. Specifically, Resident #78 wanted a shower on their 
scheduled shower day; however, Certified Nursing Assistant #6 gave a bed bath against the resident's 
wishes.The finding is:The facility's policy titled Resident's Rights and Organizational Ethics, dated 11/2016 
and last reviewed 09/05/2025, documented that the facility shall ensure that all residents are afforded the 
right to a dignified existence, self-determination, respect, full recognition of their individuality, consideration, 
and courtesy in treatment and care of personal needs. All employees shall be in-serviced on Residents' 
Rights upon hire and annually thereafter. Each resident shall have the right to exercise his or her rights as a 
Resident of the facility and as a citizen or resident of the United States.The facility's policy titled Bed Bath, 
dated 08/2020, and reviewed on 09/05/2025, documented that all residents shall receive a bath between 
scheduled showers or tub/whirlpool bath unless otherwise requested by the resident.The facility's policy tilted 
Activities of Daily Living dated 11/2018 and reviewed on 09/05/2025, documented the facility will provide the 
necessary care and services based on the comprehensive assessment of a resident and consistent with the 
resident's needs, choices, and preferences, to maintain or improve, the resident's ability to perform activities 
of daily living and to prevent decline unless it's unavoidable.Resident #78 was admitted with diagnoses that 
included Multiple Sclerosis, Paraplegia (the partial or complete loss of motor and sensory function in the 
lower half of the body, including both legs), and Acute Respiratory Failure with Hypoxia (a condition where 
the lungs are unable to adequately exchange oxygen and carbon dioxide, leading to low levels of oxygen in 
the blood). The Minimum Data Set assessment dated [DATE] documented a Brief Interview for Mental Status 
score of 15, indicating Resident #78 was cognitively intact. The Minimum Data Set documented Resident 
#78 was dependent on two or more staff members for bed mobility, including rolling left and right, where the 
helper did all the effort for the resident to complete the activity.The Comprehensive Care Plan titled The 
resident has Activities for Daily Living, Self-Care Performance Deficit related to Multiple Sclerosis, dated 
06/09/2025, documented interventions that included the resident required the assistance of two (2) Staff 
members for rolling from side to side.The Certified Nursing Assistant documentation report for July 2025, 
documented Resident #78 received a shower/bath on 07/22/2025 by Certified Nursing Assistant #6. It further 
documented that Resident #78 was dependent on two (2) Staff members for bathing, including washing, 
rinsing, and drying self; the assistance of two (2) or more helpers is required for the resident to complete the 
activity. The resident required two-person assistance for bed mobility for rolling side to side.During an 
observation and interview on 09/15/2025 at 09:03 AM, Resident #78 was in bed eating breakfast, and stated 
that Certified Nursing Assistant #6 came into their room on shower day on 07/22/2025 during the day shift 
and said they would give them a bed bath and not a shower. Resident #78 stated they refused the bed bath 
and told Certified Nursing Assistant #6 that they wanted a shower. Certified Nursing Assistant continued to 
give them a bed bath by themselves, even though they said no and it was not their wish. They stated 
Certified Nursing Assistant #6 instructed them to turn to their side, and they informed Certified Nursing 
Assistant #6 that they could not turn on their side. Certified Nursing Assistant #6 roughly turned the resident 
on their side to wash their back. Resident #7 stated they reported the incident to the Activities Aide #1 later 
that day, and told the Assistant Director of Nursing Services, they did not want Certified Nursing Assistant #6 
to take care of them.During an interview on 09/17/2025 at 08:37 AM, Certified Nursing Assistant #6 stated 
they were assigned once to Resident #78's unit on 07/22/2025, and only took care of Resident #78 once. 
Certified Nursing Assistant #6 stated they were not familiar with Resident #78's care. Certified Nursing 
Assistant #6 stated they asked the unit staff to help them with the resident's shower, but everyone was busy. 
Certified Nursing Assistant #6 stated Resident #78 refused the bed bath, but they gave the resident a bed 
bath anyway, because they did not want to get written up. The resident was not happy and said no, as they 
did not want a bed bath. Certified Nursing Assistant #6 stated they gave Resident #78 a bed bath by 
themselves; however, they were not rough during care. During an interview on 09/18/2025 at 09:59 AM, 
Social Worker #1 stated they met with Resident #78 in the presence of the Assistant Director of Nursing 
Services on 07/22/2025. Resident #78 stated Certified Nursing Assistant #6 was rough during care, and 
when they requested a shower, Certified Nursing Assistant #6 gave them a bed bath instead of the shower. 
The resident complained that, despite their refusal, Certified Nursing Assistant #6 did not listen to them and 
continued to give a bed bath. Social Worker #1 stated they offered emotional support to the resident and 
referred the resident for a psychiatric evaluation.During an interview on 09/18/2025 at 11:33 AM, the 
Assistant Director of Nursing Services stated Resident #78 told them they were provided a bed bath against 
their wishes by Certified Nursing Assistant #6 instead of a shower. Resident #78 did not want Certified 
Nursing Assistant #6 to care for them anymore. The resident was very upset and complained that Certified 
Nursing Assistant #6 did what they wanted to do and not what the resident wanted. The Assistant Director of 
Nursing Services stated physical assessment was conducted for Resident #78, and there were no injuries. 
Local law enforcement was notified, and Certified Nursing Assistant #6 was removed from the resident's 
assignment. The Assistant Director of Nursing Services stated that Resident #78 required the assistance of 
two staff members for bed mobility, bed bath, and showers. The Assistant Director of Nursing Services 
stated Certified Nursing Assistant #6 should have asked for assistance from other staff to provide resident 
care and should have provided a shower instead of the bed bath as per the resident's preferences. During an 
interview on 09/18/2025 at 01:29 PM, the Director of Nursing Services stated Certified Nursing Assistant #6 
did not follow the resident's plan of care and also disregarded the resident's preferences. Resident #78 
required two-person assistance with showers, bed baths, and bed mobility.10 NYCRR 415.5(b)(1-3)
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews during the Recertification and Abbreviated Survey (# 2569298) 
initiated on 09/14/2025 to 09/18/2025, the facility did not ensure each resident received adequate 
supervision and assistance devices to prevent Accidents. This was identified for one (1) (Resident #78) of 
five (5) residents reviewed for Accidents. Specifically, Resident #78 was assessed to require two-person 
assistance for bath/shower and bed mobility as per their plan of care. Certified Nursing Assistant #6 provided 
a bed bath to Resident #78 by themselves, without assistance from another staff member.The finding is:The 
facility policy titled Activities of Daily Living, dated 11/2018 and reviewed 09/05/2025, documented that 
Individualized care plans are based on an accurate assessment of the resident's self-performance and the 
amount and type of support being provided to the resident.The facility policy titled Care Planning Process, 
dated 07/2022, documented that the purpose of the Care Plan is to ensure that each resident receives the 
necessary care and services to attain or maintain the highest practicable physical, mental, and psycho-social 
well-being.Resident #78 was admitted with diagnoses that included Multiple Sclerosis, Paraplegia (the partial 
or complete loss of motor and sensory function in the lower half of the body, including both legs), and Acute 
Respiratory Failure with Hypoxia (a condition where the lungs are unable to adequately exchange oxygen 
and carbon dioxide, leading to low levels of oxygen in the blood). The Minimum Data Set assessment dated 
[DATE] documented a Brief Interview for Mental Status score of 15, indicating Resident #78 was cognitively 
intact. The Minimum Data Set documented Resident #78 was dependent on two or more staff members for 
bed mobility, including rolling left and rolling right, where the helper did all the effort for the resident to 
complete the activity.The Comprehensive Care Plan titled The resident has Activities for Daily Living, 
Self-Care Performance Deficit related to Multiple Sclerosis, dated 06/09/2025, documented interventions that 
included the resident was dependent on two (2) staff members for rolling from side to side.The Certified 
Nursing Assistant documentation report for July 2025, documented Resident #78 received a shower/bath on 
07/22/2025 by Certified Nursing Assistant #6. It further documented that Resident #78 was dependent on 
two (2) Staff members for bathing, including washing, rinsing, and drying self; the assistance of two (2) or 
more helpers is required for the resident to complete the activity. The resident required two-person 
assistance for bed mobility for rolling side to side.An Accident/Incident Report dated 07/22/2025 documented 
that Resident #78 reported to the Recreation Aid that Certified Nursing Assistant #6 was rough with them 
during a bed bath, causing discomfort while turning. A full body assessment was performed by the Assistant 
Director of Nursing Services; psychological consult was ordered. Certified Nursing Assistant was suspended 
pending the investigation.The Summary of the Accident/Incident Report dated 07/22/2025 documented that, 
based on the investigation, there was insufficient evidence to substantiate the allegation of physical abuse or 
neglect.A review of the written statement from Certified Nursing Assistant #6 dated 07/22/2025, documented 
they provided a bed bath to Resident #78 because no one assisted them.During an observation and 
interview on 09/15/2025 at 09:03 AM, Resident #78 was in bed eating breakfast, and stated that Certified 
Nursing Assistant #6 came into their room on shower day on 07/22/2025 during the day shift and said they 
would give them a bed bath and not a shower. Resident #78 stated they refused the bed bath and told 
Certified Nursing Assistant #6 that they wanted a shower. Certified Nursing Assistant continued to give them 
a bed bath by themselves, even though they said no and it was not their wish. They stated Certified Nursing 
Assistant #6 instructed them to turn to their side, and they informed Certified Nursing Assistant #6 that they 
could not turn on their side. Certified Nursing Assistant #6 roughly turned the resident on their side to wash 
their back. Resident #7 stated they reported the incident to the Activities Aide #1 later that day, and told the 
Assistant Director of Nursing Services, they did not want Certified Nursing Assistant #6 to take care of them.
During an interview on 09/17/2025 at 08:37 AM, Certified Nursing Assistant #6 stated they were assigned 
once to Resident #78's unit on 07/22/2025 and only took care of Resident #78 once. Certified Nursing 
Assistant #6 stated they were not familiar with Resident #78's care. Certified Nursing Assistant #6 stated 
they asked the unit staff to help them with the resident's shower, but everyone was busy. Certified Nursing 
Assistant #6 stated Resident #78 refused the bed bath, but they gave the resident a bed bath anyway, 
because they did not want to get written up. The resident was not happy and said no, as they did not want a 
bed bath. Certified Nursing Assistant #6 stated they gave Resident #78 a bed bath by themselves; however, 
they were not rough during care. During an interview on 09/17/2025 at 10:14 AM, Registered Nurse #4 
stated Resident #78 preferred showers in the morning. The resident required the assistance of two staff 
members to complete showers or a bed bath. Registered Nurse #4 stated they could not recall any incident 
related to Resident #78 on 7/22/2025. Registered Nurse #4 stated they did not know that Certified Nursing 
Assistant #6 provided a bed bath against the resident's wishes, instead of a shower, and did not seek 
assistance from other staff members. Registered Nurse #4 stated that if they knew that the resident was 
refusing the bed bath, they would have spoken to the resident and would have instructed Certified Nursing 
Assistant #6 to shower the resident. Certified Nursing Assistant #6 should have reviewed the resident's 
Kardex for instructions related to the assistance needed for showers or bed baths for Resident #78.During an 
interview on 09/18/2025 at 09:03 AM, Recreation Aide #1 stated they went to Resident #78's room on 
7/22/2025 to provide 1:1 recreation therapy, and the resident complained that Certified Nursing Assistant #6 
was rough with them and gave them a bed bath when they refused. Recreation Aide #1 reported the incident 
to their supervisor, who then reported to the Assistant Director of Nursing Services.During an interview on 
09/18/2025 with Certified Nursing Assistant #7 at 09:44 AM, Certified Nursing Assistant #8 at 09:53 AM, 
Certified Nursing Assistant #9 at 10:17 AM, and Certified Nursing Assistant #3 at 11:05 AM, all stated that 
Certified Nursing Assistant #6 did not request them to assist with Resident #78's bed bath or shower on 
7/22/2025.During an interview on 09/18/2025 at 09:53 AM, Certified Nursing Assistant #8 stated that 
Certified Nursing Assistant #6 requested assistance with Resident #78's shower; however, they could not 
assist as they (Certified Nursing Assistant #8) were covering the day room at that time and were not allowed 
to leave the residents in the day room unattended. Certified Nursing Assistant #8 instructed Certified Nursing 
Assistant #6 to ask other staff for assistance. Resident #78 required a two-person assist for showers and bed 
mobility.During an interview on 09/18/2025 at 09:59 AM, Social Worker #1 stated they met with Resident #78 
in presence of the Assistant Director of Nursing Services on 07/22/2025. Resident #78 stated Certified 
Nursing Assistant #6 was rough during care, and when they requested a shower, Certified Nursing Assistant 
#6 gave them a bed bath instead of the shower. The resident complained that, despite their refusal, Certified 
Nursing Assistant #6 did not listen to them and continued to give a bed bath. Social Worker #1 stated they 
offered emotional support to the resident and referred the resident for a psychiatric evaluation.During an 
interview on 09/18/2025 at 11:33 AM, the Assistant Director of Nursing Services stated Resident #78 told 
them they were provided a bed bath against their wishes by Certified Nursing Assistant #6 instead of a 
shower. Resident #78 did not want Certified Nursing Assistant #6 to care for them anymore. The resident 
was very upset and complained that Certified Nursing Assistant #6 did what they wanted to do and not what 
the resident wanted. The Assistant Director of Nursing Services stated physical assessment was conducted 
for Resident #78, and there were no injuries. Local law enforcement was notified, and Certified Nursing 
Assistant #6 was removed from the resident's assignment. The Assistant Director of Nursing Services stated 
that Resident #78 required the assistance of two staff members for bed mobility, bed bath, and showers. The 
Assistant Director of Nursing Services stated Certified Nursing Assistant #6 should have asked for 
assistance from other staff to provide resident care and should have provided a shower instead of the bed 
bath as per the resident's preferences. During an interview on 09/18/2025 at 01:29 PM, the Director of 
Nursing Services stated Certified Nursing Assistant #6 did not follow the resident's plan of care and also 
disregarded the resident's preferences. Resident #78 required two-person assistance with showers, bed 
baths, and bed mobility.10NYCRR 415.12(h)(2)
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