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Residents Affected - Some
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Based on observations, record review, and interviews during the recertification and abbreviated 
(NY00353879) surveys conducted 7/29/2025-8/1/2025, the facility did not ensure a safe, comfortable, and 
homelike environment for two (2) of two (2) residents (Residents #39 and #80) reviewed and seven (7) 
anonymous residents present at the group meeting. Specifically, Resident #39's room and bathroom had a 
strong odor of urine; Resident #80 had missing clothing items and a wheelchair with a wheel in disrepair; and 
seven (7) anonymous residents reported they had items missing from laundry.Findings include:The facility 
policy Assistive Devices and Equipment, dated 2/2022 documented certain devices and equipment that 
assisted with resident mobility were provided for residents. In the event equipment was not functioning or 
was in poor repair, it was immediately removed from use and a replacement device implemented in a timely 
manner. The facility policy Quality of Life-Homelike Environment, dated 3/2022, documented the facility 
would reflect a personalized, homelike setting to include such characteristics as an orderly environment and 
pleasant, neutral scents; and management would minimize, to the extent possible, institutional odors.The 
facility policy Personal Belongings, revised 3/2023, documented a resident's personal belongings and 
clothing would be inventoried and documented upon admission and when such items were replenished.The 
facility policy Resident Clothing/Laundry and Labeling Procedure, revised 9/2024, documented resident 
clothing would be labeled and logged to prevent loss while in the facility and clothing should be labeled and 
returned to the unit within 72 hours of admission, re-admission, receipt. During an anonymous group meeting 
on 7/29/2025 at 2:10 PM, seven residents reported they had lost clothing. Clothing and washable items went 
missing even if labeled, and staff said they would look for it but did not follow through. 1) Resident #39 had 
diagnoses including diabetes. The 7/11/2025 Minimum Data Set assessment documented cognition was not 
assessed, the resident was frequently incontinence of urine and required moderate assistance with most 
activities of daily living. The 8/5/2024 Comprehensive Care Plan, revised 2/4/2025, documented the resident 
had frequent incontinence related to decreased mobility. Interventions included the resident would request 
assistance to the bathroom; change brief when incontinent and when needed; and change clothing as 
needed after incontinence episodes. The July 2025's Daily Housekeeping Completion Checklists 
documented the following:-Resident #39's bathroom received all disinfecting/cleaning tasks daily.-Resident 
#39's bedroom received all disinfecting/cleaning tasks daily except 7/14/2025, 7/20/2025 and 7/24/2025. 
-Resident #39's bathroom received a deep cleaning or multiple cleanings on 7/1/2025, 7/2/2025, 7/3/2025, 
7/7/2025, 7/9/2025, 7/10/2025, 7/11/2025, 7/12/2025, 7/15/2025, 7/23/2025, 7/26/2025, 7/27/2025, and 
7/30/2025.During an observation on 7/29/2025 at 11:31 AM Resident #39's room had a strong smell of urine 
and was strongest on Resident #39's side of the room.During an interview and observation on 7/30/2025 at 
11:38 AM Resident #39's two family members stated they picked up dirty laundry three times a week. The 
dirty clothes were kept in a laundry basket located next to the resident's bed. The laundry was not in bags, 
so they brought their own bags to put the soiled clothing in to take home to wash. They noticed a smell as if 
the clothing was sitting a while. The resident stated when their dirty clothes were in the laundry basket and 
were not in a bag, the smell was not contained and was not pleasant. During an observation on 7/31/2025 at 
9:41 AM, the resident's hamper was next to the head of the bed. The hamper was more than half-full of 
clothing and smelled of urine and was not in a plastic bag. During an observation on 8/1/2025 at 9:15 the 
resident's room smelled of urine and was stronger in the bathroom near the toilet. During an interview on 
8/1/2025 at 9:18 AM, Certified Nurse Aide #17 stated if family did the laundry, dirty clothing was placed in a 
plastic bag in a laundry basket kept in their room. Resident #39's family did their laundry, and the hamper 
was kept in their room right next to their bed. The resident resisted toileting help, and would only asked for 
help if their clothing was wet and needed changing. They cleaned the floor as best they could and reported 
any concerns to housekeeping. During an interview on 8/1/2025 at 9:26 AM Housekeeper #16 stated they 
cleaned Resident #39's room first each day and often cleaned it multiple times a day due to the odor. 
Yesterday they used shaving cream on the bathroom floor, which helped. They had talked to their supervisor 
about it in the past.During an interview on 8/1/2025 at 9:30 AM, the Director of Environmental Services #3 
stated they were made aware about 3 months ago that Resident #39's bathroom smelled of urine. They 
stated all they could do was keep cleaning it. They had not tried any other cleaning products as it would be 
too risky not knowing how the resident might react. 2) Resident #80 had diagnoses including congestive 
heart failure. The 7/11/2025 Minimum Data Set assessment documented the resident's cognition was intact, 
utilized a manual wheelchair, and required substantial assistance with wheelchair mobility. The 7/7/2025 
Comprehensive Care Plan documented an activities of daily living self-care performance deficit and physical 
mobility limitation. Interventions included the resident required limited assistance for locomotion using a 
bariatric wheelchair.During an observation and interview on 7/29/2025 at 2:48 PM Resident #80 stated they 
could not steer their wheelchair as it was so stiff. They stated they were missing shorts. The shorts had 
labels, but they were in the laundry now. They stated their family did their laundry, but some items were sent 
to facility laundry and did not come back. There was a sign on the closet documenting the family would do 
laundry.During an observation and interview on 7/30/2025 at 9:59 AM, the resident was sitting in their 
wheelchair. The left wheel on their wheelchair was frayed and they could not steer. They stated they told 
several staff for a week or two and was told by two higher ups that it would be fixed, but it was not.During an 
interview on 7/30/2025 at 2:28 PM Certified Nurse Aide #12 stated if a resident's walker or wheelchair was 
broken, they told therapy. They had a hard time pushing Resident #80's wheelchair for over a week. They 
told therapy and nothing was done.During an interview on 7/31/2025 at 8:50 AM Certified Nurse Aide #7 
stated Resident #80 was missing laundry. Sometimes evening staff sent their items to facility laundry even 
though there was a sign on the door stating family did their laundry. During an interview on 7/31/2025 at 1:22 
PM Receptionist #10 stated one of their job duties was to label property. When there was a new admission, 
they documented all items on an inventory list and labeled clothing with a permanent marker on the tag of 
the clothing. The inventory list went into the medical records mailbox to be scanned into the system. Once 
inventoried, all items went to the resident's room. If family brought in a bag of items, they asked if they were 
bringing back laundry or if there were new items to be inventoried. They had been told by residents they 
were missing clothing and reported that to social worker and the unit manager. They worked until 3:00PM 
and someone else covered the desk from 3:00 PM - 7:00 PM. The facility did not get admissions after 7:00 
PM. During an interview on 7/31/2025 at 4:08 PM Housekeeper Supervisor #11 stated all clothing items were 
labeled by the receptionist. They were unsure if that was documented anywhere. Items were washed, hung 
and delivered within 24 hours. They did get clothes without labels and if they did not know whose clothing 
they were, the clothing was hung on a rack. They had many blankets not labeled. Resident #80's family did 
their laundry, but they still saw the resident's items in laundry and had just labeled their shorts as they had to 
return them. During an interview on 7/31/2025 at 12:20 PM Physical Therapist #13 stated if someone had a 
broken wheelchair or walker one of the therapists should be told. They were not notified Resident #80's 
wheelchair was broken. During an interview on 8/1/2025 at 7:18 AM the Maintenance/Environmental Service 
Director #3 stated they had heard about residents and their missing clothing. If they could not find the 
missing items, they called family members to see if they were taken home and searched every closet until 
they found it. If they could not find the items, they notified the Administrator. Sometimes things did get put in 
the wrong closet. They never threw clothing away. If a walker or wheelchair was not working, maintenance or 
therapy were notified. They looked at Resident #80's wheelchair stated the rubber on the wheel needed to 
be replaced. During an interview on 8/1/2025 at 7:33 AM Occupational Therapist #14 stated their department 
made sure wheelchairs were in proper working order. If a wheel was broken, they would fix it. If a wheel was 
broken it could make it harder to self-propel. They were not aware Resident #80's wheelchair was not 
working. They looked at the wheelchair and stated the wheel was broken. They could not replace the rim but 
could replace the wheel if they had the part. During an interview on 8/1/2025 at 8:59 AM Registered Nurse 
Unit Manager #6 stated if a wheelchair was broken therapy should be notified. They did not know the wheel 
was broken.During an interview on 8/1/2025 at 12:23 PM the Director of Rehabilitation #4 stated they fixed 
broken wheelchairs and if they could not be fixed, they threw them away. It was important wheelchairs were 
functioning properly for safety, comfort, and mobility. If something could not be fixed or had to order parts 
they would get a temporary replacement. During a follow-up interview on 8/1/2025 at 1:59 PM the Director of 
Rehabilitation Services stated equipment was checked every 3 months to include brakes and cushions. 
Equipment should be checked by all staff. If a problem was noticed, they would fix it. No one noticed 
Resident #80's wheelchair it and it was not brought to their attention. 10 NYCRR 415.29(j)(1)
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