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Northern Manhattan Rehabilitation and Nursing Ctr 116 East 125th St
New York, NY 10035

F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, record review, and interviews conducted during an Abbreviated survey (6220995), the 
facility did not ensure a resident was free from abuse. This was evident for one (1) of four (4) residents 
(Resident #7) sampled. Specifically, on 03/05/2025 at 6:30 PM, Resident #7 reported to Licensed Practical 
Nurse #1 that they were hit with a bottle on their upper lip by Certified Nursing Assistant #9. Resident #7 was 
assessed by the Director of Nursing on 03/05/2025 and was observed with slight swelling to their upper lip. 
The findings are:The policy and procedure on Abuse dated 02/2025 stated each resident has the right to be 
free from abuse, neglect, exploitation, misappropriation of resident property, corporal punishment, and 
involuntary seclusion. It is the responsibility of the employees, facility consultants, attending physicians, 
family members, visitors, etc., to promptly report any incident or suspected incident of neglect or resident 
abuse, including injuries of unknown source, and theft or misappropriation of resident property to facility 
management. Resident #7 was admitted to the facility with diagnoses including Hypertension and Anxiety 
Disorder.The Minimum Data Set (an assessment tool) dated 06/18/2024 documented Resident #7 had 
moderately impaired cognition. A potential for abuse/neglect/misappropriation/exploitation care plan dated 
01/29/2025 documented interventions which included to provide 1:1 visit and encourage the resident to 
socialize and participate in recreational activities.A Nursing Note by the Director of Nursing dated 03/05/2025 
at 9:09 PM, documented at approximately 6:30 PM Resident #7 alleged Certified Nursing Assistant #9 threw 
an Ensure (a liquid supplement) bottle at their lips. Physical assessment revealed slight swelling. There was 
no bruising or bleeding observed. An ice pack was applied to the lips. Certified Nursing Assistant #9 denied 
the allegation. Emergency personnel arrived on the unit, but did not provide a report. Resident #7 was placed 
on 15 minutes monitoring for three (3) days and was referred for psychiatric and psychological evaluation. 
The facility's investigation dated 03/05/2025 documented Resident #7 reported Certified Nursing Assistant 
#9 made physical contact with their upper lip using an Ensure bottle. Upon examination, the resident had 
slight swelling to their right upper lip. Certified Nursing Assistant #9 denied the allegation. The resident could 
not recall the location of the Ensure bottle and a bottle was not found in the resident's area, therefore the 
facility concluded there were no evidence of abuse, neglect, or mistreatment. A Medical Note by Medical 
Doctor #1 dated 03/07/2025 at 3:36 PM documented Resident #7 was evaluated and reiterated they asked 
Certified Nursing Assistant #9 to help them with something and Certified Nursing Assistant #9 grew angry at 
them and threw a bottle of Ensure at them. An assessment revealed a bruise to the upper midsection of the 
lip, and inside the lip was black and blue. A new black and blue area was noted this morning (03/07/2025) 
inside the edge of the left lower lip area with bruising extending underneath. During an interview on 
07/08/2025 at 11:51 AM, Resident #7 stated Certified Nursing Assistant #9 hit them with a soft bottle on their 
lip. Resident #7 was unsure of date and time.Several unsuccessful attempts were made to contact Certified 
Nursing Assistant #9. A certified letter was mailed on 07/28/2025 with no response as of today. Certified 
Nursing Assistant #9 provided a statement to the facility dated 03/05/2025. The statement documented they 
went into Resident #7's room at around 6:15 PM on 03/05/2025 to turn on their heater and then left. The 
resident did not verbalize any complaints and was stable. The resident's family was visiting and approached 
them in an aggressive and threatening manner at 6:30 PM and accused them of abuse. The statement 
further documented they did not abuse the resident.During a telephone interview on 07/28/2025 at 12:46 PM, 
Certified Nursing Assistant #10 stated at approximately 5:58 PM they responded to Resident #7's call bell 
and observed Resident #7 tapping and pointing at their mouth. Certified Nursing Assistant #10 stated 
Resident #7 reported they were hit on their lip. Certified Nursing Assistant #10 stated Certified Nursing 
Assistant #9 was standing in the doorway at Resident #7's room and reported Resident #7 hit them with a 
bottle, and they threw the bottle at Resident #7. Certified Nursing Assistant #10 stated they did not see an 
Ensure bottle, but a juice bottle was next to Resident #7's bed. Certified Nursing Assistant #10 stated 
Resident #7's lip was swollen at the top, but they did not see any redness. Certified Nursing Assistant #10 
stated Registered Nurse Supervisor #2 had all staff members in Resident #7's room and the resident 
identified Certified Nursing Assistant #9 as the staff who hit them with the bottle. During a telephone 
interview on 07/28/2025 at 2:27 PM, Licensed Practical Nurse #1 stated Registered Nurse Supervisor #2 
arrived on the unit at 6:30 PM and went to Resident #7's room. Licensed Practical Nurse #1 also stated 
Resident #7 reported Certified Nursing Assistant #9 hit them with an Ensure bottle. Licensed Practical Nurse 
#1 further stated they looked in the room and did not see any Ensure bottles but saw other bottles in 
Resident #7's closet. During a telephone interview on 07/29/2025 at 1:44 PM, the Director of Nursing stated 
they responded to Resident #7's unit on 03/05/2025 at approximately 6:30 PM after they were told by 
Registered Nurse Supervisor #2 Resident #7 alleged they were hit with a bottle on their lip by Certified 
Nursing Assistant #9. The Director of Nursing also stated they assessed Resident #7 and observed a slight 
swelling to the resident's lip. There was no bruising or marks. The Director of Nursing further stated they 
asked Resident #7 to present the Ensure bottle and the resident was unable to provide the bottle. The 
Director of Nursing stated Resident #7 identified Certified Nursing Assistant #9 as the alleged perpetrator 
and the police and family was notified. Certified Nursing Assistant #9 was interviewed and denied the 
allegation. The Director of Nursing also stated Resident #7 was reassessed the following day (03/05/2025) 
by Medical Doctor #1 and was observed with increased swelling to their upper lip. The Director of Nursing 
further stated Resident #7 was consistent with their statement, but there was no evidence to support 
something happened and Resident #7 was unable to provide the ensure bottle, so they concluded abuse did 
not occur. During a telephone interview on 07/31/2025 at 9:31 AM, Registered Nurse Supervisor #2 stated 
Licensed Practical Nurse #1 alerted them that Resident #7 alleged they were hit on their lip. Registered 
Nurse Supervisor #2 also stated they assessed Resident #7 and observed slight redness to the lip (unsure of 
area). Registered Nurse Supervisor #2 further stated they interviewed Resident #7, and they reported 
Certified Nursing Assistant #9 came into their room, grabbed an Ensure bottle and threw it at their lip. 
Registered Nurse Supervisor #2 stated Certified Nursing Assistant #9 was in Resident #7's room while the 
resident was being interviewed and resident identified Certified Nursing Assistant #9 as the perpetrator, so 
they informed the Director of Nursing and Certified Nursing Assistant #9 was sent home. During a telephone 
interview on 07/31/2025 at 12:35 PM, the Administrator stated they were informed by the Director of Nursing 
on 03/05/2025 (unsure of time) of the alleged incident. The Administrator also stated Registered Nurse 
Supervisor #2, and the Director of Nursing assessed Resident #7, and the resident had a small swelling to 
the upper lip resembling a bite. The Administrator further stated Certified Nursing Assistant #9 was removed 
from the schedule pending investigation and they did not return to the facility. The Administrator stated the 
investigation concluded abuse did not occur. 10 NYCRR 415.4(b)(1)(i)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.
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Northern Manhattan Rehabilitation and Nursing Ctr 116 East 125th St
New York, NY 10035

F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews conducted during an abbreviated survey (622104), the facility did 
not ensure that a resident care plan was reviewed and revised by the interdisciplinary team. This was evident 
for one (1) out of seven (8) residents sampled (Resident #4). Specifically, Resident #4 reported to Certified 
Nursing Assistant #3 that they had pain in their left arm on 03/27/2025, just before lunch, and Registered 
Nurse #4 was notified. Resident #4 complained of pain their left arm again on 03/28/2025 and the left arm 
was observed to be swollen and larger than the right. Registered Nurse #4 notified Physician #1 who ordered 
Tylenol (1000 milligrams) and a STAT x-ray. Resident #4 was transferred to the hospital on [DATE] with 
Altered Mental Status, a blood pressure of 184/110, pulse 110, and to rule out Deep Vein Thrombosis (a 
blood clot forming in the deep vein). Resident #4 was diagnosed with a fracture of the left proximal humerus 
in the hospital. There was no documented evidence the care plans were updated to reflect on Resident #4's 
pain and changes in condition. Findings are:The Policy titled Comprehensive Assessment and 
Comprehensive Care Planning Process last reviewed 10/2023 documented the interdisciplinary 
comprehensive care planning team will function to ensure that each resident has a care plan that identifies 
the physical, social, nutritional, environmental, recreational, spiritual and rehabilitative aspects of care with 
immediate and long-term care goals as well as a discharge plan. Each individualized comprehensive care 
plan will identify resident's needs as well as approaches to care and methods for provision of care. Resident 
#4 was last admitted to the facility 08/14/2024 with diagnoses including Cerebrovascular Accident (Stroke) 
with hemiplegia and Dementia. The Minimum Data Set (a resident assessment tool) dated 01/02/2025 
documented Resident #4 had mentally impaired cognition. Primary language Creole.A Pain Management 
Care Plan was created 10/9/2024 and last updated 01/04/2025. Documentation reveals a quarterly 
evaluation, and that the resident was stable and verbalized no complaints of pain. Also states that pain 
medication will be administered as needed per order. Also documented is that monitoring will continue x 90 
days. A Nursing Note by Registered Nurse #4 dated 03/31/2025 (late entry for 03/28/2025) documented 
Resident #4 had a swollen left arm that was larger than the right and complained of pain. Temperature 98.2, 
Pulse 82, Respiration 18, and Blood Pressure 132/78. Physician #1 was notified via telephone and ordered 
an x-ray of the left arm and Tylenol 1000 milligrams times one received. Also documented, a verbal report 
was given to oncoming Licensed Practical Nurse #3 (day shift) of the physician's order for x-ray and Tylenol. 
The Facility Investigative Summary dated 03/31/2025 documented Resident #4 reported that they had pain 
in their left arm. The nurse in charge assessed the area and administered Tylenol, which provided temporary 
relief. On 03/28/2025 staff observed slight swelling of the left upper arm with continued reports of mild pain. 
The physician was notified, and an x-ray was ordered, and pain management was adjusted. On 03/31/2025 
Resident #4's swelling had increased, and the affected area was noted to be warm to the touch. The resident 
also began to exhibit altered mental status. Physician #2 evaluated the resident and ordered hospital transfer 
to rule out Deep Vein Thrombosis and assess mental status change. On 04/01/2025 during a follow up with 
the hospital, they reported Resident #4 had a left proximal humerus fracture. The report did not indicate if the 
fracture was acute or chronic. The investigation concluded there was no evidence to suggest abuse, neglect, 
or staff misconduct in relations to the resident's left proximal humerus fracture. A late entry note dated 
04/14/2025 (for 03/28/2025) by Physician #1 documented they were contacted by nursing on 03/28/2025 at 
3:50 PM regarding Resident #4's pain and swelling to the left upper arm with activity. No trauma was 
reported. A STAT upper arm x-ray and Tylenol 1000 milligrams times one dose was ordered and physician to 
be called with the results and change in condition. The primary floor attending to be informed. There was no 
documented evidence the relevant care plans were reviewed and revised to reflect on Resident #4's 
changes in condition. During a telephone interview on 08/08/2025 at 3:28 PM, the Assistant Director of 
Nursing stated the care plans are updated when there's a change in condition. They stated that the 
Registered Nurses are responsible for updating the care plans. The Assistant Director of Nursing stated that 
if a resident is complaining of pain, the physician should be informed, pain medication should be ordered, 
and the relevant care plans should be updated with monitoring. During a telephone interview on 08/08/2025 
at 3:11 PM, Registered Nurse Supervisor #2 stated that the Registered Nurses and Registered Nurse 
Supervisors are responsible for updating the care plans if there is a change in condition. They stated they 
were not aware of Resident #4's complaint of pain. 10 NYCRR 415.12
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Level of Harm - Actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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New York, NY 10035

F 0684

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews conducted during an abbreviated survey (622104 & 662084), the 
facility failed to ensure that residents received treatment and care in accordance with professional standards 
of practice, the comprehensive person-centered care plan, and the resident's choices. This was evident for 
two (2) of seven (7) residents (Residents #4 and #5) sampled. Specifically: 1. Resident #4 complained of 
pain to their left arm on 03/27/2025 and 03/28/2025. There was no documented evidence medical 
interventions were completed. On 03/31/2025, Resident #4 was transferred to the hospital with altered 
mental status and to rule out deep vein thrombosis (a blood clot forming in the deep vein). At the hospital, 
Resident #4 was diagnosed with a fracture of the left proximal humerus. This resulted in actual harm to 
Resident #4 that was not Immediate Jeopardy. 2. Resident #5 complained of pain to their right hip on 
09/17/2024 and a STAT x-ray was ordered by Physician #3 on 09/18/2025. Resident #5 was transferred to 
the hospital on [DATE] at 9:11 AM and was diagnosed with a fracture to their left hip. There was no 
documented evidence a physical assessment was done to ascertain the source of the pain, or that a 
physician was notified on 09/17/2024. A STAT x-ray was not ordered and was not done in the facility. The 
findings include:The policy titled ‘Pain Assessment', last reviewed 10/2005, states every resident will be 
assessed on admission for pain management and thereafter as medically indicated. Respectively, pain 
control measures should be used before pain becomes severe. It also states to notify the physician if 
measures are unsuccessful or if current complaint is a significant change from the resident's experience. The 
policy titled ‘Change in Resident's Condition', last reviewed 03/2022, documented it is the policy of Northern 
Manhattan Nursing Home to document any change in a resident's condition and to inform the Medical Doctor 
and designated representative in a timely fashion. The policy also documented that the resident is placed on 
the 24-hour report and care is rendered according to need and Medical Doctor order. The facility policy and 
procedure titled ‘Diagnostic Services and Guidelines', dated 11/2023, documented upon a physician's order 
for diagnostic tests, the nursing department will arrange for the specimen to be obtained or tests to be done 
as per nursing policies and procedures, on a schedule basis or immediately, if the order is for stat 
(immediately or without delay) tests. Resident #4 was last admitted to the facility 08/14/2024 with diagnoses 
including cerebrovascular accident (stroke) with hemiplegia (paralysis to one side of the body) and dementia. 
The Minimum Data Set (a resident assessment tool) dated 01/02/2025 documented Resident #4 had 
mentally impaired cognition. Primary language Creole.A Nursing Note by Registered Nurse #4, dated 
03/31/2025 at 1:47 PM indicated that it was a late entry for 03/28/2025 at 3:20 PM. It documented that 
Resident #4 had a swollen left arm that was larger than the right and complained of pain. Temperature 98.2, 
pulse 82, respiration 18, and blood pressure 132/78. Physician #1 was notified via telephone and ordered an 
x-ray of the left arm and Acetaminophen 1000 milligrams times one (1) received. The note documented a 
verbal report was given to Licensed Practical Nurse #3 (day shift) of Resident #4's clinical condition and the 
physician's order for x-ray and Acetaminophen times one (1) dose. There was no documented evidence that 
Registered Nurse #4 conducted a pain assessment or verified that pain medication was administered to the 
resident. There was no documented evidence that Registered Nurse #4 informed Licensed Practcial Nurse 
#3 of the order for an x-ray. A Nursing Note by the Assistant Director of Nursing dated 03/31/2025 at 7:04 
PM, documented that they were called by Registered Nurse Supervisor #1 to evaluate Resident #4. Resident 
#4's left upper extremity was swollen especially around the left shoulder extending to the resident's neck and 
left face. There was no bruising noted, and no falls were reported by staff. A Transfer Summary Note by 
Registered Nurse #1 dated 03/31/2025 at 1:28 PM, documented Resident #4 was being transferred to the 
hospital to rule out deep vein thrombosis (a blood clot forming in the deep vein) to their left upper extremity 
and altered mental status. Resident #4's blood pressure was 184/110 and pulse 110.A Nursing Note by 
Licensed Practical Nurse #6 dated 03/31/2025 documented Resident #4 left for the hospital at 1:55 PM.
There was no documented evidence Resident #4 was placed on the 24-hour report from 03/27/2025 - 
03/29/2024. A Physician Order Activity Detail Report from 03/27/2025 through 03/31/2025 revealed no 
documented evidence of an order for Tylenol 1000 milligrams or of a STAT x-ray of the left arm. The 
Medication Administration Record from 03/27/2025 through 03/31/2025 revealed no documented evidence of 
Tylenol 1000 milligrams being administered to Resident #4. The Facility Investigative Summary dated 
03/31/2025 documented Resident #4 reported that they had pain in their left arm. The nurse in charge 
assessed the area and administered Tylenol, which provided temporary relief. On 03/28/2025, staff observed 
slight swelling of the left upper arm with continued reports of mild pain. The physician was notified, an x-ray 
was ordered, and pain management was adjusted. On 03/31/2025, Resident #4's swelling had increased, 
and the affected area was noted to be warm to the touch. The resident also began to exhibit altered mental 
status. Physician #2 evaluated the resident and ordered hospital transfer to rule out deep vein thrombosis 
and assess mental status change. On 04/01/2025, during a follow up with the hospital, they reported 
Resident #4 had a left proximal humerus fracture. The report did not indicate if the fracture was acute or 
chronic. The investigation concluded there was no evidence to suggest abuse, neglect, or staff misconduct in 
relation to the resident's left proximal humerus fracture. In a Nursing Note by the Director of Nursing dated 
04/01/2025 at 12:14 PM, they documented on 03/27/2025 Resident #4 complained of left arm pain on 
03/27/2025. Registered Nurse #1 assessed the resident and Tylenol given with temporary relief. Follow-up 
with the hospital on [DATE], revealed Resident #4 was admitted with left humeral fracture. A late entry note 
dated 04/14/2025 (for 03/28/2025) by Physician #1, documented they were contacted by nursing on 
03/28/2025 at 3:50 PM regarding Resident #4's pain and swelling to the left upper arm with activity. No 
trauma was reported. A STAT upper arm x-ray and Tylenol 1000 milligrams times one (1) dose was ordered. 
Physician to be called with the results and change in condition. The primary floor attending would be 
informed. During an interview on 07/08/2025 at 3:32 PM, Certified Nursing Assistant #3 (who was assigned 
to Resident #4 during the month of March 2025), stated Resident #4 complained of pain to their left arm on 
03/27/2025 just before lunch. Certified Nursing Assistant #3 stated that they reported this information to 
Registered Nurse #4 who looked at the resident and said they will administer medication. Certified Nursing 
Assistant #3 stated that they do not know if the resident received pain medication. Certified Nursing Assistant 
#3 stated that on the morning of 03/28/2025, Resident #4 complained of more pain and the resident's left 
arm was more swollen. Certified Nursing Assistant #3 stated Registered Nurse #4 looked at Resident #4's 
left arm and verbalized they would notify the doctor. Certified Nursing Assistant #3 stated when they returned 
to work on the morning of 03/31/2025 (7:00 AM - 3:00 PM), they observed Resident #4's left arm was more 
swollen, and the resident was complaining of worsening pain in the left arm, and they notified Registered 
Nurse Supervisor #1. Certified Nursing Assistant #3 stated Registered Nurse Supervisor #1 looked at 
Resident #4's left arm and said the resident needed to be transferred to the hospital. Certified Nursing 
Assistant #3 stated Resident #4 did not return to the facility. During a telephone interview on 07/10/2025 at 
11:52 AM, Registered Nurse #4 (former employee/Complainant) stated that on 03/28/2025 at about 3:40 PM, 
Certified Nursing Assistant #3 informed them Resident #4 was complaining of pain, and they both went to the 
resident's bedside. They stated they assessed the resident and observed that their left arm was slightly 
swollen (larger than the right arm), and they notified Physician #1 (on 03/28/2025), who gave a telephone 
order for x-ray of the left arm and Tylenol 1000 milligrams times one (1) dose. Registered Nurse #4 stated 
they did not have any training on the electronic medical record (Sigma), so they notified the oncoming 
(evening shift) Licensed Practical Nurse #3 to have the evening shift supervisor put the order in Sigma. 
During a follow-up telephone interview with Registered Nurse #4 on 09/11/2025 at 2:14 PM, they stated they 
informed Licensed Practical Nurse #3 (day shift), who was administering medications (on 03/28/2025), that 
Physician #1 ordered Tylenol for the resident's pain. They stated they assessed the resident on 03/27/2025 
(unsure of time) and the left arm was not swollen. During an interview on 07/08/2025 at 1:58 PM, Registered 
Nurse Supervisor #1 stated that they first learned of Resident #4's swollen left arm and complaints of pain on 
03/31/2025 (unsure of time). Registered Nurse Supervisor #1 stated that they administered Tylenol 650 
milligrams, and they transferred the resident to the hospital as per the attending Physician #2. Registered 
Nurse Supervisor #1 stated that an x-ray was not done in the facility. During a telephone interview 
07/11/2025 at 2:31 PM, Licensed Practical Nurse #2 stated they were the evening shift nurse on 03/28/2025 
and Certified Nursing Assistant #3 informed them that Resident #4 had pain during the morning shift, and 
they informed Registered Nurse #1 who worked on the day shift. Licensed Practical Nurse #2 stated 
Registered Nurse #1 told them Physician #1 ordered Tylenol and a STAT x-ray. Licensed Practical Nurse #2 
stated that no one came to do the x-ray on 03/28/2025 and they did not notify Registered Nurse Supervisor 
#1 who worked on the day shift nor Registered Nurse Supervisor #2 who worked on the evening shift. During 
a telephone interview with Registered Nurse Supervisor #2, who worked on the evening shift (3:00 PM to 
11:00 PM) on 03/28/2025, they stated that no one reported an order to them, and they were not aware of any 
orders not being picked up. Registered Nurse Supervisor #2 stated Licensed Practical Nurse #2 never 
reported anything regarding Resident #4 to them on 03/28/2025. During a follow up interview with Registered 
Nurse Supervisor #2 on 09/11/2025 at 10:32 AM, they stated they conducted rounds on the units and asked 
nurses if there were any issues and they did not report any issues on 03/28/2025. They stated the nurse who 
takes the orders, or the physician themself can enter the order in the Electronic Medical Record. During an 
interview with the Director of Nursing on 07/18/2025 at 1:09 PM, they stated when a STAT order (x-ray) is 
received, the order is put in the electronic medical record which then sends the order to the diagnostic 
company, insurance is verified, and the facility receives a confirmation number. The Director of Nursing 
stated a STAT order is expected to be completed within six (6) to seven (7) hours. If there has been no 
response from the x-ray company on the day shift as to what time a technician is available, it is expected that 
the next shift will follow-up with a call to the x-ray company. The night shift is expected to inform the day shift 
whether the x-ray is still not done.During a follow up telephone interview on 09/29/2025 at 1:53 PM, the 
Director of Nursing stated on 03/31/2025 (unsure of time) Registered Nurse Supervisor #1 reported to them 
that Resident #4 was being transferred to the hospital for swelling and that Physician #2 suspected a deep 
vein thrombosis. They stated on 03/31/2025, an x-ray was ordered, but it was not done because Resident #4 
was transferred to the hospital. They stated on 04/01/2025, they were inquiring as to the result of Resident 
#4's transfer and discovered that Resident #4 was diagnosed with a shoulder fracture. They also stated that 
the hospital physician reported that Resident #4's admitted diagnosis was osteoporosis and osteopenia. 
They stated that Resident #4 did not return to the facility after being transferred on 03/31/2025. They stated 
that their investigation started on 04/01/2025 after becoming aware that Resident #4 was diagnosed with a 
fracture. They stated on 04/01/2025 (unsure of time) they conducted a telephone interview with Certified 
Nursing Assistant #3 who reported to them that on Thursday, 03/27/2025, Resident #4 was sitting in the 
dining room complaining of pain, and they informed Registered Nurse #4. In the presence of Certified 
Nursing Assistant #3, Registered Nurse #4 administered Tylenol to Resident #4, which relieved their pain. 
They stated Certified Nursing Assistant #3 continued to report that on Friday, 03/28/2025, they observed 
swelling to Resident #4's shoulder and reported it to Registered Nurse #4. They stated Certified Nursing 
Assistant #3 informed them that Registered Nurse #4 assessed Resident #4 in their presence and told them 
that they would call the doctor. They stated that on 03/29/2025 and 03/30/2025, Certified Nursing Assistant 
#3 did not work and on Monday 03/31/2025, Certified Nursing Assistant #3 reported to Registered Nurse 
Supervisor #1 that the swelling to Resident #4's arm had worsened. They stated on 04/01/2025, they 
reviewed Resident #4's electronic chart and noticed that there was no documentation about Resident #4 
complaining of pain or swelling from 03/27/2025 and they interviewed Registered Nurse #4 via the telephone 
on 04/01/2025. They stated that Registered Nurse #4 admitted that they were aware and that they called 
Physician #1 and Physician #1 gave them a verbal order for Tylenol and x-ray, however they did not 
transcribe the order in the electronic medical record and did not relay information to the supervisor. They 
stated Registered Nurse #4 did not provide them with any reasonable justification for not entering the order 
in the system. They stated that Registered Nurse #4 was terminated as a result. They stated Registered 
Nurse #4 later documented a late entry note. They stated they do not know how Registered Nurse #4 was 
able to have remote access to the system and document a late entry note. During a telephone interview on 
09/11/2025 at 10:16 AM, Physician #2 stated they received a call from Registered Nurse Supervisor #1 on 
03/31/2025 (unsure of time) stating Resident #4 had swelling to their left arm. They stated Resident #4 
cannot move independently so they asked Registered Nurse Supervisor #1 if there were any trauma or falls. 
Physician #2 stated since there was no trauma, they determined it could be deep vein thrombosis, so they 
immediately ordered the resident transferred to the hospital. Physician #2 stated they were not aware the 
resident complained of pain on 03/27/2025. They were not aware there was an order for STAT x-rays and 
Tylenol on 03/28/2025 and that the order was not carried out. During a telephone interview with Physician #1 
on 09/11/2025 at 3:44 PM, they stated usually, when a verbal or telephone order is given to a nurse, the 
nurse puts the order in the computer. They stated they did not visit any residents in the facility during the 
weekend of 03/28/2025 through 03/30/2025 and there were no calls regarding a resident's change in 
condition that warranted a visit. During a follow up interview with Physician #1 on 09/29/2025 at 1:41 PM, 
they stated they spoke to a nurse (unsure of name) and gave them a verbal order for Tylenol and an x-ray to 
the left upper arm. They stated they do not check the resident's chart to see if the order was put in place 
after giving a verbal order. They stated the nursing protocol is to sign out with the nurse supervisor and the 
supervisor is supposed to ensure that the treatment is carried out. They stated that since they were the 
on-call physician, the supervisor was supposed to report to them if there were any changes as a result of the 
treatment and the supervisor was also supposed to inform the attending physician. They stated they were 
not aware the Tylenol and x-ray orders were not entered in the electronic system. 2. Resident #5 was 
admitted to the facility with diagnoses including hypertension, diabetes mellitus, and non-Alzheimer's 
dementia. The Minimum Data Set, dated [DATE] documented Resident #5 had severely impaired cognition. 
A nursing note by Licensed Practical Nurse #1 dated 09/17/2024 at 11:01 PM, documented Resident #5 
complained of pain to their left leg. Resident #5 was seen by Registered Nurse Supervisor #2 and Tylenol 
(650 milligrams) was administered (9:53 PM). There was no documented evidence a comprehensive 
assessment was done. A nursing note by Licensed Practical Nurse #5 dated 09/18/2024 at 6:24 AM, 
documented following up on upper left leg pain monitoring for further complaints of pain, and monitoring the 
affected area for swelling. Some swelling noted to the left leg. Tylenol 650 milligrams administered for upper 
left leg pain. A nursing note by Registered Nurse Supervisor #1 dated 09/18/2024 at 8:37 AM, documented 
Resident #5 complained of pain to their left hip and femur. Resident #5 was assessed and limited range of 
motion was observed at the affected area with pain on palpation. Tylenol (650 milligrams) was administered 
as needed with good results. Physician #3 was notified and recommended an x-ray to the left hip and femur. 
Order carried out as ordered.There was no documented evidence an x-ray was ordered on 09/18/2024.A 
medical note by Physician #3 dated 09/18/2024 at 5:59 PM documented Resident #5 was evaluated for left 
hip pain. There were no reports of a fall. Resident #5 was observed with mild shortening of their left leg 
compared to their right with eversion (sole turns outward) of foot. Mild tenderness in hip joint area with no 
swelling. A STAT x-ray was ordered. Instructed not to move resident until x-ray was done and to administer 
pain medication as needed.Review of a Physician Order Activity Detail Report dated 09/01/2024 - 
09/30/2024 revealed that a STAT x-ray was ordered on 09/19/2024 at 5:13 PM. The facility's investigation 
dated 09/19/2024, documented Licensed Practical Nurse #6 was interviewed and stated on 09/17/2024 at 
approximately 10:00 AM, Resident #5 complained of left leg pain and Tylenol was administered, and the 
resident remained in bed. The resident continued to complain of left leg pain at approximately 11:01 PM on 
09/17/2024. An assessment revealed there was no swelling and Tylenol was administered. The investigation 
documented Registered Nurse Supervisor #2 was interviewed and stated they were notified that Resident #5 
complained of pain to their left leg and Tylenol was administered. Registered Nurse Supervisor #2 stated 
they went to see Resident #5 and the resident was sleeping and did not seem to be in any distress or 
discomfort. Physician #3 evaluated Resident #5 on Wednesday 09/18/2024. An assessment revealed mild 
shortening of the left leg compared to the right with eversion of the foot with mild tenderness in hip joint area. 
Left hip and lower extremity x-ray ordered. Resident #5 was transferred to the hospital on [DATE] for an 
x-ray. The facility received a call from the hospital at 12:00 PM informing them the resident had a fracture to 
their left hip. The facility has determined there was insufficient evidence for a prudent person to believe that 
physical abuse, mistreatment, or neglect had occurred. A Hospital Radiology report dated 09/19/2024 at 1:17 
PM, documented displaced comminuted intertrochanteric fracture of the left proximal femur (a complex hip 
fracture where the thigh bone's top section breaks into many pieces, moves significantly out of alignment, 
and occurs between the bony prominences on the upper leg). Extensive Pagetoid changes throughout the 
right hemipelvis (a cellular appearance where atypical cells, particularly tumor cells, migrate upwards in a 
spreading pattern with the affected bones showing different phases of the disease at the same time) 
appeared demineralized (lost essential minerals, making them weaker, thinner, and more porous, which 
increases the risk of fractures). During a telephone interview on 07/14/2025 at 11:37 AM, Certified Nursing 
Assistant #2, (who worked on the day shift from 7:00 AM to 3:00 PM) stated on 09/17/2024 (unsure of time), 
they observed Resident #5, who was ambulatory, unable to stand and complained of pain, and they reported 
the pain to Licensed Practical Nurse #3. During a telephone interview on 07/11/2025 at 1:45 PM, Certified 
Nursing Assistant #1, who worked on 09/17/2024 from 3:00 PM - 11:00 PM shift, stated they observed 
Resident #5 between 5:00 PM and 6:00 PM sitting on a chair asking for assistance to the bathroom. Certified 
Nursing Assistant #1 stated they noticed that Resident #5 was unable to stand and was complaining of pain 
(unsure of pain location). Certified Nursing Assistant #1 stated after they informed Licensed Practical Nurse 
#1 of the pain, they asked another certified nursing assistant to assist them with taking the resident to the 
bathroom then they put the resident in bed. Certified Nursing Assistant #1 stated Licensed Practical Nurse 
#1 informed Registered Nurse Supervisor #2 of Resident #5's complaint of pain but was unsure when 
Registered Nurse Supervisor #2 arrived on the unit to assess Resident #5During a telephone interview on 
07/14/2025 at 10:01 AM, Licensed Practical Nurse #1 stated that on 09/17/2024 between 4:00 PM and 
midnight (unsure of time) Certified Nursing Assistant #1 informed them Resident #5 complained of pain to 
their left leg. Licensed Practical Nurse #1 stated that when they went to the resident's room (unsure of time), 
the resident was already in bed. Licensed Practical Nurse #1 stated that they reported the pain to Registered 
Nurse Supervisor #2 who instructed them to administered Tylenol (650 milligrams) to the resident. Licensed 
Practical Nurse #1 stated that the resident went to sleep after receiving the pain medication. Licensed 
Practical Nurse #1 stated they do not recall when Registered Nurse Supervisor #2 arrived on the unit. During 
an interview on 07/08/2025 at 2:14 PM, Registered Nurse Supervisor #1 stated on 09/18/2024, they could 
not recall the time, they were informed by Licensed Practical Nurse #6 that Resident #5 was complaining of 
left hip pain. They stated they conducted an assessment and on palpation the resident complained of pain to 
their left hip. There was no swelling or bruising, only limitation. They stated Physician #3 was notified and a 
STAT x-ray was ordered at approximately 8:37 AM on 09/18/2024. They stated since the STAT x-ray was 
not completed as of 09/19/2024, they notified Physician #3 who ordered to transfer the resident to the 
hospital. Registered Nurse Supervisor #1 stated that STAT orders should be done within four (4) to eight (8) 
hours. Registered Nurse Supervisor #1 stated that Physician #1 ordered a STAT x-ray on 09/18/2024, but 
when they returned to work on 09/19/2024, the x-ray was not done, and they informed Physician #3 who 
ordered for the resident to be transferred to the hospital. During a telephone interview on 07/14/2025 at 
10:13 AM, the Director of Nursing stated that they investigated the injury and concluded that abuse and 
neglect did not occur. The Director of Nursing stated Resident #5 complained of pain on 09/17/2024, and on 
09/18/2024 a STAT x-ray was ordered. The Director of Nursing stated the STAT x-ray should have been 
done within six (6) hours but there could have been a delay due to insurance verification needed. The 
Director of Nursing stated that when the technician did not arrive on 09/19/2024, Resident #5 was sent to the 
hospital. The Director of Nursing stated Registered Nurse Supervisor #2 assessed Resident #5 but did not 
document their assessment in the resident's chart.During a telephone interview on 07/14/2025 at 11:44 AM, 
Physician #3 stated they are unsure of when they were notified of Resident #5's complaints of pain to their 
left leg. Physician #3 stated they examined Resident #5 (unsure of date), and the resident did not display any 
signs of distress or pain. Physician #3 stated based on their examination they felt an x-ray should have been 
done STAT. Physician #3 stated they were informed by a facility staff (unsure of name) that the technician 
did not perform the STAT x-ray, so they ordered Resident #5 to be transferred to the hospital. They stated 
the x-ray done at the hospital revealed the resident had a fracture. During a follow up interview on 
09/15/2025 at 10:00 AM, Physician #3 stated on 09/18/2024 they suspected Resident #5 had a fracture after 
their examination revealed shortening to the left leg, therefore, they gave a verbal order to the nurse on duty 
(unsure of name) to order a STAT x-ray. Physician #3 stated they were not aware that the x-ray had been 
entered into the electronic order system on 09/19/2024, after Resident #5 was transferred to the hospital on 
[DATE]. 10 NYCRR 415.12
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The findings include:The facility's policy titled ‘Pain Assessment' with a review date of 10/2005, directed that 
every resident will be assessed on admission for pain management and thereafter as medically indicated. 
Respectively, pain control measures should be used before pain becomes severe. It also directed that the 
physician was to be notified if measures are unsuccessful or if current complaint is a significant change from 
the resident's experience. The facility's policy titled ‘Change in Resident's Condition', with a review date of 
03/2022, directed staff to document any change in a resident's condition and to inform the Medical Doctor 
and designated representative in a timely fashion. The policy also documented that the resident is placed on 
the 24-hour report and care is rendered according to need and Medical Doctor's order. The Facility 
Investigative Summary dated 03/31/2025, documented Resident #4 reported that they had pain in their left 
arm. The nurse in charge (Registered Nurse #4) assessed the area and administered Acetaminophen, which 
provided temporary relief. On 03/28/2025, staff observed slight swelling of the left upper arm with continued 
reports of mild pain. Physician #1 was notified, and an x-ray was ordered, and pain management was 
adjusted. On 03/31/2025 Resident #4 swelling had increased, and the affected area was noted to be warm to 
the touch. The resident also began to exhibit altered mental status. Physician #2 evaluated the resident and 
ordered hospital transfer to rule out Deep Vein Thrombosis and assess mental status change. On 
04/01/2025 during a follow up with the hospital, they reported Resident #4 had a left proximal humerus 
fracture. The report did not indicate if the fracture was acute or chronic. The investigation concluded there 
was no evidence to suggest abuse, neglect, or staff misconduct in relations to the resident's left proximal 
humerus fracture. The Director of Nursing documented on 04/01/2025 that Resident #4 complained of left 
arm pain on 03/27/2025. Registered Nurse #1 assessed the resident and Acetaminophen given with 
temporary relief. Follow-up with the hospital revealed Resident #4 was admitted with left humeral fracture. 
The report included a written statement from Registered Nurse #4. In the statement Registered Nurse #4 
stated that they assessed the resident for pain on 03/28/2025 and observed the swelling of the left arm. They 
stated that they notified Physician #1 who ordered stat X-Ray and Acetaminophen 1000 milligrams to be 
administered to the resident. They did not administer the medication, but informed Licensed Practical Nurse 
#2 of the order. They did not indicate that they assessed the resident on 03/27/2025. Resident #4 was last 
admitted to the facility 08/14/2024 with diagnoses including cerebrovascular accident (stroke) with 
hemiplegia (paralysis to one side of the body) and dementia. The Minimum Data Set (a resident assessment 
tool) dated 01/02/2025, documented Resident #4 had mentally impaired cognition. Primary language Creole. 
Resident #4 does not have a pain management regimen; however, a pain assessment interview should be 
conducted. A Pain Management Care Plan was created on 10/09/2024 and last updated on 01/04/2025. 
Documentation revealed a quarterly evaluation, and that the resident was stable and verbalized no 
complaints of pain. Also states that pain medication will be administered as needed per order. Also 
documented that monitoring will continue for 90 days. There was no documented evidence the Pain 
Management Care Plan was revised after 01/04/2025.A Nursing Note by Registered Nurse #4, dated 
03/31/2025 at 1:47 PM indicated that it was a late entry for 03/28/2025 at 3:20 PM. It documented that 
Resident #4 had a swollen left arm that was larger than the right and complained of pain. Temperature 98.2, 
pulse 82, respiration 18, and blood pressure 132/78. Physician #1 was notified via telephone and ordered an 
x-ray of the left arm and Acetaminophen 1000 milligrams times one (1) received. The note documented a 
verbal report was given to Licensed Practical Nurse #3 (day shift) of Resident #4 clinical condition and the 
physician's order for left arm x-ray and Acetaminophen times one dose. There was no documented evidence 
that Registered Nurse #4 conducted a pain assessment or verified that pain medication was administered to 
the resident. There was no documented evidence that Registered Nurse #4 informed Licensed Practcial 
Nurse #3 of the order for an x-ray. The Medication Administration Record from 03/27/2025 through 
03/31/2025 revealed no documented evidence of Acetaminophen 1000 milligrams being administered to 
Resident #4. A Transfer Summary Note by Registered Nurse #1 dated 03/31/2025 at 1:28 PM, documented 
Resident #4 was being transferred to the hospital to rule out deep vein thrombosis (a blood clot forming in 
the deep vein) to their left upper extremity and altered mental status. Resident #4 blood pressure was 
184/110 and pulse 110.A Nursing Note by the Assistant Director of Nursing dated 03/31/2025 at 7:04 PM, 
documented that they were called by Registered Nurse Supervisor #1 to evaluate Resident #4. Resident #4 
left upper extremity was swollen especially around the left shoulder extending to the resident's neck and left 
face. There was no bruising noted, and no falls were reported by staff. A Nursing Note by Licensed Practical 
Nurse #6 dated 03/31/2025 at 5:12 PM, documented Resident #4 left for the hospital at 1:55 PM.There was 
no documented evidence Resident #4 was placed on the 24-hour report from 03/27/2025 - 03/29/2024. A 
Physician Order Activity Detail Report from 03/27/2025-03/31/2025, revealed no documented evidence of an 
order for Acetaminophen 1000 milligrams and a STAT x-ray of the left arm. A late entry note dated 
04/14/2025 (for 03/28/2025) by Physician #1 documented they were contacted by nursing on 03/28/2025 at 
3:50 PM regarding Resident #4 pain and swelling to the left upper arm with activity. No trauma was reported. 
A STAT upper arm x-ray and Acetaminophen 1000 milligrams times one (1) dose was ordered. Physician to 
be called with the results and change in condition. The primary floor attending would be informed. During an 
interview on 07/08/2025 at 3:32 PM, Certified Nursing Assistant #3 (who was assigned to Resident #4 during 
the month of March 2025), stated Resident #4 complained of pain to their left arm on 03/27/2025 just before 
lunch. Certified Nursing Assistant #3 stated that they reported Resident #4's complaint to Registered Nurse 
#4 who looked at the resident and said they will administer medication. Certified Nursing Assistant #3 stated 
that they do not know if the resident received pain medication. Certified Nursing Assistant #3 stated that on 
the morning of 03/28/2025 Resident #4 complained of more pain and the resident's left arm was more 
swollen. Certified Nursing Assistant #3 stated Registered Nurse #4 looked at Resident #4 left arm and 
verbalized they would notify the doctor. Certified Nursing Assistant #3 stated when they returned to work on 
the morning of 03/31/2025 (7:00 AM - 3:00 PM), they observed Resident #4 left arm was more swollen, the 
resident was complaining of worsening pain in the left arm, and they notified Registered Nurse Supervisor 
#1. Certified Nursing Assistant #3 stated Registered Nurse Supervisor #1 looked at Resident #4 left arm and 
said the resident needed to be transferred to the hospital. Certified Nursing Assistant #3 stated Resident #4 
did not return to the facility. During a telephone interview on 07/10/2025 at 11:52 AM, Registered Nurse #4 
(former employee/Complainant) stated that on 03/28/2025 at about 3:40 PM Certified Nursing Assistant #3 
informed them Resident #4 was complaining of pain, and they both went to the resident's bedside. They 
stated they assessed the resident and observed that their left arm was slightly swollen and was larger than 
the right arm, and they notified Physician #1 (on 03/28/2025), who gave a telephone order for x-ray of the left 
arm and Acetaminophen 1000 milligrams times one (1) dose. Registered Nurse #4 stated they did not have 
any training on the electronic medical record (Sigma), so they notified the oncoming (evening shift - Licensed 
Practical Nurse #2) to have the evening shift supervisor put the order (03/28/2025 for x-ray and 
Acetaminophen) in Sigma. During a follow-up telephone interview with Registered Nurse #4 on 09/11/2025 
at 2:14 PM, they stated they informed Licensed Practical Nurse #3 (day shift), who was administering 
medications, that Physician #1 ordered Acetaminophen for the resident's pain. They stated they assessed 
the resident on 03/27/2025 (unsure of time), and the left arm was not swollen. They stated they do not know 
if Licensed Practical Nurse #3 documented anything. During an interview on 07/08/2025 at 1:58 PM, 
Registered Nurse Supervisor #1 stated that they first learned of Resident #4 swollen left arm and complaints 
of pain on 03/31/2025 (unsure of time) from Certified Nursing Assistant #3. Registered Nurse Supervisor #1 
stated that they administered Acetaminophen 650 milligrams, and they transferred the resident to the 
hospital as per the attending Physician #2. Registered Nurse Supervisor #1 stated that an x-ray was not 
done in the facility. During a telephone interview 07/11/2025 at 2:31 PM, Licensed Practical Nurse #2 stated 
they were the evening shift nurse on 03/28/2025 and Certified Nursing Assistant #3 informed them that 
Resident #4 had pain during the morning shift, and they informed Registered Nurse #1 who worked on the 
day shift. Licensed Practical Nurse #2 stated Registered Nurse #1 told them Physician #1 ordered 
Acetaminophen and a STAT x-ray. Licensed Practical Nurse #2 stated that no one came to do the x-ray on 
03/28/2025 and they did not notify Registered Nurse Supervisor #1 who worked on the day shift nor 
Registered Nurse Supervisor #2 who worked on the evening shift. During a telephone interview with 
Registered Nurse Supervisor #2, who worked on the 03/28/2025 evening shift (3:00 PM to 11:00 PM), stated 
that no one reported an order to them, and they were not aware of any orders not being picked up. Register 
Nurse Supervisor #2 stated Licensed Practical Nurse #2 never reported anything regarding Resident #4 to 
them on 03/28/2025. During a follow up interview with Registered Nurse Supervisor #2 on 09/11/2025 at 
10:32 AM, they stated they conducted rounds on the units and asked nurses if there were any issues and 
they did not report any issues on 03/28/2025. They stated the nurse who takes the orders, or the physician 
themself can enter the order in the electronic medical record. During an interview with the Director of Nursing 
on 07/18/2025 at 1:09 PM, they stated when a STAT order (x-ray) is received, the order is put in the 
electronic medical record which then sends the order to the diagnostic company, insurance is verified, and 
the facility receives a confirmation number. The Director of Nursing stated a STAT order is expected to be 
completed within six (6) to seven (7) hours. If there has been no response from the x-ray company on the 
day shift as to what time a technician is available, it is expected that the next shift will follow-up with a call to 
the x-ray company. The night shift is expected to inform the day shift whether the x-ray is still not done 
During a follow up telephone interview on 09/29/2025 at 1:53 PM, the Director of Nursing stated on 
03/31/2025 (unsure of time) Registered Nurse Supervisor #1 reported to them that Resident #4 was being 
transferred to the hospital for swelling and that Physician #2 suspects a deep vein thrombosis. They stated 
on 04/01/2025, they inquired about Resident #4's disposition and was informed that Resident #4 was 
diagnosed with a shoulder fracture. They stated on 04/01/202,5 an internal investigation was initiated to 
determine how Resident #4 obtained the fracture. They stated on 04/01/2025 (unsure of time) they 
conducted telephone interviews with Certified Nursing Assistant #3 and Registered Nurse #4. They stated 
Certified Nursing Assistant #3 reported that on 03/27/2025 and 03/28/2025, they reported to Registered 
Nurse #4 that Resident #4 complained of pain on 03/27/2025 and that Resident #4 was observed with 
swelling to their shoulder on 03/28/2025. Director of Nursing stated on 03/31/2025, Certified Nursing 
Assistant #3 reported to Registered Nurse Supervisor #1 that the swelling to Resident #4's arm had 
worsened. Director of Nursing stated there was no documentation in Resident #4's chart about them 
complaining of pain or swelling from 03/27/2025. They stated during their interview with Registered Nurse #4 
via the telephone on 04/01/2025, Registered Nurse #4 admitted that they were aware of Resident #4's 
complaint and that Physician #1 was called, and they received a verbal order to administer Acetaminophen 
and x-ray, however, they did not enter the order in the electronic medical record and did not relay information 
to the supervisor. During a telephone interview on 09/11/2025 at 10:16 AM, Physician #2 stated they 
received a call from Registered Nurse Supervisor #1 on 03/31/2025 (unsure of time) stating Resident #4 had 
swelling to their left arm. They stated Resident #4 cannot move independently so they asked Registered 
Nurse Supervisor #1 if there were any trauma or falls. Physician #2 stated since there was no trauma, they 
determined it could be deep vein thrombosis, so they immediately ordered the resident transferred to the 
hospital. Physician #2 stated they were not aware the resident complained of pain on 03/27/2025. They were 
not aware there was an order for STAT x-rays and Acetaminophen on 03/28/2025 and that the order was not 
carried out. During a telephone interview with on-call Physician #1 on 09/11/2025 at 3:44 PM, they stated 
usually, when a verbal or telephone order is given to the nurse, the nurse puts the order in the computer. 
They stated they did not visit any residents in the facility during the weekend of 03/28/2025 - 03/30/2025 and 
there were no calls regarding a resident's change in condition that warranted a visit. 10 NYCRR 415.12

108335792

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      

335792 10/16/2025

Northern Manhattan Rehabilitation and Nursing Ctr 116 East 125th St
New York, NY 10035

F 0726

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way 
that maximizes each resident's well being.

(continued on next page)

109335792

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      

335792 10/16/2025

Northern Manhattan Rehabilitation and Nursing Ctr 116 East 125th St
New York, NY 10035

F 0726

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews conducted during an abbreviated survey (622104), the facility did 
not ensure licensed nurses have the specific competencies, and skill sets necessary to care for residents' 
needs, as identified through resident assessments, and described in the plan of care. This was evident for 
one (1) of seven (7) residents (Resident #4) reviewed. Specifically, Resident #4 complained of pain to their 
left arm on 03/27/2025 and 03/28/2025. Physician #1 was notified on 03/28/2025 and ordered Tylenol 1000 
milligrams and a STAT x-ray of the left arm. Registered Nurse #4 stated they did not enter the orders 
because they did not receive training on the electronic medical record (Sigma). This resulted in a delay in 
treatment for Resident #4 who was transferred to the hospital on [DATE] at 1:55 PM and was admitted with 
diagnosis of left arm fracture. Findings include:The policy titled 'Nursing Orientation Program', last reviewed 
01/2025 documented it is the policy of this facility to provide all newly hired and agency nursing staff with a 
structured orientation program prior to assuming independent resident care assignments. This program 
ensures that all nursing personnel demonstrate the knowledge, skills, and competencies necessary to 
provide safe, effective, person-centered care in accordance with federal and state regulations, Centers for 
Medicare & Medicaid Services requirements of participation and facility policies. The policy titled ‘Physician's 
Orders', last reviewed 03/2022 documented physician's orders shall be maintained for each resident in the 
electronic medical record. The physician/nurse will enter all medication/treatment orders in the physician 
order section in the Electronic Medical Record. The order will be reviewed by three nurses on consecutive 
shifts. The policy titled ‘Change in Resident's Condition', last reviewed 03/2022 documented it is the policy of 
Northern Manhattan Nursing Home to document any change in a resident's condition and to inform Medical 
Doctor and designated representative in a timely fashion. The policy also documented that the resident is 
placed on the 24-hour report and care is rendered according to need and Medical Doctor order. The facility 
Policy and Procedure titled Diagnostic Services and Guidelines dated 11/2023 documented upon a 
physician's order for diagnostic tests, the nursing department will arrange for the specimen to be obtained or 
tests to be done as per nursing policies and procedures, on a schedule basis or immediately, if the order is 
for stat tests. Resident #4 was last admitted to the facility 08/14/2024 with diagnoses including 
Cerebrovascular Accident (Stroke) with hemiplegia and Dementia. The Minimum Data Set (a resident 
assessment tool) dated 01/02/2025 documented Resident #4 had mentally impaired cognition. Primary 
language Creole.A Staff Development checklist, for Registered Nurse #4, dated 01/07/2025 revealed no 
documented evidence of training on the Electronic Medical Record. A Nursing Note by Registered Nurse #4 
dated 03/31/2025 (late entry for 03/28/2025) documented Resident #4 had a swollen left arm that was larger 
than the right and complained of pain. Temperature 98.2, Pulse 82, Respiration 18, and Blood Pressure 
132/78. Physician #1 was notified via telephone and ordered an x-ray of the left arm and Tylenol 1000 
milligrams times one received. Also documented, a verbal report was given to oncoming Licensed Practical 
Nurse #3 of the physician's order for x-ray and Tylenol. There was no documented evidence Tylenol was 
administered, and a STAT x-ray was ordered 03/28/2025.A Physician Order Activity Detail Report from 
03/27/2025-03/31/2025, revealed no documented evidence of an order for Tylenol 1000 milligrams and a 
STAT x-ray of the left arm. The Medication Administration Record from 03/27/2025-03/31/2025, revealed no 
documented evidence of Tylenol 1000 milligrams was administered to Resident #4. A Nursing Note by the 
Assistant Director of Nursing dated 03/31/2025 documented that they were called by Registered Nurse 
Supervisor #1 to evaluate Resident #4. Resident #4's left upper extremity was swollen especially around the 
left shoulder extending to the resident's neck and left face. There was no bruising noted, and no falls were 
reported by staff. A Transfer Summary Note by Registered Nurse #1 dated 03/31/2025 documented 
Resident #4 was being transferred to hospital to rule out Deep Vein Thrombosis to their left upper extremity 
and Altered Mental Status. Resident #4's blood pressure was 184/110 and pulse 110.A Nursing Note by 
Licensed Practical Nurse #6 dated 03/31/2025 documented Resident #4 left for the hospital at 1:55 PM.
During a telephone interview on 07/10/2025 at 11:52 AM Registered Nurse #4 (former 
employee/Complainant) stated that on 03/28/2025 at about 3:40 PM Certified Nursing Assistant #3 informed 
them Resident #4 was complaining of pain, and they both went to the resident's bedside. They stated they 
assessed the resident and observed that their left arm was slightly swollen (larger than the right arm), and 
they notified the Physician #1, who gave a telephone order for x-ray of the left arm and Tylenol 1000 
milligrams times one dose. Registered Nurse #4 stated they did not have any training on the Electronic 
Medical Record (Sigma), so they notified the oncoming (evening shift) Licensed Practical Nurse #3 to have 
the evening shift supervisor put the order in Sigma.During a follow-up telephone interview with Registered 
Nurse #4 on 09/11/2025 at 2:14 PM, they stated they had an Electronic Medical Record class with two (2) 
other Registered Nurses in the educator's office during orientation (unsure of date). They stated they were 
told by the educator there was no money for training Registered Nurses on the Electronic Medical Record. 
They stated they were taught how to sign on to the Electronic Medical Record and that they informed the 
educator of the deficiency in training. They stated that they have never signed any checklist for Sigma 
training and whatever they learnt was on their own on the resident floor. They stated they were never made 
aware of the 24-hour Report and has never documented on it. During an interview on 09/12/2025 at 10:58 
AM, the facility educator stated that Registered Nurse #4 never reported that they were not comfortable with 
the Electronic Medical Record. The facility educator stated that they asked the orientees individually about 
their computer experience and if they had no experience, they would verbally go over the basics for entering 
orders, progress notes templates, and the medication administration record. The facility educator stated that 
each orientee is assigned a preceptor on the unit. The educator stated that they used the checklist as a 
guide go over with orientee. The educator stated if an orientee is not comfortable with the electronic medical 
record, the orientee would remain on orientation. The educator stated they sign off on the computer checklist 
after interviewing the orientee. During a telephone interview on 10/10/2025 at 3:09 PM, Director of Nursing 
stated on the first day of orientation, the new staff would be oriented on the policies and given mandatory in 
services, such as abuse, elopement, etc. in a classroom. They stated on the second day, the orientee will 
shadow another staff based on their credentials. They stated the experienced nurse will orient the orientee 
on rounding, 24-hour report, treatments, Physician's orders, and entering orders into the electronic medical 
record. They stated the nurse educator will check on the orientee daily to ensure that they understood what 
was being taught and would discuss with the orientee if they need further orientation. They stated that the 
nurse educator does an evaluation/competency on medication pass, transcribing and picking up orders and 
then sign off that the orientee is competent. They stated Registered Nurse #4 received in service on 
transcribing and picking up Physician's orders. They stated they became aware that Registered Nurse #4 did 
not transcribe the orders received by Physician #1 during their investigation and cannot provide information 
as to why Registered Nurse #4 did not transcribe the order into the electronic medical record. They stated 
they were aware that there were no documented evidence that the medication was given since the order was 
not transcribed. 10NYCRR 415.13
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