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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the
 investigation to proper authorities.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review conducted during a Complaint Investigation (Complaint #NY 518) during an Abbreviated
 survey completed on 8/27/20, the facility did not ensure that all alleged violations involving abuse were reported
 immediately but no later than two hours after the allegation is made, if the events that caused the allegation involved
 abuse or resulted in serious bodily injury, to the Administrator of the facility and to other officials (including to the
 State Survey Agency) for three (Resident #1, 2 and 3) of three residents reviewed for abuse reporting. Specifically, the
 facility did not report an allegation of abuse to the New York State Department of Health (NYS DOH) within the two-hour
 required time frame. The findings are: The facility policy titled Abuse dated 2/2019 documented the facility prohibits the
 mistreatment, neglect, and abuse of residents/patients. The facility prohibits any exploitation of mentally and physically
 disabled residents in the facility. The Administrator and the Director of Nursing (DON) are responsible for investigating
 and reporting. Local law enforcement and appropriate State Agency(s) are to be notified immediately (no later than two
 hours after allegation/identification of allegation) by Agency's designated process after identification of
 alleged/suspected incident. 1. Resident #2 has [DIAGNOSES REDACTED]. The Minimum Data Set (MDS - a resident assessment
 tool) dated 7/6/20 documented Resident #2 had severe cognitive impairments, was understood and understands. Resident #3 has
[DIAGNOSES REDACTED]. The MDS dated  [DATE] documented Resident #3 had severe cognitive impairments, usually
understood and sometimes understands. Review of an Investigation Form dated 11/21/19 documented a resident to resident altercation
at 6:00 PM that involved Resident #2 and Resident #3. Resident #2 struck Resident #3 with a closed hand. The residents were
 separated. Resident #2 stated they tried to prevent Resident #3 from entering their room. Resident #3 kicked and grabbed
 Resident # 2's arm. Resident #2 struck Resident #3. Review of the Health Electronic Response Data System (HERDS) Nursing
 Home Incident Form (provided by the facility) revealed the Director of Nursing (DON) reported the alleged abuse to the
 Department of Health on 11/21/19 at 10:58 PM. During an interview on 8/27/20 at 1:56 PM, the DON stated she had to return
 to the facility to start the investigation. The DON interviewed staff and gathered witness statements then reported the
 alleged abuse to the State Agency. The DON stated the alleged abuse was not reported within the required two-hour time
 frame. 2. Resident #1 has [DIAGNOSES REDACTED]. The MDS dated  [DATE] documented Resident had severe cognitive
impairment,
 understood and sometimes understands. Review of an Investigation Form dated 1/26/20 documented on the morning of 1/26/20 at
approximately 7:05 AM, the nursing supervisor received a phone call from Resident #1's companion. The companion stated
 Resident #1 called to tell them they were struck in the head and arms with a television remote by an aide at the facility
 that morning. The alleged certified nurse aide (CNA) was suspended pending further investigation and was terminated on
 1/30/20. Review of an email submission (provided by the facility) dated 1/27/20 revealed the Assistant Director of Nurses
 (ADON) reported the alleged abuse to the Department of Health on 1/26/20 at 5:44 PM. During an interview on 8/27/20 at 2:15 PM,
the ADON stated the incident was reported during the investigation to the State Agency. It was the weekend, time
 passed, and she didn't realize it was past the two-hour time frame, which led to the delay. During an interview on 8/27/20
 at 2:20 PM, the DON stated all allegations or suspected allegations of abuse should be reported to the Department of Health within
two hours and these were not. During an interview on 8/27/20 at 2:25 PM, the Administrator stated they were aware of the abuse
allegations and the allegations should have been reported no later than two hours from the time of occurrence.
 The Administrator stated they informed the staff to report abuse allegations, then update the submission later. 415.4(b)(2)
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