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335685 06/10/2026

Palatine Nursing Home 154 Lafayette Street
Palatine Bridge, NY 13428

F 0600

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

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

Based on record review and interviews during aˆsurvey,ˆthe facility failed to ensure residents were
free from abuse for oneˆ(Resident #1)ˆofˆ three residents reviewed. Specifically, Certified Nurse Aide
#1 aggressively redirected Resident #1 on 05/30/2026. Findings include:The facility Policy titled,
Resident Abuse last reviewed 1/2026 documented the residents of Palatine Nursing Home in
accordance with Federal Regulation and New York State Title 10 Health Code have the right to be free
from abuse, neglect, mistreatment and exploitation.Resident #1 was admitted to the facility with
diagnoses of anxiety disorder (mental health conditions characterized by persistent, excessive, and
irrational fear or worry that is disproportionate to the actual situation,) aphasia (a neurological
language disorder caused by damage that affects a person's ability to speak) and non-traumatic
subarachnoid hemorrhage (bleeding into the fluid-filled apace between the brain and skull.) The
Minimum Data Set (an assessment tool) dated 4/17/2026 documented that the resident could be
understood and understand others and had moderate cognitive impairment.The facility Investigation
Summary dated 6/01/2026 documented that the results of the investigation were inconclusive.
Interviews with staff reported that the resident was agitated when Certified Nurse Aide #1 forcefully
assisted Resident #1 into the chair and was verbally abusive. Certified Nurse Aide #1 was placed on
investigative leave and the Sherriff's office was notified.During an interview on 06/08/2026 at 10:12
AM, Administrator #1 stated that they felt the staff's behavior was aggressive towards the resident
and based on that the staff was terminated and facility wide education on abuse and de-escalation
techniques was conducted. Attempts were made to interview Certified Nurse Aide #1 on 6/08/2026
and 6/09/2026 with no contact made.F-600 Past Non-ComplianceBased on the following corrective
action taken, there was sufficient evidence that the facility corrected the noncompliance and was in
substantial compliance with this specific regulatory requirement at the time of this survey:The
witnessed incident was reported to the Registered Nurse Supervisor, the accused staff was removed
from the facility, and the resident was assessed with no injuries and no recollection of the
incident.The incident was reported appropriately to the resident representative, State Survey Agency,
and local law enforcement.A thorough investigation was completed, which resulted in the staff being
terminated.Education was provided to all staff on Abuse Prevention, Dementia Behaviors, Redirection,
and De-escalation. Education was completed on 6/02/2026. At the time of survey, there were no
additional incidents of abuse identified since this incident. 10 New York Codes, Rules, and
Regulations 415.4
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