
SUPREME COURT OF THE STATE OF NEW YORK  
COUNTY OF ORLEANS      
---------------------------------------------------------------------X 
PEOPLE OF THE STATE OF NEW YORK, 
by LETITIA JAMES, Attorney General  
of the State of New York, 

 
   Petitioner,    Index No. ___________ 
 
        AFFIDAVIT OF AUDITOR- 
- against -       INVESTIGATOR MILAN SHAH 
 
COMPREHENSIVE AT ORLEANS LLC d/b/a  
THE VILLAGES OF ORLEANS HEALTH AND 
REHABILITATION CENTER, TELEGRAPH REALTY  
LLC, CHMS GROUP LLC, VILLAGES OF ORLEANS  
LLC, ML KIDS HOLDINGS LLC, BERNARD FUCHS,  
JOEL EDELSTEIN, ISRAEL FREUND,  
GERALD FUCHS, TOVA FUCHS, DAVID GAST,  
SAM HALPER, EPHRAM LAHASKY,  
BENJAMIN LANDA, JOSHUA FARKOVITS,  
TERESA LICHTSCHEIN, and DEBBIE KORNGUT, 
                                                                             
   Respondents. 
--------------------------------------------------------------------X 
 
State of New York ) 
 )  ss.: 
County of New York ) 
 

I, MILAN SHAH, being duly sworn, deposes and says: 

1. I am a Principal Auditor-Investigator employed by the Office of the New York 

State Attorney General, Medicaid Fraud Control Unit (“MFCU”). 

2. I have been an Auditor-Investigator with the MFCU for over 22 years, and have 

participated in over 50 investigations into the conduct of Medicaid providers, including nursing 

homes such as The Villages of Orleans Health and Rehabilitation Center.  

3. I submit this Affidavit in support of the special proceeding commenced by the 

Attorney General’s Verified Petition seeking, among other things, restitution, disgorgement, and 
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injunctive relief from Respondents Comprehensive at Orleans LLC d/b/a The Villages of Orleans 

Health and Rehabilitation Center, Telegraph Realty LLC, CHMS Group LLC, Villages of Orleans 

LLC, ML Kids Holdings LLC, Bernard Fuchs, Joel Edelstein, Israel Freund, Gerald Fuchs, 

Tova Fuchs, David Gast, Sam Halper, Ephram Lahasky, Benjamin Landa, Joshua 

Farkovits, Teresa Lichtschein, and Debbie Korngut (collectively, “Respondents”). 

4. This Affidavit and the facts stated herein are based upon my personal knowledge 

and information provided to me by other MFCU employees and, if called as a witness, I could and 

would testify competently hereto.  

5. As detailed herein, the Attorney General’s investigation found significant evidence 

of the following: (1) Respondents David Gast, Sam Halper, and Ephram Lahasky in-fact owned, 

managed, and controlled Comprehensive at Orleans LLC d/b/a The Villages of Orleans Health and 

Rehabilitation Center (“The Villages”); (2) The Villages’ qualitative ratings dropped precipitously 

after Respondents took control of the facility in 2015; (3) the New York State Department of 

Health issued multiple citations to The Villages dating back to 2015, and third-party consultants 

warned Respondents that The Villages was “At Risk”; (4) The Villages heavily relied on third-

party agency workers to provide direct care to residents, and The Villages’ levels of employee 

turnover were exceptionally high; (5) The Villages provided residents with less than the New York 

State average hours of nursing care, and routinely failed to meet its own staffing requirements, 

while continuing to admit new residents in the run-up to COVID-19; and (6) residents of The 

Villages suffered repeat accidents and injuries in a short-time span. MFCU further found that the 

Individual Respondents1 transferred over $18,600,000 to themselves during the period January 1, 

 
1 As used herein, “Individual Respondents” means Bernard Fuchs, Joel Edelstein, Israel 
Freund, Gerald Fuchs, Tova Fuchs, David Gast, Sam Halper, Ephram Lahasky, Benjamin 
Landa, Joshua Farkovits, Teresa Lichtschein, and Debbie Korngut. 
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2015 to June 30, 2022 through a series of related-party transactions involving purported “rent” 

payments, debt encumbrances, management fees, and direct payments from The Villages’ 

operating account.  

Corporate Respondents 

The Villages – the Nursing Home Facility  

6. The Villages is a domestic limited liability company formed in February 2014 

under the laws of the State of New York with offices for the transaction of business located at 

14012 Route 31, Albion, New York, 14411. The Villages holds an Operating Certificate issued by 

the New York State Department of Health (“DOH”), effective January 1, 2015, to operate the 120-

bed skilled nursing facility located at the same address, 14012 Route 31, Albion, New York, 14411. 

A true and correct copy of The Villages’ Operating Certificate is attached hereto as Exhibit 1.  

7. On or around December 17, 2014, The Villages opened a Business Checking 

account with The Private Bank, account number ending 2408 (“Villages 2408”).2 The Business 

Entity Account Signature Card for Villages 2408 shows that Joel Edelstein, David Gast, Sam 

Halper, Ephram Lahasky, and Benjamin Landa control this account. A true and correct copy 

of The Villages 2408 Account Signature Card is attached hereto as Exhibit 2. As detailed below, 

based on bank record analysis, MFCU found that the New York State Medicaid Program, the 

Medicare Program, and other insurers transferred at least $45,168,697 to Villages 2408 via 

electronic funds transfers (“EFTs”) during the period January 1, 2015 to June 30, 2022.  

8. On or around November 24, 2014, The Villages opened a Business Checking 

Account with Five Star Bank, account number ending 5897 (“Villages 5897”). The Five Star Bank 

 
2 Bank account numbers referenced herein are referred to by the last four digits of the account 
number in accordance with 22 NYCRR § 202.5(e). Financial documents attached hereto as 
exhibits are similarly redacted in accordance with 22 NYCRR § 202.5(e). 
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Limited Liability Company Resolution of Authority for this account shows that Bernard Fuchs, 

Joel Edelstein, and Ephram Lahasky control this account. A true and correct copy of the Five 

Star Bank Limited Liability Company Resolution of Authority for Villages 5897 is attached hereto 

as Exhibit 3.  

Telegraph Realty – the Real Property Holding Company 

9. Telegraph Realty LLC (“Telegraph”) is a domestic limited liability company 

formed in 2014 under the laws of the State of New York, with offices for the transaction of business 

located at 14012 Route 31, Albion, New York 14411. Telegraph acquired The Villages’ real 

property from Orleans County Health Facilities Corporation (“OCHFC”) effective January 1, 

2015, owns the real property where The Villages is located, and was formed for that purpose.3 In 

total, The Villages and Telegraph paid OCFHC $7,800,000 to purchase the facility’s real property 

and business assets. A true and correct copy of The Purchase and Sale Agreement between 

OCHFC, on the one hand, and The Villages and Telegraph, on the other hand, is attached to hereto 

as Exhibit 4. 

10. Since on or around 2015, Telegraph’s members have been as follows: Bernard 

Fuchs (3.32%), Joel Edelstein (3.32%), Israel Freund (3.32%), Gerald Fuchs (3.32%), Tova 

Fuchs (3.32%); Villages of Orleans LLC (20.99%); Sam Halper (12.33%); Ephram Lahasky 

(16.6%); Benjamin Landa (16.6%); Teresa Lichtschein (7.5%), and Debbie Korngut (9.16%).4  

A true and correct copy of the Amended and Restated Operating Agreement of Telegraph Realty 

LLC (“Telegraph Amended Operating Agreement”) is attached hereto as Exhibit 5.  

 
3 OCHFC is a local non-profit development corporation established to facilitate Orleans 
County’s sale of the facility. (See Ex. 4 at 1.) 
4 Telegraph’s Amended and Restated Operating Agreement is undated but states that it became 
effective in 2015. (See Ex. 5 at 2.) 
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11. Pursuant to the original Operating Agreement of Telegraph Realty LLC, which was 

superseded by the Amended Operating Agreement, prior to on or around 2015, the members of 

Telegraph were David Gast (25%), Ephram Lahasky (37.5%), and Joshua Farkovits (37.5%). 

A true and correct copy of the Telegraph Operating Agreement is attached hereto as Exhibit 6.  

12. On or around December 29, 2014, Telegraph opened a Business Checking account 

with The Private Bank, account number ending 3849 (“Telegraph 3849”). The Business Entity 

Account Signature Card for Telegraph 3849 shows that David Gast, Sam Halper, Ephram 

Lahasky, and Benjamin Landa control this account. A true and correct copy of the Telegraph 

3849 Signature Card is attached hereto as Exhibit 7.  

CHMS Group – the Management Company 

13. CHMS Group LLC (“CHMS Group”) is a domestic limited liability company 

formed in January 2015 under the laws of the State of New York, with offices for the transaction 

of business located at 600 Broadway, Lynbrook, New York 11563. Upon information and belief, 

“CHMS” stands for Comprehensive Healthcare Management Services. The owners of CHMS 

Group assert that it has provided administrative services to The Villages, including purchasing, 

accounting, insurance, billing, and payroll services, since 2015.  

14. Pursuant to the CHMS Group Operating Agreement, the members of CHMS Group 

are David Gast (33.33%), Sam Halper (33.34%), and Ephram Lahasky (33.33%). The CHMS 

Group Operating Agreement further provides that Sam Halper is the managing member. A true 

and correct copy of the CHMS Group Operating Agreement (CHMSGROUP_2000217-247) is 

attached hereto as Exhibit 8.  

15. On or around February 9, 2018, CHMS Group opened a Payroll Account at the 

Canadian Imperial Bank of Commerce (“CIBC”), account number ending 8819 (“CHMS 8819”). 
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The Business Entity Account Signature Card for CHMS 8819 shows that David Gast, Sam 

Halper, Ephram Lahasky, and Michael Neufeld5 control this account. A true and correct copy 

of the CHMS 8819 Signature Card is attached hereto as Exhibit 9.  

16. On or around January 13, 2015, CHMS Group opened a Business Checking 

Account at JP Morgan Chase Bank, account number ending 3360 (“CHMS 3360”). The Business 

Signature Cards associated with this account provide that David Gast, Sam Halper, Ephram 

Lahasky, and Michael Neufeld control this account. True and correct copies of the CHMS 3360 

Signature Cards are attached hereto as Exhibit 10. 

Villages of Orleans LLC – the Gast Pass-Through Entity 

17. Villages of Orleans LLC (“Gast LLC”) is a domestic limited liability company 

formed in March 2015 under the laws of the State of New York, with offices for the transaction of 

business located at 14012 Route 31, Albion, New York 14411.  

18. On or about March 9, 2015, Gast LLC opened a Business Platinum Checking 

Account at JP Morgan Chase Bank, account number ending 2691 (“Gast LLC 2691”). The 

Business Signature Card associated with this account shows that David Gast is the sole signatory 

for this account. A true and correct copy of the Gast LLC 2691 Signature Card is attached hereto 

as Exhibit 11.  

19. David Gast is the sole signatory on The Business Depository Certificate for Gast 

LLC 2691 where he is listed as a “Member” of Gast LLC. A true and correct copy of the Gast LLC 

2691 Business Depository Certificate is attached hereto as Exhibit 12.  

 
5 Upon information and belief, Michael Neufeld is the Controller of CHMS Group.  
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20. New York State Department of State records show that David Gast is the individual 

authorized to accept service of process on behalf of Gast LLC. A true and correct copy of the New 

York State Department of State Entity Information for Gast LLC is attached hereto as Exhibit 13.   

ML Kids Holdings LLC – the Holding Company 

21. ML Kids Holdings LLC (“Lahasky LLC”) is a limited liability company formed in 

2018 under the laws of the State of Delaware, with offices for the transaction of business located 

in Lawrence, New York. 

22. On or about March 13, 2018, Lahasky LLC opened a Chase Platinum Business 

Checking Account at JP Morgan Chase Bank, account number 0890 (“Lahasky 0890”). The 

Business Signature Card for this account shows that Ephram Lahasky is the sole signatory for 

Lahasky 0890. A true and correct copy of the Lahasky 0890 Signature Card is attached hereto as 

Exhibit 14.  

Individual Respondents 

Fuchs Family Group 

23. Bernard Fuchs is the owner (100%) of The Villages. A true and correct copy of 

The Villages’ Operating Agreement is attached hereto as Exhibit 15. Bernard Fuchs is a member 

(3.32%) of Telegraph. (Ex. 5 at Ex. A.) 

24. According to The Villages’ 2020 CIBC Loan Presentation (“2020 Loan 

Presentation”), Bernard Fuchs reported his net worth to be $43,889,025, as of October 2020. A 

true and correct copy of excerpted pages 22-23 from the 2020 Loan Presentation is attached hereto 

as Exhibit 16. 

25. Joel Edelstein is a member (3.32%) of Telegraph. (Ex. 5 at Ex. A.) Upon 

information and belief, Joel Edelstein is Bernard Fuchs’ son-in-law.  
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26. Israel Freund is a member (3.32%) of Telegraph. (Id.) Upon information and 

belief, Israel Freund is Bernard Fuchs’ son-in-law. 

27. Gerald Fuchs is a member (3.32%) of Telegraph. (Id.) Upon information and 

belief, Gerald Fuchs is Bernard Fuchs’ son. 

28. Tova Fuchs is a member (3.32%) of Telegraph. (Id.) Upon information and belief, 

Tova Fuchs is Bernard Fuchs’ daughter-in-law. 

29. Together, members of the Fuchs family own 16.6% of Telegraph.  

David Gast 

30. Gast controls Gast LLC, an entity that holds a 20.99% ownership interest in 

Telegraph. (See ¶¶ 10, 17-20, supra.) David Gast is a member (33.3%) of CHMS Group. (Ex. 8 

at Ex. A.) According to the 2020 Loan Presentation, David Gast reported his net worth to be 

$22,191,047, as of November 2020. (Ex. 16 at 23.)  

Sam Halper 

31. Sam Halper is a member (12.33%) of Telegraph. (Ex. 5 at Ex. A.)  Sam Halper is 

the Managing Member (33.4%) of CHMS Group. (Ex. 8 at 4 & Ex. A.) 

32. According to the 2020 Loan Presentation, Sam Halper reported his net worth to be 

$22,892,074, as of August 2020. (Ex. 16 at 22.) 

Ephram Lahasky  

33. Ephram Lahasky a/k/a Mordy Lahasky is a member (16.6%) of Telegraph. (Ex. 5 

at Ex. A.)  Ephram Lahasky is a member (33.3%) of CHMS Group. (Ex. 8 at Ex. A.) 

34. According to the 2020 Loan Presentation, Ephram Lahasky reported his net worth 

to be $72,737,605, as of September 2020. (Ex. 16 at 22.) 
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Landa Family Group 

35. Benjamin Landa is a member (16.66%) of Telegraph. (Ex. 5 at Ex. A.) According 

to The Villages’ 2017 CIBC Loan Presentation (“2017 Loan Presentation”), Benjamin Landa 

reported his net worth to be $308,062,231, as of December 2016. A true and correct copy of 

excerpted pages 9 and 27-29 from the 2017 Loan Presentation is attached hereto as Exhibit 17. 

36. Prior to on or around 2015, Joshua Farkovits was a member (37.5%) of Telegraph. 

(Ex. 6. at Ex. A.) Upon information and belief, Joshua Farkovits is Benjamin Landa’s son-in-

law.  

37. Although no longer a formal member of Telegraph per the Amended Operating 

Agreement, Joshua Farkovits continues to receive distributions from Telegraph as if he owned 

an approximately 8% share (i.e., one-half of his father-in-law Benjamin Landa’s share). (See ¶¶ 

179-199, infra.) 

38. According to the 2017 Loan Presentation, Joshua Farkovits reported his net worth 

to be $21,999,278, as of July 2017. (Ex. 17 at 29.) 

39. Together, members of the Landa family group own 16.66% of Telegraph.  

Lichtschein Family 

40. Teresa Lichtschein is a member (7.5%) of Telegraph. (Ex. 5 at Ex. A.)   

41. Debbie Korngut is a member (9.16%) of Telegraph. (Id.) Upon information and 

belief, Debbie Korngut is Teresa Lichtschein’s daughter-in-law. 

42. Together, the Lichtschein family group owns 16.66% of Telegraph. 

The New York State Medicaid Program 

43. Medicaid is a joint state and federal program designed to provide medical care to 

those who would not otherwise be able to afford it. It is primarily funded by New York State and 
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Federal funds. The Medicaid Program provides no-cost medical services and supplies to eligible 

needy persons. Medicaid beneficiaries must meet defined income or disability thresholds to be 

eligible for Medicaid. 

44. In New York State, Medicaid service providers such as nursing homes are 

reimbursed either directly, on a fee-for-service basis, a method where providers bill New York 

State directly for Medicaid services, or through claims submitted to Managed Care Organizations, 

which manage funds and coverage on behalf of New York. Providers must be enrolled in the 

Medicaid Program through a process of submitting information and obtaining authorization from 

DOH, and agreeing to comply with the laws, rules and regulations governing the Medicaid 

Program. 

Gast, Halper, and Lahasky In-Fact Owned, Managed, and Controlled The Villages. 

45. On or around January 1, 2015, David Gast executed a contract on behalf of The 

Villages to retain ACM Medical Laboratory to perform laboratory testing services for residents 

(“ACM Medical Laboratory Contract”). David Gast signed the ACM Medical Laboratory 

Contract as a “member” of The Villages. A true and correct copy of the ACM Medical Laboratory 

Contract (CHMSGroup_000103-114) is attached hereto as Exhibit 18.  

46. On or around February 18, 2016, David Gast executed a contract on behalf of The 

Villages to retain AMN Healthcare, Inc. to provide healthcare workers to care for The Villages’ 

residents (“Healthcare Staffing Agreement”). David Gast signed the Healthcare Staffing 

Agreement as a “member” of The Villages. A true and correct copy of the Healthcare Staffing 

Agreement (CHMSGroup_000178-180) is attached hereto as Exhibit 19.  

47. On or around November 25, 2015, Sam Halper executed a contract on behalf of 

The Villages to retain Preventative Diagnostics, Inc. to perform portable radiology services for 
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residents (“PDI Contract”). Sam Halper signed the PDI Contract as the “CEO” of The Villages. 

A true and correct copy of the PDI Contract (CHMSGroup_000186-191) is attached hereto as 

Exhibit 20. Additionally, in 2015, 2016, and 2017, Sam Halper executed annual Medicaid Cost 

Report Certifications on behalf of The Villages. True and correct copies of The Villages’ Medicaid 

Cost Report Certifications for 2015, 2016, and 2017 are attached hereto as Exhibit 67. 

48. On or around February 6, 2014, Ephram Lahasky executed the Purchase and Sale 

Agreement with OCHFC as an “Authorized Member” on behalf of The Villages.6 On or around 

February 5, 2015, Ephram Lahasky further executed the Performance Guaranty appended to the 

Purchase and Sale Agreement. (Ex. 4 at 35, 38.)  

49. On or around May 6, 2014, the U.S. Internal Revenue Service (“IRS”) sent a Notice 

to The Villages assigning The Villages an Employer Identification Number. The Notice is 

addressed to ‘Ephraim M Lahasky Sole MBR.” A true and correct copy of the May 6, 2014 IRS 

Notice is attached hereto as Exhibit 21.   

50. On or around December 1, 2015, Ephram Lahasky executed a Certification 

Statement for Provider Billing Medicaid (“Medicaid Billing Certification”) on behalf of The 

Villages. By its terms, the Medicaid Billing Certification is an attestation expressly reserved for 

partners, officers, or directors of the provider. A true and correct copy of The Villages’ 2015 

Medicaid Billing Certification is attached hereto as Exhibit 22.  

 

 

 

 

 
6 In addition to executing the Purchase and Sale Agreement for The Villages, Respondent 
Lahasky executed the agreement on behalf of Telegraph.  (See Ex. 4 at 35.) 



12 
 

After Respondents Took Control of The Villages,  
Its CMS Nursing Home Ratings Dropped In Every Category and  

Its Specific Quality Measures Became Among the Worst in the State. 
 

51. The U.S. Centers for Medicare and Medicaid Services (“CMS”) publishes nursing 

home ratings in the following categories: 1) Health Inspections; 2) Staffing; 3) Quality Measures; 

and 4) Overall ratings for each nursing home in the country. These ratings are published on the 

CMS “Care Compare” website.7 CMS created the Five-Star Quality Rating System to help 

consumers, their families, and caregivers compare nursing homes more easily. The ratings are 

based on required data reported by the facility and on official inspections; the ratings are not 

matters of consumer opinion. 

52. CMS rates each nursing facility on a scale of 1 to 5 stars. CMS designates a 1-Star 

rating to mean “MUCH BELOW AVERAGE,” a 2-Star rating to mean “BELOW AVERAGE,” a 

3-Star rating to mean “AVERAGE,” a 4-Star rating to mean “ABOVE AVERAGE,” and a 5-Star 

rating to mean “MUCH ABOVE AVERAGE.” 

The Villages’ “Overall” Rating Dropped to 1-Star Under Respondents, the Lowest 
Possible Level. 
 
53. The CMS Overall rating is based on the Health Inspection, Staffing, and Quality 

Measures ratings.8 The Villages’ CMS star ratings declined in every category when Respondents 

took over control of The Villages from Orleans County in January 2015. 

54. Prior to Respondents’ ownership and operation, in October 2014, CMS gave the 

facility an Overall rating of 3-Stars.  

 
7 See CMS Care Compare, https://www.medicare.gov/care-compare/ (last accessed Nov. 17, 
2022). 
8 See CMS Care Compare, Overall Star Rating for Nursing Homes, 
https://www.medicare.gov/care-compare/resources/nursing-home/overall-star-rating (last 
accessed Nov. 17, 2022). 

https://www.medicare.gov/care-compare/
https://www.medicare.gov/care-compare/resources/nursing-home/overall-star-rating
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55. In February 2015, CMS decreased the Overall rating to 2-Stars.  

56. In April 2015, CMS decreased the Overall rating to 1-Star.  

57. The Villages maintained a 1-Star Overall rating until March 2021, at which point 

CMS designated The Villages as a Special Focus Facility (“SFF”) – a designation reserved for the 

poorest performing nursing homes in the country. (See ¶ 97, infra [describing the SFF program].)  

The Villages’ “Health Inspections” Ratings Dropped to 1-Star Under Respondents, 
the Lowest Possible Level. 

 
58. CMS’ Health Inspections rating is based on each nursing home’s current health 

inspection and two prior inspections, as well as findings from the most recent three years of 

complaint inspections and three years of infection control inspections.9   

59. Prior to Respondents’ ownership and operation, in October 2014, CMS gave the 

facility a 2-Star Health Inspections rating.  

60. In April 2015, after Respondents assumed ownership and operation, CMS 

decreased The Villages’ Health Inspections rating to 1-Star.  

61. In December 2018, CMS increased the Health Inspections rating to 2-Stars.  

62. In November 2019, CMS reduced the Health Inspections rating to 1-Star.  

63. The Villages maintained a 1-Star Health Inspections rating until March 2021 when 

CMS designated The Villages as an SFF.  

The Villages’ “Staffing Rating” Dropped to 1-Star Under Respondents, the Lowest 
Possible Level. 
 
64. CMS’ Staffing rating is based on measures including: (1) Registered Nurse (“RN”) 

hours per resident per day in a three-month period; and (2) total nurse staffing hours per resident 

 
9 See CMS Care Compare, Health Inspections for Nursing Homes, 
https://www.medicare.gov/care-compare/resources/nursing-home/health-inspections (last 
accessed Nov. 17, 2022). 

https://www.medicare.gov/care-compare/resources/nursing-home/health-inspections
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per day in a three-month period (including RNs, Licensed Practical Nurses (“LPNs”) and Certified 

Nurse Aides (“CNAs”)). The CMS Staffing rating also considers, inter alia, total nurse, RN, and 

administrator turnover in a given year.10 

65. Prior to Respondents’ ownership and operation, in October 2014, CMS gave the 

facility a 4-Star Staffing rating.  

66. In February 2015, CMS decreased the Staffing rating to 3-Stars.  

67. In April 2015, CMS decreased the Staffing rating to 1-Star.  

68. In October 2015, CMS increased the Staffing rating to 2-Stars.  

69. In December 2016, CMS decreased the Staffing rating to 1-Star.  

70. The Villages maintained a 1-Star Staffing rating until March 2021 when CMS 

designated The Villages as an SFF.  

The Villages Has Had Low “Quality Measures” Ratings Under Respondents and 
Scored Poorly on Specific Resident Quality Measures.  

 
71. CMS’ Quality Measures rating measures each nursing home’s performance in 

certain areas of care, for example whether residents have gotten their flu shots, are in pain, or are 

losing weight. The Quality Measure star rating is calculated from two different types of quality 

measures: short- and long-stay resident quality measures.11 

 
10 See CMS Care Compare, Staffing for Nursing Homes, https://www.medicare.gov/care-
compare/resources/nursing-home/staffing (last accessed Nov. 17, 2022). 
11 Short-stay residents are often those recovering from surgery or being discharged from a 
hospital stay. Many short-stay residents get care in a nursing home until they’re able to go back 
home or to the community. Long-stay residents are usually not healthy enough to leave a nursing 
home and can’t live at home or in a community setting. These residents may be older and have 
more serious health issues. (See CMS, Quality Measures, https://data.cms.gov/provider-
data/topics/nursing-homes/quality-of-resident-care/#short-stay-quality-of-resident-care-measures 
[last accessed Nov. 17, 2022].) 

https://www.medicare.gov/care-compare/resources/nursing-home/staffing
https://www.medicare.gov/care-compare/resources/nursing-home/staffing
https://data.cms.gov/provider-data/topics/nursing-homes/quality-of-resident-care/#short-stay-quality-of-resident-care-measures
https://data.cms.gov/provider-data/topics/nursing-homes/quality-of-resident-care/#short-stay-quality-of-resident-care-measures
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72. According to MFCU’s analysis of CMS Star ratings data for 2021, nearly 80% of 

nursing homes in New York State that participate in Medicaid or Medicare received a Quality 

Measure rating of 4-Stars or above. 

73. Prior to Respondents’ ownership and operation, in October 2014, CMS gave the 

facility a 4-Star Quality Measures rating. 

74. In February 2015, CMS decreased the Quality Measures rating to 3-Stars.   

75. In April 2015, CMS decreased the Quality Measures rating to 1-Star. 

76. In October 2015, CMS increased the Quality Measures rating to 2-Stars. 

77. In December 2016, CMS decreased the Quality Measures rating to 1-Star. 

78. In December 2017, CMS increased the Quality Measures rating to 3-Stars. 

79. In November 2019, CMS decreased the Quality Measures rating to 2-Stars. 

80. In November 2020, CMS increased the Quality Measures rating to 3-Stars. 

81. The Villages maintained a 3-Star Quality Measures rating until March 2021 when 

CMS designated The Villages as an SFF.  

The Villages Scored Poorly on Specific Resident Quality Measures.  
 

82. During the relevant period, CMS utilized nine long-stay and six short-stay resident 

quality measures (“QMs”) to calculate the Quality Measures Star rating.12 These QMs address a 

broad range of function and health status indicators. CMS assigns points for each QM based on 

clinical data reported by the nursing home on Minimum Data Set (“MDS”) reports13 and Medicare 

 
12 See CMS, Quality Measures, https://data.cms.gov/provider-data/topics/nursing-homes/quality-
of-resident-care/#short-stay-quality-of-resident-care-measures (last accessed Nov. 17, 2022). 
13 MDS assessment is a federally mandated process used to evaluate patients in Medicaid- and 
Medicare-certified nursing homes. Assessments are conducted by trained nursing home 
clinicians upon admission and discharge, as well as at other regular intervals and when there is a 
significant change in the status of a patient. 

https://data.cms.gov/provider-data/topics/nursing-homes/quality-of-resident-care/%23short-stay-quality-of-resident-care-measures
https://data.cms.gov/provider-data/topics/nursing-homes/quality-of-resident-care/%23short-stay-quality-of-resident-care-measures
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claims data submitted for payment. As shown below, The Villages’ residents were consistently at 

a much higher risk of injury and poor care than at other nursing homes in New York State.14 

The Villages’ Residents Consistently Suffered More Falls with Major Injuries Than 
the Vast Majority of Residents at Other Nursing Homes. 

 
83. Percentage of long-stay residents experiencing one or more falls with major injury: 

This QM reports the percentage of long-stay residents who have experienced one or more falls 

with major injury reported in the target period or look-back period (one full calendar year).15  

84. The Villages’ residents consistently suffered more falls with major injuries than in 

other nursing homes in New York State. In 2018, The Villages’ four-quarter average score for this 

QM was in the bottom 20% of all New York State nursing homes that participate in the Medicaid 

or Medicare Programs. In 2019, The Villages’ average score was in the bottom 5%. In 2020, The 

Villages’ average score was in the bottom 15%. In 2021, The Villages’ average score was in the 

bottom 20%.  

More Residents at The Villages Suffered Pressure Ulcers Than at Other Nursing 
Homes. 

 
85. Percentage of high-risk long-stay residents with pressure ulcers: This measure 

captures the percentage of long-stay, high-risk residents with Stage II-IV or unstageable pressure 

ulcers.16 More Villages residents suffered pressure ulcers than at other nursing homes. In 2019, 

 
14 CMS publishes QM scoring data for nursing homes that participate in the Medicaid or 
Medicare Programs at the following website: https://data.cms.gov/provider-data/ (last accessed 
Nov. 17, 2022). 
15 See CMS, Design for Care Compare Nursing Home Five-Star Quality Rating System: 
Technical Users’ Guide (Oct. 2022) [“Care Compare Technical Users’ Guide”] at 17, available 
at https://www.cms.gov/medicare/provider-enrollment-and-
certification/certificationandcomplianc/downloads/usersguide.pdf [last accessed Nov. 17, 2022]. 
16 Pressure ulcers, also known as “pressure sores,” “pressure injuries,” or “bed sores” are areas of 
damaged skin caused by long-term pressure, such as staying in one position for too long. 
Residents at high risk for pressure ulcers are those who are impaired in bed mobility or transfer, 

https://data.cms.gov/provider-data/
https://www.cms.gov/medicare/provider-enrollment-and-certification/certificationandcomplianc/downloads/usersguide.pdf
https://www.cms.gov/medicare/provider-enrollment-and-certification/certificationandcomplianc/downloads/usersguide.pdf
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The Villages’ four-quarter average score for this QM was in the bottom 30% statewide. In 2020, 

The Villages’ average score for this QM was in the bottom 10%, meaning that the number of long-

stay, high-risk residents suffering from pressure ulcers was higher than nine out of ten nursing 

homes.  

86. Percentage of SNF residents with pressure ulcers/pressure injuries that are new or 

worsened: This measure captures the percentage of short-stay residents with pressure ulcers that 

are new or whose existing pressure ulcers worsened during their stay in the SNF and includes 

unstageable ulcers.17 In 2018 and 2019, respectively, The Villages scored in the bottom 5% 

statewide. During the period July 1, 2020, to June 30, 2021, The Villages scored in the bottom 

10%, meaning that the number of short-stay residents suffering from new or worsened pressure 

ulcers was higher at The Villages than nine out of ten nursing homes in New York State.  

The Villages Used Antipsychotic Medications More Than Other Nursing Homes. 
 

87. As detailed in the Affidavit of Medical Analyst Jennifer Cronkhite, R.N. (“Medical 

Analyst Aff.”), psychotropic drugs frequently act as a chemical restraint by causing side effects 

such as lethargy, increased falls, abnormal involuntary movements, lack of socialization, and a 

decline in physical function. Improper use of physical or chemical restraints can lead to life-

threatening injuries and/or death. Moreover, restraints can lead to a resident becoming emotionally 

withdrawn and cause them to experience a decrease in their self-esteem and, in turn, their quality 

of life. (See Medical Analyst Aff. ¶¶ 161-164.) 

88. Percentage of long-stay residents who received an antipsychotic medication: This 

measure reports the percentage of long-stay residents who are receiving antipsychotic drugs in the 

 
who are comatose, or who suffer from malnutrition. (Id. at 17; see also Affidavit of Jennifer 
Cronkhite, R.N. ¶ 153 [describing four stages used to categorize pressure injuries].)   
17 See Care Compare Technical Users’ Guide at 18. 
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target period.18 In 2018 and 2020, respectively, The Villages’ four-quarter average score for this 

QM was in the bottom 15% statewide. In 2019 and 2021, The Villages’ average score was in the 

bottom 10%.  

89. Percentage of short-stay residents who newly received an antipsychotic medication: 

This measure reports the percentage of short-stay residents who are receiving an antipsychotic 

medication during the target period but not on their initial assessment.19 In 2018, The Villages’ 

average score for this QM was in the bottom 20% statewide. In 2019 and 2020, The Villages’ 

average score was in the bottom 15%. In 2021, The Villages’ average score was in the bottom 

10%.  

The Villages’ Residents Visited the Emergency Room Significantly More Often Than 
Residents in Other Nursing Homes. 

 
90. Number of outpatient emergency department visits per 1,000 resident days:20 This 

measures the number of outpatient emergency department visits that occurred among long-stay 

residents of a nursing home during a one-year period, expressed as the number of outpatient 

emergency department visits for every 1,000 days that the long-stay residents were admitted to the 

nursing home.21 In 2018 and 2021, respectively, The Villages scored in the bottom 5% statewide. 

This means that 95% of New York nursing homes scored better than The Villages in this area. In 

2019, The Villages scored in the bottom 20%.   

91. Percentage of short-stay residents who have had an outpatient emergency 

department visit: This measure reports the percentage of all new admissions or readmissions to a 

 
18 See id. at 17. 
19 See id. at 18. 
20 The emergency department and hospitalization QMs (¶¶ 90-92, infra) are risk-adjusted to 
incorporate Medicare enrollment data, Part A claims, and information from clinical assessments. 
(See Care Compare Technical Users’ Guide at 16.) 
21 See id. at 18. 
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nursing home from a hospital where the resident had an outpatient emergency department visit 

(i.e., an emergency department visit not resulting in an inpatient hospitalization) within 30 days of 

entry or re-entry.22 In 2018, The Villages scored in the bottom 20% statewide. In 2021, The 

Villages scored in the bottom 5%. 

The Villages’ Residents Were Admitted to the Hospital More Often. 

92. Number of hospitalizations per 1,000 resident days: This QM measures the number 

of unplanned inpatient admissions or outpatient observation stays that occurred among long-stay 

residents of a nursing home during a one-year period, expressed as the number of unplanned 

hospitalizations for every 1,000 days that long-stay residents were admitted to the nursing home.23 

In 2019 and 2021, The Villages scored in the bottom 10% in New York State for this QM. 

The Villages Had Fewer Successful Discharges. 

93. Rate of successful return to home and community from a SNF: This measure reports 

the rate at which residents returned to home and community with no unplanned hospitalizations 

and no deaths in the 31 days following discharge from the SNF.24 During the period October 1, 

2016, to September 30, 2018, The Villages ranked in the bottom 20% statewide for this QM. 

Residents’ Ability to Perform ADLs and Move Independently Worsened at The 
Villages.  

 
94. Percentage of long-stay residents whose need for help with daily activities has 

increased: This measure reports the percentage of long-stay residents whose need for help with 

late-loss Activities of Daily Living (“ADLs”) increased when compared to the prior assessment. 

The late-loss ADLs are bed mobility, transfer, eating, and toileting. Per CMS, maintenance of 

 
22 See id.  
23 See id.  
24 This QM is risk-adjusted based on Medicare enrollment data and Part A claims. (See id. at 16, 
18.)  
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ADLs is related to an environment in which the resident is up and out of bed and engaged with 

activities.25 Further, a 2001 CMS staffing study found that higher staffing levels were associated 

with lower rates of increasing ADL dependence.26 In 2018, The Villages’ four-quarter average 

score for this QM was in the bottom 25% in New York State. 

95. Percentage of long-stay residents whose ability to move independently worsened: 

This measure is a change measure that reports the percentage of long-stay residents who have 

demonstrated a decline in independence of locomotion when comparing the target assessment to a 

prior assessment. Residents who lose mobility may also lose the ability to perform other activities 

of daily living, like eating, dressing, or getting to the bathroom.27 In 2020, The Villages’ four-

quarter average score for this QM was in the bottom 30% statewide. 

CMS Designated The Villages as a Special Focus Facility in March 2021. 
 

96. In March 2021, CMS designated The Villages as a Special Focus Facility (SFF) 

due to its history of serious quality issues.  

97. According to CMS, the SFF program addresses facilities that have “[m]ore 

problems than other nursing homes (about twice the average number of deficiencies),” “[m]ore 

serious problems than other nursing homes (including harm or injury experienced by residents),” 

and “[a] pattern of serious problems that has persisted over a long period of time (as measured 

over approximately three years before the date the nursing home was first put on the SFF list).”28 

 
25 See id. at 17. 
26 See AM Kramer, R. Fish, The Relationship Between Nurse Staffing Levels and the Quality of 
Nursing Home Care, Appropriateness of Minimum Nurse Staffing Ratios in Nursing Homes: 
Phase II Final Report (2001). 
27 See Care Compare Technical Users’ Guide at 17. 
28 See CMS, Special Focus Facility Program, at 1, available at 
https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/CertificationandComplianc/Downloads/SFFList.pdf (last accessed Nov. 17, 2022). 

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/Downloads/SFFList.pdf
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/Downloads/SFFList.pdf
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The program is further designed to address facilities with a history of “yoyo,” or “in and out” 

compliance.29  

98. While designated as an SFF, until on or around April 2022, The Villages was not 

rated by CMS. 

99. On or around April 2022, CMS removed The Villages from the SFF list. 

100. As of November 1, 2022, The Villages had a 1-Star Health Inspections rating, a 1-

Star Staffing rating, a 2-Star Quality Measures rating, and a 1-Star Overall rating.  

The Villages Has Received Multiple Citations from DOH Dating Back to 2015.30 
 

101. In a survey completed on July 31, 2015, just seven months after Respondents took 

over operation of The Villages, a DOH surveyor observed mold on food items and other areas of 

the walk-in cooler; storage of undated, outdated, unlabeled, and uncovered food items; suboptimal 

temperatures in the cooler; soiled floors; flies; dirty and wet pans stored for use; and bearded 

dietary staff who were not wearing beard covers during meal preparation in the kitchen. The 

surveyor further observed a refrigerator labeled “Resident’s [sic] refrigerator” that “smelled of 

rotten food” and contained undated and severely outdated items. Villages’ staff members did not 

know who among them was responsible for cleaning the residents’ refrigerator. A true and correct 

copy of the Statement of Deficiencies, Exit Date July 31, 2015, is attached hereto as Exhibit 23.  

102. On October 13, 2015, a DOH surveyor found that The Villages failed to notify the 

facility’s physicians and a resident’s family in an instance where the resident ran a fever for an 

 
29 See id. 
30 The New York State Department of Health (DOH) governs nursing home licensure in the state 
and is responsible for conducting on-site inspections (also known as surveys) to monitor the 
quality of care and life for nursing home residents, both for purposes of certification and in 
response to complaints and incidents at the facility. (See DOH, About Nursing Home Reports, 
https://www.health.ny.gov/facilities/nursing/about_nursing_home_reports.htm#request_survey 
[last accessed Nov. 17, 2022].) 

https://www.health.ny.gov/facilities/nursing/about_nursing_home_reports.htm#request_survey
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extended period and experienced difficulty swallowing. The surveyor additionally observed that 

the same resident did not receive a wound consultation for a worsening pressure sore as ordered 

by The Villages’ physician. A true and correct copy of the Statement of Deficiencies, Exit Date 

October 13, 2015, is attached hereto as Exhibit 24. 

103. In DOH’s annual survey of The Villages completed on April 25, 2016, DOH 

surveyors observed multiple deficiencies, including deficiencies involving dignity and respect of 

the individual, failure to develop and implement comprehensive care plans, and failure of qualified 

persons at The Villages to provide services per residents’ care plans. As examples, surveyors 

observed the following:  (1) lack of timely assistance to residents during meals; (2) failure to update 

a resident’s care plan to address the use of an anticoagulant (medications used to prevent blood 

from clotting) medication, including monitoring for signs of bleeding; (3) failure to revise 

residents’ care plans for the increased level of assistance required to eat, for a change in dosage of 

a psychotropic medication and the need for increased assistance to eat, for the development of a 

urinary tract infection (UTI), and for the physical aggressiveness of a resident towards other 

residents and staff; (4) CNAs did not wash hands or change gloves after providing incontinence 

care; (5) failure to provide a right palm guard, per a resident’s care plan, to prevent worsening 

contractures from occurring for a resident with a splint application; and (6) resident at risk for 

aspiration (taking foreign matter into the lungs) because resident was not positioned in a manner 

that was conducive for eating or swallowing and was coughing and choking intermittently 

throughout meals. During the same inspection, the DOH surveyor observed that residents reviewed 

for pressure sores had a seven-day delay in the initiation of treatment, there was no evidence of a 

proper weekly RN wound assessment, and preventative wound care measures were not in place as 
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ordered in a resident’s care plan. A true and correct copy of the Statement of Deficiencies, Exit 

Date April 25, 2016, is attached hereto as Exhibit 25.  

104. In a survey completed on June 22, 2017, DOH surveyors confirmed that staff at 

The Villages did not follow the care plan of a resident who had a history of starting fights with 

other residents. Specifically, The Villages failed to provide one to one supervision of that resident 

when out of bed, per the resident’s care plan. Because of The Villages’ failure to follow the 

resident’s care plan, the resident wandered undetected to another unit, striking another resident 

three times in the chest before staff intervened. A true and correct copy of the Statement of 

Deficiencies, Exit Date June 22, 2017, is attached hereto as Exhibit 26.  

105. In a survey completed on July 12, 2017, a DOH surveyor observed that The 

Villages did not properly screen employees for abuse through the New York State Nurses Aide 

Registry. The surveyor further observed that The Villages did not ensure that a resident with a 

pressure sore received the necessary treatment and services to promote healing because The 

Villages did not complete wound treatment as ordered by the physician. A true and correct copy 

of the Statement of Deficiencies, Exit Date July 12, 2017, is attached hereto as Exhibit 27.  

106. In an inspection completed on February 21, 2018, after a complaint was filed on 

February 13, 2018, DOH surveyors found that nursing staff at The Villages failed to notify the 

medical doctor of a “change in condition” of a resident. That innocuous sounding “change in 

condition” was the fact that the resident experienced abdominal distension with multiple episodes 

of vomiting, rectal bleeding, weakness, and abnormal vital signs, and had died before the resident  

could be transported to the hospital. In addition, the surveyor found no evidence that The Villages 

notified the resident’s physician of a skin condition or completed a proper assessment of the 

condition, and that nursing staff applied a skin treatment without the physician ordering such 
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treatment.  A true and correct copy of the Statement of Deficiencies, Exit Date February 21, 2018, 

is attached hereto as Exhibit 28.  

107. In DOH’s annual survey completed on November 16, 2018, DOH surveyors cited 

The Villages for, among other things: (1) failing to promote self-determination because residents 

were not given the choice of how often they wanted to shower (specifically, the opportunity to 

shower more than once a week); (2) failing to maintain a clean, comfortable, homelike 

environment because hot water was not being provided for bathing and bathroom facilities were 

not properly cleaned and maintained; (3) failing to properly develop care plans to address 

residents’ behavioral issues and use of psychotropic medications; (4) failing to provide CPAP 

treatment as ordered by the doctor and failing to repair a broken CPAP machine, and (5) failing to 

remove an employee from duties involving direct care in accordance with the DOH criminal 

history record check process. A true and correct copy of the Statement of Deficiencies, Exit Date 

November 16, 2018, is attached hereto as Exhibit 29.  

108. On April 2, 2019, approximately one year before the COVID-19 pandemic, DOH 

conducted an inspection in response to a complaint filed on January 18, 2019. Surveyors observed 

that The Villages did not have sufficient staff to complete 15 showers, to monitor the dining room, 

to assist residents with their toileting needs and to properly feed 11 residents. A true and correct 

copy of the Statement of Deficiencies, Exit Date April 2, 2019, is attached hereto as Exhibit 30. 

109. As part of this inspection, DOH surveyors interviewed numerous CNAs who stated 

that The Villages is often short-staffed and residents suffer as a result: 

• “I worked on Canal View today and I did not get any of my showers done. There 

were four Residents that didn’t receive them. I worked as hard as I could, but I just 
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could not do the showers. I was the only CNA over there, we were short staffed. 

We are short staffed a lot of the times.” 

• “I am the only CNA on Orchard View today. I was not able to get the showers done 

today. I had three residents scheduled to have showers done today. We are short 

staffed today. Also, I was not able to toilet Resident #1 every two to three hours 

today and I just got to him and he was incontinent. Normally if I am able to toilet 

him as scheduled he is not incontinent.” 

• “I was not able to complete any of my showers today on Garden View. There were 

three residents scheduled to be showered, that I was not able to get done. Residents’ 

hair didn’t get done either. I was the only aide over there, we are very short staffed 

today. I had my nurse help me with the two assists. We are short staffed quite 

often.” 

• “I was not able to get all my work done today because we were short staffed. I was 

not able to get any of my showers done today I had five showers scheduled for 

today. There are thirty residents for only two aides and five showers over here on 

Autumn View North today. I didn’t even take a lunch today. They are normally 

short staffed. Sometimes we have two CNAs on each unit and on a rare occasion 

three. When we have three aides, those are the days we will do nails and hair.” 

(Ex. 30.) 

110.  Also on April 2, 2019, DOH surveyors observed a resident whose care plan called 

for supervision while eating due to aspiration risk, and who had been ordered a puree/ honey thick 

liquid diet, take a sandwich from another resident’s meal tray and eat it. An LPN in the dining 

room stated “[t]his isn’t the first time he has done this. He often grabs at things . . . I wasn’t 
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watching him because I was busy passing other resident’s [sic] trays because we are short staffed 

today.” (Id.) 

111. In the Statement of Deficiencies, DOH surveyors further noted that several 

residents at The Villages “had an odor” because they had not been bathed. (Id.) 

112. On April 2, 2019, DOH surveyors further found that all five units in the facility did 

not have sufficient staff and failed to meet The Villages’ Facility Assessment.31 DOH also 

reviewed The Villages’ Daily Staffing Worksheets from March 1, 2019 through March 31, 2019 

and found the following: (1) Day shift CNA levels per the Facility Assessment were not met for 

eight out of the 31 days; (2) Evening shift CNA levels per the Facility Assessment were not met 

six out of the 31 days; (3) Night shift CNA levels per the Facility Assessment were not met 19 out 

of the 31 days; (4) Day and Evening shift LPN levels per the Facility Assessment were not met 

two out of the 31 days; and (5) Night shift LPN levels per the Facility Assessment were not met 

14 out of the 31 days. (Id.) 

113. In an abbreviated survey completed on July 9, 2019, surveyors again found The 

Villages did not have sufficient nursing staff with the appropriate competencies and skill sets to 

provide nursing related services to assure resident safety and attain or maintain the highest 

practicable physical, mental and psychosocial well-being of each resident. DOH found that The 

Villages did not meet the minimum standards they set for nursing services staff as documented in 

the Villages’ Facility Assessment Tool and did not meet the minimum standards set for CNAs as 

documented in the facility’s Critical Staffing Plan. Through review of staffing “Worksheets,” as 

well as observations and interviews, DOH found numerous incidents of insufficient staffing levels 

 
31 As discussed below, The Villages’ Facility Assessment Tool is an internal Villages’ document 
prescribing necessary staffing levels “to ensure residents needs are practicably met.” (See Ex. 
45.)  
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in June and July 2019, substantiating a finding of federal deficiency for insufficient nursing staff.  

A true and correct copy of the Statement of Deficiencies, Exit Date July 9, 2019, is attached hereto 

as Exhibit 31. 

114. On May 9, 2020, DOH conducted an on-site survey at The Villages resulting in an 

“Immediate Jeopardy” finding due to infection control violations. Immediate Jeopardy means “a 

situation in which the provider’s noncompliance . . . has caused, or is likely to cause, serious injury, 

harm, impairment, or death to a resident.” (42 CFR § 488.301.) Among other things, the surveyor 

found that The Villages “failed to protect asymptomatic non-COVID-19 residents” after observing 

multiple staff members who were not wearing proper PPE or observing proper hand hygiene while 

providing care to residents. A true and correct copy of the Statement of Deficiencies, Exit Date 

May 9, 2020, is attached hereto as Exhibit 32. 

115. DOH surveyors further observed CNAs and LPNs exiting a COVID-19 positive 

room and entering COVID-19 negative rooms while serving breakfast trays, assisting with trays, 

and providing care without PPE and completing proper hand hygiene. Surveyors also observed 

that PPE was not readily accessible to staff and that residents under investigation for COVID-19 

were not placed on droplet precaution. (See Ex. 32) 

116. Surveyors further observed that The Villages did not notify the responsible party 

when a resident tested positive for COVID-19 and did not provide timely notification to the 

responsible party when the resident developed symptoms of COVID-19. (See id.) 

117. Due to the serious nature of The Villages’ noncompliance with applicable nursing 

home infection control requirements, The Villages was fined for violating PHL § 2803(4), 10 

NYCRR §§ 415.3(f)(2)(ii)(b) and 415.3(f)(2)(ii)(c), 415.19(a)(1), 415.19(a)(2), 415.19(b)(1) and 
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Governor’s Executive Order 202.11. A true and correct copy of the Stipulation and Order, NH-20-

018, is attached hereto as Exhibit 33.  

118. In an inspection completed on August 12, 2020, DOH surveyors found that the 

Villages failed to perform criminal history record checks for prospective employees. Specifically, 

the facility did not initiate the background check process in a timely manner for one of six 

new/prospective employees reviewed for compliance with the DOH Criminal History Record 

Check (“CHRC”) process. The facility did not-submit fingerprints in a timely manner for two of 

six new/prospective employees reviewed for compliance with the CHRC process. Additionally, 

one employee of six prospective employees viewed for supervision pending the results of criminal 

history record checks did not have evidence of weekly supervision as required. A true and correct 

copy of the Statement of Deficiencies, Exit Date August 12, 2020, is attached hereto as Exhibit 

34.  

119. On December 17, 2020, DOH again conducted an on-site survey resulting in 

deficiencies because The Villages failed to establish and maintain an infection control program 

under which it investigates, controls, and takes action to prevent infections in the facility. The 

Villages failed to require all staff to be checked for COVID-19 symptoms, including a temperature 

check at the start of each shift and every 12 hours while on duty pursuant to DOH’s directives. 

The Villages also failed to perform weekly testing of three staff for COVID-19 and to ensure that 

facility staff wore proper PPE when conducting COVID-19 swabbing. A true and correct copy of 

the Statement of Deficiencies, Exit Date December 17, 2020, is attached hereto as Exhibit 35.  

120. On February 3, 2021, DOH found The Villages civilly liable for repeat violations 

of 10 NYCRR § 415.4(b)(1)(i) for permitting sexual abuse of residents, and failure to ensure that 
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allegations of abuse are reported within two hours after the allegation is made. A true and correct 

copy of the DOH Enforcement Letter, dated February 3, 2021, is attached hereto as Exhibit 36.  

121. Specifically, in an inspection completed on September 24, 2019, in response to a 

complaint made on September 10, 2019, DOH surveyors found that The Villages failed to report 

to the DOH an allegation of sexual abuse perpetrated by a male resident against a female resident 

within two hours of the allegation, but instead reported the alleged incident more than 24 hours 

after receiving the allegation. A true and correct copy of the Statement of Deficiencies, Exit Date 

September 24, 2019, is attached hereto as Exhibit 37.  

122. A February 26, 2020 DOH survey found that The Villages failed to timely 

investigate an incident of alleged sexual abuse. DOH surveyors found that an LPN did not report 

an alleged sexual abuse of a resident to the supervisor the night she was informed of the alleged 

incident. The Administrator in turn did not report the allegation to the DOH until the day after he 

was informed of the alleged sexual abuse. Additionally, the facility failed to ensure that the alleged 

perpetrator no longer had access to the resident victim’s room, even after the resident requested 

that the facility prohibit visitation. A true and correct copy of the Statement of Deficiencies, Exit 

Date February 26, 2020, is attached hereto as Exhibit 38.  

123. Again, in a survey completed on August 11, 2020, in response to a complaint filed 

on July 16, 2020, DOH surveyors found that two residents who lacked the ability to consent to 

sexual activity engaged in such activity with one another and, per facility policy, The Villages did 

not evaluate the two residents for capacity to consent after the activity occurred. Furthermore, The 

Villages did not report this incident to the DOH within two hours of learning about this abuse 

allegation. A true and correct copy of the Statement of Deficiencies, Exit Date August 11, 2020, 

is attached hereto as Exhibit 39. 
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124. In a survey completed on April 26, 2021, DOH surveyors again found that The 

Villages failed to timely investigate and report abuse and neglect allegations to DOH. The 

surveyors further found that a care plan was not developed for the use of anticoagulant medication 

and antipsychotic medication for certain residents, meaning that staff did not know how to guide 

their care for safety, interventions, and side effects of medications. During that same survey, 

surveyors found that one resident received Haldol32 without a physician’s order and another 

resident did not receive lab work per the physician’s order. Surveyors also found that the facility 

failed to provide a resident who was fed by enteral means with nutritional assessments and weight 

monitoring to ensure that the resident’s nutritional needs were being met. A true and correct copy 

of the Statement of Deficiencies, Exit Date April 26, 2021, is attached hereto as Exhibit 40. 

125. In that same survey completed on April 26, 2021, DOH surveyors found that the 

facility did not conduct annual Legionella culture sampling and analysis, despite the fact that in its 

annual inspection completed on November 16, 2018, DOH found that The Villages did not 

complete a legionella sampling, and in a Recertification survey completed on September 14, 2020, 

DOH again found that The Villages did not conduct a complete Legionella risk assessment and 

did not have a water management plan in place to reduce the risk of growth and spread of 

Legionella.  

126. In an inspection completed on October 25, 2021, after complaints were filed in June 

and July of that year, DOH surveyors observed that The Villages failed to ensure each resident 

received adequate supervision and assistance with devices to prevent accidents. Surveyors 

observed a resident transferred by staff without the use of a gait belt,33 which created an accident 

 
32 Haldol is an antipsychotic medication used to treat Schizophrenia, among other conditions. 
33 A gait belt is a device used to help safely assist residents with sitting and standing.  
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hazard. Surveyors also found that The Villages did not honor residents’ wishes regarding life-

sustaining treatment as set forth in those residents’ advanced directives. A true and correct copy 

of the Statement of Deficiencies, Exit Date October 25, 2021, is attached hereto as Exhibit 41.  

Consultants Warned Respondents that The Villages was “At Risk.” 
 

127. In 2019, The Villages’ lender, Housing and Healthcare Finance, LLC,  

commissioned an “on-site risk management assessment” performed by Quality In-cite, LLC (“In-

cite”) in connection with Respondents’ efforts to secure a mortgage re-financing. The primary 

purpose of the assessment was to review the overall clinical, regulatory, and operational 

performance of The Villages. In making its assessment, In-cite relied on “operator reports,” three 

years of survey history, CMS Five-Star Rating information available on the CMS/Data.gov web 

sites, and on-site interviews with “facility leadership.” In-cite’s analysis, as reflected in its On-Site 

Risk Management Assessment, dated March 15, 2019 (“2019 In-cite Report”), found The Villages 

to be “At Risk.” The report emphasized that The Villages had, on average, more life safety survey 

deficiencies34 from DOH than the average for New York nursing homes in 2016, 2017, and 2018; 

16 repeat citations in numerous categories including multiple violations pertaining to (i) services 

not provided by qualified personnel; (ii) services and treatment not provided to prevent and/or heal 

pressure sores (ulcers); (iii) failure to supervise to prevent accidents; (iv) incomplete and 

inaccurate clinical records; and (v) failure to properly release and/or maintain residents’ medical 

and non-medical status. A true and correct copy of the 2019 In-cite Report is attached hereto as 

Exhibit 42.  

 
34 Life safety surveys include evaluation of factors such as fire alarms, sprinkler systems, 
evacuation plans, and electrical hazards. 
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128. The 2019 In-cite Report also made specific findings and recommendations 

designed to ensure The Villages provided proper care to residents, including: (1) implementation 

of a formalized Performance Improvement Plan with appropriate monitoring tools to decrease the 

percentage of weight loss, wounds, antipsychotics, and anxiolytic/hypnotics among residents; (2) 

address root causes to “mitigate repeat life safety deficiencies”; (3) establish regional/corporate 

oversight and review policies and procedures on an annual basis; (4) adhere to The Villages’ 

Quality Assurance/Performance Improvement (“QAPI”)35 plan policy; (5) develop a formal 

survey for both short-term and long-term residents, and review results of those surveys during 

QAPI meetings and develop action plans as appropriate to address areas of concern; (6) consider 

a comprehensive weekly risk meeting to review those residents that are triggering in high risk care 

areas to ensure resident condition is reviewed, and documentation, care plans, interventions, 

notifications, and orders are appropriate and implemented; and (7) obtain informed consents from 

residents and/or responsible parties prior to utilizing psychotropic medications. (Ex. 42.) 

129. The 2019 In-cite Report also confirmed serious and chronic understaffing at The 

Villages, making the following staffing recommendations: (1) review staffing levels and conduct 

an analysis of resident acuity and dependency to ensure staffing is appropriate to meet the needs 

of the residents; (2) implement formalized staffing improvement plans; (3) add a full-time Staff 

Development Coordinator to oversee training and in-servicing of staff; (4) enroll Activity Director 

in a required certification course, and confirm whether the Dietary Manager completed their 

 
35 “QAPI is the coordinated application of two mutually reinforcing aspects of a quality 
management system: Quality Assurance (QA) and Performance Improvement (PI). QAPI takes a 
systematic, comprehensive, and data-driven approach to maintaining and improving safety and 
quality in nursing homes while involving all nursing home caregivers in practical and creative 
problem solving. (CMS, QAPI Description and Background, 
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/QAPI/qapidefinition [last 
accessed Nov. 17, 2022].) 

https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/QAPI/qapidefinition
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required Certified Dietary Manager course; and initiate regional/corporate support visits and to 

review MDS assessments to ensure accuracy given that The Villages’ MDS nurse had no prior 

experience in completing MDS assessments. (Id.) 

130. In May 2020, The Villages hired another third-party healthcare consulting 

company, Polaris Health, LLC, d/b/a Polaris Group (“Polaris”), to provide Respondents with a risk 

management assessment report in connection with their re-financing efforts. Like In-cite, a Polaris 

consultant also found that The Villages lacked appropriate systems to monitor and adhere to 

regulatory standards and provide proper care to residents. Specifically, after three days of visiting 

The Villages from June 23rd to 25th, 2020, a Polaris consultant found that The Villages scored as 

“high risk,” which is the highest in its report, for 15 total care areas: pharmacy/medication 

management, nutrition/hydration, skin wound/pressure ulcer, complex care management, incident 

risk management/ADLs, infection control, change of condition, MDS assessments, care planning, 

elopement risk, behavior/dementia/trauma management, pain management, bowel/bladder, QAPI 

and medical records. A true and correct copy of the 2020 Polaris Report 

(TheVillagesofOrleans_028878-905) is attached hereto as Exhibit 43.  

131. Per the 2020 Polaris Report, a score of “high risk” indicates a “pattern of breakdown 

in implementation with or without negative outcome.” (Ex. 43 at 2.)  

132. The Polaris consultant was unable to assess The Villages in the category of “Abuse 

Reporting/Dignity” and assigned a finding of “NA” in this category because the new DON and 

Administrator could not “readily locate any recent reports or investigations.” (Id. at 15.) 

133. The Polaris consultant also assigned an “NA” score for The Villages in the 

Environmental/Emergency Controls category because The Villages did not have performance 

improvement plans or systems for high-risk areas. (Id. at 22.) 
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Respondents Maintained The Villages at Chronically Inadequate Staffing Levels. 
 

134. As detailed below, based on Medicaid Cost Reports, Payroll-Based Journal data, 

timekeeping records for The Villages’ staff, admission records, accident and incident reports, and 

other data sources, MFCU found significant evidence of the following: (1) The Villages heavily 

relied on third-party agency workers to provide direct-care to residents, and The Villages levels of 

employee turnover were exceptionally high; (2) The Villages provided residents with less than the 

New York State average hours of nursing care, and routinely failed to meet its own staffing 

requirements, while continuing to admit new residents in the run-up to COVID-19; and (3) 

residents of The Villages suffered repeat accidents and injuries in a short-time span.  

Respondents Relied on Agency Staff as a Stopgap Measure. 
 
135. As part of this investigation, MFCU assessed the extent to which The Villages 

utilized short-term agency staff members as opposed to fulltime direct-care employees. This 

analysis was based on The Villages’ Medicaid Cost Reports,36 which delineate employee and 

agency staffing levels and expenditures, and are submitted to DOH on an annual basis.   

136. The following chart depicts the number of Full Time Equivalent (“FTE”) direct care37 

employed staff for the facility during the period 2012 to 2021, as reported on the facility’s 

Medicaid Cost Reports (Schedule 5 – Full Time Equivalents & Hours Paid). As set forth below, 

during the period of Orleans County’s ownership and operation (2012-2014), the facility 

 
36 Pursuant to 10 NYCRR § 86-2.2, nursing home providers are required to file complete and 
accurate annual financial and statistical reports (“Medicaid Cost Reports”) to DOH. These 
reports include revenues, expenses, assets, liabilities, and statistical data. The data is used by 
DOH to develop Medicaid rates, assist in the formulation of reimbursement methodologies, and 
analyze trends. True and correct copies of Schedules 4, 5, 7, 9, P, and Exhibit H (and, as to 2020 
only, Part III(1)) from The Villages Medicaid Cost Reports for years 2015-2021 are attached 
hereto as Exhibits 59-65. 
37 Direct care staff are considered to be the RNs, LPNs and CNAs who provide the necessary 
medical and clinical services to residents. (See 10 NYCRR § 415.13[a].) 
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employed, on average, 7.37 FTE RNs, 26.73 FTE LPNs, and 53.43 FTE Aides, Orderlies, and 

Assistants. On the other hand, during the period of Respondents’ ownership and operation from 

2015 to 2021, The Villages employed, on average, 2.38 FTE RNs, 13.64 FTE LPNs, and 25.32 

FTE Aides, Orderlies, and Assistants. This decrease represents an approximately 68% drop in FTE 

RN employees, a 49% drop in FTE LPN employees, and a 53% drop in FTE Aide, Orderly, and 

Assistant employees.  

 

137. Similarly, the following chart depicts the facility’s annual expenditures for direct 

care employed staff as opposed to direct care agency staff for the period 2012 to 2021, as reported 

on Medicaid Cost Reports (Schedule 4 – Salaries & Wages; Exhibit H – Statement of Functional 

Expenses). Agency staffing averaged 7.31% of total annual direct care staff wages during the 

period of time up and until 2015 when the facility was owned and operated by Orleans County.  
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On the other hand, from January 2015 forward, agency staff averaged over 51% of total annual 

direct care staff wages. 

 
 

The Villages Churned Through Employees. 
 
138. As part of this investigation, MFCU analyzed personnel data contained in Medicaid 

Cost Reports to measure annual turnover rates for employees at 24 low-performing nursing home 

facilities in New York State, including The Villages. MFCU found that The Villages had the 

highest employee turnover rate in 2019 and 2020 out of all 24 facilities measured. 

139. Specifically, MFCU’s analysis was based on data reported on Medicaid Cost 

Report Schedule P (Staff Turnover). Pursuant to this analysis, MFCU found that The Villages had 

annual employee turnover rates of 56.07% in 2018, 182.14% in 2019, 220.95% in 2020, and 

296.84% in 2021. Moreover, these numbers do not include agency staff who are by their nature 

temporary and therefore fail to fully account for direct-care worker turnover as experienced by 

residents.  
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140. According to CMS’ analysis, “as the average staff turnover decreases, the overall 

star ratings for facilities increases, suggesting that lower turnover is associated with higher overall 

quality.”38 Additionally, “[f]acilities with lower nurse turnover may have more staff that are 

familiar with each resident’s condition and may be more able to identify a resident’s change in 

condition sooner. The facility may be able to implement a plan to avoid an adverse event, such as 

a fall, for a patient.”39 

The Villages Staffed at Below-Average Nursing HPRD.  
 

141. During the course of the investigation, MFCU reviewed Payroll-Based Journal 

(“PBJ”) data for The Villages and all other New York State nursing homes that participate in the 

Medicaid or Medicare Programs for the period 2017-2021. PBJ data, which is publicly available 

for download on CMS’ website,40 reflects the hours nurse staff are paid to work each day. Skilled 

nursing facilities such as The Villages are required to submit this information to CMS on a 

quarterly basis.  

142. PBJ data and similar staffing metrics are often quantified in terms of “hours per 

resident day” or “HPRD.” Hours per resident day or HPRD refers to the hours of daily care that 

staff members provide to each resident of the nursing home. This measure is calculated by adding 

up the total number of hours worked by nursing staff and dividing it by the number of resident-

days during the reporting period. MFCU calculated the average HPRD for nursing homes in New 

 
38 CMS, To Advance Information on Quality of Care, CMS Makes Nursing Home Staffing Data 
Available (Jan. 26, 2022), available at https://www.cms.gov/newsroom/press-releases/advance-
information-quality-care-cms-makes-nursing-home-staffing-data-available [last accessed Oct. 
11, 2022]. 
39 Id. 
40 See CMS, Payroll Based Journal Daily Nurse Staffing, https://data.cms.gov/quality-of-
care/payroll-based-journal-daily-nurse-staffing (last accessed Oct. 11, 2022). 

https://www.cms.gov/newsroom/press-releases/advance-information-quality-care-cms-makes-nursing-home-staffing-data-available
https://www.cms.gov/newsroom/press-releases/advance-information-quality-care-cms-makes-nursing-home-staffing-data-available
https://data.cms.gov/quality-of-care/payroll-based-journal-daily-nurse-staffing
https://data.cms.gov/quality-of-care/payroll-based-journal-daily-nurse-staffing
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York State for the staffing levels of (1) Registered Nurses (“RN HPRD”) and (2) Total Nursing 

Care staff (including RNs, LPNs, and CNAs) (“Total Nursing Care HPRD”). 

143. For the period 2017 to 2021, The Villages had an average of 0.13 RN HPRD; and 

an average of 3.18 HPRD for Total Nursing Care (RN, LPN, CNA). According to MFCU’s 

analysis of PBJ data for all nursing home facilities in New York State, the New York State average 

during the same period was 0.45 RN HPRD and 3.40 Total Nursing Care HPRD. In other words, 

The Villages’ average RN HPRD (0.13) was approximately 71% below the state average (0.45) 

and The Villages’ Total Nursing Care HPRD (3.18) was approximately 6% below the state average 

(3.40).  

144. Additionally, according to MFCU’s analysis of PBJ data for all nursing home 

facilities in counties surrounding Orleans County (Niagara, Genesee, and Monroe), the average 

for 27 facilities during the same period was 0.34 RN HPRD. In other words, The Villages’ average 

RN HPRD (0.13) was approximately 62% below the average of the 27 surrounding facilities 

(0.34). 

145. The charts below show that The Villages’ average RN HPRD and Total Nursing 

Care HPRD were consistently and significantly below the New York State average for each year 

during the period 2017 to 2021.  
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146. As detailed in the Medical Analyst Affidavit, nursing homes must ensure that there 

is adequate RN supervision on the individual units to ensure that its staff are being attentive to and 

timely performing their assigned duties and providing care that complies with the residents’ care 

plans. Staff who work under insufficient supervision too often, for the sake of expediency, provide 

care negligently, in violation of residents’ care plans. RN supervision is essential on all units on 
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all shifts, as licensed practical nurses cannot perform health assessments or other duties outside of 

their scope of practice. (See Medical Analyst Aff. ¶ 138.) 

147. Recognizing the dire outcomes suffered by nursing home residents as a result of 

historically low staffing levels in for-profit nursing homes, New York State recently passed 

legislation (effective date April 1, 2022) which requires nursing homes to provide a minimum total 

of 3.5 HPRD. (See PHL § 2895-b.) The legislation further requires that of the 3.5 HPRD minimum, 

2.2 hours should be provided by nursing aides and 1.1 hours should be provided by licensed staff 

(i.e., RNs or LPNs). (Id.) This new law, even though just recently enacted, nonetheless provides a 

useful benchmark against which to assess The Villages’ failure to historically attain even minimal 

staffing levels designed to ensure the well-being and care of its residents.41  

 
41 In 2001, CMS released a landmark report on nursing home staffing based on a study mandated 
by Congress. The CMS study entitled “Appropriateness of Minimum Nurse Staffing Ratios in 
Nursing Homes” concluded that there was “strong evidence” that “supports the relationship 
between increases in nurse staffing ratios and avoidance of critical quality of care 
problems.”  (Marvin Feuerberg, Centers for Medicare & Medicaid Services (CMS) Report to 
Congress: Appropriateness of Minimum Nurse Staffing Ratios in Nursing Homes Phase II Final 
Report [Dec. 2001], available at 
https://www.justice.gov/sites/default/files/elderjustice/legacy/2015/07/12/Appropriateness_of_M
inimum_Nurse_Staffing_Ratios_in_Nursing_Homes.pdf [last accessed Oct. 17, 2022.])  While the 
2001 CMS report stopped short of making specific policy recommendations, the 2001 CMS study 
identified 4.1 hours of total direct care nursing time for long-stay populations, expressed in terms 
of nursing hours per resident day, as the staffing threshold “below which quality of care was 
compromised.”  (Id.)  CMS noted that the closer a nursing home gets to 4.1 HPRD (2.8 HPRD 
from CNAs and 1.3 HPRD for licensed nursing staff, specifically including .75 HPRD from RNs), 
the greater the improvements in quality care.  (Id.) 

That analysis has since been validated by further research, and a number of researchers and 
nursing organizations have endorsed 4.1 HPRD as the minimum staffing level for nursing homes 
to improve resident outcomes in terms of fewer pressure ulcers, lower restraint use, decreased 
infections, lower pain, improved activities of daily living, less weight loss, dehydration, less 
improper and overuse of antipsychotics, lower mortality rates, reduced emergency room use, and 
rehospitalizations.   (See Charlene Harrington, et al., Appropriate Nurse Staffing Levels for U.S. 
Nursing Homes, Health Serv. Insights [June 2020], available at 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7328494/#:~:text=A%20CMS%20study%20in
%202001,harm%20or%20jeopardy%20to%20residents [last accessed Oct. 7, 2022] [citing 
American Nurses’ Association (“ANA”), Nursing Staffing Requirements to Meet the Demands of 

https://www.justice.gov/sites/default/files/elderjustice/legacy/2015/07/12/Appropriateness_of_Minimum_Nurse_Staffing_Ratios_in_Nursing_Homes.pdf
https://www.justice.gov/sites/default/files/elderjustice/legacy/2015/07/12/Appropriateness_of_Minimum_Nurse_Staffing_Ratios_in_Nursing_Homes.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7328494/#:%7E:text=A%20CMS%20study%20in%202001,harm%20or%20jeopardy%20to%20residents
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7328494/#:%7E:text=A%20CMS%20study%20in%202001,harm%20or%20jeopardy%20to%20residents
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The Villages Provided Fewer Staff than Required but Continued to Admit New 
Residents. 
 
148. Pursuant to 42 CFR 483.70(e), “[t]he facility must conduct and document a facility-

wide assessment to determine what resources are necessary to care for its residents competently 

during both day-to-day operations and emergencies. The facility must review and update that 

assessment, as necessary, and at least annually.” 

149. During the course of the investigation, The Villages produced a “Facility 

Assessment Tool” (last updated March 1, 2020) (“Facility Assessment Tool”), which lists the level 

of staff required to care for the residents on a per shift basis. A true and correct copy of the Facility 

Assessment Tool (VillagesOfOrleans_103327-337) is attached hereto as Exhibit 45. Versions of 

this assessment tool date back to at least 2017. MFCU compared the Facility Assessment Tool 

against actual staff shift data, or “punch card” data, and found that The Villages routinely failed to 

meet its own required staffing levels. 

 
Today’s Long Term Care Consumer, Recommendations from the Coalition of Geriatric Nursing 
Organizations (CGNO), Position Statement Endorsed by ANA, available at 
https://www.nursingworld.org/practice-policy/nursing-excellence/official-position-
statements/id/nursing-staffing-requirements-to-meet-the-demands-of-todays-long-term-care-
consumer/ [last accessed Oct. 7, 2022]).  Harrington and the ANA also support even higher staffing 
standards for residents with higher acuity.   

Even though the Harrington study was published early in the pandemic, Harrington noted 
that “[d]uring the coronavirus pandemic in 2020, the importance of adequate nursing home staffing 
[had] become even more critical in protecting the health and safety of residents.” (citing  
Farah Stockman, Matt Richtel, Danielle Ivory, and Mitch Smith, They’re Death Pits: Virus Claims 
at Least 7,000 Lives in U.S. Nursing Homes, NYTimes, Apr. 17, 2020, available at 
https://www.nytimes.com/2020/04/17/us/coronavirus-nursing-homes.html [last accessed Oct. 7, 
2022];  Jordan Rau and Anna Almendrala, COVID-plagued California Nursing Home Often Had 
Problems in Past, Kaiser Health News. May 4, 2020, available at https://khn.org/news/covid-
plagued-california-nursing-homes-often-had-problems-in-past/ [last accessed Oct. 7, 2022];  
Anna Wilde Mathews, Andrea Fuller and Joseph De Avila, Thinly-staffed Nursing Homes Face 
Challenges in Pandemic, Wall Street Journal, May 1, 2020, available at 
https://www.wsj.com/articles/thinly-staffed-nursing-homes-face-challenges-in-pandemic-
11588343407 [last accessed Oct. 7, 2022]). 

https://www.nursingworld.org/practice-policy/nursing-excellence/official-position-statements/id/nursing-staffing-requirements-to-meet-the-demands-of-todays-long-term-care-consumer/
https://www.nursingworld.org/practice-policy/nursing-excellence/official-position-statements/id/nursing-staffing-requirements-to-meet-the-demands-of-todays-long-term-care-consumer/
https://www.nursingworld.org/practice-policy/nursing-excellence/official-position-statements/id/nursing-staffing-requirements-to-meet-the-demands-of-todays-long-term-care-consumer/
https://www.nytimes.com/2020/04/17/us/coronavirus-nursing-homes.html
https://khn.org/news/covid-plagued-california-nursing-homes-often-had-problems-in-past/
https://khn.org/news/covid-plagued-california-nursing-homes-often-had-problems-in-past/
https://www.wsj.com/articles/thinly-staffed-nursing-homes-face-challenges-in-pandemic-11588343407
https://www.wsj.com/articles/thinly-staffed-nursing-homes-face-challenges-in-pandemic-11588343407
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150. Specifically, the Facility Assessment Tool includes a table (Table 7) labeled 

“Staffing Plans” which states that the table reflects an “[e]valuation of necessary facility direct 

care providers to ensure residents needs are practicably met.” This table further includes sections 

delineating the required LPN to resident staffing ratio and the CNA to resident staffing ratio.42 

(Ex. 45 at 7.) 

151. As to LPNs, based on an average resident census of 115, the Facility Assessment 

Tool provides that the “[t]otal number needed” of LPNs daily is five for day and evening shifts 

and four for night shifts. This means that The Villages assessed itself as needing approximately 

one LPN for every 23 residents for day and evening shifts (115 residents to 5 LPNs), and 

approximately one LPN for every 29 residents during night shifts (115 residents to 4 LPNs). (Id.)  

152. As to CNAs, the Facility Assessment Tool provides that the “total number needed” 

of CNAs daily is 10 for day and evening shifts and six for night shifts. This means that The Villages 

assessed itself as needing approximately one CNA per 12 residents for day and evening shifts (115 

residents to 10 CNAs), and approximately one CNA per 19 residents for night shifts (115 residents 

to 6 CNAs).43 (Id.) 

 
42 Other evidence reinforces the importance of the Facility Assessment Tool. For example, The 
Villages of Orleans Health and Rehabilitation Center Staffing Policy (“Staffing Policy”), dated 
March 10, 2020, states “[t]he facility shall confirm prior to holidays and if necessary, weekends, 
the front line (specifically clinical teams) staffing schedule is appropriately staffed in accordance 
with the facility assessment tool and the NYS DOH guidelines.” (emphasis added.) A true and 
correct copy of the Staffing Policy (VillagesOfOrleans_000832) is attached hereto as Exhibit 46. 
43 The Villages updated the Facility Assessment Tool again on March 17, 2021 (“March 2021 
Facility Assessment Tool”). Although not the basis for MFCU’s analysis, this later version of the 
tool requires even higher staffing levels for competent care. Specifically, the March 2021 
Facility Assessment provides that The Villages will staff six LPNs for day and evening shifts 
(approximately 16 residents/ LPN), four LPNs for night shifts (approximately 24 residents/ 
LPN), 12-13 CNAs for day and evening shifts (approximately 8 residents/ CNA), and 7 CNAs 
for night shifts (approximately 14 residents/ CNA). A true and correct copy of the March 2021 
Facility Assessment is attached hereto as Exhibit 47.  
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153. The Facility Assessment Tool further reflects that The Villages’ high-level 

managers reviewed and updated the assessment on an annual basis during the period 2017 to 2020, 

and The Villages’ QAPI committee reviewed the assessment on an annual basis (2018 to 2020). 

(Id. at 1.) 

154. MFCU analyzed The Villages’ staff “punch cards” and resident census records for 

the period January 1, 2020, to June 11, 2020,44 and compared the staff to resident ratios reflected 

in those records to the Facility Assessment Tool staffing ratios.   

155. As to CNA staffing, MFCU found that approximately 223 out of 489 total CNA 

shifts (46%) were below the assessment ratio. As to nurse staffing, MFCU found that 

approximately 184 out of 489 total nurse shifts (38%) were below the assessment ratio.  

156. MFCU further found that The Villages continued to admit new residents despite 

this chronic understaffing. MFCU obtained resident admission records and reviewed the frequency 

with which The Villages admitted new residents during months in which staffing fell below the 

assessment ratio in analysis period January 1, 2020, to June 11, 2020. This analysis shows that The 

Villages consistently admitted new residents during months in which staffing fell below the 

requisite level in the run up to COVID-19. 

157. The chart below depicts (a) new resident admissions for each month during the 

period January 1, 2020, to June 11, 2020 (“Number of New Resident Admissions to Villages”); 

and (b) the percentage of total shifts below the Facility Assessment Tool level for nurse and CNA 

positions (% of Shifts below Level).  

 
44 MFCU’s analysis was limited to the period January 1, 2020 to June 11, 2020 because this is 
the period for which data was readily available.  



44 
 

Month of 
Admission 

Number of New 
Resident 

Admissions to 
The Villages POSITION 

% of Monthly 
Shifts below 

Level 
JANUARY 2020 14           CNA  33% 

            NURSE 20% 
    

FEBRUARY 2020 12           CNA  45% 
            NURSE 43% 
    

MARCH 2020 18           CNA  57% 
            NURSE 46% 
    

APRIL 2020 2           CNA  67% 
            NURSE 49% 
    

MAY 2020 0           CNA  34% 
            NURSE 28% 
    

JUNE 2020 
 (6/1-6/11) 3           CNA  24% 

            NURSE 45% 
  

Residents of The Villages Suffered Repeat Accidents and Incidents.  

158. New York State regulations mandate that nursing homes create and maintain 

accident and incident records, including “a clear description of every accident and any other 

incident involving behavior of a resident or staff member that poses a threat to a resident or staff 

member, the resident’s version of the accident or incident unless the resident objects or is unable 

to give a report due to his/her medical condition, names of individuals involved and a description 

of medical and other services provided, by whom such are provided, and the steps taken to prevent 

recurrence.” (10 NYCRR § 415.30[f].) 

159. As detailed in the Medical Analyst Affidavit, accidents and incidents are more 

frequent in nursing homes with insufficient staffing. Among other things, insufficient staffing to 

timely answer call bells when residents need to use the toilet leads to increased risk of falls. When 
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staff do not respond timely, or at all, residents are more likely to try to stand up, or get out of bed, 

and walk or otherwise move to the bathroom by themselves. Insufficient staff also increases the 

risk of falls and injury because it causes staff to provide improper care to residents, such as one 

aide alone transferring a resident from their bed to a wheelchair despite the resident’s care plan 

requiring the assistance of two caregivers. Further, insufficient supervisory staff to oversee staff 

performing their job duties often results in resident neglect and mistreatment by direct care staff 

who fail to provide required care to residents, either due to inadequate or poor training, 

inattentiveness, or because staff is simply left to do too much due to lack of support from other 

staff. (See Medical Analyst Aff. ¶¶ 143-145.) 

160. MFCU’s review of accident and incident reports produced by The Villages 

identified approximately 39 accidents and incidents at The Villages in January 2020. 

Approximately five residents were involved in multiple incidents in that month. For example, 

Resident 4945 fell off his bed on January 6, and The Villages’ staff found Resident 49 on the floor 

on three separate occasions on January 8, 9, and 10. Nursing notes reflect that Resident 49 suffered 

a hematoma in connection with the January 10 fall. As shown above, in January 2020, 33% of 

CNA shifts and 20% of nurse shifts at The Villages were below the Facility Assessment Tool level.  

161. MFCU identified approximately 40 accidents and incidents in February 2020. 

Approximately 11 residents were involved in multiple incidents in that month. For example, 

Resident 58 fell on February 18, 19, and 23, and The Villages’ staff found Resident 58 on the 

 
45 To shield protected health information, Residents are referenced herein by numerical 
identifiers, rather than names. Residents’ numerical identifiers are consistent throughout 
Petitioner’s papers. 
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bathroom floor on February 11 and 20. As shown above, 45% of CNA shifts and 43% of nurse 

shifts at The Villages were below the Facility Assessment Tool level in February 2020. 

162. MFCU identified approximately 49 accidents and incidents in March 2020. 

Approximately nine residents were involved in multiple incidents in that month. For example, 

Resident 19 fell on , and The Villages’ staff found him on the floor on three 

separate occasions on . Nursing notes reflect that Resident 19 suffered a 

bleeding head injury on . As shown above, in March 2020, 57% of CNA shifts and 46% 

of nurse shifts at The Villages were below the Facility Assessment Tool level.  

163. MFCU identified approximately 48 accidents and incidents in April 2020. 

Approximately nine residents were involved in multiple incidents that month, including Resident 

19 (discussed above) who was involved in 10 separate incidents during the month. For example, 

The Villages’ staff discovered Resident 19 on the floor seven times in April, including during the 

evening of  when The Villages’ staff found Resident 19 on the floor of his room with feces 

smeared around him. Resident 19 further suffered two falls on , one of which resulted in 

a bleeding head injury. As shown above, in April 2020, 67% of CNA shifts and 49% of nurse shifts 

at The Villages were below the Facility Assessment Tool level.  

164. MFCU identified approximately 43 accidents and incidents in May 2020. 

Approximately six residents were involved in multiple incidents that month. For example, 

Resident 19 (discussed above) fell or was found on the floor on 13 separate occasions in May 

2020. Also in May 2020, Resident 59 fell in the bathroom on three separate occasions, including 

on May 23 and 25 when Resident 59 suffered head lacerations. As shown above, in May 2020, 

34% of CNA shifts and 28% of nurse shifts at The Villages were below the Facility Assessment 

Tool level. 
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DOH Surveyors Issued Numerous Citations to The Villages  
for Recurrent Building Code Deficiencies. 

 
165. In an annual survey completed on April 25, 2016, DOH surveyors observed 

numerous safety code violations, including:  

• Building’s fire alarm system was not properly maintained. Issues included audio/ 

visual signal devices, visual only signal devices, and electromagnetic releasing 

devices that were not tested on an annual basis; and 

• Items were stored directly below and less than 18 inches away from sprinkler heads, 

quarterly inspecting and testing was not conducted on the building’s automatic 

sprinkler system, and corroded and damaged sprinkler heads had not been replaced. 

(See Ex. 25.)   

166. In an annual survey completed on July 12, 2017, DOH surveyors observed 

numerous safety code violations, including: 

• Doors did not fully close and automatically latch; 

• Set of cross corridor smoke barrier doors did not fully close when released; 

• No record of testing of smoke and fire dampers; and 

• The Villages did not properly maintain electrical equipment. Specifically, 

multiplug adaptors used in resident rooms were not properly listed for their use, 

and power strips and/or multiplug adaptors were used in a series (daisy chained). 

(See Ex. 27.)  

167. In an annual survey completed on November 16, 2018, DOH surveyors observed 

numerous code violations, including: 

• Failure to perform a quarterly sprinkler inspection; 

• Failure to test smoke and fire dampers; 
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• Failure to repair problems with the facility’s generator; and 

• Failure to inspect battery powered lifts on a monthly basis per manufacturer’s 

guidelines. 

(See Ex. 29.) 

168. In an annual survey completed on September 14, 2020, DOH surveyors found 

numerous deficiencies, including: 

• Fire barrier walls were not designed to have at least a two hour fire resistance rating 

due to the presence of a non-fire rated material; 

• Doors equipped with delayed egress locks lacked signage with instruction 

explaining how the doors could be opened in an emergency; 

• A stairway, that was used as an exit, was not properly maintained. The stairway 

door did not self-close and latch onto its door frame; 

• Exit signs were not properly maintained; 

• A corridor door protecting a hazardous area did not self-close and latch into its door 

frame; 

• Sprinkler heads were coated with debris; 

• Portable fire extinguishers were stored on the floor or were obstructed from 

immediate use; 

• Doors protecting corridor openings were not properly maintained to resist the 

passage of smoke because corridor doors could not be latched closed into their door 

frames; 
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• Smoke barriers were not complete from floor to roof deck, not designed to have at 

least a 30-minute fire resistance rating, and not designed to be resistant to the 

passage of smoke;  

• The facility did not conduct fire drills at least once, per shift, per quarter; 

• Electrical junction boxes and electrical duplex outlets were missing their cover 

plates and light switch covers were cracked; 

• The facility did not have documented evidence that the emergency generators were 

exercised under lead for at least 30 minutes on a monthly basis and were inspected 

on a weekly basis; and 

• Extension cord and power strips were not properly maintained. In-use extension 

cords and power strips being used to supply power to various electrical devices 

were plugged into other power strips. 

A true and correct copy of the Statement of Deficiencies, Exit Date September 14, 2020, is attached 

hereto as Exhibit 48.  

169. In a survey completed on April 26, 2021, DOH surveyors found numerous 

deficiencies, some of which are the same as the year before: 

• Smoke barriers were not complete from floor to roof deck, not designed to have at 

least a 30-minute fire resistance rating, and not designed to be resistant to the 

passage of smoke;  

• Fire barrier walls were not designed to have at least a two-hour fire resistance rating 

due to the presence of a non-fire rated material; 

• Multiple doors, including a corridor door protecting a hazardous area, did not self-

close and latch into their door frames; 
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• Signage stating that oxygen was stored within a room was not present; and 

• Fire dampers that failed inspection and testing were not repaired or replaced. 

(See Ex. 40.) 

170. In a survey completed on October 25, 2021, DOH surveyors found numerous 

deficiencies, some of which are the same as the year before: 

• Facility turned off an air handling unit that supplied fresh air to the interior of the 

building and removed exhaust air from-the interior of the building; 

• Excessive amounts of lint and dust in, on, and around the laundry room’s clothes 

dryers and on the exterior of the building and ground outside of the laundry room; 

• Smoke barriers were not complete from floor to roof deck, not designed to have at 

least a 30-minute fire resistance rating, and not designed to be resistant to the 

passage of smoke;  

• A stairway door did not self-close and latch into its door frame; 

• Doors were held open and obstructed from closing; 

• A main sprinkler valve was leaking, and sprinkler heads were covered with dust 

and debris; 

• Portable fire extinguishers were obstructed and not properly maintained;  

• Fire dampers that failed inspection and testing were not repaired or replaced; 

• Electrical wiring was not installed inside of electrical junction boxes and an 

electrical junction box was missing its cover plate; 

• The facility’s two emergency generators were not properly maintained; and 
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• Extension cord and power strips were not properly maintained. In-use extension 

cords and power strips being used to supply power to various electrical devices 

were plugged into other power strips. 

(See Ex. 41.) 

From January 2015 through June 2022, Respondents Siphoned Over $18.6 Million from 
The Villages, a Profit of Nearly 22% From a Primarily Government-Funded Facility. 

 
Revenue as Reported on Medicaid Cost Reports  

 
171. According to Medicaid Cost Reports (Schedule 7 – Analysis of Net Patient 

Revenue & Total Operating Revenue) for the time period 2015 through 2021, The Villages 

reported total Medicaid net revenue of $48,672,539. 

172. According to Medicaid Cost Reports (Schedule 7 – Analysis of Net Patient 

Revenue & Total Operating Revenue) for the time period 2015 through 2021, The Villages 

reported total Medicare net revenue of $10,578,890. 

173. According to Medicaid Cost Reports (Schedule 7 – Analysis of Net Patient 

Revenue & Total Operating Revenue) for the time period 2015 through 2021, The Villages 

reported total private patient revenue of $16,991,683. 

Revenue as Evidenced by Bank Analysis 

174. According to bank analysis, during the period January 1, 2015, through June 30, 

2022, the New York State Medicaid Program paid approximately $28,641,927 to The Villages via 

EFTs to Villages 2408.   

175. During the same period, managed care organizations and other insurers paid 

approximately $7,724,702 to The Villages via EFTs to Villages 2408.  

176. During the same period, the Medicare Program paid approximately $8,802,067 to 

The Villages via EFTs to Villages 2408. 
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177. During the same period, The Villages transferred approximately $32,625,000 from 

Villages 5897 into Villages 2408. These funds were comprised of private pay and Medicaid 

recipient contributions towards the cost of care calculated based on Net Available Monthly Income 

(NAMI). 

178. According to bank analysis and remarks reflected on bank statements, during the 

period May 2020 through February 2022, approximately $1,189,556 was credited to Villages 

2408. Remarks associated with these transfers were “US HHS Stimulus Payments” and “HRSA 

Provider.” 

Respondents Paid “Rent” to Themselves. 

179. Based on remarks associated with internal bank transfers and reflected on bank 

statements, during the period January 1, 2015, through June 30, 2022, The Villages (Villages 2408) 

transferred approximately $15,750,360 in funds identified as purported “rent” payments to 

Telegraph (Telegraph 3849). Remarks associated with these transfers included “Rent for 

distributions,” “Monthly Rent,” and “Distributions recorded as rent.”  Specifically, bank analysis 

reflects that The Villages transferred approximately $880,000 in purported “rent” payments to 

Telegraph in 2015; $2,268,000 in 2016; $2,890,000 in 2017; $1,514,000 in 2018; $2,454,070 in 

2019; $1,734,290 in 2020; and $3,440,000 in 2021.46 Moreover, The Villages’ “rent” payments 

do not include property taxes, insurance, and maintenance costs, which The Villages was obligated 

to pay separately and apart from “rent” pursuant to its first and its operative lease agreements with 

Telegraph.47 A true and correct copy of The Villages’ First Lease Agreement with Telegraph is 

 
46 MFCU identified $2.3 million of the $3.44 million Respondents transferred in 2021 as 
purported “rent” payments based on the pattern of Respondents’ financial dealings, rather than 
remarks associated with bank transfers.   
47 As explained below, The Villages entered into two lease agreements with Telegraph. DOH 
relied on the first lease agreement in approving The Villages’ Certificate of Need application in 
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attached hereto as Exhibit 49. A true and correct copy of The Villages’ Operative Lease 

Agreement with Telegraph (VillagesOfOrleans_0000501-520) is attached hereto as Exhibit 50.  

180. In addition to monthly rent payments, to satisfy The Villages’ obligation to pay 

Telegraph “profits of up to One Million ($1,000,000) Dollars per annum” pursuant to the Operative 

Lease Agreement, The Villages (Villages 2408) transferred $67,910 to Telegraph (Telegraph 

3849) in April 2020 and $249,930 in May 2020. This time period mirrors the first wave of the 

COVID-19 pandemic in the United States and an outbreak in the facility in early 2020.  

181. According to MFCU’s analysis of rent to revenue ratios based on data reported on 

2020 Medicaid Cost Reports (Schedule 7 – Analysis of Net Patient Revenue & Total Operating 

Revenue; Schedule 9 – Property Expenses) for nursing home facilities in New York State, the 

average rent to revenue ratio for for-profit nursing home facilities in New York State was 10.62%. 

Per The Villages’ 2020 Medicaid Cost Report, The Villages’ 2020 rent to revenue ratio was 23.8%, 

approximately 124.1% greater than the state average.  

182. According to MFCU’s analysis of Medicaid Cost Report data (Schedule 9 – 

Property Expenses) for nursing home facilities in New York State, in 2018, The Villages had the 

highest rent to revenue ratio out of 24 nursing home facilities in the Finger Lakes economic 

region.48 Per the same analysis, The Villages paid the highest rent plus property taxes per square 

foot in the Finger Lakes economic region. 

 
2014. By contrast, the operative lease agreement provides for additional payments from The 
Villages to Telegraph of up to $1,000,000 per annum. Neither the first nor the operative 
agreement is dated – however, evidence shows that The Villages submitted the first lease to 
DOH in connection with licensure but followed the operative lease agreement in practice. (See ¶¶ 
216-219, infra.) 
48 The Finger Lakes economic region includes Genesee, Livingston, Monroe, Orleans, Ontario, 
Seneca, Wayne, Wyoming, and Yates counties.   
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183. Based on remarks associated with internal bank transfers and reflected on bank 

statements, and based on observation of Respondents’ financial transactions, during the period 

January 1, 2015, through June 30, 2022, Telegraph (Telegraph 3849) transferred $9,826,936 to the 

Individual Respondents, as further detailed below.49 Remarks included “Orleans Salary” and 

“Telegraph Monthly Distribution.” 

 

TELEGRAPH “RENT” 
DISTRIBUTIONS 

RECIPIENT AMOUNT 
Fuchs, Bernard $323,266  
       Edelstein, Joel $323,266 
       Freund, Israel $331,599 
       Fuchs, Gerald $323,266 
       Fuchs, Tova $323,266 
Gast, David $2,276,648  
Halper, Sam $919,229  
Lahasky, Ephram $1,716,967  
Landa, Ben $833,625  
       Farkovits, Joshua $843,625  
Lichtschein, Teresa  $760,598 
       Korngut, Debbie  $851,582 

TOTAL $9,826,936 
 

 

 

 
49 For purposes of cash flow analysis, payments to Gast LLC are treated as payments to 
Respondent David Gast. Additionally, over $1.5 million in payments from Telegraph to 
Lahasky LLC are treated as payments to Respondent Ephram Lahasky. Finally, payments made 
to a trust associated with Sam Halper, PA2 Grantor Trust, are treated as payments to 
Respondent Halper. Remarks associated with transfers to PA2 Grantor Trust include “Sam H. 
Tel. Distr.” In December 2020, Respondent Halper transferred approximately $3,000,000 from 
his personal bank account at JP Morgan Chase Bank, account ending 0751, to PA2 Grantor 
Trust.  
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Respondents Saddled The Facility with Debt.  

184. In January 2015, The Villages and Telegraph obtained a $6,300,000 mortgage loan 

from The Private Bank to finance the $7,800,000 purchase of the real property and business assets 

from OCHFC. 

185. In January 2017, Telegraph obtained a $15,000,000 loan from The Private Bank to 

refinance the original mortgage. The bank’s appraisal in connection with the loan application 

reflects a $14,400,000 valuation of the facility and real property. (See Ex. 17 at 9.)  

186. On or around January 30, 2017, at the direction of Ephram Lahasky, the title 

company associated with the refinancing (Riverside Abstract LLC) wired approximately 

$4,106,242 in loan proceeds to Telegraph (Telegraph 3849). On or around January 31, 2017, 

Telegraph paid approximately $4,394,338 to the Individual Respondents, as further detailed below.  

 

REFINANCE PROCEEDS 
DISTRIBUTION 

RECIPIENT AMOUNT 
Fuchs, Bernard  $146,478 
       Edelstein, Joel $146,478  
       Freund, Israel  $146,478 
       Fuchs, Gerald  $146,478 
       Fuchs, Tova  $146,478 
Gast, David  $922,664 
Halper, Sam  $542,115 
Lahasky, Ephram  $732,390 
Landa, Ben  $366,195 
       Farkovits, Joshua $366,195  
Lichtschein, Teresa  $329,575 
       Korngut, Debbie  $402,814 

TOTAL $4,394,338  
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186. MFCU’s investigation found no evidence that any of the Individual Respondents 

reinvested any of these loan proceeds to improve the building, operations or quality of life and 

care for residents at The Villages. Additionally, by making The Villages responsible for debt 

service, The Villages paid down the mortgage and therefore Respondents accrued equity in the 

real estate.  

187. In addition, per the terms of the 2017 refinancing, the title company transferred 

$3,700,000 in loan proceeds to a collateral-blocked account in the name of The Villages for the 

duration of the loan.  

188. In December 2020, Telegraph refinanced the facility and the real estate with the 

U.S. Department of Housing and Urban Development (“HUD”) via a subcontractor, Housing and 

Healthcare Finance, LLC, for the total sum of $14,541,000.  

189. The refinancing closed on December 11, 2020. The day of the HUD closing, 

Respondents released $3,700,000 plus accrued interest from the collateral-blocked account and 

transferred it to Telegraph (Telegraph 3849). 

190. Based on bank records and remarks associated with internal bank transfers and 

reflected on the bank statements, within one day, Telegraph (Telegraph 3849) transferred 

$3,600,000 to the Individual Respondents, as further detailed below. Remarks included “HUD 

Distribution.” 
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ADDITIONAL REFINANCE 
PROCEEDS DISTRIBUTION 

RECIPIENT AMOUNT 
Fuchs, Bernard  $120,000 
       Edelstein, Joel  $120,000 
       Freund, Israel  $120,000 
       Fuchs, Gerald   $120,000 
       Fuchs, Tova   $120,000 
Gast, David  $755,868 
Halper, Sam  $444,132 
Lahasky, Ephram  $600,000 
Landa, Ben  $300,000 
       Farkovits, Joshua $300,000  
Lichtschein, Teresa  $270,000 
       Korngut, Debbie  $330,000 

TOTAL $3,600,000  
 

191. MFCU’s investigation found no evidence that any of the Individual Respondents 

reinvested any of these loan proceeds to improve the building, operations or quality of life and 

care for residents at The Villages. 

192. The following chart depicts purported “rent” and mortgage loan proceeds paid into 

Telegraph and subsequently distributed to the Individual Respondents, as explained herein.  
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Respondents Paid Themselves “Management Fees” from CHMS Group and 
“Salaries” Directly from The Villages. 
 
193. Per review of The Villages’ bank records and based on remarks associated with 

internal bank transfers and reflected on the bank statements, for the period January 1, 2015, to 

January 31, 2021, The Villages (Villages 2408) transferred approximately $1,534,856 to CHMS 

Group (CHMS 8819 & CHMS 3360) as purported management fees. Remarks included “ORL 

MGMT” and “CHMS management fees.”  

194. Per review of The Villages’ bank records and based on remarks associated with 

internal bank transfers and reflected on the bank statements, for the period February 1, 2021, to 

June 30, 2022, The Villages (Villages 2408) transferred an additional approximately $306,663 to 
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CHMS Group (CHMS 8819) as purported management fees. Remarks included “CHMS 

management fees.” 

195. Based on bank records and remarks associated with internal bank transfers and 

reflected on the bank statements, $1,534,856 represents 6.57% of total deposits into CHMS 8819 

and CHMS 3360 during the period January 1, 2015, to January 31, 2021.50 Other deposits into 

CHMS 8819 and CHMS 3360 were made by other nursing home facilities owned and/or controlled 

by Individual Respondents.   

196. Therefore, distributions to Individual Respondents attributable to The Villages 

during the period January 1, 2015, to January 31, 2021, were calculated as 6.57% of all 

distributions from CHMS Group to the Individual Respondents during the same period per the 

chart below. 

DISTRIBUTIONS FROM CHMS GROUP  

RECIPIENT TOTAL DISTRIBUTIONS DISTRIBUTIONS ATTRIBUTABLE 
TO THE VILLAGES  

Gast, David $440,274  $28,932  
Halper, Sam $1,007,662  $66,214  
Lahasky, Ephram $328,973  $21,617  

TOTAL $1,776,909  $116,761  
 

197. Additionally, based on remarks associated with internal bank transfers and reflected 

on bank statements, during the period January 1, 2015, through June 30, 2022, The Villages 

(Villages 2408) directly transferred approximately $744,380 to Respondents Bernard Fuchs, 

David Gast, Sam Halper, and Ephram Lahasky. Remarks associated with these transfers 

 
50 CHMS bank records for the period February 1, 2021, to June 30, 2022 are not available; 
therefore, MFCU calculated CHMS Group distributions to the Individual Respondents 
attributable to The Villages solely for the period January 1, 2015, to January 31, 2021. 
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included “Orleans salary” and “monthly salary.”  Specifically, The Villages paid Bernard Fuchs 

$149,839; David Gast $148,955; Sam Halper $296,655; and Ephram Lahasky $148,932.  

The Payments to Respondents Total Over $18.6 Million.  

198. As set forth above, during the period January 1, 2015, to June 30, 2022, the 

Individual Respondents collectively received over $18,600,000 in cash payments associated with 

The Villages. The following chart illustrates the amounts and sources of those payments.51  

 

 
51 As used in the above chart, “up-front profits” refers to cash payments to the Individual 
Respondents without corresponding investments to improve the building, operations or quality of 
life and care for residents at The Villages. 
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199. Of the over $18.6 million in total cash payments, the Individual Respondents 

received over $10,000,000 prior to 2020 and leading into the COVID-19 pandemic. 

Respondents Encouraged a False Impression that Medicaid Rates  
Are Too Low to Enable Profit. 

200. The chart below reflects that the Individual Respondents controlled The Villages’ 

expenses, including through related party transactions, to ensure that its reported expenses and 

revenue netted out to almost even from 2015 through 2020. Specifically, The Villages reported 

small losses in 2015 (1.98%) and 2017 (.08%), small gains in 2016 (2.72%) and 2019 (1.65%), 

and no gain or loss in 2018 and 2020. Additionally, as shown below, during the period 2015 to 

2020, The Villages reported that 22.09% of total expenditures, on average, were used for 

depreciation, leases, and rental expenses. As discussed, Telegraph paid millions in distributions to 

the Individual Respondents from these “rent” payments.  
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The Villages Failed to Obtain DOH Approval for Asset Transfers. 

201. According to Medicaid Cost Reports (Schedule 9 – Property Expenses), The 

Villages reported $15,716,414 in rent expenses during the period 2015-2021.  

202. PHL § 2808(5)(c) requires nursing home operators to obtain written permission 

from DOH prior to withdrawing equity or transferring assets in excess of 3% of a nursing home’s 

annual revenue for patient care for the prior year. (See 10 NYCRR § 400.19 [defining “withdrawal” 

to include “any transfer of a facility’s cash or other assets directly or indirectly for the benefit of 

its operator” and “any liability incurred . . . by a facility or its operator by reason of a mortgage, 

lease, borrowing or other transactions relating to such a facility that exceeds, in the aggregate, 

$50,000”].) 

203. The chart below depicts: (a) The Villages’ total operating revenue for the prior year 

(per Medicaid Cost Reports); (b) the monetary threshold triggering DOH approval for withdrawal 

or transfer (i.e., 3% of the prior year’s total operating revenue); and (c) the amount The Villages 

presented on Medicaid Cost Reports as rent obligations incurred to Telegraph Realty. 

 

 2015 2016 2017 2018 2019 2020 2021 

Prior 
Years 
Total         

Operating 
Revenue 

x $10,100,653 $11,277,293 $10,825,733 $11,122,335 $12,249,591 $11,179,144 

3% of 
Total                      

Operating  
Revenue 

x $303,020 $338,319 $324,772 $333,670 $367,488 $335,374 

Transfer 
of Assets                       

(Rent) 
$1,852,506 $2,097,992 $1,813,432 $1,937,157 $2,680,000 $2,655,527 $2,680,000 
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204. Per DOH records, The Villages did not seek written permission from DOH for 

transfers of assets in excess of the 3% of the prior year’s total operating revenue to Telegraph (or 

any other entity) at any time during the period 2015 to 2021. 

205. Additionally, per DOH records, The Villages did not seek written permission from 

DOH for acquiring additional mortgage liability in excess of $50,000 in relation to either the 2017 

refinance or the 2020 HUD refinance. 

If the Individual Respondents Paid Themselves Just $360,000 Less in 2020,  
The Villages Could Have Provided 15,000 Additional Direct Care Hours. 

 
206. As explained in paragraphs 188-91 above, the Individual Respondents paid 

themselves $3,600,000 in 2020 in connection with the HUD refinancing.  

207. Based on data reported on The Villages’ 2020 Medicaid Cost Report (including 

Schedules 4, 5, and 5(a)), if Respondents took $360,000 less that year (10% of loan proceeds), The 

Villages could have provided over 15,000 additional hours of direct care to residents during the 

COVID-19 pandemic. This includes RN, LPN, and CNA hours in proportion to the hours reported 

on the 2020 Medicaid Cost Report and based on the wage amounts therein. This analysis further 

incorporates payments for fringe benefits.  

Respondents Made Affirmative Misrepresentations to DOH. 

208. On or around March 31, 2014, The Villages submitted a Certificate of Need 

(“CON”) application (“2014 CON Application”), dated March 19, 2014, to DOH. 

209. Schedule 1 of the 2014 CON Application states that Bernard Fuchs is the sole 

member and 100% owner of The Villages. A true and correct copy of Schedule 1 of the 2014 CON 

Application is attached hereto as Exhibit 51.  

210. Schedule 2 of the 2014 CON application provides information about Bernard 

Fuchs’ ownership of other nursing homes, as well as information about his education, experience, 
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and assets. As to other nursing homes, Fuchs disclosed ownership interests in three facilities in 

New York State and none outside the State. A true and correct copy of Schedule 2 of the 2014 

CON Application is attached hereto as Exhibit 52.  

211. Schedule 14B of the 2014 CON Application includes Section III, which asks “Will 

the applicant be managed by managers who are not members?” and provides “If yes, attach the 

proposed Management Agreement between the applicant and the manager” which must meet 

enumerated requirements and is subject to DOH approval. The Villages checked “No” in response 

to this Section III. A true and correct copy of Schedule 14B of the 2014 CON Application is 

attached hereto as Exhibit 53.  

212. On or around January 28, 2016, The Villages submitted a second CON application 

(“2016 CON Application”), signed by Fuchs, seeking approval to modify Fuchs’ share in The 

Villages (from 100% to 3.32%) and expand ownership of The Villages to include Respondents 

Edelstein (3.32%), Freund (3.32%), G. Fuchs (3.32%), T. Fuchs (3.32%), Gast (20.99%), 

Halper (12.33%), Lahasky (16.66%), Farkovits (16.66%), Lichtschein (7.5%), and Korngut 

(9.16%). This proposed ownership composition substantially mirrors Telegraph’s ownership 

composition. A true and correct copy of Schedule 1 of the 2016 CON Application is attached 

hereto as Exhibit 54. 

213. As set forth in a November 16, 2017 Letter from Brian W. Morris to Deborah 

Lynch, DOH made various inquiries in response to the 2016 CON Application, including asking 

very specific information about the proposed new owners, their ownership interests in certain 

facilities, explanations for poor performance at various facilities in and out of state, and turnaround 

plans for said facilities. DOH further requested that Respondents Gast, Lahasky, and Farkovitz 

certify that they had no “current or past operational ownership” in The Villages. A true and correct 
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copy of the Letter from Brian W. Morris to Deborah Lynch, dated November 16, 2017 is attached 

hereto as Exhibit 55.  

214. As set forth in the February 28, 2018 Letter from Barbara DelCogliano to Deborah 

Lynch, The Villages did not respond to these multiple inquiries. As a consequence, on or around 

February 28, 2018, DOH deemed the application abandoned, and Fuchs therefore remains the sole 

owner of The Villages. A true and correct copy of the February 28, 2018 Letter from Barbara 

DelCogliano to Deborah Lynch is attached hereto as Exhibit 56.  

215. As set forth in the August 14, 2014 Letter from Keith W. Servis to Deborah Lynch, 

DOH required The Villages to submit “an executed lease agreement that is acceptable to the 

Department of Health,” as a condition for approval of the 2014 CON Application. A true and 

correct copy of the August 14, 2014 Letter from Keith W. Servis to Deborah Lynch is attached 

hereto as Exhibit 57.  

216. As set forth in the Executive Summary to The Villages 2014 CON Application, to 

satisfy this condition, The Villages submitted a 10-year term lease agreement with Telegraph 

which provides, inter alia, that The Villages will pay rent to Telegraph in the amount of: (a) 

monthly debt service on the mortgage; and (b) $50,000 per month. A true and correct copy of the 

Executive Summary to The Villages’ 2014 CON Application is attached hereto as Exhibit 58.  

217. On the other hand, Respondents’ Operative Lease Agreement provides, inter alia, 

that The Villages shall pay rent to Telegraph in the amount of: (a) monthly debt service on the 

mortgage; (b) $50,000 per month; plus (c) “profits of up to One Million ($1,000,000) Dollars per 

annum.” (See Ex. 50 § 2.1) (emphasis added.) 

218. MFCU’s investigation found no evidence that The Villages submitted the Operative 

Lease Agreement to DOH. 
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219. Moreover, MFCU found that The Villages followed the Operative Lease 

Agreement in practice, and even exceeded the payments provided for therein. For example, based 

on information reported on The Villages’ 2020 Medicaid Cost Report (Part III (1) – Related 

Company Financial Data – Payments to Related Companies (continued), debt service on the 

mortgage for 2020 plus $600,000 ($50,000/ month) amounted to $1,213,998. Nonetheless, The 

Villages reported $2,655,527 in rental expenses to Telegraph that year – approximately $1.4 

million more than what would have been owed according to the First Lease Agreement and 

$400,000 more than what was owed according to the Operative Lease Agreement.   

The Villages Falsely Certified Medicaid Cost Reports. 
 

220. Pursuant to 10 NYCRR § 86-2.2, nursing home providers are required to file 

complete and accurate annual financial and statistical reports (Medicaid Cost Reports) to DOH. 

These reports include revenues, expenses, assets, liabilities, and statistical data. The data is used by 

DOH to develop Medicaid rates, assist in the formulation of reimbursement methodologies, and 

analyze trends. True and correct copies of Schedules 4, 5, 7, 9, P, and Exhibit H (and, as to 2020 

only, Part III(1)) from The Villages’ Medicaid Cost Reports for years 2015-2021 are attached hereto 

as Exhibits 59 to 65. 

221. Together with the annual Medicaid Cost Report, nursing home operators are 

required to submit the following certification to DOH: 

I also certify that all salary and non-salary expenses presented in the RHCF-4 [Cost 
Report] with the exception of those expenses attributable to Research Physicians’ 
Offices and other Rentals, Gift Shop, Public Restaurant, Fund Raising and Sold 
Services considering the adjustments contained in the Part II and the recoveries of 
expenses detailed in Exhibit I of the Part IV were incurred to provide patient care 
in the facility. 

 
(emphasis added.) 
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222. The Villages presented rent expenses incurred to Telegraph in its Medicaid Cost 

Reports.  

223. As set forth in paragraph 179 above, according to bank analysis, The Villages paid 

Telegraph $15,750,360 in rent during the period January 1, 2015, to June 2022, amounting to 

approximately $2,100,000 per year. 

224. As set forth in paragraph 183 above, Telegraph paid $9,826,936 in rent proceeds to 

the Individual Respondents. 

225. This indicates that not “all…non-salary expenses presented in the RHCF . . . were 

incurred to provide patient care in the facility.  

The Villages Did Not Comply with Quality Assessment and Assurance Requirements. 

226.  The Villages provided MFCU with attendance sheets from 27 QAPI meetings held 

at The Villages from March 2018 to July 2021. The Medical Director, Dr. Madejski, appears on 

the attendance sheet for only two of those meetings. Neither Bernard Fuchs nor any other 

designated “governing body” member appears on any of the attendance sheets provided by The 

Villages. 

227. Comprehensive Healthcare Management Services, LLC, d/b/a Brighton 

Rehabilitation and Wellness Center is a skilled nursing facility located in Beaver, PA. Its owners 

include Respondents Joel Edelstein, Israel Freund, Gerald Fuchs, Tova Fuchs, Sam Halper, 

Ephram Lahasky, Joshua Farkovits, and Lahasky LLC. 

228. Mt. Lebanon Operations, LLC, d/b/a Mount Lebanon Rehabilitation and Wellness 

Center is a skilled nursing facility located in Pittsburgh, PA.  Its owners include Respondents Sam 

Halper, David Gast, and Ephram Lahasky. 
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Exhibits 

229. Attached hereto as Exhibit 1 is a true and correct copy of The Villages’ Operating 

Certificate.  

230. Attached hereto as Exhibit 2 is a true and correct copy of The Villages 2408 

Account Signature Card. 

231. Attached hereto as Exhibit 3 is a true and correct copy of the Five Star Bank 

Limited Liability Company Resolution of Authority for Villages 5897. 

232. Attached hereto as Exhibit 4 is a true and correct copy of The Purchase and Sale 

Agreement. 

233. Attached hereto as Exhibit 5 is a true and correct copy of the Telegraph Amended 

Operating Agreement. 

234. Attached hereto as Exhibit 6 is a true and correct copy of the Telegraph Operating 

Agreement.  

235. Attached hereto as Exhibit 7 is a true and correct copy of the Telegraph 3849 

Signature Card. 

236. Attached hereto as Exhibit 8 is a true and correct copy of the CHMS Group 

Operating Agreement (CHMSGROUP_2000217-247). 

237. Attached hereto as Exhibit 9 is a true and correct copy of the CHMS 8819 Signature 

Card. 

238. Attached hereto as Exhibit 10 is a true and correct copy of the CHMS 3360 

Signature Cards. 

239. Attached hereto as Exhibit 11 is a true and correct copy of the Gast LLC 2691 

Signature Card. 
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240. Attached hereto as Exhibit 12 is a true and correct copy of Gast LLC 2691 Business 

Depository Certificate. 

241. Attached hereto as Exhibit 13 is a true and correct copy of the New York State 

Department of State Entity Information for Gast LLC. 

242. Attached here to as Exhibit 14 is a true and correct copy of the Lahasky 0890 

Signature Card. 

243. Attached hereto as Exhibit 15 is a true and correct copy of The Villages’ Operating 

Agreement. 

244. Attached hereto as Exhibit 16 is a true and correct copy of excerpted pages 22-23 

from the 2020 Loan Presentation. 

245. Attached hereto as Exhibit 17 is a true and correct copy of excerpted pages 9 and 

27-29 from the 2017 Loan Presentation. 

246. Attached hereto as Exhibit 18 is a true and correct copy of the ACM Medical 

Laboratory Contract (CHMSGroup_000103-114). 

247. Attached hereto as Exhibit 19 is a true and correct copy of the Healthcare Staffing 

Agreement (CHMSGroup_000178-180). 

248. Attached hereto as Exhibit 20 is a true and correct copy of the PDI Contract 

(CHMSGroup_000186-191). 

249. Attached hereto as Exhibit 21 is a true and correct copy of the May 6, 2014 IRS 

Notice. 

250. Attached hereto as Exhibit 22 is a true and correct copy of The Villages’ 2015 

Medicaid Billing Certification. 
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251. Attached hereto as Exhibit 23 is a true and correct copy of Statement of 

Deficiencies, Exit Date July 31, 2015. 

252. Attached hereto as Exhibit 24 is a true and correct copy of the Statement of 

Deficiencies, Exit Date October 13, 2015. 

253. Attached hereto as Exhibit 25 is a true and correct copy of the Statement of 

Deficiencies, Exit Date April 25, 2016. 

254. Attached hereto as Exhibit 26 is a true and correct copy of the Statement of 

Deficiencies, Exit Date June 22, 2017. 

255. Attached hereto as Exhibit 27 is a true and correct copy of the Statement of 

Deficiencies, Exit Date July 12, 2017. 

256. Attached hereto as Exhibit 28 is a true and correct copy of the Statement of 

Deficiencies, Exit Date February 21, 2018. 

257. Attached hereto as Exhibit 29 is a true and correct copy of the Statement of 

Deficiencies, Exit Date November 16, 2018. 

258. Attached hereto as Exhibit 30 is a true and correct copy of the Statement of 

Deficiencies, Exit Date April 2, 2019. 

259. Attached hereto as Exhibit 31 is a true and correct copy of the Statement of 

Deficiencies, Exit Date July 9, 2019. 

260. Attached hereto as Exhibit 32 is a true and correct copy of the Statement of 

Deficiencies, Exit Date May 9, 2020. 

261. Attached hereto as Exhibit 33 is a true and correct copy of the Stipulation and 

Order, NH-20-018. 
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262. Attached hereto as Exhibit 34 is a true and correct copy of the Statement of 

Deficiencies, Exit Date August 12, 2020. 

263. Attached hereto as Exhibit 35 is a true and correct copy of the Statement of 

Deficiencies, Exit Date December 17, 2020. 

264. Attached hereto as Exhibit 36 is a true and correct copy of the DOH Enforcement 

Letter, dated February 3, 2021. 

265. Attached hereto as Exhibit 37 is a true and correct copy of the Statement of 

Deficiencies, Exit Date September 24, 2019. 

266. Attached hereto as Exhibit 38 is a true and correct copy of the Statement of 

Deficiencies, Exit Date February 26, 2020. 

267. Attached hereto as Exhibit 39 is a true and correct copy of the Statement of 

Deficiencies, Exit Date August 11, 2020. 

268. Attached hereto as Exhibit 40 is a true and correct copy of the Statement of 

Deficiencies, Exit Date April 26, 2021. 

269. Attached hereto as Exhibit 41 is a true and correct copy of the Statement of 

Deficiencies, Exit Date October 25, 2021. 

270. Attached hereto as Exhibit 42 is a true and correct copy of the 2019 In-cite Report. 

271. Attached hereto as Exhibit 43 is a true and correct copy of the 2020 Polaris Report 

(TheVillagesofOrleans_028878-905). 

272. Attached hereto as Exhibit 44 is a true and correct copy of the Affidavit of Kathleen 

Howard, dated August 13, 2021. 

273. Attached hereto as Exhibit 45 is a true and correct copy of the Facility Assessment 

Tool (VillagesOfOrleans_103327-337). 
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274. Attached hereto as Exhibit 46 is a true and correct copy of the Staffing Policy 

(VillagesOfOrleans_000832). 

275. Attached hereto as Exhibit 47 is a true and correct copy of the March 2021 Facility 

Assessment.  

276. Attached hereto as Exhibit 48 is a true and correct copy of the Statement of 

Deficiencies, Exit Date September 14, 2020. 

277. Attached hereto as Exhibit 49 is a true and correct copy of The Villages’ First 

Lease Agreement. 

278. Attached hereto as Exhibit 50 is a true and correct copy of The Villages’ Operative 

Lease Agreement (VillagesOfOrleans_0000501-520). 

279. Attached hereto as Exhibit 51 is a true and correct copy of Schedule 1 of the 2014 

CON Application. 

280. Attached hereto as Exhibit 52 is a true and correct copy of Schedule 2 of the 2014 

CON Application. 

281. Attached hereto as Exhibit 53 is a true and correct copy of Schedule 14B of the 

2014 CON Application. 

282. Attached hereto as Exhibit 54 is a true and correct copy of Schedule 1 of the 2016 

CON Application. 

283. Attached hereto as Exhibit 55 is a true and correct copy of the Letter from Brian 

W. Morris to Deborah Lynch, dated November 16, 2017. 

284. Attached hereto as Exhibit 56 is a true and correct copy of the Letter from Barbara 

DelCogliano to Deborah Lynch, dated February 28, 2018. 
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285. Attached hereto as Exhibit 57 is a true and correct copy of the Letter from Keith 

W. Servis to Deborah Lynch, dated August 14, 2014. 

286. Attached hereto as Exhibit 58 is a true and correct copy of the Executive Summary 

to the 2014 CON Application. 

287. Attached hereto as Exhibit 59 is a true and correct copy of excerpted Schedules 4, 

5, 7, 9, P, and Exhibit H from The Villages’ 2015 Medicaid Cost Report.  

288. Attached hereto as Exhibit 60 is a true and correct copy of excerpted Schedules 4, 

5, 7, 9, P, and Exhibit H from The Villages’ 2016 Medicaid Cost Report.  

289. Attached hereto as Exhibit 61 is a true and correct copy of excerpted Schedules 4, 

5, 7, 9, P, and Exhibit H from The Villages’ 2017 Medicaid Cost Report.  

290. Attached hereto as Exhibit 62 is a true and correct copy of excerpted Schedules 4, 

5, 7, 9, P, and Exhibit H from The Villages’ 2018 Medicaid Cost Report.  

291. Attached hereto as Exhibit 63 is a true and correct copy of excerpted Schedules 4, 

5, 7, 9, P, and Exhibit H from The Villages’ 2019 Medicaid Cost Report 

(VillagesOfOrleans_046646-647, 046656, 046714-715, 046732, 046737-740).  

292. Attached hereto as Exhibit 64 is a true and correct copy of excerpted Schedules 4, 

5, 7, 9, P, Part III (1), and Exhibit H from The Villages’ 2020 Medicaid Cost Report.  

293. Attached hereto as Exhibit 65 is a true and correct copy of excerpted Schedules 4, 

5, 7, 9, P, and Exhibit H from The Villages’ 2021 Medicaid Cost Report. 

294. Attached hereto as Exhibit 66 is a true and correct copy of the Statement of 

Deficiencies, Exit Date April 29, 2020. 

295. Attached hereto as Exhibit 67 is a true and correct copy of The Villages’ Medicaid 

Cost Report Certifications for 2015, 2016, and 2017. 





CERTIFICATION PURSUANT TO RULE 202.8-b 

I, Soo-young Chang, an attorney duly admitted to practice law before the Courts of the 

State of New York, hereby certify that this Affidavit contains 19,233 words, excluding the parts 

of the Affidavit explicitly exempted by Rule, and that Petitioner’s request for permission to file an 

oversize submission as provided in Rule 202.8-b(f) is forthcoming.  

Dated:  New York, New York 
 November 28, 2022 

Respectfully submitted, 

Letitia James 
Attorney General of the State of New York 

       By: 

 
__________________________ 

       SOO-YOUNG CHANG 
       Special Assistant Attorney General 
       Medicaid Fraud Control Unit 
       Main Place Tower 

350 Main Street, Suite 300 B 
Buffalo, New York 14202-3750 
(716) 249-5147 

       Soo-young.Chang@ag.ny.gov 
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OPERATING AGREEMENT
OF

CHMS GROUP, LLC

This OPERATING AGREEMENT (this “Agreement”) of CHMS GROUP, LLC, a 
New York limited liability company is entered into as of the 13th day of January, 2015 (the 
“Effective Date”) by and among the signatories hereto.

Explanatory Statement

WHEREAS, the Members desire to enter into certain agreements with respect to the 
Company in connection with the foregoing; 

NOW, THEREFORE, for good and valuable consideration, the parties, intending 
legally to be bound, hereby agree as follows:

Article I
Defined Terms

The following capitalized terms shall have the meanings specified in this Article I.  Other 
terms are defined in the text of this Agreement, and, throughout this Agreement, those terms 
shall have the meanings respectively ascribed to them.

“Act” means the New York Limited Liability Company Law, as amended from time to 
time.

 “Adjusted Capital Account Deficit” means, with respect to any Unit Holder, the deficit 
balance, if any, in such Unit Holder’s Capital Account as of the end of the relevant taxable year, 
after giving effect to the following adjustments:

(i) credit to such Capital Account any amounts that such Unit Holder is 
deemed obligated to restore as described in the penultimate sentences of 
Regulation Sections 1.704-2(g)(1) and 1.704-2(i)(5); and 

(ii) debit to such Capital Account the items described in Regulation Sections 
1.704-1(b)(2)(ii)(d)(4), (5) and (6).

The foregoing definition of Adjusted Capital Account Deficit is intended to comply with 
Regulation Section 1.704-(1)(b)(2)(ii)(d) and shall be interpreted consistently therewith.

“Affiliate” means, with respect to any Member, any Person:  (i) that owns or controls 
more than twenty-five percent (25%) of the voting or beneficial interests in the Member; (ii) in 
which the Member owns more than twenty-five percent (25%) of the voting or beneficial 
interests; (iii) that is a spouse, descendant (natural and adopted) or ancestor (natural and adopted) 
of such Member, or (iv) in which more than twenty-five percent (25%) of the voting or 
beneficial interests are owned or controlled by one or more Persons who has a relationship with 
the Member described in clause (i), (ii) or (iii) above.
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“Agreement” means this Agreement, as amended from time to time.

“Available Cash” means all cash revenues, funds and proceeds received by the 
Company from any source whatsoever, including amounts received upon a Sale of the Company.

“Business” means providing management and consulting services to skilled nursing 
facilities and other similar business operations, and any other lawful business permitted under the 
Act.  

“Capital Account” means the account maintained by the Company for each Member on 
the books of the Company.  Each Unit Holder’s Capital Account shall initially reflect an amount 
equal to such Unit Holder’s initial Capital Contribution, and shall be (i) increased by any 
additional Capital Contributions made by such Unit Holder pursuant to the terms of this 
Agreement and such Unit Holder’s share of Profits, the amount of any Company liabilities that 
are assumed by such Unit Holder and any other items of income and gain allocated to such Unit 
Holder pursuant to Article IV, and (ii) decreased by such Unit Holder’s share of Losses, any 
distributions to such Unit Holder of cash or the Gross Asset Value of any other Company assets 
(net of liabilities assumed by such Unit Holder and liabilities to which such property is subject) 
distributed to such Unit Holder, the amount of any liabilities of such Unit Holder that are 
assumed by the Company and any other deduction allocated to such Unit Holder pursuant to 
Article IV.  If any Unit or interest in the Company is transferred pursuant to the terms of this 
Agreement, the transferee shall succeed to the Capital Account of the transferor to the extent the 
Capital Account is attributable to the transferred Unit or interest in the Company.  It is intended 
that the Capital Accounts of all Unit Holders shall be maintained in compliance with the 
provisions of Regulation Section 1.704-1(b), and all provisions of this Agreement relating to the 
maintenance of Capital Accounts shall be interpreted and applied in a manner consistent with 
that Regulation.

 “Capital Contribution” means the total amount of cash and the initial Gross Asset 
Value of any other assets contributed (or deemed contributed under Regulation Section 
1.704-1(b)(2)(iv)(d)) to the Company by a Member, net of liabilities assumed or to which the 
assets are subject.  The term “Capital Contribution” shall include any Additional Capital, as 
defined in Section 3.2 hereof.  

 “Chief Executive Officer” or “CEO” means [Sam Halper], provided however, that in 
the event that such party is at any time no longer acting as the CEO of the Company, the term 
shall mean the party or parties then acting in such capacity.

“Code” means the United States Internal Revenue Code of 1986, as amended, or any 
corresponding provision of any succeeding law.

“Company” means CHMS Group, LLC.

“Depreciation” means, for each taxable year, an amount equal to the depreciation, 
amortization, or other cost recovery deduction allowable with respect to any asset of the 
Company for such taxable year, except that if the Gross Asset Value of any such asset differs 
from its adjusted basis for federal income tax purposes at the beginning of such taxable year, 
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Depreciation shall be an amount which bears the same ratio to such beginning Gross Asset Value 
as the federal income tax depreciation, amortization, or other cost recovery deduction for such 
taxable year bears to such beginning adjusted tax basis; provided, however, that if the adjusted 
basis for federal income tax purposes of any such asset at the beginning of such taxable year is 
zero, Depreciation shall be determined with reference to such beginning Gross Asset Value using 
any reasonable method selected by the Company and in accordance with GAAP. 

“Economic Risk of Loss” has the meaning set forth in Regulation Section 1.752-2.

“GAAP” means United States generally accepted accounting principles, consistently 
applied.

“Gross Asset Value” means, with respect to any asset of the Company, such asset’s 
adjusted basis for federal income tax purposes, except as follows:

(i) The initial Gross Asset Value of any asset contributed by a Unit Holder to 
the Company shall be the fair market value of such asset as agreed to by 
the contributing Unit Holder and the Managers;

(ii) The Gross Asset Values of all Company assets shall be adjusted to equal 
their respective fair market values as determined by the Managers as of the 
following times:  (a) the acquisition of an additional Company interest in 
the Company by any existing Unit Holder or additional Unit Holder in 
exchange for more than a de minimis Capital Contribution; (b) the 
distribution by the Company to a Unit Holder of more than a de minimis 
amount of Company property (including cash) as consideration for a 
Company interest; and (c) the liquidation of the Company within the 
meaning of Regulation Section 1.704-1(b)(2)(ii)(g); provided, however, 
that the adjustments pursuant to clauses (a) and (b) above shall be made 
only if the Managers reasonably determine that such adjustments are 
necessary or appropriate to reflect the relative economic interests of the 
Unit Holders in the Company;

(iii) The Gross Asset Value of any Company asset distributed to any Unit 
Holder shall be adjusted to equal the fair market value of such asset on the 
date of distribution as agreed to by the distributee Unit Holder and the 
Managers;

(iv) If the Gross Asset Value of a Company asset has been determined or 
adjusted pursuant to clauses (i) or (ii) of this definition, such Gross Asset 
Value shall thereafter be adjusted by the Depreciation taken into account 
with respect to such asset for purposes of computing Profits and Losses; 
and 

(v) The Gross Asset Values of the Company assets shall be increased (or 
decreased) to reflect any adjustments to the adjusted basis of such assets 
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pursuant to Sections 734(b) and 743(b) of the Code, but only to the extent 
that such adjustments are taken into account in determining Capital 
Accounts pursuant to Regulation Section 1.704-1(b)(2)(iv)(m), clause (vi) 
of the definition of “Profits and Losses” and Section 4.4(g) hereof; 
provided, however, that Gross Asset Values shall not be adjusted pursuant 
to this clause (v) to the extent that the Managers determine that an 
adjustment pursuant to clause (ii) above is necessary or appropriate in 
connection with a transaction that would otherwise result in an adjustment 
pursuant to this clause (v).

“Manager” or “Managers” means the [Sam Halper], provided however, that in the event 
that such party is at any time no longer acting as the manager of the Company, the term shall 
mean the party or parties then acting in such capacity.

“Member” or “Members” means each Person signing this Agreement as a member of 
the Company and any Person who subsequently is admitted as a member of the Company 
pursuant to the terms of this Agreement.

“Membership Rights” means all of the economic and non-economic rights (including, 
without limitation, voting rights) of a Member in the Company.

“Minimum Gain” has the meaning set forth in Regulation Section 1.704-2(b)(2).

“Negative Capital Account” means a Capital Account with a balance of less than zero.

“Non-Managing-Member” means a Member who is not a Manager.

“Nonrecourse Deductions” has the meaning set forth in Regulation Section 1.704-
2(b)(1).

 “Percentage” means, as to any Unit Holder, the percentage of Units held by such Unit 
Holder based on the total Units held by all Unit Holders.

 “Person” means and includes any individual, corporation, partnership, association, 
limited liability company, trust, estate or other entity.

“Permitted Transferee” means, with respect to each Member, (i) any corporation, 
partnership, limited liability company or other entity which is wholly-owned by such Member, or 
(ii) any Person(s) if such Member is wholly owned by such Person(s).

 “Profits and Losses” shall mean for each taxable year, an amount equal to the 
Company’s taxable income or loss for such taxable year, determined in accordance with Code 
Section 703(a) (for this purpose, all items of income, gain, loss, or deduction required to be 
stated separately pursuant to Code Section 703(a)(1) shall be included in taxable income or loss), 
with the following adjustments:
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(i) Any income of the Company that is exempt from federal income tax and 
not otherwise taken into account in computing such Profits and Losses 
shall be added to such taxable income or loss;

(ii) Any expenditures of the Company described in Code Section 
705(a)(2)(B), or treated as Code Section 705(a)(2)(B) expenditures 
pursuant to Regulation Section 1.704-1(b)(2)(iv)(i), and which are not 
otherwise taken into account in computing such Profits and Losses, shall 
be subtracted from such taxable income or loss;

(iii) In the event the Gross Asset Value of any Company asset is adjusted 
pursuant to clause (ii) or (iii) of the definition of Gross Asset Value, the 
amount of such adjustment shall be taken into account as gain or loss from 
the disposition of such asset for purposes of computing Profits and Losses;

(iv) Gain or loss resulting from any disposition of any Company asset with 
respect to which gain or loss is recognized for federal income tax purposes 
shall be computed by reference to the Gross Asset Value of the Company 
asset disposed of, notwithstanding that the adjusted tax basis of such asset 
differs from its Gross Asset Value;

(v) In lieu of the depreciation, amortization, and other cost recovery 
deductions taken into account in computing such taxable income or loss, 
there shall be taken into account Depreciation for such taxable year;

(vi) To the extent an adjustment to the adjusted tax basis of any Company 
asset pursuant to Sections 734(b) and 743(b) of the Code is required 
pursuant to Regulation Section 1.704-1(b)(2)(iv)(m)(4) to be taken into 
account in determining Capital Accounts as a result of a distribution other 
than in liquidation of a Unit Holder’s interest, the amount of such 
adjustment shall be treated as an item of gain (if the adjustment increases 
the basis of the asset) or loss (if the adjustment decreases the basis of the 
asset) from the disposition of the asset and shall be taken into account for 
purposes of computing Profits and Losses; 

(vii) For purposes of this Agreement, any deduction for a loss on a sale or 
exchange of any Company asset which is disallowed to the Company 
under Code Section 267(a)(1) or 707(b) shall be treated as a Code Section 
705(a)(2)(B) expenditure; and

(viii) Notwithstanding anything to the contrary in the definition of the term 
"Profits and Losses,” any items which are specially allocated pursuant to 
Section 4.4 hereof shall not be taken into account in computing such 
Profits and Losses.
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The amount of the items of Company income, gain, loss, or deduction available to be 
specially allocated pursuant to Article IV hereof shall be determined by applying rules analogous 
to those as set forth in this definition of Profits and Losses.

“Regulation” means the income tax regulations, including any temporary regulations, 
from time to time promulgated under the Code.

 “Sale of the Company” means a transaction or series of related transactions involving 
(i) a transfer of all or substantially all of the assets of the Company, or (ii) a transfer of majority 
of the Units, whether by sale, merger, or otherwise. 

 “Secretary” means the Secretary of the State of New York.

 “Transfer” means, when used as a noun, any voluntary sale, hypothecation, pledge, 
assignment, attachment or other transfer, and, when used as a verb, means, voluntarily to sell, 
hypothecate, pledge, assign or otherwise transfer.

“Unit” means an interest in the capital, profits, losses and distributions of the Company 
as provided herein.

“Unit Holder” means any Person who holds a Unit, whether as a Member or as an 
unadmitted assignee of a Member.

“Unit Holder Nonrecourse Debt Minimum Gain” has the meaning set forth in 
Regulation Section 1.704-2(i)(2).

“Unit Holder Nonrecourse Deductions” has the meaning set forth in Regulation Section 
1.704-2(i)(1).

Article II
Formation and Name; Office; Purpose; Term

2.1 Organization.  The Company has been formed as a limited liability company 
pursuant to the Act and the provisions of this Agreement by the filing of Certificate of 
Organization with the Secretary.  The Managers shall use all reasonable efforts to assure that all 
filings, recordings, publishings and other acts necessary or appropriate for compliance with all 
requirements for the continuation of the Company as a limited liability company under the Act.

2.2 Name of the Company.  The name of the Company shall be “CHMS Group, 
LLC”.  The Company may do business under the foregoing name and under any other name or 
names upon which the Managers select.  If the Company does business under a name other than 
that set forth in its Certificate of Organization, then the Company shall comply with any 
requirements of the Act or applicable law. 

2.3 Purpose.  The purpose of the Company is to engage in the Business, to obtain any 
financing in connection therewith and to engage in any lawful act or activity related to the 
foregoing for which limited liability companies may be organized under the laws of the State of 
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New York, subject to the provisions of this Agreement.

2.4 Term.  The term of the Company shall begin upon the filing of the Certificate of 
Organization with the Secretary and shall continue in perpetuity unless its existence is terminated 
pursuant to Article VII of this Agreement.

2.5 Principal Office and Place of Business.  The principal office of the Company shall 
be located at such place which the Managers may select from time to time.  

2.6 Registered Agent and Office.  The name and address of the Company’s registered 
agent shall as indicated in the Certificate of Organization.  The Managers may change the 
registered agent and office of the Company at any time in its sole discretion. 

2.7 Members.  The name, present mailing address, Capital Contribution, Units and 
Percentage of each Member are set forth on Exhibit A attached hereto. Additional Members may 
be admitted to the Company only as provided in Article VI.

2.8 Fiscal Year.  The fiscal year for the Company shall be based on the calendar year.

Article III
Members; Capital; Capital Accounts; Representation of Members

3.1 Capital Contributions.  On or about the time of its execution of this Agreement, 
each Member shall make a capital contribution to the capital of the Company in the amount set 
forth opposite its name in the column labeled “Capital Contribution” on Exhibit A attached 
hereto.  

3.2 Additional Capital Contributions.  In the event the Managers determine that 
additional funds are required in connection with the Business, the Managers may request 
additional capital contributions or loans (“Additional Loans”) by the Members. The Managers 
shall, by delivery of written notice to all of the Members (a “Capital Call Notice”), notify the 
Members of (x) the total amount so requested (the “Additional Capital”), (y) each Member’s 
pro rata share of such amount, which shall be determined in accordance with the Members’ 
respective Percentages, and (z) the date on which such funding will be requested (the “Due 
Date”), which date shall be no less than thirty (30) business days after the delivery of the Capital 
Call Notice.  Each Member shall pay its pro rata share of the Additional Capital on or before the 
Due Date.  If a Member declines to pay such pro rata share on or before the Due Date, such 
Member shall be deemed a non-contributing member (the “Non-Contributing Member”) and 
the following shall occur:

(a) Any Members who have contributed their pro rata shares of the Additional 
Capital (the “Contributing Members”) shall be entitled to contribute the Non-
Contributing Member’s share of the Additional Capital (the “Contribution Shortfall”); 
provided, that if the aggregate funds available from the Contributing Members exceed the 
amount of the Additional Contribution, each Contributing Member shall only be entitled 
to provide funds in accordance with its Percentage.  Upon the funding of a Contribution 
Shortfall by the Contributing Members, a Percentage of Units in the Company equal to: i) 
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the amounts funded by any Contributing Members, divided by ii) all Capital 
Contributions made to the Company including the Additional Capital, shall be deducted 
from the Units of the Non-Contributing Member(s), and added to the Units of the 
Contributing Member(s) funding the Contribution Shortfall.

3.3 Admission of New Members.  If the full amount of the Contribution Shortfall 
cannot be raised from the Members, the Managers shall have the right to raise the capital needed 
from third parties by admitting them as new members and issuing Units in the Company to such 
third parties.

3.4 No Interest on Capital Contribution.  No Member shall be paid interest on its 
Capital Contribution.

3.5 Return of Capital Contributions; Form of Return of Capital.  Except as otherwise 
provided in this Agreement, no Member shall have the right to receive the return of any Capital 
Contribution.  If a Member is entitled to receive a return of a Capital Contribution, the Member 
shall not have the right to receive anything but cash in return of the Member’s Capital 
Contribution.

3.6 Capital Accounts.  A separate Capital Account shall be maintained for each 
Member.  No Unit Holder shall be obligated to restore a Negative Capital Account, unless 
otherwise required by law or Article IV hereof.

3.7 Loans.  Any Member may, at any time, make or cause a loan to be made to the 
Company in any amount and on those commercially reasonable terms upon which the Managers 
and the Members agree.  

3.8 Liability of Members for Company Obligations.  The Members shall not be liable 
for the repayment and discharge of debts and obligations of the Company.  

3.9 No Third Party Beneficiaries.  The provisions set forth in this Article III are solely 
and exclusively for the benefit of the Company and the Members, and are not intended to confer 
any rights on any third party.  Without limiting the generality of the foregoing, no creditor of the 
Company shall be deemed a third party beneficiary of any obligation of the Members to 
contribute capital or make advances to the Company.

3.10 Representation of Members.  EACH MEMBER HEREBY REPRESENTS AS 
FOLLOWS:  (A) THAT SUCH MEMBER HAS SUCH KNOWLEDGE AND EXPERIENCE 
IN FINANCIAL AFFAIRS THAT IT IS CAPABLE OF EVALUATING THE MERITS AND 
RISKS OF MAKING ITS CAPITAL CONTRIBUTION; (B) THAT NO MEMBER HAS 
RELIED IN CONNECTION WITH ITS DECISION TO MAKE A CAPITAL 
CONTRIBUTION UPON ANY REPRESENTATIONS, WARRANTIES OR AGREEMENTS 
BY ANY PERSON, INCLUDING WITHOUT LIMITATION, THE MANAGERS; (C) THAT 
SUCH MEMBER CAN AFFORD TO BEAR THE ECONOMIC RISK OF HOLDING ITS 
UNITS FOR AN INDEFINITE PERIOD OF TIME (D) THAT SUCH MEMBER CAN 
AFFORD TO SUFFER THE COMPLETE LOSS ITS CAPITAL CONTRIBUTION.; AND (E) 
THAT SUCH MEMBER IS AN “ACCREDITED INVESTOR” AS SUCH TERM IS DEFINED 
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IN RULE 501(A) OF REGULATION D PROMULGATED UNDER THE U.S. SECURITIES 
ACT OF 1933, AS AMENDED (THE “SECURITIES ACT”).

Article IV
Distributions and Allocations

4.1 Distributions of Available Cash.  The Managers shall have the right to determine 
whether, and to what extent, distributions of Available Cash shall be made to Members.  When 
and to the extent the Managers determine in their sole discretion that, after providing for the 
Company’s present and anticipated debts (other than the Initial Loans and the Additional Loans 
which shall not have priority of payment) and obligations, capit al needs, expenses and 
reasonable reserves for contingencies, it is appropriate and in the best interests of the Company 
to make distributions of Available Cash, then such distributions shall be made, pro rata to the 
Members in accordance with their Percentages.

Nothing contained herein shall limit the Managers’ discretion set forth in this Section 4.1 
of the Agreement.

4.2 Distributions with Respect to Tax.   Notwithstanding the provisions of Section 4.1 
hereof, the Managers shall use best efforts to cause the Company to distribute sufficient cash to 
enable the Unit Holders to pay Federal and state income taxes arising from the Company’s 
profits allocated to the Unit Holders during a taxable year, in an amount equal to the net taxable 
income of the Company allocated to each Unit Holder for such year times the highest marginal 
Federal and state income tax rates for such year applicable to an individual resident of the State 
of New York.  Such distribution shall be paid with respect to a taxable year of the Company at 
such times and in such amounts as determined in good faith by the Managers to be appropriate to 
enable the Unit Holders to pay estimated income tax liabilities. 

4.3 Allocations of Profit and Losses.  After giving effect to the special allocations set 
forth in Section 4.4, taxable income or loss, and other items of income and deduction, shall 
generally be allocated amongst the Unit Holders in accordance with the provisions of Section 4.1 
hereof.  The Managers are hereby authorized, upon the advice of the Company’s tax counsel, to 
amend this Article IV to comply with the Code and the Regulations promulgated under Code 
Section 704(b); provided, however, that no amendment shall materially affect distributions to a 
Unit Holder without the Unit Holder’s prior written consent.  To the extent any Member is 
unable to take a loss due to Capital Account limitations, any remaining loss shall be allocated to 
Members upon the advice of the Company’s tax advisors.

4.4 Regulatory and Other Special Allocations.  The allocations pursuant to Section 
4.3 hereof shall be subject to the following special allocations made in the following order of 
priority:

(a) Except as otherwise provided in Regulation Section 1.704-2(f), if there is 
a net decrease in Minimum Gain during any taxable year, each Unit Holder shall be 
specially allocated items of Company income and gain for such taxable year (and, if 
necessary, subsequent taxable years) in an amount equal to such Unit Holder’s share of 
the net decrease in Minimum Gain, determined in accordance with Regulation Section 
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1.704-2(g).  Allocations pursuant to the previous sentence shall be made in proportion to 
the respective amounts required to be allocated to each Unit Holder pursuant thereto.  
The items so allocated shall be determined in accordance with Regulation Sections 1.704-
2(f)(6) and 1.704-2(j)(2).  This Section 4.4(a) is intended to comply with the minimum 
gain chargeback requirement in Regulation Section 1.704-2(f) and shall be interpreted 
consistently therewith.

(b) Except as otherwise provided in Regulation Section 1.704-2(i)(4), if there 
is a net decrease in Unit Holder Nonrecourse Debt Minimum Gain attributable to Unit 
Holder Nonrecourse Debt during any taxable year, each Unit Holder which has a share of 
Unit Holder Nonrecourse Debt Minimum Gain attributable to such Unit Holder 
Nonrecourse Debt, determined in accordance with Regulation Section 1.704-2(i)(5), shall 
be specially allocated items of Company income and gain for such taxable year (and, if 
necessary, subsequent taxable years) in an amount equal to such Unit Holder’s share of 
the net decrease in Unit Holder Nonrecourse Debt Minimum Gain, determined in 
accordance with Regulation Section 1.704-2(i)(4).  Allocations pursuant to the previous 
sentence shall be made in proportion to the respective amounts required to be allocated to 
each Unit Holder pursuant thereto.  The items so allocated shall be determined in 
accordance with Regulation Sections 1.704-2(i)(4) and 1.704-2(j)(2). This Section 4.4(b) 
is intended to comply with the minimum gain chargeback requirement in Regulation 
Section 1.704-2(i)(4) and shall be interpreted consistently therewith. 

(c) In the event that any Unit Holder unexpectedly receives any adjustments, 
allocations or distributions described in Regulation Sections 1.704-1(b)(2)(ii)(d)(4), (5) 
or (6), items of Company income and gain shall be specially allocated to such Unit 
Holder in an amount and manner sufficient to eliminate, to the extent required by the 
Regulation promulgated under Section 704(b) of the Code, the deficit balance, if any, in 
such Unit Holder’s Adjusted Capital Account as quickly as possible; provided, that an 
allocation pursuant to this Section 4.4(c) shall be made only if and to the extent that such 
Unit Holder would have an Adjusted Capital Account Deficit after all other allocations 
provided for in this Section 4.4 have been tentatively made as if this Section 4.4(c) were 
not in this Agreement.

(d) In the event that any Unit Holder has a deficit Capital Account at the end 
of any taxable year that is in excess of the sum of (i) the amount such Unit Holder is 
obligated to restore pursuant to any provision of this Agreement and (ii) the amount such 
Unit Holder is deemed to be obligated to restore pursuant to the penultimate sentences of 
Regulation Sections 1.704-2(g)(1) and 1.704-2(i)(5), such Unit Holder shall be specially 
allocated items of Company income and gain in the amount of such excess as quickly as 
possible, provided that an allocation pursuant to this Section 4.4(d) shall be made only if 
and to the extent that such Unit Holder would have a deficit Capital Account in excess of 
such sum after all other allocations provided for in this Section 4.4 have been tentatively 
made as if Section 4.4(c) and this Section 4.4(d) were not in this Agreement.

(e) Nonrecourse Deductions for any taxable period shall be allocated to the 
Unit Holders in accordance with their respective Percentages.  If the Managers determine 
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in their good faith discretion that the Nonrecourse Deductions must be allocated in a 
different ratio to satisfy the safe harbor requirements in the Regulation promulgated 
under Section 704(b) of the Code, the Managers are authorized to revise the prescribed 
ratio to the numerically closest ratio that satisfies such requirements.

(f) Any Unit Holder Nonrecourse Deductions for any taxable period shall be 
allocated 100% to the Unit Holder that bears the Economic Risk of Loss with respect to 
the Unit Holder Nonrecourse Debt to which such Unit Holder Nonrecourse Deductions 
are attributable in accordance with Regulation Section 1.704-2(i).  If more than one Unit 
Holder bears the Economic Risk of Loss with respect to a Unit Holder Nonrecourse Debt, 
such Unit Holder Nonrecourse Deductions attributable thereto shall be allocated between 
or among such Unit Holders in accordance with the ratios in which they share such 
Economic Risk of Loss. 

(g) To the extent an adjustment to the adjusted tax basis of any Company 
asset pursuant to Section 734(b) or 743(b) of the Code is required pursuant to Regulation 
Section 1.704-1(b)(2)(iv)(m) to be taken into account in determining Capital Accounts as 
a result of a distribution to a Unit Holder in complete liquidation of its interest, the 
amount of such adjustment to Capital Accounts shall be treated as an item of gain (if the 
adjustment increases the basis of such asset), or loss (if the adjustment decreases the basis 
of such asset), and such item of gain or loss shall be specially allocated to the Unit 
Holders in accordance with their Percentages  in the event Regulation Section 1.704-
1(b)(2)(iv)(m)(2) applies, or to the Unit Holder to whom such distribution was made in 
the event that Regulation Section 1.704-1(b)(2)(iv)(m)(4) applies.

(h) If any item of taxable income, gain, deduction or loss is imputed to a Unit 
Holder and such imputed income, gain, deduction or loss directly relates to a transaction 
between such Unit Holder and the Company, any corresponding item of income, gain, 
deduction or loss recognized by the Company, net of any income or deduction recognized 
by the Company in connection with such transaction, shall be allocated to such Unit 
Holder up to an amount of such imputed income, gain, deduction or loss, and any related 
deemed cash contribution or distribution (as the case may be) shall  be treated as having 
been made by or to such Unit Holder. 

(i) In accordance with Code Section 704(c) and the Regulations thereunder, 
income, gain, loss, and deduction with respect to any asset contributed to the capital of 
the Company shall, solely for tax purposes, be allocated among the Unit Holders so as to 
take account of any variation between the adjusted basis of such property to the Company 
for federal income tax purposes and its initial Gross Asset Value.  If the Gross Asset 
Value of any Company asset is adjusted pursuant to clause (ii) of the definition of Gross 
Asset Value, subsequent allocations of income, gain, loss, and deduction with respect to 
such asset for federal income tax purposes shall take account of any variation between the 
adjusted basis of such asset for federal income tax purposes and its Gross Asset Value in 
the same manner as under Code Section 704(c) and the Regulations thereunder.  Any 
elections or other decisions relating to such allocations shall be made by the Managers in 
any manner that reasonably reflects the purpose and intention of this Agreement.  
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Allocations pursuant to this Section 4.4(i) are solely for purposes of federal, state, local 
and foreign taxes and shall not affect, or in any way be taken into account in computing, 
any Unit Holder’s Capital Account or share of Profits and Losses or other items or 
distributions pursuant to any provision of this Agreement.

4.5 Distributions of Proceeds from a Sale Transaction.  To the extent there is 
Available Cash which are the proceeds from any transaction involving the Sale of the Company, 
and to the extent the Managers determine in their sole discretion that, after providing for the 
Company’s present and anticipated debts (other than the Initial Loans and the Additional Loans 
which shall not have priority of payment) and obligations, capital needs, expenses and 
reasonable reserves for contingencies, it is appropriate and in the best interests of the Company 
to make distributions of Available Cash, then such distributions shall be made to the Unit 
Holders in accordance with the provisions of Section 4.1 hereof.

4.6 Distributions of Proceeds from a Refinance Transaction.  To the extent there is 
Available Cash which are the proceeds from any transaction involving the refinance or 
restructuring of any debt of the Company, and to the extent the Managers determine in their sole 
discretion that, after providing for the Company’s present and anticipated debts (other than the 
Initial Loans and the Additional Loans which shall not have priority of payment)  and 
obligations, capital needs, expenses and reasonable reserves for contingencies, it is appropriate 
and in the best interests of the Company to make distributions of Available Cash, then such 
distributions shall be made to the Unit Holders in accordance with in accordance with the 
provisions of Section 4.1 hereof

4.7 Liquidation and Dissolution.  If the Company is liquidated, the Company shall 
cause a final accounting to be made, and any allocation of Profits and Losses shall be made in 
accordance with Section 4.3 and the assets of the Company shall be distributed to the Unit 
Holders pro rata based on positive Capital Account balances of the Members.

4.8 Distributions In Kind.  If any assets of the Company are distributed in kind to the 
Unit Holders, those assets shall be valued on the basis of their fair market value, and any Unit 
Holder entitled to any interest in those assets may receive that interest as a tenant-in-common 
with all other Unit Holders so entitled.  

Article V
Management by Managers; Members

5.1 Management of the Company. 

(a) The business and affairs of the Company shall be managed by the 
Manager and CEO, and all powers of the Company shall be exercised by or under 
the authority of the Manager and CEO.  The CEO shall have an annual meeting at 
the principal place of business of the Company or at such other location consented 
to by the Manager, such consent to be evidenced by written instrument or by the 
Manager’s attendance at such location.  Any action taken by the Manager or CEO 
shall constitute the act of, and shall be deemed to fully bind, the Company, unless 
such action required approval of the Members pursuant to this Agreement.  

CHMSGROUP2000230



{1171/001/00203081.1}
13

Except for the Manager and CEO, no other Person shall have any right or 
authority to act for or bind the Company except as permitted in this Agreement or 
as required by law.  Except as provided in Section 5.8, the Members shall have no 
power to remove the Manager as manager of the Company.

(b) The CEO shall have the right to manage the day-to-day operations 
of the Company, and in accordance, as applicable, with the annual budget 
approved by the Members, and shall have any and all rights and powers to act on 
behalf of the Company, including, but not limited to, the right and the power to:

(i) supervise the operation and management of the Company;

(ii) cause the Company or its properties to be insured and to 
make determinations with respect to insurance companies, deductibles, 
types of coverage, claims, settlements and other similar matters;

(iii) determine the appropriate amount of reserves to be 
maintained thereby for anticipated future expenses, costs and taxes;

(iv) determine the Company’s operating and capital 
expenditures budgets and annual marketing plans;

(v) acquire by purchase, lease or otherwise, any personal 
property, tangible or intangible, required by the Company to carry out the 
Business;

(vi) subject to Section 5.10 of this Agreement, enter into any 
contract on behalf of the Company, including, without limitation, 
management or consultant contracts;

(vii) obtain licenses, approvals and permits necessary for the 
Business;

(viii) make decisions on behalf of the Company relating to 
compliance issues with governmental agencies or programs and/or 
licensure requirements;

(ix) hire and fire all employees of the Company, as well as all 
officers and directors, if any; and

(x) execute, enter into, acknowledge and deliver all contracts, 
agreements and instruments necessary or appropriate to accomplish any of 
the foregoing.

Notwithstanding foregoing, the Non-Managing Members, by unanimous 
agreement, may override any decision of the CEO with regard to the day to day 
decisions provided for in this Section 5.1 so long as such decision by the Non-Managing 
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Members does not cost the Company more money than the decision of the CEO.

5.2 Limitation on Authority of Members.

(a) Unless a Member is also a Manager, no Member shall be an agent of the 
Company solely by virtue of being a Member, and no Member shall have authority to act 
for the Company solely by virtue of being a Member.

(b) This Agreement, and specifically Section 5.1 of this Agreement, 
supersedes any authority granted to the Members pursuant to the Act.  Any Member who 
takes any action or binds the Company in violation of this Agreement shall be solely 
responsible for any loss and expense, including reasonable attorney fees, incurred by the 
Company as a result of the unauthorized action and shall indemnify and hold the 
Company harmless with respect to the loss or expense.

5.3 Duties of Parties. Nothing herein shall be deemed to restrict in any way the 
rights of any Member or Manager, any Affiliate, or any member or shareholder of any Member, 
Manager or any of their respective Affiliates to conduct any other business or activity 
whatsoever, including, without limitation, such business or activity that is substantially similar to 
the Business, and no Member or Manager shall be deemed to have any obligation (fiduciary or 
otherwise) or liability to the Company or to any other Member with respect to that business or 
activity.  The organization shall be without prejudice to the respective rights of the Members and 
the Managers (or the rights of their respective Affiliates) to maintain, expand or diversify such 
other interests and activities and to receive and enjoy profits or compensation therefrom.  Each of 
the Members and Managers waive any right that they might otherwise have to share or 
participate in such other interests or activities of any of the other Members or Managers, their 
Affiliates or any member or shareholder of their respective Affiliates.

5.4 Indemnification of the Managers.  The Company shall indemnify and hold 
harmless the Managers and their officers, members, operating directors, employees and agents 
from and against any loss, expense, damage or injury suffered or sustained by them by reason of 
any acts, omissions or alleged acts or omissions arising out of its activities on behalf of the 
Company, including, without limitation, any judgment, award, settlement, reasonable attorneys’ 
fees and other costs or expenses incurred in connection with the defense of any actual or 
threatened action, proceeding or claim, if the acts, omissions or alleged acts or omissions upon 
which such actual or threatened action, proceeding or claim is based were for a purpose 
reasonably believed, in good faith, to be in the best interests of the Company and were not 
performed or omitted fraudulently or as a result of gross negligence or material misconduct.  The 
Company may advance sums for payment of amounts described in this Section 5.4, provided that 
the recipient of any such advances shall be obligated to repay the amounts advanced if the 
recipient is finally adjudged ineligible to be indemnified hereunder.

5.5 Power of Attorney.

(a) Grant of Power.  Each Member constitutes and appoints each Manager as 
the Member’s true and lawful attorney-in-fact (“Attorney-in-Fact”), and in the 
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Member’s name, place and stead, to make, execute, sign, acknowledge, and file, with 
respect to the Company:

(i) one or more Certificate of Organization;

(ii) all documents including amendments to Certificate of Organization 
which the Attorney-in-Fact deems appropriate to reflect any amendment, change, 
or modification of this Agreement as permitted under Section 10.11 of this 
Agreement;

(iii) any and all other certificates or other instruments required to be 
filed by the Company under the laws of the State of New York or of any other 
state or jurisdiction, including, without limitation, any certificate or other 
instruments necessary in order for the Company to continue to qualify as a limited 
liability company under the laws of the State of New York;

(iv) one or more applications to use an assumed name; and

(v) subject to the provisions of Section 8.1, all documents which may 
be required to dissolve and terminate the Company and to cancel its Certificate of 
Organization.

(b) Irrevocability.  The foregoing power of attorney is irrevocable and is 
coupled with an interest, and, to the extent permitted by applicable law, shall survive the 
death or disability of a Member.  It also shall survive the Transfer of a Unit, except that if 
the transferee is approved for admission as a Member, this power of attorney shall 
survive the delivery of the assignment for the sole purpose of enabling the Attorney-in-
Fact to execute, acknowledge and file any documents needed to effectuate the 
substitution.  Each Member shall be bound by any representations made by the Attorney-
in-Fact acting in good faith pursuant to this power of attorney, and each Member hereby 
waives any and all defenses which may be available to contest, negate or disaffirm the 
action of the Attorney-in-Fact taken in good faith under this power of attorney.

5.6 Management Fee.  The Manager shall not be paid a management fee.  The 
Managers shall be entitled to reimbursement of actual costs and expenses with respect to those 
incurred in connection with their responsibilities or duties as Managers.  

5.7 Withdrawal by a Manager.  

(a) Subject to Section 5.7(b), each Manager may withdraw as a manager of 
the Company at any time upon thirty (30) days written notice to the Members, in which 
case a replacement Manager shall be selected by the Members holding a majority of the 
Percentage.

(b) Notwithstanding Section 5.7(a), each Manager hereby covenants that such 
Manager shall not take any action to withdraw as a manager of the Company unless:
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(i) If the Manager is the sole Manager at the time,

(A) The Members have, prior to the Manager’s withdrawal, 
elected a substitute Manager which has at least one percent (1%) of the 
Percentages; and

(B) The withdrawal of the Manager as a manager of the 
Company will not affect the classification of the Company as a limited 
liability company pursuant to the Act or for federal income tax purposes; 
or

(ii) If the withdrawing Manager is not the sole Manager at such time,

(A) All remaining Managers have agreed to the Manager’s 
withdrawal; and

(B) The withdrawal of the Manager as a manager of the 
Company will not affect the classification of the Company as a limited 
liability company pursuant to the Act or for federal income tax purposes.

5.8 Reconstitution of Company After Withdrawal or Death of a Manager.  Upon the 
withdrawal or death of the last remaining Manager or other terminating event under Sections 5.7, 
the business of the Company may be continued, in a reconstituted form if necessary, if, within 
ninety (90) days after the withdrawal or death of the Manager, the withdrawn Managers (or their 
heirs, as applicable) agree in writing to continue the business of the Company and to the 
appointment of one or more additional managers.  Immediately upon the foregoing agreement to 
continue the business, the Members, and/or any successor Manager shall prepare, execute, and 
file for recordation amended or new Certificate of Organization if required, and shall take or 
cause to be taken all steps required in connection with the continuation of the business in 
accordance with the applicable laws of the State of New York.

5.9 Members; Meetings and Voting. 

(a) Notwithstanding anything to the contrary in this Agreement, the 
Manager shall not take any action with respect to the following matters, absent the 
unanimous agreement of the Members, which approval may be given or withheld 
in each Member’s sole discretion:

(i) any filing of a petition seeking relief for the Company 
under any law for relief of debtors;

(ii) any redemption, purchase for cancellation or other 
acquisition by the Company of Units or other equity interests in the 
Company for more than $500,000;

(iii) any recapitalization of the Company;
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(iv) any initiation of a lawsuit, claim, arbitration or mediation 
procedure or other similar action before any court of competent 
jurisdiction, administrative agency, third party arbitrator or mediator or 
other similar tribunal, if the value of such claim is at least $100,000;

(v) any merger affecting the Company;

(vi) any sale of all or substantially all of the assets of the 
Company;

(vii) borrowing money and/or entering into financing or 
refinancing transactions with any bank or commercial lender on behalf of 
the Company;

(viii) the Company’s engagement in any business activity that 
represents a material deviation from the Business;

(ix) request Additional Capital Contributions from the Members 
pursuant to Section 3.2(a); 

(x) entering into any contract on behalf of the Company, 
including, without limitation, management or consultant contracts binding 
the company in the aggregate amount equal or greater to $100,000;

(xi) subject to Section 3.3, authorize the issuance of Additional 
Interests and admit additional Members;

(xii) the entering into any agreement or commitment binding 
upon the Company with respect to the foregoing; and

(xiii) any other matter that approval by the Members is specifically 
required by this Agreement..

(b) A meeting of the Members may be called at any time by the Managers or 
by a majority of the Members.  Meetings of Members shall be held at the Company’s 
principal place of business, the Company’s principal office, or at any other place 
designated by the Person(s) calling the meeting.  Not less than ten (10) nor more than 
sixty (60) days before each meeting, the Person(s) calling the meeting shall give written 
notice of the meeting to each Member entitled to vote at the meeting.  The notice shall 
state the time, place and purpose of the meeting.  Notwithstanding the foregoing 
provisions, each Member who is entitled to notice waives notice if before or after the 
meeting the Member signs a waiver of the notice which is filed with the records of 
Members’ meetings, or is present at the meeting in person or by proxy.  A Member may 
vote either in person or by written proxy signed by the Member or by his duly authorized 
attorney-in-fact.
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(c) In lieu of holding a meeting, the Members may vote or otherwise take 
action by a written instrument indicating the consent of Members representing a majority 
of the Percentage, or such other percentage as may re required in this Agreement, of the 
Members.

5.10 Personal Services of Members.  Unless a Member is also a Manager, no Member 
shall be required to perform services for the Company solely by virtue of being a Member.  

Article VI
Transfer of Units and Withdrawals of Members

6.1 Transfers in General.  

(a) Except as provided in Section 6.2 and Section 6.3, no Person may Transfer 
all or any portion of or any interest or rights in the Person’s Membership Rights or Units 
unless the following conditions (“Conditions of Transfer”) are satisfied:

(i) The Transfer will not require registration of Units or Membership 
Rights under any Federal or state securities laws;

(ii) The transferee delivers to the Company a written instrument 
agreeing to be bound by the terms of this Agreement;

(iii) The Transfer will not result in the Company being subject to the 
Investment Company Act of 1940, as amended; and

(iv) The transferor or the transferee delivers the transferee’s taxpayer 
identification number and the transferee’s initial tax basis in the Transferred Units 
to the Company.

(b) If the Conditions of Transfer are satisfied, then a Member or Unit Holder 
may Transfer all or any portion of that Person’s Units.  Notwithstanding the foregoing to 
the contrary, a Member may not Transfer all or any portion of its Membership Rights 
without the prior consent of the Managers.  Absent the required consent, any such 
proposed Transfer shall be void as a matter of law.  If a transfer of all Membership Rights 
is approved as aforesaid, the transferee will succeed to all Membership Rights of the 
Member who transfers such Membership Rights.

(c) Each Member hereby acknowledges the reasonableness of the prohibition 
contained in this Section 6.1 in view of the purposes of the Company and the relationship 
of the Members.  Any Person to whom Membership Rights are attempted to be 
transferred in violation of this Section 6.1 shall not be entitled to exercise any 
Membership Rights other than the rights to share in the profits and the losses of the 
Company, to receive distributions of Company funds and to assign an interest pursuant to 
this Article VI.

6.2 Permitted Transferees; Transfers to Individuals Related to Members.  
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(a) Notwithstanding anything contained herein to the contrary, each Member 
shall, upon ten (10) days prior written notice to each of the other Members and the 
Managers, have the right to Transfer all or a portion of such Member’s Membership 
rights to any Permitted Transferee with respect to such Member, without first obtaining 
the prior consent of the Managers as provided in Section 6.1(b); provided, however, the 
terms and conditions of Section 6.1(a)(i) – (iv) must be satisfied first.

(b) In addition to the foregoing, any Member may assign its rights to receive 
distributions of Available Cash (as provided in Article IV above) to any Person 
designated in writing by such Member to the Managers.

6.3 Involuntary Withdrawal.  
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(a) Immediately upon the occurrence of an Involuntary Withdrawal (as 
defined herein), then the successor of the withdrawn Member shall thereupon become a 
Unit Holder but shall not become a Member nor shall such successor be entitled to 
exercise any Membership Rights other than the rights to share in the profits and the losses 
of the Company, to receive distributions of Company funds and to assign an interest 
pursuant to this Article VI.  Specifically, such successor-in-interest shall not be entitled to 
vote on any matter as provided in this Agreement and such successor-in-interest’s Units 
shall not be considered in determining a majority of the Percentages.  The successor-in-
interest shall become a substituted Member only upon compliance with the applicable 
provisions of Article VI.  As used herein, “Involuntary Withdrawal” means a 
Member’s dissociation with the Company by means other than a Transfer or upon the 
occurrence of any of the following events:  (i) the Member (A) makes an assignment for 
the benefit of creditors; (B) files a voluntary petition of bankruptcy; (C) is adjudged 
bankrupt or insolvent or there is entered against the Member an order for relief in any 
bankruptcy or insolvency proceeding; (D) seeks, consents to or acquiesces in the 
appointment of a trustee for, receiver for, or liquidation of, the Member or all or any 
substantial part of the Member’s properties; (E) files an answer or other pleading 
admitting or failing to contest the material allegations of a petition filed against the 
Member in any proceeding described in subsections (A) through (D); (ii) if the Member 
is an individual, (A) the death or incapacity of such individual or (B) a final entry of 
judgment in a proceeding involving the dissolution of such individual’s marriage, if such 
judgment shall result in a Transfer of such individual’s Units; (iii) if the Member is acting 
as a Member by virtue of being a trustee of a trust, termination of the trust; (iv) if the 
Member is a partnership or another limited liability company, the dissolution and 
commencement of the winding up of the partnership or limited liability company; or (v) 
if the Member is a corporation, the dissolution of the corporation or the revocation of its 
charter.

(b) In addition to the foregoing, upon any Involuntary Withdrawal by a 
Member, the Company may elect to acquire such Member’s Units for fair market value, 
as determined by a third party appraiser with experience valuing businesses such as the 
Company, but in no event less than the amount of the Capital Contributions made by the 
Member whose Units are being acquired.

6.4 Change in Control of Entity Members.  Each of the Members to the extent that 
any such Member is a corporation, partnership, limited liability company, trust or any other 
entity hereby covenants and agrees that it shall not permit any transfers of equity interests in any 
such Member if as a consequence thereof, such transfer would result in a change of voting 
control of such Member, including without limitation any Permitted Transferee that has become 
a Unit Holder or has been admitted as a substituted Member, absent the prior consent of the 
Managers.  If any such Member permits any such transfer without the required prior consent, 
then such Member shall have no right to exercise any Membership Interests other than the rights 
to share in the profits and the losses of the Company, to receive distributions of Company funds 
and to assign an interest pursuant to this Article VI

Article VII
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Reserved

Article VIII
Dissolution, Liquidation, and Termination of the Company

8.1 Events of Dissolution.  The Company shall be dissolved upon the happening of 
any of the following events:

(a) Unanimous consent of a Members; or

(b) the dissolution or bankruptcy of all of the Managers, unless a substitute 
Manager(s) is selected by agreement of the remaining Members (without regard to any 
dissolved or bankrupt Manager) and the new Manager(s) elects to continue the business 
of the Company.

8.2 Procedure for Winding Up and Dissolution.  If the Company is dissolved, the 
Managers shall wind up the affairs of the Company.  If at such time, there is no Manager, then a 
the remaining Members shall select a Person to wind up the affairs of the Company.  On winding 
up of the Company, the assets of the Company shall be distributed:  first, to pay the costs and 
expenses of the winding up, liquidation and termination of the Company; second, to creditors of 
the Company, including Unit Holders who are creditors, in satisfaction of the liabilities of the 
Company; third, to establish reserves reasonably adequate to meet any and all contingent or 
unforeseen liabilities or obligations of the Company; and then to the Unit Holders in accordance 
with Section 4.7.

8.3 Filing of Articles of Dissolution.  If the Company is dissolved, the Managers shall 
promptly file Articles of Dissolution with the Secretary.  If there is no Manager, then the Articles 
of Dissolution shall be filed by the remaining Members; if there are no remaining Members, the 
Articles shall be filed by the last Person to be a Member; if there is neither a Manager, remaining 
Members, or a Person who last was a Member, the Articles shall be filed by the legal or personal 
representatives of the Person who last was a Member.

Article IX
Books, Records, Accounting, and Tax Elections

9.1 Bank Accounts.  All funds of the Company shall be deposited in a bank account 
or accounts maintained in the Company’s name.  The Managers shall determine the institution or 
institutions at which the accounts will be opened and maintained, the types of accounts, and the 
Persons who will have authority with respect to the accounts and the funds therein.

9.2 Books and Records.

(a) The Managers shall keep or cause to be kept complete and accurate books 
and records of the Company and supporting documentation of the transactions with 
respect to the conduct of the Company’s business.  The records shall include, but not be 
limited to, complete and accurate information regarding the state of the business and 
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financial condition of the Company, a copy of the Certificate of Organization and this 
Agreement and all amendments thereto, a current list of the names and last known 
business, residence, or mailing addresses of all Members, and the Company’s Federal, 
state or local tax returns.  

(b) The books and records shall be maintained in accordance with sound 
accounting practices and shall be available at the Company’s principal office for 
examination by any Member or the Member’s duly authorized representative at any and 
all reasonable times during normal business hours provided three (3) business days of 
advance notice is given.  Each Member shall reimburse the Company for all costs and 
expenses incurred by the Company in connection with the Member’s inspection and 
copying of the Company’s books and records.

9.3 Annual Accounting Period.  The annual accounting period of the Company shall 
be its taxable year.  The Company’s taxable year shall be selected by the Managers, subject to 
the requirements and limitations of the Code.

9.4 Tax Matters Person.  The Manager shall be the Company’s “tax matters person” 
(“Tax Matters Person”) and, as such, shall have all powers and responsibilities provided in 
Code Section 6221, et seq. or such other provisions as may become applicable to limited liability 
companies.  The Tax Matters Person shall keep all Members informed of all notices from 
government taxing authorities which may come to the attention of the Tax Matters Person.  The 
Company shall pay and be responsible for all reasonable third-party costs incurred by the Tax 
Matters Person in performing those duties.  A Member shall be responsible for any costs incurred 
by the Member with respect to any tax audit or tax-related administrative or judicial proceeding 
against any Member, even though it relates to the Company.  The Company shall indemnify and 
hold harmless the Tax Matters Person from and against any liabilities or costs associated with the 
performance of the duties described in this Section 9.4, unless such liabilities or costs have arisen 
from fraud, gross negligence or material misconduct of the Tax Matters Person.

9.5 Tax Elections.  The Managers shall have the authority to make all Company 
elections permitted under the Code, including, without limitation, elections of methods of 
depreciation and elections under Code Section 754.  

9.6 Title to Company Property.  All real and personal property acquired by the 
Company shall be acquired and held by the Company in its name.

Article X
Intentionally Omitted

Article XI
General Provisions

11.1 Further Assurances.  Each Member shall execute all such certificates and other 
documents and shall do all such filing, recording, publishing and other acts as the Managers 
deem appropriate to comply with the requirements of law for the formation and operation of the 
Company and to comply with any laws, rules, and regulations relating to the acquisition, 
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operation, or holding of the property of the Company.

11.2 Notifications.  Any notice, demand, consent, election, offer, approval, request, or 
other communication (collectively, a “notice”) required or permitted under this Agreement must 
be in writing and either: 1) delivered personally, 2) sent by certified or registered mail, postage 
prepaid, return receipt requested, 3) sent by recognized overnight delivery service, 4) sent by 
electronic mail with confirmed receipt transmission report or 5) by facsimile with confirmed 
receipt transmission report.  A notice must be addressed to a Unit Holder at the Unit Holder’s 
last known address on the records of the Company.  A notice to the Company must be addressed 
to the Company’s principal office.  A notice delivered personally will be deemed given only 
when acknowledged in writing by the person to whom it is delivered.  A notice that is sent by 
mail will be deemed given: (i) three (3) business days to an address within the United States of 
America or (ii) seven (7) business days to an address outside of the United States of America 
after it is mailed.  A notice sent by recognized overnight delivery service will be deemed given 
when received or refused.  A notice sent by electronic mail or facsimile shall be deemed given 
when sent, provided a confirmed receipt transmission report is generated.  Any party may 
designate, by notice to all of the others, substitute addresses or addressees for notices; and, 
thereafter, notices are to be directed to those substitute addresses or addressees.

11.3 Specific Performance.  The parties recognize that irreparable injury will result 
from a breach of any provision of this Agreement and that money damages will be inadequate to 
fully remedy the injury.  Accordingly, in the event of a breach or threatened breach of one or 
more of the provisions of this Agreement, the Company or any party who may be injured (in 
addition to any other remedies which may be available to that party) shall be entitled to one or 
more preliminary or permanent orders (i) restraining and enjoining any act which would 
constitute a breach or (ii) compelling the performance of any obligation which, if not performed, 
would constitute a breach, and that the Company or such injured party shall not be required to 
post bond or other security in connection therewith.
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11.4 Dispute Resolution.  

(a) The parties hereto agree that all problems or claims arising out of or in 
connection with this Agreement and all other agreements or other instruments executed in 
connection herewith, including any claim for specific performance (collectively 
“Disputes”), the Members shall, in good faith, use their reasonable best efforts to resolve 
the Dispute.  If after such efforts the Members are unable within ten (10) days of the 
arising of the Dispute to resolve the Dispute in good faith, any party may submit the 
dispute to a an arbitration panel for resolution.  In the event the parties are unable to agree 
upon an arbitration panel, each of the parties to the dispute shall select one arbitrator, and 
such two arbitrators shall select a third arbitrator, whom together shall constitute the 
panel.  The fees and expenses of such dispute resolution shall be borne by the non-
prevailing party, as determined by such arbitration.  

11.5 Choice of Law.  The interpretation, enforcement and performance of this 
Agreement shall be governed by the laws of the State of New York.

11.6 Attorneys’ Fees in the Event of Dispute.  In the event any dispute between the 
parties hereto results in arbitration or litigation, the prevailing party shall be reimbursed for all 
reasonable costs, including, but not limited to, reasonable attorneys’ fees.

11.7 Complete Agreement.  This Agreement constitutes the complete and exclusive 
statement of the agreement among the Members.  It supersedes all prior written and oral 
statements, including any prior representation, statement, condition, or warranty.  

11.8 Applicable Law.  All questions concerning the construction, validity, and 
interpretation of this Agreement and the performance of the obligations imposed by this 
Agreement shall be governed by the internal law, not the law of conflicts, of the State of New 
York.

11.9 Section Titles.  The headings herein are inserted as a matter of convenience only, 
and do not define, limit, or describe the scope of this Agreement or the intent of the provisions 
hereof.

11.10 Binding Provisions.  This Agreement is binding upon, and inures to the benefit of, 
the parties hereto and their respective heirs, executors, administrators, personal and legal 
representatives, successors, and permitted assigns.

11.11 Terms.  Common nouns and pronouns shall be deemed to refer to the masculine, 
feminine, neuter, singular and plural, as the identity of the Person may in the context require.

11.12 Severability of Provisions.  Each provision of this Agreement shall be considered 
separable; and if, for any reason, any provision or provisions herein are determined to be invalid 
and contrary to any existing or future law, such invalidity shall not impair the operation of or 
affect those portions of this Agreement which are valid.  Furthermore, if any provision of this 
Agreement shall be adjudicated to be invalid, overbroad or unenforceable, the parties agree that 
the court making such determination shall have the power to delete, amend and/or reduce the 
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duration and/or scope of, the provision thus adjudicated to be invalid or unenforceable to the 
extent necessary for said provision to be adjudicated valid and enforceable, such deletion and/or 
reduction to apply only with respect to the operation of this Agreement in the particular 
jurisdiction in which such adjudication is made.

11.13 Amendment.  This Agreement may be amended, altered or modified only by the 
affirmative vote of all of the Members; provided, however, that this Agreement may be amended 
by the Managers without any action of the Members in any of the following cases:

(a) Upon an advice by counsel, to the extent necessary to permit the 
allocations and distributions contained in this Agreement to be sustained under existing 
or future federal income tax laws and as otherwise provided in this Agreement;

(b) Exhibit A, listing the addresses and Percentages of the Members, may be 
modified from time to time by the Managers to reflect any admission of new Members, 
any change in the Members or in the Membership Interest of any Member which has 
been effected by Transfer, operation of the express terms of this Agreement, or other 
appropriate action, or to reflect any Member’s change of address;

(c) to correct any clerical errors or omissions, provided that the Managers 
gives prior written notice of such amendment to the Members; or

(d) to delete or add or modify any provision required to be so deleted, added, 
or modified by the staff of the Securities and Exchange Commission, any other  federal 
agency or any state “Blue Sky” Commissioner or similar official, when the deletion, 
addition, or modification is for the benefit or protection of the Members.

11.14 Construction.  The parties hereto have jointly participated in the negotiation and 
drafting of this Agreement. In the event of an ambiguity or if a question of intent or 
interpretation arises, this Agreement shall be construed as if drafted jointly by all of the parties 
hereto and no presumptions or burdens of proof shall arise favoring any party by virtue of 
authorship of any of the provisions of this Agreement.

11.15 Counterparts.  This Agreement may be executed simultaneously in two or more 
counterparts, each of which shall be deemed an original and all of which, when taken together, 
constitute one and the same document.  The signature of any party to any counterpart shall be 
deemed a signature to, and may be appended to, any other counterpart.

11.16 Waiver.  Gutnicki LLP (“GLLP”) has acted as lead counsel in developing the 
documentation for the Company.  In this regard, the parties to this Agreement acknowledge that 
GLLP has informed each Member that a conflict of interest exists in GLLP’s representation in 
such formation and that each Member has been advised to seek outside counsel and business 
advice to review all documents relating to the Company, including without limitation this 
Agreement, and to advise each Member as to the effects, consequences and legalities of such 
documents.
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Remainder of this page left intentionally blank.  Signature page follows.
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IN WITNESS WHEREOF, the parties have executed this Agreement as of the date first set 
forth above.

MANAGERS:

Sam Halper

Being the Managers of the Company

MEMBERS:

___________________________________
Sam Halper

___________________________________
David Gast

Ephram Lahasky
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IN WITNESS WHEREOF, the parties have executed this Agreement as of the date first set 
forth above.

MANAGERS:

Sam Halper

Being the Managers of the Company

MEMBERS:

___________________________________
Sam Halper

___________________________________
David Gast

Ephram Lahasky
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EXHIBIT A

MEMBERS AND CAPITAL

Member Capital Contribution
Loan 

Amount Percentage
Sam Halper $ 33.34%

David Gast $ 33.33%

Ephram Lahasky $ 33.33%
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9/27/22, 9:41 AM Public Inquiry

https://apps.dos.ny.gov/publicInquiry/EntityDisplay 1/2

Department of State
Division of Corporations

Entity Information

Return to Results Return to Search

ENTITY DISPLAY NAME HISTORY FILING HISTORY MERGER HISTORY ASSUMED NAME HISTORY

Service of Process Name and Address

Name: DAVID GAST

Address: 1800 ROCKAWAY AVENUE, 2ND FLOOR SUITE 200, LAWRENCE, NY, UNITED STATES, 11559

Chief Executive Officer's Name and Address

Name:

Address:

Principal Executive Office Address

Address:

Registered Agent Name and Address

Name:

Address:

Entity Primary Location Name and Address

Name:

Address:

Farmcorpflag

Is The Entity A Farm Corporation: NO

Entity Details



ENTITY NAME: VILLAGES OF ORLEANS LLC DOS ID: 4722409

FOREIGN LEGAL NAME: FICTITIOUS NAME:

ENTITY TYPE: DOMESTIC LIMITED LIABILITY COMPANY DURATION DATE/LATEST DATE OF DISSOLUTION:

SECTIONOF LAW: 203 LLC - LIMITED LIABILITY COMPANY LAW ENTITY STATUS: ACTIVE

DATE OF INITIAL DOS FILING: 03/09/2015 REASON FOR STATUS:

EFFECTIVE DATE INITIAL FILING: 03/09/2015 INACTIVE DATE:

FOREIGN FORMATION DATE: STATEMENT STATUS: CURRENT

COUNTY: NASSAU NEXT STATEMENT DUE DATE: 03/31/2023

JURISDICTION: NEW YORK, UNITED STATES NFP CATEGORY:

https://apps.dos.ny.gov/publicInquiry/EntityDisplay
https://apps.dos.ny.gov/publicInquiry/NameHistory
https://apps.dos.ny.gov/publicInquiry/FilingHistory
https://apps.dos.ny.gov/publicInquiry/MergerHistory
https://apps.dos.ny.gov/publicInquiry/AssumedNameHistory


9/27/22, 9:41 AM Public Inquiry

https://apps.dos.ny.gov/publicInquiry/EntityDisplay 2/2

Stock Information

Share Value Number Of Shares Value Per Share
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OPERATING AGREEMENT OF 
COMPREHENSIVE AT ORLEANS LLC 

This Operating Agreement made this 3RD day of March 2014 (the "Agreement") of 
Comfrehensive at Orleans LLC is entered into by Bernard Fuchs, with an address of 

 uchs"), ( Fuchs is referred to herein as the "Members" or as a 
11Member11

). 

WITNES SETH: 

WHEREAS, the Members have formed a New York limited liability company 
known as Comprehensive at Orleans LLC (the "Company") for the purposes and on the terms and 
conditions set forth in this Agreement; and 

WHEREAS, the Members wish to create an Operating Agreement to establish the 
rules and procedures that are to govern the conduct of the business and affairs of the Company and 
related business and affairs and which shall supersede all prior Operating Agreements. 

NOW, TIIEREFORE, in consideration of the foregoing and the mutual covenants 
hereinafter set forth, the Members, intending to be legally bound, hereby mutually covenant and 
agree as foJlows: 

ARTICLE ONE 

Definitions 

The capitalized terms used in this Agreement shall have the meanings specified in this 
Article One. 

"Act" shall mean the Limited Liability Company Law of the Consolidated Laws of 
New York, Section 203, et seq., as it may be amended from time to time, and any successor to said 
Statute. 

"Adjusted Capit~I Account Deficit" shall have the meaning set forth in Section 

"Affiliate" shall mean with respect to any Member (a) any Person that, directly or 
indirectly, controls, is controlled by or is under common control with such Member and (b)any 
spouse, parent or issue of any Member. For these purposes, control means the possession, directly 
or indirectly, of the power to direct or cause the direction of the management of any Person whether 
through the ownership of voting securities, by contract or otherwise. 

1 



"Articles of Organization" shall mean the Company's Articles of Organization as 
filed with the Secretary of State, as they may be amended, supplemented or restated from time to 
time. 

"Bankruptcy" shall mean, with respect to a Person, the occurrence of any of the 
following events: (a) the filing by that Person of a petition commencing a voluntary case in 
bankruptcy under applicable bankruptcy laws; (b) the entry against that Person of an order for relief 
under applicable bankruptcy laws; (c) the written admission by that Person of his or her inability to 
pay his or her debts as they mature, or an assignment by that Person for the benefit of creditors; (d) 
the appointment of a receiver for the property or affairs of that Person; or ( e) the institution of any 
proceeding against such Person seeking to adjudicate that he or she is bankrupt or insolvent or the 
imposition of any other remedy afforded under applicable bankruptcy laws, and either such 
proceeding shall remain undismissed or unstayed for a period of30 days or any of the actions 
sought in such proceeding shall occur. 

"Capital Account" shall have the meaning set forth in Section 3.3. 

"Capital Contributions" shall mean the services and the amount of cash and the 
fair market value of any property (other than cash) that a Member contributes or is deemed to have 
contributed to the Company pursuant to Section 3 .1.1. 

"Code" shall mean the Internal Revenue Code of 1986, as amended from time to 
time, and any corresponding provisions of any succeeding law. 

"Company" shall have the meaning set forth in Section 2.2. 

"Depreciation" shall mean, with respect to each fiscal year or other period, an 
amount equal to the depreciation, amortization or other cost recovery deduction allowable with 
respect to a Company asset for such year or other period, except that, if the Gross Asset Value of an 
asset differs from its adjusted basis for Federal income tax purposes at the beginning of such year 
or other period, Depreciation shall be an amount that bears the same ratio to such beginning Gross 
Asset Value as the Federa1 income tax depreciation, amortization or other cost recovery deduction 
for such year or other period bears to such beginning adjusted tax basis; provided, however, that if 
the Federal income tax depreciation, amortization, or other cost recovery deduction for such asset 
for such year or other period is zero, Depreciation shall be determined with reference to such 
beginning Gross Asset Value using any reasonable method selected by the Tax Matters Member. 

"Excluded Acts of the Members" shall have the meaning set forth in Section 2.7.3. 

"Gross Asset Value" shall mean 'the carrying values of each item of Company 
property, as reflected in the Company's books and records maintained for Code Section 704(b) 
purposes in accordance with Regulations § 1. 704-1 (b ), as reduced by Depreciation with respect to 
such item. 

"Members" shall have the meaning set forth in the preamble to this Agreement. 
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"Membership Interests" shall have the meaning set forth in Section 2.6.1. 

"Net Income" or "Net Loss" shall mean, with respect to each fiscal year or other 
period, an amount equal to the Company's Taxable Income or Tax Loss, as the case may be, for 
such fiscal year or other period, tog~ther with the following adjustments: 

(a) any income of the Company that is exempt from federal income tax and not 
otherwise taken into account in computing Net Income or Net Loss pursuant to this 
definition shall be added to such Taxable Income or Tax Loss; 

(b) ~y expenditures of the Company described in Code Section 705(a)(2)(B) or 
treated as Code Section 705(a)(2)(B) expenditures pursuant to Regulation§ 1.704-
l(b )(2)(iv)(i) and not otherwise taken into .account in computing Net Income or Net Loss 
pursuant to this definition shall be subtracted from such Taxable Income or Tax Loss; and 

(c) with respect to each asset whose Gross Asset Value differs from its adjusted 
Federal income tax basis, (1) in lieu of the depreciation, amortization, and other cost 
recovery deductions taken into account in computing such Taxable Income or Tax Loss, 
there shall be taken into account Depreciation for such fiscal year or other period, and (2) 
gain or loss resulting from any disposition of such asset shall be computed by reference to 
its Gross Asset Value, rather than the adjusted Federal income tax basis of such asset. 

"Offer Notice" ·shall have the meaning set forth in Section 7 .2(a). 

"Offered Membership Interest" shall have the meaning set forth in Section 7.2. 

"Offerees" shall have the meaning set forth in Section 7.2(a). 

"Offeror" shall have the meaning set forth in Section 7.2. 

"Person" shall mean any individual, partnership, corporation, Limited Liability 
Company, unincorporated organization-or association, trust or other entity. 

"Permitted Acts of the Members" shall have the meaning set forth in Section 
2.7.3. 

"Proposed Purchaser" shall have the meaning set forth in Section 7.2. 

"Regulations" shall mean the Income Tax Regulations promulgated under the 
Code, as amended from time to time and any corresponding provisions of any succeeding 
regulations. 

"Secretary of State" shall mean the New York Secretary of State. 

"Tag Along Notice" shall have the meaning set forth in Section 7.2(d). 
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"Taxable Income" or "Tax Loss" shall mean, with respect to each fiscal year or 
· other period, an· amount equal to the Company1s taxable income or loss for such fiscal year or other 
period determined in accordance with Code Section 703(a) (for this purpose, all items of income, 
gain. loss or deduction required to be separately stated pursuant to Code Section 703(a)(l) shall be 
included in such taxable income or loss). 

"Tax Matters Member" shall have the meaning set forth in Section 10.6. 

"Transfer" shall mean any sale, transfer, gift, assignment, pledge or grant of a 
security interest, by operation of law or otherwise, in or of an interest in the Company or of rights· 
under this Agreement, excluding, however, any grant of such a security interest in favor of the 
Company. 

ARTICLE TWO 

Organization 

2.1 Formation. The Members hereby ratify and approve all actions taken by them in 
connection with the organization of a limited liability company (the "Compant'), including the 
filing of the Articles of Organization attached hereto as Exhibit A on February 3, 2014 pursuant to 
the provisions of the Act and this Agreement. 

2.2 Name. The name of the Company is "Comprehensive at Orleans LLC" 

2.3 Purposes. The purposes for which the Company is fonned is limited to owning, 
operating and/or leasing the real and personal property of the nursing home facility currently doing 
business as The Villages of Orleans Health and Rehabilitation Center in the State of New York (the 
'•Facility') located at 14012 Route 31 West, Albion, NY and engaging in all other activities and 
transactions as are incidental and necessary to the foregoing. 

2.4 Principal Office. The location of the principal office of the Company shall be 
located at 14012 Route 31 West, Albion, NY in the County of Orleans, New York. 

2.5 Duration. The tenn of the Company shall commence on the date that the Articles of 
Organization are filed with the Secretary of State and shall continue in full force and effect until 
terminated in accordance with the provisions of this Agreement. 

2.6 Members and Membership Interests. 

2.6.1 The Members of the Company and their percentage membership interests (the 
"Membership Interests") are as follows: 
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Fuchs 

Membership Interest 

100% 

A Member's Membership Interest is his aggregate rights in the Company, including, without 
limitation, his right to his interest in the Company's assets, liabilities, profits, losses and capital, his 
right to receive distributions from the Company and his right to vote and participate in the 
management of the Company. 

2.6.2 Additional Members may be admitted into the Company as provided for 
under Article Seven. Unless named in this Agreement, or unless admitted to the Company as a 
substituted or new Member as provided herein, no Person shall be considered a Member, and the 
Company need deal only with the Members so named and so admitted. The Company shall not be 
required to deal with any other Person by reason of an assignment by a Member or by reason of the 
dissolution, death or bankruptcy of a Member, except as otherwise provided in this Agreement 

2.6.3 The Members agree that they shall refrain from talcing or causing the 
Company to take any of the following types of action without the prior written consent of Members 
owning at least 66¾% of the Membership Interest: 

(a) issue or dispose of any Membership Interest or admit any Person as a 
Member (except as permitted herein); 

(b) create, assume or suffer to exist any material mortgage, pledge or 
other encumbrance upon the Company's properties or assets now owned or hereafter acquired, 
except in the ordinary course of business; 

(c) purchase or acquire, except in the ordinary course of business, any 
property or assets or obligations or stock of or interest in, make any capital contribution to, or 
otherwise invest directly or indirectly in, or make loans or advances to, any Member or Person; 

(d) amend or charige the Company's Articles of Organization, dissolve, 
create any subsidiary or merge or consolidate with or into any other company or corporation, 
except in the ordinary course of business; 

(e) sell, lease, transfer or otherwise dispose of any of the Company's 
material assets or properties, except in the ordinary course of business; or 

(f) make any material change in the character of the Company's 
business. 

A Member shall not have voting rights hereunder in the event that he is in material violation of this 
Agreement and fails to cure such violation promptly after receiving notice thereof. 
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2. 7 Management. 

2. 7 .1 The corporate business obligations and tax, accounting, .financial and ot~er 
affairs of the Company shall be managed by the Members. The Members hereby designate Fuchs 
as the initial Chief Executive Officer and Secretary, and shall have such powers as are usually 
exercised by such designated officers of a New York corporation and shall have the authority to 
bind the Company through the exerpise of such powers subject to, and to the extent consistent with, 
the terms hereof. The Members have the power and authority to delegate to one or more other 
persons the Member's rights and powers to manage and control the business and affairs of the 
Company, including the power and authority to delegate to agents, boards of managers, managing 
members or directors, officers and assistant officers, and employees of a Member of the Company. 
and the power and authority to delegate by a management agreement or another agreement with, or 
otherwise, to other persons. The Members initiaJly delegate to the Facility administrator the power 
and responsibility for day to day operations of the Facility with power to bind the Company. The 
Members shall also from time to time appoint a "Governing Body" required by Federal Law to 
perform such duties as are federally mandated and may hire consultants to advise the Facility 
administrator on issues relating to day to day operations and/or financial reporting. Neither the 
management structure nor the provisions setting forth such structure may be deleted, modified or 
amended without the prior approval of the New York State Department of Health.· 

2. 7.2 The Members shall be entitled to and shaJl be reimbursed by the Company for 
all out-of-pocket expenses incurred by the Members on behalf of the Company. Any such fees 
and/or reimbursements shall be treated as expenses of the Company and shall not be deemed to 
constitute distributions to the recipient of any profit, loss or capital of the Company. 

2.7.3 No Member shall be liable, responsible, or accountable in damages or 
otherwise to the Company or any of its other Members for any failure to take any action or the 
taking of any action within the scope of authority conferred on him ~y this Agreement and made in 
good faith ("Permitted Acts of the Members"). Each Member shall be liable, responsible, and 
accowitable in damages to the Company and the other Members for any acts performed by such 
Member arising out of or resulting from his fraud, criminaJ action or bad faith or the failure of such 
Member to comply in any material respect with any covenant, condition or other agreement of the 
Members contained herein ("Excluded Acts of the Members"). Nothing in this paragraph shall be 
deemed to make any of the Members liable, responsible or accountable to persons other than the 
Company or the Members. 

2. 7.4 The Members do not in any way guarantee the return of any Member's 
contribution or a profit for the Members from the Company's business. 

2.7.5 The Members shall be entitled to indemnity from the Company on account of 
any claim, liability, action or damage arising from or relating to any Permitted Acts of the Members 
and on account of all reasonable attorney's fees and disbursements incurred in connection 
therewith. The Members shall not be entitled to indemnity from the Company on account of any 
claim, liability, action or damage arising from or relating to any Excluded Acts of the Members. 
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3.1 

ARTICLE THREE 

Capital Contributions; Financing; Obligations; Capital Accounts 

Contribution's and Financing. 

3.1.1 Each of the Members has contributed property or services to1he Company in 
proportion to their respective Membership Interests as set forth in Section 2.6 hereof as the same 
may be amended from time to time. 

3.1.2 The Members may, from time to time, seek financing at prevailing interest 
rates and otherwise upon terms and conditions satisfactory to the Members to assist in funding the 
operations of the Company. 

3.1.3 To the extent required by any bank, financial institution or any other lender 
("Lender") as a condition to making loans hereunder, each of the Members shall execute and 
deliver or cause to be executed and delivered, any personal guarantees and related documents 
required by the Lender. The Members, to the extent permitted by Lender, shall be liable with 
respect to any such personal guarantees only to the extent of their proportionate Membership 
Interests and if not so pcnnittcd by Lender shall as amongst themselves only be liable with respect 
to their proportionate Membership Interest. 

3.2 Obligations. Each of the Members will cooperate in all aspects to procure 
financing, refinancing, licenses and insurance (including, without limitation, self-insurance) on 
behalf of the Company and in all other matters with respect to the proper and efficient operation of 
the Company. 

3.3 Capital Accounts. An individual capital account (a "Capital Account") shall be 
established and maintained for each Member in compliance with Regulation § 1. 704-1 (b ). 

ARTICLE FOUR 

Members Not Liable for Company Losses 

4.1 No Liability. The Members shall have no personal liability for the losses, debts, 
claims or expenses of, or encumbrances against, the Company or its property. 

ARTICLE FIVE 

Distributions 

5.1 Distributions Generally. 
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5.1.1 Except as otherwise provided in this Section 5.1, the timing and amount of 
any distribution of funds of the Company shall be determined by the Members. 

. 5.1.2 The Company shall retain fimds necessary to cover its reasonable business 
needs, which shall include reserves against possible losses and the payment and making provision 
for the payment. when due, of obligations of the Company, including obligations owed to 
Members, and may retain funds for any other Company purposes. The amounts of such reserves 
and the pwposes for which such reserves are made shaJJ be detennined by the Members. 

5.2 Apportionment of Distributions. Except as provided in Sections 5.1 and 8.2 
hereof, distributions shall be made to the Members in proportion to their respective Membership 
Interests. 

ARTICLE SIX 

Allocations 

6.1 Allocations of Net Income and Net Loss. After making the allocations (if any) 
required by Section 6.2 hereof, all Net Income and Net Loss for each fiscal year (or portion thereof) 
of the Company shall be allocated among the Members in accordance with their respective 
Membership Interests. 

6.2 Regulatory Allocations. 

6.2.1 Notwithstanding any other provision of this Agreement, Net Loss (or items of 
deduction as computed for book purposes) shall not be allocated to a Member to the extent that the 
Member has or would have, as a result of such allocation, an Adjusted Capital Account Deficit An 
"Adjusted Capital Account De:ficit11 shall mean and refer to a Member's Capital Account, increased 
by any amounts which such Member is obligated to restore pursuant to the terms of this Agreement 
or is deemed to be obligated to restore pursuant to the penultimate sentences of Regulation §l.704-
2(g)(l) and §1.704-2(i)(5), and reduced by any adjustments, allocations or distributions described 
in Regulation §1.704-1 (b)(2)(ii)(d)(4), (5) or (6). Any Net Loss (oritems of deduction as computed 
for book purposes) which otherwise would be allocated to a Member, but which cannot be allocated 
to such Member because of the application of the immediately preceding sentence, shall instead be 
allocated to the other Members, in accordance with their respective Percentage Interests, subject to 
the limitation imposed by the immediately preceding sentence. 

6.2.2 In order to comply with the 11qualified income offset" requirement of the 
Regulations under Code § 704(b ), and notwithstanding any other provision of this Agreement to the 
contrary, except Section 6.2.3. in the event a Member for any reason (whether or not expected) has 
an Adjusted Capital Account Deficit, items of Net Income ( consisting of a pro rata portion of the 
items thereof) shall be allocated to such Member in an amom1t and manner sufficient to eliminate 
as quickly as possible the Adjusted Capital Account Deficit. 
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6.2.3 In order to comply with the "minimum gain charge back" requirements of_ 
Regulation § l .704-2(f)(l) and § l .704-2(i)( 4), and notwithstanding any other provision of this 
Agreement to the contrary, in the event there is a net decrease in a Member's share of Company 
minimum gain (as defined in Regulation§ 1.704-2(d)(l)) and/or Member non-recourse debt 
minimum gain (as defined in Regulation§ 1. 704-2(i)(2)) during a Company taxable year, such 
Member shall be allocated items of income and gain for that year (and if necessary, for other years) 
as required by and in accordance with Regulation§ l.704-2(f)(l) and§ l.704-2(i)(4) before any 
other allocation is made. 

6.2.4 Notwithstanding any other provision of this Agreement, all items of deduction 
and loss that, pursuant to Regulation § 1. 704-2(i), are attributable to a non-recourse debt for which a 
Member (or a Person related to such Member under Regulation §1.752-4(b)) bears the economic 
risk ofloss (within the meaning of Regulation §1.752-2), shall be allocated to such Member as 
required by Regulation §1.704-2(c). 

6.3 Other Allocation Rules. 

6.3.1 Each separate item of income, deduction, gain and loss of the Company shall 
be allocated among the Members in the same proportion as the portion of the total Net Income or 
Net Loss for the period which is credited or charged to the Capital Account of each Member bears 
to the total Net Income or Net Loss for such period. 

6.3.2 Income, gain, loss and deductions of the Company shall, solely for income tax 
purposes, be allocated among the Members in accordance with Code§ 704(c), so as to take account 
of any difference between the adjusted basis of the assets of the Company for Federal income tax 
purposes and their respective Gross Asset Values, and otherwise shall be allocated in the same 
manner as the related book items were allocated under Sections 6.1 and~ hereof. Except as 
otherwise determined by the Managers, any allocations required by Code§ 704(c) shall be 
effectuated using the traditional method described in Regulation §1.704-3(b)(l). 

ARTICLE SEVEN 

Dispositions of Membership Interests 

7.1 Transfers of Membership Interests. Except for a Transfer pursuant to Section 7.2 or 
7.4 of this Agreement, no Member shall have the right to Transfer or otherwise dispose of all or any 
portion of his Membership Interest in the Company, except with the unanimous consent of the non
transferring Members (which consent may be granted or withheld in their sole and absolute 
discretion); provided, however, that the Members are under no restrictions as to the transfer by 
them of their Membership Interest among themselves or to their Affiliates and that upon the death 
of a Member, such Member's right to receive distributions under this Agreement may be transferred 
to his estate or beneficiaries, but such Affiliate(s) and/or transferee(s) shall acquire no other rights 
hereunder unless admitted as Members in accordance with the provisions of Section 7 .3 hereof. 
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7 .2 Sales to Third Parties. Except as set forth in Section 7.4 hereof, if a Member (the 
"Offeror'') shall at any time desire to sell all, but not less than all, of his Membership Interest (the 
"Offered Membership Interest") to a third party and the Proposed Purchaser shall have made a firm 
commitment to purchase all of such Offered Membership Interest (the "Third Party Offer"), then: 

(a) The Offeror shall give written notice (the "Offer Notice") to the Company and to 
each of ~e other Members (the "Offerecs") of his desire to sell all of his Offered Membership 
Interest, which notice shall (i) state the name and address of the Proposed Purchaser and (ii) the 
purchase price and the other terms ~d conditions on which the Offeror proposes to sell the Offered 
Membership Interest to the Proposed Purchaser (the "Third Party Terms"). The Offer Notice shall 
constitute an offer to sell first to the Company and then to the other Offerees all of the Offered 
Membership Interest upon the Third P~ Terms. 

(b) The Company shall have a period of30 days after its receipt of the Offer Notice 
within which to accept, in whole or in part, the offer made by the Offer Notice by giving concurrent 
notice to such effect to ·the Offeror and to each of the other Offerees within such period. If the 
Company does not accept the offer made by the Offer Notice in whole, each Offeree, other than the 
Company, shall have the right, for a period of fifteen days after the expiration of the Company's 30-
day option period, to accept the offer made by the Offer Notice to the extent not accepted by the 
Company, by giving concurrent notice to such effect to the Offeror and to each of the other 
Offerees (including the Company) within such fifteen day period. Each such notice of acceptance 
shall specify the amount of the Offered Membership Interest which the Offeree giving such notice 
is willing to purchase provided the remaining Offered Membership Interest is purchased by the 
other Off erees. 

(c) If any or all of the Offerees shall accept the offer made by the Offer Notice and if 
they shall collectively specify in their notices of acceptance their willingness to purchase all of the 
Offered Membership Interest, then: 

(i) If the Company shall so accept such offer (whether it shall have so 
specified it is willing to purchase all or less than all of the Offered Membership Interest), the 
Offeror shall sell to the Company, and the Company shall purchase from the Offeror, on the Third 
Party Terms, the Membership Interest which the Company shall have so specified that it is willing 
to purchase. 

(ii) Heither the Company shall not so accept such offer to any extent or 
shall have so accepted such offer as to less than all of the Offered Membership Interest, then the 
Offeror shall sell to each of the Offerees, other than the Company, who shall have so accepted such 
offer, and each such other Offeree shall purchase from the Offeror, on the Third Party Terms, the 
Offered Membership Interest equal to the product of (a) the balance of the Offered Membership 
Interest which is not required to be sold to the Company by such Offeror pursuant to clause {i) 
above and (b) a fraction, the nwncrator of which shall be the Membership 1 nterest which such 
Offeree shall own and the denominator of which shall be the Membership Interests which all of the 
Offorees who shall have accepted such offer shall own; provided, however, that no OITeree shall be 
required to purchase more Offered Membership Interest than such Offeree shall have so specified 
that such Offeree is willing to purchase in its notice of acceptance, and any Offered Membership 
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Interest not so required to be purchased by such Offeree shall be allocated among the other 
Offerees. to the extent that they are willing to purchase the same, in accordance with the foregoing 
provisions of this clause (ii); and provided, further, that the Offerees may agree among themselves 
to allocate the Offered Membership Interest to be purchased by each Offeree other than in their 
respective proportionate amounts, in which event, the Offorees shall give written notice of such 
allocation to the Company and the Offeror. 

(d) Each Offeree, other than the Company, that has not accepted the offer made by 
the Offer Notice, shall have the right within 15 days of its receipt of the Offer Notice to elect, by 
written notice to the Offeror (the "Tag-Along Notice"), to require the Proposed Purchaser to 
purchase from such Offeree, on the Third Party Terms, up to the same proportion of the aggregate 
Membership Interests of the Company held by such Person as the proportion of aggregate 
Membership Interests of the Company owned by the O.fferor that is sold to such Proposed 
Purchaser; provided, however, that if any other Offeree elects to accept the offer made by the Offer 
Notice, then the Offeree not a party to such election shall not have the right to require either the 
other Offerees or the Proposed Purchaser to purchase such Person's Membership Interests. F.acb 
Offeree who fails to deliver a Tag-Along Notice to the Offeror prior to the expiration of the 15-day 
period referred to in the preceding sentence shall forfeit all of such O:fferee's rights pursuant to this 
paragraph ( d). 

( e) If none of the Offerees shall accept the offer made by the Offer Notice or if any 
or all of the Offcrces shall so accept such offer but they shall not collectively accept and thereafter 
purchase all of the Offered Membership Interest within the time frames set forth in Section 7.2(b), 
then: (i) the Offeror shall not be obligated to sell any of the Offered Membership Interest to any 
Offeree; provided, however, that if the Offeror elects to sell any of the Offered Membership 
Interest to any Offcree, he must sell all of the Offered Membership Interest with respect to which 
Offerees have exercised their options pursuant to this Section 7 .2 and (ii) within 90 days after the 
giving of the Offer Notice, the Offeror shall have the right to sell all, but not less than a11, of the 
Offered Membership Interest to the Proposed Purchaser; provided, however, that any such sale 
shall be subject to all of the following conditions: · 

(i) The sale to the Proposed Purchaser shall be at the price, upon "the 
tenns and in the manner set forth in the Offer Notice. 

(ii) The Proposed Purchaser shall not become a "Member" unless all of 
the non-transferring Mell)bers consent, which consent shall not unreasonably be withheld; 
provided, however, that such Proposed Purchaser shall obtain the Transferor's right to 
receive distributions under this Agreement from and after the date of such sale. 

(iii) At the time of any sale and purchase of Offered Membership Interest, 
the Proposed Purchaser shall deduct from the purchase price and shall pay to the Company 
any amount owed by the Offeror to the Company. 

(t) In the event that the Offeror, or more than one Offeror, has complied with the 
procedures set forth in this Section 7.2 after receiving a Third Party Offer, and the Offered 
Membership Interest constitutes more than 85% of the aggregate Membership Interests of the 
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Company, each Offeree that has not elected to purchase the Offered Membership Interest shall, 
upon the written request of the Proposed Purchaser, be required to sell to such Proposed Purchaser, 
on the Third Party terms, the same proportion of the aggregate Membership Interests of the 
Company held by such Person as the proportion of aggregate Membership Interests of the 
Company owned by the Offeror(s) that is sold to such Proposed Purchaser. 

(g) If the Offeror shall not so sell the Offered Membership Interest to the Proposed 
Purchaser within the 90-day period specified in Section 7.2(e), the Offeror shall continue to hold 
the Offered Membership Interest subject to all of the terms and conditions of this Agreement. 

(h) If the Company or some or all of the Offerees elect to exercise the right and 
option to purchase set forth in this Section 7 .2, settlement of the purchase shall take place on the 
sixtieth day from the date of the Offer Notice at the office of the Company, at which time and place 
the Offeror shall tender an appropriate instrument of assignment evidencing the transfer of the 
Offered Membership Interest being sold, and the purchasers shall tender the purchase price in the 
form and manner prescribed in the Third Party Offer. 

7.3 Substitute Members. Notwithstanding anything to the contrary contained in this 
Agreement, the assignee of a Membership Interest shall have the right to become a substituted 
Member in the Company only if (1) the consent referred to in Section 7.1 or Section 7.2(e)(ii) has 
been obtained, (2) the assignor so provides in an instrument of assignment, (3) the assignee agrees 
in writing to be bound by the terms of this Agreement and the Articles of Organization in the form 
attached hereto as Exhibit A, and (4) the assignee pays the reasonable costs incurred by the 
Company in preparing and recording any necessary amendments to this Agreement and the Articles 
of Organization, unless waived by Consent of the Manager. 

7.4 Qualified Transferee. Each Member shall be free to give, sell, assign, transfer or 
bequeath all or any part of their Membership Interest to any spouse, children or issue of such 
Member ("Qualified Transferee''), provided that such Qualified Transferee shall execute a 
counterpart of this Agreement and agree to be bound by all of the terms hereof, and such Member 
(if then living and competent) shall agree to guaranty any and all then outstanding obligations of 
such transferee to the Company or to any other Members incurred pursuant to this Agreement 
Furthermore, any Member may transfer, assign, convey or bequeath any or all of their Membership 
Interest to any trust of which such Member, any other Member or any Qualified Transferee is the 
trustee, provided that (i) such Member shall give the Company thirty (30) days' prior written notice 
of the proposed transfer, accompanied by a copy of the trust agreement or other instrument creating 
such trust and (ii) the trustees of such trust shall execute a counterpart of this Agreement and agree 
to be bound by all of the terms hereof. 

7.5 Notwithstanding anything to the contrary herein or in the Articles of Organization, 
transfers, assignments or other dispositions or membership interests or voting rights must be 
effectuated in accordance with section 2801-a( 4)(b) of the New York State Public Health Law and 
implementing regulations. 

ARTICLE EIGHT 
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Dissolution, Liquidation and Termination 

8.1 Dissolution. 

8.1.1 The Company shall dissolve upon, but not before, the first to occur of the 
following: 

(a) By the affirmative vote of the Members holding not less than 85% of the 
Membership Interests; 

(b) The disposition of all or substantially all of the assets of the Company; 

(c) The Bankruptcy, death, disability, expulsion or voluntary withdrawal of any 
Member, unless the holders of at least 85% of the remaining Membership Interests agree to 
continue the business of the Company within 90 days after such event; or 

(d) Any other event that would cause the dissolution of a limited liability 
company under the Act, unless the remaininB Members agree to continue the business of the 
Company within 90 days after such event 

8.1.2 Upon the dissolution of the Company, the Company shall immediately 
commence to wind up its affairs, and the Manager shall proceed with reasonable promptness to 
liquidate the business of the Company. 

8.1.3 During the period of the winding up of the affairs of the Company, the rights 
and obligations of the Members shall continue as provided herein. 

8.2 Liquidation. The Company shall terminate after its affairs have been wound up and 
its assets fully distributed in liquidation as follows: 

(a) first, to the payment of the debts and liabilities of the Company and the 
Company's expenses of liquidating; 

(b) next, to the setting up of any reserves which the Members may deem 
reasonably necessary for any contingent or unforeseen liabilities or obligations of the 
Company, provided that any reserves not necessary to satisfy such liabilities or obligations 
are distributed as soon as practicable; and 

(c) thereafter, to the Members, in proportion to their respective positive Capital 
Accounts. 

8.3 Cancellation of Articles of Organization of the Company. Upon the completion of 
the liquidation of the Company's property, lhe Members shall cause the cancellation of the Articles 
of Organization. 

ARTICLE NINE 
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Company Property 

9 .1 Company Property. The Company's property shall consist of all Company assets 
and all Company funds. Title to the property and assets of the Company may be taken and held 
only in the name of the Company or in such other name or names as shall be detennined by the 
Members. All property now or hereafter owned by the Company shall be deemed owned by the 
Company as an entity and no Member, individually, shall have any ownership of such property. 
Title to the assets and properties, real and personal, now or hereafter owned by or leased to the 
Company, shall be held in the name of the Company or in such other name or names as the 
Managers shall determine; provided, however, that if title is held other than in the name of the 
Company, the Person or Persons who hold title shall certify by instrument duly executed and 
acknowledged, in form for recording or filing, that title is held as nominee and/or trustee for the 
benefit of the Company pursuant to the terms of this Agreement and an executed copy of such 
instrument shall be delivered to each Member. 

9.2 Prohibition Against Partition. Each Member hereby permanently waives and 
relinquishes any and all rights he or she may have to cause all or any part of the property of the 
Company to be partitioned, it being the intention of the Members to prohibit any Member from 
bringing a suit for partition against the other Members, or any one of them. · 

ARTICLE TEN 

Records and Accounting; Fiscal Affairs 

10.1 Fiscal Year. The fiscal year of the Company shall be the calendar year. 

10.2 Bank Accounts. All f wids of the Company shall be deposited in such bank or savings 
and loan account or accounts as shall be designated by the Members. Withdrawals from any such 
bank accmmt shall be made upon such signature or signatures as the Members may designate, and 
shall be made only for the purposes of the Company. 

10.3 Books and Records. The Members shall, at the Company's cost and expense, maintain 
full and accurate hooks of the Company, in accordance with the Company's accounting policies 
consistently applied, at the principal place of business of the Company, showing all receipts and 
expenditures, assets and liabilities, Net Income or Net Loss, and all other records necessary for 
recording the Company's business and affairs, including those sufficient to record the allocations 
and distributions provided for in this Agreement. The books and records shall, upon reasonable 
prior notice to the Company, be open for inspection and copying by any Member or his or her duly 
authorized representatives during regular business hours at such principal place of business. Any 
expense for any inspection or examination shall be borne by the Member causing such inspection 
or review to be conducted. Any infonnation obtained by a Member with respect to the affairs of the 
Company shall, except as may be required by law, be kept strictly confidential. 
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10.4 Tax Status. Each of the Members hereby recognizes that the Company will be treated 
as a partnership for Federal, state and local income tax purposes and will be subject to all 
provisions of Subchapter K of Chapter I of Subtitle A of the Code. 

10.5 Tax Returns; Elections. 

10.5.1 The Members shall cause all income tax and information returns for the 
Company to be prepared by the Company's accountant and shall cause such tax returns to be timely 
filed with the appropriate authorities. All decisions regarding tax elections shall be made by the 
Members. Copies of such tax and information returns shall be kept at the principal office of the 
Company or at such other place as the Members shall determine and shall be available for 
inspection by the Members or their representatives during normal business hours. Each Member 
shall be furnished within 90 days after the end of each fiscal year with such information as may be 
necessary to enable each Member to file his Federal income tax return and any required state 
income tax return. The Members shall cause the Company to pay, out of available cash flow and 
other assets of the Company, any taxes payable by the Company. 

10.5.2 The Company may, but is not required to, make elections for income tax 
purposes to the extent permitted by applicable law and regulations, as follows: 

(1) in case of a transfer of all or part of any Member's Membership Interest, 
the Company may elect in a timely manner pursuant to § 754 of the Code and pursuant to 
corresponding provisions of applicable state and local tax laws to adjust the bases of the assets of 
the Company pursuant to§§ 734 and 743 of the Code; and 

(2) all other elections required or permitted to be made by the Company shall 
be made in such a manner as the Member, in consultation with the Company's attorneys or the 
Company's accountant, determine to be most favorable to the Members. 

10.5.3 Each Member agrees to report, on his own income tax returns each year, each 
item of income, gain, loss, deduction and credit as reported by the Company to such Member on the 
Schedule K-1 ( or other similar tax report) issued by the Company to such Member for such year. 
Except as otherwise required by law, no Member shall take any tax reporting position that is 
inconsistent in any respect with any tax reporting positions taken by the Company or any entity in 
which the Company owns any equity interest, and, in the event of a breach by such Member of the 
provisions of this Section 10.5.3, shall be liable to the Company and the Members for any co~ts, 
liabilities and damages (including, without limitation, consequential damages) incurred by any of 
them on account of such breach. 

10.6 Tax Matters Member. Pursuant to Code§ 623l(a)(7)(A), Fuchs is hereby designated 
as the "Tax Matters Member" of the Company for all purposes of the Code and for the 
corresponding provision of any U.S. state or local statute. All of the Members hereby consent to 
such designation and agree to take any such further action as may be required by applicable tax law 
to effectuate and maintain such designation. The Members may from time to time designate another 
Member as the Tax Matters Member. 
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ARTICLE ELEVEN 

Confidentiality 

11.1 Confidentiality. The Members agree that each of them will treat in confidence this 
Agreement and all documents, materials and other infonnation concerning this Agreement or the 
Company. 

ARTICLE TWELVE 

Miscellaneous 

12.1 Independent Activities. Each Member may engage in any investment or 
business activities of his choice, including, without limitation. the ownership and operation of 
nursing home facilities, independent of the Company without having or incurring any obligation to 
offer any interest in such activities to the Company or any other Member, provided that such 
activities do not directly compete with the business of the Company. 

12.2 Notice. Notice to any Member shall be sent to such Member at his address, as 
hereinabove set forth or to such other address as such Member shall designate in writing to the 
other Members. Any notice to the Company shall be sent to the attention of the other Members at 
the address herein above set forth or to such other address as the Members shall designate in 
writing to the other Members. All communications.required or permitted to be given hereunder 
shall be in writing and shall be deemed to have been duly given if (i) delivered personally with 
receipt acknowledged, (ii) sent by registered or certified mail, return receipt requested, (iii) 
transmitted by facsimile (which shall be confinned by a writing sent by registered of certified mail 
on the same day that such facsimile is sent) or (iv) sent by recognized overnight courier for next 
business day qelivery signature required. Notice of change of address shall be deemed given when 
actually received or upon refusal to accept delivery thereof; aU other communications shall be 
deemed to have been given, received and dated on the earlier of: (i) when actually received or upon 
refusal to accept delivery thereof, (ii) on the date when delivered personally, (iii) one day after 
being sent by overnight courier or (iv) two business days after facsimile and mailing, as aforesaid. 

12.3 Separability. In case any one or more of the provisions contained in this Agreement 
shall be invalid or unenforceable in any respect, the validity and enforceability of the remaining 
provisions contained herein shall not in any way be affected or impaired thereby and the parties 
will attempt to agree upon a valid and enforceable provision which shall be a reasonable substitute 
for such invalid and unenforceable provision in light of the tenor of this Agreement and, upon so 
agreeing, shall incorporate such substitute provision in this Agreement. 
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12.4 Interpretation. This Agreement shall be interpreted and construed in accordance with 
the laws of the State of New Yorlc. The parties hereby consent to personal jurisdiction and venue in 
the State of New York, County of New York, with respect to any action or proceeding brought in 
connection with this Agreement. All pronouns and any variations thereof shall be deemed to refer 
to the masculine, feminine, neuter, singular, or plural as the identity of the Person or Persons 
referred to may require. The captions of sections of this Agreement have been inserted as a matter 
of convenience only and shall not control or affect the meaning or construction of any of the terms 
or provisions hereof. 

12.5 Entire Agreement. This Agreement sets forth the entire understanding and agreement 
of the parties hereto with respect to subject matter hereof and all prior agreements arrangements 
and understandings among the parties with respect to the subject matter hereof are superseded by 
this Agreement, which integrates all promises, agreements, conditions and understandings among 
the parties with respect to the Company and its property. 

12.6 Termination, Revocation, Waiver, Modification or Amendment. No termination, 
revocation, waiver, modification or amendment of this Agreement shall be binding unless agreed to 
in writing by all of the parties hereto. 

12.7 Binding Effect. This Agreement shall be binding upon, and shall inure to the benefit 
of, the parties hereto and, subject to the restrictions on Transfer set forth in Article Seven, their 
respective successors, permitted assigns, heirs, executors, administrators and legal representatives. 

12.8 Further Assurances. Each of the parties hereto agrees to execute, acknowledge, 
deliver, file, record and publish such further certificates, instruments, agreements and other 
documents, and to take all such further actions as may be required by law or deemed by the 
Members to be necessary or useful in furtherance of the Company's purposes and the objectives and 
intentions underlying this Agreement and not inconsistent with the terms hereof. 

12.9 Waiver. No consent or waiver, express or implied, by any Member to or of any breach 
or default by any other Member in the performance by any other Member of his obligations 
hereunder shall be deemed or construed to be a consent to or waiver of any other breach or default 
in the performance by such other Member of the same or any other obligation of such Member 
hereunder. Failure on the part of a Member to complain of any act or failure to act of any other 
Member or to declare such other Member in default, irrespective of how Jong such failure 
continues, shall not constitute a waiver by such Member of his rights hereunder. 

12.10 Additional Remedies. The rights and remedies of any Member hereunder shall not 
be mutually exclusive. The respective rights and obligations hereunder shall be enforceable by 
specific performance, injunction or other equitable remedy, but nothing herein contained is 
intended to limit or affect, nor shall it limit or affect, any other rights in equity or any rights at law 
or by statute or otherwise of any party aggrieved as against the other for breach or threatened 
breach of any provision hereof, it being the intention of this paragraph to make clear the agreement 
of the parties hereto that their respective rights and obligations hereunder shall be enforceable in 
equity as well as at law or otherwise. The parties hereto recognize that any breach of the terms of 
this Agreement may give rise to irreparable harm for which money damages would not be an 
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adequate remedy, and accordingly agree that, in addition to any other remedies a party may have 
available at law or in equity, any non-breaching party shall be entitled to enforce the terms of this 
Agreement by decree of specific performance without the necessity of proving the inadequacy as a 
remedy of money damages. 

12.11 No Reliance by Third Parties. The provisions of this Agreement are not for the 
benefit of any creditor or other Person other than a Member and no creditor or Person shall obtain 
any rights under this Agreement or by reason of this Agreement. 

12.12 Arbitration. Any controversy arising out of or relating to this Agreement or any 
modification or extension thereof, shall be settled by arbitration before a panel of three arbitrators 
in New York City in accordance with the rules then pertaining to the American Arbitration 
Association. Such decision shall be fmal and binding upon the parties hereto. The parties consent to 
the jurisdiction of the Supreme Court of the State of New York, and of the United States District 
Court for the Southern District of New York, for all purposes in connection with arbitration, 
including the entry of judgment on any award. The parties consent that any process, notice of 
motion or other application to either of said courts, and any papers in coMection with arbitration, 
may be served by registered or certified mail, return receipt requested, by personal service, or in 
such other manner as may be permissible under the rules of the applicable court or arbitration 
tribunal, provided a reasonable time for appearance is allowed. The arbitrators shall have no power 
to alter or modify any express provision of this Agreement or to render an award which has the 
effect of altering or modifying any express provision hereof. 

12.13 Counterparts. This Agreement may be executed in multiple counterparts, each of 
which shall be deemed an original and all of which shall constitute one agreement. 

IN WITNESS WHEREOF, the parties hereto have executed this Agreement as of the date 
first above written. 

Bernard Fuchs 
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04/30/2020 

Exhibit 13 - Guarantor Analysis 
Ownership for the PropCo and Opco is as follows: 

 Ephram Lahasky, Sam Halper, Rafi Lichtschein, David Gast, and Bernard Fuchs - 16.6% 
 Josh Farkowits - 8.4% 
 Benjamin Landa - 8.4% 

 
Mordy Lahasky 
Ephram “Mordy” Lahasky graduated Magna Cum Laude from Touro College in 1987 with dual majors in Computer Science and 
Mathematics.  After working in the finance department at Paine Webber, Mr. Lahasky was hired as a computer programmer for The Long 
Island Rail Road. Mr. Lahasky was a key member of the team which developed and maintained all of the computer programs used to track 
payroll, time and attendance and pension systems.  After ten years as a union employee of the LIRR, Mr. Lahasky was promoted to Manager 
of the Information Technology department.  As Manager of the Information Technology department, Mr. Lahasky was involved in 
implementing some of the most cumbersome collective bargaining agreements of any union workforce in New York State.  Mr. Lahasky, 
having been a union employee and then having the opportunity to manage union employees, has a unique perspective and understanding of 
how to mesh both management and labor- force needs. 

 
Since retiring from The LIRR in 2007, Mr. Lahasky went on to turn around  distressed medical transportation companies in the tri-state area 
and develop them into class leading companies. In 2011, Mr. Lahasky ventured into acquiring distressed Senior Care facilities in the New 
York and New Jersey area with three homes.  In 2014, he was a partner in the group that acquired Friendship Ridge, a 589-bed home financed 
by the Bank.  He has subsequently closed on additional skilled nursing opportunities with CIBC.  Having 20 years of union labor experience 
with the Metropolitan Transportation Authority, combined with his track record of reviving  distressed medical transportation companies 
and health care facilities, gives Mr. Lahasky a unique understanding of the way state-run and non-profit organizations are operated.  Mr. 
Lahasky is actively pursuing acquisitions of county and non-profit owned nursing facilities because his experience uniquely enables him to 
successfully transition these facilities into the private sector. 

 
 

 
 

 
Sam Halper 
Sam Halper has been in Administrator/Assistant Administrator roles since May 2007.  He was recruited by the other principals for the 
Friendship opportunity and was relocated from New York to Pittsburgh to run the facility.  From April 2012 to November 2013, Halper was 
the Administrator of River Manor Care Center, a 380-bed SNF in Brooklyn, NY.  During his 1.5-year tenure there, he increased average 
daily census from 93% to 97%, Medicare mix from 7% to 12% (equating with 19 additional patients per day), and increased the average 
Medicaid rate by $29.31/day (13%).  Halper also reduced overall payroll by $1mln (10%) and overall expenses by $2mln (5%). 

 

 
 
  

Statement 
Date

Tax 
Return 
Year

Total Assets Total 
Liabilities

Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

Ephraim (Mordy) Lahasky 09/2020 2018 $73,973,106 $1,235,501 $72,737,605 $72,737,605 $1,045,000 $12,909,875 $86,508,638 

PERSONAL FINANCIAL SUMMARY 

Cash 1,045,000         Home Mortgages 835,501            
Partnerships 69,744,211       Real Estate 400,000            
Accounts & Notes Receivable 82,444              TOTAL LIABILITIES 1,235,501      
Residential Real Estate 1,478,910         
Retirement Accounts 1,622,541         

TOTAL EQUITY 72,737,605    
TOTAL ASSETS 73,973,106    TOTAL LIABILITIES & EQUITY 73,973,106    

9/19/2020
ASSETS LIABILITIES

EQUITY

Statement 
Date

Tax 
Return 
Year

Total Assets Total 
Liabilities

Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

Sam Halper 08/2020 2018 $51,221,153 $28,329,079 $22,892,074 $22,892,074 $4,000,000 $4,658,624 $87,725,000 

PERSONAL FINANCIAL SUMMARY 

Cash 4,000,000      Health Care Facilities 28,329,079    
Health Facility Realty Interests 47,221,153    
Other Investments 350,000 TOTAL LIABILITIES 28,329,079 

TOTAL EQUITY 22,892,074 
TOTAL ASSETS 51,221,153 TOTAL LIABILITIES & EQUITY 51,221,153 

8/1/2020
ASSETS LIABILITIES

EQUITY
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David Gast 
David Gast has been the Director of Operations of New Real Estate Capital in Bucharest, Romania since 2007.  He is also the owner of two 
apartment buildings: a 500-unit building in Bronx, NY and a 54-unit building in Zurich, Switzerland.   

 
 

 
 
Bernard Fuchs 
Bernard Fuchs founded Lenoxx Electronics Corp. in 1975 and served as its Chief Executive Officer from 1975 until 2007.  Lenoxx was a 
contract manufacturer of electronics that at its peak generated over $500mln a year in revenues and serviced major retail outlets throughout the 
world, including Walmart USA and its worldwide subsidiaries.  Under Mr. Fuchs' leadership, Lenoxx received the Vendor of the Year award 
from Walmart for eight years in a row, which recognizes vendors that supply quality merchandise and excellent service. Mr. Fuchs managed 
relationships with 25 factories in four countries (Japan, Korea, Taiwan and China) and administered over 60thd employees.   
 
Since retiring from Lenoxx, Mr. Fuchs has diversified his personal portfolio by investing in numerous alternative asset funds and many projects, 
including real estate and several health care facilities. Mr. Fuchs’ SNF acquisitions include Hopkins Center for Rehabilitation and Healthcare 
and Bensonhurst Center for Rehabilitation and Healthcare. Hopkins Center, formerly Bishop Mugavero Center for Geriatric Care is a 288 bed 
Skilled Nursing Facility located in Brooklyn, N.Y. and Bensonhurst Center, formerly Holy Family Home, is a 200 bed Skilled Nursing Facility 
located in Brooklyn, N.Y. He successfully streamlined operations to realize efficiencies and increase profitability at these homes.  

 
 

 
 
 
 
  

Statement 
Date

Tax 
Return 
Year

Total Assets Total 
Liabilities

Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

David Gast 11/2020 2019 $52,448,200 $30,257,153 $22,191,047 $22,191,047 $350,000 $4,973,021 $31,104,504 

PERSONAL FINANCIAL SUMMARY 

Cash 350,000         TOTAL LIABILITIES 30,257,153 
Real Estate Investments 52,098,200    

TOTAL EQUITY 22,191,047 

TOTAL ASSETS 52,448,200 TOTAL LIABILITIES & EQUITY 52,448,200 

11/17/2020
ASSETS LIABILITIES

EQUITY

Statement 
Date

Tax 
Return 
Year

Total Assets Total 
Liabilities

Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

Bernard Fuchs 10/2020 2019 $43,889,025 $0 $43,889,025 $43,889,025 $10,841,612 $3,686,024 $24,047,413 

PERSONAL FINANCIAL SUMMARY

Cash 10,841,612    TOTAL LIABILITIES -                
Residential Real Estate 8,500,000      
Health Facilities Interests 24,047,413    
Personal Property 500,000         TOTAL EQUITY 43,889,025 
TOTAL ASSETS 43,889,025 TOTAL LIABILITIES & EQUITY 43,889,025 

10/31/2020
ASSETS LIABILITIES

EQUITY
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Collateral Details 
Real Estate Collateral – Term Loan 

REAL ESTATE COLLATERAL 
 

Item / Address/ Parcel ID 
No. (PIN) 

Appraisal 
Date/ 

Value Date 
Appraiser Approach 

to Value Value % 
Occupied 

# 
of Units % RE Mix* 

Advance 
Rate 
Per 

Policy 

Loanable 
Value 

14012 Route 31 West 
Albion, NY 14411 

 
11/17/2016 

 
HealthTrust 

 
As-Is 

 

 
$14,400,000 

 
96% 120 Beds N/A 80% $11,520,000 

Cash Account        100% $3,700,000 

PROPERTY TYPE**: SNF 
FUNDS 

LIMITED 
TO: 

80.0% LTV 

OWNER 
OCCUPIED 

REAL 
ESTATE: 

Yes 

 
IF OWNER 
OCCUPIED, 
PRIMARY 
RESIDENC

E: 

No 

IS IT 
HELD IN 
A LAND 
TRUST? 

No 

Less Loan Amount ($15,000,000) 

Excess (Deficit) Collateral $220,000 

Collateral Description 
 Based on the “As-Is” value of $14.4mln per the 11/17/16 appraisal, the LTV is 78.5% (net of cash collateral). 
 The subject facility is a 120-bed skilled nursing facility in Albion, NY. 
 The one-story building is 77thd SF and the site size is 9.3 acres. The facility was built in 1960 with major renovations in 1995 & 

2007. There are three nurses stations, 186 parking spaces, and three dining rooms. Building construction is concrete slab, steel 
frame with brick veneer. 

 The home is not in a flood zone. 
 Account balances as of 12/5/2017: 

o Collateral Account: $3,703,748 
o CapEx Account: $711,232 
o Principal Sinking Fund: $245,041. Please see below for the projected account balance over the next six months. 

 
 
SLTV Chart  

  
 
  

Telegraph Realty LLC Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17
Actual Balance 128,522$  151,822$  175,126$  198,430$  221,735$  245,041$  

Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18
Projected Balance 268,300$  291,600$  314,900$  338,200$  361,500$  384,800$  

Credit Name: Telegraph Realty LLC 
Location of property: 14012 Route 31 West, Albion, NY
Category of property: Improved
Appraisal Date: 11/17/2016
Appraiser: HealthTrust
Appraised as: As Is
Appraised Value: 14,400,000
Acquisition Cost if Purpose of this LP: N/A
Correct Valuation Basis: N/A
Approved & Applied Advance Rate: 78%
Loanable Value per Appraisal 11,300,000
Loanable Value per Acq. Cost N/A
Internal Advance Rate Exception: No
Supervisory LTV Exception: No

 Loan To Value Control; Internal & Supervisory Limits

Going Concern Real Estate - Lendable Value Analysis
Date: 12/2/2016

Borrower Per LP: Property Type: SNF
Commitment:   (net of any cash collateral) Cash Collateral: 3,700,000          
Outstanding:   (net of any cash collateral)

Appraiser & Appraisal Date:   (if multiple  dates, enter Various)

No. of Properties in Appraised Value:
Tot. Appraised Value - As Complete: . . . . . . . . . . . . Effective Adv. Rate: 0%
Tot. Appraised Value - As Stabilized/As is Marke . . . . . . . . . . . . Effective Adv. Rate:

or As is Fee Simple

Applied Advance Rates Standard Advance Rates for Healthcare Lendable Value
Internal 

Exception
SLTV 

Exception Internal SLTV
Land: 50% NO NO Land: 50% 65%
Improvements: 80% NO NO Improvements: 80% 85%
FF&E: 80% NO FF&E: 80%
Business Value: 80% NO Business Value: 80%

Aggregate Value Components of Appraisal: Lendable Value Coverage:
Land: 590,000              4% Lendable Value: 11,343,000        
Real Property/Improvements 10,910,000        76% Excess or (Shortfall): 43,000                
Personal Prop./FF&E: 600,000              4%
Business Value: 2,300,000          16%

Property Level Detail of Value Components:

Property Name

Total Stabilized 
Appraised 

Value Land

Real Property
or

Improvement

Personal 
Prop. or

FFE Business Value
Lendable 

Value
Eff. Adv. 

Rate
14,400,000        590,000          10,910,000     600,000       2,300,000          11,343,000    79%

78%

Telegraph Realty, LLC
11,300,000                             
11,300,000                             

HealthTrust 11/17/2016

14,400,000    

Telegraph Realty, LLC
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Exhibit 13 - Guarantor Analysis 
Ownership for the PropCo and Opco is as follows: 

 Ephram Lahasky, Sam Halper, Rafi Lichtschein, David Gast, and Bernard Fuchs - 16.6% 
 Josh Farkowits - 8.4% 
 Benjamin Landa - 8.4% 

 
Mordy Lahasky 
Ephram “Mordy” Lahasky graduated Magna Cum Laude from Touro College in 1987 with dual majors in Computer Science and 
Mathematics.  After working in the finance department at Paine Webber, Mr. Lahasky was hired as a computer programmer for The Long 
Island Rail Road. Mr. Lahasky was a key member of the team which developed and maintained all of the computer programs used to track 
payroll, time and attendance and pension systems.  After ten years as a union employee of the LIRR, Mr. Lahasky was promoted to Manager 
of the Information Technology department.  As Manager of the Information Technology department, Mr. Lahasky was involved in 
implementing some of the most cumbersome collective bargaining agreements of any union workforce in New York State.  Mr. Lahasky, 
having been a union employee and then having the opportunity to manage union employees, has a unique perspective and understanding of 
how to mesh both management and labor- force needs. 

 
Since retiring from The LIRR in 2007, Mr. Lahasky went on to turn around  distressed medical transportation companies in the tri-state area 
and develop them into class leading companies. In 2011, Mr. Lahasky ventured into acquiring distressed Senior Care facilities in the New 
York and New Jersey area with three homes.  In 2014, he was a partner in the group that acquired Friendship Ridge, a 589-bed home financed 
by the Bank.  He has subsequently closed on additional skilled nursing opportunities with CIBC.  Having 20 years of union labor experience 
with the Metropolitan Transportation Authority, combined with his track record of reviving  distressed medical transportation companies 
and health care facilities, gives Mr. Lahasky a unique understanding of the way state-run and non-profit organizations are operated.  Mr. 
Lahasky is actively pursuing acquisitions of county and non-profit owned nursing facilities because his experience uniquely enables him to 
successfully transition these facilities into the private sector. 
 

 
 

 
 
Global Cash Flow: Lahasky has GCF of $7mln consisting of $1mln from ambulance and consulting ventures and $6mln from skilled nursing 
facility investments. 
 
Sam Halper 
Sam Halper has been in Administrator/Assistant Administrator roles since May 2007.  He was recruited by the other principals for the 
Friendship opportunity and was relocated from New York to Pittsburgh to run the facility.  From April 2012 to November 2013, Halper was 
the Administrator of River Manor Care Center, a 380-bed SNF in Brooklyn, NY.  During his 1.5-year tenure there, he increased average 
daily census from 93% to 97%, Medicare mix from 7% to 12% (equating with 19 additional patients per day), and increased the average 
Medicaid rate by $29.31/day (13%).  Halper also reduced overall payroll by $1mln (10%) and overall expenses by $2mln (5%).   
 

 
 

 

Statement 
Date

Tax 
Return 
Year

Total Assets Total Liabilities Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

Ephraim (Mordy) Lahasky 05/2017 2016 $105,856,370 $650,000 $105,206,370 $105,206,370 $4,302,005 $7,023,756 $92,295,000 

PERSONAL FINANCIAL SUMMARY 

Cash 1,702,000         Home Mortgages 650,000            
Non-Marketable Securities 2,600,005         Unsecured Loans 66,300,447       
Accounts & Notes Receivable 638,611            Secured Loans 500,000            
Residential Real Estate 1,300,000         TOTAL LIABILITIES 650,000          
Partnerships 99,615,754       

TOTAL EQUITY 105,206,370  

TOTAL ASSETS 105,856,370  TOTAL LIABILITIES & EQUITY 105,856,370  

EQUITY

ASSETS LIABILITIES
5/17/2017

Statement 
Date

Tax 
Return 
Year

Total Assets Total Liabilities Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

Sam Halper 05/2017 2016 $8,095,000 $0 $8,095,000 $8,095,000 $560,000 $4,658,624 $87,725,000 

PERSONAL FINANCIAL SUMMARY 

Cash 560,000       TOTAL LIABILITIES -              
Privately Owned Business (net) 7,535,000    EQUITY

TOTAL EQUITY 8,095,000 
TOTAL ASSETS 8,095,000 TOTAL LIABILITIES & EQUITY 8,095,000 

ASSETS LIABILITIES
5/16/2017
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Raphael “Rafi” Lichtschein 
Rafi Lichtschein is the operations manager at King David Manor which is located in Brooklyn, NY.  King David Manor is a real estate 
company with an annual budget of over 5 million dollars.  Additionally he is a consultant and advisor for Surf Manor Home for Adults also 
located in Brooklyn, NY.  Surf Manor is a health care facility with an annual operating budget over 3 million dollars.  At Surf Manor he is 
involved with the residents and daily operations. He oversees all special projects and functions. 
 

 
 

 
 
David Gast 
David Gast has been the Director of Operations of New Real Estate Capital in Bucharest, Romania since 2007.  He is also the owner of two 
apartment buildings: a 500-unit building in Bronx, NY and a 54-unit building in Zurich, Switzerland.   
 

 
 

 
 
Bernard Fuchs 
Bernard Fuchs founded Lenoxx Electronics Corp. in 1975 and served as its Chief Executive Officer from 1975 until 2007.  Lenoxx was a 
contract manufacturer of electronics that at its peak generated over $500mln a year in revenues and serviced major retail outlets throughout 
the world, including Walmart USA and its worldwide subsidiaries.  Under Mr. Fuchs' leadership, Lenoxx received the Vendor of the Year 
award from Walmart for eight years in a row, which recognizes vendors that supply quality merchandise and excellent service. Mr. Fuchs 
managed relationships with 25 factories in four countries (Japan, Korea, Taiwan and China) and administered over 60thd employees.   
 
Since retiring from Lenoxx, Mr. Fuchs has diversified his personal portfolio by investing in numerous alternative asset funds and many 
projects, including real estate and several health care facilities. Mr. Fuchs’ SNF acquisitions include Hopkins Center for Rehabilitation and 
Healthcare and Bensonhurst Center for Rehabilitation and Healthcare. Hopkins Center, formerly Bishop Mugavero Center for Geriatric Care 
is a 288 bed Skilled Nursing Facility located in Brooklyn, N.Y. and Bensonhurst Center, formerly Holy Family Home, is a 200 bed Skilled 
Nursing Facility located in Brooklyn, N.Y. He successfully streamlined operations to realize efficiencies and increase profitability at these 
homes.  
 

 
 

 

Statement 
Date

Tax 
Return 
Year

Total Assets Total Liabilities Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

Raphael Lichtschein 03/2017 2015 $5,950,000 $0 $5,950,000 $5,950,000 $500,000 $345,000 $4,470,000 

PERSONAL FINANCIAL SUMMARY 

Cash 250,000       None -              
Marketable Securities 250,000       
Cash Value Life Insurance 175,000       EQUITY
Primary Residence 675,000       TOTAL EQUITY 5,950,000 
Closely Held Companies 4,600,000    
TOTAL ASSETS 5,950,000 TOTAL LIABILITIES & EQUITY 5,950,000 

ASSETS LIABILITIES
3/6/2017

Statement 
Date

Tax 
Return 
Year

Total Assets Total Liabilities Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

David Gast 05/2017 2016 $44,071,000 $29,100,000 $14,971,000 $14,971,000 $1,000,000 $332,555 $87,725,000 

PERSONAL FINANCIAL SUMMARY 

Cash 1,000,000      TOTAL LIABILITIES 29,100,000 
Primary Residence 1,600,000      
Real Estate Investments 41,471,000    TOTAL EQUITY 14,971,000 

TOTAL ASSETS 44,071,000 TOTAL LIABILITIES & EQUITY 44,071,000 

ASSETS LIABILITIES
5/25/2017

EQUITY

Statement 
Date

Tax 
Return 
Year

Total Assets Total Liabilities Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

Bernard Fuchs 05/2017 2016 $82,408,697 $0 $82,408,697 $82,408,697 $1,758,956 $3,217,880 $148,344,000 

PERSONAL FINANCIAL SUMMARY

Cash 1,758,956      TOTAL LIABILITIES -                
Non-Readily Marketable Securities 31,296,101    
Residential Real Estate 6,000,000      
Health Facilities Interests 42,933,640    TOTAL EQUITY 82,408,697 
Escrow Deposit for Facility Purchase 420,000         
TOTAL ASSETS 82,408,697 TOTAL LIABILITIES & EQUITY 82,408,697

ASSETS LIABILITIES

EQUITY
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Josh Farkovits 
Josh Farkovits is a strategic healthcare investor and founding member/VP of Comprehensive Healthcare Management Services, LLC. 
 
Mr. Farkovits' strategic vision in Healthcare Management and Investing arises from his varied and in-depth experience in establishing and 
strategically investing in successful healthcare businesses. Over the last 15 years, Josh Farkovits spearheaded the Prisons and Jails program 
for Chem RX Pharmacy, founded and built one of the most utilized multi-specialty medical centers for multiple ethic groups in Queens NY, 
and has managed and or invested in the immensely successful turnarounds of ailing medical transportation companies (RCA Medical 
Transportation) and skilled nursing facilities (Focus Utica, Millhouse Skilled Nursing, Friendship Ridge Nursing Home).  
 

 
 

 
 
Benjamin Landa 
Benjamin Landa received a Bachelor’s Degree in Liberal Arts at Adelphi University in 1979.  He owns and operates twenty-three SNFs in 
the State of New York.  Benjamin worked with the New York Department of Health on policy development to provide services to historically 
underserved populations.  He was appointed by Governor Pataki in 1995 to serve as a member of the New York State Public Health Counsel.   

 
Benjamin began working with Skilled Nursing Facilities in 1998.  He has founded management companies for skilled nursing facilities, 
offering short and long term rehabilitation, as well as unique medical, nursing, and rehabilitative programs throughout New York City, Long 
Island, and Westchester.   
 

 
 

Cash & Marketable Securities 60,728,972       Mortgages Payable 4,491,783         
Business & Investments 236,188,325     
Real Estate 15,636,717       

TOTAL LIABILITIES 4,491,783         

TOTAL EQUITY 308,062,231     

TOTAL ASSETS 312,554,014     TOTAL LIABILITIES & EQUITY 312,554,014     

EQUITY

12/31/16 PFS
ASSETS LIABILITIES

 
 
  

Statement 
Date

Tax 
Return 
Year

Total Assets Total Liabilities Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

Joshua Farkovits 07/2017 2016 $60,006,415 $38,007,137 $21,999,278 $21,999,278 $3,705,000 $3,443,013 $37,144,655 

PERSONAL FINANCIAL SUMMARY 

7/1/2017

Cash 3,705,000      Notes Payable 104,000         
Cash in Escrow Mortgages Payable: Healthcare Facilities 36,753,157    
Real Estate Owned 3,118,000      Mortgages Payable: Primary Residence 1,150,000      
CVLI 150,000         TOTAL LIABILITIES 38,007,157 
Health Facility Realty Interests 30,033,415    EQUITY
RCA Ambulance 8,000,000      TOTAL EQUITY 21,999,258 
EAS Lifestar 15,000,000    
TOTAL ASSETS 60,006,415 TOTAL LIABILITIES & EQUITY 60,006,415 

ASSETS LIABILITIES

Statement 
Date

Tax 
Return 
Year

Total Assets Total Liabilities Net Worth Adjusted Net 
Worth

Liquidity Net Income Contingent 
Liabilities

Benjamin Landa 12/2016 2016 $312,554,014 $4,491,783 $308,062,231 $308,062,231 $60,728,972 $12,178,515 $990,853,588 

PERSONAL FINANCIAL SUMMARY
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

i .... UB'IENT Of: DEFlCIENCIEB 
r , PLAN OF CORRECTION 

[X1) PRCVID!:R/SUPPLIERICI./A 
!DEN'!1FICATION NUMBER: 

335212 

NAME OF PRCVIDER OR SUPPUE!l 

THE VILLAGES OF ORLEANS HEAL TH AND REHAB CTR 

()(4) iD 
PREFIX 

TAG 

F 371 
SS=:F 

SUMMARY STAiEMENT OF DEFICIENCIES 
!EACH DEFICIENCY !IUSi BE PRECEDED B~ FULL 

RE3Ul.ATORY OR LSC 101:NTIFYJNG, :NFORMATION) 

I 483.35(i) FOOD PROCURE, 
STORE/PREPARE/SERVE - SANITARY 

(X2) MU!.. TIPLE CONSTRUCTION 

A.BUILOiNG 
!l WING _______ _ 

STTlEET A:lOR!:SS, c::Y, STATE:, ZIP CODE 

14012 ROUTE 31 
ALBION, NY 14411 

PRINTED: 09J02/2015 
FORM APPROVED 

0MB NO 0938--0391 
0(3) OAlE SURVSY 

COMPLETED 

07131/2015 

PROVIDER'S 1>!.AN OF CORRSCT'.ON 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO ,HE APPROPRIATE 
:::EF!C:ENCY) 

I O<Sl .
1 

COMPL"Ti: 
DATE 

J l i 

I F 371 I The following has been accomplished for ·] 08/24/2015 

I The facility must -

[ I the deficiency cited: ] 
1 J, 1 a)The entire walk-In cooler was emptied I 

l and properly cleaned with bleach based . r 
(1) Procure facet from sourcee approved or 
considered satinctory by Federal, State or 
local authorities; and 
(2) store, prepare, dfstnbute and serve food 
under sanitary conditions 

This REQUIREMENT is not met as evidenced 
by: 

Based on observation, interview, and record 
review conducted during an Abbreviated survey 
(Complalnt#NY00~6B235) ccmpleted on 
7/31/15, the facility did not store, prepare, 
distribute, and serve food under sanitary 
conditions. One (Main Kitchen) of one kitchen 
observed for food storage and preparation had 
Issues involvlng mold on faod items, storage 
racks, and the ceiling of the walk-in coorer; I 

I storage of undated, outdated, unlabeled, and , 
uncovered food items in the walk~in cooler; I 
suboptimal temperatures in the walk-in cooler; I 
soiled floors; flies; freezer fans and focd items 
that had a coating of ice in the walk- in freezer; [ 
steam tab[e pans that had dried food on the 
bottom; wet pans that were stacked and stored j 
for use; and bearded die1ary staff who were net , 
wearing bearc! cavers during meal preparation inJ 
the kitchen. 

1
. 

i In addition, two (Autumn View, Village) of two i 
I unit kitchenettes had i58Ue& involving unlabeled j 

ancl undated food stored In the refrfgeratora; a 
dirty refrigerator/freezer, floor, and counter top; I 
employee food stored i.n resident refrigerators; ' 
and an ice machine with lime build up. This was l 
widespread with no adual harm with potential I I for more than minimal harm that is not 

1 

1 aolutlon 
I b)AII open, unlabel!kl or expired food items I 

were immediately diScarded. , 
c)AII unlabeled items in the refrigerator I 
located in the cook's area were 'I 

, lmmediahlly discarded 
1 

I I 
The following corrective action has been ! 
Implemented to Identify other areas in the . 
facility that have the potential to be I 

: affected by this pradlce: I 
-Weekly audit of an refrlgeratior. equipment 1 

to ensure deanliness. 
-Development and implementation of 
ongoing cleaning schedule to ensure 
compliance. 
The following systemic changes 
Implemented to ensure compliance: 
-Results of weekly audits and deaning 
schedule will be provided and reviewed in 
the facilities Quality aaaurance momt,ly 
meeting 
-The Food Servlce Director will be 
responsi~e for the implementation, 
monitoring and evaluation of this system 

2a)The walk-in cooler door was closed an 
temperatl.lre stabilized. All ftems identified 
were immediately discarded. The ice build
up on the walk-In freezer was remover by 
the food service director. 
b) The temperature leg has been adjusted 
to reflect specifically which refrigeration 
unit the specific log Is for. 

The fotlowing correctfve action has been 
lmptemented to identify other areas that 
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have the potential to be affected by this I Immediate jeopardy. 

The findings are: 

1. Observation of the Main Kitchen on 7/30/15 , 
between 8:20 NA and 9:15 AM revealed the 
folfowing coricems: 

a.) A build up Of mold buUd-up was observed ln 
the walk-in cooler. The mold was on tt:e 
opposite wall of the cooling unit; on an 
approxlmately z (feet) x 2' area of the ceiling by 1· 

one of the sprinkler heads: on the cooling unit; 
around the fan area; and on seven green wire · 
storage rack&. 

Spots of mold were found on 1he outside of 11 
opened food containers, induding containers of 
honey mustard, blue cheese dressing, sliced 
olives, chopped garlic, lemon juice, cocktail 
sauce, and vanilla frosting. 

b.) Open food items were found in the walk-in 

I
. cooler and were not labeled, dated or outdated. 

The food items Included the following: 

! - Four open begs of cheese - not dated or 
l labeled 
1 - One clear package of sllced pepperonr - not 

I
I labeled or dated 

- One package of 5 slices of raw bacon- not 
labeled or dated 
- One gallon containers of honey mustard, blue ,I 
cheese dressing, and sliced olives all dated 1 
1111e11a , 
- One gallon container of blue cheese draaing I 
dated "1/20" 
- A 16 oz container of vanilla frosting- not 
labeled or dated · 
- A bag of lettuce, ½ full- not !abe(ed or dated 

i - A pie pan of Quich• dated 6/27 /15 

practice: i 
-In-servicing of all dietary staff regarding , 
complete dally doa.imentation of [ 
temperature logs. i 
-In-servicing of all dietary staff regarding l 
turning cooler off. (not to be turned oft) t 
The following systemic changes have been l 
imp{emented to ensure compllance: I 
•All temperature logs wm be copied and I 

I 
handed In to the facility Quality Assurance 
meeting for monthly review 
-The food service director will be 

I responsible for Implementation, monitoring 
, and evaluation of this system 

3)The en6re kitchen was propeny cleaned. 
· The dietary delivery door was closed. 
. The following corrective action was 

:mplemented to identify other areas that 
may be affected by this practice: 
-All kitchenettes and other areas were 
checked to ensure cleanliness, no insects. 

4 -Any open delivery doors were closed\ 
The following systemic changes have bee1'1 
lmpiemented to ensure continued 
compllance: 
-Sign placed on derivery door to remain 
closed 
-In-servicing of all dietary staff 
-The food Service Director wlll be 
responsible for the implementation, 

' monitoring of the practice. 

4)The two male dietary staff members 
were counseled and provided the proper 

i beard cover. 

I 
-All dietary staff were in-servfced on proper 
hair cover 

· The Food Service Dlrector will be 
I responsible for the manHoring, evaluation 

Fadll!y 10: :1719 
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Continued From page 2 
- Two containers of hard boiled eggs- not 
labeled or dated 
- One clear plastic bag of ~20 sHces of cooked 
bacon dated '7/6" 
-1/ 16 oz bag of whipped topping- not labeled or 
dated 
- One box of donuts- not labeled or dated 

c.} The followlng fcod Items were found In the I refiigerator by the Cook's area: 

- One (1) quart container of sour cream and 
cottage cheee&- not dated 
- Three red plaatic &el'Ving bowls of ur.identified 
food - not labeled or dated 
- One container cf shredded cheese - not 
labeled or dated 

1 - Two containers of chopped garlic with mold 
! spots 
I -One emp:oyee lunch container and two bottles 

of half drank citrus green tea. An Interview with 
the Food Service Director at the time of the 
observation revealed 'Thia lunch container and I 
drinks are an employee's and should not be In I 
here." 
• Toe thermometer In the refrigerator had mold 
on the bad< of it. 
- 20--30· jars/containers of food' had water 
condensation on the outside r:l them. 

2. a.} Obtservatlon of the Kitchen on 7/30/15 , 
revealed the temperature on the thermometer on I 
the walk-in cooler door read 50 degrees. . 
Observation at the thermometer In the walk-in ! 
cooler revealed the temperature was 150 j• 

degrees. Addftlonal obeervation of the . 
temperature In the cooler from 8:20 AM to 9:15 I 
AM revealed the temperature did not rise above 
50degrees. 

Observation at 8:45 AM revealed the ! 

F371 I of the compliance 

5}The steam table pan& were imme<iately 
rewashed and properly p(aced to dry 
-The plastic bin and 7-8 utensils -were 
~washed and property dried 
-The cell phone was removed and cen 

1 
phone poUcy reinforced 

1 -Water on the floor was mopped up and 

I 
cleaned 

, -Vents above the stove were cleaned 

I The following correc:tiw action has been 

I implemented to identify any other areas (n 

I 
the faclllty that may be affected by this 
practice. 
Inspection of unit kitchenettes by dietary 
supervisor and Administrator. 
The following systemrc changes haw been 
Implemented to ensure compliance: 
-In-servicing of all dietary staff on proper 
washing and drying cf all equipment aid 
utensils. Prt>mpt cleaning of work areas 
-Reinforcement of no call phones poffcy. 
-Utilizing daily audit to ensure proper 
cleanlfn~ of all kitchen areas. 
The Food Service Director wiH be 
responsible for the monitoring, 
implementation and B'laluation of this plan 
and report the resulte In the monthly 
Quality Assurance meeting · 

6)Temperat_ures of all food items ware 
obtained after identification of missing ! t&mperatures recordings. I The following corrective actions were 

, Implemented to identify other areas that 

1 
_have potentlal to be affected by this 

, praetice: 
I •All temperature logs were reviewed in 
: main k.'tchen aa well as kitchenettes.. 
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temperature of a 4 oz (ounce) carton-cf 2% 1 
(percent) mllk, located Ir. the walk-In cooier, was 1 

I' 42. 1 degrees. ! 
! 

N. 11 :06 AM, temperature taken of food ltema In I 
the walk-In cooler revealed the following: , 

- A 4 oz container of yogurt was 48 degrees 

'
I -A 4 oz container of 2% mllk was 4 7 .S degrees 

-A tray of of tur1c:ey croquettes was uncovered 
and unlabled. One of the croquettes was 49 
degrees 
- Herd boile~ eggs were 42.B degrees 
-A container of minestrone aoup dated 7/29/15 
was 48.8 degrees 

i 
i 

Further observation of the Kitchen revealed the 
walk-in freezer had ice t:u~up on the ccoQng/ I 
fan unit. The outside packaging of all of the 
boxed food Items located In the freezer had a re
freezing build-up of ice on them. 

Observation on 7/30/15 at approximately 12:00 
PM revealed the foflOWing food Items from the 
walk-In cooler were voluntarily thrown away by 
the facillty: two sheet cakes, one sheet of lemon 
bars. one box of tomatoes, bacon, pudding, 
pudding thick Juice, quiche, banar.a pudding, 
tomato and onion marinade, meatballs and 
uuce, onions, oranges, lemons, cocktail sauce, 
strawberry topping, blue ctteeae dressing, lemon 1 
Juice, olives, honey m~ dnlning, cottage I 
cheese, and donuts. 1 

Interview with the Regional Food Manager on 
7/30/15 at approximately 9:20 NJ. revealed he 
did not know that tr.a walk-In cooler had mold in 
tnere. The Regional Food Manager stated "I had 
the walk-in cooler doors open the other day for a 
delivery and that is probably when the mold 
graw. The walk-In cooler la deaned once a 

I 
t 

I 
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1 The follOWing systemic changes have been 
Implemented to ensure ongoir.g 
compfiance: 
-All dietary staff members were ln-eerviced 
as to the check!ng and record!ng food 
temperatures for each meal of each day. I 
-Cooks will be responsibie fQr checking I 
temperatures of each meal. 
-All temperature !oga wlU .be kept and I 
la.beled In !he dietary office. 

I
. -AH temperature logs will be turned Into the 1·_ 

monthly Quafity Assurance meeting for , 

I
. team review. I 

The FOOd Service Dlred0r wlll be 
. reaponslble for the monttor1ng, I 
j Implementation and evaluation ofthia plan. 

1 
7)All food round in the refrigerator arid 
cabinets located In the Autumn View 
Kitchenette waa dlsi,oaed of. The 
refrigerator and area was clean. 
The fQUowing corrective adlon waa 
Implemented to Identify other areas in the 
facility that may be affected by this 
practice: 
-Aa refrigerators within the facility were 
checked and deaned. All unlabeled or 
!napproprtate Items disposed of 
The fo!lowlng systemic changes have been 
Implemented to ensure or.going 
compllance: 
-Weekly audit tool developed for all 
refrigerakn within the facility. Results of 
aUditS will be reviewed In the monthly 
Quality Assurance meeting 
--In-servicing of au staff ori appropriate 

, storage of employee f00d !terns. · _I 

I 
-The Food Service Oiredor will be 1 

responsible for the implementation, j 
[ evaluation and monitoring rA this plan I 
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Continued From page 4 
week, but apparently when they dean they do 1 not look up and that is w'try they didn't see the 1 
mo[d." The Regional Food Manager afso stated I 
"'Mien we hava a delivery, I turn the freezer unit I 
off when I am putting the food away bec:aule It 
gets too cold in there for me to work. w 

During an interview on 7/30/15 at approximately 
9:30 AM, the Administrator stated nit look.a llke 
mold to me. I cannot deny· It For mold to grew 1 
like this, It takes a period of time to grow. I really I 
did not know the mold was in here. I am having 
them take an the food out cf tfle wa[k-in cooler, 
discard the apen food, and once it is a[l out have 
them clean and dlslrifect the refrigerator.• 

Interview with the Dietary Clerk on 7 /30/15 at 
approximately 9:35 AM revealed "All the food In 
lhe walk-in cooler is served to the residents. 
Thls Is where \Ne store the cold food• for them. J· 
wifl be throwing a lot of thi& food out• 

Interview with the Cook on 7/30/15 at 
approximately 9:40 AM revealed "The food that 
comes out rt both the walk-In COOier rid the 
refrigerator near the a>ok's araa Is served ta the 

1 residents. That is where I get the food from." 

b.) Review cf the Temperature Log for the walk
in cooler dated May 2015 ravealed the log did 
not identify that the log waa for the walk-in 
ccoler. It was unclear Which sheet was mrwttlch 
refrigerator. 

Review of the Temperature Lag fer the walk-in 
cooler dated June 2015 revealed the log was 
incomplete and did not doa,ment temperatures I 
for 617115, 6112/15, 6119/15, 6/26/15, 6128/14, 
8/29/15, and 6/30/15. · I 

Review of the Temperature Logs for the walk-In I 
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I S)The Ice machine located in the Au111mn I 
View kitchenette was properly cleaned ! 
The following corrective adions have been I 
lmpf•mented to Identify other are111 within I 
the facility which may be affected by this I 
p:-actlc:e: 
-All ice machines were assessed by the l 
Maintenance Director and Food Service I, 
O!rector 

, The folowtng Systemic changea have 
1 been !mp!emented to ensure ongoing 

I
. compliance: 
-Monthly cleaning schedule has been 
developed to ensure cleanllneu and 
prevent build up on Ice machines. 
Toe Food Service D!rector will be 
responsible for Implementation, monitoring 
and evaluation of this plan. 

9)The relttgerator and kitchenette area of j 
the VIiiages was Immediately cleaned. All I 
unlabeled food items were disposed c:A. I 
The following correctlYe actions have been 
impfemented to identify other areas that 1 
have potential to be affected by this 
practice: 
-AJJ kitchenettes wlttin the facility were 
audited by food service director 
The fo~owfng systemic changes haw been 
implemented to enaura ongoing i compilance: 

I -Weekly audit of kitchenettes in facility, 
results reviewed In the monthfy quality 

I aS6llrBnce committee meeting. 
-In-servicing of all staff cf storing empioyee 

I food In only au1hortzed locations. 
I The Food Service Directorwlll be 

responsible for implementation, evaluation 
and monitoring of this plan. I 

i 
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1.: freezer dated May 2015 through July 2015 

revealed the temperature log was incomplete 

I and there were no temperat'Jres recorded tor 
5/19/15, 5/23/15, 5/24115, 8/15/15, 6/19115, 

/ 8/23/15, 6/28/15, 8/30/15, 7117/16, 7118/15, and 
712.9/15. 

3. Obaerva1fon of the Main Kitchen on 7/30/15 
from 12:30 PM·to 3:00 PM revealed there were 
numerous fifes throughout the kitchen, Including 
the tray llne and food preparation areas. 

Obse.-vatlon of the Kitchen on 7/30/15 from 
approximately 12:45 PM to 1 :00 PM revealed 
there were two uncovered dishes cf food (one 
pureed and one beef over rice) slttlng on the 
work bench aaoss from the Cook's area. 

Interview with cietary staff at 1he time of the 
observation revaated the two dishes of food will 
be covered and put In the cooler ln case a 
resident needs another tray. 

Interview with dietary staff on 7/3015 at 
approxlmately 2:00 PM revealed the flies come I 
In throi.;gh the Kltchen delivery door when staff 
go out to smoke. , 

4. Observation In the Main Kitchen on 7/30/~5 at 
12:30 PM revealed that two male dietary ataff 
With beards were working on the tray line and In 
the food preparation areas and did not have 
beard covers 011. 

5. Observation of the Main Kitchen on 7/30/15 
from approxlmately 12:50 PM to 1 :30 PM 
revealed the following: 

- Four 1.1 quart size steam table pans were on a! 
rack ir. the Cool<'s area for futJJre use and the 
pans had dried fcod on the bottom of the pans. 
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i 
Two larger steam table pans were observed on I ' I 
the ~e rack, stacked or. one another and the I 
pans were wet Inside. Interview with a cfielary I 

I worker at 12:50 PM revealed there is • drying I 
"i ! rack near the pots and pans sink and pans are l 

supposed to dry there so that they are not storec1 
wet : 
- One plastic bin on the rack had debris in the I 
bottom of the bin. There were 7 to 8 clean · 

I 

scoops for fcod service stored in the soRed bin. 
- A cell phone was plugged In and placed on top 
of potholder mitts on top of the rarge food mixer. 
- Toe floor under the workbench, across from 
the steamer, had a large amount of standing 
water that had run from the dlah room. The dish 
room was approximately 8 feet away. An 
electric plug was observed on the ffoor in the 
standing water. 
- The floor under the workbench across from the 
Cooks' area had an accumulatlon of crumbs and 
debris. 
- The vents above the stoves were covered with 
film. 

Interview with dietary staff on 7/30/15 at 1 :OO 
PM revealed the vent. above the stoves had not 
been cleaned in montha. Toe dietary staff 
str.ed. that en outside vendor usual!y comes in 
and cleans them. 

e. Review of a Food Temperature Legs, la8d to 
record food temperatures on the tray Une, dated 
Apri' 2015 to July 2015 revealed the followtng: 

-April 2015 - There were incomplete 
temperature logs on 4/e/15, 4110/15, 4/13115, 
4114/15, 4!'25115, 4126/15, 4/27/1!, 4/28/15 and 

I
. 4129/15. There were no temperature logs for 

4/1/15, 4/2/15, 413/15, 4/4/15, 415/15, 4/8115, 

l 4/7f'!5, 4/11/15, 4115/15, 4116/15, 4/17/15, 
4/19/15, 4121/15, 4/23/15 and 4130/15. 
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l - May 2015 - There were incomplete logs on 
5/1/15, 5/2/15, 5/4/15, 5/11/15, 5/15/15, 5/18/15, 
5/20/15. There were no temperature logs for I 
6/3/15, 5/5/15, 5/6/15, 5/7/15, 6/8/15, 5/9/15, I 
5/10/15, 5/12/15, 5/13/15, 5114115, 6/18/15, j 
5/17/15, 5/19/15, 5/21/15, 5122/15, 5123/15, · I 
5/24/15, 5/25115, 5/26115, 5/28/15, 5/29/15, ·1 

5/30/15, and 5/31/15. 
- June 2012 There were two ahaeta with 
1"8C0rded food temperatures for 6/8/15 and 
8/19/15. There were no other legs were 

I available. 
- July 2012 . - The Food Temperature Log dated 
7/29/15 sf':owed that lunch food temperatures 
were not taken t'cr that day. Interview With the 
Cook on 7/29/15 at 1:00 PM revealed he did not 
have time to record the temperatures that day 
for !unch. There were no other logs for July 2015 
except for 7/29115 

Interview wl1h the Dietary Clark on 7130/15 at 
approximately 2: 15 PM revealed it is the I 

: respomsibillty of lhe Cooks to take temperatures I 
of the food in the kitchen and put the recorded 
temperature logs on the cfipboard In the kitchen. , 

Observation of the designated clipboard at the I 
time of the interview revealed there were no ! 
other food temperature logs there. I 
Interview with the Regional Manager of Dietary 
Services at this time reveled the Regional 
Manager thought the Cooks took temperatures 

I 

l 
but he did not know where the temperature logs 
were. 

J 

I 
I 

7. Observation of the Autumn View nourishment 
kitchenette on 7/30/~ 5 at 1 :00 PM revealed the I 
refrigerator and freezer were both dirty. Several · 
Brea! of food spillage were noted on the bottom 
of the refrigerator and in the drawers. There 
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was a chocofate syrup like substance spil!ed all I 
over the bottom of the freezer. I 

I 
I 

The following employee foods were found In ! 

I both !he refrigerator and freezer: a plutlc bag of I 
swtss cheese and pepperoni sllces !abeled with I I 

I an employee's name or. it; one plastic bag with a i 
box of a ~en glazed chicken dinner, a poppy , 

I I seed bagel, and a breakfast sandwich and l 
I cheese stick; four containers of cream cheese, a j 

I container of chip dip end one container of 
mayonnaise; and a Styrofuam container Of food I 

l. 
with an employee's r.ame on it. 

Observation of tt,e cupboards in the kitchenette 
revealed approximately seven open bags of 
chips/ snack rnixes and one half plastic bag of a 
peach loaf. 

I Interview with the Reglsterad Nurse {RN) 

l Charge Nurse at this time revealed xAJ, this food 

I you found are the employee's ·food. It should not 
be In here and I will throw them all f/Way." 

8. Observation of the ice machine located in the 
Autumn View kitchenette on 7/30/15 at 1:30 PM 
re\t8aled there was a r.me bui!d up on the ice 
dispenser spout and on the drain. Further 
observation revealed the kitchenette counter• 
were soiled with grime and visible dirt that was 
removable with paper towel. 

Interview with a food 8efVice worker at that time 
revealed there was no cleaning schedule for the 
kitchenette or the ice machine. 

I 9. Observation of the Village Unit kitchenette on 
7/30/15 at 1 :45 PM revealed the refligeratDr was 
dirty and there were food stains on the floor. 

A rafrigerator under the NfVflQ area wn 
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F 371 Continued From page 9 l F 371 ! 
labeled "Resident's refrigerator" and smelled of 

1
1 

rotten food. The refrigerator had mu~e areas . 
of food stains on the bottom and contained the !I 
following food Item• that were either not labeled 

1 
and/or not dated: I 

I 
-A fruit pie 'M'Bppecl in foil, not labeled and ! 
dated i 
- Styro-foem container of pizza, dated "6/19" 
- Two Jara of homemade Jeffy, dated "8/19" 
- A 4 oz container of yogurt, dated 9/12114 
- Approximately 3 cups ·ot fruit, not dated or 
labeled 
-112 cup of Ice cream ir. a Styrofoam cup, not 
dated or labeled 
- 1 Jar of apricot preserves, no date or label 
- 2 containers of rood with no label or date 
- bag of pizza dated 6115 

Interview With a dietary aid on 7/30/16 at 1 :45 
PM revealed ''This ia the realdent"s refrigerator. I 
do not know who takes care of it. The kitchen 
has nothing to do wfth It. I believe nursing may 
be tesponslble for it. I will go through it and 
throw everything out that ia nat labeled 
prope!"ly.". 

Interview with RN Charge Nurse on 7/30/1.5 at 
1 :50 PM revealed "That refrigerator is for 
resident use only, AU the food In there la 
reaidents' food, usually brought in by the 
fam!Ues. I dQ not know who takes care of that 
refrigerator. The nurses do not clean It or take 
temperature on that refrigerator." 

lntervl~ with the Regional Food Service 
· Manager on 7130/16 at 2:00 PM revealed --rhe 
resident's refrigerator is for residents' food that is 

1 brought in for them. Dietary does not take care 
! of that rw!gerator, as it Is not our refrigerator. 1· ! Nursing Is to be laking care or it and I do not , 
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483.10(b)(11) NOTIFY OF CHANGES 
(INJURY/DECLINE/ROOM, ETC) 

A facility must immediately inform the resident; . · 
consult with the resident's physician; ar.d if 
known, notify the resident's legal representative 
or an interested family member when there is an 
accident involving the resident which results in 
injury and has the potential for requiring 
physician intervention; a significant change !n 
the resident's physical, mental, or psychosocial 
status (i.e., a deterioration In health, mental, cir 
psychosocial status ln either life threatening 
conditions or clinical complfcations); a need to 
alter treatment significantly (I.e., a need to 
discontinue an existing form of treatment due to I 
adverse consequences, or to commence a new 
form of treatment); or a decision to transfer or 
discharge the resident from the facility as 
specified in §483.12(a}. 

The facifity must also promptly notify the 
resident and, if known, the resident's legal 
representative or interested family member 
wh1,m there is a change in room or roommate ! 

assignment as specified in §483.15(e)(2); or a 
change In resident rights under Federal or State 
law or regulations as specified in paragraph 
(b}(1) of this section. 

The facility must record and periodically update 
the address and phone r.umber of the resident's 
legal representative or interested family 
member. 

This REQUIREMENT Is not met as evidenced 
by; 

Based on record review and interviews 
conducted during an Abbreviated Survey 
(Cor:nplalnt #NY00169951) completed on 

t}tA),CejJ;-a 1.).,,0:_,, PRINTEo: 101291201s 
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ALBION, NY 14411 
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(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
OEFIC1ENCY) 

The following corrective actions have been 
implemented for the deficiency cited: 
A) A complete chart revrew for resident #1 
was done by Director of Nursing. Nursing 
staff has been in-serviced on proper and 
timely MD/ responsible party notificatlor.. 
B) The 24 hour report sheets have been 
reviewed by the Director of Nursing and 
Assistant Administrator for the past 30 day 
period to identify any other residents that 
may have been affected by this practice. 
C} The policy dictating the process by 
which, and when, a physician is notified 
because of a "change in condition" has 
been reviewed. All nursing staff will be fn
serviced regarding proper r.otiflcation of 
resident's MD and resldenfs legal 
represe ntatlve/family. 
D} All Nursing st<;1ff have been in-serviced 
on prompt MD and legal 
representative/family notification, as well 
as reporting via 24 hour nursing report 
sheet any and all residents with a "change 
of condition." 
The following systemic changes have been 
implemented to ensure continued 
compliance with the regulation: 
A)The Director of Nursing or RN designee 
will assess residents identified on 24 hour 
report sheet and ensure proper compliance 
with notification practice. The results of this 
aud:t will be reported in the facility Quality 
Assurance Meeting for 6 months to identify 
facility compliance with the regulation. 
8) The Director of Nursing or designee will 
conduct chart audits (15 random resident 
charts per monlh)to assess any changes in 
condition including increased temperature 
to ensure nursing staff compliance. the 
results of chart audits will be reported in 
the facility Quality Assurance Meeting for 6 
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10/13/15, the faclHty had a delay in· notifying the 
Physician and the resident's legal representative 
of a significant change in condition. Specifically, 
One (Resident #1) of three residents reviewed 
for notification had a delay in Physician and 
responsible representative notifications for a 
change in revel of awareness, a low grade 
temperature {temp) and difficulty swallowing. 

The finding Is: 

1. Resident #1 has diagnoses that include 
dementia, and hypertension (HTN-elevated 
blood pressure). Review of the Care Plan dated 
8/26/15 revealed the resident has severe 
cognttive impairment and is dependent on staff 
for meeting needs. 

Review of At.:gust ·2015 Progress Notes revealed 
the following: 

- 8/13 Temp 99.3° (degrees) Farinheight (F) at 
9:00 PM. Tylenol given and recheck of temp 
shows a decrease to 98.8° F. 
- 8/14 Temp at 11:00 PM 100° F. 100.2° Fat 
12:30AM 
-8/15 Temp 100.2° Fat 11:00 PM. 99.7° Fat • 
2:00AJ"1 
- 8/20 Temp 99.2° F Resider.tis not like•himself. 
- 8/22 at 8:00 AM Registered Nurse (RN) 
Evaluation due to reported change In condition. 
Two plus edema (a collection of fluid under the 
skin) noted at the left foot & ankle with skin cool 
to touch. 
- 8/22 at 1 :30 PM Resident in bed for the shift. 
Face is flushed. Resident noted to have difficulty 
swallowing his food and coughing with liquids. 
Resident not himself. Temp 99.5° F at 5:00 PM. 
- 8/23 at 9:27 AM Resident flaccid and not 
himself, dlfficulty with swallowing. Foul odor 
noted_ to the left hip when dressing changed this 
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morning. Congested cough iS noted. Family 
notified ahd wish for the resident to be sent to 
the hospital for an evaluation. Physician #1 was 
notified and resident to be sent to the hospital 
for an evaluation. Ambulance transpor.ed the 
resident to the hospltal at 9:30 AM. 

Review of all of the entire Medical Record and 
the Unit 24 Hour Report sheets dated 8/19/15 
through 8/22/15 revealed a delay in notifying !he 
Physician and the resident's responsible party 
regarding the low grade temp, change In 
resident status, vital signs and difficulty 
swallowing. 

During an interview with the #2 Physician on 
9/30/15 at approximately 1 :45 PM, revealed 
Physician #2 expects to be notified by the staff 
when the resident runs a low grade temp. 

During an interview with Physician #1 on 10/1/15 
at approximately 12:00 PM, revealed Physician 
#1 expects to be notified when there is a change 
In vital signs, physical status and difficulty 
swaflowing. 

Review of a facmty policy and procedure dated 
9/2012 entitled Care Path revealed: a fever is to 
be evaluated if it is greater than 99. ° F twice. If 
nursing assessment shows there Is a change In 
mental status and functional status the 
Physician is to be called. Any symptom or sign 
that is a marked change ln relation to usual for 
the resident is to be reported to the Physician. 

F309 
SS=D 

415.3(e}(2)(ii)(b) 
483.25 PROVIDE CARE/SERVICES FOR F 309 The following corrective actions have been 10/29/2015 
HIGHEST WELL BEING 

Each resident must receive and the facllity must 
provide the necessary care and services to 

FORM CMS-2567(02-99) ?ll!vioos Version• Obaalelll Event ID: QU6H11 

implemented for deficiency cited: · 
A) The Director of Nursing reviewed charts 
of all current resident Identified with 
pressure ulcers to ensure all MD orders 

Faclllly 10: 0716 
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attain or maintain the highest practicable 

i physical, mental, and psychosocial well-being, in 
accordance with. the comprehensive assessment 
and plan of care. 

This REQUIREMENT Is not met as evidenced 
by: 

Based on Interview and record review conducted 
during an Abbreviated Survey (Complaint 
#NY00169951) completed on 10/13/15, the 
facility did not ensure that each resident 
received the necessary care and services to 
maintain or attain the htghest practicable 
physical, mental and psychosocial well- being, In 
accordance with the comprehensive assessment! 
and plan of care .. One (Resident #1) of three . . 
residents reviewed for quality of care had issues 
invoiving a lack of follow through of a Physician's 
order for a wound consultation; lack of a 
thorough Registered Professional Nurse (RN) 
assessment for a resident with a change in level 
of awareness, a low grade temperature (temp) 
and difficulty swallowing. 

The finding is: 

1 a. Resident #1 has diagnoses that include 
dementia, and hypertension (HTN-elevated 
blood pressure}. Review of the Care Plan dated 
8/26/15 revealed the resident has severe 
cognitive impairment and is dependent on staff 
formeeting needs. 

Review of the Skin/ Wound Note dated 6/24/15 j 
revealed the resldent has an abrasion (a surface 
scraping of the skin) on the left posterior (back 
of) thigh. The area is open deeper with yellow 
slough (soft, moist, dead t[ssue may be white, 
yellow, tan or green) and a foul odor. Wound 
does not show improvement. Skin team 
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including consultant referrals were properly I 
completed and scheduled 
8) Resident #1 medical record was 
reviewed by the Director of Nursing and no 
ether issues were identified, · 
C) All ncrsing staff were in-serviced 
immedlately, in accordance with the policy, 
Indicating when it is appropriate to 
complete a full assessment on a Resident 
when change in condition is identified, 
Including but r:ot limited to: increase In 
temperatures, as well as progression of 
wounds. 

The following corrective actions have been 
implemented to identify other areas within 
the faciflty that have potential to be 
affected by this practice: 
A) Based on 24 hour report sheet, any 
resident's with a "change ln condition" will 
have their medical records reviewed, for a 
period of three mo_nths, by the Director of 
Nursing/designee. 
B) All nursing staff have been In-serviced 
as to the policy and procedure of 
completing SBAR,(Situation, background, 
assessment, request)communlcatlon tool 
which contains all pertinent information, 
MD notification requires, regarding 
resident's "change in condition." 
C) All nursing staff have been in-serviced I 
regarding the expectation of reviewing • 
physicians orders, and ensuring 
recommended consultations are scheduled 
via medical records department or 
contacting consulting MD for in-house 
consultaion. 

The following changes have been 
implerr.ented to ensure continued 
compliance occurs: 
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suggests wound treatment change to Santyl gel 
(a sterile ointment used to r~move dead skin 
tissue) covered. with a dressing and tape. 

Review of a Physician's Note dated 7/2/15 
revealed the resident had developed a left 
posterior thigh wound that has worsened over 
the last week. The area has had a culture 
obtained {a test to verify if infection present) and 
the area is a sk:n ulceration. 

Review of a wound culture result dated 7/2/15 
revealed the resident's wound is infected. 

Review of a Physician's Order dated 7/6/15 
revealed orders to begin an antibiotic, have 
blood work drawn and for a wound consultation 
with Physician #2 on 7/8/15. 

Review of the Progress Notes and 24 Hour 
Report sheets dated 716115 through 7 /8/15 
revealed Physician '112 was not contacted to see 
the resident per the Physician's Order dated 
7/6/15. 

Review of the Skln/ Wound Note dated 8/12/15 
revealed the abrasion has progressed to a 
Stage-3. The area Is reddened with gray slough 
in the wour.d. 

Review of the Care Plan dated 8/26/15 revealed 
the resident is at risk of pressure ulcer 
development and has actual alteration in skin 
integrity at the feft hip. Approaches Include to 
assess, monitor and record wound healing. To 
measure length, width and depth when possible. 
Assess wound bed and healing progress. 
Monitor for changes in wound size and stage. 
Report improvements and declines to the MD 
(Medical Doctor). 

FORM CMS-2667(02-99) Prevlou11 Versions Obeolete Event:D: QU6H 11 

A) A daily audit completed by the Unit 
Charge nurse will be conducted on each 
Resident identified with a change in 
condition as reported on the 24 hour report 
to ensure a RN assessment has been 
completed. 
B) The Director of Nursing will review every 
resident identified with wound or pressure 
ulcer during tlie weekly skin rounds to 
ensure any referrals for consultant is 
scheduled and completed. 
The results of this audit will be reported in 
the facilities Quality Assurance Meeting for· 
6 months to identify compliance with the 
regulation 

The Director of Nursing will be responsible 
for impiementation, evaluation and 
implementation of this plan. 
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Interview with the RN Assistant Director of 
Nursing (ADON) on 9/21/15 at approximatery 
3:00 PM revealed the ADON leads the Skin 
Team was not aware that there was a 
Physician's Order for a Wound Consultation. 

During an interview with the RN Unit Manager 
(UM) on 9/30/15 at approximately 1 :45 PM, the 
RN UM stated that on 7/8/15 she dld not notify 
Physician #2 regar~lng the order for a Wound 
Consultation. 

During an interview with Physician #2 on 9/30/15 
at approximately 1 :45 PM, Physician #2 stated 
he was not notified there was an order for him to 
evaluate Resident #1 on 7 /8/15. Physician '#2. 
stated he would have gladly seen the resident if 
he was aware there was an order to do so. 

b. Review of August 2015 Progress Notes 
revealed the following: 

- 8/13 Temp 99.3" (degrees) Farinheight (F) at 
9:00 PM. Tylenol given and recheck of temp 
shows a decrease to 98.8" F. 
- 8/14 Temp at 11 :00 PM 100° F. 100.2° Fat 
12:30AM 
-8/15 Temp 100.2° Fat 11:00 PM. 99.7° Fat 
2:00AM 
- 8/20 Temp 99.2° F Resident is not like himself. 
- 8/22 at 8:00 AM RN Evaluation due to reported 

: change in condition."Two plus edema (a 
collection of fluid under the skin) noted at the left 
foot and ankle with skin cool to touch. 
- 8/22 at 1 :30 PM Resident in bed for the shift. 
Face is flushed. Resident noted to have difficulty 
swallowing his food and coughing w!th liquids. 
Resident not himself. Temp 99.5° Fat 5:00 PM. 
- 8/23 at 9:27 AM Resident flaccid and not 
himself, difficulty with swallow;ng. Foul odor 
noted to the left hip when dressing changed this 
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i morning. Congested cough is noted. Physician 

I #1 was notified and resident to be sent to the 
hospital for an evaluation. Ambulance 
transported the resident to the hospital at 9:30 
AM. 

During an interview with the RN UM on 9/30/15 

l 
at approximately 1:45 PM, the RN UM stated 

I she did not perform an assessment of the 
I resident form 8/11/15 through 8/22/15. The RN 

UM stated that when there is a change such as 
a repeated low grade temp, such as 99.5° F to 
101 ° F and a change in physical or mental 
status, an RN should do a complete assessment 

I 
that includes vital signs (Blood pressure, temp, 

I 
heart rate ar:d respirations rate), tistening to lung 

.. 

) 
and bowel sounds and a physical assessment. 

I Interview with a Licensed Practical Nurse (LPN 
#2) on 9/30/15 at approximately 3:00 PM 

! revealed the resident had a change in physical 

l status on 8/22/15 including not acting his usua! 

t 
self as shown by not striking out at staff when , approached or hollering out with approach of 

i care. He appeared to be flaccid, was noted to be 
t having difficulty swallowing and both feet were 
! quite swollen. The LPN asked the RN 
' i Supervisor (RN #3) to evaluate the resident. RN 
I 

#3 saw the resident and told the LPN the 
resident had two pius edema of both feet. RN #3 
did not listen to the resident's lung, heart or 
bowel sounds. RN #3 directed to continue to 
observe the resident. LPN #2 stated she gave 
report at the change of shift to LPN #1 regarding 
her concerns including: the change in the 
resident's behaviors and foot edema. LPN #2 
requested LPN #1 to have the night RN assess 
the resident. LPN #2 stated she returned in the 
morning to work the day shift and recieved 
report that the staff did check on the resident 
quite often but that an RN did not perform an . 

' f, 
,i' 
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assessment of the resident. LPN #2 checked on 
the resident and found him with wet sounding 
respirations, a low grade temp and generally 
"look;ng very ill." LPN #2 changed the resident's 
dressing at the left posterior hip and reported the 
wound smelled foul and was much larger t~an 
the !ast tfme she saw it about two weeks pr!or. 
LPN #2 stated there was no RN present in the 
building at that time. LPN #2 called the 
Physician and 911 and the resident transported 
to the hospital. 

Interview with RN #3 on 9/30/15 at 
approximately 2:25 PM revealed RN #3 was 
asked to look at the resident as staff was 
concerned there were changes. RN #3 noted the 
resident had edema of the feet but thought that 
was usual for the resident. RN #3 did not recall 
having checked vital signs, listening to the 
resident's lung and bowel sounds. In addition, 
RN #3 did not document his findings on the 24 
Hour Report "as the floor nurses usually do 
that." 

Interview with the ADON on 9/30/15 at 
approximately 3:00 PM revealed that if there is a 
change in status of a resident, the floor nurse is 
to notify the RN and It Is expected the RN would 
assess the resident; to Ir.elude listening to the 
lung and bowel sounds, checking vital signs, 
evaluating intake· of food and liquids. 

415.12 
F 314 
SS=O 

483.25(c) TREATMENT/SVCS TO F 314 The following corrective actions have been 10/27/2015 
implemented for deflclency cited: PREVENT/HEAL PRESSURE SORES 

Based on the comprehensive assessment of a 
resident. the facility must ensure that a resldent 
who enters the fac!lity without pressure sores 
does not develop pressure sores unless the 
individual's clinjcal condition demonstrates that 

FORM CMS-2567(02-99) Prevloua Ver.tans Ob$01eltl Event ID: QU8H11 

A} complete chart review for resident # 1 
was done by the Director of Nursing. 
Nursing staff has been in-serviced or. 
proper and timely MD / responsible party 
notification for any change in condition. 
B)The Director cf Nursing and facflity nurse 
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they were unavoldable; and a resident having 
pressure sores receives necessary treatment 
and services to promote healing, prevent 
infection and prevent new sores from 
developing. 

This REQUIREMENT is not met as evidenced 
by: 

Based on record review and interviews 
cor.ducted during an Abbreviated Survey 
(Complaint #NY00169951) completed on 
10/13/15, ·the facility did not assure that a 
resident having pressure sores received 
necessary treatment and services to promote 
healing, prevent infection and prevent new sores 
from developing. One (Resident #1) of three 
residents reviewed for pressure sores had an 
issue involving the lack of proper assessment 
and staging of a wound. 

The finding is: 

1. Resident #1 has diagnoses that include 
dementia, and hypertension (HTN-elevated 

1 
blood pressure). Review of the Care Plan dated 
8/26/15 revealed the resident t:as severe 
cognitive impairment and is dependent on staff 
for meeting needs. 

Review of tt:e Skin/ Wound Note dated 6/24/15 
revealed the resident has an abrasion (a surface 
scraping of the skin) on the left posterior thigh. 
The area Js open deeper with yellow slough 
{soft, moist, dead tissue may be white, yellow, 
tan or green) and a foul odor. Wound does not 

I show fmprovement. Skin team suggests wound 
1 treatment change to ;=,antyr gel (a sterile 

ointment used to remove dead skin tissue) 
covered with a dressrr.g and tape. . 

FORM CMS-2567(02-99) Prevlo1.:s Versions Obsa!11te Event 10: QU6H11 

practitioner assessed all residents within 
the facility identified with a pressure 
ulcer/wound to ensure .proper wound 
staging. 
C} The Director of Nursing then reviewed 
ail resident orders, assessment and related 
documentation of all residents physically 
assessed by skin team members !~eluding 
NP. 
D) The assistant director of nursing 
(RN)attended educat:onal series regarding 
proper wound staging 

The following corrective actions have been 
implemented to Identify other areas that 
have the potential to be affected by this 
same practice: 
A) All nursing staff and members of skin 

· team have been in-serviced on proper 
staging of wounds based on Assistant 
Director of Nursing educational series. 
B) For wounds stage 2 or greater, MD will 
be asked to assess wound every 2 weeks 
when skin team deems that wound is not 
adequately iMproving. 
C} All skin team residents' medical records 
were reviewed by the skin team, to ensure 
all wounds were properly staged. All 

! wounds were found to be staged properly. 

The following systemic changes have been 
implemented to ensure continued 
compliar.ce with this regulation: 
A)Unlt RN Charge will be present on skin 
rounds so they are aware of staging, 
progression or decline in wound healing 
and may contact MD accordingly. 
B)Weekly review of pressure ulcer 

I documentation, staging, consultant 

I
; referrals, by Assistant Director of Nursing, 

will be part of the skin team report · 
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Review of a Physician's Note dated 7/2/15 
revealed the resident had developed a left 
posterior thigh (back of) wound that has 
worsened over the last week. The area has had 
a culture obtained (a test to verify if infection 
present} and tl':e area is a skin ulceration. 

Review of the Skin/ Wound Note dated 7/8/15 
revealed the abrasion on the posterior thigh has 
gray slough ih the wound bed With redness 
surrounding the area. The resided was started 
on an antibiotic and Santyl treatment continues. 

Review of the Nurse Practitioner (NP) Note 
dated 7/17/15 revealed the NP observed the 
skin area on the left hip noting that the site was 
originally an abrasion but now has 100% 
(percent) gray slough and :s red and warm 
around the wound. Resident's area is non
improved so wlll begin an antibiotic and monitor. 

Review of the Skin/ Wound Note of 7/22/15 
revealed the abrasion on the resident's thigh ha~ 
a gray slough wound bed with moderate 
drainage and reddened skin surrounding the 
wound bed. Wound is deeper and a wound 
consult will be recommended by the skin team. 

Review of the Physician's Note dated 7/26/15 
revealed the resident has an ulceration of the 
posterior thigh which has not improved. A wound 
consultation was requested. · 

Review of the Physician'swound care 
instructions dated 7/31/15 revealed the 
resident's wour.d was evaluated and a wound 
vac (a closed system wound therapy) was 
suggested. 

Review of the Skln/ Wound Note dated 8/5/15 
revealed the skin team discussed the wound 11ac 
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reviewed in the monthfy quality assurance 
meeting 
B)Skin Team reports will be monitored in 
the Quality Assurance Meetings on an 
continual basis. 
The Director of Nursing will be responsible 
for overall monitoring, evaluation and 
implementation of this plan. 
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) 

and felt that due to dementia, the res!der.t would 
pull the dressing off ar.d the treatrr.ent is not 
appropriate for this resident. 

Review of a Physician's Order dated 8/11/15 
revealed an order to discontinue the wound vac 
recommendation. 

Review of the Skin/ Wound Note dated 8/12/1 S 
revealed the abraslon has progressed to a 
Stage 3. The area is reddened with gray slough 
In the wound. 

l Review of the Care Plan dated 8/26/15 revealed 
the resident Is at risk pressure ulcer 
development and has actual alteration in skin 
integrity at the left hip. Approaches include to 
assess, monitor and record wound healing. To 
measure length, width and depth when possible. 
Assess wound bed and healing progress. 
Monitor for changes In wound size and stage. 
Report improvements and declines to the MD 
(Medical Doctor). 

Interview with the Registered Nurse (RN) 
Assistant Director of Nursing (ADON) on 9/21/15 
at"approximately 3:00 PM revealed the ADON 
leads the Skin Team in rounds and resident 
assessment. The ADON stated the wound had 
deteriorated for multiple weeks showing it to be 
deeper and filled with slough. The ADON stated 
"I did not label it as a staged pressure wound. I 
was under the impression that wour.ds were not 
to be changed from the original labeling. This 
wound that had began as an abrasion had 
extended to involve tissue beyond the surface. I 
changed the wound to a Stage 3 when I found 
out the wound had not been correctly assessed 
as a staged pressure ulcer." 

l 41s.12(c)(1) 
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F 241 483.15{a) DIGNITY AND RESPECT OF 
SS=D INDIVIDUALITY 

I The facility must promote care for residents in a 

I manner and in an environment that maintains or 
enhances each resident's dignity and respect in 

i full recognition of his or her individuality. 

i 
This REQUIREMENT is not met as evidenced ! 

I by: 

I 
I Based on observation, interview, and record 
I review conducted during the Standard survey I 
I 
I completed on 4/25/16, the facility did not 

I promote care for residents in a manner that 

I maintains or enhances each resident's dignity 
and respect in full recognition of his or her 

I individuality. Two (Autumn North, Assist Dining 

I 
Rooms} of five dining rooms observed for dignity 
during meals had issues involving staff standing 
while assisting a resident to eat, staff sitting on 
resident equipment {seated rolling walker) while 
assisting a residel)t to eat, and lack of timely 
assistance during meals. Residents #12, 114, 
and 128 were involved. 

I 

I The findings are: 

I 1. Resident #128 has diagnoses including 
' ! hypertension, coronary artery disease, and 

i 
dementia. Review of the Minimum Data Set 
(MOS - a resident assessment tool) dated 

i 2/10/16 revealed the resident has severely 
impaired cognition and requires extensive 
assistance with eating. 
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I PROVIDER'S P:..AN oi= CORRECTION I (XS) 

I (EACI-' CORREC71VE ACTION SHOULD BE ' COMPLETE 
CROSS-REFERENCED TO THE APPROPRIATE DATE 

I DEFICIENCY) 

I I The following corrective action has been 06/17/2016 

j implemented for the deficiency cited: 
1 )CNA #6 was reeducated on using a 

I I appropriate chair as opposed to 
' I inappropriately sitting on a residents walker I 

i 2)facility management inventoried the I 
, stools and available chairs in each resident 
I dining area and detennined that sufficient I 
I seating equipment is available for staff 

1 
· 3)LPN #4 was reeducated on proper 
I technique to be utilized when feeding · 
I residents 
· 4 }All facility nursing staff were in serviced 
I on appropriate technique and expectations 
I to maintain resident dignity when assisting l 
j with meal intake j I S)AII facility nursing staff were in serviced 

on expectations to begin assisting 
I residents with feeding'. withfftti111inutes of 
· trays being distributed I 6)Resident #114 has been reevaluated by I interdisciplinary team members (Nursing, 
i Speech therapist, Registered Dietician)to I 
I determine if care plan adjustment i I regarding meals is warranted based on 

I j CNA #8 comment "nags" the resident "will f 

. not eat at all" i I ?)Additionally, Resident's #12 & 128 have 
I I also been reviewed by Director of Nursing, 

and Registered Dietician to assess meal i ! consumption, participation and satisfaction 

I I l The following actions have been completed i 
to identify other residents within the facility j 

I that have potential to be affected by this , 
i deficiency: 1 

During a meal observation in the Autumn North I I 1 )Audit by facility Administrator, Director of 
1 Dining Room on 4/22/16 at 12:04 PM, a Certified j Nursing, Director of Social Work in every , 

, dinning area for all three meals was j 
I 

Nurse Aide (CNA #6) was assisting Resident 
#128, who was seated in a Geri chair {a I conducted I 

I reclining chair with wheels), with his meal while j i 
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plan of corr~or. is provided. Fo~ nurs!r.g homes, the above findings and p!ar.s of correction are c!isdosabie 14 days following t?e date these documents are made available to :he 
fadli:y. If ciefcier..oes a:-e cited, an approved plan of correction is requisite to continued program participation. 
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Continued From page 1 
sitting on a seated rolling walker, beionging io 

I Resident #68. The CNA assisted Resident 

I 
#128, while sitting on the rolling walker, until 
approximately 12:20 PM. 

i 

I 

During an interview on 4/22/16 at 12:43 PM, 
CNA #6 stated that she used the walker 
because there weren't enough stools to sit on. 
The CNA stated that they "need more stools". 

j During an interview on 4/22/16 at 1 :33 PM, the 

I Director of Nursing (DON) stated that staff 

I 
should be seated when assisting residents with 
their meals. The DON stated that the CNA 
"should have pulled up a chair and should not 

j have used resident equipment like that". 

I 
I 
I 
I 

2. Resident #12 has diagnoses including 
dementia and depression. Review of the MOS 
dated 4/13/16 revealed the resident has 
severely impaired cognition and requires 
extensive assistance with eating. 

I ID 

I PREF:X 
TAG 

l 

I F 241 

l 
I 
I 
I 

I 

During a meal observation in the Autumn North i 
Unit Dining Room on 4/22/16 at 12:11 PM, a I 
Licensed Practical Nurse (LPN #4) was I 
approached Resident #12, who was seated in a 
chair at the dining table, and while standing , 
gave the resident a sip of Boost Plus (liquid ! 
nutritional supplement). The LPN was observed I 
to then give the resident a sip of cranberry juice ,
and three bites of her pureed entree while I 
standing. The LPN then crouched down next to 

I
I_ the resident and assisted the resident with the I 

rest of her lunch until approximately 12:25 PM. 

I During ar. interview on 4/22/16 at 12:41 PM, 
I LPN #4 stated she knows she's supposed to sit 
1 and be at the resident's eye level when feeding I 
I but she couldn't fit a chair between the resident's 
I chair and the visitor's chair, "that's why I I 

STREET ADDRESS, CITY, STATE, ZIP CODE 

14012 ROUTE 31 
ALBION, NY 14411 

PROVIDER'S Pl.A.'\ OF CORRECT!O,..: 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIEJl:CY) 

The following systemic changes have been j 
implemented to ensure continued I 

I compliance with the regulation: j 
I 1 )Adjustments were made to time frame j 
j that staff were taking scheduled , 

I
-breaks/lunch to ensure all staff are on the I 

nursing units during resident meal times. I 
I 2)Facility verified that currently there is 
I adequate seating available for staff to 
I properly feed while seated. 
I 3)A daily audit will be conducted by 
,

1 

Administration or designee to specifically 
identify that all staff assisting with resident 

· feeding are in seating position and 
maintaining dignity for the resident 
4 )A daily audit will be conducted by 

! Administration or designee to specifically 
I identify time frame from dining tray being 
i placed on table to actual time resident 

begin being fed 
5) Both the above audits (#3,#4) will be 
conducted on random days including 

I weekends and for all three daily meals 
I 6)The results of the audits will be 
i presented and reviewed in the facility 
! monthly Quality Assurance committee 
I meeting until determined in compliance 
I 
' I The Director cf Nursing will be responsible 
I for implementation and evaluation of this 
I corrective action 

I 
I 
I 
I 

(XS) 
COMPLETE 

DATE 
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F 241 Continued From page 2 
; crouched down next to the resident to get to hsr 
j eye revel". 

3. Resident #114 has diagnoses of dementia, 
anxiety, blindness, and glaucoma. Review of 
the MOS dated 3/16/16 revealed that the 
resident has severe cognitive impairment and 

I needs the 
I extensive assistance of one person for eating. 

I 
I 

Review of the current Comprehensive Care Plan 
revealed an intervention for one staff to provide , 
extensive assistance for eating. I 
Observation of the lunch meal in the Assist I 
Dining Room on 4/21/16 at approximately 12:14 1 
PM revealed that the resident's lunch tray was i 
placed in front of the resident by staff. The tray I 
contained several bowls and cups with plastic j 
covers on them. The resident was observed to . 
be sitting in a fetal position on her left side in a 1 

Geri chair. The tray remained in front of the 
resident for approximately 23 minutes and at 
approximately 12:37 PM, staff sat down and 
began feeding the resident. ! 

j 

Observation of the dinner meal in the Assist I 
Dining Room on 4/21/16 at approximately 5:02 l 
PM revealed the resident's meal tray was placed i 
in front of the resident by staff while she was 
sitting upright in her Geri chair . The tray 
contained several bowls and cups with plastic 
covers on them. The tray remained in front of I 

I the resident for 22 minutes and at approximately , 
I 5:24 PM, CNA #8 was observed to approach the 1 

I resident, say something to the resident, and I 
I then walked away. I 
I I 
I Interview with CNA #8 on 4/21 /16 at I 
I approximately 5:27 PM revealed that she checks I 
I with the resident every "5 to 1 O" minutes to see i 

FORM CMS.2567(02·99) Previous Versions Obso:ete Event ID: NN1111 

F 241 I 
i 
I 

i 
I 
i 
I 

I 
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' 
I 
I 

if the resident war.ts to eat. The CNA stated thatj 
if she "nagsM the resident, she ''will not eat at all". j 

I 
Interview with a Registered Nurse (RN #2) on ; 
4/22/16 at approximately 10:52 AM revealed that! 
she would have to find out why it takes so long i 
for the resident to be assisted. The RN stated I 
this was a "dignity issue". 

415.S(a) 

l 
I 
I 
I 
I 
i 
I 
I 

F 258 
SS=D 

483.15(h)(7) MAINTENANCE OF 
COMFORTABLE SOUND LEVELS 

1 F 258 I The following corrective actions have been 
implemented for the deficiency cited: 

06/17/2016 

I 
The facility must provide for the maintenance of i 

I comfortable sound levels. I 
i This REQUIREMENT is not met as evidenced I 
i by: I 

I 
Based on observation and interview during the ! 
Standard survey completed 4/25/16, the facility II 
did not ensure there were comfortable sound 
levels during dining. One (Assist Dining Room) I 
of five dining rooms observed for comfortable I 
sound levels had an issue with loud noise levels I 

! during meals. Residents #29, 44, 78, and 114 I 
i were involved. . 

I' '1 The findings are: 

I
i I 

1. Interview with a family member of Resident I 
I. #114 on 4/20/16 at approximately 8:40 AM 

I 
revealed that Resident #114 •can't handle the II 

noise in the dining roomM and becomes 
I Magitated" during meals. The family member I 

stated that she has repeatedly asked the facility I 
to not place the resident in the dining room 
because of the noise. 

Observation of the Assist Dining Room on 

1 
4/21 /16 from approximately 12: 10 PM to 12:35 

FORM CMS-2S67(02-99) Previocs Versions Obsolete Event ID: NN1111 

I A)Resident #114 has been relocated to the 
I common area for her meals where it is 
I quiet and should she yell out, will not be 

disruptive to others. 
B)Resident #114 Plan of Care has been 
updated for meals in the resident common 
area. 
C) All staff have been in-serviced on 
Importance of low noise levels during 
meals. 

! D)Resident #29, 44, 78 have been 
I reviewed by Director of Nursing, Director of 
I Social Work to determine appropriateness 
j of current dinning room placement and any 

further concerns associated with dinning 
room experiences 

The following corrective changes have 
been implemented to identify other areas 

I 
within the facility that have the potential to 
be affected by this deficiency: 
A)Any disruptive residents in the dining 
room setting will be relocated to common 
area/resident room. 

The following systemic changes have been 
I implemented to ensure continued 

compliance with this regulation : 
I A)The Director of Nursing or RN designee 
I 
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F 258 I Continued From page 4 
PM revealed that Resident #114 was seated 

1 
next to Resident #29. Resident #29 yelled out 
every few seconds for approximately 25 

1 
I minutes. Resident #114 was observed to be in j 
.1 the fetal position in her Geri chair with her food 

1 ! !ray in front of her and she was not eating. I 
1, 1' Observation of the Assist Dining Room on 
I 4i21/16, from approximately 4:42 PM to 5:26 
I PM, revealed that Resident #114 was seated at 
I another table approximately 15 feet away from 
I Resident #29. Resident #29 yelled out every 

few seconds for approximately 30 minutes. 

I Another resident, Resident #78, yelled at staff to I 
"shut her up! I can't hear anything!". 

I Approximately five minutes later, Resident #78 
yelled "shut up!" to Resident #29. Resident #78 
muttered for the staff to keep Resident #29 
~quiet". 

I Interview with the Social Worker (SW) on I 
I
, 4/22/16 at approximately 10:23 AM revealed that 

the Assist Dining Room is "very loud". 

lnteiview with a Registered Nurse (RN #2) on , 
4/22/16 at approximately 10:53 AM revealed that! 
the Assist Dining Room "is very loud and a lot of I 
people are in there talking". I 

I 

During an interview on 4/22/16 at approximately I 
1 :30 PM, Resident #44, who also eats in the I 
Assist Dining Room, stated that it bothered him j 
because the dining room is "loud". 

I 415.5(h)(5) 
i 
I 

F 258 

I
I will audit & monitor meal times daily to j 

ensure compliance with low noise revels. 
The results of these audits will be reported 
to the facility Quality Assurance meetings 
for 3 months or compliance determined by 
the Quality Assurance Committee. . 
B)A policy reflecting disruptive behaviors in l 

I 
common areas, including situations of II 

• when a resident should be relocated for 
I meals from a dining room has been I 

! 

instituted and all staff have been in 
serviced to this policy. 
C)Unit RN shall be responsible to direct 
staff to relocate residents that are 
disruptive during meals per new policy. 

The Director of Nursing will be responsible 
for overalt monitoring, evaluation and 
implementation of this plan. 

I I 
I 
I 
I 
I 
I 

F 279 
SS=D 

I 483.20(d), 483.20(k)(1) DEVELOP 
I COMPREHENSIVE CARE PLANS 

IF 279 II The following corrective actions have been I 06/17/2016 
implemented for the deficiency cited: I 

I
I A facility must use the results of the assessment I 

to develop, review and revise the resident's I 
comprehensive plan of care. 

FORM CMS-2567(02-99) Previous Versions Obsolete Even! ID: NN1111 

A)Resident #107 Plan of care has been 
I reviewed by The Director of Nursing and 

I 
updated to include side effects of 
anticoagulants and documentation of side 
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I The facility must develop a comprehensive care 

l plan for each resident that includes measurable 
objectives and timetables to meet a resident's 

i medical, nursing, and mental and psychosocial 

I needs that are identified in the comprehensive 

i 
assessment. 

The care plan must describe the services that 
are to be furnished to attain or maintain the 
resident's highest practicable physical, mental, 
and psychosocial well-being as required under 
§483.25: and any services that would otherwise 
be required under §483.25 but are not provided 
due to the resident's exercise of rights under 
§483.10, including the right to refuse treatment 
under §483.10(b)(4). 

This REQUIREMENT is not met as evidenced 
by: 

I 
i 

! 

I THIS IS A REPEAT DEFICIENCY FROM THE I 
STANDARD SURVEY COMPLETED ON 2/6/15. j 

Based on observation, interview and record j 
review conducted during the Standard survey 
completed on 4/25/16, the facility did not 
develop a comprehensive Care Plan for each 

I resident that includes measurable objectives I 

I and timetables to meet a resident's medical, ! 
I 

nursing, and mental and psychosocial needs. l I Two (Residents #71, 107) of 22 residents 

l reviewed for Care Plan development did not j 
have a Care Plan developed to address the use 1 

of an anticoagulant (medications used to prevent) 
blood from clotting) medication (Resident #107) I 

and use of a non-tipping chair and bolster I cushion {Resident #71 ). 

I 
The finding is: 
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i 

I I effects of anticoagulants are reflected on I 

) 
the CNA Kardex. 
B)AII Plan of Care for residents on 
anticoagulants have been audited and 
corrections made to include side effects of 1· 

anticoagulants that are reflective on the 
CNA Kardex. 
C)Resident #71 has been assessed by 
therapy department for positioning 
D)A Plan of Care for resident #71 has been 
developed for new chair and positioning 
devices which resident has recieved 

The following corrective actions have been 
implemented to identify other areas that 
have the potential to be affected by this 
same practice: 
A)Plan of care for all residents on 
anticoagulants will be audited on weekly 
basis by The Director of Nursing or RN 
designee for 3 months and results will be 
reported in the Quality assurance 
meetings. 
B)AII Nurses have been in serviced on 
proper and timely updating care plan for 
side effects of medications. 
C)The Therapy Director has audited all 
residents with specialty chairs and I 
positioning devices to ensure all devices 
have been Care Planned for. Audits will be 

I conducted on all residents initially picked 
, up by Therapy to ensure Care Planning of 

devices for 3 months and results reported 
to the Quality Assurance meetings. 

The following systemic changes have been 
implemented to ensure continued 
compliance with this regulation: 
A)The Policy on Development of Care 

I
. Plans has been revised to include side 

effects of medications when developing 
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I
, 1. Res:dent #107 has diagnoses including a hip j j Plan of Care. 

fracture, hypertension (HTN-high blood I I B)Audits of Plan of Care on all new 
pressure), and anxiety. Review of the admission I I admissions will be conducted by The 
Minimum Data Set (MDS - a resident i Director of Nursing or RN designee within 
assessment tool) dated 3/31/16 revealed the I 

1

72 hours of admission to ensure side 
resident's medications include antidepressants, I effects of anticoagulants is included in Plan 
antianxiety, and anticoagulants. I i of Care and reflects on CNA 

I I Kardex.Results of audits will be reported in 
Review of Physician's Orders dated 3/24/16 I Quality Assurance meetings. 
through 4/18/15 revealed multiple orders C)The Director of Therapy or Designee will 
addressing the resident's Coumadin in-service staff yearly and when new 
(anticoagulant medication) doses based on INR devices are instituted, on proper 

I (international normalizing ratio-standardized positioning of residents with specialty 

I 
normalized blood coagulation levels) results. chairs and positioning devices and keep 

j records of this for yearly in-servicing 

I 
Review of the Medication Administration Record 

11 

requirements. 
(MAR) dated April 2016 revealed the resident 
received Coumadin in accordance with / 

) Physician's orders. i . The Director of Nursing will be responsible 

Review of the Comprehensive Care Plar. (CCP) 
dated 3/31/16 revealed there was no 
documentation addressing the use of the 
Coumadin and to monitor for signs of bleeding. 

Review of the certified nurse aide (CNA) 
Visual/Bedside Kardex Report (care guide) I 
revealed there was no documentation 
addressing the use of Coumadin and to monitor 
for signs of bleeding. 

I

I During an interview on 4/22/16 at 1 :27 PM the 
Registered Nurse (RN) Director of Nursing 

I (DON) stated that the facility has two weeks to 
, get a Care Plan into place when a resident is i 
I 

first admitted. When informed that the resident I 
has been in the facility since 3/24/16, the DON 

1

. 

I 
stated then the Coumadin should be on the Care 
Plan. 

j Review of the facility policy entitled I 

) for overall monitoring, evaluation, and 
j implementation of this plan. 

l 
I 

i 
I 
I 
i 

I 
I 
I 
I 
I 

I 
I 

I 

i 
I 

i 
i 

I 

I 
I 
I 
I 
l 
I 
I 

I 
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Continued From page 7 j F 279 
"Interdisciplinary Care Plan• last revised 2/2015, , 
revealed all classifications of medications will be ! 
individually addressed on the Care Plan and ! 
significant side effects will be transferred to the I 
Bedside Kardex Report for all direct care givers j 

I 
i 

I 
! 
I 
I 
I 
I 

to be aware of. j 

2. Resident #71 has diagnoses which include I 
Alzheimer's disease, anxiety disorder, and j 
diabetes mellitus. Review of the MOS dated I 
2/24/16 revealed the resident is severely 
impaired for decision making. j 

The resident was observed on 4/19/16, 4/20/16, II 

4/21 /16, and 4/22/16 positioned in a specific 
chair that angles back. The resident was , 
observed leaning over the left side of the chair 
on 4/20/16 at approximately 9: 15 AM and at 
9:50 AM she was observed with a pillow 

I between her left shoulder and the arm of the 
chair. 

Interview with Physical Therapist on 4/22/16 at 
1 :25 PM revealed the chair is an anti-tipping 
chair generally used for dementia residents to 
keep them from ''falling out." 

Review of the CCP and the Visual/Bedside 
Kardex Report revealed a lack of Care Plan 
development for the anti-tipping chair and the 
use of bolsters for positioning. 

During an interview on 4/22/16 at 1 :25 PM the 
Physical Therapist stated there is no Care Plan 

I developed for the use of the chair and/ or 
bolster. 

I 
I 
I 

I 

During an interview on 4/25/16 at 10:00 AM the 
DON stated that "the resident has been in that 
chair for three years. It's the only way they can 
keep her from falling on her face." 
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415.11(c)(1) 

483.20(d)(3), 483.1 0(k)(2) RIGHT TO 
PARTICIPATE PLANNING CARE-REVISE CP 

The resident has the right, unless adjudged 
incompetent or otherwise found .to be 
incapacitated under the laws of the State, to 

I 
participate in planning care and treatment or 
changes in care and treatment. 

! A comprehensive care plan must be developed 
within 7 days after the completion of the 
comprehensive assessment; prepared by an 
interdisciplinary team, that includes the 
attending physician, a registered nurse with 
responsibility for the resident, and other 
appropriate staff in disciplines as determined by 
the resident's needs, and, to the extent 
practicable, the participation of the resident, the 
resident's family or the resident's legal 

I 
representative; and periodically reviewed and 
revised by a team of qualified persons after each 

1 assessment. 

This REQUIREMENT is not met as evidenced 
by: 

I Based on observation, interview and record , 
review conducted during the Standard Survey j 
completed on 3/25/16, the facility did not ensure I! 

that the Compr~hensive Care Plan (CCP) is 
periodically reviewed and revised to include · Ii 

measurable goals and interventions. Four. 
(Residents #12, 59, 93, 104) of 22 residents I 
reviewed for revision of the Care Plan did not . 
have a revised Care Plan for the increased level j 

I
. of assistance required to eat (Resident #12), for ' 

a change in dosage of a psychotropic I 

I
' medication and the need for increased , 

assistance to eat (Resident #59), for the I 
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F 280 I The following corrective actions have been 
-

1 

implemented for the deficiency sited: 
, A)Resident #93 Plan of Care was updated 

by Assistant Director of Nursing to include 
treatment of UTI as of 4/12/16. 1· 

B)Use of dycem on seat of wheelchair for 
resident #93 was added to Kardex by the 
Assistant Directot of Nursing. 
c)All nursing staff have been in-serviced on 

I
. Interdisciplinary Care Plan, need for plan of 

1 care to be updated when changes occur I 
I and how to include that change on the ·1 

i CNA Kardex. 
I D)Resident #104 Plan of care was 

I
; reviewed by Assistant Director of Nursing; 

Plan of Care, Kardex and Treatment 
j records were all updated to reflect the 
; location of resident #104 wanderguard 

bracelet. 
E)Plan of care and Kardex for resident 
#104 was updated by Assistant Director of 
Nursing to include physically aggressive 

i behaviors towards staff. 
I F)Resident #104 Plan of Care and 

I
,' Medication record were both reviewed by I 
. Director of Nursing to reflect GDR of j 
j Seroquel and the result of that GDR. 1 

l G)Resident #12 Plan of Care and Kardex I 
I were updated by the Assistant Director of 

I
.: Nursing to reflect increased need for 
, feeding assistance. 
I H)Resident #59 Plan of Care was updated 
, by Assistant Director of Nursing to reflect I 
j change of psychotropic med dose and 
: need of increased assistance to eat. I 
I Increased need for assistance with eating , 
: was also added to Kardex. I 
i I j The following corrective actions have been 

(X5) 
COMPLETE 

DA"7"E 

06/17/2016 
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Continued From page 9 
development of a urinary tract infection (UTI} 
and the use of Dycem (a non-slip, self-adhesive 
mat) (Resident #93) and the physical 
aggressiveness of a resident towards other 
residents and staff as well as the change in 
location of the resident's Wanderguard (a device I 
to detect wandering) (Resident #104). 

The findings include but are not limited to: 

1. Resident #93 has diagnoses that include j 
coronary atherosclerosis (heart disease), senile 
dementia, and macular degeneration {loss of the 
central field of vision). Review of the Minimum 
Data Set (MDS - a resident assessment tool) 
dated 1/28/16 revealed the resident has 
moderate cognitive impairment, understands 
and is understood. 

Review of the Resident Incident/ Accident j 
Report (A&I) dated 4/11/16 at 7:25 AM revealed 
the resident was found on the floor sitting in front 
of the wheelchair. Staff documented that the 
resident said she slid out of the wheelchair. 
Further review of the A&l revealed the changes 
instituted to prevent reoccurrence included 
"Dycem on wheelchair pad to stop sliding" and 
wresident tested positive for UTI and being 
treated with antibiotic at this time." 

Review of Physician's Orders dated 4/11 /16 
revealed an order order "Resident was on the 
floor this morning, has no injuries, denies pain. I 
Dycem put in chair to stop slipping." I 
Further review of Physician's Orders revealed 
the following: 

I -4/12/16 Macrobid (antibiotic medication) 100 

i
i milfigrams (mg) po (by mouth) bid (twice daily) 

for seven days. 

I 
I 
I 

l 
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implemented to identify other areas that 
have the potential to be affected by this 
same practice: 
A)An audit of all residents care plan, 
kardex, and closet care plans was 
conducted by RN nurse managers to 
ensure current accuracy 
B)AII Nurses have been educated and in 

I serviced on how to update a care plan 

I when any changes take place with a 

I 
resident; this included making sure the 
change is reflected on the CNA Kardex. 
C) Director of Nursing or designee will 
audit all 24 hour report sheet to ensure 
changes in residents meds, assistive 

I devices, UTl's and change in eating 
I assistance needed, are being included in 

Plan of Care and Kardex. Results of these 
audits will be reviewed and presented at 
the Quality Assurance Meeting for a three 
month period or until compliance 
determined by Quality Assurance 
Committee. 
D)Director of Nursing or designee will audit 

I residents with a Wanderguard bracelet for 

I 
3 months to ensure accurate placement. 

. Audits will be reported at the Quality 
I Assurance Meeting. I 
I E)Director of Nursing or designee will I 
I review all residents Plan of Care who have 
I the tendency for aggressive behaviors to I 
I ensure there is a plan of care in place for 
, their behaviors. I 
I F)Director of Therapy Services will audit 

resident Plans of Care for updates on I 
resident feeding status for 3 months or until 
compliance determined by Quality . 

·, Assurance Committee results will be I 
reported at Quality Assurance meetings. I 

: The following systemic changes have been i 

(XS) 
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- 4/15/16 d/c (discontinue) Macrobid. CipiO 
(antibiotic medication) 250 mg po bid for 10 
days. 

/ ID 
I PREFIX 
I -:AG 

! F280 
I 

Review of laboratory (lab) tests revealed the ! 
results of a urinalysis (a lab test that provides I 
important clinical information on kidney function), 
dated 4/11/16 showed the presences of nitrites 
(an enzyme in the urine that may indicate an 
infection) and the presences of leukocyte 
esterase (an enzyme produced by white blood 
cells in the urine that may indicate an infection). l 
Review of a Final Microbiology Report dated I 
4/14/16 at 9:00 AM, revealed the resident's urine II 
tested positive for a bacterial colony greater than , 
100,000 cfu/ ml (colony forming units/ milliliter) I 
of Proteus mirabilis (a bacteria that causes 
UTls). The Microbiology Report revealed that 
the bacteria in the urine was susceptible to Cipro 
and not susceptible to Macrobid. j 

Review of the electronic CCP, revised 10/5/15, ! 
revealed a focus that documented the resident I 
has occasional bladder incontinence related to a I 
history of UTls and limited mobility. The focus i 
area also listed the following information: i 
- 12/6/14 tx (treatment) for UTI j 
- 1/22/15 tx UTI l 
- 10/5/15 antibiotic for UTI i 

I 
The CCP was not revised to identify that the · 
resident was diagnosed and treated for a UTI as ! 

I 
ot4112,16. I 
Review of the certified nurse aide (CNA) I 

I
. Visual/Bedside Kardex Report (care guide) I 

dated 4/21/16 revealed no direction for the use ! 
I of Dycem on the wheelchair pad. j 

I During an interview with the Registered Nurse j 
i {RN) #2 Nurse Manager on 4/22/16 at 10:07 I 
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implemented to ensure continued 
compliance with this regulation: 

l (XS) I COMPLETE 
DATE 

I A)The Pharmacy Consultant, when 
generating recommendations to Physician I 
for Gradual Dose Reductions(GDR) will I 
also generate a communication to nursing I 
of what the recommendatlon is and prompt 1 

to include the GDR and result on the I 
I residents _Plan of Care. All nurses will be in , 
I serviced and educated on this new practice 
I B)Location of placement of Wanderguard 

has been added to all Treatment 
Administration Records (TAR); Plan of 
Care and Kardex both indicate location. 
C)RN Nurse Managers will audit 20 

l additional residents care plan, closet care 
plan and kardex monthly for updated 

I
•. accurate information. The results of these 

audits will be reported and reviewed by 
i facility interdisciplinary team until 
, determined by team to be in compliance 
I The Director of Nursing will be responsible 
I for overall monitoring, evaluation and 
j implementation of this plan. 

I 

I 
) 

I 
l 
l 
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F 280 Continued From page 11 I F 280 l 
I AM, RN #2 stated that the recent UTt should I I 
I have been added to the CCP and the use of I I I Dycem should have been added to the Kardex. I I 

I I RN #2 stated that the CCP and Kardex should I be updated by the nurse who receives an order l 
for a new treatment. i I 
Review of the facility policy entitled I 

I "Interdisciplinary Care Plan," dated 2/2015 I I revealed that "changes shall be made to the i i Care Plan as changes occur with the resident. 

I These changes shall be made by each 

I department when necessary." Further review of 
I I the policy revealed that all Care Plans for 

I residents of the facility must be current. I 
I 2. Resident #104 has diagnoses that include 
i encephalopathy (a disease that affects the 

brain), advancing dementia and anxiety. Review I 
of the MOS dated 3/9/16 revealed the resident I 
has severe cognitive impairment, understands 
and is understood. 

I I 
During an observation of the resident on 4/20/16 I at approximately 10:00 AM, the resident was sat 

1 

I up on the edge of the bed to speak with the 
surveyor. The resident was observed to have a I 

I Wanderguard on the left ankle. ! 
Review of the Physician's Orders, signed I 
4/21/16, revealed orders for a "roam alert l 
bracelet" at all times, check placement. I 
Review of the electronic CCP revealed the l I 
resident is an elopement risk/ wanderer and has j I 

I 
impaired safety awareness. The resident has a · I history of attempts to leave the facility I 

I unattended. The Intervention, dated 6/19/15, I I 
I 

revealed, "New Wanderguard place left wrist i I 6/18/15. Nurse to check daily to ensure it is 
i working correctly. CNA to check for placement i I 
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Continued From page 12 
each shift. - i 

I 

i 
Further review of the CCP revealed the resident I 
is and has potential to be physically aggressive I 
related to dementia and a history of harm to · 
others. The intervention, dated 12/10/15, 

1
1 

revealed to monitor/ document/ report as 
needed any signs or symptoms of resident I 
posing danger to self or others. i 

Review of the CNA Visual/Bedside Kardex jl 

Report revealed in the section labeled Safety, 
"New Wanderguard place left wrist 6/18/15. I 
Nurse to check daily to ensure it is working I 
correctly. CNA to check for placement each I 
shift." 

Further review of the Visual/Bedside Kardex l 
Report revealed that staff are to complete 30 j 
minute security checks, are to keep the resident I 
in vision of staff member, are not to allow the , 
resident to sit unattended in TV room, and to I 
redirect re-approach resident if she becomes I 
agitated. Additional instructions include to i 
provide physical and verbal cues to alleviate I 
anxiety, give positive feedback, assist resident 
to verbalize the source of agitation, assist to set 

J goals for more pleasant behavior, encourage I 
seeking out staff member when agitated. Staff I 
are to distract resident from wandering, and ·1 

accompany the resident any time she attempts 
to leave the unit. I 

I Review of the Treatment Administration Record 

I 
(TAR) for February, March and April 2016 
revealed the following instructions, "Roam alert 

j bracelet at all times, check placement every 

!
. shift, check function daily, replace one week 
, prior to expiration: The TAR does not specify I the location of the resident's Wanderguard 

1 
bracelet. 

I 
I 
I 
I 
! 
I 
i 

FORM CMS-2567(02--99) Previot:s Versions Obsoiete Event ID: NN111 ~ 

PRINTED: 03/30/2022 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION 

A BUILDING 

(X3) DATE SURVEY 
COMPLETED 

B. WING _______ _ 
04/25/2016 

ID 
PREFIX 

TAG 

F 280 

STREET ADDRESS, CllY, STATE, ZIP CODE 

14012 ROUTE 31 
ALBION, NY 14411 

PROVIDER'S PLAN OF CORRECTION 
{EACI-' CORRECTIVE ACTION SHOU~ BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

I (XS) 
COMPLETE 

DATE 

I 
I 

I 

I 
I 
i 

Facility ID: 0716 
If continuation sheet Page 13 of 44 



DEPARTMENT OF HEAL TH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

S:ATEMEr-.:T OF DEFICIENCIES 
AND PLAN OF CORRECTION 

NA:IAE OF PROVIDER OR S!;PPUER 

(X1) PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

335212 

THE VILLAGES OF ORLEANS HEAL TH AND REHAB CENTER 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 
B. WING _______ _ 

STREET ADDRESS, CITY, STATE, Z:P CODE 

14012 ROUTE 31 
ALBION, NY 14411 

PRINTED: 03/30/2022 
FORM APPROVED 

OMS NO 0938-0391 

(X3) DATE SURVEY 
COMPLETED 

04/25/2016 

()(4) ID I St.:MMARY STATE:..lENT OF DEFICIEf,;CIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUIA7ORY OR LSC iDE~:lFYING l!I.FORMATION) 

I ' ID I PROVIDER'S PLAN OF CORREC.,.ION 

I PREFiX I (EACH CORRECTIVE ACTION SH~LD BE 
) (XS) 
.
1 

COMPLETE 
DATE 

?REFIX i TAG 
I I 

7AG j' CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) I 

F 280 l Continued From page 13 IF 280 I 

I 
I 
I 
I 
I 
i 
I 

I 
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Review of the electronic Progress Notes 
revealed the following: 

- An Incident Note written by a Licensed 
Practical Nurse (LPN) on 9/23/1 5 at 2:52 AM 
that at 10:45 PM the LPN observed Resident 
#104 push another reside.nt and then placed that 
resident into a head lock. 

I 
l 
I 
I 
I 

I - An Incident Note written by the RN on 11 /23/15 
at 12:14 AM that the resident returned to facility I 
at 10:30 PM via ambulance stretcher with two 
attendants. Settled in to her bed. Wanderguard I 
reapplied to left ankle. Alert and responsive." 

II - A Behavior Note written by a LPN on 1 /25/16 
at 11 :26 PM that Resident #104 was yelling and 

I swearing at a CNA. The LPN attempted to 

l
j redirect the resident by calmly talking to the 

resident. The resident then attempted to run a 
wheelchair into the LPN. The nurse returned to 
the Nursing Station and Resident #104 
approached the Nursing Station appearing 
confused. The LPN again attempted to calm the 

I
I. resident by talking with the resident. The 

resident started to scream and swear about not 
I knowing who staff was or where she was at and I 
· grabbed writer (LPN) by the throat saying "I'll kill 1· 

II you." CNA got resident's hand free and 

. 

attempted to put her (the resident) back into bed : 
with negative effect. I 

i The CCP and Visual/Bedside Kardex Report did j 
I not address physically aggressive behaviors that.I 
j the resident had exhibited on 9/23/15 and 
I 1/25/16. In addition, the CCP and Bedside j 
• Kardex Report did not accurately document the 

I

I placement of the resident's Wanderguard 
bracelet. 

i 
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I During an interview with the RN, Assistant 

Director of Nursing (ADON) on 4/25/16 at 10:01 
AM, the ADON stated that the Bedside Kardex 
Report should address that the resident can be 
physically aggressive and the CCP and the 
Bedside Kardex Report should have been 
updated to reflect the current placement of the 

I resident's Wanderguard. 

' 

I i 
I During an interview with the Medication Nurse I 
I (LPN) #3 on 4/25/16 at 10: 10 AM, LPN #3 stated 

that she would write on the directions in the TAR I 
the location of the Wanderguard if the ' 
information is not already included in the I 
instructions. I 

3. Resident #59 has diagnoses which include I 
dementia without behavioral disturbances, 
osteoarthritis, and anxiety. Review of the MOS 
dated 1/21/16 revealed the resident is severely 
impaired for decision making. 

Review of the Visual/Bedside Kardex Report 
revealed the resident eats breakfast in her room, 
lunch and supper in the independent dining 
room. 

l The resident was observed on 4/19/16 at 12:46 
PM and 4/21/16 at 12:15 PM eating lunch in the 

I total assist dining room. The resident was I observed on 4/20/16 at 8:30 AM and 4/21/16 at 

I 8:35 AM eating breakfast in the total assist 

I dining room. 

i Interview with the Registered Dietitian (RD) on I i 4/21/16 at 12:45 PM revealed the resident is I 
I totally assisted at meals and eats all meals in j 

I the total assist dining room. The Occupational 
! Therapist is responsible for updating the Care 

I Plan for feeding status. I 
I I 
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I Raview cf the CCP revealed the resideni 

I I 
recieves Seroquel (antipsychotic medication) I 

! due to a diagnoses of psychosis. The resident I 

had a GDR (gradual dose reduction) on 6/22/15 ! 
that included a decrease in Seroquel to 25 mg at 
HS (bedtime). I 

I I 

I Review of Physician's Orders and the i I I 
Medication Administration Records (MARs) I I I I I 

I 
dated 12/23/15 through 4/22/16 revealed the 

1· l resident received Seroquel 50 mg at HS and 
Seroquel 25 mg pm (as needed). j 

I I Interview with RN #2 on 4/22 at 9:00 AM j 
revealed she is responsible for updating the 

I Care Plans for the unit. She has been at the 
facility for six weeks and has been updating the i 
Care Plans quarterly when there review is up. i 

i RN #2 stated when she gets to know the ! residents better she would make the changes 

I i I when they occur. RN #2 stated, "I wasn't I working at the facility in December when the 
Seroquel order changed." I I 

i 
415.11 (c)(2)(Hi) 

i_ The following corrective actions have been F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED . F 282 06/17/2016 
SS=D PERSONS/PER CARE PLAN ! ! implemented for deficiency cited: 

I 
The services provided or arranged by the facility l i A)Resident #34 was evaluated by Speech 

i Language Pathologist(SLP) for the use of l 
must be provided by qualified persons in i I straws; it was determined resident is able I accordance with each resident's written plan of I j to use straws. 
care. i B)Resident #114 has been moved for ! 

This REQUIREMENT is not met as evidenced I I meals to the Canal unit common area and 
I is promptly put to bed after all meals. 

by: I 
I , C)Director of Dietary in serviced dietary 

i I I staff regarding differences in adaptive 
! Based on observation, interview and record i j feeding equipment. 

review conducted during the Standard survey 
1 

D) Occupational Therapy evaluated 
completed on 4/25/16, the facility did not ensure I ! resident #34 for appropriate use of 
that services provided or arranged by the facility I I adaptive devices. 
were provided by qualified persons in · i i 
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F282 Continued From page 16 
I accordance with each resident's written plan of 
I care. Two (Residents #34, 114) of 22 residents 
I reviewed for care plan implementation had 

I 
issues involving the provision of straws and a 
section plate which were not in accordance with 

I the care plan (#34) and a resident's feeding 
location and a plan to put the resident to bed 

1. after meals were not implemented as planned 

I 
(#114). 

The findings are: 

1. Resident #34 has diagnoses that include CVA j 
(cerebrovascular accident - stoke), senile I 

I dementia, and dysphagia (difficulty swallowing). 
Review of the quarterly Minimum Data Set (MOS 
- a resident assessment tool) dated 3/2/16 
revealed that the resident is cognitively intact, 
usually understands, and Is usually understood. ! 
The resident MOS documented that the resident . 
requires the supervision of one person to eat i 
and drink and does not have swallowing i 

difficulties. 

Review of a Speech Therapy Progress and 
Discharge Summary signed 2/16/16 revealed 
"Precautions• included Aspiration. The I 
Discharge Plan and Instructions were to 
"continue with mechanical soft solids/thin liquids, t 
alternate liquids and solids, slow rate of intake" I 
Review of Physician's Orders dated 3/2/16 j 
revealed orders for a mechanical soft diet with j 
thin liquids. The orders included "No straws, · 
Aspiration Precautions, give extra sauce/ gravy 
as needed, and least restrictive dietary 
consistencies". 

Review of the Quarterly Nutrition Care Area I 
Assessment dated 3/4/16 revealed the resident's j 
feeding ability was marked as "supervision•. 1 
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ldentified as unable to use straws and/or 
have adaptive equipment for eating, to 

I ensure this is reflected on Plan of Care and 
I Kardex. 
I B)Director of Dietary has audited all meal 
I tickets to ensure they state "no straws" for 
j those individuals unable to use them per 
I Speech Language Pathologist (SLP). 

C)RN Nurse Managers audited all 
I residents within the facility to ensure 
! proper dining room placement. I 
I D)RN Nurse Manager audited all residents 
I within the facility to ensues compliance I 
I with residents specifically identified as I requiring the need to be put back to bed I 

I
. The following systemic changes have been I 
, implemented to ensure continued I 
I compliance with this regulation: . 
i A)Director of Dietary and Director of I 
I Therapy will meet quarterly to review those 
I residents with adaptive devices to ensure 

I. devices remain appropriate as Plan of 
. Care & Kardex state. 
! B)An audit of all residents dining areas to 
I ensure residents are appropriately located I 
I for meals will be conducted monthly by 
j Director of Nursing of Designee 
, C)AN audit of all residents requiring 
1 adaptive equipment, or restrictions (no 
I straws) will be conducted monthly by 
I Director of Nursing or designee 
I D)An audit of all residents identified as I 
I requiring to be assisted back to bed will be . 
i conducted monthly by Director of Nursing I 
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l d . I 
I
. Comments included •section plate, liquids in two 

handled cup, no lid". The resident's swallow 
function was marked as "tolerate diet, monitor I 
tolerance/ acceptance to altered consistency•. I 
Review of the current Comprehensive Care Plan I 
revealed the following revisions: 

-11/6/13 - "No straws" was initiated 
- 7/24/14 - "Aspiration Precautions" (measures 
to prevent food, liquids, and secretions from 

1

1 

entering the lungs) were initiated 
- 4/14/15 - Consistency per SLP (speech I 
language pathologist), food texture downgraded 
r/t (related to) dysphagia, thickened liquids 
provided, extra sauce/gravy as needed 
- 4/30/15 - Food texture upgraded per SLP, 
thickened liquids 
- 5/6/15 - Texture advanced per SLP regular, 
thin liquids 
- 1/22/16 - Adjusted meal plan for softer foods 
due to complaints of dentures hurting 
- 2/2/16 - SLP recommendations: mechanical 
soft consistency 

Review of the current electronic Kardex (used by 
the certified nurse's aides to provide care) 
revealed the following interventions: 

- Aspiration Precautions 
- Eating: setup and scoop plate; Eats breakfast, 
lunch and supper in TV room for increased I 
supervision related to need for regular liquids. 
Mechanical soft solids, extra sauce/ gravy, I 

I. alternate liquids/ solids, assistance in set-up thin I 
liquids. I 

j - No straws 
j - Resident to eat only with supervision ! 
I Observation of the lunch meal in the supervision 1

1 · (TV) dining room on 4/19/16 at approximately , 

FOR/II. CMS-25€7(02-99) Previ0t.:s VEl!'Sions Obsolete Event !D: NN~ 111 

or esIgnee 
E)The above audits will be reported and I 
reviewed monthly by the facility Quality 

. Assurance Committee for a minimum of 3 I 
I months or until determined by team to be 
I in ongoing compliance 

I 

! 

The Director of Nursing will be responsible 
for overall monitoring, evaluation, and 
implementation of this plan. 
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F282 / Continued From page 18 ! F 282 
I 12:30 PM revealed that the resident was eating , 

mashed potatoes, chicken, and spinach from a I 
section plate. The resident had a straw in one · 
cup of a beverage. 

During an observation of a medication pass on 
4/21/16 at 4:00 PM, a two handled cup with a 
straw in the cup and an insulated, lidded water 
mug with a straw in the cover was noted on the 
over-the-bed table in the resident's room. The . 
Licensed Practical Nurse (LPN #4), who was I 
passing medications, was observed to give the I 
resident the insulated, lidded water mug to drink j 
water when swallowing the medications 
provided. The resident used the straw to drink 'I 

from the mug. 

During an observation of the breakfast meal in I 
the supervision (TV) dining room on 4/22/16 at I 
8:27 AM, LPN #3 was observed to place straws 1· 

in the cups of milk, juice, and coffee in front of .

1 

the resident. The resident was observed eating 
scrambled eggs that were in a sectioned plate. I 
Review of the resident's meal ticket for the .

1 
breakfast meal on 4/22/15 revealed the resident 
was to receive a regular, mechanical soft diet j' 

I 
using a sectioned plate and liquids in two 
handled mugs with no lid. The meal ticket did J 

•1 not identify the plan for "No Straws". . . I 
During an interview with the Speech Language 
Pathologist (SLP) on 4/22/16 at 8:43 AM, the 
SLP stated that the resident did not use a straw 
during the last evaluation. The SLP stated that 
she did not think that the resident used straws. 1· 

During the interview, the SLP was made aware 

I 
that the resident was observed being given 

1

• 
straws during meals and used a straw during a 

j medication administration observation. I 
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F282 Continued From page 19 
During an interview on 4/22/16 at 8:57 AM, U,e 

I Occupational Therapist (OT) Director of I 
Rehabilitation Services stated that staff should I 
be following what is on the resident's Kardex. 
The OT stated that if the order is for •no straws", . 
that should be followed. The OT stated, "We I 
would need to re-evaluate to determine if she I 
(the resident) can use straws. y The OT stated 

I 
t.hat the dietary department probably changed 
the resident plate to a section plate because the 
resident received extra gravy and the section 

I 
plate would stop it from mixing with other foods. 
The OT continued to state that the scoop and I 
section plates are very similar but the OT would 
need to check on this and get a Physician's 
Order for an OT evaluation for the change in 
type of plate. 

During an Interview on 4/22/16 at 9:07 AM, LPN 

I
). #3 stated that the resident will request straws. 

LPN #3 stated •1 did not know that she should 
not have straws". LPN #3 stated that the 
medication administration nurse should contact 
the charge nurse if a resident is requesting 
straws when there are orders to not have 

I straws. 

I 
I 
I 
I 

I 
I 

During an interview on 4/22/16 at 9:17 AM, the 
Registered Nurse (RN) Nurse Manager stated 
that no staff member has told her that the 
resident is requesting straws. The RN Nurse 
Manager stated she has been working at the 
facility for six weeks and she would need to 
check if the resident is allowed straws. 

2. Resident #114 has diagnoses of dementia, 
anxiety, blindness, and glaucoma. Review of 
the quarterly MOS dated 3/16/16 revealed that 

I the resident has severe cognitive impairment, 
short and long tenn memory problems, is rarely 

I understood, and rarely understands. 
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I Review of the current Care Guide, used by 

I CNA's to. provide care, revealed approaches for 

I 
the resident to eat breakfast, lunch, and dinner 
in the Canal View common area and be put to 

) 
bed right after meals. 

I Observation on 4/21 /16, from approximately 

I 
12:15 PM to 12:42 PM, revealed that the 
resident was sitting in the Assist Dining Room 

I 
during the lunch meal. 

Observations on 4/21/16 at 1:30 PM and 3:30 
PM revealed the resident was lying in a fetal 
position in her Geri chair in her room. 

Observation on 4/21 /16 from approximately 5:00 
PM to 5:37 PM revealed that the resident was 
sitting in the Assist Dining Room during the 

I 
dinner meal. 

Observation on 4/22/16 at approximately 1:30 
PM revealed the resident was sitting in her Geri 
chair in her room after lunch. 

Interview with LPN #2 on 4/21/16 at 
approximately 3:43 PM revealed that the Canal 
View common area is the area where there are 
resident couches and not the Assist Dining 
Room. 

Interview with RN #1 on 4/21/16 at 
approximately 5:41 PM revealed that the 
common area of Canal View is the area in front 
of the CNA pod where there are couches. 

Interview with LPN #3 on 4i25/16 at 
approximately 8:29 AM revealed that "being put 
to bed right after meals" means that the resident 
should be put back to bed first before the other 
residents. 
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Interview with RN #1 on 4/25/16 at 
approximately 9:35 AM revealed that "being put 
to bed after meals means that when everyone is 
done with their meal they are the first to be put 
to bed". 

415.11 (c)(3}(ii) 

I 

F282 I 
l 
I 
I 
I 
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483.25 PROVIDE CARE/SERVICES FOR 
HIGHEST WELL BEING 

IF 309 The following corrective actions have been 
implemented for the deficiency cited: 

06/17/2016 

I 

I
. Each resident must receive and the facility must 

provide the necessary care and services to 
attain or maintain the highest practicable 
physical, mental, and psychosocial well-being, In) 
accordance with the comprehensive assessment 
and plan of care. 

This REQUIREMENT is not met as evidenced 
by: 

Based on observation, interview, and record I 
review conducted during the Standard survey I 
completed on 4/25/16, the facility did not provide I 
the necessary care and services to attain and 1 
maintain the resident's highest practicable well I 
being. One (Residents #71) of 2 residents 
reviewed for quality of care had issues involving I 
positioning in a special chair that did not fit the I 
resident properly. The anti-tipping chair was too I 
short for the dining table and the resident was I 
often observed leaning to the left over the I 
armrest. I 
The findings is: 

1. Resident #71 has diagnoses which include 
Alzheimer's disease, anxiety disorder, and 

I 
diabetes mellitus. Review of the Minimum Da~ 
Set (MOS-a resident assessment tool) dated 

I 2/24/16 revealed the resident is severely 

FORM CMS-2567(02-99) Previous Versions Obsoiete Event ID: NN1111 

I 
I 

A)Resident #71 has been issued a new 
wheelchair and positioning devices. 
B)Plan of Care established for resident #71 I 
new wheelchair and positioning devices. 

The following corrective actions have been 
implemented to identify other areas that 
have the potential to be affected by this 
same practice: 
A)The Therapy Director has audited all 
residents with specialty chairs and 
positioning devices to ensure all devices 

I have been Care Planned for including the 
I Kardex. Audits will be conducted on all 
j new residents picked up by Therapy to 
j ensure Care Planning of devices for 3 

1 months and results reported to the Quality 
I Assurance meetings. 
I B} Director of Therapy has in serviced 
! nursing staff on proper positioning for 

I 

I 
I 
I 

i feeding. . 
l I 
j The following systemic changes have been I 
• implemented to ensure continued I 
! compliance with this regulation: I 
i A)The Director of Therapy or Designee will 
j In-service staff annually and when new 
i devices are instituted, on proper I 
.

1 

positioning cf residents with specialty 
. chairs and positioning devices and keep j 
I records of this for yearly in-servicing 1 
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' 
impaired for decision making. ' 

The resident was observed on 4/19/16, 4/20/16, 
4/21/16, and 4/22/16 positioned in a specific 

i chair that angles back. 

i 
Interview with the PT on 4/22/16 at 1 :25 PM I revealed the chair is an anti-tipping chair 
generally used for dementia residents to keep ! 
them from falling out. I 

! 
The resident was observed on 4/19/16 at 11 :55 I 
AM in the total assist dining room seated in the I 
anti-tipping chair at the dining table. The chair 
was so low to the table the resident's mouth was 
level with table. 

The resident was observed leaning over the left I 
side of the chair on 4/20/16 at approximately I 
9:15 AM and at 9:50 AM she was observed with 
a pillow between her left shoulder and the arm ofl 
the chair. 

The resident was observed on 4/21/16 at 12:19 
PM (lunch) and again on 4/21/16 at 5:25 PM . 
{dinner) in the total assist dining room seated in I 
the anti-tipping chair at the dining table. The j 
chair was so low to the table the resident's 
mouth was level with table. The resident was 
intermittently observed during those meals being 
fed periodically at a 25-45 degree angle. 

The resident was observed on 4/21/16 at 9:30 
AM through 11 :40 AM in the hallway sitting in 
the anti-tipping chair leaning to left side over the 
armrest. There was no pillow or bolster between 
her left side and the chair. This was brought to 
the attention of the Physical Therapist (PT) by 
the surveyor on 4/21/16 at approximately 2:00 , 
PM. The PT asked the certified nurse aide I 
(CNA) about the resident's positioning. The 

1 

FORM CMS-2567(02-.99) Previous Ver,;ions Obsolete Event iD: NN111 ~ 

F 309 

i 
i 
1 
I 
I 
i 

requirements. 
B)AH residents will be reviewed by therapy 
for proper seating and proper positioning 

I with each care plan review. 

i The Director of Nursing will be responsible 
for overall monitoring, evaluation and 
implementation of this plan. 

I 

i 
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Continued From page 23 
CNA stated, "Sometimes we put a pillow there 
when she is leaning to the left." 
The PT stated that there is no Care Plan for the 
use of the anti-tipping chair or use of 

I TAG 
i 

IF 309 

l 
I 
I 
I 

l pillows/bolsters. She stated the chair is too low 
I for the table but it angles back to prevent the 
I resident from tipping out. i 

During an interview on 4/25/16 at 10:00 AM the i 
Registered Nurse (RN) Director of Nursing I 
(DON) stated, •The resident has been in that j 
chair for three years. It's the only way they can 
keep her from falling on her face." i 

I 
Interview with the Social Worker on 4/20/16 at j 

1 :30 PM revealed the resident was moved from 
1
: 

the locked Dementia Unit about three weeks ago 
because it is no longer required. The resident is I 
nonambulatory now and is not active like she I 
use to be. I 

I 
Interview with the Occupational Therapist (OT) 
on 4/21 /16 at approximately 2:30 PM revealed 
PT shared positioning concerns with her and 
she planned to do an evaluation tomorrow. 

Review of a PT/OT note dated 4/22/16 at 10:30 
1
1 

AM revealed a positioning evaluation was 
completed during meals. Resident required I 
consistent assistance for repositioning to ensure · 
safety at meals. Skilled OT interventlon will 
attempt to improve functional positions during 
meals and other activities. I 
415.12 I 

, 483.25(a)(3) AOL CARE PROVIDED FOR j' F 312 

I DEPENDENT RESIDENTS . I I A resident who is unable to carry out activities of 

1

, 

I daily living receives the necessary services to 

1 
maintain good nutrition, grooming, and personal I 

The following corrective action has been 
implemented for the deficiency cited: 
A)Resident #1 was properly re bathed and 
rinsed accordingly. 

I B)Residents #1 & # 54 were assessed by 
I RN and found to have no ill effect from this 

06/17/2016 
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and oral hygiene. 

This REQUIREMENT is not met as evidenced 
by: 

I'· ID II 
PREFIX ! TAG I 

PROVIDER'S Pl.A~ 0~ CORRECTIO!I: 
(EACI-! CORRECTfVE ACTION SHOULD SE 

CROss-RE"ERENCED TO THE APPROPRIATE 
DEFIC:ENCY) 

! F 312 I 
I I incident 

1 
C)Lab~I placed on resident #54 personal 

I body soap the states: "Must be rinsed off". 

I 
D)AII nursing staff were in serviced on I . I proper hand hygiene. 

Based on observation, interview and record ! 
review conducted during a Standard survey i The following actions have been completed 
completed on 4/25/16, the facility did not ensure I I to identify other residents within the facility 
that a resident who is unable to carry out activity I that have potential to be affected by this 
of daily living (AD Ls) receives the necessary · deficiency: 
services to maintain grooming and personal I A)The Director of Nursing or designee will 
hygiene. Two (Residents #1, 54) of five I conduct weekly Audits for 3 months or until 
residents observed for morning care had issues I . compliance determined by Quality 
with the certified nurse aide (CNA) did not wipe I ! Assurance Committee on all units during 
soap off the resident prior to drying the resident I A.M. and H.S. care to ensure proper hand 
and did not change gloves or wash hands after ) washing and proper use of personal 
providing incontinence care and applying a new I hygiene products; results will be reported 
brief {Resident #1 ); the CNA did not wash hands . to Quality Assurance Meetings. 
or change gloves after removing a visibly wet I 
brief from the resident then applied lotion to the ' I The following systemic changes have been 
resident's back {Resident #54 ). ) implemented to ensure continued 

i compliance with the regulation: 
! The findings are: ! A)A Policy has been written on personal 

f care products purchased outside of the 
I 1. Resident #54 has diagnoses of dementia and 

dysphagia (difficulty in swallowing). Review of 
the quarterfy Minimum Data Set (MOS ~ a 
resident assessment tool) dated 1/26/16 
revealed that the resident has a long and short I 

I term memory problem, has no speech, rarely , 
· understands, and needs a one person physical 

1

1 
I assist with bathing. 

! I · The resident was observed on 4/22/16 at 6:22 
I AM receiving AM (morning) care. CNA #1 ! 
j washed and dried the resident's front peri area I 
I (area between the the anus and genitalia) and 

I
. then began to remove the resident's brief. When 

asked if the resident's brief was wet, CNA #1 
1

1

_ replied •yes, the brief is wet. See?" and showed 
the wet brief to the surveyor. CNA #1 then 

I facility and all nursing staff have been in 
I serviced on this policy. 
! 
1 The Director of Nursing will be responsible 
I for implementation and evaluation of this 
j corrective action 

{X5) 
COM?'~ETE 

DATE 
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! 

app!ied lotion to the resident's back. CNA #1 did 
not change gloves or wash hands prior to 
applying the lotion and finishing AM care. I 

! 

' 
I 

During an interview on 4/22/16 at 6:42 AM CNA j 
#1 stated, "I should've changed my gloves and I 
washed my hands after I removed the resident's .

1 wet brief." 

I 
! 

I I 

I 
During an interview on 4/22/16 at approximately I 
11 :40 AM the Registered Nurse (RN) #2 1 

I 

I 
I 

! 

revealed that she expects her staff to change ·I 

their gloves after removing a wet brief ar:d 
before they touch another part of the resident's I 
~fy I 
During an interview on 4/22/16 at 11 :44 AM the 
Infection Control Nurse RN #1 revealed that she 
expects staff to remove their gloves, sanitize 
their hands, and put on new gloves after they 
remove a wet brief. 

I 2. Resident #1 has diagnoses which include 

I 
Stage 3 pressure ulcer of the sacrum (area 
above the tail bone on the right and left 

j buttocks) and right buttock, diabetes mellitus, 
·1 and congestive heart failure (CHF). Review of 
. the MOS dated 2/17/16 revealed the resident is , 
j cognitively intact, is understood and 
I understands. The resident requires physical 

help in part of bathing activity of two or more 
j persons physical assist. 

I 
i 

Observation of AM care on 4/21 /16 at 
approximately 9:40 AM revealed CNA #7 used 
the resident's personal body wash to perform 
AM care. CNA #7 applied the body wash to a 
wash cloth, lathered and cleansed the resident's 

I upper extremities, lower extremities and back. 
CNA #7 then dried the resident's upper 

I extremities, lower extremities and back without 
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I rinsing cff the lather. CNA #7 then applied lotion 

l to all areas. 

I Review of the body wash directions revealed, 
"For daily use in bath and shower. Squeeze 
body wash onto a wash cloth or puff. Lather and 
rinse off." 

During an interview on 4/21/16 at 10:14 AM 
CNA #7 stated, "I didn't rinse the soap off. The 

I facility uses a no rinse product. I should've 

I 
rinsed off the soap." 

Continued observation of AM care revealed 
CNA #7 removed the resident's brief as the 
resident was having a bowel movement. CNA 
#7 then wiped the resident's anal area and 
washed the resident's buttocks, leaving a brown 

I 
smear on the wash cloth. CNA #7 then applied 
a clean brief, removed her gloves, and 
continued with care. 

During an interview on 4/21/16 at 10:14 AM 
CNA #7 stated, "I should've changed my gloves 
and washed my hands after incontinent care." 

Review of facility policy and procedure entitled 

I 
"Hand Hygiene" revision dated 3/2/10 included 
the following: 
-All personnel shall wash their hands to prevent 
the spread of infection and disease to other 
personnel, residents, and visitors. 

I -Appropriate 15 second handwashing must be 
I performed after and in some cases before the 
I following conditions: 

-After giving incontinence care. 

415.12(a)(3) 
F 314 483.25(c) TREATMENT/SVCS TO 
SS=D PREVENT/HEAL PRESSURE SORES 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: NN1111 

l 
I 

I 
I 
i 
I 

l 
I 
I 
i 

I 
I 
I 

PRINTED: 03/30/2022 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

CO'.IJPLETED A. BUILDING 
B. WING ________ _ 

JO 
PREFIX 

S"'."REET ADDRESS, CITY, STATE, Z!P CODE 

14012 ROUTE 31 
ALBION, NY 14411 

I PROVIDER'S P!..AN OF CORRECTION 
(EACH CORREC7:VE ACTION SHOULD BE 

04/25/2016 

TAG I CROSS-REFERENCED TO THE APPROPRIATE 

(XS} 
COMPLETE 

DATE 
I DEFICIENCY} 

F 312 
J 

I 

I 

i 
I 
I 

I 
i 

I 
! 
' 

! 
I 
I 
I 
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' 
/ The following corrective action has been ;oa1171201a 

! I I implemented for the deficiency cited: 

i 1 A)Resident #1, all linen except fitted sheet ! 
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Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they were unavoidable; and a resident having 
pressure sores receives necessary treatment 
and services to promote healing, prevent 
infection and prevent new sores from 
developing. 

This REQUIREMENT is not met as evidenced 
by: 

THIS IS A REPEAT DEFICIENCY FROM THE 
ABBREVIATED SURVEY COMPLETED ON 
10/13/15. 

I
I Based on observation, interview, and record 

review conducted during the Standard survey 
completed 4/25/16, the facility did not ensure 
that residents having pressure ulcers receive the 
necessary treatment and services to promote 
healing, prevent infection, and prevent new 
pressure ulcers from developing. Two 
(Residents #1 , 102) of three residents reviewed 
for pressure ulcers had a seven day delay in the 

I initiation of a treatment to a pressure ulcer, and 
there was no evidence of weekly Registered 
Professional Nurse (RN) assessment to include 
the type of ulcer, measurements, staging and 
wound characteristics (Resident #102); and 
preventative measures were not in place as care 
planned (Resident #1 ). 

I The findings are: 

l 
I 
' 

I 

1. Resident #102 was admitted to the facility on 
1 /5/16 with diagnoses that include diabetes 
mellitus (DM), anemia, and S/P (status post) 
right hip fracture with surgical repair. Review of 
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j I and draw sheet were removed off the 
j I Alternating low pressure mattress. 
.

1 

i B)Resident #1 plan of care was updated to 
: include fitted sheet and draw sheet only on I 
I bed; no brief in bed. 
j C) Resident #102 was assessed by RN, I 
I with wound and treatment documentation 
; updated 

I
! The following actions have been completed 

to identify other residents within the facility 
j that have potential to be affected by this 

deficiency: ! A)The Director of Nursing or designee will 

I 
perform weekly audits of alternating low 
pressure mattresses in facility. Audits will 

i be done for 3 months or until compliance 
\ determined by Quality Assurance 
· Committee to ensure proper linen is being 

placed on these mattresses. Results 
reported to Quality Assurance meetings. 

· B)AII nursing staff have been in serviced J 

I on the proper linen to be placed on 
I alternating low pressure mattress. I 
j C) All Nurses, LPN and RN have been in j 

I
, serviced on head to toe assessment and 

1
, 

collection of documentation on new 
j admission skin data collection form, weekly l 
I skin documentation, and obtaining order 

upon admission for treatment of any I ! wounds found. 

! 
The following systemic changes have been j 

I implemented to ensure continued i 
: compliance with the regulation: 

1 I A)A revised policy for wound care has 1 
' been written that includes wound data j 
! collection upon admission. All nursing staff 
I have been in serviced on this revised i 
'1 policy. 
. B) A policy has been written for the use of 
I low pressure alternating mattresses. All 
I nursing staff have been in serviced on this j 
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Continued From page 28 
the Minimum Data Set (MOS - a resident 
assessment tool) dated 1/12/16 revealed the 
resident is cognitively intact, is understood and 
understands. The resident has one Stage 2 
pressure ulcer present upon admission. · 

Review of the Medical Record revealed no 
documented evidence of a Stage 2 pressure 
ulcer from 1 /5/16 through 1 /8/16. 

Review of the Nurse Practitioner (NP) Wound 
Consultant note dated 1 /8/16 included the 
following: 

1 
ID I PREF!X I TAG 

i 

i F 314 

I 
I 
I 
I 
I 
I 

-Physical Exam: Partial - thickness wound of the I 
left heel. 3.0 cm (centimeter) x (by) 3.0 cm x 0.0 I 
cm. Fluid filled blister. No drainage. Wound . 
edges adherent to wound base. Periwound i 

I 
(area surrounding the wound) without erythema l 
(redness), induration {hardening of a normally •,

. soft tissue or organ), edema (swelling caused by 
I excess fluid accumulation), or crepitus (grating, I 
I crackling, or popping sounds experienced under i 

the skin and joints). Patient does not I 
I demonstrate evidence of pain when affected j 
I area palpated. 

l 
I 
I 
I 
I 

I 
I 
I 

-Plan: Stage 2 pressure ulcer of the left heel -
blister: Cleanse with normal saline (NS) or 
wound cleanser. Apply Skin Prep (topical 
application that "toughens" skin and enhances 
adherence of dressing) daily. Encourage 
bilateral heel booties. Float left heel on pillows. 
Continue repositioning in accordance to facility 
policy, off-load pressure on area. Monitor 
nutritional intake. 

Review of a Physician's Order dated 1 /13/16 
j revealed an order to cleanse Stage 2 of {left) I heel blister with NS and apply Skin Prep daily. 

I I 

STREET ADDRESS. CITY, STATE, ZIP CODE 
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PROVIDER'S PLAN OF CORRECTION 
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CROSS-REFERENCED TO THC: A?PROPRJATE 
DEFiCIENCY) 

policy. I 
C)AII residents will be seen by an RN on J 

admission for skin impairments, any ! 
impairment will be referred to the skin team 
for follow up. 

I D) ADON/RN designee will audit all 

I residents will skin impairments and 
. document findings in the residents medical 
I I record on a weekly basis based on facility I 
j policy. I 
I The Director of Nursing will be responsible I 
I for implementation and evaluation of this 
I corrective action. 

I I 
I 
I 
I 
I 
I 

I 
I 
I 

I 
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F 314 Continued From page 29 / F 314 I 
Review of a Treatment Administration Record I I I 

I (TAR) revealed the treatment to cleanse Stage 2: J 

pressure area (blister) L (left) heel with NS and ! , 

i 
apply Skin Prep daily was initiated on 1/14/16. J I 

I j Review of the Medical Record revealed no 
treatment was administered to the left heel 
Stage 2 pressure ulcer from 1 /8/16 through 
1/13/16. 

Interview with the RN Director of Nursing (DON) 
on 4/22/16 at approximately 11 :05 AM revealed, 
"I would expect an order to be obtained, and a .l 

treatment in place as soon as an area is I 
identified." I 

Additional review of the Medical Record 
revealed that weekly RN assessments did not 
include the type of ulcer, measurements, staging 
and wound characteristics. 

Review of Patient Visit Records by the Wound 
Consultant revealed the resident was seen on 1 

1 /8/16, 1 /22/16, 1 /29/16, 2/5/16, 2/9/16, and ! 
2/16/16. Further review of the 2/16/16 Wound I 
Consultant note revealed the left heel pressure 
ulcer was resolved. j 

Review of the Medical Record revealed there 
were no further RN assessment of the left heel. 

Interview with the DON on 4/22/16 at 
approximately 11 :05 AM revealed an area that 
has been resolved should be monitored for "a 

j good 30 days after its been resolved to make 
I sure it stays resolved." 

)
' 2. Resident #1 has diagnoses which include 

Stage 3 pressure ulcer of the sacrum (area 
i above the tailbone on the right and left buttocks) 
I and right buttock, DM and congestive heart 

I 

f 
I 

I 

! 

I 
i 

I 
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F 314 Continued From page 30 
failure (CHF). 

IF 314 

I 
Review of the MOS dated 2/17/16 revealed the I 
resident is cognitively intact, understands an_d is I 
understood. The resident has two Stage 3 I 
pressure ulcers. In addition, the MOS 

I 
documents the resident has a pressure reducing I 
device for bed. 

Review of the Wound Consultant Note dated 
4/13/16 included "Interventions in place: air 
mattress." I 

I 
Review of the certified nurse aide (CNA) I 
Visual/Bedside Kardex Report (care guide) · , 
included the following: I 
-Bariatric (treatment of obesity) alternating 
pressure mattress and bed cradle (device j 
attached to foot of bed that keeps sheet and . 
blankets from touching and rubbing the legs and I 
feet} on bed. I 
-No soaker pad on bed. No fitted sheet on bed. I 
No brief on while in bed. Resident only to have I 
draw sheet between mattress and buttocks while I 
in bed. I 
-Tum and position every two hours. Side to side . 
only. No pillows, no wedges. 

Observation cf the resident on 4/20/16 at 
approximately 9:40 AM revealed the resident 

I was lying on an alternating air mattress with a 

I 
bed cradle and no draw sheet. In addition, a 
fitted bed sheet, soaker pad, wedge on left side 

'.I of resident and a pillow on the right side of the 
resident was observed. 

During an interview on 4/21/16 at approximately 
10:58 AM the DON stated, "The Kardex is used 
by the CNAs to know the plan of care for the 
resident." In addition, the interview revealed the 
expectation is for all staff to follow the Kardex. 

FORM CMS-2567(02-99) P!"evio~s Versions Obsolete EventlD: NN1111 
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I 

I 
I 
I 
I 
I 
I 

I 

Review of the undated Low Air Loss Mattress I 
Systems Operational Manual clarification I 
revealed , "The zippered cover is composed of a . 
soft nylon material, which combines softness, I 
low shear and high moisture vapor transmission I 
to assist in reducing injury to the patient's skin. j 
The patient may lie directly on this nylon cover. 
If desired a breathable sheet (cotton) may be 
placed on top of the cover. A breathable sheet 
will not alter the performance of the low air loss 
system, however, anything thicker may prevent 
the air from escaping from the top of the 
mattress, therefore reducing the efficiency of 
moisture vapor transmission. • 

I 

' I 
I 

I 
F 318 
SS=D 

415.12(c)(2} 
483.25(e)(2) INCREASE/PREVENT 
DECREASE IN RANGE OF MOTION 

I F 318 The following corrective action has been 06/17/2016 

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
with a limited range of motion receives 
appropriate treatment and services to increase 
range of motion and/or to prevent further 
decrease in range of motion. 

This REQUIREMENT is not met as evidenced 
by: 

I 
I 
I 

' I 
I 
i 

I 
I 

Based on observation, interview and record I 
review conducted during the Standard survey I 
completed on 4/25/16, the facility did not ensure . 
that a resident with a limited range of motion I 
(ROM) receives appropriate treatment and I 

I services to increase ROM and/or to prevent . 
further decrease in ROM. One (Resident #59) I 
of one resident observed for splint application j 
lacked a right palm guard in place as planned to , I prevent worsening contractures from occurring. I 

I I 

FORM CMS-2567(02-99) Previcus Versions Obsclete Event ID: NN11 i 1 

implemented for the deficiency cited: 
I A)Director of Therapy servic.es immediately 

placed a rolled washcloth in resident #59 
hand. The missing right palm guard splint 
was replaced with a new palm guard splint. 

The following actions have been completed 
to identify other residents within the facility 
that have potential to be affected by this 
deficiency: 
A)The Director of Therapy or Designee 

I audited all residents with splints to prevent 
contractures to ensure all those residents 
have the splints assigned to them, and that 
they are being applied properly. 
B)The Director of Therapy or designee has 
in-serviced atl nursing staff regarding who 

j to notify when they can not find a splint, 
and the importance of splint application. 

The following systemic changes have been 
implemented to ensure continued 
compliance with the regulation: 
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F 318 Continued From page 32 
The finding is: 

i F 318 i 
I I 

I 
I 
I 

1. Resident #59 has diagnoses which include 
dementia without behavioral disturbances, 
osteoarthritis, and anxiety. Review of the 
Minimum Data Set (MDS - a resident 
assessment tool) dated 1/21/16 revealed the 
resident is severely impaired for decisior. 

I making. 

I 
I 
I 
l 

Interview with the Licensed Practical Nurse 
(LPN) #1 on 4/19/16 at 11 :00 AM revealed the 
resident has contractures of the right hand and 
wrist. The resident uses a right palm guard at all 
times except hygiene. 

I Review of the certified nurse aide (CNA) 
I Visual/Bedside Kardex Report (care guide) 
i revealed SPLINTING: right palm guard on at all 

times. HYGEINE: cleanse palms two times 
daily. If resident resists with AOL's, (activity of 
daily living) reassure resident, leave and return 
five to ten minutes later and try agair.. 

I The resident was observed intermittently on 

I
I,: 4/19/16 through 4/22/16 from 7:45 AM through I 

3:45 PM without the right palm guard. I 
! Observation of the resident in her room on I 
I 4/22/16 at approximately 1 0:30 AM with the I 
I, Occupational Therapist (OT) revealed there was I 

no splint in place per the Care Plan. Further 'i 

observation of the resident room by the OT 
revealed the right palm guard could not be found I 
in the resident's room. The OT attempted to I 
open the resident's hand to look at her palm with , 

J difficulty. The OT was able to open it enough j 

! 
for the surveyor to observe indentations in the I 
resident's palm from her fingernails. There was , 

I

I no skin breakdown. I 
i I 

FORM CMS-2!:67(02-99) Previoos Versior.s Cbsolete Event iD: NN111 1 

I A)The Director of Therapy or Designee will I 
do weekly audits to ensure all residents I 
care planned for splints have them and that 
they are being used properly. The results I 

I of these audits will be reported In Quality 
Assurance Meeting. 

The Director of Nursing will be responsible 
for overall monitoring, evaluation and 
implementation of this plan. 

I 
I 
I 
I 

I 
I 
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F 318 ! 
i 
I 
/ 

I 
I 
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aware the resident was not wearing the right ! I 
I 

! 
I 
I 
) 

F 323 
SS=D 

I 
I 
I 

I 
I 
I 

I 

palm guard and planned to try alternate items to 
minimize contractures and skin breakdown. 

415.12(e)(2} 
483.25(h) FREE QF ACCIDENT 
HAZARDS/SUPERVISION/DEVICES 

The facility must ensure that the resident 
environment remains as free of accident 
hazards as is possible; and each resident 
receives adequate supervision and assistance 
devices to prevent accidents. 

This REQUIREMENT is not met as evidenced 
by: 

Based on observation, interview and record I 
review conducted during the Standard survey on 
4/25/1 6, the facility did not ensure that each 
resident receives adequate supervision and 
assistance devices to prevent accidents. One 
(Resident #71} of six residents reviewed for 
accidents, at risk for aspiration (taking foreign 

I 
matter into the lungs}, was not positioned in a 
manner that was conducive for eating/ 
swallowing and was coughing/ choking 
intermittently throughout meals. 

The finding is: 

I
' 1. Resident #71 has diagnoses which include 

Alzheimer's disease, dysphagia (difficulty 
j swallowing}, anxiety disorder, and diabetes 

I mellitus. Review of the Minimum Data Set 
(MOS - a resident assessment tool) dated 

j 2/24/16 revealed the resident is severely I impaired for decision making. 

FORM CMS-2567(02-99) Previoi:s Versions Obsolete Event ID: NN1111 

F 323 

I 
I 
I The following corrective actions have been 
I implemented for the deficiency cited: 
-
1 

A)Resident #71 has been issued a new 
, wheelchair and positioning devices. 
I B}Plan of Care established for resident #71 
j new wheelchair and positioning devices. 

1
1 

·The following corrective actions have been 
implemented to identify other areas that 
have the potential to be affected by this 
same practice: 
A) Director of Therapy has in-serviced 

I nursing staff on proper positioning for 
I feeding. 
j B)Director of Therapy and Director of 
i Nursing audited all dinning rooms to 
: identify any other residents at risk of 
I having potential to be affected by this 
j practice. 

i 
I 
joo1111201a 

i 

I The following systemic changes have been 
I implemented to ensure continued I 
1 compliance with this regulation: 
! A)The Director of Therapy or Designee will I 
! in-service staff yearly and when new 
, devices are instituted, on proper , 
i positioning of residents while feeding, and I 
, keep records of this in-service for in- I 
I servicing requirements. I 
/ B)The Speech Language Pathologist has I 
_ in-serviced all nursing staff on signs and 
I symptoms of a resident choking/aspirating I ! while feeding on an on going basis. The I 
1 Director of Therapy will keep records of 

1 
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F 323 I Continued From page 34 I F 323 
Review of the Comprehensive Gare Plan 1· 

I th" . . f . . . .
1
, Is in-service or in-servicing 

revealed the resident has dysphagia and 
swallowing problems due to the loss of food and j 
fluid while eating. Resident has issues with 
pocketing food in her mouth and receives a ! 
puree diet with honey thick liquids. Interventions 
include to monitor for aspiration, coughing 
drooling, holding food in mouth, and use several 
attempts at swallows. All staff to be aware of 
resident's special dietary and safety needs. 

The resident was intermittently observed on 
4/19/16, 4/20/16, 4/21 /16, and 4/22/16 
positioned in a specific chair that angles back. 

Interview with Physical Therapist (PT) on 
4/22/16 at 1 :25 PM revealed the chair is an anti
tipping chair generally used for dementia 
residents to keep them from falling out. 

The resident was observed on 4/19/20 at 11 :55 
AM in the total assist dining room seated in the 
anti-tipping chair at the dining table. The chair 
was so low to the table the residents mouth was 
level with table. This was observed on 4/21/16 
at 12:19 PM (lunch) and again on 4/21/16 at 
5:25 PM (dinner). The resident was observed 
during those meals being fed periodically at a 25 
to 45 degree angle, coughing while being fed. 

During observation of the lunch meal on 4/19/16 
J at 12:28 the resident was observed in a semi 

supine position (25 to 45 degrees) being fed by 
staff. The resident was observed coughing and 
almost vomited. The staff wiped the resident's 

I mouth and continued to feed her. Later 
observation at 12:34 PM the resident started ! making a retching noise and the staff member 

I waited until the noise stopped and gave more 

j food. 

FORM CMS-2567(02-$9) Previous Versions Obsoiete EvenUD: NN1111 

I 
i 

requirements. 

: C)The Director of Therapy or designee has l 
I compiled a list of residents on aspiration I 
I precautions and will keep The Director of . 

Dietary updated on new residents placed I 
II on aspiration precautions. The residents 1· 

meal ticket will state "ASPIRATION 
1
. 

PRECAUTIONSft 
D) A monthly Audit will be completed by I 
DON or designee on proper positioning of 1· 

all residents. The results of this audit will 
be presented and reviewed by the facility I 

J Quality Assurance Committee until / 
· determined by team that facility has I 

ongoing compliance 

1 

The Director of Nursing will be responsible 
for overall monitoring, evaluation and 
implementation of this plan. I 

I I 
I 
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F 323 Continued From page 35 
Interview with PT on 4/21/16 at approximately 
2:00 PM revealed the resident should be 
boosted up right during meals. 

Review of an Occupational Therapy (OT) 
evaluation dated 4/22/16 revealed the resident 
requires consistent assistance for repositioning I 
to ensure safety while eating. Requires total 
assistance for feeding to bring cup to mouth and 
spoon to mouth. During fluid intake resident 
frequently bit the cup. Skilled OT intervention 
will attempt to improve functional positions 
during meals and other activities. 

I 

F 323 

F 329 
SS=D 

415.12 (h)(1) 
483.25(1) DRUG REGIMEN IS FREE FROM 
UNNECESSARY DRUGS 

l F 329 The following corrective actions have been 
implemented for the deficiency cited: I 

06/17/2016 

Each resident's drug regimen must be free from ! 
unnecessary drugs. An unnecessary drug is 
any drug when used in excessive dose 
(including duplicate therapy); or for excessive 
duration; or without adequate monitoring; or , 
without adequate indications for its use; or in the I 

I 
presence of adverse consequences which ' 
indicate the dose should be reduced or I discontinued; or any combinations of the 

j reasons above. 

I 
I 
I 
I 

I 
I 

I 

i Based on a comprehensive assessment of a 
resident, the facility must ensure that residents I 
who have not used antipsychotic drugs are not ,I 

given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 
as diagnosed and documented in the clinical 
record; and residents who use antipsychotic 
drugs receive gradual dose reductions, and 
behavioral interventions, unless clinically 
contraindicated, in an effort to discontinue these 
drugs. I 

' : 

FOR\1 CMS-2567(02-99) Previous Versions Obsolete Event ID: NN1111 

A)Resident #59 Seroquel 25mg pm q4h 
was discontinued per MD order. 
B)LPN who gave pm Sero~uel has been 
educated on the proper use of this 
antipsychotic med and proper 
documentation. 
The following actions have been completed l 
to identify other residents within the facility 

I
. that have potential to be affected by this I 

deficiency: 
j A)A review of all MAR's has been · ! 
1 conducted by the Assistant Director of I 
! Nursing. All PRN antipsychotics that have I 
I not been used more than 5 times per : 

month have been presented to M.D. and I 
DC'd; ar.y PRN antipsychotic that are being ,

1

-

used in excess of 5 times per month have 
been presented to M.D. for a daily 1• 

I scheduled dose of that drug or DC'd per 
I M.D. order. 

B) An nurses have been in-serviced on the 
I proper use of pm antipsychotic meds and 
: proper documentation of their use. 
I The following systemic changes have been 
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I PREFIX 
TAG 

I 

I This REQUIREMENT is not met as evidenced 
I by: 

! F 329 

I 

Based on observation, interview and record 
review conducted during the Standard survey 
completed 4/25/16, the facility did not ensure 
that each resident's drug regimen must be free I 
from unnecessary drugs. One (Resident #59) of 
six residents reviewed for unnecessary drugs 
had an as needed (PRN} antipsychotic 
medication ordered for agitation but was 
administered the medication for anxiety caused 

I 
by the repetitive actions of another resident. 

The finding is: 

1 . Resident #59 has diagnoses which include 
dementia without behavioral disturbances, 
osteoarthritis, and anxiety. Review of the 
Minimum Data Set (MDS - a resident 1 

assessment tool} dated 1/21/16 revealed the I 
resident is severely impaired for decision 
making. 

Review of admission Physician's Orders dated 
12/23/15 revealed the resident is to receive 
Seroquel 50 milligram {mg) by mouth (po) at 
bedtime (HS) and Seroquel 25 mg prn every 
four hours for agitation. 

Review of the Medication Administration Record : 
(MAR) revealed the resident received zero pm ! 
doses in December 2015, five pm doses in l 
January 2016, five pm doses in February 2016, .

1 

I. one pm dose in March 2016, and one pm dose 
inAprilasof4/21/16. I 

l 
Review of a Progress Note dated 3/29/16 sign 
by Licensed Practical Nurse (LPN) #3 revealed, 
"Gave Seroquel at 3:00 PM for increased 

1 
anxiety related to repetitive actions of another 

I 

STREET ADDRESS, CITY, STATE, ZIP CODE 

14012 ROUTE 31 
ALBION, NY 14411 

PROVIDER'S Pl.Al'. OF CORRECTION 
{EACH CORREC71VE ACTION SHOULD 9E 

CROSS-REFERENCED TO THE A.P0 ROPRIATE 
DEFICIENCY) 

! 
implemented to ensure continued I 
compliance with the regulation: 

! A)A policy has been written limiting the use 
of pm antipsychotic medication to a 2 week 
period. If the resident has been 
administered the prn med 3 times or more 

, weekly during the 2 week period, the M.D. j 
I will be contacted for a routine dose and pm · 
I dose DC'd; if this criteria is not met, the prn I 

med will be DC'd and no routine order will 
be obtained. I 

I 

B) Pharmacy Consultant will audit monthly I 

I. residents orders for PRN (as needed) I 
. psychotropic medication use. j 
) ' 
I The Director of Nursing will be responsible 

)
, for overall monitoring, evaluation and 
I implementation of this plan. 

I I 

I 
I 
i 
I 

I 

(XS) 
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resident. Quiet a! 4:00 PM.- I 
Continued From page 37 

I Interview with the Registered Nurse (RN) I 
, Assistant Director of Nursing (ADON) on 4/22/161 
I at 9:10 AM revealed this was not an appropriate I 
I use of the pm Seroquel. i 
I Interview with the Consultant Pharmacist on I 

4/22/16 at 10:50 AM revealed a pm dose of I 
Seroquel is appropriate if used less than five to I 
six times a month. The pm Seroquel should be 
used if a resident is at risk of injuring self or I 
others. It is not appropriate to administer pm 
Seroquel to a resident because of the behavior 
of another resident. "It would seem some in
servicing needs to be done for the nurses on 

I 
medication administration and documentation.• 

415.12(1)(1) 
483.35(f) FREQUENCY OF MEALS/SNACKS 
AT BEDTIME 

Each resident receives and the facility provides 
at least three meals daily, at regular times 
comparable to normal mealtimes in the 

I community. 

I 
I I 

I 
I 
I 
j 

I 
I 
! 

! 

There must be no more than 14 hours between 
a substantial evening meal and breakfast the 
following day, except as provided below. I 
The facility must offer snacks at bedtime daily. I 
When a nourishing snack is provided at bedtime, I 
up to 16 hours may elapse between a 
substantial evening meal and breakfast the 
following day if a resident group agrees to this 
meal span, and a nourishing snack is served. 

This REQUIREMENT is not met as evidenced 

1

1 

by: 

F 368 The following corrective action was 
implemented for the deficiency cited: 
A)At Resident Council Meeting on 5/2/16, 
residents were asked if they wanted 
changes in their meal times. Residents 
responded they would Hke their meal times 
to stay the same. 
The following actions have been completed 

I to identify other residents within the facility 
, that have potential to be affected by this I 
I deficiency: 
j A)The Director of Nursing or designee will I 
. conduct nightly audit for 1 month or until 
I compliance determined by Quality 
·, Assurance Committee to ensure HS 

nourishments are being passed by 8pm 

I nightly on all units. The results of these 

1 
audits will be reported to Quality 

; Assurance Meeting. 

1 
I B)AII nursing staff have been in-serviced 
, by the Food Service Director regarding the I 
I difference between HS nourishments and ; 

06/17/2016 
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Continued From page 38 

THIS IS A REPEAT DEFICIENCY FROM THE Ii 

STANDARD SURVEY COMPLETED ON 2/6/15.
1 

Based on interview and record review conducted I 
during the Standard survey completed 4/25/16, I 
the facility did not ensure that a substantial 

I nourishing snack is offered to all residents when 
there is a greater than a 14 hour lapse between 

I the dinner meal a_nd breakfast and did not have 
I approval of the current resident group. 

I The finding is: 

1. Review of meal time sheets provided by the 
Food Service Director (FSD) on 4/20/16 at 
approximately 8:30 AM revealed the Autumn , 
North Unit receives there first dinner cart at 4:40 I 
PM and their first breakfast cart at 7:15 AM. j 
This results in a span of 14 hours and 35 I. 

minutes. The Main Dining Room receives 

I 
Dinner from 5:15 PM to 5:30 PM and Breakfast I 
from 8:10 AM to 8:25 PM. This results in a span 

1
, 

of 14 hours and 55 minutes between the dinner , 
and breakfast meal. 

Review of the Resident Council Committee 
minutes dated April 2015 through April 2016 
revealed a lack of documentation the meal times ! 
were approved by the Resident Council. j 

J Interview with the Resident Council President on j 

I. 4/22/16 at 9:40 AM revealed nobody had asked I 
. the Resident Council group if they approved of 

the meal times. The Resident Council President I 

i 

also stated she is supposed to get a snack at · 
night (HS) and did not get one last night. ! 
Additionally, the staff did not pass the HS 
snacks until 9:00 PM the other night and most of 
the residents were asleep. 

i 
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I bulk food items stored in the kitchenette for 
I HS snacks. 
·, The following systemic changes have been 

implemented to ensure continued 
I compliance with the regulation: 

A)The Food Service Director has 
developed a "Substantial Snack's 
Provided" form for documenting bu!k 
snacks that are given to residents in the 
night between dinner and breakfast meals. 
All nursing staff have been in-serviced on 
this form. 

I B)The Director of Activities will ensure that 

I resident's are asked quarterly at Resident 
Council Meeting if they desire a change in 
meal times. Their response will be reported 
in the Resident Council Meeting minutes. 

) 
The Director of Nursing will be responsible 
for implementation and evaluation of this 

· corrective action 

i 

I (XS) 
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DATE 
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Continued From page 39 
Interview witl-i the FSD on 4/22/16 at 9:35 AM 

I revealed she provides bulk food items for the 
units for HS snacks if a resident wants one but is 
not aware if staff are actually offer an HS snack 
to all residents. Additionally, there is no 
documentation HS snacks are being offered, 
accepted, or refused to all residents. 

i 415.14(f)(2-4) 
I 483.60(a),(b) PHARMACEUTICAL SVC -
l ACCURATEPROCEDURES,RPH 
I 

J The facility must provide routine and emergency 
drugs and biologicals to its residents, or obtain 

I them under an agreement described in 
§483.75(h) of this part. The facility may permit 
unlicensed personnel to administer drugs if 
State law permits, but only under the general 
supervision of a licensed nurse. 

A facility must provide pharmaceutical services 
(including procedures that assure the accurate 
acquiring, receiving, dispensing, and 
administering of all drugs and biologicals} to 
meet the needs of each resident. 

The facility must employ or obtain the services 
of a licensed pharmacist who provides 
consultation on all aspects of the provision of 

• pharmacy services in the facility. 

This REQUIREMENT is not met as evidenced 
by: 

I 

Based on interview and record review conducted .

1

1 

during the Standard survey completed 4/25/16, 
the facility did not provide pharmaceutical I 

! services, including procedures that assure the 1 

accurate dispensing and administering of all 
drugs and biologicals to meet the needs of each 
resident. One (Resident #59) of 6 residents 
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ALBION, NY 14411 

PROVl:JER'S PLAN OF' CORRECTION 
(EACH CORREC:lVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

I The following corrective action was 
I· implemented for the deficiency cited: 
I A)The MD for resident #59 was contacted 

I 
on 4/25/16 to clarify Norco order; order 
was clarified by MD to read: Norco 

I
. 51325mg 1 tablet by mouth every 4 hours 

as needed for pain rated 5-10 on pain 
, scale. 
I The following actions have been completed 
I to identify other residents within the facility 
. that have potential to be affected by this 
I deficiency: 

A)A review of all resident's MAR's (med 
administration record)was performed by 

, the Director of Nursing or designee to 
I identify any other resident's who's pain 
t med administration is not based on pain 
! scale 1-10. 

I 
B)AII nurses were in-serviced on 
transcribing MD orders and obtaining 
clarification for pain med if order does not 

I include pain scale parameters for 
: administration. 
I The following systemic changes have been 
I implemented to ensure continued 

)
, compliance with the regulation: 

A)The pain management policy was 
j revised by the Director of Nursing to 
1 include 2 week parameter for pm pain 
I meds. If resident has taken pain med more 
·1 than 3 times weekly during the 2 week 

period, MD wilr be contacted for a routine 

I 
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I 

I 
PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACT!ON SHOULD BE 
CROSS-REFERENCED TO THE APPROPRIATE 

I DEFICIENCY) 

I 

I order and MD will at that time determine if I 

(XS) 
COMPLETE 

DATE 

issues involving the lack of pharmaceutical 
I services to assure that medications are properly I I prn order will stay in place with routine med I 

or be Discontinued. 
I I B) Audit will be completed by ADON or labeled when dispensed. I 
I 

The finding is: 
I I designee on all AS needed (PRN) pain 

! I / medications monthly and with all new 

I I orders for pain medication. Results will be 
1. Resident #59 has diagnoses which include I J reported to the Quality Assurance I dementia without behavioral disturbances, I . Committee. 
osteoarthritis, and anxiety. Review of the I i I 
Minimum Data Set (MDS-a resident assessment I ! The Director of Nursing will be responsible I tool) dated 1/21/16 revealed the resident is for overall monitoring, evaluation and 
severely impaired for decision making. . implementation of this plan. 

I 
Review of a Physician's Order initiated on i 12/23/15 revealed an order for Norco (narcotic ! pain medication) give 1 tablet po (by mouth) 
Q4H (every four hours) pm (as needed) leg/hip I 

I 

pain. I 
Review of a Physician's Order dated 3/26/16 I 
revealed an order for Norco give 1 tablet po I 
Q4H pm leg/hip pain. I 

l Review of a January and February 2016 Pain I 
I i Flow Sheets revealed Norco was administered I 

on 1/12, 1/13, 1/14, 1/16, 1/17, 1/25, and 1/28 I l 
for generallzed pain and on 2/8 and 2/9 for I I shoulder pain. 

I i 
I Review of a Progress Note dated 3/8/16 I 

revealed documentation the resident has a I ) standing order for Norco for right shoulder pain. I I 
Further eview the Physician's Orders dated I l dated 3/26/16 revealed a lack of documentation 

I ! I the Norco was for shoulder pain. 

I I ! 
During an interview on 4/22/16 at 9:10 AM the I i Registered Nurse (RN) Assistant Director of 

I I I Nursing (ADON) revealed that the Norco order 
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Continued From page 41 
should have been clarified with the Physician. 
When the resident returned from the hospital 
she had issues with her hip and leg. The 
resident later developed a shoulder abscess 
causing her pain. I 
During an interview on 4/22/16 at 10:50 AM the 
Consultant Pharmacist stated, "The Norco order 
for pm leg and hip pain should've been clarified 
with the Physician. They're just shooting 
themselves in the foot for making the order that 
specific." 

415.18(a) 
483.75(1)(1) RES RECORDS
COMPLETE/ACCURATE/ACCESSIBLE 

The facility must maintain clinical records on 
each resident in accordance with accepted 
professional standards and practices that are 
complete; accurately documented; readily 
accessible; and systematically organized. 

The clinical record must contain sufficient 
information to identify the resident; a record of 
the resident's assessments; the plan of care and 
services provided; the results of any 
preadmission screening conducted by the State; I 
and progress notes. 

This REQUIREMENT is not met as evidenced 
by: 

Based on interview and record review conducted 1
1 during a complaint investigation (Complaint 

#NY00178230} during the Standard survey I 
completed on 4/25/16, the facility did not ; 

I maintain clinical records on each resident in J 

I accordance with acceptable professional · 

I
' standards and practices that are complete; 

accurately documented; readily accessible; and 
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F 514 ! The following corrective action was 
I Implemented for the deficiency cited: 

106/17/2016 

' 1) ·Director of Nursing and facility Medical 
Director did review complete medical 
record for resident #156 
2)Director of Nursing further investigated to 

i 

i identify specific Licensed Nurse who was I 
i on duty for resident #156 on 6/16/15. 
i However, this nurse is no longer with the I 
I facility. J 

/ 3)In servicing/reeducation was provided to 

1

. 
: all licensed nursing staff regarding 
1 medication changes associated with 
I abnormal lab values. J 

1 
The following actions have been completed I 
to identify other residents within the facility 
that have potential to be affected by this 
deficiency: 
1 )A review of all residents receiving KCL 
(potassium chloride )within the facility was I 

j completed by Registered Nurse Managers. 
1 

j The following systemic changes have been 1
1 j implemented to ensure continued 

. compliance with the regulation: j 
j 1 }A daily audit of MAR's (medication ; 
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Continued From page 42 j F 514 
systematically organized. One (Resident#156) 
of one resident's medical records reviewed for 
complete and accurate documentation had 

1 
issues. Specifically, Potassium Chloride (used to · 
prevent or to treat low blood levels of potassium) I 

I
, 40 mEq (milliequivalents) was not initialed as 

given by nursing on the Medication 

I 
Administration Record (MAR) on 6/16/15 per the 
Nurse Practitioner's (NP) Orders after the 
dosage was increased based on laboratory 
results. 

The finding is: 

1. Resident #156 has diagnoses including 
anemia, GERO (gastroesophageal reflux 
disease-backflow of gastric juices into the 
esophagus), and depression. 

Review of laboratory (lab) test result dated 
6/15/15 revealed the potassium level was 2.5 
low (normal range is 3.5-5.1 ). 

Review of a Telephone Order dated 6/15/15 at 
4:30 PM revealed to increase KCI (potassium 
chloride) to 40 mEq (milliequivalents) po (by 
mouth) for five days then resume KCI 20 mEq 
po daily. 

Review of the MAR dated June 2015 revealed ; 
the KCI 20 mEq is initialed as administered from 
6/5/15 through 6/15/15. From 6/16/15 through 
6/20/15 there is an -w written in the boxes. The 
KCI 40 mEq is not initialed as given on 6/16/15. 
The resident was sent to the hospital on 6/17 /15 
early morning. 

Review of a Physieian Progress Note from the 
hospital dated 6/17 /15 revealed that at 11 :37 AM 
the resident's potassium level was 2.6 low. 

I 

I 
administration record) conducted by 
Nursing Management to ensure all 

/ medications have been properly initialed or 

I 
otherwise explained 
2)Results of the MAR audits will be 
presented and reviewed during the facility 
monthly Quality Assurance Committee 
meeting for 3 months or until compliance 
determined by Quality Assurance I Committee to further identify compliance 

The Director of Nursing or designee will be 
responsible for implementation and 
evaluation of this corrective action 
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F 514 I Continued From page 43 
During an interview on 4/22/16 at 1 :36 PM the 
Registered Nurse (RN) Director of Nursing 
(DON) reviewed the June 2015 MAR and stated 
that she does not know if the resident received 
the potassium on 6/16/15 per the order. The 
DON further stated she would call the Pharmacy 
to see if they have any documentation tracking 
the delivery and use of the medication. 

) 

I. During further interview on 4/25/16 at 1 :40 PM 

I F 514 
I 
i 

the DON stated she received some documents 
I from the Pharmacy but they do not show if the I 
j resident received the potassium 40 mEq or not. I 
) No further documentation was provided I 
I regarding the potassium chloride administration. I 
I 41s.22(a)(1-4) ! 
I I 
I I 
I 

j 

I 
I 
I 
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I 
I NFPA 101 LIFE SAFETY CODE STANDARD I 
j Building construction type and height meets one I 
j of the following: I I 18.1.6.2, 18.1.6.3, 18.3.5.1. i 
I This STANDARD is not met as evidenced by: 

Based on observation during a Life Safety Code 
survey completed 4/25/16, a fire barrier wall was 
not complete from floor to ceiling/ roof deck, was 
not designed to have at least a two hour fire 
resistance rating and was not designed to resist 

-, the passage of fire and smoke. This affected 
one of one fire barrier wall located between the 
new (2006 building) and the existing (1970, 
1989) buildings. 

The findings are: 

I 
I 
I 
I 

I 1. Observation above the ceiling tiles on 4/20/16 'I 

at approximately 9:26 AM revealed an 
approximate two inch long by two inch wide 1· 

penetration through the fire barrier wall that 
separated the new (2006 building) from the I 

l 
existing (1970, 1989) buildings was filled with 
mineral wool that was not sealed with a fire I 

I 
rated material. Further observation at this timer : 
revealed this penetration was located above the I 

I corridor fire barrier doors that separated the ,· 
Villages dining room from the corridor near the . 

I
, locker room, on the locker room side of the 1· 

doors. 

2. Observations above the ceiling tiles, of the fire/ 
barrier wall, located above the fire barrier doors, j 
that separated the new (2006 building) from the 

1 
existing (1970, 1989) buildings on the Villages j 
dining room side of the doors on 4/20/16 at ; 
approximately 11 :40 AM revealed the following: I 
- One, two inch long by one _quarter of an inch 

K012 

STREET ADDRESS, CITY, S"'."ATE, ZIP CODE 

14012 ROUTE 31 
ALBION, NY 14411 

PROVIDER'S PLAN OF CORRECT!ON 
(EACH CORRECTIVE ACTiON SHOULD BE 

CROSS-REFERENCED TC THE AP::>ROPRlATE 
DEFICIENCY) 

The following was accomplished for the 
deficiency cited: 
1 )The two inch long by two inch wide 

I 
penetration through the fire barrier wall that 
separated the new (2006 building)from the 
existing (1970, 1989 buildings)was sealed 
with a fire rated material. 
2)The fire barrier wall, located above the 
fire barrier doors repaired the following: 
- One two inch long by one quarter inch 
hole was sealed with a fire rated material. 
- One ten inch long by one half inch wide 
open penetration was sealed with a fire 
rated material. 
- The ten inch long by three inch wide open 
penetration was sealed with a fire rated 
material. 
- The three inch long by two inch wide 
penetration filled with mineral wool that 
was not sealed with a fire rated material. 
- An eight inch long by three inch wide 
penetration filled was sealed with a fire 
rated material. 

The following corrective actions have been 
implemented to identify other areas that 
may have similar potential to be affected. 
1 )A visual inspection of the fire barrier wall 
will be completed during all projects above 
the ceiling tiles. 

The following systemic changes have been 
implemented to assure continued 

. compliance with the regulation: 
j 1 )A monthly inspection audit of all smoke 
, barrier walls within the facility will be 

I 
conducted by the Director of Maintenance 
or designee. 

I. 2)Any and all identified smoke barrier 
, penetrations wm be immediately and 
I properly sealed by the Director of 

(X5) 
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SUMMARY ST A TEMENT OF DEFICl!:NCI ES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULA70RY OR LSC ICENTIFYING INFORMATION) 

Continued From page 1 
wide open unsealed penetration above an 
insulated pipe installed through the wall. 
- One, approximate ten inch long by one half 
inch wide open unsealed penetration. 
- One, approximate ten inch rang by three inch 
wide open unsealed penetration. 
- One, three inch long by two inch wide 
penetration filled with mineral wool that was not 
sealed with a fire rated material. 
- One, eight inch long by three inch wide 
penetration filled with mineral wool that was not 
sealed with a fire rated material. 

10 NYCRR 415.29(a)(2), 711.2(a)(1) 
2000 NFPA 101: 18.1.1.4, 18.1.1.4.1, 18.1.1.4.2, 
8.2, 8.2.1 (1) 
NFPA 101 LIFE SAFETY CODE STANDARD 

Smoke barriers shall be constructed to provide 
at least a one hour fire resistance rating and 
constructed in accordance with 8.3. Smoke 
barriers shall be permitted to terminate at an 
atrium wall. Windows shall be protected by fire- I 
rated glazing or by wired glass panels in 
approved frames. 8.3, 18.3.7.3, 18.3.7.5 ) 

This STANDARD is not met as evidenced by: j 

Based on observation and interview during a 
Life Safety Code survey completed on 4/25/16, 
a smoke barrier wall was not designed to have 
at least a one hour fire resistance rating. This 
affected one (C.anal View) of five resident units. I 

) The findings are: I 
1. Observation above the corridor's ceiling tires 
on the Canal View unit on 4/20/16 at 
approximately 12:22 PM revealed an 

, approximate two inch circular conduit that was 
j installed through the smoke barrier wall, above 
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(XS) 
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I K 012 I Maintenance of designee. 
I 3)The results of audit and corrections I 

K025 

I made will be presented and reviewed at 
.

1

. the facility Quality Assurance Committee 
meeting on an ongoing basis 

I
I The Director of Maintenance will be 

responsible for the implementation and I evaluation of this corrective action. 

The following was accomplished for the 06/17/2016 
deficiency cited: 
The two inch circular conduit that was 
installed through the smoke barrier wall, 
above the smoke barrier doors, near 
Resident Room #43 was partially filled with 
mineral wool was sealed with a fire rated 
material. 

The following corrective actions have been 
accomplished to identify other areas that 
have potential to be affected by this same 
deficiency: 
1 )Visual inspection of all smoke barrier 
walls within the facility was completed by 
the Director of Maintenance or designee. 
2)Any further penetrations identified during 
the Director's inspection will be 
immediately corrected. 

The following systemic changes have been 

1

. 

implemented to assure continued 
compliance with the regulation: 
1 )A monthly inspection audit of all smoke 
barrier walls within the facility will be 
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I ID 
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Continued From page 2 i K 025 
I the smoke barrier doors, near Resident Room 
I #43 was partially filled with mineral wool that 1

1 I was not sealed with a fire rated material. 
I Interview with the Housekeeping Director at the I 
j time of the observation revealed he was not sure 

I why the conduit was partially filled with mineral 

I 
wool that was not sealed with a fire rated 
material. 

I 
I 10 NYCRR 415.29(a)(2), 711.2(a)(1) 

2000 NFPA 101: 18.3.7, 18.3.7.3, 8.3, 8.3.2 

NFPA 101 LIFE SAFETY CODE STANDARD 

Exit access is so arranged that exits are readily 
accessible at all times in accordance with 7.1. 
18.2.1, 19.2.1 

This STANDARD is not met as evidenced by: 

Based on observation and interview during a 

i 
I 

I 
i 
i 
I 

l K038 

I 
I 
I 
I 
I 

I Life Safety Code survey completed on 4/25/16, 
exit egress doors that were equipped with 1 

electromagnetic delayed-egress locking I 
mechanisms did not have signage stating how 
the door functioned. This affected three (Canal 
View, Garden View, and Orchard View) of five 
resident units and one of one Villages main 
dining room. 

The findings are: 

1. Observation on the Canal View Unit on 
4/22/16 at approximately 11 :53 AM revealed the 
exit egress door located near Resident Room 
#37 was equipped with an electromagnetic 
delayed-egress locking mechanism and the door 
did not have signage stating how the door 
functioned. 

STREET ADDRESS, CITY, STATE, ZIP CODE 

14012 ROUTE 31 
ALBION, NY 14411 

PROVIDER'S PLA:-.i OF CORRECTION 
{EACH CORRECTiVE ACTION SHOULD BE 

CROSS-REt:ERENCEl TO THE AP!'ROPRIATE 
CEFICIENCY) 

I conducted by the Director of Maintenance 
or designee. 
2)Any and all identified smoke barrier 
penetrations will be immediately and 
properly sealed with a fire rated material by , 
the Director of Maintenance of designee. I 
3)The results of audit and corrections I 
made will be presented and reviewed at , 
the facility Quality Assurance Committee I 
meeting on an ongoing basis 

The Director of Maintenance will be 
responsible for the implementation and 
evaluation of this corrective action. 

The following was accomplished for the 
deficiency cited: 
1) The exit egress door located near 
Resident Room #37 was equipped with an 
electromagnetic delayed-egress locking 
mechanism and the door had the 
appropriate sign indicating door function 
placed on it. 
2)The egress door the Orchard View Unit I 
near Resident Room #22 was equipped 
with an electromagnetic delayed-egress 
locking mechanism and the door had a 
sign stating how the door functioned was I 
placed on the door. I 
3)Garden View Unit, the exit egress door I, 

located near Resident Room #37 was . 
equipped with an electromagnetic delayed- I 
egress locking mechanism and the door 1· 

had a sign stating how the door functioned I 
was placed on the door. 1 

4 )The exit egress door located in the j 
Villages main dining room was equipped I 
with an erectromagnetic delayed-egress 
locking mechanism and the door had a I 
sign stating how the door functioned was I 
placed on the door. I 

(X5) 
COMPLETE 

DATE 

06/17/2016 
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K038 Continued From page 3 
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TAG 

I 
/ K038 
I 
! An interview with the Maintenance Director at 

the time of this observation revealed delayed- I 
egress locking mechanisms had been installed i 

1 on exit egress doors in the Canal View unit, i 
! Garden View unit, Orchard View unit, and the ·1 

I
I Villages main dining room approximately eight _ I., 

months ago. Further interview with the 

'
j Maintenance Director at the time of this ! 

observation revealed he was not aware that 
1 

I 
doors equipped with an electromagnetic 
delayed- egress locking mechanism had to have 

I signage on them that stated how the door 

I 
functioned. 

2. Observation on the Orchard View Unit on 
I 4/22/16 at approximately 11 :56 AM revealed the i 
, exit egress door located near Resident Room I 

#22 was equipped with an electromagnetic 1 
delayed-egress locking mechanism and the door I 
did not have signage stating how the door I 
functioned. j 

3. Observation on the Garden View Unit on 1 

4/22/16 at approximately 11 :58 AM revealed the I 
exit egress door located near Resident Room l 
#37 was equipped with an electromagnetic · 
delayed-egress locking mechanism and the door 
did not have signage stating how the door 
functioned. 

4. Observation on 4/22/16 at approximately I 
12:01 PM revealed the exit egress door located I 
in the Villages main dining room was equipped . 

I 
with an electromagnetic delayed-egress locking I 
mechanism and the door did not have signage j 

I stating how the door functioned. 

Per National Fire Protection Association (NFPA) 
101 Life Safety Code 7.2.1.6.1(d) Delayed-
Egress locks: On the door adjacent to the j 

I 
I 

The following corrective actions have been 
implemented to identify other areas that 
may have similar potential to be affected 
by this practice. 

COMPLETE 

I DATE 

I 
i 

1) All other electromagnetic delayed- j 
egress doors within the entire facility were ! ! al_so addressed with the correct signage. I 
The following systemic changes have been I 
implemented to assure continued I 
compliance with this regulation. 
1 )A monthly audit will be conducted on all I 
electromagnetic delayed-egress doors 
within the facility which addresses proper I 
signage and physical function of the doors. 
2) Results of this audit will be present at I 
the facility Quality Assurance Meeting. I 
The Director of Maintenance will be 
responsible for implementation and 
evaluation of this corrective action. 

i 
i 
I 
I 

I 

I 

' 

I 
I 
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K038 Continued From page 4 I K 038 1· 

release device, there shall be a readily visible, ! 
durable sign in letters not less than 1 in. (2.5 cm) I l 
high and not less than 1/8 in. (0.3 cm) in stroke I 
width on a contrasting background that reads as I 
follows: 
PUSH UNTIL ALARM SOUNDS DOOR CAN BE I 
OPENED IN 15 SECONDS. ! 
10 NYCRR415.29(a){2), 711.2(a)(1) 
2000 NFPA 101: 18.2.1, 7.1 , 7.2, 7.2.1, 7.2.1.6, 
7.2.1.6.1 {d) 

I 

I 

(XS) 
COMPLE7E 

DA7E 

K052 
SS=E 

NFPA 101 LIFE SAFETY CODE STANDARD K052 

I 
A)The following was accomplished for the 
deficiency cited: 

I 00,111201s 

A fire alarm system required for life safety shalt 
be, tested, and maintained in accordance with 
NFPA 70 National Electric Code and NFPA 72 
National Fire Alarm Code and records kept 
readily available. The system shall have an 
approved maintenance and testing program 
complying with applicable requirement of 
NFPA70 and 72. 9.6.1.4, 9.6.1.7, 

This STANDARD is not met as evidenced by: 

l 
I 
I 
I 
I 
I 

THIS IS A REPEAT DEFICIENCY OF THE LIFE I 
SAFETY CODE SURVEY COMPLETED ON I 
216,15. I 
Based on Interview and record review during a I 
Life Safety Code survey completed on 4/25/16, ·, 

• the building's fire alarm system was not properly 
I maintained. Issues included audio/visual signal I 

devices, visual only signal devices, and j 
electromagnetic releasing devices that were not I 
tested on an annual basis. This affected three , 

I (Canal View, Garden View, and Orchard View) I 
of five resident units. 

The findings are: 

I 1. A review of a Fire Drill Evaluation Forms 

FORM CMS-2567(02-99) Previous Versions Oi::sole!e Event ID: NN1121 

1 )Director of Maintenance initiate an 
internal fire drills at which time all 
audio/visual signal devices, visual only 
signal devices, and electromagnetic 
releasing devices were tested. 

I B)The following corrective actions have 
I been implemented to identify other areas 
, that may have similar potential to be ! 
I affected. 
j 1) Entire facility had potential to be affected I 
I by this deficient practice : 

l 
C)The following systemic changes have ! 

. been implemented to assure continued I 
I compliance with this regulation. 1 
j 1 )In-servicing of Maintenance staff j 
. regarding fire drill policy to include AN and , 
I VSIG devices during all fire drills which I 
i occur on day shift. i 
1 

2)Fire Drill evaluation form will indicate I 

1 functioning of AN as well as VSIG devices I 
I during drills. 
I 3)Contracted testing of all AV/and VSIG ! 
· devices within the facility has been added 
I and will occur on a semi-annual basis. 
I 4 )The Maintenance Director will conduct 
, audit of AN and VSIG devices during each · 
I fire drill and report results to the facility I 
I Quality Assurance meeting. I 

Facility ID: 0716 
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I dated 1/5/15 through 12/21/15 on 4/21/16 
I revealed they contained no documentation that I 
' audio/visual signal devices, visual only signal j 
) devices, and electromagnetic releasing devices I 
I had been tested. Review of Fire Alarm 
I Inspection Reports dated 2/24/15 and 8/7/15 on 

4/25/16 revealed they contained no 
i documentation that audio/visual signal devices, I visual only signal devices, and electromagnetic 
J releasing devices had been tested. 

j 

I 

I 
j 

I 

Interview with the Maintenance Director on 
4/25/16 at approximately 9:01 AM revealed he 
believed that the outside contractor inspected 
and tested the building's automatic fire alarm 
system, had inspected and tested the 
audio/visual signal devices, visual only signal 
devices, and electromagnetic releasing devices 
on 2/24/15 and 8/7/15 when they were 
inspecting and testing the building's automatic 
fire alarm system. 

Per the 1999 edition of National Fire Protection 
Association (NFPA) 72 National Fire Alarm 
Code: Table 7-3.2 Testing Frequencies; Alarm 
notification devices, visible devices, and 
electromechanical releasing device shall be 
tested annually. 
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j The Maintenance Director will be ]' 
j responsible for the overall monitoring, 
I evaluation and implementation of this plan. ! 

I 
I 

I 
I ! 
I 

l 

! 

I 
I 

I 
I 
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10 NYCRR415.29(a)(2), 711.2(a)(1) 
2000 NFPA 101: 18.3.4, 18.3.4.1, 9.6, 9.6.1.4 
1999 NFPA 72: 7-3.2, Table 7-3.2 Testing 
Frequencies 

I 
I 
j 

K062 
SS=E 

NFPA 101 LIFE SAFETY CODE STANDARD 

Automatic sprinkler systems are continuously 
maintained in reliable operating condition and 
are inspected and tested periodically. 18.7.6, I 19.7.6, 4.6.12, NFPA 13, NFPA 25, 9.7.5 

I This STANDARD is not met as evidenced by: 

FORM CMS-2567(02-99) Previous VE!!"Sions Obsolete Eve~t ID: NN1121 

I K062 I A)The following was accomplished for the 
j deficiency cited: 
, 1 )Two blankets and two comforters that 
I were stored directly below and less than 18 
i inches from a sprinkler head located in the 

· ! Linen Storage Closet near Resident Room 
I #27 were removed immediately. Also, On 
i the Orchard View unit, four b lankets were 

06/17/2016 
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i ! 
THIS IS A REPEAT DEFICIENCY FROM THE I 
LIFE SAFETY CODE SURVEY COMPLETED I ON 2/6/15. I 
Based on observation, interview, and record I 
review during a Life Safety Code survey ) 
completed on 4/25/16, items were stored directly I 
below and less than 18 inches from sprinkler I 
heads, quarterly inspecting and testing was not i 
conducted on the building's automatic sprinkler 1 
system, and damaged sprinkler heads had not I 
been replaced. This affected, three (Canal View, I 
Garden View, Orchard View) of five resident 
units. 

The findings are: 

1. Observation on the Orchard View unit on 
4/19/16 at approximately 10:55 AM revealed two 
blankets and two comforters were stored directly 
below and less than 18 inches from a sprinkler 
head located in the Linen Storage Closet near 
Resident Room #27. An interview with the 
Director of Housekeeping during the time of this 
observation revealed the facility's staff knew 

I they were not to store items so close to the 
sprinkler heads. Further observation on the i 
Orchard View ur.it on 4/21/16 at approximately I 12: 17 PM revealed four blankets were stored 
directly below and less than 18 inches from a I 
sprinkler head located in the Linen Storage 
Closet near Resident Room #27. 

2. Record review of sprinkler inspection reports 
on 4/22/16 revealed the facility had no 
documentation that the building's automatic 
sprinkler system had been inspected during the 
Second quarter (April, May, June) of 2015, the 

I 
Fourth quarter (October, November, December) . 
of 2015, and the First quarter (January, · I 

FORM CMS-2567(02-.99) Previous Versions Obsolete Event ID: NN1121 

stored directly below and less than 18 
inches from a sprinkler head located in the 
Linen Storage Closet near Resident Room 
#27 were removed immediately. 
2)An outside company has been hired to I 

I inspect the automatic sprinkler system 
I including damaged ad corroded sprinkler 

heads. I 
B) The following corrective actions have 1· 

been implemented to identify other areas I 
that may have potential to be affected by 
this same practice 
1) All facility sprinkler heads have been 
inspected by maintenance staff to ensure 
proper clearance from any obstruction. 
2) All facility sprinkler heads have been 
inspected by the Maintenance Director to 
ensure they are free from corrosion and 
damage. 

I C) The following systemic changes have 
, been implemented to ensure continued 
I compliance with the regulation. 
I 1 )We have hired an outside company to 
j inspect and replace corroded and 
: damaged sprinkler heads. I 
I 2)The Maintenance Director or designee 
I will audit all sprinkler heads within the 
j facility monthly to ensure proper clearance. 

I The audit results will be reported to the 
, facility Quality Assurance meeting 
I 3) The Maintenance Director will provide 
I direct oversight and give final approval for I 
I work completed by any contractors prior to 
I contractor departure from facility. 
I 4)The Maintenance Director or designee 

will provide in-service training for all staff 
I members regarding NFPA101 Life Safety 
i Standard requiring automatic sprinklers 
! being continuously maintained in reliable 
I operating condition and free from 
I obstructions. 

Facility ID: 0716 
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Continued From page 7 I K 062 
! February, March) of 2016. Further review of the ! 

sprinkler inspection reports on 4/22/16 revealed I 
there were damaged sprinkler heads on the 
Canal View unit, in Resident Room #38 and in 
the Tub Room. 

Interview with the Maintenance Director on 
4/22/16 at approximately 9:51 AM revealed the 
building's automatic sprinkler system was not 
inspected and tested in the Second and Fourth 
quarters of 2015 and the First quarter of 2016. 
Further interview with the Maintenance Director 
at this time revealed none of the damaged 
sprinkler heads had been replaced. 

I 
3. Observation on the Canal View unit on ·1 

4/25/16 at approximately 8:42 AM revealed the 
deflector on a sprinkler head located in Resident . 
Room #38 was bent. I 

4. Observation in the Canal View unit on 4/25/161 
at approximately 8:43 AM revealed the deflector ! 
on a sprinkler head located in the shower area j 
of the Tub Room was bent. j 

10 NYC RR 415.29(a)(2), 711 .2(a)(1) 
2000 NFPA 101: 9.7.5, 18.7.6, 4.6.12, 4.6.12.1 
1999 NFPA 13: 5-6, 5-6.6 
1998 NFPA 25: 2-1, Table 2-1, 2-2, 2-2.1.1 
NFPA 101 LIFE SAFETY CODE STANDARD 

Portable fire extinguishers shall be installed, 
inspected, and maintained in all health care 
occupancies in accordance with 9.7.4.1, NFPA 
10. 18.3.5.6, 19.3.5.6 

This STANDARD is not met as evidenced by: 

Based on observations during a Life Safety 

I 
Code survey completed on 4/25/16, a portable 
fire extinguisher was obstructed. This affected 

) 

j K064 

I 
I 
j 

I 
I 
I 
I 

STREET ADDRESS, CITY, STATE, ZIP CODE 

14012 ROUTE 31 
ALBION, NY 14411 

PROVIDER'S P~AN OF CORREC7iON 
(EACH CORRECTIVE ACT!ON SHOULD BE 

CROSS-REFERENCED TO THE AP?ROPRIATE 
DEFICIENCY) 

1 
5) Resu!ts of these audits/inspections will 

I be reported to the Quality Assurance 
Team. 

The Maintenance Director will be 
responsible for the monitoring, evaluation 

j and implementation of this plan. 

A)The following was accomplished for the 
deficiency cited: 
1 )The five wet floor signs stored against I 
and obstructing the ABC fire extinguisher 

1

, 

near the door, the two wet floor signs 
obstructing the ABC portable extinguisher I 
near the servery were promptly removed to I 
appropriate storage area. , 

I 
In addition, the three foot tall dietary cart I 

. stored against and obstructing the ABC fire I 
I 

extinguisher ne_ar the server door was also 
moved to appropriate location · I 

(X5) 
COMPLETE 

DATE 

06/17/2016 
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K064 Continued From page 8 

I one of one portable fire extinguisher located 

I 
near the Servery in the Villages dining room. 

The findings are: 

1. Observation in the Villages dining room on 

I 4/19/16 at approximately 9:50 AM revealed five 

I wet floor signs were stored against and 

I obstructing the ABC portable fire extlnguisher 
located near the door to the Servery. Additional 
observation in the Villages dining room on 
4/19/16 at approximately 9:50 AM revealed an 
approximately three foot tall by three foot long 
by two foot wide dietary cart was stored directly 
against and obstructing the ABC portable fire 
extinguisher located near the door to the 
Servery. Further observation in the Villages 
dining room on 4/22/16 at approximately 8:09 
AM revealed two wet floor signs were stored 
against and obstructing the ABC portable fire 
extinguisher located near the door to the 
Servery 

I 10 NYCRR415.29(a)(2), 711.2(a)(1) 
2000 NFPA 101: 18.3.5.6, 9.7.4.1 
1998 NFPA 10: 4-3, 4-3.2(b) 

K076 I NFPA 101 LIFE SAFETY CODE STANDARD 
SS=E I 

I Medical gas storage and administration areas 
I shall be protected in accordance with NFPA 99, 

I 
Standard for Health Care Facilities. 

I {a) Oxygen storage locations of greater than 

I 3,000 cu.ft. are enclosed by a one-hour 
separation. 

(b) Locations for supply systems of greater than 

! 
3,000 cu.ft. are vented to the outside. 
4-3.1.1.2 (NFPA 99), 8-3.1.11.1 (NFPA 99), 

! 18.3.2.4, 19.3.2.4 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: NN1121 
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I B)The following corrective actions have I 
i 
I 
I 
i 
I 

I 
I 
I 
i 
I 
I 
I 

I 
I 
I 
i 

I K076 

I 
I 

I 
I 

I 
i 

. been implemented to identify other areas in 
the facility that have potential to be j 
affected by this practice: 
1 )All units within the facility were audited 
by the Director of Maintenance or designee 
will make rounds to ensure all fire 
extinguishers were not obstructed. 

I C)The following systemic changes have 
j been implemented to ensure continued 
I compliance with the regulation: 
· 1 )All facility staff were in-serviced on 
'1 unobstructed fire extinguisher access. 

2)A monthly audit will be conducted 
I assessing alf fire extinguishers within the 
1 facility to ensure the access is not 
; obstructed. 
i 3) The results of the audit will be presented 
i and reviewed at the facility Quality 
I Assurance meeting to ensure continued 
i compliance with the regulation 

I 
! The Director of Maintenance will be 
I responsible for implementation arid 
i evaluation of this corrective action. 

! A)The following was accomplished for the 
I deficiency cited: 

1 )17- Cardboard box was removed from 
the oxygen storage room located between 

i Resident Rooms #33 and #34. 

I B)The following corrective actions have 

I been implemented to identify other areas 
. that may have similar potential to be 
I affected. 
I 1 )The entire facility was audited for proper 

oxygen use as well as storage of oxygen 
cylinders 

06/17/2016 
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I 
This STANDARD is not met as evidenced by: 

THIS IS A REPEAT DEFICIENCY FROM THE 
LIFE SAFETY CODE SURVEY COMPLETED 

l ON 2/6/15. 

i 
I Based on observation and interview during a 

Life Safety Code survey completed on 4/25/16, 
oxygen cylinders were stored within five feet of 
combustibles and an oxygen cylinder was not 
properly restrained. This affected one (Canal 

I 
View) of five resident units. 

The findings are: 

1. Observation on Canal View unit on 4/19/16 at 
approximately 11 : 11 AM revealed 17 - E sized 

) oxygen cylinders were stored within two feet of a 
cardboard box containing medical supplies in 
the Oxygen Storage room located between 
Resident Rooms #33 and #34. 

2. Observation on the Canal View Unit on 
4/21 /16 at approximately 11 :51 AM revealed one 
E sized oxygen cylinder in a nylon carrying case 
was stored free standing and unsecured in 
Resident Room #30. Further observation at this 
time revealed the oxygen cylinder was stored 
behind a chair located in the room. 

Interviews with both the Maintenance Director 
and the Housekeeping Director at the time of 
this observation revealed they were not aware 
the oxygen cylinder was in the room. 

10 NYCRR415.29(a)(2), 711.2(a)(1) 
2000 NFPA: 18.3.2.4 
1999 NFPA 99: 8-3.1.11.2, 8-3.1.11.2(c)2,' 8-
3.1.11.2(h), 4-3.5.2.1(b)27 
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I I C)The following systemic changes have 
) been implemented to assure continued I compliance with this regulation. 

/ 1 )Annual in services on oxygen storage 

I and use will be done with staff annual in
servicing requirements 

I 2) a monthly Audit will be conducted by the 
I Maintenance Director or designee during 

I 
rounds and report them to the Quality 
Assurance team for review and 
determination of ongoing compliance 

I 
I 
I 

The Director of Maintenance will be 
responsible for implementation and 
evaluation of this corrective action. 

(Xs: 
COMPLETE 

DA7E 
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Continued From page 10 
NFPA 101 LIFE SAFETY CODE STANDARD 

Generators inspected weekly and exercised 
under load for 30 minutes per month and shall 
be in accordance with NFPA 99 and NFPA 110. 
3-4.4.1 and 8-4.2 (NFPA 99), Chapter 6 (NFPA 

I 110) 

I 
i 
) 

I 
i 

I 

This STANDARD is not met as evidenced by: 

Based on interview and record review during a 
Life Safety Code swvey completed on 4/25/16, 
the emergency generator was not tested under 
load for at least 30 minutes on a monthly basis. 
This affected, three (Canal View, Garden View, 
Orchard View) of five resident units. 

The findings are: 

1. Review of the emergency generator monthly 
load test logs on 4/21/16 and 4/22/16 for the 
emergency generator that provided emergency 
power for the Canal View, Garden View, and 
Orchard View units revealed the following: 
~ The emergency generator was not run under ·1 

load during February and September of 2015. 
- The emergency generator was run under load ,. 
for less than 30 minutes during October of 2015. 

. I 
Interview with the Maintenance Director on j 

I 
4/22/16 at approximately 8:23 AM revealed that 
when he first started working at the facility he 

I thought the emergency generator had to be run 
, for 15 minutes under load on a monthly basis. 

Further interview with the Maintenance Director 
at this time revealed he started working at the I 
facility during March of 2015. j 

10 NYCRR 415.29(a)(2), 711.2(a)(1) 
2000 NFPA: 18.7.6, 4.6.12, 4.6.12.1 
2000 NFPA 110: 6-4, 6-4.2 

! 
I 
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K 144 

I K 144 

i 

1 A)The following was accompfished for the 

I 
deficiency cited: 
1 )The emergency generator was tested 

j under load for at least 30 minutes. This 

C6/17/20~6 

I was changed to 30 minutes according to 
regulation starting in December 2015. 

B)The following corrective actions have 
been implemented to identify other areas 
that may have similar potential to be 
affected. 
1) The Maintenance Director will run the 
emergency generator under load for at 
least 30 minutes on a monthly basis. The 
generators also run a weekly test. 

C)The following systemic changes have 
been implemented to assure continued 
compliance with this regulation. .

1 
Generators will run under load for at least 
30 minutes per month. logs are updated 
weekly and report to the Quality Assurance 
committee. 

The Director of Maintenance will be 
responsible for implementation and 
evaluation of this corrective action. 

Facility ID: 0716 
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K 147 I Continued From page 11 
K 147 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=E 

Electrical wiring and equipment shall be in 
accordance with National Electrical Code. 9-1.2 
(NFPA 99) 18.9.1, 19.9.1 

This STANDARD is not met as evidenced by: 

THIS IS A REPEAT DEFICIENCY FROM THE 
LIFE SAFETY CODE SURVEY COMPLETED 

I ON 2/6/15. 

Based on observation and interview during a 
Life Safety Code survey completed on 4/25/16, 
extension cords were being used to supply a 
permanent supply of power to various electrical 
appliances, electrical junction boxes were 
missing covers, duplex electrical outlets were 
missing covers, and a power strip that was not 
approved to be used in a resident room was 
being used to supply power to electrical 
appliances in a resident room. This affected, 
three (Canal View, Garden View, Orchard View) 
of five resident units. 

The findings are: 

1. Observation on the Garden View unit on 
4/19/16 at approximately 10:49 AM revealed a 
radio was plugged into an extension cord that 
was plugged into a duplex outlet located in the 
Television Room. 

2. Observation on the Canal View unit on 
4/19/16 at approximately 11 : 18 AM revealed 
three electrical junction boxes locate in the 
penthouse were missing their covers. Further 

I 
observation at this time revealed red wiring was 
sticking out of the boxes. 

I Interview with the Maintenance Director at the 
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K 147 A)The following was accomplished for the 
1
06!17/2016 

deficiency cited: 
1 )Remove the extension cord from the 
Television Room on the Garden View Unit. 
2)1nstalled covers on the three electrical 
junction boxes located in the Penthouse 
and fixed the red wire that was sticking out 
of the box. 
3)Removed the power strip that was 
located in Resident Room #43. 
4 )Replaced the cover for the junction box 
on Orchard View between Resident Rooms 
#29 and #43. 
5)Replaced the junction box cover located 
near the smoke barrier doors on the 
activities room side of the doors. 
6)Replaced the cover on a duplex electrical 
outlet in Resident Room #412. 
?)Removed the extension cord that was 
plugged into an electrical outlet in Resident 
Room#19. 

B)The following corrective actions have 
been implemented to identify other areas 
that may have similar potential to be 
affected. 
1) The maintenance director will follow 
outside contractors and inspect their work 
during and after projects. The Maintenance 
Director and the Environmental Directors 
will also do daily visual audit. 
2) The Director of Maintenance completed 
an entire facility wide, room by room 

I inspection to ensure no extension cords, 
electrical boxes appropriately covered, 

I power strips were not in use. 
1 C)The following systemic changes have 

I been implemented to assure continued 
. compliance with this regulation. 

1

1 ) The Director of Maintenance will 
, conduct room by room audit monthly to i 

Facility ID: 0716 
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time of these observations revealed the red 

)

1 
wiring was for the building's fire alarm system 
and an outside contractor conducted all of the 
maintenance and testing of the building's fire 
alarm system. 

3. Observation on the Canal View unit on 
4/20/16 at approximatefy 12:12 PM revealed a 
digital versatile disc player, a phone, and a lamp I 
were plugged into a power strip that was / 
plugged into a duplex electrical outlet in 
Resident Room #43. Further observation at this I 
time revealed the power strip was not rated to . 
be used in a resident room. I 
4. Observation above the corridor ceiling tiles on' 
the Canal View unit on 4/20/16 at approximately 
12:24 PM revealed an electrical junction box 
located between Resident Rooms #29 and #43 
was missing its cover. 

5. Observation above the corridor ceiling tiles on 
the Orchard View unit on 4/20/16 at 

·, approximately 12:30 PM revealed an electrical 
junction box located near the smoke barrier 
doors was missing its cover. Further observation 
at this time revealed the junction box was 
located on the activities room side of the doors. 

6. Observation on the Canal View unit on 
4/21/16 at approximately 12:11 PM revealed a ·1,, 

duplex electrical outlet in Resident Room #412 
was missing its cover. 

7. Observation on the Orchard View unit on 
4/21/16 at approximately 12:32 PM revealed two 
illuminated holiday decorations were pfugged J 

into an extension cord that was plugged into a , 
duplex electrical outlet in Resident Room #19. ,1I 

10 NYCRR 415.29(a)(2), 711.2(a)(1) 

identify no extension cords, only 
appropriate power strips are in use, and all 
electrical boxes are appropriately covered. 
2)The results of this audit will be reported 
and reviewed monthly at the facility Quality 
Assurance Committee for a minimum of 
three months or until team determines 
facility is in ongoing compliance 

I The Director of Maintenance will be 

l 
responsible for implementation and 
evaluation of this corrective action 
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483;25(d)(1 )(2Xn)(1 )-(3) FREE. OF ACCIDENT 
HAZAROS/SUPERVISION;UEVlCES 

(d) Accidents. 
"The facility m\llSt ensure that -

(1} The resident environment remains as free 
from accident haz:ards as is possible; and 

{2) Each resident receives adequate supervfsion 
and assistance devices to prevent accidents . 

. - ! 

(n.)- Bed Rall$. The faemty must attempt to use 
appropriate. •ltematiVes prior to lnstalHng a~ 
or bed rail. If a bed or side raiU& used, the 
facility must ensure correct inatatlatlf;lh, use. and 
maintenance of bed rails, lnctudlng but not 
Umited tb the fo!IQWing elemeots: · ' 

. • I 

( 1) Asaesa the resident for risk of entrapment 
from bed·ra"ils pnorto:·lhstalfallon: · · 

(2) RevieW the risk$ and: b(tneffls ·of bed raila 
· wlttfthe tesident or resident repreeentatiVe and 
obtain infcrmed consent prior b installatton. · 

(a) Ensure· that_ the bed'e-·dlmensloml: are 
appropriate for the ralident's ·size and weight 

. . . . ·. · . • 

ihis REQUIREMENT Is not met-as e,vldeneed 
by: 

Based on Interview and record mv!ew conducted 
during an Abbreviated survey (Complaint 
#NY00-19664$) completed on 6/22117, the 
faciHty did not ensure that the resident's 

.fff)/J,f,~Vei) '1/1('/ 17 r~-77J'6 ,t0 I I I 
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The-followi@ corrective action has been 
implemented· for the deficiency cited: 

A) The DireclorofNursing reviewed the 
medical reeontto tn~ude a pharmacy 
re'liew of the meds wtth the ·Medical 
Provider for Residents #1 and #2. Resident 
#1 WiJ$ started on EXeion Patch QO. No 
changes have been made for Resident #2 
at this time due to re~lved behaviors. 

Resident #1 was plac:ed on locked Memory 
Care unit. Resldent#2 remained on the 
VlllagM unit The untts are separate from 
each other and there Is· no chance of them 
coming in c:omaet with each other. 1:::.1' was 
removed from· Pltn of Can, for resident #2 
sitlee his behaviors himt resoived. 

•· .. :•. . 

B) A 100% audit of all Incident reports_ 
lnvoMng_ cognitively impaired re~ 
. with, aggr:esaMt ~ ·sin<;e JUn~ 1, 
2011 will 'be ~ for Interventions. · 
~ !nterverttion$·wlll be valklated that 

. they ~ on the'Kardex and:care plan, u 

. appl'0J)riate; for ·aide8', and ltsted' on the 

. 24h report.for 7 ~ya so all nurses a~ aware of changes., .. . 

·· · C)Alt nursing staff wilt be re-educ:$CI 
. aboutthe~-offoffDwing.the care 
plan an~. Kardex. A post test regarding new 
A & t inteiventionl-and commtinication·of 
thoJe changes will be given to au, ¢NAs for 
completion. · · 

()(5) 
COMPLETE 

DATE 

08a1/2017 

environment remained free of $teldent hazards • D)A su~ meeting will· be_ held by the 
as is possible and each resident receive · Director of"Nurws/deJlgnee as lt telatee to 
adequate aupefVision and aaaistance devices to I~ ln~ns. acc:ountablfi(Y,, 
prevent accidents •. Two {Residents ~1. 2) of . ~nicatiol'.I and ~ntng brQks. Alf 
three reerdents reviewed fQi' re.ldent;to rNldent 1\JJ(tltne and part t!fne. CNAa will i,.:_re~ 

(X8 DATE. 
• 811Qa11c111Y Signed 08118/2017 

J4ny ~ ------~ wilh an..,_ (")---•~whlcllthe IMlllldkln may lie ~fnlin~ pivwldlnalt lldamlilied lhltOIMI' .,.t.gualdtl)!QVld• · 
sufflcilni.poiec:ltlon tob.pdiliml,. '(SN lllslrvcUana.) Except fol:~~ ltlit llncllnDS.llatad ~-d~.to--~blmg tlle-Ql!llle IUMl)'wtldNII' er not a 
plan of~ 19 ~ Farnurllng l'lama;11te aboVe ... al!! p11ni1 at cotl1ICIICn .. ~ 1.-4 dltJ1l ~the dae .... docun1na _..,. avwlable lo 1M 
f1lolllty. i,~..-. ,-,.c:IIIN, _,,~plaftdcxin'edoni.~to~~~ 
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F323 Continued From page 1 
altercations had issues. Speclfir.ally ,. or,.e to one 
supervision when out of bed was not conducted 
per the cant plan fer a resid1;mtwlth a. history of 
resident to resident ~a (tnvdvtng 
Resident #2}{R•dent #1 ). Rukfent #1 
wandered undetected to another un~ strucklng 
Resident #2 -three times.In the cbest'before staf'f 
intervened. ; 

The findings are: 

: 
~ 

1. ftesidef"!t#.1 has -dlag~ of~rrientla with 
behavioral dl.stu,bances. Review of the quarterly 
Minimum Data Set (MOS - a. residet'Jt 
a~tool) dated ~/19/17 reV$1ed _the 
r.e~ had.shQ(t aod long tenn·mep,ory 
problems, was un~rstood :a.nd usua;Jy 

-understands; and is Independent~. 
ambu_li;rtion. i 
Resldent#2 h~ d~noMs of~~, ~d 
epl~•Y· ~•~ew of thfl_ q~Mqs dated 
515111n,vea~ th~ reskfer:lt 1a -~ 
c:ognitivefy, lm~ired ~nd ls lnde~ with 
ambulatlori.with a rofling,wall<er. : 

. i 

Review of Resident#1's Care. Plan dated 3/4/17 
revealed the resident was not to con;e In :09ntact 
with Realdent#2. Rel:iqent #1 will i. ffl91litorad 
one to one. at all times when out Qf beef. . . . ' 

· R-,,lew. Qf an undated CertifJecl NIJtae Aide 
.. CNA} bare Plan ~ Resident#1 'a .. ( ... . · . ' . . · . . 
triggers for physical aggression lnclUde 
dianJptiv& residents and people who Jre a 
dm.rent race than him. Res~nl #2 I• of a 
~ .-ac:e ~ri Rest~ #1. . ' 

Review of an undatt[ld CNA.Cwe J;>la,,- revealed 
that Reu:teht#-2 tatQ be l<e9t m•i from 
~t#1 at all.times. ·under behavio~ . . . ' . . . . . 
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educated on the proper way to 
approach/Interact with residents who 
display' aggressive behaviors. 

The l)nit Managers and Nursing 
supeNisors will audit weekly that inciclent 
interventions are in ppat time of their 
audft. Those audits wiU be reviewed with 
the Director of Nuraing/d.,esignee, Th~ Unit 
Managens &UnilSupervisor-s will ,be 

. responsible for this plan of correc:tion. 

The following sy•mic changes will be 
impJernented to enSW1t.contu:,ued 

. c:oMP,Uance wtth the regulation: 

A) The Director of Nu,-ingldesignee will. 
conduct a ran$lom audit of one new 
lnci~ re,port per W9-Elfc. per-unit on 
interv.enttoos and A&r• with behaviors. 
This will be ac:compli$hed through 
~and.query(;)f_both~:ll~ 
nurse and tn. c:ertffled aide 10 V,ilffdal;e that 

·, the In~~ 11.tf!d are lri place. . . . 

S.) All ~itfil)dings will be ~ -and 
~ -•t_tbe_~ QA-meeting for 3 
mon1flt, for additional.comments and/or 
reoommend•tlons. . 

The Dir&aOr Of Nursing is responsible for 
over..11 compllanct with this plan of 

- ~ .... 

F~t0:0718 
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revealed Resident #2'a tri9gen1 for physical 
a519ressian are ottier residents displaying anger 
tnward hun. 
Revfew of an Incident/Accident Report dated 
413/17 at apptOXimatety 1 :00 AM revealed there 
was an altercation between Resident #1 ancJ 
R~nt #2. Staff written statements revealed 
the Garden Unit nurse was putting away a 
medication cart in the Medication Room and the 
two Certified Nurse Aides (CNAs) were making 
rounds on another unit when Resident #1 
wandered off the Garden Unit un~ to the 
Canal Unit and struck Resident #2 
approximately three tim~ In the chest No Injury 
was noted. 

Interview wtlh CNA #1 (that worked tbe Garden 
Unit 11:00 PM to 7:00 AM on 413/17)ion 6120/17 
at approximately 10:00 AM revea~ the last 
time she observed Resident #2, he was sitting 
on the ~en Unit's couch. CNA #1 8tated that 
both residents w.ere inde~nt wlttj 
ambulation.and coukl move freely ~ 
unit$. CNA #1 stated she was helping another . 
CNA with two assists on the Orchard,Unit 
becaUN theAS were onty two CNA's working and 
could not provide one to one with Resident #1. 
CNA #1 stated that the Supervisor ia $Uppoeed 
to watch the hall'when the CNA's are:notthere. 
CNA #'t could not .reeatt If she told the Unit 
Nine they were leaving the unit. · ·· i. 

Interview with the Regiltered Nurs•H~) #1 on 
6120/17 at approximate!y 10:-30 NA AtVNled RN 

· #1 and the Unlt Nur,e w.re In· the Nutse's 
Station when they ~ Reiident #1 yelling and 
using racial am towards·R~#i on the 
Canal Unit RN #1 saw Residi!nt #1 strike 
Resldent'#2 three times ln·ffie chest' RN #1 
stated that Jf there~ only two c~•• that 

Ewnt.lD: D'i'C411 
! 
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I night they probably WMe rounding tt1e halts 
together and should have told the U~it Nurse on 
Garden Unit they were leaving the upit. RN #1 
stated that the Unit Nurse should haye told the 
SuperviJOr that she was off the unit. :RN #1 did 
not beDeve anyone was watching the Garden or 
Canal Units hall at the time of the ln~ent and 
stated that there should have been better 
c;ommunlcatlon between the staff to iet each 
other know what they were doing spjthe 
residents could be monitored. : 

Interview with the Director of Nursing (DON) on 
6121117 ,t approximately 1 :00 PM revealed she 
expects that If a resident Is a one to one, staff 
should watch that resident; if the CNA's are off 
the unit they should ten their nurse. if the Unit 
Nurse cannot watch the resident or is off the 
floor, then the Unit Nunse should tell ~e 
Supervisor. The DON stated that It I~ the 
nurse's responsibility to watch the ul')il 

Relliew of the fa<:lllty policy and procedure 
entitled Interdisciplinary care Ptan ~ 212015 
revealed that all licensed nurses are ;responsible 
to· ensure that the Care Plan Is carried out In the 
resident's daily routine. i 

415.12(h}(1) , 
483.70(i}(1,)(5) RES REGOROS- , 
COMPLETE/ACCURATE/ACCESSl8LE 

(i) Medical record$. : 
(1) In-accordance with accepted pr°"'ssional 
standards and practices, ihe facility must 
· maintain medical ntCOrds on each resident that 
are-

(i) Complete; 

(if) Accurately documented; 

e-tlO: 9YC411 

' 

I 

· F 514 The ml~ C01T8?W9 actiqn$ have been 08/21/2017 
implernenf.ed for th6 defieieney cited: 

A)Th•t~ recc,rdJor Resident~ was 
reviewed by the Director of. N~.tc:> 
ensure there~ no other periods of time 
when fluk:la.were not · 
documentecl/prc.videct 

B)All Nursing Staffwffl. be i:e-e<fucated on 
all. physician ordered acldlt;ic!nal fluid pass 
and the documematlon of such fluid per the. 

Fadllly to: 0716 
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(!II) Read!ly accessible; and 

(iv) Systematically organized 

(5) The medical record must contain-

(i) Sufficient .information to identify the rqident; 

(ii) A record of the resident's asaenmenta; 

(iii) The comprehensive plan of care and 
services provide(i; · 

(IV) The results of any preadmlaaion screening 
and l'e$ldent review evalUatlona and : 
determinations conducted by the S~: 

(V) Physician's, nu"°'.s, and other Ht:+nsed 
professl~'s progress notes; and 

(vi) Laboratory, radiology and other c:,lagnc,atie 
services reports as rtquired under §483.50. 

TI)is REQUIREMENT is not met as eyidenced 
by: 

Based on interview and record review conducted 
d1,1ring an Abbreviated surwy (Comp~ · 
#NY00-198386) completed on 6122/171, the 
facility did not maintain clinical ~ on each 
reaidelll In ~ance with acceptedj 
professional standard and practices that are 
"'adny ~- One (Re~ #3) ofthree 
reeidents reviewed for Medical Record 
documen~n h~ IMues .. Spe~lt)r, fluid 
i~((e with medication paa on the Medication 
Administration Record (MAR)·and daily fluid 
intake on the 24-Hour Report.a were opt 
documented by •ff for the month of March 
2017, , . 
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· PROVIOER'S PLAN OF eoRRECTION 
(!ACH'COAAECTM:-ACTlON:SHOULD BE 

CROSS-REFERENCl:D TO ll-lEAPPFlOPRIATE 
peFIClENCY) 

facility policy. 

C)The additional fluids per physician order 
with med pass will be ll$ted on the MAR for 

· documentation of acceptance or refusal for 
each resident.. The licensed nurses will be 
r&-educ:ate<.i and a post feet.given as It 
relates to the material ·presented. The Unit 
Managers will audit the MAR on a weekly 
basis for elght(8)weeks to ensur-P: that the 

· phy$ician ordered documehtatlon Is being 
obtail'led for fluids with. med&. Any resident 
rateMng an MD ord'erfor fluid · 
encourag~ment wtJI be retleded on MD 

. order and noted on 24 hour report. The 
Unit Managers Will be responsibte for 
compliance of this ·plan of correction. 

·The following~ changes hav,e _been 
tmptemenfe<Jll) ·ensure continued 
compliancie with the re;u'8Uon: · 

A)TIJ,_Ulilt .. Man9rawill au.ctlt~Rf0r 
compliance we$1dyfoi8' weeJta. The Unit 
Manager wilt review 1tie wee«1y a.:Zdits with 
the Director of Nl,irsing/dffignet weeldy. 
In the event there is a less than 90% 
compi1anca 1n any -~-moriih:· t11e •udit 
freqyency WIil be in~. ~ Ojfector 
ofNurslngld.ee will ~rid the ai.idlt 
re$U~ mid present at 1f1e tnQnthfy 0A for 3 
months for adi;lttlonal corhri'lent$ and/er 
recommenc:tatrons. ' . 

Tile Di~ Of Nur,lng will mo.nitor f0r 
overa11· Q>mptianoe with this p1-.,;· of 

· correction. · · · · 

. Ftl!lllltylD:071.11 
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The finding is: 

1 . . Resident #3 has diagriosea Qf dementia and 
-~brovaacular ~ent {atroke}. ~evi~ of 
the admission .Minimum oat.a S.et (MOS - a 
resident assessmerit tool) revealed flat~ 
resident is severely cognitively impaired. · 

.,, . . · ; . 

- r 
R~iew of a Physlcla,:i's Orger dated 3/9/17 
revealed.·~ order to_ t!ncourage 240 •milliliters. 
(eight ou·nces) of fl~ ever, shift fQrhy~ration. 

. . . . . .. . .. 
.. _ ·1 • , . l .: 

Review of.tne March 2017.MAA 'revealed no 
nu~!s in~ ~iyi 319.(17 througt..· 3'31./17 
documenting :that 11ujde wera given tk> the 
resident ··· · · ·' , · · · · T · 

i 

, ~~ew of ,ie Ma,rch,~017 ,flui!ii~_report 
re~,otity or)e ~ -try tiy itnu~ 1bat ftulc:Jg_ 
were provi.ded.wfth a ~~Qnpa.-. , .-, . . - - .. , . .. I 
lntarvi~ with ,~eCertffled N~ Aide (9NA} #2 
on e12211·1 ~• approx~ae1,: s;~ -~ -!'healed 
#lat 1he CNA'a_<fQ<=um~ th~ •mou~ the 
reslde!it ~~ A" flyids'. · ·· ! 

l,.rview. L~.P~·Nu~_(lPN) 
J1:Qn-6fW-17 Aabpp~ty_fl;QOAM·, . 
reveeled that_ ahe woulcl:tJ~allj get_#\e resiqent 
~ drink two QUP~ ~~~ly 48,0 .rmliiUters or 
1'6 ou~s)_ of ~'1ch' per,.m_eij~n,Pi!ss · 
because th~ ·reJtdent pcifen:ed lt., _ :LP,N: ~·r stated 
she would document It but·~ forgot to 
put_th~ -~mount ~ resi9,ent dllln~ ~ong 
medlcatio_ri pa.sses . .. LPNJ,1 ;ad~ .ftl.a~ if there 
is an order to encourage fluids -~~ryooe tries to 
get the resident to drink at leasf 240 ,niJllliters of 
fluids per shift. i 

i 
-lntervictw-with LPN #2 -cn8122117 at-! 

. . • I 

.: I 
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approximately 9:10 AM revealed that1sometimes 
the nurses will write how much a resident drank 
during medication passes on the 24-nour 
reports. 

Review of the 24-hour reports revealed. no 
· documentation the resident received fluids 
during medication passes. 

Interview wfth Registered Nurse (RN~ #2 on 
6122/17 at approximately 10:00 AM ntveaJed that 
the nurses should be documenting ~ resident's 
fluid intake in the computer. RN #2. sfated that 
every nurse. should be encouraging ttte resident 
to drink ffuiC,a and that amount shou~ be 
documented. ; 

Interview with the OirectQr of Nursing en 6122/17 
at approximately 11 :00 AM reveajecf $he 
expects itaff to document the reeklerts intake$. 

' 
Review of an undated ~llty policy ~ed 
Resident Hydration and Prevention of 
Dehydration that staff wia ~ fl'.uid intake 

. per shift via the computer In the task ~on. 

415.2:2(a)(2) 
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483.25(d){1)(2) Free of Accident 
Hazards/Supervlsion/Oevices 

§483.25(d) Accidents. 
The facility must ensure that -
§48·3.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and 

§483.25{d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents. 

This.REQUIREMENT is not met as evidenced 
by: 

Based on observation, lntervlew, and record 
review conducted during an Abbreviated survey 
(Complaint #NY00232714) completed on 412/19 
the facility did not ensure that each resi_dent 
receive adequate supervision and assistance 
devices to prevent accidents for one (Resident 
#1) of three residents revieWed. Specifically, a 
resident on aspiration precautions and ordered a 
pureed diet with honey thick liquids was 
observed consuming a mechanical soft with thin 
liquid diet This also involves Resident#10. 

The finding is: 

The policy and procedure entitled "Feeding" 
dated 6/16 documen~d facility staff will serve 
resident trays, will help residents who requires 
assistance with eating. Residents who cannot 
feed themselves will be fed with atte noon to 
safety, comfort and dignity. 

The policy and procedure entitled "Aspiration 
Precautions" dated 4/5/15 documented when a 
resident has been identified for being at risk for 
aspiration, aspiration precautions will be 
implemented for those residents to reduce the 
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F 689 The following corrective actions have been 05/25/2019 
implemented for the deficiency cited: 

A.) Resident #1 was moved to a different 
tabl~ with other resident having the same 
diet consistency. MD was contacted, 
informed of wrong consistency consumed 
and resident #1 was monitored for sis of 
aspiration. 

The following corrective a.ctions have been 
implemented to identify other areas that 

. have the potential to be affected by this 
same practice: 

A.) All residents requiring limited assist and 
supervision for eating along with a pureed 
consistency and honey thickened liquids · 
were moved to tables with other residents 
having the same diet. 

S)Those residents known to grab at other 
resident trays will be given their trays last, 
when all staff is present in dining room to 
monitor that they are not taking other 
resident food. 

The following system~ changes have been 
implemented to ensure continued 
compliance with this regulation: 

A.) All nursing staff, including agency staff. 
will be re-educated on Aspiration 
Precautions and the difference in diet 
consistencies by Dietician/designee. 

B) Seating was rearranged tn dining room 
so like diets atl eat together at the same 
tables. 

LA~ORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 
Eledr!>nlcally Signed 

(X6)DATE 

04/29/2019 . 

MY Oefk:1911ey ttat.mem ending wM an asteriak r> deoote1 a clellc:lency whid! 1he lnstllUllon may be excuted from CQffllCtlng providing II is deteim~ M olhet safaguarda pn:Mde 
sllffiolenl p!'Olectlon to 1he palieoCs. (Sff instnlellona.) Except for llUl'ffli homes, the flndlngs 5lat«i allove are dlaclolllllle 90 days follGwillg 1he llatie. of the survey whei:tltlt" or not • 
plan of aorractlon is provlded. Fornurslng homes, the liboVll findings and plans°' comtetJon. are dlscloMble 14 d11ys followtng 11\e date lhase dDelll!leflUI ..-e made nllllable to Iha 
facillly. If dell~ - cited, an appro119d plan of cointc:U<Jf1 19 n,qulalte la contll'lllecl progrM1 ~pailon. 

Tl'lla !Orm III a printed electral1k: ~ of 11'16 CMS 2567L 11 CD!ltalnll all the iofDtmatlon found on 1he standard doeument in much the Hffll fonn. Tille lleclrallle form once prinled and 
tigned by lhl faclltty admlnletrlllOf and appropria!elY posl8d will sallsly the CMS requirement Ill poal aurvey Informal.km flltlnd on the CMS 2567L . . 
FORM CMS-2567(02-99) Prevlou• Verslona Obsolete Event 10: OOTU11 Faeillty to: 0716. 



DEPARTMENT OF HEAL TH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
ANO PLAN OF CORRECTION 

(X1) PROVIOER/SUPPLIERICLIA 
IOeNTIFICA TIOO NUMBER: 

336212 

NAME OF PRO\/IOER OR .SUPPLIER 

THE VILLAGES QF ORLEANS HEAL TH AND REHAB CENTER 

0(4) ,o I 
PREFIX 

TAG 

F689 

SUMMARY STATEMENT OF DEFICIENCIES 
{EACH DEFICIENCY MUST BE PRECEDEO l)Y FULL 

REGULATOAY OR L.8C IOEHTIFYING INFORMATION) 

Continued From page 1 
Incidence of aspirations. 

1. Resident #1 was admitted into the facility on 
9/28/15 with c!Iagnoses- of anxiety disorder, 
dementia without behavioral disturbance and 
dysphagia (difficulty swallowing). The Minimum 
Data Set (MOS, a resident assessment tool) 
dated 12/28/18 documented the resident was 
cognitively impaired and was sometimes 
understood and sometimes understands. 

The current Kardex Report (guide used by staff 
to provide care) printed 4/2/19 revealed under 
the resident required limited assist and 
supervision for eating and was on aspiration 
precautions. Required a NAS diet with puree 
consistency and honey thick liquids .. 

A Speech Therapy Plan of Care (Evaluation 
Only) dated 3/13/19 documented under 
Precautions: swallowing: puree/ honey liquids, 
nurse feed only, out of bed all meals in total 
assist dining room, feed at slow rate only when 
aiert and responsive, utilize utensils, sweep as 
needed and stop po (by mouth) intake until 
patient alert/ responsive. 

Physician Orders dated 3/17119 documented an 
order for a NAS (no added salt) diet with puree 
consistency, honey thick liquids and aspiration 
precautions-. 

During Lunch meal observation in the assisted 
dining room on 4/1/19 between 12:05 PM and 
12:10 PM, Resident#1 grabbed Resident#10's 
tray who was sitting directly across from him and 
ate a ½ {one half) of a tuna sandwich and drank 
6 ounces (oz.) of milk and 2 oz. of hot chocolate. 
Certified Nurse Aide (CNA) #1 walked over to · 
Resident #1 and noticed he had Resident #1 O's 

. tray and was eating it. At that time, CNA #1 
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C) Critical Staffing Policy will be 
written/instituted to include any other staff 

. that are able to feed residents be present 
In dining roo·m to assist when staffing is 
critical. All staff wm be educated on this 
policy by the Department Manager to 
ensure It is put In place appropriately and 
all are aware of the role they play In this 
policy. 

D)The staffing schedule will be audited 
every shift x 2 mooths by unit manager to 
ensure there is adequate staffto feed 
meals & monitor dinir.g rooms .. If not 
Critical Staffing plan will be initiated & 
DON/ADON will be notified. This audit will 
be presented in QA monthly to help identify 
staffing issues by day and shift. 

E) LPN's, who monitor dining rooms re
educated by DON/designee on Importance 
of staying i'n dining room to monitor and not. 
leaving the dining room to assist with any 
other duties. Audit will be conducted by 
DON/deslgnee x 2 months to ensure dining 
rooms are adequately monitored. 

The Director of Nursing will be responsible 
for overall monitoring, evaluation and 
implementation of this plan, 
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F689 Continued From page 2 F 689 
stated to LPN #1 Resident #1 grabbed Resident 
#1 O's tray again and was eating it CNA *1 took 
the tray away from Resident #1 and placed it in 
the cart and re-order another tray for Resident 
#10. During the observation there was only one 
Licensed Practical Nurse (LPN) and one CNA In 
the dining room for at least 45 minutes with a 
total of 15 residents needing some type of 
assistance with their meals. 

Review of a meal ticket for Resident #1 dated 
Monday Lunch 4/1/19 revealed a NAS (no 
added sait)- Pureed. "HONEY" thick liquid diet 
and "ASPIRATION PRECAUTIONS". 

Review of a meal ticket for Resident #10 dated 
Monday Lunch 4/1/19 revealed a Regular
Mechanical Soft with thin liquid d.iet. 

Review of a Nursing Progress note dated 4/1 /19 
revealed the resident was noted In _dining room 
at lunch eating from another residenfs lu11ch 
tray. Resident is a puree diet with honey thick 
liquids and was noted eating a mechanical soft 
diet with th in liquids. There were. no adverse 
effects noted, the physician was updated. The 
writer placed on MAR {medication administration 
record) to monitor the resident's-temperature, 
lung sounds every shift for three days and 
update the Registered Nurse (RN)charge nurse 
or the MD (medical doctor) if any changes were 
noted. 

During an interview on 4/1119 at 12:45 PM, LPN 
#1 stated, "Resident #1 grabbed Resident #1_ O's 
tray and began to eat it. This isn't the first time 
he has· done this. He often grabs at things. We 
put his tray off to the side because he needs to 
be assisted with his meals as he Is on aspiration 
precautions, and we need fo feed him a certain 
way. l guess we should not put other resident's 

FORM CMS-2567(02·99) Prevloua V•~lona Ol>so!ele Event 10: OOTU11 Fadfity to: 0716 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES · 

STATEMENT OF DEFICIENCIES 
ANO PLAN OF CORRECTION 

NAME OF PROVIOEROR SUP?LIER 

(X1} PROVIOERJSUPPLIER/'CLIA 
IOENTlFICATION NUMBER: 

336212 

THE VILLAGES OF ORLEANS HEAL TH AND REHAB CENTER 

{X4)10 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICteNCISS 
(EACH DEFICIENCY MUST 9E PRECEDED BY FULL 

REGULATORY OR Ll,C .IDENTIFYING INFORMATION) 

PRINTED: 04/30/201.9 
FORM APPROVED . 

0MB NO 0938--0391 

(X2) MUl.11PU: CONSTRUCTION 

A. BUllOING 

()(3) DATT: SURVEY 
COMPlETEO 

B. W!NG _______ _ 
04/02/2019 

10 
PREFIX 

TAG 

S~ET AOORESS, CliV, STATE, ZIP CODE 

14012 ROUTE 31 
ALBION, NY 14411 

PROVIDER'S PLAN OF CORRECTION 
(EACH _COAAECTIVE ACTION SHOULO BE 

CROSS-REFERENCED TO THE. APPROPRIATE 
OERClENCY) 

{XS) 
COMPl.ETE 

DATE 

F689 Continued From page. 3 F 689 
trays within his reach or maybe we should move 
him. I wasn't watching him because I was busy 
passing other re$1denfs trays becau.se we are 
short staffed today. We are short staffed today 
and there was only two of us in the dining room 
for the majority of the. time feeding residents." 

Duling an inte'Niew on 4/1/19 at 12;55 PM. 
Supervisor LPN #2 stated, "Resident #1 tends to 
grab at things. He should have been being 
monitored In the dining room. I wiU have staff 
monitor him for aspiration and will inform the 
physician of this Incidence." 

During an interview on 4/2/19 at 8:12 AM, the 
Physician stated, "Resldent#1 is on aspiration 
precautions and he should not have been able 
to grab that tray. I discussed with staff to 
possibly moving him in the dining room so.that 
he cannot grab at other residents• trays. I am 
also going to have Speech Therapy re-evaluate 
him to possibly increase his diet consistency as 
he is more awake than he was when he was first 
evaluated. He is conifort measures and was not 
really responsive there for a while. I was 
shocked to hear he did that. I c!ld ch~ him over 

· this morning and he appears to be doing fine 
and fortunately there was no harm." 

During an interview on 4/2/19 at 10:32 AM, the 
Registered Dietitian stated, "R,sideht #1 should 
not have been in tl:lere without anyone 
supervising him. He was recently downgraded to 
the puree honey thick liquids by the Speech 
Therapist, Aspiration precautions means they 
should be in an area that is supervised." 

During an interview on 4/2/19 at 2:.00 PM, the-

I 
Speech The~pist stated, "Resident #1 should 
be on puree foods with honey thick llquids. I had 
given staff a set of instructions that were-on my 
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F689 Continued From page 4 F 689 
evaluation that they were to follow With this 
resident. Aspiration precautions means the 
resident should be out of bed at all meals, sitting 
upright, no straws, and supervised." 

415.12{h)(2) 
F725 
SS=E 

48~.35(a)(1)(2) Sufficient Nursing Staff F 725 The following corrective actions have been 05/25/2019 · 
implemented for the deficiency cited: 

§483.35(a) Sufficient Staff. . 
The facility must have sufficient nursing staff 
with the appropriate competencies and skills 
sets to provide nurglng and related services to 
assure resident safety and attain or maintain the 
highest practicable physical, mental, and 
psychosocial well-being of each resident, as 
detennined by resident assessments and 
individual plans of care and considering 1he 
number, acuity and diagnoses of the facility's 
resident population in accordance with the · 
facility assestment required at §483.70(e). 

§483.35(a){1) The fa.cility must provide. services 
by sufficient numbers of each of the following 
fypes of personnel 9n a 24-hour basis to provide 
riursing care to all residents in accordance with 
resident care plans: 
(i) Except when waived under paragraph (e) of 
this section, licensed nurses; and 
(ii) Other nursing personnel,. including but not 
limited to nurse aides. 

§483.35(a)(2) Except when waived under 
paragraph (e) of this section, the facility must 
designate a licensed nurse to serve as a charge 
nurse.on each tour Of duty. 

This REQUIREMENT is not met as evidenced 
by: 

Based on observation, interview, and record 
review conducted during an Abbreviated survey 

FORM CMS-2567(02-88) Previous Vereicna Obaolete Event 10: OOTU11 

A.) Resident #1 was moved to a different 
table with otherresldenthaving the same 
diet consistency·, 

The, following corrective actions have been 
implemented to identify other areas 1hat 
have the potential to be affected by this 
same practice: · 

A) All other residents requiring limited 
assist. and supervision fur eating along with 
a pureed consistency and honey thickened 
liquids were moved to tables with other 
residents having the same diet. 

The following systemic changes.have been 
implemented to em,ure continued 
compliance with this re91.1lation: 

A) AU nursing staff, including agency staff, 
will be re-educated as to the importance of 
being seated while feeding residents. 

B) An audit will be done for 30 days to 
ensure- all staff are seated while feeding 
residents. 

· The Director of Nursing wilt be responsible 
for overall monitoring, evaluation and 
implementation of this plan. 
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F725 Continued From page 5 F 725 
(Complaint#NY00232714) completed on 4/2119 
the facility did not have sufficient nursing staff 
with the appropriate competencies and skills 
sets to provide nursing and related services to 
assure resident safety and attain or maintain the 
hignest.practicable physical. mental, and 

· psychosoclalwell-beihg of each resident Four 
(Canal View, Garden View, Orchard View, and 
Autumn North View) of five resident care units 
reviewed for suffi~nt staff did not havEt 
adequate staff to meet the needs of the 
residents. Specifically, the facility lacked 
sufficient staff on 4/1 /19 to ensure showers were 
provicled. Thls involved Residents #4, 5, 7, 8, 9, 
19, 20, 21, 22, Z3, 24, 25, 26, 27 and 30. The 
facility also did not ensure residents were 
supervised in the assist dining room {#1) and 
resident's toileting needs were met (#1 ). in 
addition. for staff convenience Resident's #1, 2, 
3, 4, 7, 10, 11, 12, 13, 14 and 15 for were fed by 
staff members standing. 

The findings are but not limited to: 

Refer to F 689 Free of Accident Hazards/ 
Supervision/ Devices - Scope and Severity (SIS) 
=D 

The "Facility Assessment Toor completed by 
the Administrator, Director o.f Nursing {DON), 
Governing Body Rep, and Medical Director and 
reviewed on 11/16/17 and 12/6(18 documented 
the facility's Staffing plan was to ensure 
sufficient staff to meet the needs of the residents 
at any given time. Staffing based on census 
fluctuation is minimal because. average census 
is 110-118 per diem. 

RN's & LPN's (registered nurses and licensed 
practical nurses) providing direct care: 

FORM CMS-2567(02•99) Previous Vinion• Obeol9te Event 10: OOTU11 

The. following corrective actions have been 
Implemented for the deficiency cited: 

A.}Nursing staff ensured that Residents#. 
4,5,7,8,9,19,21,22,23,24,25,26,27 and 30 
were given showers fo. make up for the 
ones missed: 

The following corrective adjons have been 
implemented to identify other areas that 
have the potential to be affected by this 
same practice: 

A.} Staffing schedules were reviewed for 
the next month to ensure staffing levels 
were met based on the Facility 
Assessment. For any days that were not 
met - the HR Scheduling Coordinator 
asked staff who were off, staffing agencies 
and staff on other shifts to pick up hours of 
work. 

B) Residef)t baths/showers will be placed 
on 24 hour report sheet; unit LPN will. 
document on 24 hour rep()rt sheet if bath 
given. 24 hour report sheet will be audited 
by DON/d~signee daily and 
missed/refused bathing will be 
con,municated to RN manager in morning 

· report for staff to make up that day. 

· The following systemic changes have been 
implemented to ensure continued 
compliance with this regulation: 

A.) The Administrator will put a staffing 
policy into place, that will include a critical 
and minimal staffing component, and 

· educate managers, charge $taff and HR 
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F725 Continued From page 6 F 725 
- 1 Director of Nurses (DON): full-time Days; RN 
-Assistant DON: full-time days, RN 
- Registered Nurse (RN) or Licensed Practical 
Nurse (1..PN) Charge Nurse: 1 for eaeh shift 
(Days, Evenings and Nights) 
- 5 LPN's on Days and Evening- 1 per unit {AVN 
(Autumn View North), AVS (Autumn View . 
South). CV (Canal View), OV (Orchard View), 
GV (Garden View)} 
- 4 LPN's on Nights (unit coverage varies} 

Direct care staff: 
· - 10 CNA's (certified nurse aide) Days and 
Evenin9s (1 <:>n AVS, 3 on AVN-can flex if 
necessary} 
- 6 CNA's Nights-1 per unit, 2 on AVN 

Review of "(Name of facility) Suggested Staffing" 
dated 1/28/19 revealed the following: 

- ·1 RN on Days, Evening & Nights 
- 2 Unit Managers on Days, None on evenings & 
Night$ 
- 5 LPN's on Days, Evenings & Nights 
- 12 CNA's on Days & Evenings, 8 on Nights 

Review of the "Report of Nursing Staff Directly 
Responsible for Resident Care Sheer dated 
4/1 /19 revealed there was 1 RN on days (6:00 
AM - 2:00 PM); 6 LP Na on days, 7 LPNs on 
evenings (2:00 PM - 10:00 PM) and 4 LPNs on 
nights (10:00 PM - 6 :00 AM); 6 CNAs on days, 
10 CNAs on evenings and 3 on nights with a 
total census of 112 residents at the start of day 
and evening shift and 115 at nights. 

Review of"Dally Census" dated 3/31/19 and 
printed on 4/1/19 revealed the total active 
census was 115 and the f:ollowing census per 
unit: Orchard View 22 residents; Garden VieN 
24 residents; Canal View 27 residents; Autumn 
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Scheduling Coordinator on the policy. 

B.) An audit will be completed by the 
Administrator daily to confirm staff levels 
are niet & if not, critical staffing protocol will 
be put into place. The Administrator will 
present these findings at monthfy QA. 

C)HR/seheduler was re-educated on 
facility assessment standards. Schedules 
will be reviewed daify by Administrator and 
PTO requests reviewed by DON/designee 

-to ensure adequate staffing prior to PTO 
approval. 

The Administrator will be responsible for 
overall monitoring, evaluation and 
implementation of this plan. 
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View North 12 residents; and Autumn View 
South 30 residents. 

1. Resident #1 was admitted into the facility on 
9/28/15 with diagnoses of anxiety disorder, 
dementia without behavioral disturbance arid 
dysphagia (difficulty swallowing). The Minimum 
Data Set (MOS, a residE:nt assessment tool) 
da1ed 12/28/18 documented the resident was 
cognitively impaired and was sometimes 
undei;stood and sometimes understands. 

The current Kardex Report (guide used by staff 
to provide care) printed 4/2/19 revealed under 
the resident required limited assist and 
superv.ision for eating and was on aspiration 
precautions. Required a NAS (no added salt) 
diet with a pureed consistency and honey thick 
liquids. 

During Lunch meal observation in the assisted 
dining room on 4/1/19 between 12:05 PM and 
12:10 PM, Resident #1 grabbed Resident #1 O's 
tray who was sittirig direct1y across from him and 
ate a ½ (one .half) of a tuna sandwich and drank 
6 ·ounces (oz.) of milk and 2. oz. of hot chocolate. 
CNA#1 walked over to Resident #1 and noticed 
he had Resident #1 O's tray and was eating it 
CNA #1 stated to LPN #1 that Resident #1 
grabbed Resident #1.0's tray again and was 
eating It. CNA #1 took the tray away and placed 
it in tf)e cart, and re-order another tray for 
Re.!!ident #1.0. In addition, during the entire meal 
LPN #1 was standing and walking around 
feeding five to six residents at a time. LPN #1 
was moving from one resident to an.other while 
giving each a couple spoonful of food before 
moving to the next resident. This included 
Residents# 1, 2, 3, 4, 7 , 10, 11 , 12, 13, 14 and 
15. 
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f 725 Continued From page 8 F 725 
During this observation there was only one LPN 
and one CNA in the dining room for at least 45 
minutes with a total of 15 residents needing 
some type of assistance with their meals. 

Review of a meal ticket for Resident #1 dated 
Monday Lunch 4/1/19 revealed a NAS (no 
added salt)- Pureed, "HONEY" thick liquid diet 
and ~ASPIRATION PRECAUTIONS". 

Review of a meal ticket for Resident #1 O dated 
Monday Lunch 4/1/1'9 revealed a Regular
Mechanical Soft with thin liquid diet. 

During an Interview on 4/1 /19 at 12:45 PM, LPN 
#1 stated, ''Resident #1 grabbed Resident #10's 
tray and began to eat it. This isn't the first time 
he has done this. He often grabs at things. We 
put his tray off to the side because he needs to 
be assisted with his meals as he is aspiration 
precautions and we need to feed him a certain 
way. I g!Jess we should not put other resid.ent's 
tray within his reach or maybe.we should move 
him. I wasn't watching him because I was bu~y 
passing other resident's trays because we are 
short staffed today. The reason I was standing 
through the entire meal was because I had five 
to six residents to feed. It is easy for.me to walk 
around and help the residents instead of rolling 
around sitting on a chair. We are short staffed · 
tclday and there was only two of us in the dinihg 
room for the majority of the time feeding 
residents. I know I should not have been 
standing." 

During an .interview on 4/1 /19 at 12:55 PM, 
SuperviSO( LPN #2 stated, "Resident #1 tends to 
grab at things. He should have been being 
monitpred in the dlning room. Staff shoufd be. 
sitting While feeding residents. I can see why 
staff wasn't sitting though as we are short staffed 
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today. It is pretty regular that we are short 
staffed. The· CNAs were not able to get their 
showers done this morning because there is 
only one CNA on each unit," 

Review of Bath/ Shower Schedule for Mondays 
revealed the following for each unit 

- Canal View- Resident# 4, 5, 22, and 23 were 
scheduled to be showered · 
- Garden View- Re$ident# 8, 9 and 21 were 
scheduled to be showered 
~ Orchard View- Resident #7, 19, and ·20 were 
scheduled to be showered. 
• Autumn View North- Resident# 24, 25, 26, 27 
and 30 were scheduled to be showered 

During an interview on 411/19 at1 :50 PM, CNA 
#1 stated, "I worked on Canal View today and I 
did not get any of my showers done, There were 
four Residents that didn't receive them. I worked 
as hard as I could, but I just co.uld not do th_e 
showers. I was the only CNA.over there, we 
were short staffed. We are short staffed a Jot of 
the times." 

During an interview on 4/1119 at 1 :58 PM, CNA 
. #4 stated, ~, am the only CNA on Orchard View 
today. I was not able to get the showers done 

. today. I had three residents scheduled to have 
showers done today. We are short staffed today. 
Also, I was not able to toilet Resident #1 every 
two to three. hours· today and I just got to him 
and he was incontinent. Normally if I am able to 
toilet him as scheduled he is not incontinent.II 

During an interview on 4/1/19 at 1 :59 PM, CNA 
#2 stated, "I was not able tcr complete any of my 
showers today on Garden View. There were 
three residents scheduled to be showered, that I 
was not abfe to get done. Residents' hair didn't 
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get done either. l was the: only aide over there, 
we are very short staffed. today. I had my. nurse 
help me with the two assists, We are short 
staffed quite often." 

During an interview on 4/1/19 at 2:10 PM, CNA 
#3 stated, "I was not able to 9et all my work 
done today because we were short staffed. I 
was not able to get any of my showers done 
today. I had five showers scheduled for today. 
There are thil'ty residents for only two aides and 
five showers over here on Autumn View North 
today. 1 · didn't even take a lunch today. They are 
nOl'l'Tlally short staffed. Sometimes we have two 
CNAs on each unit and on a rare occasion 
thre.e. When we have three aides, those are the 
days we will do nails and hair." 

During an Interview on 4/2/19 at 10:55AM, 
Resident#5 stated, "I did not get my shower 
y~terday. I mind that I did not get it beca1.1se of 
cleanliness." The resident had an odor to him 
and his hair was uhcombed and greasy. 

During an interview on 4/2/19 at 11 :07 AM, 
Resident #4 stated, "No I did not get my shower 
yesterday because they were short staffed. I like 
to get my shower once a week because I like to 
be clean .. " The resident had a pungent odor to 
her .. 

During an interview on 4/2/19 at 11:13 AM, 
Resident #8 stated, "No I did not get my shower 
yesterday. I just washed myself up in the sink." 

During an interview on 4/2/19 at 11 :15 AM, 
Resident#7 stated, "I did not receive my shower 
yesterday. Yes, it bothered me. I like to be 
clean." 

During an interview on 4/2/19 at 11 :20 AM, 
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Resident #9 stated, "No 1 did not receive my 
shower yesterday. Staff was too busy." 

Review of Daily Staffing Worksheets from March 
1, 2019 through March 31, 2019 revealed the 
staffing levels from the Facility Assessment was 
not met for the following: 

- The nu.mber of CNAs needed for the Day shift, 
were not met for eight out of the 31 days. 
Evening shift CNA levels were not met for six 
out of 31 days, and the NlghJ shiftCNA staffing 
levels were not met for 1 9 out oflhe 31 days. 
- The number of LPNs need~d for the Day and 
Evening shifts were not met for two out of the 3-1 
days and LPN Night shift staffing levels were not 
met 14 out of the 31 days. 

During an interview on 4/2/19 at 11 : 35 AM, the 
Human Resources/ Scheduling Coordinator 
stated, ''the minimum. requirements J follow when 
trying to staff are 13 CNAs for days and 
e\lenings and 7 for ovemight; 6 or 7 LPNs for 
days and evenings and 4 for overnight. I do 
have sheets that I go by. !twas actually 
developed by a consultant that we had in here at 
one point. This suggested staffing level was 
discussed at a meeting with the consultant, the 
Administrator, DON and me. It was agreed upon 
that we would try to follow il If I do not have 
enough staff I will reach out to staff that are off 
and agencies to fill the positions needed. l have 
told the Administrator when we are short staffed. 
If staffing is at a minimal I believe the 
Admi.nistrator has a "all hands-on deck plan." . 
"Corporate currently has staff coming in from all 
over the United states. They will put up CNAs 
and LPNs to help out It is sometimes very 
difficult and challenging to get all the staff we 
need." 
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During an interview on 4/2/19 at 1 :44 PM, with 
the Administrator and the DON it was stated that 
the facility staffs by what is on the Facility 
Anessment It was stated that the Facility 
Assessment was their ''optimar• staffing 
schedule, not minimal. When asked what their 
minimal staffing was nothing was provided or 
stated. It was stated that the facility did have a 
consultant in there, not just for staffing though. 
The consultant did have a suggested staff 
schedule and that they did discuss using it. The 
Administrator stated they did not have a policy 
for staffing yet and that. they have one in draft 
fonn only. When staffing is at critical levels the 
Administrator stated they would enlist the help of 
the department managers to help do what they 
can; 

415.13(a}(1)(Hi) 
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483.35(a)(1 )(2) Sufficien! NUl'$ing Staff 

§483.35(a) Sufficient Staff. 
The facility must have sufficient nursing staff 
with the appropriate competencies and skills 
sets to provide nursing and related services to 
assure resident safety and attain or maintain the 
highest practicable physical, mental, and 
psychosocial well-being of each resident, as 
determined by resident assessments and 
individual plan.s of care and considering the 
number, acuity and diagnoses ofthe facility's 
resident population in accordance with the 
facility assesament required at §483.70(e). 

I 
§483.35{a)(1) The facility must provide servi<:es 
by sufficient numbers of each of ttie following 
types of personnel on a 24-hour basis to provide 
nursing care to all residents in accordance with 
resident care plans:. 
(I) Except when waived under paragraph (e) of 
this section, licensed nurses: and 
(Ii) Other nursing personnel, including but not 
limited to nurse aides. 

I §483.35(a)(2) Except ~hen waived under 
paragraph (e) of this section, the facility must 
designate a licensed nurse to serve as a charge 
nurse on each tour of duty. I 

This REQUIREMENT is not met as evidenced 
by: 

Based on interview and record review conducted . 
during. an Abbreviated survey (Compliant 

I #NY00233490) completed on 7/9/19, the facility 
did not have $ufficient nursing staff with the 
appropriate competencies and skill sets to 
provide nur..ing. related services to assure 
resident safety and attain or maintain the highest 
practicable physical, mental and psycho-social 
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F 725 The following corrective actions have been 08/16/2019 
Implemented for the deficiency cited:: 

A..) No residents were found to have been 
affected by the deficient practice. 

• The following corrective actions have been 
implemented to identify other areas that 
have the potential to be affected by this 
same practice: 

A.) Staffing· schedules were reviewed for 
the next month to ensure staffing levels
were met based on the Facility 
Assessment. For any days that were not 
met - the HR Scheduling Coordinator 
asked staff who were off, staffing agencies 
and staff on other shifts to pick up hours of 
work. 

The follQWing systemic changes have peen 
implemented to ensure continued 
compliance with this regulation:. 

A) The Administrator put a Critical Staffing 
Policy into place in May 2019, that includes 
a critical and master staffing component. 
The master staffing plan is- developed to 

· meet the daily needs of the residents and 
provide qu,ality care withfn.acceptable · 
standards of practice. The Administrator is · 
responsible for enforcing a plan whereby 
all departments support resident care when 
critical staffing level$ occur. The 
Administrator will re-educate managers, 
charge staff and HR Scheduling 
Coordinator on the policy. 

B.) The Villages has increased the pay 
scale for Cfl!As and nurses based on years 
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well-being of each resident. Specifically, the 
facility did not meet the minimum standards they 
set for nursing staff as documented in the 
Facility Assessment Tool; and did not meet the 
minimum standards set for certified nurse aides 
(CNA} as documented in the facility Critical 
Staffing Plan. 

The findings are: 

Review of the Facility Assessment Tool dated 
reviewed on 11 /16/17 and 12/6/1 8 documented 
the facility has 120 licensed beds including 12 
short-term rehab {rehabilitation) beds. 30 locked 
dementia beds and 78 long term care beds; 
Garden view 27 totat beds, Orch.ard view 24 
total beds and Canal view 27 total beds. The 
average daily census ls 113. General staffing 
for nurses is a Registered Nurse {RN), Director 
of Nursing (DON) and an RN Assistant DON 
(ADON). Ari RN or Licensed Practical Nurse 
(LPN) Charge Nurse 1 for each shift. 5 LPN's on 
days and evenings • 1 per unit. and 4 LPN's on 
nights (unit coverage varies). 

Review of an Approved Plan of Correction for F 
725 scope and severity D cited during an 
Abbreviated survey dated 4/2/19 documented 
the Administrator will put a staffing policy into 
place, that includes a critical and minimal 
staffing component and educate managers, 
charge staff and the Human Resources 
Scheduling Coordinator on tne policy. 

Review of the Critical Staffing Plan dated 5/2019 
revealed the master staffing plan fur CNAs is 
developed to meet tl:le daily needs of the 
residents and provide .quality care within 
acceptable standards of practice. The 

. Administrator is responsible for enforcing a plan 
whereby all departments support resident care 

FORM CMS-2567(02-99) Previous Version& Obsolel$ Event 10: ZQPf>11 

of experience. Ads for nursing are in the 
local media (Orleans County Penny Saver 
and Orleans Hub.com) and onllne. 
(Indeed.com). Shift differentials are in 
place for 2p-1 Op and 1 op-:aa shifts. AA 
outside a9ency currently has a class pf 9 
CNAs being trained arid wm look to place 
them at The Villages upon_ passing exams 
and certification in late August 2019. The 
Villages will continue hiring traveling 
nurses and CNA.s through our relocation 
program from other states. The Villages 
reoently instituted a weekend pickup bonus 
fur aides and nurses who pick up full or 
half shifts. 

C.) An audit will be completed by the 
Administrator daily to confirm staff levels 
are met & if not, critical staffing protocol will 
be put into place. The Administrator will 
present these findings at monthly QA. 

C)HR/Scheduler and Direaor of Nursing 
were re-educated on facility assessment 
standards. Scheduleswill be reviewed 
daily by Administrator and PTO requests 
reviewed by DON/designee to ensure 
adequate staffin.g prior to PTO approval. 

The Administrator will be responsible for 
overall monitoring, evaluation and · 
implementation of this plan. 
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when critical staffing levels occur. 

The CNA Staffing Master Plan documentl3d the 
following:. 

-Day shift (6:00 AM to 2:00 PM). Total of10 
C~. Short-term rehab (Autumn South) 1 CNA; . 
dementia unit (Autumn North) 3 CNAs; Garden 
view 2 CNAs; Orchard view 2 CNA and Canal· 
view 2 CNAs. Critical level 5 CNAs With O on 
rehabilitation, 2 on dementia and 1 each on 
Garden view, Orchard and Canal view. 
-Evening shift (2;00 PM to 10:Q0 PM) Total of 10 
CNAs same as day shift.with Critical Level at 5. 
•Night shift (10:00 PM to 6:00 AM) Total of 6 
CNAs With Critical level at 3 

Review of staffing 'Worksheets" for June and 
July 2019 revealed the following: 

Saturday 6/9/19 Census 114 {residents). Rehab 
12, Dementia 30, Garden view 26, Orchard view 
23, and Canal view 23. 

-Day shift (6:00 AM to 2:00 PM): Total 8 CNAs: 
Dementia. - 2 CNAs. 1 started at 7:4.5 AM. 
Orchard view - 2 CNAs. 1 started at 11 :30 AM. 
-Evening shift; Total 3 LPN's. 1 LPN covered 
dementia, rehab unit and was the building 
supervisor.1 LPN covered 2 units Orchard and 
Canal view. 
-Nfght shift: Total 2 CNAs and 4 LPNs. The LPN 
building supervisor covered Canal view. 

Saturday 6/15/19 Census 110. Rehab 10. 
Dementia 29, Garden view 24, Orchard view 23, 
Canal view 24. 
-Night shift: Total 4 LPNs. 1 LPN covered Canal 
and Garden view. 1 LPN covered Orchard and 
view was the building supervisor. 1 LPN on 
rehab unit also acted as the CNA Total 3 CNAs. 
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f The CNA on Orchard view and the CNA on I Garden view split the assignment on Canal view. 

Saturday 6/2211~ Census 108. Rehab 8, 
Dementia 30, Garden view 24, Orchard vlew 22, 
Canal view 24. 
-Night shift: Total 4 LPNs. The LPN building 
supervisor covered Orchard and Canal view. 1 
LPN worked until 2:00 AM leaving 3 LPNs. Total 
4 CNAs. 1 CNA covered the dementia and 
rehab unit.. 

Sunday 6123/19 Census 108. Rehab 8, 
Dementia 30, Garden view 24, Orchard view 22, 
Canal view 24. 
-Evening shift: Total 4 LPNs. The LPN building 
supervisor covered the dementia and rehab 
units. Rehab unit had 2 CNAs. Garden View. had 
1CNA. 
-Night shift: Total 3 LPNs. The LPN building 
supervisor coll8red Orchard view and acted as 
the CNAon Canal view. Total 4 CNAs. With the · 
LPN covering as an CNA on Canal view, each 
unit had 1 CNA. 

Saturday 6/29/19 Census 110. Rehab 10, 
Dementia 30, Garden view 23. Orchard view 22, 
Canal view 24. 
-Night shift: Total. 4 LPNs. The LPN building 

1

1 supervisor covered Orchard view. 1 LPN 
. covered the dementia and rehab unit. There 

was 1 CNA on each unit. 

Sunday 6/30/19 Census 109. Rehab 10, 
Dementia 29, Garden view 23, Orchard view 22, 
Canal view 24. 
-Evening shift Total 3 LPNs. The LPN building 
supervisor covered Orchard and Canal view. 1 
LPN on rehab. 1 LPN on dementia unit 
-Night' shift: Two LPNs for the building. 
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F 725 Contim.1ed From page 4 F 725 
I Saturday 716/19 Census 104. Rehab 6, 

Dementia 29. Garden view 23, Orchard view 22. 
Canal view 24. 
-Evening shift: Total 4 LPNs. The LPN building 
supervisor covered Canal view and Garden 
view. 
-Night shift: Total 4 LPNs. 1 LPN did not start 
untn 3:30 AM. 

S1,1nday 7/7/19 Census• 104. Rehab 6, 
Dementia 29, Garden view23, Orchard view 22, 
Canal view 24. 
-Evening shift: Total 3 LPNs. The LPN building 
supervisor covered Orchard view and Canal 
view. 
-Night shift: Total 3 LPNs. The LPN building 
supervisor covered Orchard view and Canal 
view. 

Interview on 6/27/19 at 2:30 PM with the Human 

I 
ResourceiS/ Scheduling Coordinator revealed 
there had been "a fot of time and effort" trying to 
hire staff. The nurses are given bonuses for 
signing on and for working extra shifts. The 
facility does use several temporary agencies to 

,. fill the schedule. She stated, "I was a CNA and 
tried to help by filling in at times." 

Interview with the DON on 6/27/19 at 2:35 PM 
revealed wcorporate" h-ad recently increased the 
pay scale for C NAs and nurses., Ads for staff are 
in all the local media and online, butthey have 
few applicants. Shift differentials and salaries 
were recently ln~e8$ed but if.is very difficult to 
get staff especially RN's. A1l outside ag.ency 
currently has a class of CNAs being trained and 
she hoped the students that pass the exam will • 
stay on as staff. A second class will start in 
August They use traveling nursas and CNAs to 

I 
fill the, schedule because of the difficulty finding 
staff to hire. One problem is staff calling In on 
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F725 Continued From page 5 · F 725 
the day scheduled or. not showing up for work at 
all. 

Interview with the DON on 7/9/19 at 3:00 PM 
revealed when there is a. shortage of staff, 
employees from other departments will come in 
and help as needed. "It wasn't for lack of trying 
to hire staff but the fact that they don't. receive 
many applicants." 

Interview wtth the Administrator on 6/27 /19 at 
2:40 PM revealed he is aware of the shortage of 

. staff and bonuses for signing on and fortaking 
extra shifts were offered. He stated it was 
difficult.to find and retain the staff once hired. 

415.13(a)(1 )(i-U) 

I 

I 
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INITIAL COMMENTS 

A COVID~ 19 Focus Survey, ACTS reference 
#NY00256514, was conducted at The Villages 
of Orleans Health and Rehabiiitation Center on 
5/9/20 to determine compliance with 42 CFR · 

• Part 483 requirements for Long Term Care 
Facilities, 

' · During this survey it was determined the facility 
was in Immediate Jeopardy, effective 5/9/20, 
under the requirements of 42 CFR 483.80 
Infection Control, F880. 

The facility failed to protect asymptomatic non-
. COVID-19 residents. Certified Nurse Aides 
(CNA) and Licensed Practical Nurses (LPN)) 
entered and exited the room of a resident 
diagn~ed positive With COVID-19 who w~s on 
Standard and Droplet preeautions passed 
breakfast trays, assisted the resident. with th. Eiir 
meal and provided hands on care without 
wearing PPE. The same staff then entered the 
rooms of residents without COVID-19, passed 
breakfast trays, assisted with the residents' meal 
and provided hands on care without wearing 
PPE and completing proper hand hygiene. Staff 
on CbVID-19 Units, COVID-19 rooms, and 
presumed COVID-19 rooms were not wearing 
proper PPE. PPE was not readily accessible to 
staff. Additionally., residenfs under investigation 
for COVID-19 were not placed on dropiet 
precautions per the facility process, 

The Regional Administrator (covering for the 
facility Administrator) was informed of the 
Immediate Jeopardy and provided the 
Immediate Jeopardy Template on 5/9/20. 

j · On 5/14/20 and 5/18/20 the Facility submitted 
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allegation letters for the Removal of the 
Immediate Jeopardy. 

On 5/18/20, a Second Post,-Survey Revisit was 
conducted, and it was verified that the facility re~ 
educated their staff on the use of PPE and hand 
hygiene. Residents have been cohorted to their 
respective status and new signage coding has 
been posted on the doors. A monitoring system 
has been implemented. There .is Epidemiology 
involement and negative residents are being 
moved to other facilities .. As a result of thrs 
survey, it was determined the Immediate 

· Jeopardy for F880 was abated as of 5/18/20. 

The facility remains out of compliance for the. 
deficiency cited under the following requirement 
for Long Term Care Facilities: 

42 CFR 483.80 Infection Control 
483.10(g)(14)(i}-(iv)(15) Notify of-Changes 
(Injury/Decline/Room, etc.) 

§483.1 O(g)( 14) Notification of Changes. 
(I) A. facility must immediately inform the 
resident; consult With the resident's physician; 
and notify, consistent with his or her authority, 
the resident representative(s} when there is-
(A) An accident involving the resident which 
results in injury and has the potential for 
requiring physician interv.ention; · 
(B) A signl ficant change in the resident's 
physical, mental, or psychosocial status (that is, 
a. d·eterioration in health, mental, or psychosocial 
status in either life-threatening conditions o.r 
clinical complications); 
(C) A need to alter treatment significantly (that 
is, a need to discontinue an existing form of 
treatment due to adverse consequences. or to 
commence a new form of treatment); or 

I (D) A decision to transfer or discharge the 
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F 580 I. The following actions were 06/15/2020 
accomplished for the residents identified in 
the sample: 

Resident#1 
• The resident's representative was 
notified of the resident's change in 
condition that began on 5/8/20, that 
COVI0.19 testing was performed on 5/6/20 
and 5/8/2 0 and the results- of these tests· 
and this is documented In the nursing 
progress note on 5/1 0/20. 
• The physician's orders and test. 
results have b_een placed in the medical 
record for the COVID-19 tests obtained on 
5/6/20 and 518/20. 

11.- The following corrective actions will be 
implemented to identify other residents 
who may be affected by the same practice: 
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resident from the facility as specified in 
§483.15(c)(1)(ii). 
(ii) When making notification under paragraph 
(g)(14)(i) of this section, the facility must ensure 
that all pertinent information specified in 
§483.15(c)(2) Is available and provided upon 
request to the physician. 
(iii) The facility· must also promptly notify the 
resident and the resident representative, if any, 

I when there is-
(A) A change in room or roommate assignment 
as specified in §483-.1 0(e-)(6); or 
(B) A change in resident rights under Federal 01" 
State law or regulations as specified in 
paragraph (e)(10) of this section. 
(iv} The facility must record and periodically 
update the addre.ss (mailing and email) and 
phone number of the resident 
representative(s). 

I §483.1 0(g)(15) 
Admission to a composite distinct part A facility 
that is a composite distinct part (as defined in 
§483.5) must disclose in its aidmission 
agreement its physi~I configuration, including 
the various locations that comprise the 
composite. distinct part, and must specify the 
policies that apply to room changes between fts. 
different locations under §483.15(c}(9). 

This REQUIREMENT is not met as evidenced 
by: : 

Based on interview and record review conducted 
during a COVID-19 Infection Control Fo_cus 
Survey (Complaint #NY00256514) completed on 
5/9/20, the facility did not immediateiy inform the -
resident's representative(s) when there~• a 
significant change in the resident's status.. One 
(Resident #1) of five residents reviewed for 
notification had iuues. Specifically, the primary 
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All residents have the potential to be 
. affected by this practice: 
A. All medical records have been 
reviewed to ensure resident 
representatives were notified. if there was a 
new onset of COVID-19 symptoms. if a 
COVID-19 test was obtained and_ lab 
results for a.ll completed COVID-19 tests. 

Ill. The following system changes will be 
implemented to assure continuing 
compliance with regulations: 

B. The "Resident Change in 
Condition" policy and procedure was 
reviewed without revision. 
o· The Director of Nursing and all 
LPNs/RN& will be re-educated on their 
responsibility to notify the resident's 
designated repreientative timely of 
changes in the resident's condition with 
emphasis on new ons.et of COVID-19 
symptoms (i.e., fever, loss of appetite, 

· l~tt)argy ,_ etc.) and ch~nge in· treatment 
plans {i.e., COVID-19 testing) 
C. The "COVI0-19" policy was 
reviewed without revision. . 
o __ All LPNs/RNs will be re-educated 
on their responsibility to obtain a physician' 
~ order for COVID-19 testing. 
D. . A written post-test will be 
administered after the above training to 
substantiate that learning has. occurred. 
E. All training components have 
been added to initial and annual 
orieniatiQn. 

IV. The facility', compliance will be 
monitored utilizing the following quality 
assurance system: 

{X5) 
COMPLETE 

DATE 

Facility 10: 0716 If continuation ehNI P11ge 3 of 17 



DEPARTMENT OF HEAL TH.AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT' OF DEFICIENCIES 
ANO PLAN OF CORRECTION 

(X1) PROVIDER/$UPPLIER/CLIA 
IDEN'TIFICA TION NUMBER: 

335212 

NAME OF PROVIDER.OR SUPPLIER 

THE'VILLAGES OF ORLEANS HEALTH AND REHAB CENTER 

(A4}1D 
PREFIX 

TAG 

F 580 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 
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responsible party (PRP) was not notified when 
Resident#1 was tested forCOVID-19. · 
Additionally, there was a lack of prompt 
notification when the resident developed 
symptoms of COVID-19 which included a fever, 
lethargy and a decreased appetite. 

The findil"lg is: 

Review of a facility policy and procedure titled 
"Resident Change in Condition" dated 2120/18 
documented the facility has the ongoing 
responsibly to assess the resident sta~s and to 
notify the resident's designated representative of 
·changes in the resident's condition. The change 
in baseline would result in the licensed nurse 
contacting the responsible party, examples of 
such changes include increase in fevers, 

1 changes in vital signs, appearance as compared 
to baseline which would require evaluation by 
the MD. The notification Jn a change. of condition 
should be prompt and notifications should be · 
documented in the resident's medfcal. record .. 

1. Resident #1 had diagnoses which included 
dementia, unspecified cerebrovascular disease, 

. history of malignant heoplasni. The Minimum 
Data Set (MDS, a resident assessment tool) 
dated 5/1120 documented the resident was 
severely cognitively impaired. 

Review of the comprehensiVe care plan (CCP) 
dated 4/l/20 revealed Resident #1 had impaired 
cognitive function and to communicate with 
family regarding residenfs needs. 

During an interview on 5/9/20 at 8:49 AM, . 
Liscended Practical Nurse (LPN) #1 stated that 
he was responsible for the front COVID-19 unit 
(Autumn View South) and the back unit (Autumn 
View North)which was suppo~d to be a non 
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A. The Director of Nursing/Oesignee 
will review all Nursing Progress Notes for 
three (3} months to ensure timely 
notification of resident representatives 
when there is a new onset of COVID-19 
symptoms or a change to the treatment 
plan to requires COVID-19 testing. 
B. . Nun;e Managers/Designee will 
audit all COVID-19 lab reports to i,nsure . 
there is a physician order and the results 
are available in the medical record. 

. C. Audit results will be reported to 
the QA&A Committee monthly for three 
months. Frequency of on-going audits'will 
be determined by the Committee based on 
audit results. 

Responsibility: Director of Nursing 
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C OVl D-1. 9 unit. LPN# 1 further stated four 
residents on the non COVID-19 unit (Autumn 
View North) were now symptomatic and 
identified Resident #1 as one of them and the 
resident's symptoms started yesterday. 

Review of an interdisciplinary (IDT} Progress 
Note dated 516/20 at 3:1 O PM completed by the 
Assistant Director of Nursing {ADON} revealed 
Resident #1 wa.s "tes.ted for.COVID-19 d/t (due 
to) positive cases on the: unit." Additionally, the 
resident was afebrile (without fever) and had no 
signa or symptoms of resp1i'atQrY illness. 
Continued review of the progress notes revealed 
the resident was administered Tylenol on .5/8/20 
at 3:12 AM, 7:28 AM, 6:01 PM and 8:29 PM for 
a fever greater than 100° (degree) F 
(Fahrenheit} (normal 98.8). On S/8/20 at 9:01 
PM,: LPN #4 documented Resident #1 had a 
fever of 101.8" F, was more lethargic than usual 
and refused supper. There were. no further 
entries for this resident. 

Review of the Medication Administration Record 
(MAR) dated 5/1/20 tf:lrough 5/31/20 reve~led 
Resi<;lent #1 's temperatures were monitored and 

. were as follows: 5f7/20 night shift-100 • F, 
5/8/20 evening shift- 101 .8" F, night shift, 101.8° 
F, 5/9120 day shift-101.2 ° F. 

Review of Reside.nt #1 entire electroni(; medical 
record (eMAR) and paper chart including but not 
limited to physician orders 5/1/20 to 5/9/20, IDT 
Progress Notes 4130/20 to 5/9/20, laboratory 
data 5/112Oto 5/9120, scanned documents, 
miscellaneous, physician notes revealed there 
.were no physician orders for COVID-19 testing, 
laboratory results reports related to COVID-19, 
and no documented evidence the fjimlly was. 
notified of the COVID-19 testing or had ia 
change in condition (fever, lethargy with a poor 
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appetite). 

During an interview on 5/9/20 at 2:30 PM, LPN 
#1 reviewed Resident #1 's electronic medical 
record and paper chart including but not limited 
to physician orders, interdisciplinary progress 
notes, laboratory data, 24- hour nursing reports, 
and stated there were no physician orders to 
test R.esident.#1 for COVI0-19, and the 
taQoratory results for COVID-19 were not 
available. Resident #1 was tested prior for 
COVID-19 again today because of her change in 
condition. The responsible party was not notified 
and should have been regarding the COVID-19 
tests and that the resident was- symptomatic. A 
nurse~s note should have been written. 

During a telephone interview on 5/9/20 at 12:40 
PM, Resident#1's PRP stated they get a 
generic letter from the facility regarding an 
updated number ofCOVIO-19 positive cases 
and COVIO-19 rerated deaths, but there are no 
specifics provided. The PRP stated they were 
not notified and not aware if their mother had 
been tested for COVIO-19 or that she has had 
any ·changes in condition. 

During an interview 5/9/20 at 3:00 PM, the . 
Director of Nurseing (DON) state cl the facility 
only notifies responsible parties if a resident's 
COVID-19 test c;omes back positive because of 
the lack of staff, Resident# 1 was tested for 
COVID-19 on 5/8/20 and the res1,1lts came back 
negative on 517, therefore the family waa not 
notified. If a resident however had a ehange in 
condition like a fever the responsible party 
should be notified immediately or at least in the · 
morning. Resident #1 developed symptorr1s iast 
evening, was swabbed again today, and was not 

I 
aware the family had not been notified and they 
should have been. · 
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. 415.3(e}(2}(ii)(b}(c) 
483.80(a}(1 )(2)(4)(e)(f) Infection Prevention & 
Control 

§483.80 Infection Control 
The facility must establish and maintain an 
infection prevention ~nd control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and infections. 

§483.S0(a) Infection prevention and control 
program. 
The facility must establish an infection 
prevention and control program (!PCP) that must 
include, at a minimum, the following elements: 

§483.80(a}(1) A system for preventing, 
identifying, reporting, investigatin9, ~nd 
controlling infec;tions and communicable 
diseases for arr residents, staff, volunteers, 
visitors, and other individual$ providing services 
under a contracrual arrangement based upon 
the facility assessment conducted according to 
§483.70(e) and following accepted national 
standards; 

§483.80(a}(,2) Written standards,. policies, and 
procedures for the program, which must include, 
but are not limited to: 
(i) A system of s-urveillance designed to identify 
possible communicable diseases or 
infections before they can spread to other 
pel'8ons In the facility; 
(Ii} When and to whom possible incidents of 
communicable disease or infections should be 
reported; 

! (iii) Standard and transmission-based 
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F 880 I. The following actions were 06/15/2020 
accomplished for the residents identified in 
the sample: 

A. All resident units will be cleaned 
with an EPA approved environmental 
cleaning chemical fogger. 
B. Resident room assignments have 
been reviewed and changes appropriately 
made to cohort COVID•19 positive 
residents and those who are symptomatic 
to·the designated locations Within the 
facility. 
C. Ambulatory residents who are 
currently COVID~19 positive. or suspect 
COVI0-19, will be instructed to remain in 
their rooms with the doors closed.. They 
have also been provided facemasks and 
instructed to wear them if it becomes 
necessary to exit their rooms. 
D. Contract/Dropfet precautions havl9 
been implemehted and slgnage is in place 
for those residents who are under 
investigation (symptomatic) for covI0~19. 
E. All clean linen carts have been 
covered. 
F. Atr staff identified have been 
provided appropriate PPE and received 
education on proper use and required hand 
hygiene prior to entering or exiting a 
resident's room or having resident contact. 
G. CNA #3 is out on sick leave due 
to COVID.-19 and: will be re-educated on 
placement of his t'acemask to cover his 

• nose and mouth upon return. 
H. Unit PPE bins and storage areas 
have been stocked with PPE including 
gowns, masks, gloves & goggles/face 
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F 880 Continued From page 7 · F 880 
precautions to be followed to pre.vent spread of 

1 infections; 
(iv)VVhen and how isolation should ~ used for a 
resident; including but not limited to: 
(A} The type and duration of the isolation, 
depending upon the infectious agent or 

I organism involved., and 
(B) A requirement that the isolation sho4ld be 
the least restrictive possible for the resident 
under the circumstances. 
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
disease or infected skin lesions from direct 
contact with residents or their food ; if direct 
contact will transmit the disease; and 
(vi)Ttie hand hygiene procedures to be followed 
by staff involved in direct resident contact. · 

§483.80(a)(4) A system for recording incidents 
identified under the facility's !PCP and the 

· corrective actions taken by the facility. 

§483.S0(e) Linens. 
_Pe~onnel must handle, store,· process, and 
transport linens so as to prevent the spread of 
infection. 

§483.B0(f) Annual review. 
The facility will conduct an annual review of its 
IPCP and update their program, as necessary. 

This REQUIREMENT is not met as evidenced 
by: 

Based on observation, interview. and record_ 
review conducted during the COVID~1 9 Infection 
Control Focus Survey (Complaint 
#NY00256514) completed on 5/9~0, It was 
determined that the facility did not estabUsh and 
maintain an Infection Control Program to ensure 
the health and safety of residents to help 

FORM CMS-2567(02·99) Previ<>ua VersiOns Obsolete event 10: S72F 11 

shields.· 
I. All supervisors have been given 
access to and educated on PPE storage 
area location and process to be used if 
additional supplies are needed; 

II. The following corrective actions will be 
implemented to identify other residents 
who may be affected by the same practice: . 

All residents have the potential to be 
affected by this practi.ce: 
A. All resident units will be cleaned 
with an EPA approve<! environmental 
cleaning Chemical fogger. 
B. Resident room assignments have 
been reviewed and changes appropriately 
made to cohort COVlD-19 positive 
residents and those who are symptomatic 
_to the designated locations within the 
facility. 
C. Ambulatory re$idents who are 
currently COVID-19 positive, or suspect 
COVIO-19, have been instructed to remain 
in their rooms with the doors closed. They 
have also been provlde<:1 facemasks and 

· instructed to wear them if it becomes 
necessary to exit their rooms. 
o. Contact/Droplet precautions have 
been implemented and slgnage Is in place 
for those residents who are under 
investigation (symptomatic) for COVIO-19. 
E. All clean linen carts have been 
covered. 
F. All staff have been provided 
appropriate PPE and reteived education 
on proper use (including proper placement 
of face masks covering the nose and 
mouth) and required hand hygiene prior to 
exiting a resident's room or having resident 
contact. 
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prevent the transmissi9n ofCOVID-19. 
Specffically, facitlty staff (Certified Nurse Aides 
(CNA) and Li~nsed Practical Nurses (LPN)) 
entered and exited the room of a resident 
diagnosed with COVID-19 who was on Standard 
and Droplet pre<:autions passed breakfast trays, 
assisted the resident with their meal and 
provided hands on care without wearing PPE · · 
(personal protective equipment). The same staff 
then entered the rooms of residents without 
COVID-19, passed breakfast trays, assisted With 
the residents' meal and provi.ded hands on care 
without wearing PPE _and completing p,oper 
hand hygiene. Staff on COVJD-19 Units·, COVID· 
19 rooms, and·cOVID-19 presumed rooms were 
not wearing proper PPE.-PPE was not readily 

I accessible to staff. Additionally, resident's under 
investigation for COVID-19 were not placed on 
droplet precautions per the facility process. This 
was a pattem of no actual harm that is 
immediate jeopardy to resident health and 
safety. 

The findings are: 

Review of the fac;ilities policy and and procedur~ 
- t_ titled "COVID-19" dated 3/12/20 documented the 

facility would: 

-Take- every precaution to identify signs and 
symptoms of COVID-19 disease ~nd implement 
infection control strategfes to avoid possible 
spread of the disease. 
-Ensure employees clean their hands according 
to CDC 9uidelines including befofe o1nd after 
contact with resident!J, after contact.with 
contaminated surfaces and after removing PPE. 
-Identify dedi($ted employees to care for 
COVlD-19 residents and provide infection 
control training. 
-Provide the right supplies to ensure easy and 

FORM CMS.2567(02•99) Previous Versions Obsotew Event 10: S72f11 

G. Unit ?PE bins and storage areas 
have been stocked With PPE including 
gowns, masks, gloves & goggles/face 
shields. 
H. All supervi$ors have been given 
access to ~nd educated on PPE storage 

· area location and process to be used if 
additional supptles are n~ed. 

111. The following system changes will be 
Implemented to assure eontim.1ing 
compliance With regulations: 

As per the Directed Plan of Correction, the 
Consultant has developed and 
implemented an In-service Program to 
address the below: · 

A. The facility has- purchased an 
EPA approved environmental cleaning 
chemical fog:ger (Vital Oxide Disinfectant 
Cleaner) and all resident units Will be 
treated. 
B. The facilities "Donning/Doffing 
PPE", •contact/Droplet Precautions• and 
"Hand Hyg)ene" policies have been 
revi_ewed without revision. All staff will be 
re-educated on these policies with 
emphasis on'. 
o Proper positioning of face ma:ska 
to completely cover mouth and nose. 
o Proper donning/doffing of PPE 
{9llowed by hand hygiene prior to exiting 
an isolation room or resident contact. 
c. The facilities ·covI0-19~ policy 
has been reviewed and revised to Include: 
o Immediate ContactlOroplet . 
lsQlaticin of residents with new onset. of 
COVID-1 ~ symptoms, including closed 
doors & signage, and relocation to the 
facility designated area for residents under 
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F880 Continued From page 9 F 880 
correct use of PPE, po st signs on the door or 
wall outside the resident rooms to clearly 
describe what typ.e of precautions are needed 
and requfred PPE. 
-Make PPE including facemask, eye protection, 
gowns and gloves available immediately 90tside 
of the resident's room. 
-In the event ''we suspect a resident is fnf'1cted 
with COVID-19, staffwi!I utilize N95 mask and 
eye protection and keep the resident·isolated. 

a.) During an observation on 5/9/20 at 8:07 AM 
on the Garden View Unit (Rooms #1 to #15) 
nine of ei_ghteen Residents' had plus (+) signs 
posted at the door. A stocked linf!ln cart was 
uncovered, and most of the doors to the resident 
rooms were open. 

During an interview on 5/9/20 at 8:10 AM, LPN 
#2 stated the plus (+) sign posted at the doors 
indicated the resident was on precautions due to 
testing positive for COVI0-19. 

Du.ring an observation on 519/20 at8:12 am on 
the Orchard View (Rooms #16 to #28 ) Unit 
designated as a COVI0-19 Unit revealed CNA 
#5 was not wearing a face shield or goggles 
while go.ing in and out of resident's rooms 
diagnosed with C0VID·19 delivering meal trays 

' and providing sat up assist to the residents. 

During observations on 5/9/20 at 8:14 AM LPN 
#2 delivered a breakfast tray to an actively 
coughing resident diagnosed with COVIO-19 
provided meal set up while wearing a uniform 
and a face mask that covered' the nose and 
mouth. LPN #2 was not wearing gloves and did 
not complete hand hygiene. LPN #2 then · 
entered a non COVID-19 room while wearing 

I
I the same uniform and face mask to provide 

hands on as~istance to the resident. LPN #2 

FORM CMS-25$7(02-99) PntVloul Veniona Obsolete Event ID: S72F11 

suspicion. 
o Limited _access to common areas 
for an residents that are COVID-19 positive 
or suspect to be positive and use of face 
mask during transport or when ro<,m 
Isolation is not feasible. 
o Ensuring there is frequent 
monitoring throughout each shift to ensure. 
availability of PPE. 
o All staff will be re-educated on 

. these policy updates. 
D. The· facilities •standard 
Precautions/linen Handling" policy has 
been reviewed without revision. All 
RNs/LPNs/CNAs will be r&-educated on 
this policy with emph;isis on covering linen 
whife pa~ed in care areas. 
E. The "Agency Nursing Service 
Orientationw policy has been reviewed and 
revised to include a review of the facility's 
Infection Prevention & Control program 
and the training program developed per 
this directed plan of correction when 
reporting for their fir:st shift. The DON and 
Staffing Coordinator have been educated 
ori this policy update. 
F. A written post-test will be 
administered after tne above training to 
substantiate that learning has occurred. 
G. All training components have 
been added to initial and annual 
orientation. 

IV. The facility's compliance will be 
monitored utilizing the following quality 
assurance system: 

As per ttle Directed. Plan of Correction, a 
QA&A Committee meeting wa$ held on 
5/27/20 to examine this deficiency. 
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F 880 Continued From page 10 F 880 
assisted the COVID-19 negative resident out of 
bed, stood behind the resident teaching around 
the residents' torso and hand over hand 
ambulated the resident to the bathroom with a 
wheeled walker. 

During observations on 5/9/20 at B:15 AM CNA 
#3 delivered a b~akfast ttay to a resident 
diagnosed With COViD-19 providing meal set up 
while wearing a uniform, a face mask that 
covered the nose and mouth, and gloves. CNA 
#3 exited the room did not remove their gloves 
or perform hand hygiene and searched a 
condiment caddy and drawers for sugar. While 
wearlng the same gloves, CNA #3 then 
delivered a breakfast tray to a COVID-19 

I. negative resident's room, assisted the resident 
to a seated position, and provided meal set up. 
While wearing the same gloves and with.out 
performing hand hy91ene, CNA #3 exited the 
COVID negative room removed linens from an 
uncovered linen cart He assisted another 
COVIO-19 negative resident with feeding, 
touching their utensil1> while sitting within six feet 
of resident and with his face mask below the 
chin. 

· During interviews on 5/9/20 at 8:25 AM and 8:54 
AM. CNA #3 stated there was no PPE avaifable, 

. gloves should be changed between residents 
and hand hygiene should be performed prior to 
exiting a resident room and face masks should 
cover the mouth and nose. 

During an interview on 5/9120 at 6:28 AM, LPN 
#2 stated PPE including a N95 (a particulate 
filtering face mask), gown, gloves, arid face 
shield should be donned (put on) when entering 
a COVID-19 positive room, doffed (removed) 
when exiting the COViD-19 positive room, and 
proper hand hygiene completed. "If we have the 
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A The Oirector of Nursing/Designee 
and off~shift Supervisors will oonduct fen 
{ 10) random audits weekly for four (4} 
weeks and then monthly for two (2} months . 
to ensure: 
o Proper positioning of f~ce masks 
covering the nose and mouth 
o Proper donning/doffing of PPE 
upon entering and exiting isolation rooms 
o Proper hand hygiene is performed 
prior to exiting resident rooms or having 
resident contact 
o Residents who are pc;,sitive 

. COVID-i B or suspect to b~ positive have 
face masks on if they are outside oftheir 
room, proper signage indicating isolation 
on their dooiway and the door closed 
o Sufficient PPE is available in 
designated locations 
B. The Director of Nursing/Oesignee 
Wilf review all Nursfng Pro.gress Notes for 
three (3) months to ensure any new onset 

I 
of COVID-19 symptoms have been . 
promptly to the physician. the resident 
placed on Contact/Droplet Precautions and 
relocated to the designated area for 
suspect COVID-19 ca~s in the facility. 
C. The Director of Nursing/Oesignee 
will review all Agency Orientation Records 
weekly for three (3) months to ensure a 
review of the Infection Prevention & 
Controt program and the training program 
for this directed plan ofcorrectfon has been 
complete for all new agency staff when 
reporting for their·first shift. 
D. Th~ consultant will participate in 
QA&A Committee Meetings for three (3) 
months; · · · · 
E. Audit results will be reported-to 
the QA&A Committee monthly for three 
months. Freqµency of on-going audits will 
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F 880 Continued From. page 11 F 880 
PPE, then I wear it but mo-st of the time th.ere is 
no-PPE available on the: unit: I checked the 
precaution bins on all three units and the bins 
are empty. We can't do our jobs the right way if 
we don't have the supplies." · 

During observations of the precaution bins 
(organizer) at the entrance of Orchard View, 
Canal View, and Garden View units on 5/9/20 at 
8:39 AM revealed there was no available PPE in 
the precaution bins. 

During an interview-on 5/9/20 at 8:39 AM. the 
building supervisor RN (Registered Nurse) #1 
state_d the PPE was stored in a room that only 
the Dire¢or of Nursing {DON) and Assistant 
Director of Nursing (ADON) have the keys to. 

· Additionally, RN #1 sta~ there wasn't enough 
PPE readily accessible "to get us through the 
shift" and she was unable to find the extra 
supplies in the ADON's office. 

b.) During observations on Autumn view (South) 
.designated as a COVID~19 Unit on 5/9/20 at 
8:36 AM, revealed there were three residents in 
the common areas ambuiating, sitting ;n the hall . 
and sitting ih the srnall lounge area, others were 
in their rooms. CNA #1 was observed circulating 
amongst the unit. redirecting and assisting the 
residents with hands ori care that were in the 
common area and in their resident rooms. CNA 
#1 was dressed 1n navy blue scrub pants and a 
bright pink sweatshirt. CNA #1 was wearing an 
N95 mask, she did not have on a gown or a face 
shield. 

During an interview on 519120 at 8:45 AM, ONA 
#1 stated Autumn view (South) was a 
designated COVID-19 Unit. She was 
responsible for 10 residents (9 of Which had a 
diagnosis of COVID-19). CNA #1 stated she 
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be determined by the Committee based on 
audit results. 

Responsibility: Director of Nursing 
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F 880 . Continued From page 12 F 880 
gets confused as to when ·she should wear a 
gown and face shield. She thought she should 
always wear a gown and a face shield when on 
tt,e COVJD-19 unit but "gets over heated when 
she wears them." CNA #1 's face shield was 
l!itting on the nurses' desk. 

During an inteiview on 5/9/20 at 8:49 AM, LPN 
#1 stated he was responsible for the front 
COVID-19 Unit (Autumn View South) and the 
back unit (Autumn View North) a non COVID-19 
unit). LPN #1 stated there was one resident on 
the COVIO-19 designated unit (South) that did 
not have COVID-19 but the resident did not 
come out of their room and was pretty much 
independent. LPN #1 further stated that four 
residents on the non COVID-19 unit (North) 
were- "now symptomatic with fevers and 
lethargy". When asked how he moves from unit 
to unit withou.t cr~s contaminating he stated he 
does not do hands on care with the residents as 
he directs the CNA's to provide the "hands on 
care", but he was responsibl.e to pass the 
medications and comptete treatments. LPN #1 
stated CNA #1 should be wearing a gown and 
face shield along with her N95 while working on 
the COVID-19 unit. VVhen asked why the two of 
them were not wearing gowns on the COVID-19 
unit, LPN #1 stated "often there weren't any". 

During an observation on 519/20 at 10:30 AM in 
ttle presence of the Director of Nursing (DON) 
the PPE storage room had: 1,000 surgical 
masks, 88,500 gloves, 600 powder free gloves, 
480 N95 face masks, 1,950 gowns, 308 face 
shields, 19 pairs ofgoggles, 1,900 ,urgical 
masks, and 1-00 pairs of booties. Additional 
supplies included 24 containers of bleach wipes, 
18 containers of sanitizing Wipes plus 5 
packages (BO count), 22 gallons of hand 
sanitizer, 20- 8 oz refillable bottles of hand 
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F 880 Continued From page 13 F 880 
sanitizer, 50- 3 oz refillable bottles hand 
sanitizer. The DON stated that only she and the 
Assistant Director of Nursing (ADON) had keys 
to this storage room. The extra PPE for staff 
when the DON and the ADON were not in the 
building was ·kept in the ADON's office. 

1 During an observation on 5/9/20 at 10:36 AM, 
the ADON's office had an 18 inch x 12 inch x 9 
inch deep cardboard box with two N95 masks, 
three to four gowns, a box of gloves and four fo 
five surgical masks-; 

c.} Resident #1 had diagnoses which included 
dementia, unspecified cerebrovascular disease, 
history of mattgnant neoplasm. The Minimum 
Data Set (MOS, a resident assessment tool) 
dated 5/1/20 documented Resident #1 was 
severely cognitively impaired. 

Review of the comprehensive care plan (CCP) 
dated 4f1 /20 revealed Resident #1 was a risk for 
COVID-19, the goal documented the resident 
would remain asymptomatic. Interventions 
included to monitor the resident's status. 

During an interview at 8:49 AM, LPN #1 stated 
there were four residents on the non COVID-19 
unit (North) with fevers and lethargy. 

During an observation on 5/9/20 at 8:50 AM 

I 
(Autumn View North) revealed residents were 
ambulating and co-mingling in the din1ng areas 
and hallways. Residents were not wearing face 
masks and there were no signs posted at any of 
the resident rooms to alert staff that residents 
were on precautions. Continued observations of 
the unit revealed a physical therc!PY assistant 
(PTA)was assisting Resident #1 (who was 
identified by LPN #1 as having symptoms of 
COVID~19) with morning care. The PTA was 
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obgerved wearing goggles, a N95 mask, a 
resident gown over her clothing and ha.ving bare 

· arms. After providing directed personal care, 
removing the gown and completing self hand 
and arm hygiene, the PT A walked Resident #1 
out of their room and sat them down in a chair in 
the hallway without' a mask. 

During interviews on 5/9/20 at 8:54 AM. CNA #2· 
and CNA #4 stated they have never worked 
Autumn View North before today. The nurse 
gave them report as to who was to get up out of 
bee( The CNA'ii wer• not aware of any residents 
that had COVID-19 on the vnit or if there were 
any residents showing symptoms. Additionally, 
there were no signs posted at the doors alerting 
them to anyone on precautions and there was 
no available PPE on the unit. 

During an interview on 5/9/20 at 9-:10 AM, PT A 
#1 stated that she was wearing a resident gown 
over her clothing as a precautionary measure, 
because she knew yesterday Resident #1 h_ad a 
fever and that she scrubbed her arms down after 
providing morning care. 

During an interview on 5/f;J/20 at 10:49 AM, the 
Director of Nursing (DON). stated st~ff should 
"absolutely" be wearing a gown, gloves, N 95 
mask and a face shield on the COVI0-19 
designated units and in suspected COVID-19 
rooms. There should be slgnage posted at the 
doors alerting staff for any resident on 
precautions for COVID-19 or showing 
symptoms, and there- should be available PPE 
on the units. Additionally, the PPEshould be 
doffed when exiting the room of a resident 
diagnosed with COVlD -19 and hand hyg!ene 
completed prior to entering a non COVl()..19 

I room. There ls a "risk of transmission If this does 
not happen." The facility does practice extended 
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F 880 Continued From page 15 F 880 
use for gowns, face shields a.nd N95 mask on 
the COVID-19 designated units. 
During an interview on 5/9120 at 2:27 PM CNA 
#2 stated she had not received an.y training at 
the facility regarding their infection control 
policies/procedures or COVID -19. 

During an interview 5/9120 at 3:00 PM, the DON 
stated, Resident#1 developed symptoms 
yesterday and was swabbed again today. 
Residents that are symptomatic on Autumn View 
North should have signs oh their doors alerting 
staff the need to wear the appropriate PPE. That 
should have been done last evening when the 
residents became symptomatic and was not 
aware that had not happened. PPE should have 
been made available. Additionally, the DON 
stated that she did not educate agency staff and 
was not sure if anyone educated them on the 
facilities infection control. policies, 
Standard/droplet precautions and COVID-19. A 

· lot of agency staff have been retocated here. 

During an interview on 519/20 at 3:20 PM, the 
Regional Administrator stated he expected the 
Agency staff and facility staff to have been 
educated on the facilities infection- control 

I 
policies, standard/droplet precautions and 
COVIQ..19. Agency staff and' facility staff should 
don the appropriate PPE prior to going into a 
COVIQ..19 positive room and/or a designated 
COVID-f9 unit per those policies. Staff should 
doff the PPE when exiting the room of a resident 
diagnosed with COVID -19 and preform hand 
hygiene prior to entering a non COVID-19 room. 

During a telephone interview on on 5/9/20 at 
3:50 PM, the facillties Medical Director was 
aware of the multiple people at the facility 
diagnoses with COVIO-19 and has been working 
with the facility. H~ expected the facility staff 
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Agency staff to wear the appropriate PPE, and 
follow the facilities policies regarding COVIO-19 
and infection control practices. H:e was not 
aware the Agency staff was not educated, and 
they should have been. If employees are not 
following the proper measures for infection 
control, there is a risk for transmission and 
spread, 

415.19 {b){1) 

FORM CMS.2587(02·99) PNIViauS VetSI011$ Obsolete Event ID: S72F11 Fecllity lO: 0716 
If C011tlnuallon sheet Page t7 of 17 



EXHIBIT 33 



STATEOFNEWYORK : DEPARTMENTOFHEALTH 

IN THE MATTER 

OF 

HOWARD A. ZUCKER, M.D,, J.D,, as Commissioner of Health of 
the State of New York, to determine the action to be taken 
with respect to: 

COMPREHENSIVE AT ORLEANS, LLC 

Respondent, 

as operator of 

THE VILLAGES OF ORLEANS HEAL TH 
AND REHABILITATION CENTER 
14012 ROUTE 31 
ALBION, NY 14411 

arising out of alleged violations of Article 28 of the Public Health 
Law of the State of New York, Title 10 of the Official Compilation 
of Codes, Rules and Regulations of the State of New York, and 
Governor's Executive Order 202.11 

STIPULATION 

AND 

ORDER 

NH-20-018 

WHEREAS, the New York State Department of Health ("the Department") has made 

findings based upon an inspection of The Villages of Orleans Health and Rehabilitation Center, 

("the Facility"); and 

WHEREAS, the Department completed its survey of the Facility on May 9, 2020; and 

. WHEREAS, the Department's survey findings included an alleged violation of Article 28 of 

the Public Health Law (PHL) and Part 415 of Title 10 of the Official Compilation of Codes, Rules 

and Regulations of the State of New York (10 NYCRR Part415) and Governor's Executive Order 

202.11,and 

WHEREAS, prior to commencement of administrative enforcement action based upon the 

alleged violation by service of a Notice of Hearing and Statement ofCharges, the Department 

and the Respondent engaged in settlement discussions; and 

1 



WHEREAS, the parties wish to resolve this matter by means of a settlement instead of an 

adversarial administrative hearing 

NOW, THEREFORE, IT IS STIPULATED AND AGREED AS FOLLOWS: 

1. This matter is settled and discontinued with prejudice. The Department shall not 

pursue administrative enforcement action against the Respondent pursuant to PHL Article 28, 10 

NYCRR Part 415, and Governor's Executive Order 202.11 in connection w\th the findings set forth 

in the Statement of Deficiencies dated May 9, 2020, and the Addendum to this Stipulation and 

Order. 

2. The Respondent admits, to resolve this administrat.ive matter, to the existence of 

substantial evidence of violations of Public Health Law Section 2803(4), 10 NYC RR 

§§ 415.3(f)(2)(ii)(b) and 415.3(f)(2)(il)(c), 415.19(a)(1), 415.19(a}(2), 415.19(b)(1) and Governor's 

' 
Executive Order 202.11, based upon the findings set forth in the Statement of Deficiencies dated 

May 9, 2020, and the Addendum to this Stipulation and Order. The foregoing admission is wtthout 

prejudice to the Respondent's rights, defenses, and claims in any other matter, proceeding, 

action, hearing, or litigation not involving the Department or any of its boards or councils 

authorized by the Public Health Law, including but not limited to those involving medical 

malpractice, personal Injury, and/or negligence that may be made in a civil action for monetary 

damages, 

3. Pursuant to PHL §§ 12(1}(a} and 206, the Respondent shall pay a civil penalty of 

Twenty Thousand ($20,000) within thirty (30) days of the effective date of this Stipulation and 

Order. Payment of this civil penalty shall be sent by certified mail and shall be made payable to 

the New York State Department of Health and forwarded to the New York State Department of 

Health, Bureau of Accounts Management, Room 2748, Corning Tower, Empire State Plaza, 

Albany, New York 12237-0016. Any civil penalty not paid by the date prescribed herein shall be 

subject to all provisions of law relating to debt collection by the State of New York. This includes, 

but is not limited to, the imposition of interest, late payment charges and collection fees, referral 

2 



to the New York State Department of Taxation and Finance for collection, and non-renewal of 

permits or licenses [Tax Law§ 171(27); State Finance Law§ 18; CPLR § 5001; Executive Law§ 

32]. 

4. Nothing herein contained shall be construed to preclude the Department from 

pursuing any and all sanctions or remedies authorized by the Public Health Law against any 

individual employed by or practicing in association with the Facility for any violations based upon 

the findings set forth In the Statement of Deficiencies dated May 9, 2020. Such sanctions and 

remedies may include, but are not limited to, administrative proceedings brought pursuant to PHL 

§ 2803-d (relating to patient abuse, mistreatment, or neglect), PHL § 230 (relating to professional 

medical conduct), and PHL Article 28-D (relating to the practice of nursing home administration). 

A copy of this Stipulation and Order shall be sent to the Bureau of Nursing Home Administrator 

Licensure for whatever action, if any, it may deem appropriate. Nor shall this Stipulation and 

Order be construed to preclude the Department, the Public Health and Health Planning Council, 

or any other boards or councils authorized by the Public Health Law from considering the 

Department's findings referenced herein in any matter before it. 

5. It is further stipulated and agreed by the Respondent and the Department that 

there exist valid and sufficient grounds, as a matter of fact and law, for the issuance of this 

Stipulation and Order under the Public Health Law and the Respondent consents to its issuance, 

accepts its terms and conditions and waives any right to challenge this Stipulation and Order in a 

· · proceeding pursuanna Article 78 of the Civil Practice Law and Rules or in· any· other action or · 

proceeding. 
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6, This Stipulation and Order shall be effective upon service on the Respondent or 

the Respondent's attorney or representative of a fully executed copy by personal service or by 

certified or registered mail. 

DATED: ;111,i,,,,, New York 
,, , 20Z<) 

BY: 

Print Name: 

AGREED AND SO ORDERED: 

DATE~.~l~any, ~ew Yor'?,Afl \~1t ,20..!'...:.v 

Inquiries to: Alvaro A. J. Salinero 

Comprehensive at Orleans, LLC. 

·<:;=~~~-·--·· 

NEW YORK STATE: DEPARTMENT OF HEALTH 

~ll~"'~-
HowARDA. ZUCKER~.D., J.D. 
Commissioner of Health 

Bureau of Administrative Hearings 
Phone: (518) 473-1705 

. Email: alvaro:salinero@health.ny.gov 

Mail Stipulation and Order to: 

Alvaro A. J. Sa\inero, Esq. 
New York State Department of Health 
Corning Tower Building, Room 2495 
Empire State Plaza 
Albany, New York 12237-0029 

Mail Payment to: 

New York State Department of Health 
Bureau of Accounts Management 
Corning Tower, Room 2748 
Empire State Plaza 
Albany, New York 12237-0016 
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.. ¢NA #2 wo.tked 1e h9urs Jhlfts ori 1219,20, 

I 
I 
I 

I 
• 

Fa~ 10: 0716 

l 
I 
I 
I 
I 

l 

l 
I 



DEPARTMENT OF HEALTH ANO HU~ SERVIC1:S 
carr~s FOR.MEDICARE &·MEOICAIDSERVlCES 

.iXtJPRO\'lCERISIJPPUl;RICLi,\ 
. IDENT'.FtCAT!Qfi ~: 

(l(2) ~L1"1PLE::ONSTRL~t:,N 
A,84,llll.O(NG 

336212 
S, 'MNG __ . ________ _ 

. MMt: OF P~mf'fH'lR' SUPPLIER 

THE.VIUA.Ge$ OF QRLEAt.is HEALTH AND REHAB CEJtCTER 

.SfflErj' A.."1'.>Pi:s.S. -~, STAra. ZIP CQCl 

14012 RO!JTE 31 

I 
i 
I 
I 

! 

CormnuEld From pagP. 4 
12/'iQ/20, 12111120, aJ\d 1 2/141:iO~ 

, . I 

j F~~n : 

I I 
Review9f"Emptayee.Log Pandem.i~ .· _·· .·. , i I 
Surveillance!' sh• dated 11/17/io through . . l , 
11128120. re~led µ>N #2 and CNA ~1 were r:otj 
~.-.. M,d eve_ry ... 1_ 2_·hot) .. -~ whjle o_ r, duty.·. ·---~--- !_ ~e ,

1 respecwe .dates they worked a ~ S..,-0t,1r shift. , . 

Review or--emp1oyee Log_ Pandt!mic. I 
Surveillance"· s~-dated t'117 a,o through . l 
t2/t00 revealed LPN #2., CNA #·! ~d CNA #Z , 
were riot scref!ned every 12 f:loiJrs while o" duty I 
on the respectiVe dates they worf<t;d. a 1e;..ho1Jr · 1· 

shift The sc:rae.ning toof reveak:ld no lr:structions, 
that employees are to. be 1'9-Screened every 12 , 
hnurs whlle onduty. · ·· ; 

.
D.unn~f an inteM_ew on 12/1.·5/2·0· at9:35AM.~ .

1 
I. 

CNA#1 stated $he geu. screened for COVID · 1 S 
signa/$Yffiptom& a.nd .gets her te~ taken I 
when sM first ente~ thefaclHfy at me start.of 
her shifts; s~, istated tf yow go out cf the I 
building for lunch or leave for whatever reason I 
you have to be ~~ when you enter, but l 
i you do nQt leave the bt;iildfng you do not nave I 
to b" re-screenect · ! 

Ounng ah lntEWView on 12115120 at 2~17 PM, 
CNA #2. stated she ~ woridng a 16 hour snttt 
today-all(i $he often woi:ks dQUbte shifbs (1.6 
~Qurs)from2'.99 PM to6:0Q AM_tr.~ fullqyfing .. 

• rtil)fflll'JSJ .. She statec;I sht! is -~~ upqr, entry 
to tne taclllty and doe6 not n~ fa be ~ 
s~mtd a second tlm& µttless she isJealling 
the t11,1itdlng.and ~Ing back. · · 

C>uring arf ~rv'8wcin1211512.0atl.25 PM, 
LPN#2 ~ed that she works.JG ho~t· shnts • 

t~~;:{o*~-a~=:~:atodgy j 
,creeo~ at the beginning of her shlftilnq _00e$ I 
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Ccimtinued From Page s 
not f)eed tQ·be~ at ar,y pomt 
throll9hout her t~ hours, · · 

. I I F88C 

I -
Outfhg an intaMt'MI on 12/1'5/20 ~- ·1 O· 38 AM, 
Door S<:ree.,.#1-~-ihtaf! go otAt for food 
amt come beck _int() the facility tri,y ~ 
seree~'a,sRm, if $faff just go ou~side, ttt~, 

I ! 

doo't get re-screened, Door Sc~Etr #1 stated f 
'!he only works ~hc:iur shifts ar.d was not St;re Jt , 
staff needed fa be screei'led ever1 : Z hours. 

i.Junng an inteMMI on 1:2/1~ at ;!:.20 PM. 
D®r &,;~ner#2. stated she lfl aS:1'2red tc _tn.e 
door h>r SCJe4illning at $t:aff and/or: visitors on 
TutiSdays1 VVedn~yt. and Tl1unsc~~ ftom 
2:00 PM to $•00: PM .. $he stated' $taff are . 
screened fn the morrung or\Vh~.th~y first ceme: 
,tr for their scheduled shift and stat! are not re
~ed tf theJ are work1rig a.·doubt'9$.hit!'; tf 
staff do notgp.ou~e of Ute buil<:linq. for any 
reasoo, they do not get ~~ er ]'Tave 
meir temperat0re ~ _ _ _ I 
Ottrin\i M interviewon12/-1512C at2·4S PM, die 

1 AssistantDlrectorof Nursir;g {ADON>! !nfactlo"! 
Preventionist dP), -it! the ~nee of the DON. 
ma.tcu she was .not mmJliarWith tt'teNYS OOH 
P.Al. r.egarding isc~ning staff ~,y 4 2 hou~ 
while-on duty. $he mat~ the exp~tticn is for I 

1 staff to g~ ~ned for G)'mp.tQms of -COVID-19 , 
-,__ and have their te~~re ta~n at Ur(start of 

1
• 

th$ltijhif'.tand It is on1y done cmc;e per day, , 

01.iririj atl 1nrerview on 12115/20 $t 3 25 PM. the 
faciuty Adthinum'atdr stated staff ~re expe«ed tc 
~Prete tne sa:eenirig quesnonr,;aire and 1:a1,;~ 
their tern~ture ta~en iit theJacifrt'/ errtn!nce 
when mey ent,r the bu1~1ng atu,e,start of m~ 
shift Jf staff go qut for funeh, then they get re
~~!'!~ When U.y «>~ t>aek, bt.Lt ~ l'.lot 
~~herec. .It ttieydo riet~~ ~e 

I 
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. . S!,~'!''ST4n':IASN"I' ->P Pf=r~tF.S 
. ·~~ nEfiCll:~'M,!tl'STe!: PREC!Df:E.: e-: FIJl_L 
Rt;.GHlA'rC~ 0~ lSC 'l'll;~FYI~ 'N!':::?liA '10~ 

I IO I 
Pf<i:!"\X ! 

i '"4 . I 
~"RO\i~'lEF<.~ 1:·j.N-OF-:OAA£C!10N 

tr~~! CQRP-reTI'JE . .1,~0N'stlOUU:: :a£ 
~VE~£~!!:'.O r..:, ·:,.e ...,PPO~ATT: 

oi::t-c((.1fNr.Y) 

FBBQ I Coilfi".l!Jed From pag~ .6 I F 888 I 
! ~ijifding., t#U!y dC:t not get. re,,screened or nave i ' 

F'8S6 
SS=E 

i ' theJr~erature·taiwn ~ ,-The~ 'is't\Q · ! 

I• d0eurrt$ntliltion of~enirig of.staff:NOrli<(ng. , 
~ 1~ hou~ .. The Administrator state4 tt,ey t:!id t 

' not think staff' t,ad to he ~:,P.(f if they I 
1 · remalne(f i,1.t~,buiiding.When work111g over 1i 1 
1 hours. · 

! 

! 

I 

I 
l 
I 

I 

I 
i 
I 
I 
I 
i 
·1 

f 

I 
I 
I 

I 
' 

0tti1nQ a teles;itr9~ Interview or. 12111120 at 1 _-. 3Q \ 
PM, :the 01recterof NIJfSiog (PON)~ she ; 
-¥1SSfamili~wtth theg1;1ldancson s~111g staff; 
ev~ 12 hOUr.$ while on duty. Tr.a DON $'tated ·, 
.!the cuulg not find. any .education s;ro·,tded to . 
-~ on the guidance from the· NYS OOH (DA1,.J. ; 
~ng screening ar,d thatit had not boon I 
Implemented In the-t.cility , 

I 

I 41-5.19(:.t}(1)A00..2 . • .. 
COVI~ 19 Testing-Residents & ~ iFsee 

! 
~&3.SO-(h} COVJ0-19Te6ting. The i..TCiac1itty j 
:must ~residents. and .facility ~taff, incJudmg . 
individl.{al,; pro.vid1r.g s.arvicelS uncer . . ! 
arrangementafld V9luntee~. for COYID-1S. At a ; 
·m,n,mum; . . . . j 
for all resiJents and faclltty. ~ ; ir.cfudtr,9 I 
inctMduals providing, iseMcetJ ur.der i 

Fmllf1gemef1• I 
and vo1,.mteers.:rne L TC faeility mull.t: I 
§,4B3.BO (h)((1) p-,,nctuct:~ng baaed cm 1 
paramE3fers set 11:>ttn by \he Secratac1, inci..rd!ng i 
but not · I 
fi~to'. . 

{~ T~Lng.,IN,quenoy; . . . .. .. I 
{it) The identification of any indwrdµa! •clfied · 
'in this paragraph diagn~ "'ith · 
CQVID--1$ ln th.e ~ -, 
(iii) TI:\~ lde'otfficatioi't ohny indMdi.;al $pec:fjed 
-~ lh~ p;¥.'agtap.h-with ~ . 
COO$steritwtth COVlD-Hlor-with ktow.ri ct 

I 
I 
l F oaae COV}0-19 Testing ~ R,sidnnts $ f 01a,ao:1 

I
. Staff , 

. I. The futlvN!11g actions wero accompiished 
I for tr.I:!. r~s~ ideotmed :r1 tne sar.-:ple. 
f . 
I :· rt,(f !cflowll'Q faeuity sta~ me:nbers.were · 
.
1
r ooucated cm Ce,1ter fcr_.o,settse Ccntml. I 
{COC} and N'Y &ate. ~rtmer.t of~ 

l iCOH) g. :.11dall_~es. regart".!.· ". g tr.. ,'ii aware.~e~.· . I 
ar.d prevention of t!ie spread-~ covtP. '!9, 

t specm~ily condudir,g tedi,s· CQOSistel'lt I 
j witn ci.;r:e:itstarrda~ ?f po!~ ir:cludlr.Q , 

I. the use ·°} p:'Ope~ Pf->E ,~-95 m.as~J d1.,r,ng 
, COVIO • , 9 spec.men collectk:>n, I QLPN11·1 . 
: oLPN#3 
t O AOON/lf> I 
I o.Arimi~r · 
. 0 0QN -.{. no longarempi~). Ir 

I • The fp. ilow_ ·· .. !f19 facility staff. . ~ -' ~ . rs,were 
eciuCE<i on CM:~ for o~ Coi'lt"QI I 

l (SJC} at'\d NV State ~tent of He,altl'l • 
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I 
I 

CQntinQ89 Frpm pa~ 7 F 886 I _ _ ·· · · ! 
s:uspeded ~sure to COVI0.-1 a:· ! 1 (OOH) gukJ~ir:es_ regan;tn:ig tt-e_ ~rer.~ l 

I llV).The orltetia ft:lr corid1J_ cting testfi,g cf .
1 

end pre~tiQn ot ~e spread Qf COVl0-19, I 
uymptomatic 1odividuats spm:)1ieif.tn th1~. sp~ly·' C1¥rdirg ~-y tracklrg· to 

I paragraph .. ·sucn· as the PoSltiv~ rate:of COVlD- flnsure (:IH' staff are •~• as per CW'i'~rt ·1 

19 in a ~IJMY. . · · I siate mid;~rat gy}delin8$i ; 

I (111 The n.,sponh time for-Je$t results; and , I a AOCNIIP 
tvi) Othe,r factors specihd by the SEicretacy tr.at i I a HR rn~r · 

I I 

transmlulOn o(C0\110;.'ti: c--·HR D1taetor . I he!lp identify ,od ptevel'it th# I I o· Adrr-1~~r 

o OON-(ro iorigeremptoyed). _ • 
.. Additionally the folk,,,mg ~ merr.bers I 
w:e:e~fcrCOvtD 

. . . . · ' •.. . .. . . . . . ' 
· §4$3;80Jh)((2) Conduct testing. in· a !na,.,ner that , 
!~"~~nt with ~ent :standards of ~ice I 

I conduding-.COVI0~1'9 lest$; r 

§483, BO(h1(t3) For e~..h instance cf. testin9 . I 
(,} 00¢lH11/9nt tnat testing W&S c;c>l!!pleti)d --~ -tr.e J 

reeulta of $ild1 Slaff test; and . 1 

(n) Pociiment in th~ ~id~nt reccros ti,• tosr.ng l 
~s qffered,. .~pleteti · (as apprc>ptiate. I 
to the resident's le$.tlng status}, ·and the ~ ll$ : 
of each test l 

I 
§4~3 .. SO .(1,)((4) Vpon.th0 a:fentd!.:.:mon fJf an J 

I• 1n(ihl-~1..1at spdjad 10 th"' paragraph wim , 
nmptomc . . I 
consistent.with COVJ0.19. tirwtio t~ p,osm:ve I i 'fur COVIP.-19, take actiOl'IS to p(f;l\fertt \!'!6 

I tram;miSSionofCOVl0-19: I 
I §483:.ao (h)((!§). Have procedu~a ;f-Jt addtEtMir:~ I 

(8$1de1its. and staff. if:lcludirig ind1..,;crua~ 1 I. -P~ml : 
· ! .services undersffan.ge'ment anti voh.i~t6Eu'~ , 

wt,o '1mJ$$'~ .s-ot are unable t.o· oe taSfeJ. 

§4a3;'80 (h)((6) Whe,, nec~ssai:y, ·Slii:tt a11 in 
emersenci•· rit:J_t, .to te.$'ting ~upply ath.~. 
contact st$\IJ . . . .. . I 

I 
i\nd IO(;al healtirctepaitmefits to-assist ,rt te$ting. , 

I efforts,. such:as Qb~r.UlQ testing is~ph18$ or f 

olPN#1 i 
o LPN If.-\' 
oCNA.#3 
o Pietary #2 
o Hou~r #1 

~ . f· 

1
--~i 1?ie follow1r._.g ~~-· · _ e actiPns wi_ ·11 t>e;· _ 
1mplem.ffl~•to .icer1ify other 1"$$ideci:.wno 

I may be ~ : by the ·same pract:ce: 

1
1 

AJ_ i resld11r.t~.~ve th~ pcten+Jal tQ bu 
affet..1.df:! by U\iS ?~' t . . 

I • Al r8$idelits, not .curi'endy diagn<i~d wito 
.cov:0-19, will be~ forexp0$ure 
to COVlt:M·9, ~. ter:iperwre, i 

. pt.tis$ :»d~etry, ~'Id respuatory . I 
aascssment · 

: • _All .staff ~du¢ting covlb.-ts te~ttng wlfJ I 
I ~e tdJeate~ er. weari~N,.95 r.mKS . 
. 

1 

0t..nr.g speomen cc,1iecticn. . j 
•:A l'&View.ohtafflngsn~ tonherr.0$1 , 

I ~nt r we~--p.art. . ' ~ pr.or to. th . . ~-. . . . 
,mplerr.entation of these ~e ;adioM I 

I
. was ~itlwedto eo.~ra: a11,staff l'f!Qetlr8d a ' 
. ~Vl0~19~$tiJltSie~lsewn~;· . . I 
. ll! .. 1hero:,ow1n,~~ changesWillb-=t I 
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NAME-'F.-PRQVlqERO~ 3\)PPL.iilt 

THE'Vlµ.AC'&ESQF OIUAll!S-H~TH AND REHAB~ 

-Sl.!MMAAV·$1'.4, ~':'.'OF .~c.NC!E$: 
~~ OEFICIE~C"r M~ l'lt AASCt;!'.)E'a,·11v Fi I{.., 

~G!.it>:r,:;~y ,Off• I.SC :QiN:;1F.Yim: :,~cm,AA TiON: 

j C<>n~nved From paae.8 'F886 l . -
• · · · · · - test ~ults. I processing_ . - . 

I "Tf'i,s REQUIREMENT is rot met as evidenced ! 
I -by: l 
, e~ on obeervatt~. fi:rterview, ancf record . _ t 
l review-~onducteddunngtt,e $0Vt0-1S_lrne~n I 

Conm,1-Focused Sun,ey-oompleted on : 2111,20, , ! th~fedfrty qfd not ensurd r~det>ts. anci fscillt)· ; 
staff. ii:,rJluding lndlvtdua.Js provkling se~ _ _ ! 

I 
uf'lderarrang:ement ar,d ~unteers, were tested 1· 
and:documented thatteati11g wu comp~wlth j 

1 the results of each test for C.OVl D-19 I 
1 ~ly.forthree(t1censed Pract,r.al NunHl · 

I. O.J'N)'I ~. Certffieci NufSe Aide tCNA) #3 and ! 
Oretaij #2) ot three. employees rev}~ ft;>r I 
COVID-19 tasting, the ~clflfy had 1'!0 f 

f · documented ~idence of waekfy COVID-19 t,;,st I 
r8$U~ QUring a faeilify COVlV~ !9 01..wr.eall. In I 

I .edditlOr:,·ffi~ facility did not condi;Cf ~l'!g ar,d I 
gpecirnen ~llecbori in ~--mar.rte!! that ii . .· . -I 
cons1atent With· current 1nfaction control oiadlce$ . . . . I 

as &blff did nor wear im N96 rn&;!!;k dtuil'\g l 
COVI0.-19 wecimeo coUet.1i~>O- I 

I I 
I The o,i-,te,s for Meda~ ,g_ ~ .caid &!rvtces I 
i (CMS) :OS0.2~·8:_NHdated 8/2~0', ~1nts~m _j 

, Final Rule·_ fife}, CMS--3401-:-JFC, _Adqitlcha•_. . I 
1 Polk_·. y and. R~u~ry,Revet0t1~ ,r. RIJsponse to I I ffl111 COVfO•t9 Pubtlc Hea!th. Emerg~ re!atea . 
t ·to,l.(>rrg,.Tetnt·Care (LTC)f!a.ciltty Tmng I 

I 
~uirements and ~~~d COV101 gfpc~eo 1 

1 
--~Ul'\fey'l'oel;"_docl.!fflemed· thetatillty fs· j 

r,eq_ufrxi to obtain dccurnentatiori t"lat the t 
: F~u•~ testing #a$ cor.np~ted-dtmr.g-u,e j 
' timelrame that ~nd~.to the .facility's 
j .testing fr.:aquE1ncy · It\ ~. tt,,e g.Jlda,\Ce l 

d~rijed: "Duong s~men ~. 1 'j .faciJitle~ m~t maintain PfOP~r In~ .eoritrol : 

~· AOt)c;ES$, er-t-: cS'I' ,'iE; Z'!l' CtX"ec 
1~2 ROUit:.~1 
~ON, N.Y 1"41:1 

I 

I ...... 1---"'t .. -- . . -.. ,.- -'••ttn=•iii:n·~-0 ii$1SUl'8_..COnun,,.mg I 
' 
~ 

i. CCtr!j:)1~?'1~,'Nltfl requlatk>n\it · 

I . I 
. • Pfe•iar.tirig fhe. spl"!ad of CCMP..19 1 

l lr:~,tier, CQntn:>c pollC'f hM heen ~~~ I 
I· a~d. ~~ w_ ,_ 1ncll.lde 'fflftng ot.n-ss __ __ ·_• . . 
[ masks dl,IJir.g_ CO)ll0-19 ~~- I 
.coQP.ct1°'), All ltcen~ ;;ta.ff~ing _ I 
si,ecImen collectlon have b.aen educated. , 
• New Trad<mg process and 11udlt form ·I 

1 w~ im~ected to tra_ck coyi~1_9 1 
te!Jting. mere accurately Adrr:1r.ilstralor, 
AD("~ end HR.Director haw'heen 
ed~cated ar, ~e new trac~ing p~ 

IV.The:facillty's coo,pllanc.a wril be 

I mon-it«ed'UQ~ngtt,e foblilg .:tUE!~tY
assurance S):.itffln; . . I 

lj As- Dtir tne Oireded Pl~r. of Correction, $ ,,· 

1 
O!'\~ Comrr:itta.e ::r:~,ng ~ -held on _ _ 

I Jar:1~3ry 7, 2021 to exam'Jlet:rns deficiency .. 
i 

: 

I The Adr-:jnisbr.or/dsslgr.$$ will tor.d!Jtt 1 

weei<iy ai;.dits for. mur {-4) -~k$ and then j 
: -mcntr.ly ~rtWQ '2} mor•ths·~6 ensure tn.t 

1 ! all ttatt· worl<ing !'l.Jve bee~~ w!tii1r 
! t~f:J P8$l weeil: ftlr cov,0-1_11 as per most I 
j recent glHd:ance · l 
I . I 
1 The Aammistrator/desigrtee will t:01".(lucf j 
t~ weakiy-vf$Lai .a~lt 10 en;rure staff , 
COl"!dllci:ng COV!~1~ Jpec~ C9j~n .

1
1 

artl w~nr.g ~ masks. · - , 

j Audlt-r~:wdl oe rei:tott-c4 to tr.a OMA 

I Cof!l_. ,:n;tre,a _mo_ · tll/,"lly_ .. ror,tht~$-·_mi.mtr. __ .s. 
Freq.ien~t of o~o.ng- $«.c:J!lis wiil be 

I de~ined by ~e-tomr:r~ baJed~n 
, . .l\.dlt rasu.tts 

' I 

f 



OEPM'.TMENT OF· HEAL.n+ ANO:HUMAN seror:c;es 
CENTERS FQR MEDICARE: & MEptCAjD SERVlCF:S 

MME .;jF. PROV;CER'OR Sl.iPP~: 

THEVlUAGESOF ORLEANS HEALTH ANP Rf;HAB 0~ 

t'.l(2)·MUl '!1Pl.E..CQN~~UCTION 
,-.e .. ,1.0~, 

8.W,NQ_· -----------

PR!~TED:· 01115/202'! 
FORM APPROVED 

· 0MB NO' 0938-0391 

'1Q.(3)g~~ 
'1211712020 

STREET ADO~ess. O.TI. STA"Ta ZIP COPE 
1~2 ROUTe-~ . .. . 
AUllON. NY 1441.1 

(X,4) 10. ! 
PREFIX 
T~ I 

·ro I 
. ~f!'( l 
l TAG' J 

i 

PRP\.~~fflfit.AN OF COliRECT!O~ 
(EACH CCRREC;'l\le ~ON-st10tll.t' ~e 

C.l't'i~i:im9,cs, TQT,-,,E AfiPROPruAi':! 
c~;::1el(;~: 

Cqntjnue.d Ftoni ~ge 9: 
! and use recommended pel'$0t)al p~v:e 

.~uipment (flPE). ·which ·il'IC:ludes: ein N95 or 
ttlgfter-ievel ~ir.stor (or~- if a 

1

, 
respirator is r-,Qt avanet,te.); eye protection; 
g~; and a: gQWn, wtl~:collectir-g . 
sE>ecime.os/ Th• CM$ guidante':furt.ier . ! 

•
1 

docu.rr.tented: \!For o~brea!(; tfS1frg. ~ .staff· and I 
re$idents should be tested:., iffld ~llst#. ind I l re$l<ttmts th~deste<fi1eg~ .~ou,.d. be _raesflad, 

1 every 3 days tb7 days, untllJesi:ing ideh~-r,o: 1 

new ca•:~( CQVIP.19 infection amc:ii'tg staff I 
, or residents for a peri9d of at least 14 days sihce-

1 t the. most recent. po:sitive ro&,i,dt 01 P~ the CMS 

I s;uidance_ · ,. an outb_ teak is defined as a nsw 1· 

·CQVJD, 19 infection In any staff or resident. 

l New Yodi:.s• Executive Order (l:Ol 202.30 I I (dated Mav 10, 2020); af> mcxilflea by Eo202.40j 
l (.:iated June 9, ·2020), prow:fes: "the .ot!arafor j 
L anc! adminisfratorot alf nursing homes and ail , 
' adult care facilities, wh1eh are IQcated in ceg!oris • 

th.at have-roached Phase l'we> of reopt3nlr:g, j I must tefSt or ma"9 arrangements fur·the test,ttg i 
1 

!Jf all personnel. in;tudinq all em,loyees, ! 
I contract d. rnedical staff, openltors.ar•d 1 I admlniistJ:atc,1'$, fQr COVi0-19, once per w_,,--ei<" [ 

. 1. Durtog an interview Csfl 12115''.20 at s· os AM, i 
, tha Otr~r of Nursing (OON), in the praeerice , 
! of the faeil!ty Admiriistrator, stated trey ~ I 
! tv-:9. ~ :SW,re$1Jlts cm 12114/2~ ~.ndttte 
l · most reoem, resident covIe,.1s po$1tl\ie rasut · , 
; Was received or, t1r.z~t20.Th., DON •tated'Nff i 
l ~ng is campleted ~ty on Tues;tays and i 
t ilturli<liays. · · ·· I 
I. R~iew (?f .81') _tmt~ resi~nt line list pr01.ic!ed . · 1 

by th~ {adley f« GQVI0-1$ po$ith,e. residerns . -,· 
' ~led OJJ$:resident h~.test~ PQsi~ for · 

COVI0-1:9 on 11:/25120. 
I 

i I 

j The. .ccnsultanl wJH partlc~ !n :OA&A j 
, Committee Mei)tmgs for. three. (3) 'TIOr:ths. ! 

! Corr.ple~on Date: 11221.Z1 

I Re:spor.siliillty: Administrator 
( 

I 

I 
I 
I 
I 
I 

I 
I, 

l 
l 
I 

j 

I 
I 
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F886 : · Continued From page.•1() .. l •£:. 886 
·1· R. eviewofan.qritltled. ·. emp.lQyet, .. "iine U.stpteYlded.; - 1 

by· the- facility :for COVID-t8 pasitive employee.$ I 
I reveafecf Six st3ff niembel'$_tes{ad, pOSfti~ for I 

COVID-18. be.tween 1.0116/20 and 12115~0. I 
i 
i Reviewof"Qrleanstfime-Catds/TC N~rsir.g; ! 
i i:l~ed 1Ql1t/l0 throUgh.12/t2/20 re•led: , 

-L~ee9, P~ Nurse O,.PN) #1_ wo,t.ed in 
the facility on 10/11120, 10l12J2C,tQ/t5'2~, 
10116i20, 1011s120, 1oaoao; 1012J12a, 
10124.120. 10125llo, 1oasao, 1omao. 

I 

1 10,29120, 10130/20. 11m20. 11;mo-.. 111-tao, 
1 1118/20,1117120.1t9i2_o. and11l11/20 
i i 
I ~tied Nurse Aide. (CNA) # 3 WC~ Ir it-a I 

I facilrtyon 10/11120; 10/1:3120. 1:0115/2c, · • 
10/27/20. 10129/20, 1111120, 1t/3J2C. 11/5!20 . 

1 11/MQ; 11/10Q0, '11112'2Q. 11/15J20. 1f!H,20, 
· 11119120. 111221')0, · 1 vi00, 11126120. 

: 1·112e120 •. 121112Q. 1212120. 1;z13120. 1215,20, I 
, · 121sao; 1.2/9120 •. an.d 12110~0. 

f --Ot$ry #:? wori<ed in tm· faclbty on 11m..z.o. l 
1 

1tllJ20., and 1 1~/20. . i 
I Review of an un~~ untitled emptoyee ii~ iist, i 
I thlit the. DON and Assistant Oitedtot of Nursi11g . ~ 

(ADON) hiteetiori Prevef!tion~ (ADCN/!P) · I 
I Identified as used to ~ facility staff. weekly 

COVI0..19test results for,October, to.~ ·, 
f and ~~r.2020 • revealed there .was no 
, docamented.evidt!H'\~ that LPN #1 . had CQVi0-
1 19.~-C?11P~ 10/111.,?0U,rough 11./11i20, 
, -no docilrne~ evtdence CNA#3 bad COViP. 

I. 1~ieats CQmpleted 1011112o·tt,rau9h 1ctf5120 or 

I ·.~.· .. awi. ~!.·t ... =:~!,2~:1~':J=mer.t~ I, 
11(1/2Q1hl'PU9fl 11/9J20. i 

I 
During ~ J~~ oq 12i1~/20 ~ 1 :57 PM, the j 

I 
I 
I 

I 

I 
I 
I 
I 
I 
l 
I 
I 

l 
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~;4.) IP 
: ~arix 

TA9.· 

_. SUt,fM-"P.':'S'I"~~-~ oeF!Cl~~": 
·ft'AC"4 ~IC1£!MC't MlJ,S'.· ID!. Of,IE(;;J::::;~ .El" flJt.j.. 
F.1£.:3~V.'!ORV.~F.$ ::.SC_'.:~71F'!"NG lNf'O~W.~~·~i) 

J- (~ i 

I
! J:lqf'.fl)C 11, . 

T,>.•3 
i 

:Oontinµe4 frorn peg~ 11 I F 886 ! 
DON stated· tt,e Director of Humar. RfJSOUTdn . 
'{rtR} tracks all staff to ensure th~/ are i.r. \ 
~ffance With ~kty testing. The DONstated1I 
-that sheandths ADON review-th~ results. but -, 
HR.tracks the staff to ~e surs all ~tt:at are I 
sdl¢~Jfldtowcintara.t~. · i 

I 

Oµrihg an mte,v~ J>tr 12/1SJ20 at.2·00 PM; tr.e I 
1 -~ •starrtO,re,ctorf)f Nu~ng, (APON} Jrfect'kin I 

Prevennon_w. (IP} $1ted_ if·isth. , ex,.,·• ect.atlo. _ · ._,, that,. 
alt staff that wo.rk in the ~lty get a COVt0.-19 _ · 
$Wcib hist wajl<Jy unless-they argon var..at!on. In 
that:~ : .tt\ey gettestecl $S soo~ • posa!bie sci 
tney·can rettJ.m to work. She stated staff' sm. 

l.atight that '" ,or:i~nt.atlQn. I. 

1 DUflng 311 lnterview on 12115120 at ~:4Q PM the I AOOWIP reviewed the oetes of missi:-g OOVID· 
, 1 a le$ results forU)N #1, CNA#3 and Dietary .- . 

1 #2 The ADON stated she could r:Qt mla.irr why 

I ~PN #1', CNP,#3 and Oittt.a~ #2 w,era ,n1$$tng I 
~a many w$ekly tests arni 3dded "that doesn't I 

1. look good:• . · , 

' I . J .DurirtA an intervfevt 9f'i 12115/20 at 3:00. i-'M. t,e I 
HR, Director stated that. under the· dtrec:t,on of 1 

.j th~ pl'l()r DON, she h~ PfE!Viously dtme tt:a i 
:trad<ingto.ensure an staffth&;worl(ed 1n the 
facility_ were ,n bomplidnc:e with -ir.g their 
w~kly COVJD-l9:test ·Sh~~~, the ADON 
had ~ -fra<;l'<in~ staff results, for tt,,, J)a$t -. 
motitrl Qrtw'(), The HR 01re.ctdt stated, t staff 
• resu!tS gef put mta:'her mailbox. stre ;,uts 
them l_n the)\OON's rrrairbex oeca141,_she took 
over tt)e I 8SJXMSib1rrty,of ~ Ing -sb,ff_ £~lilt$~ 
Additionafty-, • stated if $lff are net tested, 
<ffiey cannotWQd\. until they ~ ttested -

Pt:;rin9.an '.llitat'View.ori 12115/Zo· c ~:il PM,-the · 
Admin1stlatrir S'tatetl'.it is-f.he ~r. of &taf: 
that tt1ey· ~t\tEI OOVf0..19 testi ---week! . Th . " . __ ._ - _. J\S .Y e , 

I 
I 
I 

I 

.l 
I 

I 
l 

I 
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Continued From page 1-:2 _ 1 F 886 ! 
ADON i;sJ8$pot1sibl' fof monitortr,g ~ $tR:ff are i I 
tested· and lceeps.~ spreadsheet If staff 9~ out 1 ; 
Qfcomptrancewithweektycov,0-19 ti!Sting : l 
they are not eligible. to WOfk· until tetilted, J I 
O'1nnga~phone bitefVii!W·on 12117/20 at 

1
1 

11 t43 AM; 1he.OON stated there ~ ~o 
additional daeumentatiM of ct1Vto;.-19·test I 
resultis for LPN #1'., CNA.#3 or Dietary#:?. Tot. I 
OO~stat'ed there was .a bf.eak in the 1aellrfy I 
track!f19 _system to ensure all Staff had a ~kfy ! 
covtD-19 testing completed. She- mted me 1· 

~<,ilify fol!pWOd guidAllnes- i11 the -1ng aso · 
from CMS am;t gUidf91ines pf0Videdby New Yc:!k 
state Department of ~lth.(NYSDOH) •. 

2; t)u_rtr,g ~n ob.,ervstlono.n 12/15/20 at 1 :30 
PM. LPN #1 c.omplefed a ~res {nasal) swab for 
COVID~ 19 testing on an emplc,yee lDietary #1) 
while wearfng a gown, goggl43s. gJG'ie-s and a I 
cloth faCtl- mask. · · 

. . . . I 
Dunng Wt interview on 12115/20 at 1 ·33 PM, · 
LPN #1 _ ~ ~e w;1s trained on COV!P..19 f 
$pecimen collectioo by the ADON/I?; I-le stated; I 
".the required PPE to be worn d:.ir:.-ig specimen 
col!P.etion- Is a gown, .gloves, goggl~ ar:d a I 
ttlask. tiut an N95-would probably. ~ bettet, . 
rtght?" t.PN #1 stated N95 respirator mas:as are I 
m s_tock and availal:?1~ far staff ":$8 wi~in the 

i ~clbty. 

During an tl'lteryiew91'112'1Q/20-at 1·35 PM, . I 
LPN #3 .was ln.t.h. e_~Qm ~iting .for •a.· c_- . OVI. [)..191. 
swab-test and stated· she had atso been tralnea · 
9l1 $i)ecimen collecllcn:. LPN~ stated she ha$ ' 
COITIP~ed COVI0..19 swab testing on re$idents I 
ar,d·th~ shewe~adcithmask dur.ng res:dent ! 
-~n,en co.!~n. not an N95'miask. 

' 
Duri"8an Observatior. _on 1211sr29a1 1;~J PM, [ 

I 

I 
' I 
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F886 j Continued F~. ~ ·1:3 I 
LPN #1. comp~,:~ na~· ~t, fQr COV10•1S 

I ! ) I 
I testing on LPN ~ wearing a gown, glows; 

I goggfes and a: c;klth ~k, 
I 

bunog-continued observation on12/15/20 at I 
1 •43 PM,. LPN #1 (:)Qrnpfetea a n.are swab fot. I 

COVI0-19' on HouseKeepe.r #1 wearfr19 a g~" I 
gloves. goggles ,nd a c::10.th-i:nliSk .. ! I I 

Outing an interilewon ~2/1512°0 at_9:05AM. tt':e I 
Administrator stated. they'have.~ple supply of j 
gowns..· g_io~;_eye protecboti,. surgicat and·N95 I 
Mpirator m~~-

I Duri119 an interview on 1 i11_540 at. t 53 PM, tr.e I 
' OON stated N95. masks are available in the i 
I faculty and $t,ould be Wom during cov1.0 ... 1s. ! 
! I 
t 

soecimen collec::tfon fQr Infection C\)MOi 
purposes •. the PON stated ah~ tises ed1,.cat10n 
material$ Pf'.0Yided_ by the t-dboratcry and NYS I I 
DOH gu~lfn"s for COVl~ 19 .sP«ili'ner 
colle<;ttQn-tt\atinctuded wearing an N95 

I 
' During an interview 0'1 12/15120 at_t:57 PM, ~e f 
I AOON/tP $lated the e,(J)ecbtlM of .staff !s to 
l wear full PPE which Jncltld~ 90wr,. gioves, race I 

shleldor_goggtes and an N85 d~rir.9 spec:;imen ;' 
coltectlon. LPN #1 should haw· been weatJOfiJ an I 
N9tito be prcte.ctcd1 from potemial expo$Ure. 

I Dunn~ aJelephone intet:view on 12i17/20 iJt I 
11 :43-AM, the DOfb.tated there wasrft a t.acllrfy I 
'3pecific pc;,llc,y and pr0¢Eidute on s!3tflr~enf 

I taming Of COVJ0;.19 ~fl c:ollectiOn, but . : 

I the '8c1Uty folk~~<fguid.elines·ln the t~tihg 
QSO from CMS ,n(i Qti.idefine$ provided by -~ev-, 

I 
Yori< State Department of Health (NYSOOH} . . 

415, j ~(aX.1 ); 4®;2 I I 

I 
j 

i 
I 
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                                                                                  February 3, 2021 
  
 
The Villages of Orleans Health  
and Rehabilitation Center 
14012 Route 31 
Albion, New York 14411 
 
                                                                                  Re: Enforcement Action 

   Survey Date: 8/11/20, 2/26/20, 9/24/19  
                                                                                         Repeat Citations 
 
 
Dear Mr. Flugel: 
 
 You are hereby notif ied that on the above-referenced date, The Villages of Orleans 
Health and Rehabilitation Center was found to be in violation of the New York State Medical 
Facilities Code. 
 
 Pursuant to Section 12 of the Public Health Law, the facility is liable for civil penalties for 
violations of Article 28 of the Public Health Law and the New York State Medical Facilities Code. 
The violations for which a penalty is being sought fall under: 
 
                         415.4(b)(1)(i)-Abuse Verbal, sexual, physical, and Mental, Corporal  
                                                  Punishment, and Involuntary Seclusion 
 

     In addition, a Notice of Violations poster is being forwarded to you and must be posted  
       in a prominent location within the facility so that residents, their families and friends, staff, 

visitors, volunteers, and other interested parties may be informed of violations for which the 
Department of Health has initiated an enforcement referral.  Upon request from these 
individuals, you must make available for review any statements of deficiencies or other 
materials furnished to you by the Department in connection with this notice.  The Notice of 
Violations poster must remain prominently posted in the facility until the enforcement action is 
completed, (i.e. a Stipulation and Order is signed or an Order after hearing has been issued).  

     Failure to follow this requirement constitutes a violation of 10 NYCRR, Part 413 related to the  
     Consumer Information System. 

 
          Until this matter is resolved, the Department cannot make an affirmative statement as to 
the residential health care facility operator’s character and competence as required by Section 
2801-1(3) of the Public Health Law or current substantial compliance with all applicable codes, 
rules and regulations as required by Section 2802(3)(e) of the Public Health Law, as such 
pertains to any Certif icate of Need application filed by the residential health care facility.  
 
   



 

 

In the event that you wish to settle this matter without the necessity of a hearing, you 
may contact Mr. Mark Fleischer of the Department’s Division of Legal Affairs at (518) 473-1707.  
A formal Notice of Hearing/Statement of Charges will be served, and a hearing will be 
scheduled if you do not contact Mr. Fleischer within 15 days of the date of this letter.  
 
           If you have any questions regarding programmatic issues, you may contact Anie Cyriac 
at anie.cyriac@health.ny.gov. 
 
                                                                                 Sincerely, 
 

                                                                              
                Sheila McGarvey, Director 

Division of Nursing Homes & ICF/IID 
Surveillance 
Center for Health Care Provider Services and 
Oversight 

 
 
Enclosure 
 
cc:  Mr. Mark Fleischer, Bureau of Administrative Hearings 
       Ms. Claudette Royal, Office of the Aging  
       Mr. Ross Zastrow, Regional Manager, Buffalo Regional Office 
       Mr. Bernard Fuchs, Owner/Operator 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDlCAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND Pt.AN OF CORRECTIQN 

(X1) PROVIDER/SUPPLIERICLIA 
IDSNT!F1CATION NUMBER: 

336212. 

. NAME OF PROVIDER OR SUPPLIER 

THE VILLAGES OF ORLEANS HEAL TH AND REHAB CENTER 

(X4) 10 
PREFIX 

TAG 

F609 
SS=D 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

1'EGULATORY OR !..SC IOEN'!'lf'Y!NG INFORMATION) 

483.12(c)(1 )(4) Reporting ·of Alleged Violations 

§483.12(c) In response to allegations of abuse, 
neglect, expioltation, or mistreatment, the facility 
must: 

§483.12(c)(1) Ensure that all alleged violations 
, involving abuse, neglect, exploitation or 

mistreatrr:ent, including injuries of unknown 
source and mlsapproprlation of resident 
property, are reported immediately, but not later 
than 2 hours after the allegation !s made, if the 
events that cause the allegation involve abuse 
or result in serious bodily Injury, or not later than 
24 hours if the events that cause the allegation 
do not involve abuse and do not result In serious 
bodily injury, to the administrator of the facility 
and to other officials (!ncluding to the State 
Survey Agency and adult protective services 
where state law provides for jurisdiction in long
term care facilities) in accordance with State law 
through established procedures. 

§483.12(c)(4) Report the results of all 
investigations to the administrator or his or her 
designated representative and to other officials 
in accordance with State law, Including to the 
State Survey Agency, within 5 working days of 
the Incident, and If the alleged violation is 
verified appropriate corrective action must be 
taken. 

This REQUIREMENT is not met as evidenced 
by: 

Based on ·interview and record review conducted 
durir.g an Abbreviated survey (Complaint . 
#NY00244727) completed on 9/24/19, the 
facility did not ensure that a!I alleged viofations 
involving abuse are reported immediately but not 
later than 2-hcurs after the allegation Is made if 
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The following corrective action has been 
imp!emented for the deficiency cited: 
1. The facility policy & procedure tftred 
"Abuse, Neglect, IV!istreabnent and 
Misappropriation of Resident Property" has 
been updated to Include bold print that is 
easily noted for the abuse reporting 
requirements. A copy has been provided 
for all staff in the faclllty to read and 
acknowledge, 
2. The Administrator and Director of 
Nursing have re-educated themselves on 
the abuse -reporting requirements and F 
tags 602-61 a. 
3. The Assistant Director of Nursing 
(ADON) has been educated on the abuse 
reporting criteria , and that she must report 
immediate[y to Administrator or Director of 
Nursing any suspicion of abuse, neglect, 
mistreatment or misappropriation of 
resident property. ADON has been 
supplied with printed F tags 602-61 Oto 
read and be knowledgeable of, She is 
aware DON is on call 24/7 and she must 
call, not text, with any questions/concerns 
she may have. 
4.AII staff will be in-serviced annually on 
abuse reporting requirements. The 
Administrator will report on staff 
participation percentages annually at QA. 

The Administrator and Director of Nursing 
are respor.sible for implementation of this 
plan of correction. 
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the events that cause the allegation involve 
abuse or result In serious bodily injury, to the 
administrator of the facility and to other officiafs 
(including to the State Survey Agency) for two 

I 
(Residents #1, 2) of four residents reviewed for 

.. 
·abuse. Specifically, the fac!lity did not report , 
within the 2-hour time frame to the New York 
State Department of Health (NYS DOH) an 
incident of alleged sexual abuse ofa female 
resident (Resident #1) perpetrated by a male 
resident (Resident #2.) that occurred on 9/8/19 at 
8:30 AM. The facility reported the incident on 
9/9/19 at 3:21 PM. 

The findings are: 

Review of a facility policy and procedure titled 
"Abuse, Neglect, Mlstreatmer.t and 
Misappropriation o.f Resident Property" dated 
revised 8/17 revealed In response to allegations 
of abuse, neglect, exploitation or mistreatment, 
the facility must ensure that all alleged violations 
Involving abuse, neglect, exploitation or 
mistreatment, including Injuries of unknown 
source and misappropriation of resident property 
are reported Immediately, but not later than 2-
hours after the allegation Is made If the ever.ts 
that cause the aUegation lnvoive abuse or result 
in serious bodily injury or not later than 24 hours 
lf the events that cause the altegatlon do not 
involve abuse and do not result in serious bodlly 
Injury, to the administrator of the facfflty and to 
other officials (Including to the State Survey 
Agency an~ adul~ protective services where 
state law provides fur jurlsdfction in long-term 
care facflitfes. The facility shou,d not complete a 
fult Investigation before reporting It to the NYS 
DOH. In order to gather the best evidence 
relevant to the allegation, it is necessary that the 
NYS DOH be told there Is "reasonable·cause• to 
believe abuse has occurred. Therefore, timlr.g · 
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is important and there should be no delay. 

1. Resident #1, a 69-year !)id female, was 
admitted to the faclilty on 12/4/08 with diagnoses 
Including Traumatic Brain Injury (TBI), 
depression "nd right hemiparesls (weakness on 
one side ofbocy). The Minimum Data Set 
(MOS~ a resident assessment todl) dated 
8/16/19 documented the resident had moderate 
cognitive impairment, had impairment of both 
upper and lower extremities on one side, 
required extensive assist for activities of dally 
livlr.g (AOL'S) and is not ambulatory., She had a 
history of being hypersexual in the past with 
inapp~priate behaviors. 

2. Resident #2, a 69-year old male, was 
admitted to the faclllty on 2/19/19 with diagnoses 
including COPD (chronjc obstructive pulmonary 
disease), schizoaffective disorder and diabetes 
mellltus. The MDS dated 8/30/19 documented 
the resident had moderate eognltive Impairment, 
required one person assist with most AOL'S and 
ambulated with a walker, He had a history of 
inappropriate comments and behaviors towards 
women. · 

I 
Review of a facility Investigation dated 9/11 /19 
documented that on 9/8/19, Resident #2 was 

1 found in Resident #1 's room standing at the side 
of the bed with his pants down around his 
ankles. The witnessing Certified Nursing Aide 
(CNA) was unable to see exactly what 
happened. Resident #1 stated, I was bad girl" 
and referred to Resident #2 as her boyfriend. 
Res!dent #2 denied everything stating he had no 
idea about the incident The residents were 
separated, and a Velcro stop sign was attached 
to Resident #1 's door. She was later transferred 
to the locked demer.tia unit. Resident #2 was 
put on continuous 1 :1 with a staff member. 
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Review of the NYS DOH Automated Complaint . 
Tracking System Complaint/ Incident 
Investigation Report revealed; Date/Time of 
occurrence: 9/8/19 at 9:30 AM Resident#2 
entered Resident #1 's room and dropped his 
pants to his ar.kles, stood at side of Resident 
#1 's bed where she was lying. The CNA saw this 
and entered the room and told Resident #2 to 
leave. The CNA made sure Resident #1 was 
alright and contacted the supervisor. Submitted 
by facility: 9/9/19 at 03:21 :06 PM. 

During an Interview on 9/24/19 at 2:00 PM, the 
Administrator stated he was not aware of the 2-
hour reporting requirement if the events that 
cause the allegation involve abuse. 

During an Interview on 9/24/19 at 2:05 PM, the 
Director of Nursing stated she was not aware of 
the 2-hour reporting requirement If the events 
that cause the aifegation Involve abuse. 
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Health and R.e.t'!abilialtf QR: Center lo deterfulne, 
compliance with. 42 CFR Part. 483 Reqµiternents 
for Lon_g Tetm·Care Facilili~$. Thefrillowfhg • 
deficiencies wer.e cited as a result of this-survey: 
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Neglect at')d ecplbitatior:I . . · · 
. 483.10(f).(4)(ii}-(v) Rlght to RecefvelDeny · F ses 
·visitors: 

1. Resident ngHts, including the r.e.s1dents . 07/08/20:2.o 

§48-3. 't Q{f):(4} The· r~ot tias a tight to· receiv.e 
V1sitor:s of his or her choosing at th_e time of liis 
or her choosing, $Ubject tq the r~ident's rtgr,t to 
deny·visitatfotrwheo applicable, and in- a manner 
that c;to~. not impose dn the rights of another 
resident. 
(ii) The facility must provide immt;,dune :~~S$ to 
a:resideot b.y unmediate family.and other 
·relatiVes Qf the te$ldent, subject tQ thetesident's. 
ngti.t to denfotWi:ttt.drav, consent a.t any time; 
{fii) ~ faQUty must. p!'oVfde im~iate. access 
to a resident by oth~r~ w.J:io are Visiting wlth the 
coll$8!'.lt of the resident, subJeCf to reaspnable 
clfn.ical and-safety· 'te"Stricttons and the· residerit'S' 
r,;ght ~ deny Ci' witli<.lraw cqn~ ~ any ume; 
(iv) Th(:tf~¢ilitvtnust:provide reas9~bt~ ~ 
to a reskient by any .ent;ty or individual that. 
·provides health-, ·sooal, legal, or other .seMCeS 
to the. tesrdent. subject to the lllSfdent's rigfttto 
df;lf'l.Y or wltnd.$W co~~t at any tlm~; arid 
(v) 'li,e<facility.must i.,ave>.wntten poJicie~ ~nd 
procedures· regarding the visltati~n l',ighfs of 
te§idents) including those setting:torth any 
c.linf~Uy neces$ar-y or r~asonable restridlon ot 
lim.l~tion or s;a,.ety ~ 9rJ~itatioo, when 

ngtit:fo-·see JJrtd refuse gue:sts at their 
choosing, Wfl/'8 r~v1ewed with re~lc:1$nt 1 -

. care·plan updated: 

2. AU mid.er:rts,wete itil er\ile.w¢d to:ider:itify 
. their res~ctive Pf'E!ferenee for vrsifation 
anct-care plans updated, pclftj~s. «:'Ill': 

. reviewed on a rotating basls eluting 
resideot:COUilcilto,,ensure re$idents are 

· ~re, of their riglit$.. · 

· 3~.'T~ interdl~l')~ry Cc!i"e wan:i -
ihduding· the activities directer was re.. 

. in'sei'viced on r~ent rights; · 
Rl:,sidenfs right& were- reviewed with· the 
intel'disc)plinary ca~ te,m .. · Ofrec:tor Qf 
Sotial serw:es and Socisl.Ser\tice 
assistant shaU t>e re.1n:.serviced by the. 
Admlni$1rator on the l'rnportance of ensure 
!'$$Id~~ rjg.hts are·m,et. New·ad.mls.storis, 
~hall have th~iy-resj~nt'$.l'.igh~ teVie~ 
with them on their admis$ion. 

~ Ari a\.Klit. was completed to ensure· 
R8$i9eo~ R!ghtl<> ·• and .refi.lee guest$ 
at times-of theltet,Qqsing was.rev~d 
with aii in ho.use re$ide~.-An au(iitsfo10 
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such limitations may apply consistent with the 
r~quirements Qf this subpart, that _the racmty may . 
need to place on .such righ~ and the reas9i,s for • 
the clinical or safety restriction or limitation. 

This REQUIREMENT is not met.as evidenced 
b.y: 

Based on interview.and record review conducted 
during an Abbreviated survey (Complaint 
#NY0025~) completed on 2126/20,. the 
factlity did not ensure tl'l$t the resident has_ a 
right to receive visitors of his or her choosing at 
the tirne of his or her choosing subject to the 
resident'$ rfght to deny visitation when 
appli~le,.and tt,e facility m1,.1st have written I 
policies and procedures regarding the visitation 
rights of residents. One (.Resident #1) of three 
residents reviewed hadJssues~ Specifically, 
Resident #1 re.qu&sted· that a frequent visitor th 
the facility df~ not retJ,Jm to visit him/her aft¢[ an 
alleged' incident was reported: The visitor had 
access to the facility and the resident's room for 
at 1e·ast 24 hours after the request W&Soniade: In 
addition, the facilfty did not have policies and 
procedures in place regarding visitation rights of 
residents. 

The finding is: 

1. R:esiderit #1 had diagnoses inc(Uding diabetes 
mell!tus·(PM). The Minimum Data Set (MOS • a 

· resident as$essment toql) dated 2/18120 
'documented the resident was cqgnitively lnpict 

R.evie.W of a Social Work Progress Note dated 
2/17/20 at 1.:44 PM documented Social Worker 
{SW) #1 met with· Resid~nt #1 ·per~ re~d~s 
request Resident #1 informed SW#1 they were I 
feelirig uncomforta~lewiththe b~haviorof • _ I 
$0meone who was seen as a "friend and noth1ng1 

. . 

FORM CMS-2567(02'-99) Previous Versions Otiso!ete El/e!II 10: XB2X11 

occur on ali.r:1ew ~dmis$ionsfortWo weeks 
to ensure new admissions have received 
and have had their rights-r:ev~ on 
.admission lnduding visitor preference. 

5. The faclfity shall. review audits at the. 
monthly QA The administrator shall be 
responsible for the implemehtation and 
evaluation for this corrective action. 
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more;,. This visitor had befriended the resident 
and was frequently at the n~rsing home visiting 
m8nyottrer resk:!ents. Res1dent#1 reported thi~ 
person was displaying unwanted behavior that 
had escalated and was becoming more forceful 
and aggressive;. Restdent#1 stated the. incidents 
were ¢al.1$ing the resident to be up ~u night 
contempriiting 00 wh;;it to do a~out it.. R~lden,t 
#1 completed a written statement, that was-
signed by the resident and Social Worker #1. 
S¢crc11 Worker#t provided thistothe 
.Admlnistrator. 

Review of-.a Social Work Progress Note written 
by ~ Director of Social wo·r1c dated 2118'20 at 
1'2:M PM Qocum~ted $he met with Resident #1 
to follow-up from the compraint that wa.s rnac:fe 
the day prior about a visitor. The Director of sw· 
completed a Brief Interview tor Mental Status 
(BIMS) a.rid a Min~f-1erital ~valuatlc>o .showing 
resklent was cognitively in~ct Resid~t #1 
stated that several incidents were not repor!ed 
immediately as the visilor had befriended the 
resident The visitorwas asked to stop several 
times-, but th~ behavio~ ~scalated, Resident #1 
agreed to speak with law enforcement aryd 
asked that the visitor not allowed to enter the 
room anymore. 

Review of a verbal statement from Resldent #1 
written, by SW #1 dated 2/17120 docuine'nted for 
the past month thevisltor'had been 
inappropriate and o,a~lrig the residentfeel . 
unco¢ortable. Resictent #1 U'IQIJ9llt it WQ\,i!d 
stop-but the visitorwas becoming more fc:>rceful .. 
with· escalating behaviors. Resident #1 reported 
~e _incident .totne night nurse becau.se th.ey "just 
WlSh and wanr .the vl~ltor to ~top. 

During a telephone intervtew on 2125120 at 1:48 
PM, the,ovemight (2/16/20to 2/17/20) Licensed 
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F 563 C<mtinued From pl:tge .3 F 663 
Practical Nurse {l-PN #8) revealed Resident #1 
tQ(<:1 her c1bout the visitor at approximately 
midnight on 2117/20. Resident #1 expreS$8d 
concem about the visitor's behavior and the fact 
that it was escalating; LPN #8 wrote a note on 
the i4-hQut nursing report for the Social Wor1c:er 
to see Resident #1. LPN #8 was not sure if the 
visitor was a friend to Resident #1 and· did not 
thihk to .report it. 

During an interview on 2125120 iiif9:40 AM, a 
Housekeeper/Union President•stated.she started 
receiving complaints from the staff regardrng the 
visitor named in the alleged iricident. The. visitor 
was becoming hostile and belligerent to staff 
and was seen in.the facility after regular hours. 
The Administrator had been lnforrned and spoke 
with the visitor, but the, behaviorcontinued. 
Stat~ments were obtained from staff and given 
to the Admini~trator regarding the escalating 
behavior. The visitor was known to have the 
code: to the doors forentrarice to the facility; after 
hO!,JfS. A request had been made. by staff for the 
cad~ to be cllanged ·but it h$ci riot been done so 
far; 

Ouring an interview on 2/24120 at 10:10 AM, 
Social Worker #1 stated she was asked to see 
Resident#1 at moming report on2117/20; The 
Social Worker was told by Resident #1 that the, 
Visitor was makin9thetrt uncomfortable andwas 
becon,ing more for~fc.H with unwanted 
behaviors. Resident #1 report.ed this hacfbeen 
going on for approximately a month .. Social· 
Wcm<er #1 reported the incident to the 
Administrator. 

During an·interview-0n 2124/2.0 c1t 10:20AM, the 
Director of Social Work stated she read 
Resident #t's statement on 2/18120 and 
9iscu~d the inti dent with the Administr:ator. 
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F563 Continued From page 4 F 563 
The Director of Social Worker went to interview 
Resident #1. The visitor was observed walking 
towards Resident'#1's room as the director Wei$ 

walking out The Director of SOcial Worker 
asked staff to stay with the visitor while she went 
to gettheAclministrator. · The Administrator 
asked the visitor to Jeave the building. 

During an interview on 2124/20 at 2:00 PM, the 
Admlhistratorstated he went to see Resident #1 
on 2/17/20 after he Was made aware of the 
allegatfQns. On.211'8/20.he was told ttlev!sitor 
was in the building. He told the visitor there was 
a complaint from a resident about him and not to 
return to the facility until the investigation was 
completed .. $igns were posted thtoughout the 
facility with the visitor's picture stating the visitor 
was not allowed in the building and to call the 
police if the visitor was seen In the building .. The 
Visitor has been c,omiog to the facility for many 
years and does c1 lot for the residents. ·niere is 
no receptionist at any door ofthe facility; The 
doors automatically unlock at8:0o AM and tock 
at a:oo PM. There is a eode for staff to enter the 
buifding before 8:00 AM and after 8:00 PM. He 
had changed the code to the building, but the 
old code was still working. Additionally, he 
stated there were no policies and procedures 
regc1rdir,g vi~itation or for door t:Q(I~, u$8. There, 
were no lists avaUal)le ofvisito!Ji Who have the 
code to get in because-visitors should can the 
unit if the door was locked in order to come into 
the facility. 

Ourihg an interview on 2/25/20 at 2:15 PM, 
Resident #1 stated the visitor came ihto their 
roorn qn 2117 i2o, clld n.ot stay long and did not 
toueh Re~iderit #1. 

During a telephone interview on.2/25/20 at 4:30 
PM, the visitor stated he had the code to the 
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F"609 
SS=D 

415;3(c)(2){iv)(d} 
483.12{<:)(1)(4) Reporting ofAlfegedViolaijons F 609 1. The Administrator of record at the time 07/08/2020 

§483:12(c) In response to allegations of abuse, 
neglect, exploitation, or mistreatment/ the fac1Hty 
must: 

§483. t2(c){1} Ensure that all alleged vi.elations 
involving-abuse,· neglect, exploitation or 
mistreatment, Including Injuries Of unknown 
sou_rce and rtii_sapprOpri~tibn of resident 
property, are reported Immediately; butnot la_ter 
than2 hours after the allegation·is made, if the 
events that cause the allegation in.verve abuse 
bl' result fi, ~nous bodily injury, or not faler than , 
24 hours If the events t~af cause the allegation 
do not involve abuse and do not result in serious 
bodily injury, to the-administrator of the facility 
and t9_ other officials (in~,u~ing to the S~e' 
Survey Agency and adult protective servi_c;,es 
where state law provides for jurisdiction in· long~ 
:term care facilities) iri accordance: With State raw • 
through established procedures.. · 

§483.12(c)(4) Report -the-re$Ults of all 
investigations to the administrator-or his or her 
designated repr~sentatlve and, to .. other offlcf als 
Jn accordance Wittt $tat~ la\¥, including to the 
State Survey Agency, wi'thin 5 wooong days Of 
the incident. and if the alleged violation is 
verified appropriate corrective action must be 
-taken; 

This REQUIREMENT is not met as evidenced 
bf 

Based orfintervlew ~nd record review coo<!ucted 
during an AbbreViated survey (Complaint 

FORM CMS-~567(1)2-99).P~s Veniorta Obscllel_ll E,ient iO: X82XH 

. of the event. was terminated from 
employment Resident 1 had their care _ 
plan reviewed and updated,. TJ,e i~entified 
individual was banned from the property 
with a notice presented by the locai police 
and notice:was pr:esented to employees 
posted at ¢111plpy~e time docks, tc;, 
immediatery call U,e police if the individual 
was identified. 

2. Security codes wm be upd~ed at 
entrances. Video cameras:were reviewed. 
policy and procedure for reviewing and . 
updating security codes was reviewed and 
eqnfirmed by the QA committee. 

3. All employees will be re-lnserviced on 
abuse and abuse· reporting guidelines by 
the RN educator with a, post test to monitor 
µnders~ndfr,g anQ 'NIU qccur. anntiallY as 
part of regulatory require~ annual 
education. Nursing Super.lisors, director of 
nursing and _administrator were in'."servicect 
by the RN educatQI' .on ~cility. Plfl and 
state reporting gufcteltn~s. 

· 4. An Initial audlt was completed to ensure 
there ~~no other .allegations of-c:ibu_se 
outstanding. an audit shall occur mQr¢,ly 
to confirm there are no outstanding 

· allegations.·of abuse. An audit shall be 
<Xln.ducted by ttie administrator or desigriee 
Qnce- per $Y for 1 week and.once p~ 
week for 4 weeks to ensure the security 
codes are active, The administrator shall
keep and maintain a· separate computer 
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F 609 Continued From page 6 F 609 
#NY00252666) completed on 2/26/20, the. 
~cility dicJ: not· ensure that an alleg~ violations 
involving abuse were reported immediately but 
no Jaterthan 2-hours.afterthe allegation is 
made, if the events that caused the allegation 
involved ebuse or resulted i.n serious bodily 
injury, to, the Administrator of~· facility and to 
other offidars (including to the State Survey 
Agency.) One (Residerit #1) of three residents 
reviewed for abuse arid najtect had issues. 
Specifically, a Licensed Practical Nurse (~PN 
#8) did oot.report a resident's. allegation of 
$exua1· abuse to the nursing supervisoron:the 
nightshewas informed, In addition·, the 
Administrator djd not report the allegation to the 
New York State (NYS) Department of Health 
(DOH) or law enforcement agency until the day 
afterhe was informed of the allegation. The 
alieg~ooo of sexual abu~e w~ not reported to 
the State-Agency Within two hours as required: 

The finding is: 

Review of a facility policy and proeedur& (P&P) 
titled "Abuse, Neglect, Mistreatment and 
Misappr;opriaUon of Property'' dated 10/19 
reve.ale(f Jhe fc:icllity_prohibtt.$ any abuse of 
residents. The facil!ty require~ all ert)ployees 
who have reasonable cause to believe that any 
situation of Resident abuse, neglect or 
· mi~treatn,ent has o~ui'red to Immediately notify 
his/ .her ~peNISOf'.. All staff S/iQtJld kr.ow·u,at 
despite facility policies and pr~eedures that may 
require reporting internally, they must be sure 
the New·York State Department of tiealth (NYS 
DOH)is notmed .. AII employees; resl~nts and 
visitors shall have access to reporting forms anct 
"hotlinw' number .for reporting. acts of abuse, 
iiegl.ect or mistreatment Additionally, posters 
l!nd br~ures containing necessary information 
to m~ke a report wifl be made ava1Iable tQ 

FORM CMS-258.7(02-99) Previous Versions Obs0Ie1e 

screerr specific to video surveillance in the 
administrators office to monitor facility 
security. 

5. The QA commi~eeshall.r:eview audits at 
the monthly QA meeting to ensure 
continued compliance Nursing 
Supervisors, dire.ctor of nursing and 
ad~inlstrator w~~ in-seryl~ by th~ RN 
educator onfacilityP/P and state reporting 
guidelines.The administrator shall be 
responsible for the: implementation and 
evalu;;ition forthis CQrrective action. 
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F60_9 C:ontinued From page 7 F 6d9 
residents, vrsitors.and employees. The faciiity 
has established a mechanism which informs the 
reporter in writing whether a repc:rt was ac::tually 
made to the NYS DOH, so they ean_be confident 
the appropriate corrective action will be applied. 
If this protocol is· followi3<:f by the individual, the 
Administrator ·or Director of Nursing (DON) to 
whom ·the report was given fails to. forwlird ~ 
"reportable event" to the NY$ DOH, the 
Mmihistratotor DON will• be held accountable 
for not reporting and/or not having an effective 
reporting policy. 

The section titled '"Mier:, to report'' dccumented 
·1n response to allegations of abus.e, neglect, 
. exploita\ion or mistreatment;., the ~dlity must: 

- Ensure that all affeged viola.tions involving 
_abu$e; neglect, exploitation or mistreatment, 
including injuries ofunkriowh $0\JrCe are . 
reported immediately, but n_qt later tt1an two 
hours after the ailegaitfon is made, if the events 
that.cause the allegation Involve abuse or result 
in serious bcxtily injury orr,ot. later than 24-hours 
if the. events that ca!JS~ the. an~ation do not 
involve abuse and do not result in $ertous bodily 
fnjury, to theAdmiriistratorand other officials 
incfuding the State Survey agency In 
accordan(:E! With S@te: !~·through established 
procedures. 
- The facility should, not complete a full 
investigation before reporting to the NYS OOH. 
In order WQather the b~st ev.idence relevant to 
the altegation,)t-ls necessary that the NYS OOH 
be told there is "reasonable cause" to believe 
,that abuse occurred therefore timing is important 
and. lh~e should be no delay. 

1. Resident #1 has.diagnoses including diabetes 
mellitus. Review of the Minimum Data Set (MD$ 
:.. a resident assessment tool) dated 2118/20 
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.revealed the resident was cognitively intact. 

Review of a SOcial VV9fk Prog.ress N'ote dated 
2/17i2oat 1:44 PM revealed the SO.cial Worker 
'(SW #1) met with Resident #1 per the resident's 
request. The: resideht intotmed·the Social 
Worker Qf feeling uncomfortable with $Om~one 
who visits the facility and was seen as. a "friend 
aadnothingmore". This person befriended the 
resident. and was frequently at the nursing home 
visiting :many other .resfdent&. Over the past 
month this person started holding the re·sident's 
hand and rubblng (his/her) arm, but thfs. 
weekend it involved more, becOming more 
forceful and ~re$$ive. Resfdeht #1 stated the 
incident .caused. the resident to be up an night 
contemplating what to do about rt. Resident #1 
provided asiatement,.t'1at-was signed by the 
resident and pr6Vided to the Administrator by 
SW#1. 

The statement from the resident dated 2117120, 
written by SW#1, documented thatfor the past 
.mooth the· vfsitor was inappropriate and made 
the tesi(lent feel uncomfortable. The resident 
documentecf the visitor was becoming. more. 
force~! and behaviors were escal'ating despite 
being asked .to stop. Resident #1 reported the 
incident to the night nurse on2117/ l)eeausetne 
resident.''justwished and wanted'' the visitor'to 
stop. 

A h~ridwritten statement, signed by the 
.Administrator, dated 2117/20,:doa.nn~ted tt,at 
the Administrator attempted-to speak with 
Resident#1 on 2/t7/20at approximately 1:00 
PM :and 5:0S PM, b~ tne resident was sleepif1Q. 
At 5.: 15 PM, the Adn:iinietrator spc:,ke t9 the 
resident who stated that the visitor recently held 
his/her hand and pressedJt up against his 
private parts and kissed him/her on the mouth 
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F 609 Con~nuedFrom 1'$9& 9 F 609. 
and ear. The resident repeatedly, asked the 
visitor: to $top; tie was goocHor a while andwent 
back to ~oing these things. The,Admi.nistrator 
told .the resident-that he could limlt the visitor's 
visitation rights such as no-visits in rooms or 
supervised visits in common areas ortly.·Th.e. 
resident stated the intention to speak with the 
visitor one more time and ask him fo cease his 
actions or take it to a higher authority to deal 
with it The Acfrninistrator 11,tated he WQuld follow-
up wftt, the. r_esident ~fter he/she spoke to the 

· visitor, to discuss next steps. 

A So~i~t Wott Progress Note (fated 211:8/20 at 
12:14 PM doeuniented that the Director of Social 
Won< met with the resldentto foliow-up the 
resident's complaint about the visitor yesterday. 
The Director of Secial Work complefeda Brief 
lnten,lffH for Mental St~tu$ (BlMS) and a Mini
Mentar Evaluation (assessments used to 
determine a resident's cognition) showing the 
resident was cognitively fntact. Resident #1. 
iitated tt,at several incidents were not reported 
immediately to iitaff because 1:t!e visitor had 
befriended the. resident. The visitor was asked 
"to stopK several times, butthe behaviors . 
e$Calated. Resident #t agreed to speak with law 
enforcen'}ent a_n~ ask~ that the visitor riot be 
allowed to enter the (resident's) r90fll anymore. 

Interview With the.Social Worker (.SW#1} 6n 
2i24/20 at 10:1 o AM. revealed she was informed 

. during morning report on Monday 2/17/20 that 
the resident wanted to s_peak with her. ReSldent 
#1 totd an overnight nurse (LPN #8) about an 
Incident that happen~ qn 2/16/20. and Jhe 

, resider:it requested to $ee the Sociar'Worker; 
After the Social Worker spoke with the reskfen~. 
she reported the infonnatlon to the 
Administrator. Toe Administrato, totd her to do 
theinve-$tigation and he would~ the resident 
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later. 

Interview with the Directot of Social work on 
2/24/20 at tC:20-'AM revealed she read. the 
resident's statement and asked the 
Adminilltrator wttat was berng done about the 
intjdent. The' Administrator told tier he-W.$ 
looking into it. ~e was not sure if ttie information 
was accurate because the resrdent might have a • 
urinaty·tract infection and was· recehiing 
antibiotics. The Social Wotkertold the· 
Administrator that the ihcldent needed to be 
reported to the NYS 00.H and iaw enforcement• 
and that the visitor $hot1kl ·nof be allbwed in the 
facility .. The Social Work~r' stated .she nptified 
.local law enforcement of the incident. 

Interview with the Administrator on 2124/20. at 
12,00 PM revealed he was aware .oflhe tWo~ 
hour reporting ruie btJt had .. no comment ~s to 
why he did not report the incident-timely. He 
stated he told the visitor on 2/18120 that there 
watta OQmplaliit from a re.siclent about hlrli and 
not to return. to the ~cility until ttie ih~ation 
was complete, 

Interview with the resident on 2/25/20 at 1:30 
PM rfjVEtaled he/She reported the incident to the· 
overnight LPN #6 around midnight .011 2/17 /20; 

Telephone inter.view with ·the overnight (2116'/20 
to 2117120) LPN#8 6n2'/25/20 at 1:46 PM 
revealed the resident told her about the vli!tor at 
approximately midnight on 2117/20. The residenJ 
expressed concern about the visitor's behavior 
and the fact th~t it was escalating. The .LPN 
stated she wrote a note qn the 2+Hour Ni.l!liing 
Unit ~eportfor the Social Workerto see the 
resident. She was not sure ifthe visitorwas a 
f,nend to the resident and did not thlhk to rep0rt it 
to the-night $hift N'ui'sin9 Supetvisor. Th.e LPN 
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stated she was not aware pf the iwCHilour 
regulationfor reporting aJleged abusa 

Review of the NYS OOHAutomated Complaint 
Tracking System. {ACTS) Complaint/ Incident 
Investigation Report reveafed the date{tinie of 
occurrence was2117/2.0 at 1~00 PM and the 
incident was submitted by the facility to the NYS 
complaint intake unit on 2{18/20 at 12:34 PM. 

4t5A{b)(4) 
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483.12{c)(2H4) Investigate/Prevent/Correct · F 61 o 1. The Administrator Cit re'cord at the time 
of the eventwas temiihatedi a review of 
.the ihvestigation was completed by the 
new Administrator and Director of Nurses. 
The residents c;are plan was revie\Wd arid 

07/08/2020 
Alleged Violation 

§483 .12( cJ ln response to allegations. ofabuse; 
neglecti exploitation, or mistreatment, the facility 
must: 

§483.12(c)(2) f-lav!=l evid~OCE! that.~U alleged 
violations are thoroughly investigated. 

§483,12(C)(3) Prevent.further potential abuse, 
neglect, e)(ploitalion; or mistreatment While the 
investigation is in progress. 

§483. 12(C}{4) Report the.results 6f all . 
investi9ati01"!$ to the. administrator or his or her 
designated representativ~ and to other ¢fficiats · 
in accordance with State Jaw, including to the 
State survey Agency, within .5 wOfking days of 
the incident; arid if the al!eg~d violation rs · 
verified appre>priate corrective action must be. 
taken. 

This REQUIREMENT is not met as evidenced 
by; 

Based on interview and record review conducted 
·during an Abbreviated survey (ColTip!aint 
#NY00252e66) completed on 2126/20, th.e 
'fa.cmfy did npt have evi_dence that all alleged 

FORM CMS.2567(02-99) Previous \/ersiona Obsolete Ewnt ID: XB2X1 1 

. updated. The identified individual wa~ 
banned from the property with a notice 
presented by the local police and notice 
was presented to employees posted at . 

. emproyeetitne clocl<,, to_im111ediately ¢all 
the police if the individual was identified 

2. Security codes wm be updated at 
entrance!t Video camera ~ysten, was 
reviewed by the Administrator, Policy and 
procedure for reviewing and updating 
se~urity codes was _reviewed and 
confirmed by "1e QA comm.ittee. 

3. Nursin9 Supervisors, director of nursing 
and adrninlstrator were in-serviced by the 
RN educator on facility PIP on completing 
investigations to the· fulleste~ent 
practicable. 

4, An initial audit Wps completed to ensute 
any allegations of abuse were submitted 
timely, including investigations and witness 
statements. An audit shall occur mon~ly to 

Facility JO: 0716 
lfconl!nualion sheel Paga,12 of 16. 
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F sto Continued From ~ge. 12 F 610 
vro!ations were thoroughly investigated ·for one 
(Resident #1) ofth~e residents ~vlewed for 
abuse and neglect SpecificaUy, t:.t,e_rewas a lack 
of a timely investigation into the resident's 
allegations of sexual abuse and the lack of a 
u,orough investigation .Into the allegation to 
include statements fron:i: potential wttnesses. 

The fit.lding Is: 

Afacilif~;. policy a~ procedu~ (P&P) titled 
"Abuse, Neglect, Mistreatment and 
Misappropriation of Property" dated 10/19 
revealed t;lc,cumentation is required with respect 
to accidents and incidents that must be·. recorded 
pursuant to 10 NYCRR 415.30 (I). 'Nitti respect 
to allegations of abuse, mistreatment and 
neglect, facilities tnust docllment that the 
~negations are thoroughly inve$tigated pursuant 
to NYCRR 315A (b}(3), lncluding·anY incident 
that is not consistent with routine operation of 
the facility or routine care oftlie resident. The 
supervisor who has been Informed of .the 
anega:tfon f$ tQ compi~te the: initial inv~igation 
report and forward a copy to the Ad111inistrator. 
This notification is in. addition to immediate 
notification to the Okec;tor of Nursin~· (DON). 

L Resident #t had diagnoses including diabetes 
mellitus (OM) .. The Minimum Data Set (MOS~ a 
resident 85Se$Sn'lent fool) dated 2118120 
· documented the resident~. cognitively ·intact. 

A 1+Hour Nursing Unlt R&port dated 2/16/20 for 
the night shift revealed documentation that 
R¢sident #1 ''Would like to sp¢ak. to Social 
Work", 

Review of a Social Work Progress Note dated 
2117/20 at 1 :44 PM revealed Social Worker #1 
rrtetwith Resident#1 perthe resident's request. 

FORM CM$c2567(02-99) Previous V~lons Obsolete Event ID, .XB2X 11 

confirm aUegatior.s of abuse w~mr re.ported 
. timely. An audit shall be conducted by the 
administrator or deslgnee once per day for 
1 week and once· per week for 4 weeks to 
ensure the $ecurity ,;:odes c1rE! active. The 
Administrator shall keep and maintai.n a 
separate computer screen specific to video 
. 51.irveiffance in the Administrators office to 
rnonitorfa~lity s¢eunty .. 

5. Toe QA.committee.shall review audits at 
the monthly QA meeting to ensure 
continued. eompU~nce Nursing 
Supervisors, director of nursing and . 
administrator were in-servlced by the RN 
educator on facility PIP andetatereportin9 
g\Jidelin~s. The Administrator $h_f.!II be 
resp0nsible fonhe implemer,tatlon and 
evaluation-for this correct/Ve action. 

If c:oilllnulllton she« Page' 13 ot ·16 
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The residentfnformed the SOciai Worker of 
feeling i.rncomfO(t.;lble With someone Who visits 
the ftlciUty and was seep as a friend and n~thing 
more. This person comes into the nursing home 
.a tot to visit many other residents. Over the past 
mpnth tt,is persqn started holdlng ·hands sod. 
rubbing the resldenfs arm, but this past 
weekend it involved more. The resident 
complained of being Up most of Sunday night 
after the incident. happened and was 
contemp1atf119 what to do. Tne resident 
completed a wri~n and. signed report,· The 
Social Wo~i<er .provided this to the Administrator 
for fplfow-up. . 

Review .of a verbal stafement from Resident #l 
written .by Social "'1orl<er #t dated 2/17/20 · 
documented for- the past month the visitor was 
inapprqpriate and made the residentfeeJ 
uncornfortabte. Toe statement documented the 
visitorwas becoming moreforcefui and -
behaviors were escalatlog in spite of being 
asked to stop. The incident was reported to the 
nighl nurse ~~use the. r~ident •just wish atid 
wanUhe viSttor to stop•. 

Reyi~ of a written statement from the 
Administrator dOCl,imentt:td that h4! spok_e with 
the resident on 2/17/20 at 5:15 PM the resident 
stated the visitor was recently holding his/her 
liand and pres.sing it up against his private parts 
arid kissed him/het on. the mouth and ear .• The 
resrdent repeatedly asked him to stop; ~e was 
good for a while and went back to doing these 
·thing$. The AdministtatoF told the resident that 
he could.limit1he visitor's visitation rights such 
as no visits in rooms or sl!pervis~ visit~ in 
common areas onJy. The restdent ~ the 
intention was to speak with the visitor one more 
time and ask him to cease his actions or take it 
to a hig~ authority to deal with Jt. The 
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Adtninistrator stated he would follow-up with the 
resident after he/she spoke to the visitor, to 
discuss next steps. 

Review of a Social WOrk Progress Note. written 
by the Director Qf Social WPrk dated,2/18/20 at 
12: 14 PM ddcumented she met with Resident. #1 
to follow-up from the complaint that was made 
the day prior about a visitor. The Director of SW 
completed a Brief Interview for Mental Status 
(BIJYtS) and· a Mini-Mental Evaluation ShOWing 
resident was cognitively intact. R~ident #1 
stated that several incidents were not reported 
Immediately as the visitor, had befriended the 
:resident. The visitorwas asked· to stop seve!c:il 
times. but "the behavior escalated. Resident #1 
agreed to speak with law enforcement and 
asked that the vi sftor not allowed to enter the 
roc,m ~nymore. 

There were no aclditfonal statements from 
potehthal witnesses.to review. 

I Review of Progress N()tes for Resident #1 dated 
2/11/20fo.2J1.8/20 revealed there was no 
documented evidence that a physical 
assessment of the resident was completed after 
the i11ciclent was reported on. 2/17/20. 

During an interview on 2/24/20 at 12:00 PM, the 
Administrator stated the paperwork available for 
rev.iew was the resident's statement. the Scx;ial 
Worker's statement and his statement 

· During an interview .on 2/24120 at 2:00 PM,. the 
Admirtistr~tor stated he went to see the resident 
on 2117/20 after he was made.aware of the 
allegations. On 2/18/20, he.tcild the visitor ·there 
was a complaint from a resident about him and 
not to retum· to the facility until the investigation 
was completed. · · 
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During a tetephone interview on 2/25/20 at 1 :46 
PM, 1he. ovem,ght (2116'20 to 2/17/20) Licensed 
Practical Nurse .(LPN #8) revealed Resident #1 
told her about the visitor at approXimately 
midhigl:rton 2111.120. R~sident #1 expressed 
concern about the visitor's behavior and the fa.ct 
thatitwas escalating. LPN #8 wrote a note on 
the 24~tiour nursing report for tne -Social Worker 
to see Resident #1, LPN #8 drd . .not think to 
report it. 

415.4(b)(3) 
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INmAJ.. COMMENTS 

Alt Abbreviated &Jriet CompiaintACTS 
reference#{NY00260552} was conducted for 
The Villages of Om,ans on 813/20, 814120; 
81&'20, 8/7 !2.0, and 8111/20 to detenhine . 
compliance with ~ CFR Part 483 requirements 
fbr Long 1"-,n: Care Facjlitfes. Defieiencies were 
cited a.a a 119SUlt of true survey 

-42 CfR 483.1~ FreedQm from· Abuse, Neglect, 
and Exploitat!0n . 

· 483-.12(a)(1) Free from Abuee and Neglect 

§483.12 Freedom from Abuse, Neglect, and 
Exploitation• 
The resident has the right to ~ tre.-from abuse, 
neglect, miaapptopnation. of resident property, 

· and uploitatfQl'l as defined in this subpart. This . 
inclucles but is not limited to freedbm from 
eorpora)-punishrJler:rt. invcluntary seclusion and 
any phy9lcal or ~ical restraint not required to 
treat the NtSident'S rt199rc:al symptoms. . . 
§483.12(a) The facility must-

§483.12(a}(1) Not use verbal; mental, $8XU81, or 
physical abuse.. corporw punishment, or ~ 
involuntary secluaion; 

Thie _REQUIREMENT is not met as evidenced 
by:· . 

Based on obseNatiOn, interview, and i:ec:ord 
~ condud;ed during an Abbreviated ~tvey 
(Con,pfaint #NY002e0552) completed en 
8111/20, the fadllty did not ensure the resident's 
right tD be he.from abuse fer two (Resident.a 
.#1 , 2) of three relident9 ieviewed for sexual 

· ·abuse. Spedficalfy, Relskfe,,ts #J. and2 were 
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1. Resident 1 was moved to. a 
diffet'ent unit within the facility and their 
Care Plan reviewed and updated ·to "9flect 
18Sident's preference and shall be in high 
visible location per resident 1. 'a preference. 

. AccoOimodations were made for resident 2 

. tc transfer to a facility dcser to resident Zs 
family, family WK In~ Resident 
2 was a~-$8fely fr.orn.thefacilfty: . 

. Both Resident 1 and· 2 wer.e evaluated f0r 
capacity. . 
2. An initial audit was COi r~ fat 
in-hourse residents by the DON or or .. 
ADON to ccnf.inn no outstanding or open 
cases of~ abuse, miatleatmelX or 
negle¢ have been dlsplayed. by te$identls. 
An audit $haU oca.trweekfy, begirming 
upon confi~ of POC, by the DON or 
ADON fa' 4.weeks aod monthly fer 2 
months to c:onfirm no outstanding or open 
cases of pre$Umed abuse mi$tt-eehneot or 
neglect An audit lhaJt be CQrl1Pk!ted by the 
DON and- MO, for cumw "'8idents. to 
eonfinn all nesideots capec;ity's are 
revitlWed and updated if appiicable. 
Capacity shall be reviewed on admilSaion 
and at quarterly care plan meetings. .. 
3. The~re-inaeNic:ed 

(X8) DA.TE 
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obleM9d 8(1gaged in sex\181 activity and per the 
physician ls.eked the cognitive ability to consent. 
Additionally, per the fac::illty policy Resident #1. 
and ,i; were ncit evaluated by the facility for 
capacity to ~sent in. sexual activity after the 
engaged sexual activity occul'A!d. 

The finding is: 

The faclfffy policy and procedure {P&P) titled 
"Abuse, Negiect.. Mistreatment and 
Misappropriation d Resident Property" revised 
date 2/2015 documented th& ·facllfty prohiblbs 
abuse, neglect and mistreatment of residents . . 
Abuse shall mean inepprcpriete physical contact 
with a resident; which harml or is likely to cause 
hann to the resident. Inappropriate physical 
contar;t indudes, but Is nat limited to, stoking. 
pinching; kiddng,. shoving, bumping, and or 
sexual molestation. 

The fadl~ P~ titled "Sexual enc::ounter 
~ngst Residents'" 18Vised. date 1/1/2015 =:mgW)=-~~~~~ to· 

have 1heir cognittve function e11aluated and 
identiff whether tt,,.y have capacity to accept or 
deny sexual activity. 

1. Resident #1 had diagnoses which include 
dementia.. d~.tneffltus (OM}, and 
~-The Mi1imum Data Set (MOS - a 
resident asaesstnent tool) dated 7117/20 
documi,nted Resident #1 ~t.181,Y understands 
and was ·usually. under.ltcod. The Brief Interview 
fa' Mental Status (BIMS) IJC0f'e was 11 . 
indicating moderate cognitive impairment.. The 
MOS documented, phygic:81 behavioraf . 
tymptome. directed toward othe.._ (e.g., hitting, 
kicking, pushing, ICR1fchlncl, grabbing, eblising 
others sexually) occurred 1 to 3 days during the . 

the IDT team including the newly appointed 
DON on abuse ~ng guidelines. AU 
staff shall be r&-lnseMCed on identifyi~ 
possible abuse mistreatment er negfed 
and facility PIP and Immediate 
intetventions upon identification of possible 
abu$8 mietreatment or neglect The NHA 
and DON reviewed and· ravised the pollc::y 
and procedure for determining capacity 
and the IDT team was re--inserviad on the 
facility's PIP for determining capacity. 
4. Aucfds shall be reviewed at 
monthly QA to confirm and enauna 
compliance. The NHA will ~ AISpOl'1Sible 
fer the. impJementation and evaluation of 
th~ corrective action. 

Facarl0: 0719 
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aaseesment period. The behaviors were 
documented a& significantly interfering with the 
residents participation activities er sociai 
interactions, slgniflcantiy 11\trudlng on the privacy 
or activity atfler.s, and significalitly disrupting 
care or living environment. Resident #1 _ did not 

. need or want an i~ to comml,!nicate with 
a dodor' or health caAJ mfr. 

Review of an untitled/ undated comprehensive 
care" plan (identified as cum,nt by the Director of 
NursinQ (DON)) documented Resident #1 had 
~ co;,,itive fi.!nction related to dementia .. 
The care plan ~ that Resident #1 
would be able tp communicate their basic needs 
daily; and interw;ntions-ind~ to engage in 

. simple, structured activities that avoid overiy 
demandirig tasks. The care plan dfd not address 
Resident #1'a behaviors. 

Resident #2 had diagnoses 'which include c:1emen-, depteeaion, and anxiety. The MOS 
dated 7/1612020-documented Resident 'lf.2. wes 
unc:ferstoi:,d and undenitands. The SIMS seen 
was 12 indicating moderate cognitive · 
impairment Resident #2 did net need °' want an 
interpreter to comm~ii::ate with a ·doctc)r or 
heelttl care staff. 

Review of an Untitled/ undated comprehensive 
care plan (Jdentif'ted as cunent by the DON) 
documented Resident '112 had impaired. cognitive 
function Ntlated ti;> m,mentia. The care plan 
documented that Resident fl2 would be abte to 
.communicate their basie f'l8!l!lds daily, and · 
interventions ·incluc;ied to cue, NIOrient and 
supervise as needed; Ask y.tno questions in 
otderto determine the resident's neede. 

The facility •Unknown" report (identified.by the 
~N as an Accident and fneic;tent {All)) report 

,-=-,10:one · 
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elated 7/'1-4/20, CCITlpM9ted by ~ Practical 
Nurse (LPN) #1, documented Resident.#1 was 
In the haDway, engaging in sexual activity with 
another A9Sideot (#2). Resident #1 stated 
consent was given. 

The faeility "New Pressu.re~. report (identified by 
the DON u an (AA) report dated 7 /14120, 
compleb,d by~ Practfcaf Nurse {LPN) 
#1, .documented Resident #2 was in the hallway, 
engaging in sexual actMty with another resident 
(#1). Reeident«z·~ unable to give a 
description of the incident. 

During an if1teNilM, on 8111/20 at t :16 PM, the 
DON stated that she completed the ii'1ve$tigation 
.of ttwa. incident. 

· Review of.the Ui1signed '1nvestigation for 
incident that oc:cuned on 7 /1412.<:f provided ~ 
the facilily A!MlSied that on 7/14/20 at 9:50 P'-' 

. the DON had receiWd a call frcm LPN #1, 
stating two r.esidents (#1., 2} were found in a 
common area Sitting on a 1oveseat; and 
RNklent #'2 was perfonning a sex act on 
Resident #1. The DON asked LPN #1 whether 
the resid~ Wffflt alert and oric9nt.ed and able to 

· make their own. ~ns. and if they had a 
diagnceia of dementia. LPN #1 stated both 
,_!dents had a diagnosis of dementia.and 
uked them If they both coneented: to the selW8i . 
adivlly. Resident #1 stated that he/she did 
con8ef'lt to trie· aexuaf. activity. However, 

· Resid.ent #2 told LPN #1 that hefshe had no idea 
what LPN #1 was talking about, and that hel8he 
wasn't doing anything with another resident. The 
OON ~ LPN,#1 to~ fOunds on· 
both residents 1h.roughout the night and to notify 
the onc::cming shift to .continue to ~ monitor 
both residents. 

Facilty 10: 0718 
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During an inteMew on. 8/11/20 ']It 11 :02 AM, 
LPN #1 stated. she was the building supervisor 
on 7/14120 when the residents were obeerved 
engaging in sexual activity. LPN #1 stated she 
did not obaerve the sexual activity, but it was 
reported. to her by Certified Nur8e Aide (CNA 
#1); Residents ('1, 2) were immediately 
· separated, Accidentllncident reports were 
completed, and the DON was hOtified. 

During an intet:view on 8/11120 at 11 :45 AM, 
. CNA #1 stated that on 7/14120 she observed 
Residents {#1 and 2) engaging In. 'ii sexual act in 
the hanway. CNA #-1 stated the two residents 
were ~ and LPN #1 was notified. 

·During a telephone inteMew on 8/11120 at 12:14 
.. PM; the primary physician for Residents (#1, 2) 
etatect neither of the· residents involved were 
evaluated for c:apaelty· after the incicient, and 

· both residents "overail are probably not able to 
c:onsent to eexuaf C0l'ltad." . 

Ouring an lntervw on 8111120 at 1 :1~ PM, the 
DON slated neither Reeident.#1 nor 2 were 
evaluated fot capacity to consent. In addition, 
the· facllity does not have • specific policy and 
procedure f0r c:k:Mnninilg a residents capaclty. 

. . . 

During an inteMew on 8/11/20 at 1:49 PM, the 
Aclminiatrator ttated ctetennining whether 
rasidents have-a c:ognitiv9 lmpeirment is crucial . 
to. cletetmine if c:onsent can be giwn. · The 
Adminieqtcr atad, "based upon the ~MS 
seem," of Resident (#1, 2) ·consent ·was implied". 

4t5.4(b)(1)(Q 
-483.12(<:)(1)(4) Reporting of AOeged Viofatic>ns F 609 1. Resiclet:lt 1 was rn<Ned. to a diffefe(Jt unit 09121/2020 

. within the fac!flly and their Care Pia, . 
§483.12(c} In response to ~ns of abuse, 
neglect, explcitatlon, or mietn!latn ient, 1he faeiliiy 

reviewed and updated to reflect 111eident's 
· pc•ference and shat be In high visible 

Facilty IP: 0718 
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must 

§483.12(c)(1) Ensure that alt alleged violations 
involving abuse, negfect, exploitation or 
mistreament; iricluding Injuries of-unknown 
source and misappropriation af resident 
9roperty, are repcirted immediately, but not later 
than 2 hours after the allegation is made, If the 
events lhet cause the allegation inVOlve abuse 
or result in serious bodily injury, or not later than 
24 houra.iftne events that cause the allegation 
do not Involve abuee and do not result in serious 
bodily injury, b:) the administrator of the facillly 
and to other ofllcials {including to the State 
SUfVe'/ Ag,Jrq· and adult protectfye servic:es 
where state raw ~ fer Jurisdiction In long
tam ·an facilities) in accordance with State law 
through established procedures. 

§483.12(c)(4) Rl!pcrt the results of all 
investigatlcns 1D the.administrator or his or her 
designated .represeotatMt and to other officials 
In accordance with State law, including to the 
State Survey l'qency, within 5 wodcing days of 
the incldeot, and if the alleged violation is 
verified appropriate ~ ac::tlon must be 
taken. 

This REQUIREMENT is not met as evidenced 
by: 

Based on interview a,ld record review condUcted 
during an~ survey (Complaint 
#NY00260552) completed on 8/11/2020, the 
. faa~ d'ld not ensure that all. alleged violation& 
of abuee are ~ · Irrimedlately In 
accordanc:e with State law thrt>Ugh estabished 
pri:>cedure fa-two (Resident #1 , 2) of three 
~ reviewed fQr abuse reporting. 
Specific:aDy, the faciHly did not report ~in the 
2-hour·tfme frame to the New York State 
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location per resident f a p~. 
Accommodations were made for ..ident 2 
to transfer to ·a facility closer ta resident 2's 
~ily. family was in ~A!181Tteflt. Resident 

. 2 was: discharged safely·from the facility. · 
2. An initial audit was completed for in
hourse reeidenta by the DON or or ADON 
to confirm no outsmnding « .open cases of 
presumed abuse, mistreatment or negled 
have been displayed by ·residents. An audit 
shall occur·weekly, beginning upc)n· 
c:onffrmation of POC, by the 00N or ADON 
for 4 weeks and monthly for 2 months to 
cortfinn no outstanding or open c:aaes• of . 
presumed abuse n1isbeatment or neglect 
and In the event cases ·are identified, an, 
confirmed as reported timely. 
3. The Administrator re-inseMcecl the IDT 
team including the newly appointed DON 
on abuse reporting guideiines and P/P -
upon review, no update to .aboae reporting 
PIP wae needed as the pollcy·matched the 
current reguiation guidelines. AD staff thall 
be re-lnaervic:ed on ·Identifying poeaible 
abuse mistreatment or negleci-and facitity 
PIP and immediate Interventions upcn 
identification of poasible abuse 
mistreetnie11t or·neglect. The NHA and 
PON F8Viewed and rewsecfthe policy and . 
procedure for determining capacity. The. 
policy for reporting abuse 
4. Au~ shall.be reviewed at monthly QA 
to confirm and ensure C0n'.()liance. -
potential reportable were submitted tin'WJ. . 
The NHA wtll be responsible for the 
Implementation and evaluation of' this 
cotTediYeadion. 

Facllly IC: 0710 
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Department of Health {NYS OOH) abuse 

. ·degatioolS as required for Residenas #1 and #2. 

Refer to F eoo D 

The findings are: 

· Review of the facility policy and prccedure titled 
"AbuM, Negle4 Mistlewnent, and 

· · Mbs8ppropriaticn of Resident Property" l'eYised 
date 212015 documented the tbllcwing: 

- Abuse: Shall mean, inappropriat,- physical 
contact with a resident. which harms or • likely 
to cause hann to the resident Inappropriate 
pnysical includes, but 1$ net ~mited to striking, 
pinching, klclcing, bump4ng, and or- $19.XUSI 
molee1atlon. 
- Mandatcry reporte~ are tho6o profetsionalt 
who ewe fer nursing home residents. Thoee 
who c:ate for residents Include aH healthcare 
WOf'kan who prc.vfde services to residents. 

· - The requirwnent to report is inmedtately upon 
having a "reasonable cauee" to believe that the 
abuee has occurred: 
• The facility should not complete a fuR 
irMMStigatlon before reporting to the NYSOOH. 
in order to gather the beet evidence relevant to 
the allegation, it Is ~sary that the NYSOOH 
be f0ld there m •reasonable cause,. to believe 
that abuse has oc:cumld. ~. timing ls 

· .impcnant and there should be no delay. . 

1. Resident. #1 had diagnoses which ·incJude 
• dementia, cfiabetes meffitus (OM) The Minimum 

Data Set (MOS - a resmtt 8S$88Sm8ffl tool) 
dated 7117120 documented Resldent #1 had 
modende c:ogmlNe mpeirmenta, usually 
u~ ana wa, usualy understcod. The 
MOS documented, phy,ical· behaviotal · 
·symptoms dh¢ed tcward others (e.g., hitting; 
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kicking, pushing, scratching, grabbing, abusing 
others sexually) ·occurred 1 to 3 days during the 
assessment period. The behawn were 
documented as signifit&!ntly interfering with the 
residents participatioo in activities· or social 
interactiOns, lignificantfy intJUding on the privacy 
or ac:tivtty of others, and' significantly-disrupting 
~ or living ,nvironment. The resident did not 
need or want an Interpreter to communicate with · 
a doctor or health C8l'8 staff. 

· Resident #2 had diagnoses which Include 
dementia, depreesion, and anxiety. The MD$ 
dated 7/16120 documented Resident #2 had 
moderate cognitive Impairments, understands 
and was understood. The resident did net need · 
or want an interpreter to communicate with a 
dcdor or health care staff. 

The incident report, provided by the Director of 
NIJIVl9 (DO~. titled "Unknown" dated 7/1"4J20 
at 7:20 PM completed by licensed Practical 
Nurse (LPN} #1, doc::umented Resident #1 was 
in the hallway, engaging In sexual adivity with 
Resident #2 ' 

The incident report, provided by the DON, titled 
"New.P~re" report dated 7/14/20 at 9:48 
PM, completed by LPN #t, documented 

. Resident #2'was. in _the hallway, engaging in 
sexual activity with Resident #1. 

During an Interview on 8/11l20 at 1 1.:02 AM, 
LPN #1 stated she mis the building ~r 
on 7/1-4/20 when ttK, residents were observed 

. engaging in sexual activity. LPN #1 stated she 
did not.~ the sexual activity, but it was 
~ to .her by Certified Nurse Aide (CNA #1} 
and Accident/Incident reports were completed. 
LPN #1 at.atecl the DON was notified of the 

· incident via t8iephcne and was told by the DON 

Facility JC: 117'141 
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Co~nued From~ 8 
not to report the incident to the NY$ DOH as 
~ was the reepoMfbUity of the DON. 

During an interviaw on 8/11/20 at 1:16 PM, the 
DON stated she completed an inwstigation of 
thein~ent. 

The undated/ unsigned '1nWJStigation fer . 
incident that occurred on 7/14/20" provided by 
the fac;ility documeuted on 7/14,?.0 al 9:50 PM 
tt,e DON n!C8ived a atll from LPN #1 stating 
that two residents (1 ,2) we,e found in a common 
area sitting en a ICMJSeat: Reeident #2 was 
performing a sex act on Resident #1. 

Review of.the NYS OOH Automated Complalnt 
Tracking System (ACTS} Compraint/lncident 
lhvestigatlcn Report revealed Datelrme. of . 
occurrence: 7/14/20 at 9:53 PM and was 
submitted by the facJllty on 7/16/20 at 1:14 PM. 

Curing an l~on 8/11/20at 1:16PM, the 
DON stated allegations lmlolving abuse should 
be reported to the NYS DOH within 3 hours; In 
addition, the DON stated an evaluation of 
Resident#1 and Resident #2 ability to ~ 
was not completed, and it "would be consideted 
abuse-If a persoo that doesn\ have capacity has 
a sex act pll'f0m,ed upon them." 

During an inteMew on 8111120 at 1:49 PM,. the 
Administrator stated any allegation invblving 
abuse should be reported to NY$ DOH within 2 
hours. 
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INITIAL COMMENTS 

A Recertification and Comp/amt lnve~tigation 
Survey, ACTS refetence#(NY00261044. . 
. NY00252205, NY0024'4872, NY OQ272930)was 
conducted at Vilfages.ofOrtieans Health artd 
. Rehabilita1:ion Center from 4/19/21 through 
4123/21 an:d 4/26/21 to detf!rmJrie tQn,pliance 
with 42 CFR Part 483 req,uirements for Long 
Term Care Facilittes. Deficiencies were cited as 
a result.ofthi~r$Urvey .. 

42 Cffi Part 483-.12 Fre¢dcm from Abuse, 
Neglect and Exploiu;rtidn 

42 CFR Parf 4&3.21 Co1Tlpre11ensive Resident 
Centered Care< Plan 

42. CFR ?art 48:t25 Quality of care 
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483.12{c)(t)(4)· Reporting Qf Alleget;I Violat.ion~ F 609 I. The foHoWing correctNeactions 06/2412021 · 

§483.J2(c) In re$fl0nsato alfegatiolls of a~se. 
neglect, exploitation, or mistreatment, the facility 
must 

were• accompli$hed fur.the residents. found 
lo have been affiacted by the deficient 
practice: · 

R~ident# 241 was 3$:sessed,. an 
inve@gatio•1 deteri'rlir:,ed the~ was nci 

§483.-i2(cJ(1) Erisure ~~t.allalfeged violations evidence ofabus-e; mi¢teatn:ient, or 
involving abus~, negle,ct. exP/oitaticm or : neglect and a report was entered into the 
mistreatment. itreludingi.njuneso( unknown Health Commerce 9¥stem on4r.23121 
source and misappropriation ofrE,Sideht . IL All residents hav~rthe potential to 
property~ are repcrte<flmmediately; btit not later · ~ .affected bYtne deffcieJifpractlce. 
than 2 hours after the alleg,atkm is made, if the • The fQIJowir,g corr~ :;ictipi'l$ · 
evetjtsthit.cause the allegatiortinvotve abuse wiltbe taken.'. 
or re:~!t in -serious bcdity iriitJfY~ Qr Jipt later than · Administrator and bitector or 

. 24 hours· if the events:that caus,e the allegjltiort__ • • Nu~irrg have reviewed:the past JO.days of 
do not involve aooH and do not result in serious . , Ar.cidP.r.t arn'J tnciderit Repo-rts, speclfiq1lly 
bodily iMJU'Y, to the admmistrator of the facility te ensure all-JnQ:l• qf abuse; 

·· · and to other officials (mcluding-to the State i!ip~e.if~ly .. injury ofunkriown origin hav~ 
StiNey AgeMy and adult protective sel'Vi.ces ~n iden_tifi~_and rept,i:te¢ t() the 
whe,r~ $~~ I~ pr:ovi~$ fut jurisdiction iri Jong- NYSodH. 
tem, ~~ faclUties) in ~c~i'(fa~ 'Mth Stat~ law . Staff Development has provided 
·through ~stablished ptocedutes, educatlon to theAdmintstrator, t_jirectorof 
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§-483 t2(c)(4} Report the results of au 
investiGations to the administrator or his or her 
desf!;jttated representati\le and to:dther officials 
io a~rd~:With State law, lricludin8 to the 
St.:rte Sutyey Agency, within 5 working days of 
the·incident, and if the all~ged violation is 
verified appropriate correcti'le action must be 
taken. 

This REQUIREMENT is not met as ev~denced 
by: 

.aa,ec::! ctn ln;tervlew ;md tecotd revi~w c:;ondueted · 
durin9 th~ Standard survey cqmplet~ on 
4/26l2'1/the,fac1lit' gfd riot ensure .thl:lt all 
aneged violabons including abuse, . neglect; 
.exploitation or mistreatment including injuries of 
unknown source,;:are. reported· immediately; but 
·oat later than two hours aiter the allE39atibrt is 
madf!, If the events ~hat caµse the anegc;nion 
involve abtlse Qt result in $eri00$ bocflfyrnjliry to 
the Administrator of the fadllty and qther officials 
(including to the S.tate Survey Agency and the 
Adl.llt Pr.otective Services where state law 
pr<:iyides for j.utisdiction in, !on:g-term care 
facilities) in acc;pfciSn<:eWtth .$tate. t;aw thr:qugh 
establistted proced1.1r~~ 1Prone {R,esidt.mt#247) 
,of six residentS'. reViewe~, ~ificaUy, Resident 
#24Tsustaihed a fracture: of unknown origin ~.a:t 
was not reported to the New York :State 
DepartmentofHealth (NYS OOH) as reqt1ired 
withinJhe twQ'-houf time fiama 

. ·The finding· is: 
. , 

Review of a facility policy and procecf ure {P~P) 
titled "'Abuse, . Neglect; Mistreatment and 

· Mi~ppropri~tiQO Qf Property" dated 10/19 
cl«:ument~ iall Swtf $h61) l,d' fcft(-,)\,V that de$pite 
facility P&P. that may ~pi~t~orting internally, 
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Nursing; Assistant Oirector of Nursing., an 
nursfng $upervisors (day/evening and 
night).; cartd unit managers on the NewYol'k 
Stste Department of Heattn incident 
Rep~i.ng··reqllirernen1$ .specificarly' 
o Ensure thc;1t a!f alleged incidents 

. involving abuse, neglect, exploitation, or 
mistreatment. induding injuries ofunknown 
source· and misappropriation of resident 
property, are reported immediately'to:the 
administrator or directoi' of nursing. 
a The c1dmitiii:ltrator or dire<:tor of 
m.1rsir.g are respon$ible 24 t:lrs/d~y-7 

. daysJw~to report aUeg~ incidents 
alleg~d incidents involving abuse, neglect, 
expjoftaticm, or mistreatment; includrn.s 
injuti~s of an.known source and 
rrii$apprQJ'riatlon of resident prdpert:y to the 
NYSDOH within 2 hours .of identification of 
tt,e rncident. 

m. In .an effort to ensure deficient 
practice does not recur, the following 
systemic~haAges,wiU be putin pl.ace: 

Allttsi;; poHcy has beer; r~viewed 
wittt nq. changes indicated, 

. • Staff Develqprr\ent has pro\/lded 
education to lhe Director of N\:lrsing" 
Assistant Director of Nursing, Nursing 
Supeivi$c;irs· oo alt shifts. and Unit: 
Managers on the ab!.lS!! reporohg policy 

, v.iith ~inpha,sis ¢n undet$tafJding What · 
constitutes abU$S $Pecifical!y related to 
mjµties ofunknown ongirt ,and . . .. . · ... 
requirements for.tll""'~lyrepoi:tit'lg to th~ 

: 
1 Health ~mmt!rc• System · 

,· ,v. . Thii! t.lc:iirty compliance win be 
· tnonl~re,;t µtiHzing thefolli:'.>wihg quality 
a~urarrce system:· · 

A.r1 accidentand incident audit 

i:aci111y ID. :ms,. 
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they must be sure the NYS DOH is notified. The 
section titled, "When to report'' documented "In 
r.esponse to allegafions of abuse, neglect, 
exploitation or mistreatment'', the facility must: 

- Ensure that all alleged violations involving 
abuse, neglect, explciitation or tnistreatment, 
including injuries of unknown source are 
reported immediately, but not later than·two 
hours after the allegation is made, if the events 
thiat c,au~ the allegation involve abuse or result 
in serious bodily injury orr:,ot la.ter than 24-hours · 
if the events that cause the allegation do not 
involve abuse and do not result 1n serious bodily . 
injury, to the Administrator and other offrdals 
including the State Survey agency in 
accordance with State la'w through established 
procedures. 

1. Resident #247 .was admitted to the facility 
with diagnoses including dementia, anxiety, and 
repeated falls. Review of the Minimum Data Set 
(MOS. a resident asse~ment tool) dated 
4/15/21 documented the resident was usually 
understood, usually understands, and had 
severe c09nitive impairment. The MOS further 
documented the resident requited extensive 
iassi$t Qf qne person for all activities of daily 
living and was non-ambulatory. 

Review of the comprehensive Care Plan dated 
4/15/21 documented the resident had a right loot 
fracture. Interventions included to follow 

. phy~icia.,n•~ orders for ~ight b~ring al'I_~ to . . ..... 
anticipate the resident's needs. 

Review of the facility ,;Investigation Summary" 
completed by the Oirector of Nursing, (OON} 
dated 4/13/2t, documented the OON was 
notified at 8~00 AM of blue bruising on Resident 
#24Ts right fourth .toe includhig the top of the 

FORM CMS-2587(02-~9) PravicusVersions Ob591ete Evem 10,· 7RXYH 

.,. 

tool wm be developed that includes all 
elements of reporting requirements 
:nc:luding the 2 hour notification to the 
NYSDOH 
• All accident and incidents wm be 
audited using an A/I reporting audittool, 
daily· by the Director of Nursing for three (.3) 
months to ensure that all incidents af 
suspected ¢r reported abuse, specificaUy 
injuries of unknown origin h~.ve been 
identified and reported to the NYSDOH 
within 2 hours. 
• Audit results will be reported to 
.the QA~A Committee monthly for three 
months. Frequ,ency of on-going audits will 
be determiriedby the Committee based on 
audit results. 

Responsible Party: Director of Nursing 

Faciljty 10: 071 ~ 
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F60$ Continued From page0 3 F 609 
foot. An X-ray completed on 4/13121 revealed a 
fracture of the fourlh and fifth toes. The 
fnvestigation Summary further documented the 
cause ofthe fractures was unknown. The 
inve,$tiSatipl'J wa~ signed. by the DON ~nd the 
Administrator: The section "reportto the New 
York State Department of Health" was check¢d 
"No''.. 

Revi.!:)W of the NYS DOH Automated: Complaint 
Trackirig System (ACTS) (soflwa~ that.logs and 
tracks nursing home.cornpfaints} from4i13/2t 
through 4122721 revealed Resident #247's 
fracture of unknown origin was not reported. 

Ourirtg an interview on 04/23/21 at 9:38 AM, the 
Occupational Therapy A~istaot (OTA) stated 
she noted the bruise bn the Resident#247's foot 
around breakfast time when she fixed the 
resident's sock and the resident had no 
complafnts of pain. The OTA stated .she reported 
the bniiseto the nur:se right away. 

During an interview on 04/23/2'1 at ij:48 AM, the 
Licensed Practical Nurse (LPN} #1. stated she · 
was notified by a CNA that during morning care 
the resid~nt's fQot was brui$ed on the whale top 
of the fqc:>t. LPN #1 stated she reported it to th~ 
RN supervil$0r, who then called the MD. LPN #1 
stated she was unsure how the injury occurred 
and would consider it. an injury of unknown 
origin. 

_puring .~n interview on Q:4/2~/2J c1t 1:02,PM,Jh~ : 
DON stated she was r,esponsible for completing 

. the irwesttgatioo of Resident#247's iflJury of 
unknown origin. The O.ON stated when the 
bruising to the resident's right foot was reported 
to her, she assessed th'e area,, which looked 
blueish in color and she interviewed LPN #1. 
The DON stated s,he was unstire of the origin of 

FORM CMS-2567{02-99). Preyja(ls Versions· Obsolete Event ID: 7RXY11 
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F610 
SS=D 

the il")jury and it should have been repqrted to 
NYSDOH within 24 hours. Tne DON $lated she 
was unsure if the injury should. have been 
reported within 2 hours or 24 hours, but she did 
not report it. 

During an interview on 04/23/21 a.t 2:14 PM, the 
Administrator stated he was familiar with the 
resident's right foot fracture and believed tl'!e 
injury of unknown origin was reported to NYS 
DOH by the DON, and it should have been be 
reported wjthin 2 hours. 

415.4(bl(4) . . . . 
483.12( c) (2)-{4) r nvestigate/Prevent/Correct 
Alleged Violati.on 

§483.12(c) In response to allegations of abuse, 
neglect, exploitation, or mistreatment, the facility 
must:. 

§48,t 12(c}{2) Have l;!vidence that all alleged 
violations are thorou;ghly investigated. 

§483.12(c}{3) 'Prevent further potential abuse, 
negleGt. exploitation, or mistreatment while the 
.investigation is in progress. 

§483~ 12(c)(4) Report the results of all 
. investigations to the administrator or his or her 

designated representative and to· other officials 
in pccordance-with State law, including to the 
State Survey Agency, ~i'lhin 5 wo,kii'lg days of 
the ineident..~od if the aUeged ~iolatiorijs ·· _ 
:verified appropriate corrective action must be 
.~ken. 

This REQUIREMENT is not met as evidenced 
by: 

Based on interview and record review conducted 

FORM CMS-2567(02:.iJS} Previcu$ V~r-s.lons Obsolela Eveilt 10, 7RXYt1 

F 610 I. The following corrective a~ions 06124/2021 
were accomplished for the residentsfound 
to have been affected by the deficient 
practice: 
• Resident# 247 was assessed, 

· and aniiwestigation was completed for 
· signs of abuse; mistreatmt,nt, or neglect. 
. Specifically, all staff likelyto t\ave 
information over the previous 48 hours 
were interviewed and/or provided 

. statements indicating that the resident's 
· plan· of care was followed. The 
investigation detennlned there was no 
evidence of abuse, mistreatment, or 
neglect. 
ll. All residents have. the potential to 
be affected by the cieficierit practice. 
• The Administrator,· Oirectc,r of 
Nursing have reviewed the past 30 qc1,ys of 
Accident.and Incident. Reports, specifically .. 
to er.sure all alleged incidents involvirrg 
abu~. neglect axcfoitatjori, or - ··· 
mistreatment, including inluries of unknown · 
source and rnisapprppriation of resident 
property abuse, have been identified, 

j ~oro~gnty !nvestigated, including 
I interview/witness statements fromstaff 

Facility JD: 0716 
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F610 Continued From page 5 F610 
during a Standard survey completed on 4/26/21, 
the facility did not ensure that all alleged 
violations of abuse .and neglect were thoroughly 
investigated for one (Resident #247). of three 
res1dents reviewed. Specifically, there was a 
lack of employee interviews_ and employee 
statements to rule out abuse regal'dihg ·an injury 
of unknown, fractures ofthe residents right foot 
fourth and fifth toes. 

The finding is: 

A facility policy and procedure (P&P) titled 
"Abuse, Neglect, Mistreatment and 
Misappropriation of Property" dated 10/19 
documented accidents and incidents must be 
recor:decL Wrth respect t.q allegations ofabuse, 
mistreatment and neglect, facililie~ must 
document that the allegations are tl')oroughly 
investigated. The P&P further documented the 
nursing supervisor /administrative staff wilf 
ensure resident and employee statements and 
any .information requiring further investigation 
are completed, this may require 01:>taining 
statements from each direct care giver over the 
past 24 hours ormore. Additional statements will 
be completed with other individuals who may 
have pertinent information regarding the incident 
an<:1/Qr the cause of the incid(mt 

1: Resident#247 was admitted to the facility 
with diagnoses including dementia, anxiety, and 
repeated falls. Review of the Minimum Oafa Set 

JMDS- c;1 res11'.:!.¢nt c1ss~~tner1tf9.9I) date_g 
4115/21 documented the residentwasusually 
understeod, usually und_erst,ands, and had ' • · 
severe cog·nitive impairment. The MDS further 
documented the resident required extensive 
as,sist of onepersonforall activities of daily 
living and was non-ambulatory. 

FORM CMS-25B7(02-$!J}PrevioU!i Versions Obs!Jlele Eve,rt 10: 7RXY11 

likely to have ·1nformation. 
llt In an effort to ensure deficient 
practic.e d~s not recur, the following 
systemic chal')ges -.viii be put in place: 
• The accident/incident 
investigation policy has been reviewed with 
no changes. 
• Staff Development has provided 
education to the DON, ADON, Nursing 
Superviscrrs(day, •night and evening) and 
Unit Managers on facility investigatjorr 
policy and procedures specifically 
obtaining statements/interviews from all 
appropriate staff likely to have information 
~g1;1rding· incident/accident 
IV. Thefacility complia~wiU be 
monitored utilizing the following quality 
assurance system: 
• An accident and incident audit 
tool will be developed that inct.udes aJI 
elements of reporting requirements 
inciuding interview/witnes~. statements 
from all staff likely to have information. 
• Accident and Incident reports will 
be audited daily by the 
Adniinistrator/Q.esignee using above audit 
tool forthree (3:) months to ensure trntt all 
injuries of unknown origin h.ave been 
identified and thoroughly investrgated, 
including obtafning statements andlor 
interviewing appropriate staff likely to have 
inform~tion. · 
• Audit results will be reported to 
the QA.&ACommittee. ltlonthly for .three. 
months, Frequency .of on-going auditS wm 
he determined by ·the Committee·based on 
audit results. 

Responsible Party: Director of Nursing 
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F 610 Continued From page 6 F 610 
The comprehensive Care Plan da~ 4/15/21 
documented Resident #247 had a right foot 
fracture with interventions tc follow physicians' 
orders for weight bearing and to anticipate 
needs._ 

Review of the facility "Investigation Summary" 
completed by the Director of Nursing {DON) 
dated 4/13/21, documented the DON was 
notified at 8:00 AM of blue bruising on Resident 
#247's right fourth toe including the top of the 
foot. An X-ray completed on 4/13/21 revealed_a· 
fracture of the fourth and fifth toes, The 
Investigation Summary further documented the 
cause of the, fractures was unknown. The 
investigation summary documented "employees 
'intE!rviewed" ~nd documented the Occupational 
TherapyAssistant (OTA) was inteNiewed. There 
was no documented evidence a s~etnentwas 
obtained from the OTA and there were no 
addrtional employees.interviewed or statements 
obtalned.. · 

The physician's progress note date<f4/13/21 
documented Resident #247 was, seen far an 
acute visit and had some bruising to the right 
foot. There appeared to be some tenderness, 
staff indicated there was no known trauma, and 
the ic--ray revealed fta~res of the right fourth 
and fifth toes. 

During an interview on 4/23121 at 9:38 AM, the 
OTA stated she noted the. bruise on Resident 

_ jJ24:7's fCX>t arqqnd brea!sfastJtme wheo.: .. fixing 
the residents sock and the resident had no _ . 
complaints ot pain The OTAstati;?d. she reported/: 
the brui~ to the lll;Jrse light away and was not , 
.asked to write a statement. 

Quring an interview on 4123/21 at 9.:48. AM, 
Licensed Practical Nurse (LPN) #1 was notified 
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by a certified nurses aide {CNA) that during 
moming care the resident's foot was. bruised on 
the entire top of her foot. Ll=>N #1 stated the 
bruising was repqrted to the RN (registered 
nurse) .s1,1pervi$0J, who then ~all~d the MD, LPN 

. #'1 did not know how. .the injury a·ct:urrt3d, LPN #1 
stated she was not asked to write a statement 

During an interview on 4/23/21 at 1 :02 PM, the 
DON stated she was responsible for completing 
the inve~tigatio·n for Resident#247 fnjury of · 
unknown orgin. The DON stated sh$ JntefViewed 
the nurse on the day shift (LPN #1 ), and that she 
Qid not interview any other staff members. or 
obtain written statements. The DON stated she 
was 1,msure ofthe origin of the injµry. 

Doring an interview an 4_/23/21 at 2:14 PM, the 
Administrator stated staff should have been 
interviewed and statements obtained. . 

415A(b)(3) . . . 
483.2t(b}(1) Develop/Implement 
ComprehelisiVe Care Plan-

§48$.21 (b) G.on:,preherisive Care Pfi;ins 
§483'.21(b)(1}The facilify ITlUstdev.elop and . 
implement a comprehensive pefSOn'~ceritered 
care plan for each resident,. consistent with the 
resident rights set forth at §483.10(c}(2Jand 
§4~3,J~c)(3), th.at inciudes measurable 
obj8';tlves and timeframes to m~ a resident's 
medical,.nur$ing, ani:f mental and psychosoc;ial 
needs that aFe Identified in the COTT1prehensive 
assessm~iit: Tiit1-comprehensive care plan riiust 

. d~$QT!t)e Ulefotrowing. .. __ ...... ...... ....... . . 
(Q·Th~$ecvices that·are to.be ruirushed toattaln 
or ,mtjntain tt,e resident's highe$t piracticable. 
physical:, mental. snd psy:cho$¢cial' well,-being as 
required under §483.24, '§483:25 or §483.40; 
and 
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updated) as necessary. 
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(ii) Any services that would otherwise be 

required u. n~e.r §483.1. 4. , §4 .. 83,.2_. 5 or §483,4? but 
are not provided due to the resident's exercise. · 
rights unde.r§483 ... 10, inc!Udingthe tight.to . 
refuse treatment und~r§483.10(¢)(6). 
(iii) Any specialized services or spetialfzed 
rehabilitative services the nursing facility will 
provide- as a result of PASARR 
recommendations, -If a. facility disagrees with the 
findings oftlie PASARR, itmustindicate its 
ratic:male if'1 the resid~nt's niedical recor:d. 
(iv)ln consultation with the resident and tfie 
resident's representative(s)-
{,A} Ttie ,:es(de.nt's. goals. for:admission and 
4~fred outcomes. . . . . . 
(BJ l'Qe resident's preference and. potential for 
futu~ discharge. ,Facilities must document 
whether the resident's desire to return to the 
community was assessed and any referrals to 
local contact agencies and/or other appropriate 
entities, for this. purpose-, 
(C) Discharge plan~ in the comprehensive care 
plan, as appropriate; in accordance with the 
requirements set forth in paragraph (c) IJf this 
section. 

This RfQUIREMENT ii; riot met as evidenced 
by: 

Based on iriterview and· record teview ¢0nducted 
during a Standard survey c:>mpleted on 4126/21·, 
tne facility did not ensure. that a person;.centered 
epmprehensivE! care plan w.as developed with 
m~~rable Obj~~ and tim~frtilrne~Jg rri~ ~ · 

• • resident's medical and nursing needs for three . . 
(Re~nt #35, 51, and-87}-0ffl_ve-resi<le.nts• ·, 

. -reviewea. Specifically; there was no . 
comprehensive. care plan developed for use of 
antico~utartt (~ood thioner} {#35, ·#Si ) and 
antipsycl'\o~c ~edication~ (#35, #87). · 

Ill. In an effort to ensure deficient 
practice does not recur, the following 
systemic changes will be. put in place: 
• Facility Care Plan pQlicy was 
reviewed without chang~s 
• ·staff Development has provided 

· re-education to the Unit Managers, MOS 
coordinator, Director of Nursli:ig, Assistant 
Director Qf t-lursing arid Social Worker on 
Care P!_an poiicy. 
• Unit managers: were educated: 
that they are responsible for ensuring 
implementation of care .Plans for 

.. anticoagulation and antipsychotic 
niedications 

IV: The facility compliancewilJ be 
monitored utilizing the ·foHowlng·qualify 
assurance: system: 
• An. audit tool will• be developed 

. that includes tim~ly implemen~on of care 
plans for ariticocigulation and antipsychotic 
medications 
• . Medication orders will be audited 
weekly using the above audit tool by the 
Di~ctor c;>f Nu~fng for lhree (3) months to 
~nsure that all tesidents ~ceiving 
anticoagulant or anlipsychotic ,nedia;mons 
have a comprehensive care plan fn place-· 
addressing these medications. 
• Audit results will be reported to 
the QA&A corn.mittee m(mthly for three 
months. Frequ~ncy of QtT..goi.ng audits !'ill 

·I be-~etertnirted by the Ccimmfttee based otf · . 
. audit results . .·· . .... .... . . . . . •· .. • .. 

·······-·. ····- .. -· .. . . -·· ... ··-- ..... J 

Responsible Party: Director of Nursing 
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The findings are: 

Review of an undated facility policy and 
procedure (P&P)· titled "Comprehensive care. 
Plan:, P~rson Centered" revealed the 
interdisciplinary te~m {ID1}are to implement a 
comprehensive, person centered care plan for 
each resider:it. the care plan interventions are 
derive<;fftom a thorough analysis of the 
Information gath.ered as part of-the 
ccmprehenslve assessm¢rit. The Care Plan 
(CP) shouTd incorporate identified problem 
areas, risk factors, identified problems, and 
reflect trewnentgpats, timetables, and 
objectives in measurable outcomes. 

1, R~ident #51 had diagno~ including 
diabetes, depression, and· atrial fibrillation 
(irregularoften rapid heart rate that causes poor 
blood flow). Review cf the Minimum Data Set 
(MOS - a resident assessment tool) dated 3/5121 
d0<:u_n,ented the resider;it .had moderate 
cognitive impairment. The MOS documented the 
resident received antianxiety, ~r,tidepressar,t 
and anticoagulant. 

R~vie-,v oflhe current physician orders, 
"Medi~ioli Review Report," sign~ by the 
physicjan on 4/4f.2:1_, docuniente<f the follpw-ing 
physician's orders: 

·--Eliquis (medication used to .reduce theriskof 
strokes. and blopd ciots) 

.. ::!=~l9pram {af!fJdep!J!s~nt rp~dicatigr,) 
-Buspar {antianxiety medication) . _ 

Review ofthe current comprehensive care plan 
(CCP)-with a revisioo date of 3/tB/21 
documented ~-focus are.a of risk for fafis related 
to depression, medi~ons., pain, arid po,or 
safety awareness. Ther~ was no tare pl~ 
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F656 Continued From page 10 F 656 
developed with measurable goals and 
interventions fer depression, anxiety, or the use 
of psyct,otropic medications. Additionally, there 
was no care _plan developed with meaSt,l"rable 
go:;ils and int~rvention$ for the diagnosis: of atrial 
fibrillation-, the use ·of anticoa~ulant rnedi¢ation, 
or potential risks o( increased bleeding. 

0.1,1ring an interview on 4/26/21 at 12:03 PM, 
).ic;ensed Practical Nurse (LPN) Unit Manager 
(UM) #4 stated if was veryimportantfor 
psychotropic and bfood thinning medication use 
to be documented on the CCP Sd that n.urses 
and aJ.cfes know to .how to g1;1ide their care for 
safety, interventicins. and side-effects of 
meqicatioris. LPN UM #4 reviewed, resident #51 
CCP and stated she did notseettanything at all" 
regarding psychottop1c: medications or blood 
thinning medications and that-should an be on 
the CCP .. 

During an: interview on 4/26121 at 1. 1 :40 AM, the 
Director or ~ursing (DON) ~ted nursing. is 
responsibre for CCP development and it starts at 
the time of admission with every diagnosis. If 
something changes with. a resident, new 
medi~tions: or diagnosis, the expectation is to 
update the G¢P. ·Residents should have all 
pertiner.t ihfurmatrpn on the CCP.so that it can 
be- used as a guide for eare. If a resident has 
depression, anxiety or is tak:ng a bioodthinning 
m~ication there should be a care pfan 
dev~loped to addressi it with measurable goals 
iJ.f.'.ld irrte!Ventions. ... ...... _ . . ... . 

. , 2 Resident i 8? had dtagnoses inciuding,. ·. 
convuisfons (an episode-of uncontrolled tnusc:le 
,spasm$ a.long with altered consciousness), 
cirrh¢si~ (chronic disease of the liver). and 
encephalopathy {b'rain dise~ tr,at alte/'$ brain 
function). The MOS dated 3/24/';.1 d_ocurnented 
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the resident had severe cognitive impainnent. 
The MOS documented the resident received 
~ntipsychctic medication and had a seizure 
disorder. 

Review of the currentphysician orders, 
"Medication R'eview Report," signed by the 
physician on 4/18/21, documented the following 
physician's orders: 

-Abilify (antipsychotic medication) 
-Keppra (anticonvul~nt medication) 
-Topamax (antiepi!eptrc drug used for various 
type~ of seizures} · 
-Cfobazarn {medication used to treat seizures) 
-Ativart (used to treat seizures} 
~Vimpat (medication used to treat seizures) 

Review of Physidan's Progress Note dated 
4/20/21 documented the resident was sent out 
fQr ev~luation of incre~stng belligerent.behavior 
and agitation. The resident wa$ sent to the 
emergency room, evaluated by a psychiatrist, 
and recommended a trial of ~isperdal 
(antipsychotic medication). 

R_eview of the Meclic;;it;on · Administration Record 
(MAR) dated 4i1/21 througfl4/30/21 revealed 
and order for Risperd~I a. 5mg (milligrams) by 
mouth two times per day with an order date of 
4/20/21. 

RE;iview of the .cur~ntcompr~hensive care plan 
(CCP) with a revision dateof4121/21 . · 

. dQCumerifed a focus area·of potential behaviors 
. related to. chronic pair, dement!S, depltiSlon; . . .. --
and encephalopathy with a plan to administer 
mecficatioo$as ordered by the physician. There 
was no care plan de'velop~ for the use of 
psychotropic/antipsychotic medications·at'Jd 
there was no care plan developed with 
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measurable goals and interventions for the 
diagnosis of seizllres. 

During an interview on 4/26/21 at 10: 34 AM, the 
Social Wacker (SW) sta~ed she was r:e.sponsible 
for care plan (CP) development for . 
aritipsychotic/psychotropic medication use. She. 
stated st; e was not aware that the. resident's 
antipsycliotic medications were. not on the CP. 
As soon as medications are ordered they should 
be put on th1;i CP. · Nursing should ha~ updated 
the CP for medications and bi!fiaviors .. 

During art ihterview on 412612'1 at 12:03 PM, 
LPN #4 UM stated if medication changes 
oc;:c.urred, they get :added to the CP as, soon as 
the change occurs .. The nu~ rounding With the 
physician would be responsible for updating the 
CP ifthere are new orders. LPN #4 UM stated it 
was very importantforantipsychotic usage and 
seizure disorder to be documented on the cp· so 
that nurse~$ and aides know to hcr,.v to guide their 
care for saf~ty. jnteryentiqns, ~i'ld sid~ ~ff~s of 
an antipsychotic medication. LPN UM .#4 
reviewed Resident.#87 CP and stated she_did
not see "anything; afallit regarding seizures or 
antjpsyctiotic medication use and that should all 

1 
be on the CP. 

During. an Interview on 4126/21 at 11 :4C AM, the 
Director or Nursing (DON) stated if a resident 
has seizures it should be. on the. resident'.s care 
plan. 

· "s' Resid~nt #35 tTad diagnoses-which in-dude . -~ . 
. :Cht:"0t1ic res_p.tr.ato.ry.~f.ajlura, ~reb_rar~tarct- -~= _ ' 

(stroke), ancfanxiety disorder.. Review·ofthe l 
. MOS dated.3130/21 documented the resident 
had mqderately impaired. eagnition: and used 
anticoagulant and ~ntipsychotic medications. 
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F656 Continued From page 1'3 F 656 
Review af the Medication Review Report dated' 
2/18/21 revealed an order for Eliquis 
(antic~gulant blood thinning ageot) 5 milligram 
(mg), 1 ~b by m.outh (po) two time.s a day _ 
related to· atrial fjbrillation (irregular often. rapid 
heart rate that causes pcor blood flew); 
Additionally, an order for Seroquel ( anti psychotic 
- mood altering medication) 50 mg give 1 tab at 
bedtime fpr anxie~ disorqet. . 

Review ofResident-#35's current undated C.CP 
revealed there was no care plan developed ta 
address the use. of blood thinning and 
antipsyc;.hotjc medic:atioris inc;:luding potentiaf 
side E!ff~s. 

Ourihg an interview on 4(26/21 at 1· 1 :00 AM, the 
SW stated she would address an antipsychotic 
medication on the CCP, .but she did not know 
about Resident 35's use of Seroquel. The. SW 
·st;ate(j nursing $hould al~o addre$S 
aritk:oagul~nts ~nd antipsychCJtics ori the CCP. 

During an inteMew on 4/26/21 at 12:03 PM, 
LPN fl4 UM stated it was very important for 
~nticoagulation-therapy and antipsychotic 
medlca_tion us;,ig~ to be documented on tre 
CCP, so that nµrses and ~id~s knQW to look for 
bruising and bleeding and side effects of an 
antipsychotic medications, 

•4.15. 1 tfc}(1) 
F684 
SS=D 

483.25 Quality of Care F 684 • I. The following corrective actions . 06/2412021 

-§~48'3.25-Qualil:y'of car~-~ .. . . . . . . . -
.. Quattfy:.e>f.care •~ a f!Jndamental pnt1,cipletfiat 
applies to al!Jreatment and care provided lO· 
facility residents. Based qn th~ compre~nsive 
:assessment cf a· resident; the facility must 
ensure that residents receive treatment and care · 
in accordance with professional standards of 

FORM CMS-2567(02-99) Previo'Ua Versions Obsolete Event 10; 7RXY11 

~r:e acc;:Ql'Jlpli$he_qror1he. r~ident~ {Qund __ 
, to have been affected by tl'te deficient 

practice: -- -- .. . . · - -- -- - · 
• . Resident #38, _Medital director 
conducted a record review. to, ensure there 
were no negative effects from Haldol 
administration and from delay in lab draw. 
• RN #1 received, a. discipli'ne and is 
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practice, the comprehensive person-eentered 
care plan, and the, residents' choices. 

Tl:lis REQlJfREMENT is not met as evidenced 
by: 

Based on interview and reeqrd revfew c9nducted 
during a Complaint investigation (Complaint 
#NY00252205) during the Standard survey 
completed cm 04/26/2'1, the facility did not 
ensur~ that-resident$ receive treatmentand care 
in accordaflce wit_h pr~liional standan;is· of 
practice and the comprehensive persqn
centered Care Plan in accordance with 
physician's orders for two (Residents#38 arid 
S7) of th~e ~sidents re.viewed. Specifically; 
Resldertt#.38 received in(rarriuscular(IM) Haldol 
{.antipsychofic- medfcation) without a physician's 
order and staff did not obtain laboratory (lab} 
work per physician orders for .Resident #87. 

The findings are: 

1. Resident #38 was admitted to tl'le facility with 
diagnoses including dementia, depressior:f, and 
Parkinson's disease. The Minimum Data Set 
(MOS-a· resident a$Sessment toot) dated 
1Z,18/1:9 revealed the resident had severely 
lmpaired cognition,; 

A facility policy and procedure (P&P) revised 
4/21, titled "Medication Administration11 

d~mented the following: 
,. Medications shall be administered in a safe - I 
and. tim~ly manneri a.nd as prescii~. ,--- · . 

,, ,.~~oris rriust ~ -admiliiste~ irt ' ' ' . :··· 
· accordance with the orders, including any 
r~uir-ed time frame. · 

A ~~itY P&P revised 4/21, titled "Medication 
an~ Treatment Orders" do¢1.1me.nted ·medications 
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no fongeremployed at the facility. . 
• LPN #2. was ~ucated that MD 
order must be obtained prior to 
admini~ion of .;Jny medication 
• Resi9ent #87': Labs were drawn 
as ordered' on 5/6/21 
II. All r.esidents Mve the potential to 
be affected by the deficient practice. 
• All residents with behavioral 
incidents requiring a pm medication in the 
pa$t 30 \'.fay~ were reviewed to ensure the 
medication was administered as ordered. 
• Facility conducted a~ait ·on all 

. resid~nts tQ. ldentlfy any residents with 
missing rab draws 1n the past so days. 
UI, In an effort tQ ensure deficient 
practice does notrecur, the following 
systemic changes will be put in p~e: 
• Medication Administration 
policies were reviewed without changes. 
• Staff Development will provide 

' ed!,Jcation lp the PON, ADON, 'all Nui:sing 
Supervisors, Unit ma.nag¢~ and LPN's on 
Medication Administration Policies 

· specifically that all med/cations.· must be 
Ordered bya MO/NP/PA 
• The Laboratory Protocol policy 
and .procedure has' .beeri reviewed and'· 
revised to inciude ~eekly ttaci<ing p~e. 
• Staff Development wttt provide 
education to all nursing supervisors,_ unit 
managers, LPN's and ADON on tlie 
updat~ policy and procedure. 
• Administrator has secured new 
coiitraci ror"iaI)orcrtory $$Nices . . · -

.. IV . The fa~llty compliance wiU be 
monitored utiltzing the following• quatity 
assurance system: 
• Au.dittools will be developed to 
traclnind ensure tin,ely lab draws. 
• Audit tool will be developed to 
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F684 Continued From page 15 F 684 
shall be administered only upon the written order 
of a person duly licensed and authelrized to 
prescribe such m!!ldications in the s~te, Drugs 
and biological orders must be recorded on the 
Physician's Order Sheet in the resident's chart. 
Verbal orders must be, recorded immediately in 
the r,esfdent's chart by the person receiving the 
cm:Jer and must include the prescriber's last 
name, credentials, the date ;md time of the 
order. The Jndividt,ial receiving the verbal ordC!I' 
must write it on the physician's· order sheet as a 
verbal or telephone order. The verbal order will 
be read back: ta the practitioner to ensure that 
the infonr.ation is clearly· underatood and 
correctly transcribecl. The practitioner will rreview 
and countersign verbal orders during his or her 
next visit. 

The Comprehensive Care Plan (CCP) revised 
2/03/20 documented Resident#38 wandered 
and had impaired safety awareness due to 
dementia, The CCP further documented 
Resident #38 was. the aggressor in a resident to 
resident altercation throwing a cane at another 
resident on 2/08/20. The plan was to remove 
Res.ident #38 away from other residents d1,1ring 
periods of agitation and aqmini$ter medications 
as ordered. 

A Progress. Note.dated 2108/20 at 10:30 PM 
written by Licensed Practical Nurse (LPN) #2 
documented staff reported that Rt!$ident #38 
wandered into. other resident rQom~t S\<¥Ung a 
hair dryer; was agitated and y¢lled at other staff . 

· and res@ents. · · Residenf#3Ef hlFa com Ruter witfr 
anottler res1d~nt;s Cl:!® anci ~ tr.e carte . 

· striking another resident in the chest Registered . 
Nurse {RN) #1 artived on the unit and 
administered Resident #38 intramuscular (IM) 
medication. 
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traGk behavioral incidents, administratic:m of 
PRN medicatidns to ensure MD order is 
present 
• The DON will audit all behavioral 
incidents requiring a new pm medication 
9rder <;lailyusing a\.ldit tooHo ensure 
medication was administered as ordered 
for the three (3} months .. 
• Lab Order reportwill be audited 
weekly using audit tool by fhe Director of 
Nursing for three (3') months to ensure that 
all labs are drawn as ordered. 
• Audit resu.lts w[II be repp.rted to 
the QA&A Committee monthly for tr.tee 
months. Frequency of on-going audits wiU 
be determined by the Committee based on 
audit results. 
Responsible Party; Director of Nursing 
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F684 Continued.From page 16 • F 684 
A Progress.Note dated 2/09/20: at 8:38- AM 
written by RN #t, documented; at 10:45 PM on 
02/081'20, LPN #2 called and stated Resident 
#38 was throwing: papers. books; hitting 
computers, tearing thjngs off the walls. throwing 
padlocks, arid swinging a blow dryer in ano(her 
resident's room, The resident grabbed a carte 
belonging to another resident and threw the 
cane striking the other resident. The on.:call 
provider was notifi'ed and ordered a onetime. 
dose of Ativan (ariJHimxiety rii~icatipn) 2 mg 
(milligr.$:ls} IM. RN #1. furtj,er documented that 
on call Aciministration was made aware that 
there was noJM Attvan ·available and she was 
instructed by the Assistant Director of Nursing 
(ADON) to give Resident #38 IM Haldol 
(anijpsychotic). Resident #38 ~tin a ch~r and 
Haic~ol wasadn,inistered, 

Review of Resident #38's Order Summary 
Report revealed there was no physician order 
fQr IM Ativao or IM Halqql on 2108120. 

During a telephone interview oQ 4/22/~1. at 8:49. 
AM, RN #1 stated she received a call from LPN 
#2 that .Resident #38 was aggressive, throwing 
objects; atstaff.and threw a cane at another 
resident. RN.#1- wentto the unit to assist LPN #2 
and called tbe on..:call provider, who gave a 
verbal telephone order (or A.tivan 2 mg IM naw. 
RN #1 delegated LPN #1 to go get the. lM Ativan 
from the emergency box. \Mien. LPN· #2 arrived 
back to the !Jnit she informed RN #1 there was 

. 110. I_M A.l!van in th~ ;tciJity. RN ~ c:!eleg~ ... 
LPN #2 to ca.11 ·tM ADON who. was the. 

~ -administr-atotOA Galt-The-ADON-stateQ:_ts LPN----.--• 
#2 to try to get Haldol'info Resident #38. RN #1 
stated sh.e assumed the ADON.stated>itwas ok 
to give Haldot instead of the Ativan because the 
t;aldol was available. RN #1 stated she had LPN . 
#2' draw up the l:M Haldol 2 mg from tt,e 
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F684 Continued From page 17 F 684 
emergency box and RN #1 administered the 
medication. RN #t stated she should have 
called the Nurse Practitioner (NP) back after she 
disceivered there ~s rio IM Ativan to get ar. 
order fod·:taldot Whk:h was avail,able_ · 

During a telephone interview on 4/22/21 at12:38 
PM, the NP stated RN #1: called her on 02/08/20 
and informed her Resiaent #38 was aggressive 
and threw a cane at andther resident,. The NP 
stated ~he gav¢ a verbal· order f.orone close of 
JM Ativa.n 2 mg. The RN caUed backJater and 
stated she gave. 2 mg of iM 1-ialdol because IM 
Ativan was unavailable. The NP stated she told 
RN #1 administering the Haldolwithout a. 
physician•·~ order was out Cif her scope of 
p~ and she should have, Q:!lled her for .an 
ordet, prior to administer\l')g the Haldol. 

During an interview on 4122121 at 3:49 PM, LPN 
#2' .stated she disc.overed there was no IM Ativan 
in the emergency:t)qxand calleq thE!cAD.ON at 
home for fu.rttier dir:ectioh. The ADON ·stated 
they had better get some Haldol into the resident 
and had not directed LPN #2 to call the NP for 
further orders. LPN #2" stated RN #1 told her to 
d_raw up 2. rng of IM Hafdot. LPN #2 drew up 
2mg IM Haldol frqm the emergency box, 
retunied to: ~he unit and .. handed the syringe to 
RN #1, LPN #'2 stated RN # 1 administered the 
IM Haldol to Residenf#38 withouta physician's 
order. 

g_uri'ng an_ interview on 4(23121 ~t 9:00.A.~. th~ ···- ·. 
Director of Nuraing (DON) stated st,e Was the 
-ADO!lt-o.n 2/08/ZO and the administrator on°call. 
that night VVhen· LPN #2. callect: and told her the 
situation about Resident #38 and that Ativan 
was unavailable, slie told LPN #2 they were 
going·to have to get some Haldot t'Qr the 
resident The DON stated that ~hey muirt t,ave 
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F6.84 Contir'iued. From page 18 F 684 
assumed it was ok to give the Haldof. The DON 
stated RN #1 should have called the NP prior to 
admini$terirtg the . Haldol to inform· her the Ativan 
~ -unavailable. The PON stated the RN #1 
shouldn'.t haveadministeredthe medication 
without a physician's drdet. . . . 

During a telephcne interview on 4/23/21 at t:55 
PM, the Medical. Director.stated RN #1 should 
have n·otitied the NP after they id.entified the 
Ativa11 was not available, to o~in ein order 
before givingthe Hafd()I. 

2, Residen~ ~7 was aqmJtted to the facility with 
diagnoses includfng c,onvulsions.·(an episode of 
uncontrolledmus¢Ie spasms along with alte.red 
conscio4sness), cirrtro:sis (chronic disease of the . 
iiver}, and encephalopathy (brain d_isease: that 
alters brain function); The Minimum Data Set 
(MOS- a resident assessmenttool) dated 
~4/24121 documented the resident had severe 
cognitive impain,ri~nt. 

A facility P&P titled "Laboratory Protocol'' dated 
4/202.1, documented all iaboratory tests ordered 
by the physician ·are to be obtained timely-and 
resvtts an~ rec;:eived with appropriate roffow up , 
initiated in a tirr.ely manner. Wheri an order ii. 
received for a lab test, if the physician does not 
give a specific date to obtain the specimen, it will 
be schedufed for the next scheduled lab day. 
Routine labs will be faxed to the facility and the 

..... :;::~::~:~-~II :~eek ~~-r~ult~an~t 
....... - . ··.··. . . ... . ... .. I 
.Rev•ew of ttie Comprehensive care Plan-with-a 
revision date of 4i'21/21 revealed no 
dO(;umented focus area or interventfon/task 
related to drawing· {obtaining) taps or medi.cation 
Jevel!ias o!'.(fered by the-pr.ysician. 
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F684 Continued From page 19 F 684 
R~ident #87's "Medication Review Report,., 
signed by the physician on 4/t6/21 documented' 
the. following active physician's orders: 

-Keppra (anticonvulsant"medication) tevel every 
(Q) 3 months Qn.d as needed (PRN} dated 
1/1.0/21. . 
-Oh~in aqrrtissiort labs: complete blooQd count 
(CBC}, comprehensive metabolic prqfile. {CMPi, 
thyroid stimulating hormone (TSH), ,HgpA1 C 
(form of hemoglobin linked to sugar in blood), 
lipid pahel (fatty s.ubstances in blood), B12, 
folate (B · vitamin); Vit D, fenitin (iron stores in 
b-lood} Q 6 months dated 1/1012:1 . 
-,Topamax (antiepileptic drug used for various 
types of seizures); Keppra, Ctobazam 
(medication used to treat seizures) level, 
$m!Tiani:a (waste level i'ii blood when kidneys or 
liver i;ire.nc;,tworl<ing properly) Jevel, CBC, CMP 
and C04 (type of white blood ced) Q 6 months 
dated 219121. 
-Draw CBC, CMP, Serum level, C04 Count Q 3 
months starting on the 24th for 1 day, dated · 
3/19121. 

The "Physiciari/Prescrit;,er Pleasfi Sign and 
Return'; telephone order, dated 2/9/21 signed. by 
the physician, documented a CBC; CMP, U/A 
(urinalysis), ammonia levef"now'' and-Q 6 
months. 

the physician visit note dated 2/9rl t 
documented chronic encephalopathy, history of 
seizure disorder, multiple other probrems and 

. - . -tnffy w:oulo _obtairf btooi:fwork inciudingdrug -·· 
. tevels,and ammonia level. .. . .... _ .. _ ... 

The physician ac;v.te Visit note :d.ated 3/19121 
documented the resident had a history :of 
seizure-disorder', theywould update some biood 
work,,and depending on the resultstheywould 
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decfde on further treatment. 

Review of nur,sing• Progress Notes dated 219121 
at 10:20 AM documented Resident #87 was
seen and examin.ed by the Medi¢al Doctor (MD) 
for an acute visit New orders included 
T9parnax; Keppr.3, clobazam lev..el 06months; 
CBC, CMP, UA/C&S (culture arid sensitivity) 
"now" and Q.6 months. CD4 et:>unt Q6 months, 
ammonia level ,;n·ow" and Q 6 months. 

Rev!ew .of nursing Progress Notes dated 1/10/21 
thr01,19h 4/26/.21 re.vealed no documented 
13Vidence' labs were obtained a-s ordered by the 
physician. 

Review of Resident tl87's electronic medical 
record (EMR) including interdisciplinary 
Progress NQtes, provider notes, and the lab I 
results section·from 1i2021 thraµgh 4/26/21 
revealed no documented ev!denc;e labs were 
drawn/resulted as ordered by the physidan, 

Lab .work. results for Resident#87 from January 
2021 thr_bugh J\prit 2021 were re.quested by the
surveyor and no documented evidence of lab 
work was provided by the facility. 

During an interview on 4/26/21 at 11 :SO AM, the 
Direi:ror Qf Nursing (DON) stated the previous 
DON had changed lab con.tt&ts recer'ltfy and 
there wa~ no technitic1n provided.by th!! tab to 
draw (obtain) resident's ordered Jab work, so the 
-facility .staff was responsible for obtaining iab 
. work as· oraereif t?y tne:p~ysiciaii~ The .DON --

. .~tated the facit1ty census. was Quikhn9-b$Ck i,ip 
and ther,iwere a tot of isSl;les with the curnmt 
lab,.She ~ed $h~.was ~are ofthe issue with 
tabs and the facility ~s in .ttle pro~ of 
developin~ a n.ew system for labs to be d.rawn. 
Additionany. the DON reviewed Resident#87's 
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EMR and stated she didn't see any Jab results 
avaiJabl~. 

During· an interview on 4126/21 at 12:14 PM. the 
.Licensed Practical Nurse (LPN) #:4. Unit 
Manager (UM) stated Jabs get ordered on 
admission and when the physician completed 
ro.linc;fs, If lablii were ordered, the expectation is 
that they .are to be d~wn. She staied the 
process for lab draws,was a w<:>rk in progress 
because the fadlity went witMut a lab contract 
for months. She stated n.o one was drawing 
routine labs and that they had a contract with the 
hospital, bi.It the hospitat wasn't sendirlg a. 
technician to draw the labs so th~ ~re 
responsible to draw their own._ LP~ #4 UM 
stated Resident #87 did have labs. drawn but 
there was always an issue with the-lab, they 
weren't labelled right or not enough tubes were 
used. LPN #4 UM reviewed R~sident #87's EMR 
and stated she didn't see ahy lab results for the 
resident at all and that they should have been 
done. 

415;12 
483.25(g)(4)(5}Ti.ibe Feeding Mgmt/Re,store 
Eati"'.9 Skills 

i483.25(g)(4)-{5) Enteral Nutrition 
(Includes n,aso;.ga$triC and gastrostomy tubes, 
both percutaneotJ~ ~nqosc.opic gastrostQmy and 
peFCUtane<:>us er,doscopic. Jejunostomy, and 
entera_. I fl.uids). Based on a resident's _ 1-. 

comprehensive assessment; the facility must 
-- -ensure thafa res_,gent~ --_ • __ -· .. ,,_, __ - --,--,-- _ --· _ - . 
I -- --- - - ---

§483:2s(g)(4} A resklent who h~s been .able'to 
eat enough alone or with assistanc:e · ifl not, fl!!d 
~y enteral methods unle~s the resident's Clinical 
condition demonstrates tnat er.teral. feeding was 
:clinically indlcirted and consented to by the-

f=ORM CMS-2567(02·9!1) Previoua Versions ObsQlete Evant ID: 7RXY1t 

F 693 I. The fellowing corrective actions 06/24/2021 
were accomplished for the resideflts found 
to have been affected by the deficient 
practice: _ · 
• Resident #58: Nutritiqn 
Assessment was completed t;)y RD ort 
4/27/21 
• Resident #58: Weight was 

_ _ .o~ine<i.9n-4n~1 an,d4_a6'4'1 
11. AU r~sldents have the potentialto 

· ·-• beaffeqted by the-deficient p~gice:.·- --- --- . . 
• · · · Alf residertt's ~iving tul:)e, 
feeding were reviewed to ensure initial and 
at least quarterly nutrition assessments 
were completed in the last 3 months. I 
• All re$iderits were reviewed to 
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:continued.From paQe·· 22 
resident;' and 

§483.25(9)(5} A r.esktentwtlo is f.eq t:,.y en.t~ral 
mean$ receives the- appropriate tr~atment:and 
se)"lliqls to resto~, ifpossible, or.al eating skills 
and to prevent ~mplications of enteral feeding 
ihplucling bot·not _limited to aspiratiorr . 
. pneutnottia, drarrnea, vomiting, •cfet,ydration, 
·metaboJic abn:cnnaliti~, :end na$al-pharyngeal 
ulcers-. 

This REQUIREMENT is not metas evidensed 
by: 

Bae.ed on -obsiaMifion, i.n~rviews; i3nd record 
review co11ducted ·dutin.g the Star,dam 54tv~y. 
completedanA/2&~1. the facility did:not ensure · 
tf:lat a residentwho is fed by etiteral means 
(method of fee.ding thatuses the gastrointestinal· 
( $11 tract to deliver. part. or all of a person's 
6$tonc requirements) receives the·'$ppropo'ate 
treatment and services tc;f prevertt: compliqttions 
of enteral feeding··for one (Resit:feat #58) ofo_ne 
r.esident reviewed for feeding tuees .. Specifically; 

· there was a lack of·an initial nutfibonal 
assessment and rea$sessment to assure 
tesiaents nutntiOnal. h~s. ·were beir,g ni~t 

.Adefrtlc;,naUy, the_r~wa$ a, f~~of moliJtdting 1: 

resid•er.tsi weight 

The: finding is: 

ReYi~ '.Qf a f.:I.Cility pclicy and procedure titled 
''Enter~~Feed1ngt' wilt!. ~~ision. <fate of,-4120:?:t __ 
'dCJCUmented the ii1terd1scipliriary team. ·1ncfurling 
th~ Otetitian w!U cor,CI~ a full nutritional · 
•·assessment'.wfthin cum~·nt lnitial:assessment, 
fimeft:aines to: determine the cfinfcal ~ity of 
enteralfeedings; The assessment will include: 
-~~~luetion of the t-1;35ident's. ct1rr-ent iiutritiooar I 
stltu_s artd eval~or-i Qf ~e ~st4;lent's ¢u.rrent , 
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. ldenflfyan.d et1$1Jre all resi.d~ts hav.e ari 
ihitiaf and/or at-least quarterly n utmion 
$8$essmeht. · 
• .All residents. were as~ed to 
• el'lsure w_eig:hts ha~ J:>een obtained. per 
facility policy: . _ . 
Ill, In an ·effort ta ensure denc1ent 
practiredoesn¢recur,the foilowing . 
systemic.changes will be p:ut in plac~ 
• · Tiie facillty has hired. a new 
d~titian w_ho was educaled'Of'I the facility 
policy atl~ prbeedure for n~ti'ition . 
-assessme_nt completion amt tube fee'dir,g 

·. mQnitotirt~l . . 
.. Jµbe Feeding, Nwition 
·assessment and .we(ght policies were. 
reviewed without revisions. 
• The.Staff Edu~forwill reeducate 

· -ffie DO~. ADON,, Unit Managers, Director 
qf FOQd. Servlces an~ Dietitian ori tube 
feeding; ~ght (trac;~fng/mooitoring}. and 
nutrition assessment policies 
• Staff Education will educate all 
CNA aM LPNs.on facility-weight policyam:f 
procedure ihcfudlng pbtaining arid 
~cotdilig ~ights .. 

tv. The facility con,pliance W!l[be 
monitored utilizing'the' fujf'owing qu~lltY 

• assurari<:;$ system: 
.• An audit tool will -be developed ta 
track and monitornutritioh a•ssm.ents 
a~d r~s~~ent ~tSb~ ~_r ~cility P<>licY. 
• .. . An:reslden~,-ittcl.Udirtg tt,~· · 
· rece1vlf'l9 tube fee<.ling. Wilt be audited 
· weekly, by tf:le Oifecior sf Nursingfur threEJ · · 
(~-moriths·aruS then quartes:ly for the- next 
12 niQn1ft$ ~i:sin,g the aucit tool to ensure 
th;3t rf;l~ld~nt weights h~ b~eri 
obt;iinec!lrecorced ~nt1. nl$itIPn 
~essments ~ve been cqmpleted per 
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clinical status. The recommendation to initiate 
the use of a feeding will be based on the results 
of the ccmp~heasive nutritional assessment. 
and wi!I be consistent with current s~nderds of 
practice, the resident's advance directives, 
treatment goais, and facility policies. The 
Dietitian, with input from the Physician and 
Nurse, will estimate calofie, ·protein, nutrient; 
and fluid needs; d~ermine whetherthe 
resident's currer:,t intake is adequate t9 m~t 
his/her nutritiortal needs; recomme.ndsp~c;ial 
food formulations and calculate fluids lo be 
provided (beyond free fluids in formula}. 

1. Resident #sa· h~d diagnoses which include 
hemiplegia {par~lysis, qli one sjde Qf body) and 
hemiparesis (weakness of one side of the bodY} 
following cerebral infarct, diabetes mellitus type 
2, dysphagia (difficulty swallowina), and aphasia 
( abs~ne.e or difficulty with speech). Review of 
tl1e Minimum Data Set (MOS - a ~sident 
assessment tool) dated. 3/1'.3/21 · revealec1 
resident is .severely cognitively impair~<L 

During observations of Resident #58 on 4120/21 
at 10:59 AM, 4/21/21 at 10:00 AM, and4/22/21 
11 :25 AM revealed Glucema · 1,s running al a 
rate of 30 ml/hour cor:mnu,ous. 

Review of the Order Summary Report dated 
4/23/21 revealed current feed tube order 
Grucerna (mitritiohal supplement) t .5- give 30 
rnlUilite~(ml} per hour via G4ube · (gastrci$tomy 
!~be) ~~~_:sh~ ~rnouri_sh!TlefJt To rtJI}_. 
continuously. Flush PEG (percutaneous 
end~Qptc; gastrostomy- a surgical-procedure 
for placing a feeding tube without having :to 
~rform an open open1tion on the abdomen)
tJ:!.be every 4 h<,.urswith 100ml waterevery 4 
hours. Liquid protein 30ml via PEG--t'ube one 
time a d~y for skin integrity, Check, weekly 
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weight every day shift every Monday fot 
nutritional monitoring, 

Review afuntitled comprehensive care plan with 
date initiated· of4/19/21 ·revealed the resident 
requires tu~~ feeding r.elated to dysphagia. Goal 
to maintain adeq1:1ate nutritio.nal and hydration 
status as evidenced .by stable wei_ght a_nd no 
signs or.symptoms.of malnutrition or 
dehydration. No nutritional interventions noted. 

Review· of Medi~tion Adrninl~tration Record 
(MAR) dated 1129/21 through: ¥10/2021 
revealed resident received Jevity 1 .. S Cal 
(calorie} liquid (Nutritional Supplements), Give 
55 ml vi~ G~Tube every 24 hours for 
,nour'ishmenrto n.m. u~il Jewy 1.2 available, 
3/'10/21 through 4/t6/2·1 feed ~s changed to 
Glucema 1,5 Cal Liquid .(nufritional 
Supplements}. Give 55ml/hourvia GMTu_be every 
shift to run continuously. 4/16/21 through 
4122/21 feed was changed to Glucema 1.5 Cal 
Liqti\c! (nutritional S,upplements}. Give 30ml/hour 
via G~ Tube every· $hi1t to run continuou$1y. 

Review of Order Summary Report dated.4/23121 
revealed check weekly weight every day-shift 
ev~ry Monday .for Nutritional Monitoring starting 
1i29121. . 

Review of Progress Notes between 1129/21 
through 4/'l1f11 reveals no nutritional 
a$Se$Srt1enJs completed. In addition, no weights 
n·ote.d. I ... 
Oungg an interview onAl'Zif.?1 at 3.00 PM. ti'!~ _ 

· Administrator stateQ. t,e was a\Yare otan· iSsue 
with timely weights for residents and plans to 
bring the issue to QA Additionally, the 
Administrator stated the prior RD worked for fhe 
facility from 8/28129 thrqugh 4/15121 , However, 
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he initially was present at the facility ·bufthen 
moved to Florida and continued working for the 
facility :remotely with a ceatract company, The 
Admj_nistratar surted he was ·not aware the 
nutritional assessments were not complete¢ as 
required, 

During. an .interview on 4/2212.1 at 11 :30 AM, the 
Food Service Director (FSD) stated she never 
saw the previo\Js Dietitian and c;Quldn't say how 
long he was emproyed at the facility. To her 
knowledge he was never at the facility, 

During an i:nte1View QO 411.3/21 at 9:20 AM., the 
Minimum Data Set (MO$) Reg)sterec:I Nurse 
(RN} st~ed the.re ~ an issuewith the prior RO 
completing assessments e1t1'1er late or not- . 
completing assessments at all. That is w·hy we 
have a new one now. 

Curing an irtte,view on 4126/21 at 12:40 PM; the 
Consultant Reg~tered Oi~titian s~~ed !lhe just 
started on the job ·on 4/16121: The assessments 
are very behind: from the last RIJ's appointment. 
The RO stated Resident #58 should have had 
an initial .assessment completed a long time ago 
.arid ~asses.sed with all the tube feed changes. 
The RD stated they had nbt completed an 
assessment on Resident #58. 

415.12(9)(2) . 
48~.7Q(a)-(c) License/Comply wl Fed/State/Loci F 836 
Law/Prof Stq 

~S3, 70(a) Uc~nst.ire. -- --- . . ---
.. _.A faahty mu~ ~ .licensed under.applicaple 

State and local law. . 

§483.70(b) Compiiante witn Federal, State, and 
Local Laws and PrQfessional Standards-. 
The facility must operate and provide services in 

The fcUowing corrective actions were . 06/2412021 
accomplished for the residents found to 
ha_ye oee11,_~ by tliEt defiderrt _ 
practice: . . 

, •· .,. - There were no advel'S8 effects to 
• resid~ts ~suiting from ti]e lack of carbon 
Monoxide detection. 
• Director of Environmental Services-
was educated on the International Fire 
Code, Section 91'5 Carbon Monoxide 

FORM CMS-.2567(02-a9) Pnaviolls \/ersionll Obllolali! Event !O: 7RXY11 Facili!Y ID: 07\~ If corttinuatloo sheet Page26 of 29 



DEPARTMENT OF HEAL TH· AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID· SERVICES 

51'.ATEMENT OF DEFICIENClES 
ANO PLAN.OF CORRECTION 

NAME OF ~OVIOER ORSUPPUER 

(X1) PROVIQE~/SUPPLll:IVCLIA 
ICENTIF1CATIQN NUMBER: 

33521% 

THE VILLAGES OF OR!",.EANS HE'ALTH ANO REtfAB CENTI:R 

(X-4}10 
PREFIX 

i'.,;G 

. SUMMi'.RY STATEMENT 9F OEl:'ICIENCIES 
(EACH DEFICIENCY MUST SE PRECEDED I;!'( FULL 

REGlltATORY OR LSC-IOEN'TlFYING INF0Rt#,.1'l.ON)-

PRINTED: 08/11/2021 
FORM APPROVED 

oMa NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION 

A, 'SUILDING 

(:X3) DATE SURVEY 
COMPLETED 

a. WING _______ _ 
0412612021 

10 
PREFIX 

TAG 

STREETAQORESS, CITY, STATE, ZIP CODE 

14012 R()UTE ;!1 
ALBION._ NY 14411 

PROVIOER;S Pl.AN OF QORRECTION 
(~CH CORRECTIVE ACTION SHOULD BE 

CRQSSCREFERENCEO TO.THE APPROPR1A TE 
DEFJCIENCY) 

. (.xaj 
· COMPLETE 

· .DA"TE 

F83o Continued From page26 F 836 
compliance. with all applicable Federal, State, 
and local ~ws, r~ulations, and codes, and With 
accepted professional standards ::1nQ prindples 
that apply to professionals providing services in 
such a facility. 

§483. 70(c) Relationship-to Other HHS 
Regulatio~s. 
In addition to c:ompliance With: tl:te regulati,ons set 
forth in this subpart. facilities-are obliged to. meet 
the applicable pro.visions of other HHS 
regulations, including but not limited to those 
pertaining to nQndiscriinination on the basis of 
race, colcr', ~r riatfonal origin (45. QFR part ~O)~ 
nondiscrimination on the· basis of disability (45 
.CFR part 84); nor1discriminafron on the basis of 
age (45CFR part 91)~ nondiscrimination.on the 
basis of race, color; national origin. sex, age, or 
dis~\l(ty (45 CFR part 92); protection oflfuman 
-subjects of research (45 CFR part 46): arid fraud 
and abuse(42 CFR part 455) anc:l ptot~ion. of 
individually-identifiable health information (45 
·cFR parts 160and 164). Violations of such 
.other provisions may result in.a finding of non
compliance with thi$ pijragraph. 

This REQUIREMl=NT is not met as evidenqed 
by: 

Based on observation, in.tetview, and record 
review ~~ng th~ Standard survey ·compteted on 
4i26(21, the facility did not.oper~te:and provide 
services in compliance with an applicable 
Federal, State, and local. faws, regulations, and 
c:o<fes; Specifically,: the_facility Yias0crt_,ff ···.· . -· 
compti~~·wrth sedk>rt s~~ otJne i~t5:eddiQ1f··• ··· 
of ttie International Fire Code. as adopted by 
New York $ta~, wh)ch req1,1i~ c_arbQn · 
monoxide detection in bt.iild.ings wtth fuel-b1,1ming 
appliances. This affected five .(Cana!_ View; 
GatdenView, Orchard View, Autumn View 

FO~M CM~-2~7(02·99) Previous Verslcins Obsolete Event ID: 7RXY11 

. Detection, and the requirements.for 
placement of the Carbon Mq11oxid~ 
Detectors. 
• The iocal building code 
enforcement -offidat has inspected and is 
confimirng the location of the Camon 
Monoxide ~rs whiclT have be.en 
installed between each source of gas $nd 
resident area. 

II. Ail residents have the 
pote,:rtial to be. affected by-the defictent. 
prai=tice. . . 
• Staff Development Will educate: all 

· facility staff on responding to a Carbori 
Monoxide activation. 

IU, In effort to ensure, deficient 
practice does oot recur, the folrowing 
systemic changes will be put in place: 
• Policy and procedure for 
responding to a Carbon Monoxide
ac.tivati.on wm be added to orientation 

· pro<;ess and anniJ~ mandatories. 
, . The OirectQr Qf Envirorimen~J' 
Service will monitor carbon monoxide . 
detectors monthly conduct. random carb.on 
monoxfde drill (one per shift per quarter for 
12 .months). 

IV. The facility et;>rt'ipliance will be 
monitored utilizlng the following quality 
assurance system:. 
·• . . .... An:.8~(:Ut tpgf will ·Q•e de~lp_ped, t~. 
track co detector te$ting -and tjrilll! 

·· • -· -- The OirectQr of EnVtl'Qnmental ·· · 
$$rvices Will ~port, -Qr'l a qllarterly basis, 
the number of Cd drills and CO detector 
testin9/monitorir.g results, along W~h ::iction 
(s)taken and the effectiveness of action(s} 
th~t may have been taken. to the Facility-

Facility 10: 0716 
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North, AutumnVi.ew South) offive resident units. 

The finding is:-

Review of ihe facility's. Emergency 
Preparedness Filan, revised 4/2021, revealed a 
document called, "Carbon Monoxide Alarm 
Activation". Accon:ling to this document. carbon 
.IT!onoxide alam,s pre located iii areas of the. 
building where de.vices or .appliances are focated 
that could be a potential source of carbon 
monoxide, and these alarms provide an audible 
alann from the det.ector itself, not connected or 
·part of the buildirig~s fire alarm system. _ 

Observation throughoutthe facility on 4119'/21 . 
from 9:55AM until 12:30 PM revealed the facility 
.was a one-story building with a partial basement 
and a penthouse. F urttie.r observation revealed 
carbon monoxide det~Oii was not inst~lled oo 
resident units, ii:t the rnain comd.or, the ser.(ice 
corridor, the kitche.n; the liaundry room, or the 
partial basement. Additional observation during 
this time re.vealed fuel-burning devices were 
located. in the facility's two poiler rooms, in the 
kftchen, .arrd in tt'le laundry rqqm, which were alt 
located on the main floor, off of the facility's main 
conidor and service c;o.rridor. 

During.an intelView.on 4/19/21 at 12:0d PM, the 
Dtl'E!cfor ·of Envi-ronmental Services stated he 
was 11ot aware· Qf any ~nd-alpne .• ~rbon 
·monoxide detectors in the facility, butfa¢1ify'$ 
firealarm -systern may be equipped with carbon ·monox·ide det~!on. -- ·.,·~ · · ··-- - ··· . 

j ." ··-

Review·ofari outside contractor's fire alarm 
,system jnspe¢tion reports c1ated 1'0/7120 and 
3/23121 revealed both reports listed ali fir~ ;al~rrn 
system devlces separately and ~rbon 

, monoxide detectors did not appear on either list. 

FORM CMS-2667(02-99} Previous Versions Obsolete Ellent iO: 7RXY11 

. ,. 

wide QAPI Committee for their review, 
guidance, and continued direction~ 

Responsible Party: bfre.ctor of 
Environm~ntal Services 
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During an interview on4/22a1 at 1 0: 15 AM, the 
Director of Environmental Services stated the 
outside contractor who inspected the tire, alerm 
system-advised the system did not ccn'tain
carbon mcnoxide;detection and the facility has 
no·stand--alori.e carbon monoxide detectors. The 
direc!or of ErwirQ!"lti1¢ntal Services added that 
the facility's fuel burning devices are located in 
two boiier rooms1 the kitchen and the laundry 
room. 

42 CFR 48$.70(b)-
10NYCRR: 415;29(a)(2), 711.2(a)(1) 
'2015 International Fire Code, Section 
915,1103,9 
2017 New York State Suppfemenno the 2015 
International Fire Cbde: 915, 1103.9, 915.2 .1, 
9-15.2.3.3.2.3 
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402.6{d) Criminal History Record Check Process . R 722 

Section 402.6 Criminal History Record Check 

I. The following corrective actions 06'24/2021 
were accomplished for the residents found 
to have been affected by the deficient 

l 

Process. 

(d) A provider may temporarily approve a 
prospective employee while the results of the 
criminal tristory record check are pending. The 
provider shall implementthe svpervision 
requirements idel"ltified in section 402.4 ofthis 
Part, applicabre to the provider, during the 
period of temporary empfoyment. 

ihfs'UCENSURE is not met as evi4,~nceQ by: 

Based on intervie'.¥ and record review during the 
·Standard survey ·completed on 4/261.2°1, the 
facility- lacked documented evidence of 
$t.1pervision of an. employee who was subject to 
the New York St~.e Oepact;ment of H!!alth 
Criminal . History Record Check (CH~C) 
program, during the time that the CHRC review 
was pending. Thls affected one (Employee #1) 
of six personnel files reviewed for compnance 
with CHRC regulations. 

The findf ng is: 

· R.eview ofthe facility's undated poilcy and 
procedure called, "Criminal Background Check" 
revealed between th& times fingerprinting is 
· scheduled and c1n appl"Ovt!d appli~tion is 
returned, the applicant Will.be supervised at all 
times and a supeN-isor form will be completed 
. for .each:shiff worked aricffiled separately in_ a . 
secu""d idfinbfi~ ~mder· .. · . . ; 

Review of the personnel fil~ fx:>r EmployeE;! #1 
(Agency Certified Nu~ Aid~. CN.A) revealed 
the file. contained no record of supervision while 
awaiting CHRC results . . Review of the facility 

practice: 
• Tnere were no adverse effects to 
residents resultin; from the lack of 
su~rvis/on for CNA #1 . 
II. All residents have the potential to 
be affected by the deficient practice. 
• The Director of Human Resources 
has reviewed all employees hired in the 
fast 30 days to e11$ure supervision, sheets 
have been received. 

Ill. In effort to ensure deficient. 
practice does not recur, the following 
_systemic changes will be put in place: 
• The Policy and procedure-for new 
hire specifically employee supervision prior 
to CHRC clearance ~s reviewed with the 
Director of Human Resources without 

· changes, 
• . Staff Development will provide 
.edu~ti.oil t9 the Director of Human 
Resources as wen as all fa9.ility dep~rtment 

. heads and supervisors on ensuring 
su.perviston sbeefs are -completed for all 
new hires ·not cleared through CHRC. 

I. The t;JcjHty compliance will be 
monltcred ~Iizing the foliOYJing quality 
assurance systettt 
• An audit .too) will be developed to 
~ su~siQrr~rnplia•cetfor oe.w hires . 

· • The Director ofHun,an Resources 
,will con~~ audit _all new hires weekly for · 
$upervisidn sh~ts. · 
• The Director of Human Re~u~ 
will report, on a monthly basis, the results, 
.along with.action(s} taken and the 
effectiveness of action(s} that may have 

1.ABORA TORY OIRl:CTOR'S ORP,ROVIDER/SUPPLIERREPRESENTATIVE'S SIGNATURE TITLE {XS) DATE 
05/21/202j 
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schecluier!:lvealed Employee #1 was hired. on 
1/8/21, and worked ele~n Shift::; from 1/8/21 
until 1/23/21 1 aU.1-0:00PM to 6:00AM. CHRC 
issued a determinafion Jetter for Emptoyee #1 on 
1/28/21. 

During an intervi~W on 4/20/2 t at 1 :40 PM, the 
Ht.Jman Resdurces Directot (.CHRC Aµthorized 
Person}stated there were no superv1sio11 sheets. 
filled out for Employee, #1. Additionally; the 
Human. Resources Director stated stated she 
normally does the supervision for agericy 
pera<:>nnel aria fills. out tl:ie s11peniision form on a 
daily basis, butfor Employee #1, it was missed 
because it was a very hectic bme. The Human 
.Resources Dire.ctor stated at that time, she had 
ma:ny- duties other than CHRC, which divided 
t,ertime and attention, but sioce then, the other 
dutie$ have been reas~igned, and ~l:le t.:1n focus 
on CHRGand Human Resources. 

402.4 
402 .4(b)(2){i) 
402.!,(d} . _ _ 
415.19 lrifectton Control 

This LICENSURE is not metas evidenced by: 

Bas.act on fnteNiew and record review dunng the 
Standard. survey completed-on 4/26/21, the 
fac.illty did riqt establish and ma'intain an 

. irif~ic:m prevention.arid cqnb:ol program 
-· de$igned to provld~ asafi3, saiiifafy ~~d·--- . . - . 

. _tjJRJIQrtapie envirotunent anci.to help pn!Veflt tf,e' 
development and transmission of communicable ·• 
disel:lses and infections. $pecificaily, Legionella 
culture sampling and analysis was not 
condu.cted ~nr.iually, Tt)is.affected five (Canal 
View. Gard.en View, Orchard Vlf!W, Autumn Vlf!NI 

Event 10: 7RXY11 

1210 

been taken to the Facility'-Wide QAPI 
Committee for theinevrew, guidance, and 
continued direction. 

Responslbl~ Pgrty: Olt'ector of Human 
Resources 

. I. The following corrective,actions 
were accomplished for the residents found 
to have been-affected by the defi!=ient 
practice: 
• There were no adve~ effects· to 

· residents resulting from the lack of · · 
· {.egioriella Testing. 
• Lajionella testing was performed 
on 5/3/2021 . Results from an areas 

. ret~med n~9a:tive -~n 5/5[:2~~1'. : . . . · 
• There were no adverse effects to . · 

' r.es!Qeflts resulting from the-lack of - · -
.. employee .influenza orpnet1mococcal 

'@ccin:ations 
IL All residents haVE, the potential to 
be affected by the deficient p~cjice. 
• Residents will be assessed for 

0612412021 
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North, Autumn View South) of five, resident unj~. 
Additionally., the facility did not maintain an 
tnfe¢tion Control Program to help prevent the 
.development and transmission of disease for ten 
(employees 1.,. 2,. 3 4, 5, 6,. 7; 8, 9 ~nd 10) of 10 . 
employees reviewed. Specifically, thEf fa¢ility did 
not provide evidence that education was 
provided to its employees on the risks and 
benefits. of the Influenza and Pneumococcal 
vaccine and employees were not offered both 
vaccines.. · · 

The.finding is:. 

According to the New York State Department of 
Health's Health Advisory C$iled, "Regul~tfoil for 
the Protection Against Legronelta" qated 
8112116', Part4 of the N.ew York State Sanitary 
Code Protection Against Legi'onella, became 
effective on July 6, 2016. Subpart 4-2 of the 
regulation$ req1.Jire all gerieralhospitals and 
residential health care f;;lcUiti~ to .sdop( and 
implement a Legi.on~lla cult.Ure !l!cimpling and 
management plan fur their potable water 
systems. that shall. include a schedule to conduct 
ro:utin1;? Legionelle.culture sampling and analysis 
at intervals not to. exceed 90 days in the first 
year an.d annua1ry thereafter .. 

1. Review of the facility policy call~, 
"Legionnaires Disease lnfeclion Control and 
Monitoring Polley"; revised '1;0/1 /20, revealed 
wh~ri a Legiooellosf:s ease has been confirmed 
andidentifiecl as healthcarENissoc:ated, watet 
sampling Will· be cot1dµcted fi'()m ~htiiji ··· · 
sources. Suon as resident rooin~ur;ets. shower. . rooms: aridhotwater tanks. . ... 

R~vi~w of the collection of the facility's 
Legion$lla doqJments, loeqted in the Director of 
Environmental Serv.ice's t)in<:fer revealeq 

Event 10:• 7RXY1 t 

exposure to Legionella. and other 
· oppcrtunistic pathogens, specifically vital 
_::;igns and respiratory assessment 
• l11ftuenza Vaccinatiori doses for 

. the 2021-2022. Influenza season were 

. ordered on February 1-9, 2021 .. 
• • Staff development will educate 
· and offer Pneumococcal vaccinations to: all 
staff anc:t prQvide. documentation validating 
educ::ation, vaccinaijon aclminis:trc1tioo or 
declination. 
• Staff development will educate 
and offer influenza vaccinations~ during 
flu ~easor1 and provide d~cumentaticm 
valil:lattng edr.u:::ation, vaccination 
•administl'c!tiOn o(decljn~tion. . . 
111. In effort to ensure deficient 
practice does. not recur; the following 
systemic changes will be put in place: 
• ln~ion Control Plan was, 
reviewed without changes. 
• Staff Development will prov~e 
education to the Director.of Human · 
Resources., Director of Nursing and 
Assfstarit Director of Nursing on the:facility 
polk:y/p(bce~ure for pi:let.imococcal and 
influenza vaccinations int;luding ed1,.1cation 
on the iisks and benefits of vaccinations, 
which includes offering pneumococcal 
vaccinations on hire; and annually If 

• declined, as well as offering influenza 
vaccinations during' ffu season. 
!" ·Facility water; management plan 

.an~: legion!:'lla t~~~~9 policy~$ ~vi~ . 
with th~ OiFector of Environmental services 

. wrtf1out Qhel'lges •·; ,. . .. . .. . ···· · 
• · ·· 'Staff Developme11fwill provide 
education to. the Director of Environmental 
~rvices Ori the facility's water 
management plan' ·policy and p·rocf;!dure 
including responsibilifyfo ensure ari.nua1 

Facility JO: 0716 If 0lntinuatlon sheet Page 3d 5 
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12t0 Continued From page 3 1210 
Legionerla water sampling was completed 6n 
t/2/20 and then:1 was no documentation ofwater 
sampling since that date. 

During an interview on 4/22121 at 3.:15 PM, the 
Administrator stated in January of 20:ZO,, a 
company out of Pennsylvania tested the facility's 
water for LegioneUa, and since then, a new local 
· cottipany has been identified to do this testing 
going f9rward, bl.lt tming has not occurred since 
January of 20QO. Toe Administrator added that 
annuaf Legionefla testing is a regulation, 
therefor.e it is net listed in the facility's Legionella 
policy. 

2. Review of the fa~lity policy and procedure 
{P&P) titlecl "liifect.1on P~vention arid Control" 
dated 312021 documented au staff will be c,ffer~d 
the influenza vaccine from Octob.er ofeaclT year 
through the end ofMarch.the foUowing year, 
iriform~d consent in the form ofa decision 
reg~rdiri.~ tM riskifand benefits of the 
vaccination wiUQCc1;1r priorta. the v~ccination 
and a consent wiil be signed prior to 

·· administration .or declination form will be signed. 
The P&P documentechll staffs pneumococcal 
immuniZatioh S1atvs will be determined upcn 
hirec and wlilbe documented, in the: staff's 
immunizatiott record. All staff with 
undocumented or tinknQ'NTI p11eurnococcaf 
vaccination status will be offered the vaccine. 
lnforine.d consentintheform of a decision 
regarqing the risks and benefits of the. 
vacdn~n will QCCt.lr prior to. the vaccination 

· and a eonsent will be sigi,:ed' riot to · ....... . ··· · ···· 
_ jadry,1r1~~!'.'I-of~tjtn~iooinn wltl tje ~signea. •· 

STATE FORM 

. ' 

Upon request on 4/21121 and through the 
duration of the sur./ey th~ facility could not 
prol/ide ·~ny qocumented evidence staff were 
o~red or were e<;iucatecf on ~e influenza or 

Ev,srtt ID: 7RXY1'1 

· Legionella culture sampling, testif!.9 and 
analysis ·has been completed and· results 
s\,lbtnitted to the administrator. 

· lV. The facility compliance will be 
monitored utilizing-the following quality 
assurance system: 
• The Director of Environmental 
Services wili teport_a review of the 
Leg'ionel.la testing and water management 
plari and verification .of annu~I completion' 
olthe legionella sampling/testing and 
reSt:J [~ (9 the QA quarterly . . 
• An ~udit tool wm be.deveJciped to 
track.prteuhlOcoccal and influenza 
vaccination education, admini.stratiQn 
and/or declrnation.-
• The lnfluenza·v.accination .plan 
review Will· be added to the monthly QA 
schedule fcir verification of the. status in 
supply delivery and plan for staff 
inoculation. 
• The Director of Nursing will audit 
an staff tnoothly for the next 12 months for 
evide~ of pneumonia and influenza 
vaci;inatioo edµcation, aotniriistration 
and/ordediriation status. 
• . . Frequency of ol'.t..going: audits will 
be determined by ttie QA Committee. 
based on audit result · · · 
Responsible Party: Admin1strator 
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pneumococcal vaccines for employees 1 
through 10. 

During an interview on 4121121 at 12:45 PM, the 
Director of Nuising_ (DON) stat1=d most 
emplcyees did not receive the flu shot due to 
(d/t), a· shortage of the vaccine. The CON als-o 
notified the facilities cooperate, headquarters 
regarding ordering more·· influenza vaccine but 
received no response.in October of 2020. 

During an interview ort 412212.1 . at 8:5.0-AM, the 
DON stated the pneumococcal vaccine was not 
offered to the employees. 

During _ah intervit;?W an 4/26/21 _at 11_:55 AM, the 
Administratorstated they recognized and 
identified in F ebruacy of this year the facility 
needed to improve on getting. the influenza and 
pne1,Jmococ_caf vae.cine for both residents and 
sfaff so they don't run into the same situation 
next year. 
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changes. in !$(:Jlity operatfpr,s m1;1y require 
surveyor.s 10 adJust standard Physical . . 
ErtViroTiment (PE} and Ute Safety Code (LS¢) 
s.~rvey· procedurt;!l. >\dj4~mentsfoPE._ and LSC 
survey procedures :are liswd be.low. These 
adj_ustments are.Intended onlyrorthe PE and 
lSC portisn of ia surveyand not intended to alter 
.or modlfY,ttle h:ea\tli portjc:ir:i pf a Si.Irv~. 

According to the. sta(e Operati<;>ns-Mpn,ual 
(SOM) Append'rxJ. table t; "Sample SiZe of_ 
Resident/Patient Rooms"::.Afacility with 60-,.80 
b.edrooo,i,, dk:tat-e 52--66 rooms be-- checked for 
PE and LSC standar.i;fs. Duririg th.e LSC sU,v.ey 
'al' Vil~es of Onea.os from 4lt9/21 ·· to:4/22121:, 
33 of the 67 t~sideat rporns ~ -f11spected by 
t_t1e Surveyor; Ttre nunib~r of re~jdeht ['9oms 
· inspected was: lower tf:!an tt,e requirement 
because s.everal rooms were identified as 
precautions- rooms. 
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NFPA101 Building Retrabilifation K t11 1. Orang, expanding f,oarriwas . El.6124/2021 
retn~1:i: from.the barrier ~II betwee;, 

Building Rehabilitation tabby and _administration v.,rir:ig, ~~ 
·Repair. Reiiovation, Modification, -or abOve ihe-2.006 additlon anti: areas arourid 
RElCQOstl"l.lclion, . tl'le insola·tetl pipes-and repfiaeed w~ ... 
Any b~ilding Ur'td~tgoing rep;air. reni;?\l:atitirt,. NFPA healthcare compliant fir-estop. 
mlldifioatk!n .. or recdli~n ¢¢iJipl~ with 2. . . The Oirector:of Environmental 

-~R-..,!,:rthe!!'n'~~CQ~~ .. -1~ -~:d, 1·9•: . ~~:1:_s~~~~1
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,~:R;;i~rtt~ ~, tn~l;1r~b7~· SeetiOns -1ia, ·• · ·· ~~;;~ ~~;i;~i~ ;!=! f 
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18;1.t.4,~, 19:.1 :1.4,3:,A3, 1'.2.1 properly-sealed witt, Nf!PA healthcate 
C!iarigEf Qf l.l~or Change Qf0c¢vpancy compliant-firestop: 
>:,.ny tiu llqing !inderg_oi_ng ttfange of· µse or 3, _ .An auc!ittvisualinspection of all 
el:tange l?f: occupancy cfasstficati0f1. ·e<>qtplies. fa~cility fire l)arrier walls and' area~ of recent I 
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COMPLETE 
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K 111 Continued From p;;ige 1 K 111 
with·tlie requirements of Section 43.7, unless 
permitted by 18. t.1 A.2 or 1!L1 .1.4.2 
18.1.1.4.2 (4.6. 7 and 4.6. ~ 1), 19 .. 1.1.4.2 (4,6.7 
and 4.6.11), 43.1.2.2· (43.7) 
Additions, 
Any building undergcing an addition shall I 
comply with the requirements ofSection 43.8. If 
the buitding has a common wall with a 
nonconfonning building, the common wall is a 
fire barrier h:avit,g at l~a$t a 2:.haudire 
resistance rating constructed of materials as 
required for the addition. 
Communicating openings occur only in corridc)rs 
and are protected by approved self-cfosirtg fire 
doors with at least a 1-112-hourfire resistance 
rating. Additions comply with the requirements cf 
Section 43.8. 
18.1.1.4-1 (4.6.7 and 4.6.11), 18.1.1.4.1.1 (8 .. 3), 
18.t.1.4.t.2, 18.1.1.4.1.3, 19.1.1.4.1 (4.6.7 and 
4.6.11)-; 19. 1.t.4, 1 .. 1 (8.3}, 19.1.1.4.1,2, 
19.1.1 .4.1.3, 431.2.3(43.8) 

This ST AN DARO is not met as evidenced by: 

Sased on observatron, foterview, and reCGrd 
review during the Life Safety Code survey 
completed an 412.6/21, t'ire barriers that 
s.aparated distinct construction types were not 
properly maintained. Specifically, fire barrier 
walls were not designed to have at least a two
hour fire resistar.ce rating due to the presenc;e of 
an non-fire rated material. This affected two (fire 
barrier betwei!n the existing· building ar.d the 
2C06 addition and the fire barrier between the 

1 Lobby and the Administrative Wing} offoudire 
barriers. 

The finding is: r 

1. a) Observation above the Lobby ceiling tiie of j 
the fire barrier wan between the Lebby and the 1 

FORM CMS-2.567(02-99) Previous V~rslons Obsolete EYent ID: 7RXY21 

. renovatioa/constructior., as is reasonably' 
possible will be completed by 5/2112021 
and make a..ny necessary repairs within 30 
days of the inspection. 
4. The Director of Enviror.mental 
Services and maintenance staff will be 
educated on proper use and identification 
of NFPA healthcare compliant fire stop 
products to seal fire/smoke barrier 
penetrations .. 
5. 'rhe Director of Environmental 
Services and has initiated a quarterly 
inspection of all fire barrier ~Ifs to identify 
any 1;1reas where the orang~ e~anding 
foam was used and/orpenetratlons and 
rrtake necessary replacements with NFPA 
healthcare compliant firestop. 
6. ihe Director.ofEnviranmental 
Services Will provide quarterly reports an 
all inspections to the QAPI committee rot 
the next 1:2 months. The QAPI Committee 
will review this plan I audit the effectiveness 
ofthe action, offer guidance and continued 

. education. 

The Director of Environmental Services is 
responsible fur this plan. 

Fae/Iffy ID:. (1716 
If continuatiort •~ Page 2. cl 13 
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K1t1 Continued From page 2 K 111 
Administrative Wing on 4/21/21 at 8_:50 AM .. 
revealed several areas of orange expanding 
foam along the fire barrier. Corttinued 
observation revealed the largest area of orange 
expanding foam measured: eight inches high by 
four inches wicie. At the time of the observation, 
the Director of EnvJronmental Services ~ated he 
did not apPly the expanding foam, he d.id not 
know who.applied it or why, ~nd he did not know. 
when the expanding foam was applied. The 
Director of Environmental Services also stated 
he tjid not. kric>w the name of the product and did 
not have-a ·container of it to ¢heck the label fer 
fire· resistance rating information or·to see if the
labe!' said the product was approved for use jn 
healthcare occupancies. A review of the facility's 
ffooi' plan ;:1t the time ofthis observation revealed' 
this was a tire bartfer wall. 

b) Observatton·abovethe 2006 addition ceiling 
tile of the fire barrier wall between the 2006 
addition and the existing building on 4/21ri1 at 
9:20 AM ~vealed several areas of orang,e 
e,cpa·nding foam along the fire barrier. 
Continued observatJ<m_ tev~d the o~nge 
expan_dingfoam was applied·araunclthe.Qottom 
of three six../nch insulated pipes, in an area that 

. measured nJne inches long by four inches wide. · 
Another area of orange expanding foam was 
appffed around the top of another six~inch 
ins1,1tatedpipe,. in art are~.that meaS!Jred six 
inch&s Wide-by two inches high. A ~view of th~ 
facility's.floor plan at the time of this. observation 

--revealed•friis--was-a fire-barrier wan: - ·-· · -· ···· 

01.1r.fng art i~tvtew on 4'/22121 at .ro:05 AM, the· · · 
Director of Envirqnmental .Service_s stated. 
smoke barriers ~nd fire barrier& a~ audited 
moothly. 

Review of.the audit form called "Smoi<:e/ J=ire 
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K 1'11 Continued From page 3. K 111 
Barrier Wall$ Audit'' revealed the most recent 
audit was done qn 3111121 and no issues or 
comments about orange expanding foam were 
r.cted on the form. 

During an interview on 4/22/21 at 4:00 PM, the 
Administrator stated the facility performed 
corrective work on the fire barriers in September 
2020 as part of a plan of correction from.the last 
Life Safety Code survey, and the orange 
expanding foam was not used as part of the 
corrective work. 

10 NYCRR 415:29(aJ(2), 711.2(a)(1) 
2012 NFPA 101: 8.3, 8.3.1; 8,3.1.2 

K321 
SS=E 

NFPA 101 Hazardous Areas- Enclosure K 321 1. Orchard Soiled Utility Room: 06/24/2021 

Hazardous Areas - Enclosure 
Hazardous areas are protected by a fire barrier 
havtng 1-hour fire resistance rating (with 3/4 
hour fire rated doors) or an automatic fire 
extinguishing system in accordance with 8.7.1 or 
19.3.5.9. When the approved aiJtomatit fire 
extinguishing system optiortis used, the areas 
shaU be separated from other spaces by smoke 
resisting partitions and doors in accordance with 
8:4. Doors shan be self-closing or automatic~ 
closing and permitted to have non11:1ted or fiefd,. 
applied protective plates that do not exceed 48 
inches from the. bottom of the door; 
Describe the floor and zone locations cf 
hazardous areas that are deficient in 
REMARKS. 
19.3.2.1i t9.3.S,9 

.Area 
Automatic Sprinkler Separation 
NIA 

a. Boiler and Fuel-Fired Heater Rooms 
b. Laundries (larger than 1 00 square feet) 
c. Repair, Maintenance, anq Paint Shops 

FORM CMS..2567(02-98) Prel/ii:Jus Versions Obsolete Event1m 7RXY21 

Seff-clq~ing hardwl:lre was ordered, and 
instal.lation will be completed by June24, 
2021. 
2. An audit of all hazardous area 
doors will be conducted to ensure they 
self-celose aiid latch into their door frames. 
3. The Director of Environmental 
Services, environmental services staff and 
maintenance staff will be educated that 
hazardous area doors must self-close and 
latch into their frames. 
4. The Director cf Environmental 

. S~rvices wUl.include audit/inspection of all 
h~ardeius·area doors on quarterly facility 
door inspection/audit tool. · 
5. The Director of Envircmmental 
Services wiil provide quarterly report$ on 
aU audit/in$j:>ections including a~ditof 
hazardous area doors to em;;ure they se.lf
ciose and latch into their frames, to the 

· ClAPI committee for the next 12 months. 
The OAPI Committee will review this plan, I 
audiUhe effectiver,:ess of the actioo; offer 
guidar.ce and CQ:ntinued education.. t 

Facility 10: 07tti 
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DEPARTMENT OF HEAL TH AND HU.MAN SERVICES 
CENTERS FOR MEDICAFlE. & MEDICAID SERVICES 

.STATEMENT OF·DEFICIENCIES 
:ANO Pt.AN OF CO~CTION 

(Xf) PROVIDER/SUPPUER/CUA 
lDENTIFICA TION NUMBER: 

338212 

IW\ME .OF PROVIDER.OR SUPPLIER 

THE VILLAGES OF ORLEANS.HEALTH ANO REHAB .CENTER 

P'4) 10 I 
PREFIX 

TAG 

K321 

SUMMARY$TATEMENTOF" OEFICIENClES 
(EACH DEFICIENCY MUST SE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING-INFORMATION) 

Continued From page 4 
d. Soiled Linen Rooms (exceeding 64 gallons} 
e. trash Collection Rooms 
(exceeding 64 gallons) . 
f. Combustlcle Storage Rooms/Spaces 
(over 50 square feet) · 
g. Lal')oratories (if classified as Severe 
H~rd - see 1<322) 

This STANDARD is not rnet as evidenced by: 

Based ,on observation and interview during the 
Life Safety Code survey completed on 4/26121, 
hazardous area~ ~re not protec.tect. Issues 
inciude a corridor door protecting a hazardous 
area did not self .close and latch into its door 
frame; This affected two (Canal View and 
Orchard View) of five resident units. 

The fioding·s ar~: 

Observation on the Orchard View Unit on 
4119/2·1 at 10:30.AM revealed the conidor dcor 
of the Soired utiUty Room would not self•dose 
~nd I1:rtch into it$ door frame: Further 
observation re~led th~ inner d09r h:!,!odle was 
pointing in a downw;;ird position· a_nd the latch 
was stuck inside the door. Cor.tinued 
obseM;Stfon revealed the room was greater than 
50 square feet in size and was being used to 
st.ore· ga(bage,, s,ciled linen, and medical waste. 

During an i:ntervi~w at the time ¢: the 
observation, the Director of Environmental 
-Services-statedthedoor~handle-was·repiaced ·· 

• . within the last n,cirti, and "leeded to be .. , 
ttgtuened. ·- · · 

During an Jnte,view ·arr 4/22121 at 2:~0 PM, the 
Director of Environmental Services ~tated he 
.audits all facility doors periodically, but only 
documents the aiJ,dlts of the smoke and fire 
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barrier doors. 
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NFPA 101 Cooidor- Doors K 363 06/24/2021 

Corridor - Doors 
Doors protecting corridor openings in other than 
requlred enclosures of vertical openings, exits, 
or hazardous areas resist the passage of smoke 
and are ma.de of 1 ~/4 inch solid--00nded core 
wood or ether material capable of resisting fire 
for atleast20 minutes. Doors in fully sprinklered 
smoke compartments are only requited to· resist 
the passage of smoke. Corridor doors and deers 
to rooms containing flammable or combustible 
materials have positive latching hardware. Roller 
latches are prohit;,ited by CMS regulation. These 
requirements do not apply to auxillary spaces 
that do not cootain flammable or combustible 
material. 
Clearance between bottom of door and floor 
covering is not exceeding 1 inch. Powered doors 
complyir.g with 7 . .2.1.9 are permissibie if 
provided with a device capable of keeping the 
door closed when a force of 5 lbf is applied. 
There is nd impediment to the closing of the 
doors. Hold open devi~es that rele~se when the 
do.or: is pushed .or pullec:i ace· permitted. Nonrated 
protective plates of unlimited height are 
permitted. Dutch doors meeting 19 .. 3,6.3.6· are 
permitted. Door frames shall be !abeled and 
made of steel or other materials in compliance 
with 8.3, unless the smol<:e compartment is 
sprinklered~. Fi.xed fire window assemblies are 
allqwed per 8,3. In sprinklered compartments 
there are no restrictions ir. area or fire resistance 
of glass or frames ln window assemblies. 

19.3.6.3, 42 CFR Pa~ 403, 418, 460, 482, 483, 
and 485 

FORM CMS-2567(02"99) Previous versions Qbll()lete Event IC:· 7RXY~1 

1. Copy room door latch was 
repaired on 5/3/2021 
2. Autumn view South Resident 
#231 room d()Or latch was repair~d on 
5/3/2021 
3. Garden view Resident #11 room 
door latch was. repaired on 5/3/2021 
4. · An audit of all facility corridor 
doors to ensure they latch closed intQ their. 
door frames Will be completed by 
sa412021 
5. The Directer of Environmental 
.services, environmental services staff and 
maintenance staff will be educated that 
corricordooi's are to be latched c!os~ into 
their door frames. 
6. · · Quarterly Fire. and Annual Door 
Audit/Inspection tool has been instituted 
which includes inspection to ensure 
corridor doors latch closed i'nto their door 
frames. 
7. The Directorof Environmental 
ServiGeswill provide Quarterly Fire and 
Annual Door Audit/Inspection reports, 
which includes inspection to ensure 
comdor doors tatch closed into their do.or 
frames, 
tothe QAPI comtnitteeforthe next 12 
mo11ths. The QAPI Committee win review 
this plan, audit the effectiveness of the 
action, offer guidance and continued 
education. · 

The Director of Environmental Services is 
responsible for this plan. 

Facility 10: 0716 If conUnuat!on shut Page 6 of 13 
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1( 363 Continued From page 6 K 363 
ShdW in REMARKS details of doors such as fire 
protection ratings, automatics dosing devices, 
etc. 

Thjs_ ST ANDARO is not met as evidenced by: 

Bas.ed on ~bservat!on anc:f friterview during the 
Life Safety Code survey com-pleted on 4126/21, 
doors protecting corridor openings werEl not 
properly maintain.ed to resist the passage of 
smoke, rssues included, corridor doors could not 
b~ llatche~ closed'. Into their door frames: This 
affected three (C!:lriaf View, Autumn Vi~ South 
and Gar-den Vtew} of.five- resident units and one 
of one Admihistratlve Wing. 

The findings are: 

1,a) Observation ln the Admirtismative Wing on 
4/1!:l/21 at 1.2:20 PM revealed the corridor door 
of the Copy Room would not latch into its door · 
frame. 

b) Observ~tion in the Autumn View South Unit 
on 4/20i21. at 2:35 PM revealed the ti:Jnidor door 
of Resident Room #231 would not.latch into its 
doorframe. 

c) Observation in the Garden View Unit on 
4120121 at 3:35 PM revealed the corridor door of 
Resident Room #11 would not latch into its door 
frame; 

Ounng an-lntel'liiew on 4120121 • at-3:35 · PM; the 
· .Diredor of E!"'!ir,-,i'l~rital' Ser.vices stated i"e · 
· ,doqr·trames were painted about two weelcs- ago · · 

and_thE! extra layer paint on the doorframe · 
cushions is-probably prevanting the door from 
tatching. 

During an interview on 4'22121 at 2:50 PMt the 

FORM CMS.2587(02-99) Prelricus Ve~O~ Event to: 7RXY21 Facility ID: 0716 .ltcomlnualion sheet Page-7 Of 13 
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Continued From page 7 
Director of Environrnen'tal Services stated he 
audits all facility doors p~riodicaily, buH:mly 
documents the audits ofthe smoke and ffre 
barrier doors. 

10 NYCRR 415.29(a)(2), 71t.2(a)(1) 
2012 NFPA 101: 19.6.3, 19.3 .. 6.3.1,·19.3,6.3;5 
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COMPLETE 
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K372 
SS=E 

NFPA 101 Subdivision cir Building Spaces - K 372 1. Lobby/Autumn view south 3x2~ 06/24/2021 
Srnoke Barrie 

Subdivision of Building Spaces - Smoke Barrier 
Construction 
2012 EXISTING 
Srnoke barriers shall be constructed to a 1 /2-
hour fire resistance rating per 8.5. Smoke 
barriers shall be petmitted to. terminate atan 
atrium wan. Smoke d~mpers. are not re(luired in 
duct penetrations in fully ducted HVAC systems 
where an approved sprinkler system is installed 
for smoke corr.partments adjacent to the smoke 
barrier. 
19.3.7.3-, $.6.7.1 (1} 
Describe any mechanical smoke control ·system 
in REMARKS. 

This STANDARD is not met as evidenced by: 

Based on observation, interview, and recor~ 
review during-the Lif~_Safety Code &LJrvey 
cornpletec:I on 4/26/21, ~moke barrier wails were 
notproperly maintained. Issues included smcke 
barriers were not complete from floorto roof 
deck,. not desigl'1ed to have at least a 30-minute 
fire resistance rating, and not design~ to be 
res.istant to the passage, of smoke due to 
uns~aled penetrations •. This affected two 
(A1.1tt.1rhn Vlew North and Autumn Vlew South) of 
five resident units, 

The fir.ding is: 

FORM CMS-2567(02099) PnmcusVet!!k>m Obsol!llil E-..ent ID: 7RXY21 

penetration was seated with NFPA 
healthcare compliant firestop cauJk 
2. .Autumn view north ·1~, diameter 
penetration was sealed with NFPA 
compliant fire stop caulk 
3. An audit/inlij)ectlon .of all facility 
smoke barriers, floor to rdofc;ieck, Will be 
conducted by ~/24(21 as is reasonably 
po$sil:lle to ensure at least a 30-mi'nute fire 
resistance rating, and resistant to the 
passage of smoke. Any unsealed or any 
necessary repairs will be. ma:de within 30 
days ofthe inspection. with NFPA 
healthcare c;ort,pflantfirestop material. 
4. The Director of Environmental 
Services and maintenance staffwill be 
educated that all'facility smoke banie~. 
floor to roof deck must have a 30:..mlnute 
fire resistance rating and re$istantto the 
passage of smoke. 
5. The Director of Environmental 
Services and niaintenance staff will be 
educated on proper use and identificauon 
of NFPA healthcare compliant fire stop 
products to seal fire/smo.k~ barrier 
penetrations 
6. The Director of Environmental 

· Services has initiated a quarterly 
audit/Inspection all faciiity smoke barriers,_ 
floor to roof deck to identify any area$ of 

. penetration ar\d seaf Wjth NFPA compliant 
fire stop material. 
7. The Director o·f Environmental 

Faciflty JO: 0716 If eimllnuation sheet,Page 8 of 13' 
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1 . -a) Observation above the conidor ceiling· tiles 
ih the Lobby on 4/21:/21 at 9:05 AM revealed an 
approxi~t, three-inch liigh bytwc-inch wide 
imsealed penetration thro1.:1gh the $01ok-e barrier 
·wall that sep'arated the Lobby frpm ttte Autumn 
View South Unit. Further observation revealed 
this penetration was filled with mineral WO()! that 
was not sealed with a fire rated material. A 
revi~w of the facility's fk>.or -plan. at the time of 
this observ~i011, cqnfir:med this was a smoke 
barrier wait. 

b) Observation above the corridor ceiling ti_les in 
theAutumi-1 View North Unit,on 4121/21. at 9:10 
AM revealed. an approximate one,-inch diameter 
unsealed pene.tration thrpugh the smoke barrier 
wall that se.par'i3ted Autllmri View North ftorri 
Autumn View South. Further observation 
revealed one cutwhite wire Installed througrrthe 
penetration:. DurinQ an interview at the fime of 
this ~servation the Director of Environmental 
Services. stated he w:c;1s \Jh$tire,what the wMe 
wire was or how: long the petJet.ration h~ been 
there-. 

During an interview on 4122121 at 10:05 AM, the 
Di~¢tor off= nvironiiienta1· services stated 
smoke an_d fire barrierwalfsar.e audited monthly. : 
He further stated .h~ pel'$Qnally ;did the two. most 
recent audits and was not aware of any· recent 
woo: done on the Autumn View smoke barriers. 

. Review of the .audit form titled "Smoke/ Fire 
: .. Barrier Wallis .. Auciit" rev.e~led .. the. most recent. 

-audit. was completed on -3111 .17• :. 

10 NYCRR 4i5.29(a)(2), 711 .2.{a)(1) 
2012 NFPA 101~ 19.3.7.3, 8.5, 8.5. 1, 8.5.2. 
8.5.2.1, 8.5.2.2, 8.5.2.3 . . 
NFPA 101 HVAC 

FORM CMS'2567(~99) P111vious Versio~ Obsol~te Event ID: 1AAY21 

Services wiU provide quarlerly reports on 
insp~:ons of ail facility smoke barriers, 
floor to roof deck, identifying any areas of 
penetration and sealE)d with NFPA 
compliant fire, stop material to the. OAPI. 
committee for the next 12 months. ihe 
QAPI Committee will review th is plan, audit 
the -effectiveness of the action, offer· · 
guidance and c;:ontinued education. 

The DiFecior of Environmental Services is 
responsible for th is. plan. 

K 521 . 1. Fite tiampers #29, #32 and #~3 06/2412021 
repair has been_ scheduled to be completed 

Facility ID: 071& If contt111111tton sheei· Page 9 d 13 
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K521 Continued From page 9 K 521 
HVAC 
Heating, ventilation, and air conditioning shaH 
comply with 9.2 and shall be installed in 
accordance with the manufacturer's 
specifications. 
18.5.2.1, 19,5.2.1, 9,2 

This STANDARD is not met as evidenced by: 

Based or. interview and record review during the 
Life Safety Code survey completed on 4/26/21, 
fire dampers were not properly maintained
Specifically, fire dampe.rs that failed inspection· 
and testing were. not. repaired or repiaced. This 
affected one of one F>enthouse. 

The finding is: 

Review of an outside contractor's Damper 
Inspection History Report dated 1130/19 
revealed the outside contractor inspected.and 
tested 43 fire and smoke dampi:its throughOut 
the facility on 1/8/19. Further review revealed 
fire damper #29, #32, and #33 were. all located , 
io the Penthouse and were all documented as 
"Fail'' an 1/8/19. The defidency report for #29 
ar.d #32was documented as, "New damper 
required" and the defici~ncy report fQr #33 was 
documented as, ''Tlf,lo new dampers required". 

A review of the facility floor plan layout revealed 
the Penthouse walls were located along a fire 
barrier. 

Dutir.g aii interview on 4/22/21 at 2:55 PM, the 
Director of Environmental Services stated the 
outside contractor was last at the facility in 2019 
ancfhe has no documentation thatshow the 
dampers that failed irf 2019 were repai~ or 
rep/aced. 

FORM CMS-2567(02-99). Previous Versic,ns Obsolete Eve~ ID: 7R.XY21 

by local vendor on 5/3/2021 
2. An audit/inspection otan facillty 
tire dampers Inspection reports ~e 
audited ~o ensure no other dampers have 
failed inspection. 
3. An audit/inspection and testing of 
all fire dampers has been scheduled 
through a local vendor to ensure an fire 
dampers are in properworking order and 
to make any necessary repairs. 

· 4. The d1rector of environmentaI 
services.and maintenance staffwill be 
educated to. ensure all fire damper 
im~pection reports are reviewed ~·ensure 
any recommended repairs are made 
timely. 
5, Fire damper inspection reports 
wm be submitted directly to the 
administrator. · 
6. The Director .of Environmental 
Services will p:rovide quarterly reports on 
all fire damper inspections to the QAPI 
committee for the next 12 months. The 
QAPI Committee will review this plan, audit 
the. effectiveness of the action, Qffer 
guidance and continued education. 

The Director of Environmental Services is 
responsible for this plan. 

Facility 10: 0716. If c:ontln(laticn sheet Page· 1 Q of 13 
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· 201Z NF.PA10·1; 1"9;1.1A.t.1, 8.3 .. J, Tabie 
6.3 .42: . . 
201.0 NFPA80; f9.4, 19A1, 1'9.4:1-1, 1.9~$.,, 
1"9,5~3,. 19.5.4 . 
NFPA ·1.01 Gas Equipmertt - Cylinder ail'd 
C()ntain.f!r Storag 

Gas Eqt:1iprrient - Cylinder and Container 
Storage 
G.reater thari or equal~ 3,ooo cubic fe~ 
Storage· ~tions are designed, !;:Pnstr:ucted, 
and ventilated rn accordarreawith s.1.a:a.2 and 
5.1 '.3.~.l.. . . . 
>'000 but <3;000 cubic feet 
$tqrage.-loea_tio'n$-are outdoors- irt an enclosure 
or within ~fl erjcfosed int~rior ®cice. of non- or 
·11miteq,.clJR'lb1,1stible «>natNdioo, with door(or 
gates outdoorS.} that-can be securecf Oxidizing 
gases are nohtored with fla_n,mable.s. apd ~r;e 
:sej:)atated from combllstibles t:>y 20 ~t .ts feet if 
sptinkletect}orenclosed tnac:abinet of 
noneom~us,ijble-tQnstfuctiorl havina a minimum 
1"/2 hr. fire proteetfdM tatipg_, 
t;.ess tb~n or e:gvat 10 300 cµbic ~ 
in e ~mgle smoke CQJTI~rtment, incf1vidu:;1I.' 
cy.linder.s- availab~ for 1ml'T)e-QiatE3: l(se irf AAtient 
care areas with an aggregate volume of. le$~ 
tnan or equat to .300 cubic feet are rrot requj'rea 
to be ~toted in an ehc!osure. Cylinders must be -
handled withprecautiQns as::specified.in 1:1- s:2. 
A prf;c"a~nof\ary ·sigtt "{ecidabte from s feet is iiln 
each door !'.Ir gate Qt a cylinder Slo$ge room, 
where the sign inciydes: the werding as a, 
mirilmuni "CAIJTIOR OXJOtZING GAS(ES) -
STORl5D WITHIN NO SMOKJNG " · 
$tora,g_~ is planned' so cylinde~ are used ln 

· ,of'der·ofWtJ~nthey are. ~~ from the 
supplier:; J;mpty cyi11idet:S a~· segregated from 
fult cylin~~- VVhen fac:ifity ~n,ploy~ cylin.cters 

· _ with infografpressyre gauge •• a th~shold . 
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PflOV'IOEWSPLAN QF'CORR.E:CTION: . 
. (EACl'l C<:li!tl'!ECTIVE A,C"!!Ot,f SliOULP BE 

~0S5-REFERENGEO '.'R'l· THE APPR<lPR.t.A.TT, 
Ql:FICIENCY) . . 

1. Oxygen cylinders from Garcien View<an:d 
Orchaid.Vi'ew C~a:n utility r.00ms and 
vacant tesident #201 were removed and_ 
pla,ced itl fadlity sp!!!cifiedfdeslgnated 
pxygen storage ropm with appropriate 
oxyg)';n. $tOrage stgnage was al~dy-

• affiXed ()fl dqot . 
· 2. An audit was ccnduete<l ofthef.:lcilit)"to 

enS:Ure. ·nc:1·smokin•g1no: open ffame/oxyg~n 
in .us~• slgnage 'Ml$ properly post,ed on 
facility designated oxygen stOEage areaS> 

• 3. An aµdft w#)s conducted t<it ensure 
o~g~n-cylinde~ not.in 1.ise, •~ ~tored 
on(y ir, moms. the f~ellity has. design~~ ~s 
oxy.gen .storage rooms and aJ)p~p~te · 
.signage, ·on !:ioors was present. . 

· 4·. Staff developmentedu.cated ;;ill nursiog, 
therapy, and .eiivit9Mlelital staff that 
oxygen Is t.o b~ stored in rooms tile facility 
h~ deslgo~te<:f as:oxygen ~torage·rcoms. 
S. Envir<inn,enra.1· Servi~ staff w:ill visu~ly 

- Jnspect all et11ity rooms linQ reslttelifr.Q0!11.S. 
to ensure o~gen is not stored 
inappr:opmrtely and oxyg_eO"sjgnage is. 
property p0$ted de$ignated oxygen storage 

. fQOms 9aily tor the hen ,Hrionttis. · 
• 6; The Dir~r of l:'nvimnmental Servtces 
: will provide tnonttily reports on au 
inspecbens in.eluding_ qXYgert-~orage. $1Jq 

1 sign.age ta the O>.?i i:Omt.ltttee for the rrext 
3 months. The QAPI Committee will 
review this ~tlt audit 'the .effectiveness of 

. thtt a~t:lo.i1, offer gi.114:fanc.e, 1:!ftd• t(Jntinued 
«1~.ta#c;i1t 

The Oirector o~ E::nVirom:ne,rrtal ~Nie~ ts 1 
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K923 Continued From page 11 K 923 
pressure considered empty is established. responsible for th is plan. 
Empty cylinders are marked to avoid confusion. 
Cy!inders stored in the open are protected from 
weather. · 
11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NF.PA 99) 

This STANDARD is not met as evidenced by: 

Based on observation and interview during the 
Life Safety Code survey completed on 4/26 121, 
oxygen storage areas. were not maintained. 
Specifically, signage stating .that oxygen was 
-stored within a room was not present. This 
affected three (Garden View, drchard View, arid 
Autumn View South) of five resident un~. 

The finding is: 

1 .. 1;1) Observation on the Garden View Unit on 
4/19/2·1 at 10:20AM, revealed one E-sized 
.oxygen cylinder was stored in a wheeled cart in 
the Clean Utility Room.. A second observation ! 
ofan E.,sized Q,wgeh cylirtderin this room was· 
tn;ade tm4/21/21 at 9:45 AM. The door to the 
Cl~an Utility Room was not equippedwith a sigh 
stating'"'CAUTJbN: OXIDIZING GAS(ES) 
STORED WITHIN NO SMOKING". 

b) ObseM1tion on the Orchard View Unit on : 
4/19/21 at 10:25 AM, revealed two E-siz-ed j 
oxygen. cylinders were stored in wheeled carts ih 
the Clean Utility Room. A second ob&ervatlon ! 
of two e.,sized oxygen cylinders iri this room wasi 
made on 4/21/21 at 9:50 AM. The door to the 
Clean Utility Roo.rtt was not equipped with a sign 
stating '"'CAUTION: OXIDIZING GAS(ES) 
STORED WITHIN NO SMOKING!•. i 

During an intel'View on. 4/21 /22 ~t .9:45 AM, .the 
Assistant Director of Nursing statE!9 oxygen .is 
not normally stored in the Clean Utility Room, I 

Event.IC: 7RXY21 F aci1ity 10: 0716 Jfcortlinuatlon sheet Page 12 of 13 
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but is usually stor~d in the Oxygen Storage 
Room on the Canai View Unit, and he was 
unsure why oxygen was stered in a Clean Utiilty 
Room; 

c) Observation on the.Auu.:mri V!fNf Sou1hUnit 
on 4i20/21 at 2:20 PM r~vealed one E-sized 
oxygen cylinder was stored in a Wh~led cart 

· inside Resident Room 201. Further observatio.!i 
revealed Resident Room 201 was a vacant 
private room and the corridor door was not 
~qQipped with a sign stc!fing "''CAUTION: 
OXIDIZING GAS(E~) STORED WITHIN NO 
SMOKING". During an intarview at the tlme of 
lhis observation, tlie Director of Environmental 
$ervices stated this room has been vacant for 
about Orie week and he is not sure how long the 
oxygen cylinder ha.s t>.e~n stored in this, room. 
He also stated the cylio~er should be stor-ed in 
the. Oxygen Storage Room on the. Canal V~ 
Unit. 

10 NYCRR 415,29(a)(2), 711.2(a)(1) 
2012 NFPA 101: 19.3.2.4 . 
2012 NFPA 89: 11.3.4, 11.3.4, 1, 11.S.4.2 
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SUMMARY STATEMEN-:- OF OE.=ICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR r SC ID!;NTIFYING INFORMATION) 

INITIAL COMMENTS 

A Recertfflcation and Complaint Investigation 
Surv~y. ACTS reference Ifs (NY00268730, 
NY00277988, NY00278907, NY00278889, 
NY00279688 
NY00283507) was conducted at Toe VIITages of 
Orleans Health and Rel')ab Center 10.18.21 
through 10.25.21 to determine compliance with 
42 CFR Part 483 requirements fur Long Term 
Care Facilities. Deficiencies were cited as a 
result of this survey. 

42 CFR Part 483.10 Resident Rights 
42 CFR Part 483.25 Quality of Care - accidents 
483.10(c}{6X8)(g)(12)(i}-{v) 
Request/Refuse/Dscntnue Trmnt;Fonnlte Adv 
Dir 

§483.1 0(c)(6) The right to request, refuse, 
and/or discontinue treatment, to participate in or 
refuse to participate In experimental research, 
and to formulate an advance directive. 

§483.10(c)(8) Nothing in this paragraph should 
be construed as the right of the resident to 
receive the provision of medical treatment or 
medical services deemed medically 
unnecessary or Inappropriate. 

§483.10(9)(12) The facility must comply with th~ 
requirements specified in 42 CFR part 489, 
subpart I (Advance Directives). 
(i) These requirements include provisions to . 
lnfoon and provide written infonnation to al adult 
residents concerning the right to accept or 
refuse medical or surgical treatment and, at the 
resident's option, formulate an advance 
directive. 
(ii) This includes a written description of the 

C - -- ..... _... .. 

11/ :u .:. j .e( 
<./.:)-
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I. The fonowing corrective actions 12/24/2021 
were accomplished for the resident found. 
to have been affected by the deficient 
practice: 
• Resident # 18 and #24 MOLST 
forms were revi81Ned and orders placed in 
PCC to reflect choices to not have labs, 
vital signs and/or weights obtained. 
II. · All residents that have the 
potential to be affected by the deficient 
practice. 
• · The following corrective actions 
will be taken: 
• MOLST forms for comfort care 
were reviewed and discussed with POA to 
reflect decisions on procedures including 
labs, vital signs and/or weights. 
• AH MOLST forms will be reviewed 
for resident's ·choices. 
• Education with all Unit 
Coordinators/Supervisors by DON on 
checking MOLST forms and PCC for 
residents with regard to choices on labs, 
vital .signs and weights. 
Ill. In an effort to ensure deficient 

LABORATORY DIREcroR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE · mLE (X6)DATE 

1~/18/2021 

Any Oendency stal8m•nt ending wllh an utari•k (•) deno!Bs· • clelldency which the lnaatutkin may be excuaed from comictlng proYicling It !s detllmlined that Dlher ~ pf'CMde 
aufflc:lent pra'.eclon 10 the patienls. (Sea :nstrudiona.) Except rt,,- mnlng homes, the ftnd!ngs staled above - dillclasable 90 days fcilowlng Iha date of the Sl.'MIY whelt-.er 0f not• 
plar. of correction ia PfOl/lded. For mning homn, the above lh:llngs .,d plans of co~n 819 disdosable 14 days follcwing th• dalrl these documants are made avaBable to Iha 
facility. If def.ciendee are c:lted, an approved plan of CXIIT8Ction is requllifle to continued program partidpallon. 

Thfa form ia II printed electronic va111lon d the CMS 2587L It oontains an the infolmalioli found on t:,e standard document In much the same form. This elect10nic: form once primed and 
signed by IMI facility adminilsb atcr r.d ag>mpriNIIY paeted wla satisfy the CMS reqinnant lo post survey lnbrnation found on the CMS 2567l. 
FORM CI\AS-2567(02•99) PNvloua Versions Obeoleta Event ID: 7LCP11 Facility ID: 0716 If conlinuallon atieat Page 1 di 8 
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F 578 Continued From page 1 
facility's policies to Implement advance 
directives and applicable State law. 
(iii) Facilities are permitted to contract with other 
entitles to furnish this informatf on but are still 

I 
legally responsible for ensuring that the 

I 
requirements of this sect:on are met. 
(iv} lf an adult indlvldual Is Incapacitated at the 
tfme of admission and is unab[e to receive ·' , 

.I- Information or articulate whether or not he or she 

r has executed an advance dlrectfve, the facility I 

I 
may give advance dlrective information to the 
individual's resident representative in 
accordance with State Law. 

I (v) The facility Is not relieved of Its obligation to 
I provide this Information to the !ndlvldual once he 
' or she is able to receive such lnfonnatlon. I 

Follow-up procedures must be In place to 
provide the Information to the indlvldual directly I 
at the appropriate time. , 

I 
( 

This REQUIREMENT is not met as evidenced I 
by: I 

l ' Based on record review and Interviews I 
conducted during the Standard survey 
completed on 10/25/21, the facility did not honor I 
the resident's right to fonnulate an advance 
directive tor two (Resider:t #18, 24) of two 
residents Feviewed. Speclftcally, Resident #18 
and Resident 24 had Medical Orders for Life 
Sustaining Treatment (MOLST, a set of medical 
orders for advance directive status) that Included 
the Instructions for no weights and no laboratory 
(labs) testing (blood worlc); weights and 
laboratory tests were obtained for resident #18 

I and Resident #24. 

The findings are: 'i 
I 

The facility policy and procedure (P&P) titled 
.I 

•Medical Order for Life Sustaining Treatment 
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PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 
CROss-REFERENCED TO TiiE APPROPRIATE 

I DEFICiE~CY) 

l I practice does not recur, the following 
, systemic changes will be put in place: . Audits will be dpne monthly t.o 

ensure MOLST form decisions are 
reflected In PCC for 6 months. 

j • Audits will include comfort care 
MOLST forms and 5 random residents 
from eaqh unit. 
• Ensure orders in PCC reflect 

j decisions made for treatments (inclucling 
vita! signs, weights, labs). 

' 

• Ensure decisions made regarding 
treatments are reflecting in the instruction 
section of PCC. 
• Ensure all admission and 
readmission hospital paperwork is being 
reviewed for MOLST changes with social 
work followMup 
• On the spot educatlon.will be 
provided for an staff not following poilcy. 

1 • . _ No changes needed with current 
policy on MOSLT forn,s 
IV. The faclllty compliance will be 
monitored utillzlng the following quality 
assurance system: 
• An audit tool will be developed to 
ensure residents that MOLST forms are 
being reviewed on a monthly basis and the 
choice(s) made by residents are 
documented in PCC. 
• Audit results will be reported to 
the QA&A Committee monthly for three 
months. Frequency of on-going audits wm 

I be determined by the Committee based on 
[ audit results. 

l Responsible Party: DON 

I 

I 

(XS) 
COMPLE'!'E 

DATE 

I 
I 

r 
I 
I 
I 
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I 

I 

I 
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I 
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Continued From page 2 IF 578 l. 
(MOLST)" dated 1/17/13, Included Medical 
Orders for [ife sustaining treatment program is 
based on the premise that lndividuafs have the 
right to rr.ake their own health care decislons . 
MOLST is based upon communication between • 
the resident or health care proxy or legal j! 

decision maker, and the health care 
professionals that ensures Informed medical 
decision making. The MOLST form Is a bright 
pink medical order form signed by a New Yori< 
State licensed physician that communicates 
resident's wishes regarding life-sustaining 
treatments to health care providers. The 
MOLST fonn Includes types of intervention that 
the resident may or may not want. 

1. Resident #18 was admitted to the facility with 
diagnoses includlng chronic obstructive 
pulmonary disease (COPD, a group of lung 
diseases that block airflow and make It difficult 
to breathe), dementia, and gastro-esophageal 
reflux disease (GERD, acid from stomach enters 
the esophagus). The Minimum Data Set (MOS, 
a resident assessment tool) dated 7/23/21 
documented Resident #18 hsd severe cognitive 
impainnent, and had Advance Directives that 
included feeding restrictions, and other 
treatment restrictions. Additionally, the MOS 
documented Resident #18 received comfort care 
(medical care and treatment provided with the 
primary goal of reducing suffering) In the last 14 
days. 

The MOLST dated 9/18/19 Included •other 
instructions• of no [abs and no weights. 

I ' I 

I 

I 
I 

Resident #18's "Weights end Vital Summary" 
Included weights were obtained on 10ll/21, i' 
8/3/21, 6/2/21, 5/10/21, 5/2/21, and 4/30121. , 
Additionally, laboratory testing was obtained on I 
5/26/21. 

FORM CMS-2687(02-99) Prevlouo Vllfflions Obaoleta Event ID: 7LOP11 Facility ID: 0718 
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I I 
The comprehensive care plan (CCP) Included . I 
Resident #18 had Advanced Directives, with the 1 . 
goal, revision dated 5/18/21, choice of I 
directive(s} will be honored through next review, ! 
and the Intervention of a MOLST. j 

Tnere was no documented evidence In the 
Electronic Medical Record (EMR) the ! responsible party was contacted regarding 
obtaining weights and labs. 

! 
I 
I . 

2. Resident #24 was admitted to the facility wfth 
diagnoses including dementia, anxiety, and 
depression. The MOS dat~d 8/12/21 
documented Resident #24 had severe cognitive j 
impairment, and had Advance Directives that ; 
included feedfng restrictions, end other I 
treatment restrictions. Additionally, the MOS 
documented Resident #24 received comfort care 
in the last 14 days. 

The MOLST dated 7/13/21 Included •Other 
instructions" of no labs and no weights. 

Resident #24's "Weight Summary" Included 
weights were obtained 10/5/21 and 8/2/21. 

Toe CCP Included Resldent #24 was on Comfort 
care, initiated 7 /13/21, with an intervention to 
evaluate diagnostics as per MOLST. ' 

r 
There was no documented evidence In the EMRJ 
the responsfble party was contacted regarding 
obtaining weights. 

•During an int9l'V!ew on 10/19/21 at 9:11AM, 
Licensed Practical Nurse (LPN) #3, MDS 
trainee, stated they request we!ghts for residents 
when they are completing the MDS'. LPN #3 

i · stated they do not check the MOLST prior to 

FORM CMS-2587(02·99) Previous Ven.ions Ob&oleta Event ID: 7L0P11 Fadllty ID: a116 
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I Continued From page 4 
~ requesting weights from unit staff, and if the 
•rl MOLST indicates •no weights• residents should 

not be weighed as that would be going against 
the residents wishes and phVllician orders. I 

I 
During en interview on 10/19/21 at 9:37AM, LPN i 1 ,-

#t stated they were aware Resident #18 end , 
Resident #24 had physician orders for no j 
weights. LPN #1 smted weights were obtained i 
per the request of the MOS trainee. AddltJona!ly, 1 

LPN #1 stated the responsible parties for 
Resident #18 and Resident #24 nor the 
physician were consulted prior to obtaining 
weights. I 

j · During an Interview on 10/22/21 at 8:32 AM, the 
, Medlcal Director stated MOLSTs ere reviewed 
j every 60 days, and if the MOLST documents no 
I weights and no labs, the expectation would be to 

avoid obtaining weights and labs. Additionally, 
I the Medical Director stated the responsible party 

l would be included in discusslons related to the 
limitations of care prior to obtaining weights or I, labs. 

I 
i 

415.3(e)(1)(ii) 
483.25(d){1)(2) Free of Accident 
Hazards/Supervis;on/Devlces 

§483.25(d) Accidents. 
The facility must ensure that -

l' §483.25(d)(1) The resident environment remains 
1 

as free of accident hazards as is possible; and 
i 
•, 

I 

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents. 

This REQUfREMENT is not met as evidenced 
by: 

FORM CMS-2567(02-69) Previous V1111!0ns Obsolete Ewnt ID: 7LOP11 
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I. The following corrective actions 
were accomplished for the resident found 
to have been affected by the deficient 
practice: 1 

• Resident # 27 was assessed, with j 
no Injuries noted. Education provided to 
LPN and CNA lnvolv~ by DON. 

j II. All residents that have the 
, potential to be affected by tr.e deficient 

·1 practice. 
; • The following corrective actions 

I 
will be taken: 

Education wlll be provided to all 
. LPNs and CNAs an when to use gait belts 
i by Unit Coordinators/Supervisors. ; 

12124/2021 

Facility ID: 0718 
If conllnudon lhatt Page 5 of 8 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CENTERS FOR MEDICARE & MEDICAID SERVICES 

PRINTED: 11/2212021 
FORM APPROVED 

0MB NO 0938-0391 

STATEMENT OF DEFICIENCIES 
ANO Pl-6.N OF CORRECTiON 

(X1) PROVIDERISUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

(X2) MULTIPLE CONSTRUCTION 

A.BUILDING 

(X3} DATE SURVEY 
COMf'LETED 

335212 
B.WING _______ _ 

1D/25/2021 

NAME Of PROV:OER OR Sl!PPUER STREET ADDRESS, Cl'TY, STATE, ZIP CODE 

14012 ROUTE 31 
THE VILLAGES OF ORLEANS HEALTH ANO REHAB CENTER ALBfON, NY 14411 

(X4)D 
PREFIX 

TAG 

F689 l 
I 
I 
I 

I 
I 
I 
I 

J 
I 
I 
I 

I 
I. 

I 
' 

J 
I 
I 
' 

i 
i. 
I 
r 
I 

I 
I 

I 
I 
I 

SUMMARY STA'!'EMEN"!'" OF DEACIENClES 
(EACH DEF!CIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR I.SC lDENTFYlNG INFORMATION) 

i ID 
: PREFIX I TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-Rt::-Y-cRENCED TC THE APPROPRIATE 
DEFICU:NCV) 

Continued From page 5 '. F 689 l 
Based on observation, interview, and record I · Ill. In an effort to ~nsure deficient 
review conducted during a Complaint practice does not recur, ttie following 
investigation (Complaint# NY00278907) during / systemic changes will be put In place: 

[ (X!i) 
l COMPLETE 

DATE 

the Standar.d survey completed on 10/25/21, the I • 5 Random audits per week by unit 
facil!ty did not ensure each resident receives 

I 
managers for 3 months to ensure gait belt 

1

. 
adequate superv!slon and assistance devices to 

I 
use per policy, with on the spot education 

prevent accidents for one (Resident #27) of 1 • performed as indicated. 
seven residents reviewed for accidents. I J • No changes needed with current 
Specfflcally, Resident (#27) with a history of a I I policy on transfers. 
bruise of unknown origin, that the faci!!iy ; IV. The facility coniplfance will be 
concluded occurred during a transfer, was ! monitored utllizlng the following quallty 
observed to be transferred by staff without the _ assurance system: 
use of a gait belt (assfstive device used to help • Audit results wifl be reported to 
safely transfer a resident). the QA&A Committee monthly for three 

The finding ls: 

The facility policy and procedure (P&P} titled 
•safe Patient Handling/Safe Transfers and 
Movement", revised date 7/2021 documented all 
lifting and transferring of residents shall be 
performed utilizing the approved lift transfer 
devices and methods to prevent resident and I 
employee Injury. "Attachment #2 ~ Safe · I 
Resldent Handling Assessment Tool• of the P&P

1 documented transfer status of limited assist of 1 

one or two staff members and.extensive assist I 
of one staff member requires the use of a gait I, 
belt. j 

1. Resident #27 was admitted to the facility with 
diagnoses lnduding dementia, generallzed 
muscle weakness, and hypertension. The 
Minimum Date Set (MOS, a resident 
assessment tool) dated 8/13/21 documented 
Resident #27 had severe cognitive impairment, 
required extensive assistance (staff provlde 
weight bearfng support) of two or more staff for 
bed mobility and transfers. 

The comprehensive care plan (CCP) 

I 

I 
I 

I 
I 
l 

·1 
I 

months. Frequency of on"il'olng audits wlli 
be determined by the Committee based on 
audit results. 

I Responsible Party: DON 

I 
I 
I 

I 
I 

( 

I 

I 
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documented Resident '#2.7 required extensfve 
assistance of one staff member for bed mobility 
and transfers ( date Initiated 3/10/21 }. 
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· The facility •rncldent/Accident Fonn" dated 
l 7/3/21 documented bruising of unknown origin in! 

the right axillary (armpit) region. j 
The facility "lnvestfgatron Summary'' dated I 
7 /3/21 and signed by the Director of Nursing 
(DON} documented Resident '#2.7's transfer 
status was an extensive assist of one. Certified 
Nurse Assistants (CNAs) reported they do not 

· use a gait belt, and transfers were performed by 
holdlng on to trunk of the body. The DON 
concluded that nit appears resident may have 
been bruised during transfer. Upon Investigation 
bruising aHgns with transfer with staff hand j 
pqsition during bed to chair/wheelchair and toilet 
transfer.• 

I During an observation on 10/22i21 at 7:57 AM, 

I 
CNA #1 and Licensed i:>ractlcal Nurse {LPN) #2 
transferred Resident '#2.7 from the bed to the 
wheelchair by each placing an arm under the 
resident's ann, grabbing the back of the 
resident's pants, pulftng the resident to a 
standing position, and pivoting the resident Into 
a wheelchair without the use of a gait belt. 

During an interview on 10/22/21 at 9:53 AM, the 
Director of Rehab stated gait.belts were required 

I for any resident that required weight bearing 
assistance with a transfer. 

I During an interview on 10/22/21 at 10:34 AM, 
j CNA #1 stated they were unsure if gait belts 

I were required during the transfer of Resident 
. #21. 

j During an interview on 10/22/21 at 10:36 AM, 

FORM CMB-2567(02-88) Previous Versions Obsolete E\181lt ID: 7LOP11 Facifity ID: 0716 
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LPN "#2. stated they were unsure If gait belts 
were required during the transfer of Resident 
#27. 

During an interview on 10/22/21 at 10:40 AM, 
the Director of Rehab stated staff should avoid 
reaching under residents' arms to assist with 
transfers as it could cause bruising ar.d 
dislocation of the shoulder. 

During an Interview on 10/22/21 at 10:45 AM, 
the DON stated that all transfers requiring 
weight beer!ng assistance from staff required the 
use of a gait belt. Additionally, the DON stated 
Resident #:2.7 has a history of bruising to the 
right axillary region from staff not utilizing a gait 
belt during transfer. 

During an interview on 10/22/21 at 1:17 PM, the j 
Administrator stated gait belts were required for I 
any transfer that required weight bearing 
assistance. Additionally, the Administrator statedj 
gait belt was not on the CCP or Kardex (guide 
used by CNAs to provide care} because It was 
the facility policy to utilize a gait belt for any . 
limited or extensive assist transfer. [ 

415.12(h)(2) 
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415.29 Physicai Environment ! 1310 1. The Air Handler unit was turned on 
· 10/20/2021. The access panel doors were 
In place and closed and locked. 

I 
112/24/2021 

This LICENSURE Is not met as evidenced by: 

Based on observation and Interview during the 
I Recertlflcatlon survey completed on 10/25/21, 
I en air handling unit was not maintained In good 
I repa!r and was not operated in a manner which 

would minimize 1he spread of infection and 
provide for resident health and comfort. 
Specificalfy, the facllity had turned off an air 
handUng unit that supplied fresh air to the 
Interior of the building and removed exhaust air 
from-the interior of the building, This affected 
three (Canal View, Garden View, Orchard View) 
of five resident units. 

The finding is: 

I 
r 

I 

· Observations in the VIiiages Penthouse on 
10/18/21 at 1:05 PM revealed the air handling 
unit was not running. Further observation 
revealed two access panel doors had been •· 
removed from the unit and were stored resting j 

1 on the slde of the unit. Continued observation I 

1

/, revealed flve access panel doors were open , 
instead of being closed and locked. I 

i During the observatron the Maintenance Director · 
stated the facility had turned the Village's air . : 
handling unit off after a contractor had inspected j 
the unit and advised the facillw to tum the unit I 
off because no regular preventative 
maintenance had been done on the unit and 1 
more damage could be done to the unit if the I 

, faclllty kept It running. 

The Maintenance Director further· stated the air 
handling unit brought fresh air into the building 

d 

I 
2. An Initial audit was conducted by the j 

. director of maintenance or deslgnee to I 

I
' ensure the air handler was operating 

effectively on the Villages - Garden, Canal, ; 
, and Orchard 

j 3. The air handler unit wlll be scheduled for 
preventative maintenance and repair as 
indicated, per part and vendor availability. 
4. The director of maintenance shall review 
and report findings from vendor on the 
operation of the air handler and convey to 
'the administrator or designee. 
5. The Director of Maintenance will provide 
quarterly reports on air handler inspection 
to the QAPI committee for the next 12 
months. The QAPJ Committee wlll review 
this plan, audlt the effectiveness of the 
action, offer guidance and continued 
educatlon. 

The Administrator shall be responsible for 
. the implementation and evaluation of this 

correctlve action. 

I 
I 
·I 

i 
' 

·1 

' 

I I 
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and exhausted air from Inside the building to the j' 

out.side for Canal View, Garden View ar.d 
Orchard View resident units. I 

I 
During an interview on 10/22/21 at 11 :05 AM the 
Administrator and the Maintenance Director 
stated: 
-An outside contractor inspected the air handling 
unit In the Penthouse on 9/23/21. j' 

-This contractor advised the facility on 9/23/21 to 

1 
turn the unit off because no regular preventative 
mafntenance had been done on the unit, and 
more damage could be done to the unit if the I 
facility kept running the unit. . , 
- The contractor advised that opening windows ·1 
on the units would provide enough ventllatlon to . 
the Canal View, Garden View and Orchard View 
resident units. 
-The afrhandlerprovided fresh airforthe 
Villages·buUding (Canal View, Garden View, and 
Orchard View ur.its). ' 
-Since the unit had been turned off, the facility 
opened windows on Canal View, Garden View 
and Orchard View units, opened the corridor 
doors that separated the units from the existing 
building, and· put far.s on the units to provide 
ventllation. ,-
-The air handling unit in the Penthouse had [ 
been turned offfrom 9/23/21 until 10/20/21. i 
-Toe facility had been in contact with the outside 1 

contractors and a consultan~ from 9/17/21 
through 10/19/21 . 
- The Administrator and the Maintenance 
Director stated they turned the air handling unit 
back on, on 10/20/21 after talking to the 
Surveyor about the unit being turned off. 
-The Administrator and the Maintenance 
Director stated they had no safety concerns or 
concerns of a fire lf the air handter was left • 
running. The only concern they had was ! 
mechanical. j 
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I 
I 

Review of a work order from the contractor that jl 

inspected the air handl[ng unit in the Penthouse 
on 9/23/21 revealed: Unit has major mechanical : 
issues from maintenance neglect. Found main 
supply air fan had broken structural steel 
brackets and braces. Main fan shaft and bearing • 

I defective. Blower wheel and vortex cones [ 
I damaged. Mounting discharge air bracket and 1· 

flex connector damaged. 25 horsepower motor 
and fan shaft drive sheaves very worn. Air filters . . 
in ell compartments severely plugged, missing, ' 
or falling apart. Heat wheel air passages very 
fau!ed up from inadequate filtration, heat wheel 
drive belt broken. lnsta!led grease fitting on unit 
exhaust fan, greased bearings and checked I 
drive belts that is in fair condition. Humidifier off , 
on fault code non-operational. Unit needs 
extensive repairs to get unit operational. 

415.29 (h)(1) 
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, . 
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I I 
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General Requirements - Other 
List in tie REMARKS section any LSC Section 
18.1 and 19.1 General Requirements that are 
not addressed by the provided K-tags, but are 
deficient. This infonnatlon, along with the 
applicable Life Safety Code or NFPA star.dard l citation, should be included on Ferm CMS-2567. 

Tnis STANDARD is not met as evidenced by: 

Based on observation and interview during the 
Life Safety Code survey completed Ol1 10/25/21, 
the facility did not maintain the building to 
minimize the possibility of a fire emergency 
requiring the evacuation of occupants. 
Specifically, excessive amounts of lint and c:!ust 
in, on, and around the laundry room's clothes 
dryers and on the exterior of the building and 
ground outside of the laundry room. This 
affected the Laundry room and the Service 
corridor. 

The findings are: 

1 a. Observations on the exterior of the building 
outside of the Laundry room on 10/18/21 at 9:31 
AM revealed the following: 

-Two, four-fooJ-lor.g by two-foot-Wide areas of 
the exterior wall of the byilding were covered 
with a layer of lint and dust that ranged from one 

I 
quarter inch to two inches in thickness. 
-Three, six-foot-tall by four-foot-wide widows 

i were covered with llnt and dust that ranged from 
,. one quarter inch to one half Inch in thickness. f l -Ari 1 a foot-long by 10-foot-wide area of the I 
! ground below the three laundry dryer vents was 

I 
covered with a layer of lint and dust that ranged 
from one-quarter of inch to two-inches in 
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1

·. 1. Dust and Lint were removed from 112/24/2021 
the interior area behind ar.d on top of the j 

I
I dryer, the interior and windows behind thel • 

dryers. The dust and lint will be cleared 

I from the exterior windows, wall, ground, ' 
and white fencing outsfde tne building. 

] 2. The facility interdisciplinary team ' 
· cor.sisting of the Director of Maintenance, J 
Directer of Environmental Services, and 
Administrator created a schedule by which , 
the internal dryer area will be inspected I 
and cleaned in the presence of lint build up ! 
weekly, and the exterior area will be I 
inspected, ongoing, month!y. 

3. The Director of Housekeeping ~ 
I 

I inserviced housekeeping/laundry 
I personnel on cleaning the dryer area. The 

Administrator re-inserviced the Director cf 
Maintenance on deaning of the exterior 
dryer area. 

4 . The Director of Housekeeping wm I' 

utilize a weekly audit tool to indicate .. 
inspection of the dryer area for lint build up I 
and report to QA completion. The Director ! 
of Maintenance will utilize a monthly audit I 
tool to Identify lirrt build up exteriorly. 

., 
5, Audits shall be reviewed at the 
QA meetir.g and confirmed to ensure 
compliance. The Administrator shall be 
responsible for the !mplementation and 
evaluation of this corrective action. 

I 
i 
i 
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I thickness, 
j -A plastic fence installed around the three dryer 

I vents was covered with a layer of lir:t and dust 
that ranged frcm one-qt.:arter of an inch to two 
inches in thickness. 

During the observation, the Maintenance 
Directer stated the facility had ro maintenance 
logs for cleaning the windows, the exterior walls 
of the bulldlng or the ground located near the . 
laur~dry dryer vents. The Maintenance Director j 
further stated none of the facility staff had 
cleanec! tr.e exterior areas of the building located 
around the laundry dryer vents. 

1 b. Observations !r. the Laundry room located 
on the Service corricor on 1 0/18/21 at 11 :23 AM 
revealed the followfng: 

I 
I 

-A flve-fciot tali by eight-foot long by one-inch 
1

1 
wide area between clothes dryer #2 and dryer 
#3 was full of lint and dust. Further observation / 
r~vealed a five-foot.tall by..eight foot long by 
one-inch wide area between dryer #1 and a wall I 
In the Laundry room was full of lint and dust. . 
-The tops of all three ciothes dryers were j 
covered with a layer of ftnt and dust tr.at ranged 

1 
from one-quarter Inch to one-half Inch in 
thickness. 
-An eight-foot ior.g by three-inch wide area of 
the floor behind the three dryers was covered 
with a layer of lint and dust that ranged from 
one-quarter lnch to one--half inch in thickness. 
- Three six-foot tall by four-foot wide widows and I 
their screens were covered with lint and dust , 

I that ranged from one quarter Inch to one half , 
inch in t'1ickness. 1 

I 
l 

During the observation the Maintenance Directer l 
stated the area behind the dryers was last ! 
cleaned [n Jur.e of 2021 and the facility had no I 
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maintenance logs for cleaning the areas· behir.d, ! ). 
betw'een, and around the dryers. I 

K 111 
SS=E 

10 NYCRR415.29{a)(2}, 711.2(a)(1) 
2012 NFPA 101: 19.1.1.3.1, 4.6.12.2 
NFPA 101 Build!ng Rehabilitation 

I 
Building Rehabilitation 
Repair, Renovation, Modification, or 
Reconstruction ' 
Any building undergoing repair, renovation, I 
modlflcation, or recons1ructlon complies with 1

1 

both of the following: 
* Requirements of Chapter 18 ~nd 19 I 
* Requirements of the appllcabl~ Sections 43.3, , 
43.4, 43.5, and 43.6 
18.1.1.4.3, 19.1.1.4.3, 43.1.2.1 
Change of Use or Change of Occupancy 
Any building undergoing change of use or 
change of occupancy classification complies j 

I 
with the requirements of Section 43.7, unless , 
permitted by 18.1.1.4.2 or 19.1.1.4.2 

I
. 18.1.1.4.2 (4.6.7 and 4.6.11), 19.1.1.4.2 (4.6.7 

and 4.6.11 ), 43.1.2.2 {43.7) 
Additions 

I Any building undergoing an addition shall 
comply with the requirements of Section 43.8. If 

t the building has a common wan with a 
nonconfonning building, the common wall ls a 

, fire barrier havfng at least a 2-hcur fire 
· resistance rating constructed of materials as j 

I 
required for the addition. 
Communicating openings occur only in corridors 
and are protected by approved self-closing fire 

I doors with at least a 1-1/2-hour fire resistance 
l rating. Additions comply with the requirements of! 

l 
.. Section 43.8. , 

18.1.1.4.1 (4.6.7 and 4.6, 11 ), 18.1.1.4.1.1 (8.3), 'i 
1 

18.1.1.4.1.2, 18.1.1.4.1.3, 19.1.1.4.1 (4.6.7and I 
I 

4.6.11), 19.1 .1.4.1.1 (8.3}, 19.1.1.4.1.2, , 
j 19.1.1.4.1.3, 43.1.2.3(43.a) I 

FORM C.~567(02.-418} Previous Versions Obsollu Ewnt lD: 7LOP21 

K 111 

.1 

i 
! 1. I a. The twelve, ~• penetrations between 
· the metal cross arm supports that attach to 
/ the building's roof trusses, one 3'x1• 
· penetration through the fire barrier wall, I eighteen 3"x2" penetrations that separate 

the penthouse from the Canal View attic I and are between the metal cross arm 
· supports that attach to the building's roof 

I trusses and are lnstaffed through t.'ie fire 
, barrier wall located above the penthouse 
j stairway, and two 1 O'x2" penetrations in 
. the gypsum board fire rated wall on the left 
I and right sides of the fire rated door that 
_! separate the Penthouse stairway from 

r 
Canal View were sealed with a fire rated 

. material. 

l b. The one 3'x1 ½• penetration between . 
1 the fire barrier wall and the top of the door 
1. frame of the fire barrier door that separates 
-

1

• .the attic from the penthouse, 2· wide 
penetrations around two 3'x1 a· wide 

: ventilation ducts installed through the fire 
I barrier wall that separate the Orchard View 
' attic from the penthouse, five 1 'x1 ½" wide I 
l' penetrations through the fire barrier wall on 

the !eft and right sides of the door frame of .• 
• , th·e fire barrier door that separates the 1· 

j Orchard View atHc from the penthouse, 
· l one a·x ¼" wide penetration in the fire j 
; barrier wall that separates the Orchard· 
1 View attic from the penthouse, one 2':x2' · 

I Wide penetra~ above the flexible metal 
electrical lines that are Installed through 

1 the fire barrier wall that separate the 
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I This STANDARD ls not met as evidenced by: I 
I Based on observation, interview and record I 

review: during the Life Safety Code survey I 
completed 10/25/21, fire barriers were not 
property maintained. Specifically, fire barrier 'I 
walls were not complete from fleer to cefllng/roof 
deck, were not designed to have the appropriate j 
fire resistance rating and were not designed to 
be resistant to smoke due to a penetrations I 
through the fire barriers walls. This affected two 1 
(the fire barrier between the Penthouse and the , . 
canal View, Garden View, and Orchard View 
attics; and the ffre barrier between the Lobby j 

and the Administrative wing, l of four fire barrier5., 

Toe findings are: 
I 

The VIiiages buildl.ng had attics above Csnai : 

1

. 
View, Garden View, and Orchard View. Access · 
to the attics was through the Penthouse. The , 
Penthouse Is protected by an automatic I 
sprinkler system. The attics are not protected by; ! 
an automatic sprinkler system. The attics roofs I 
r.ave ~n 1:eno; w?OOen deck wfth steel panel , I 
covenng .e e enor. -[ 

1 a. Observations of the ff re banier wall that I 
separated the Canal View attic from the I 
penthouse, on 10/18/21 at 1:00 PM revealed: 

1 
-12, two-lnch--long, by two-Inch-wide 
penetrations were filled with mineral wocl that 
was not sealed with a fire rated material. Further j 
observation revealed these penetrations were : 
between the metal cross arm supports that were j 
attached to the building's roof trusses. .. 

j -One, three-foot-long by one-lnch-wldej ,r 

I
t penetration through the fire barrier wall. _ 

-18, three inch long by two Inch wide , 
pene~tions through the ffre barrier waU that I 

l Orchard View attic from the penthouse, 
I one ½• circular penetration through the fire 
· barrier wall that separates the Orchard I 
1 View at!lc from the penthouse were sealed 

1

. 
I with a fire rated material. 

!. c. The one 3'x ½• wide penetration I 
!; between the fire barrier wall ar:d the top of ). 

I. the frame of the fire barrier door that . 
separate the Garden Vl.ew attic from.the ,

1 I. penthouse, one 5'x ½• penetration ir, the 
. fire barrier wall on the left and right sides of , 
j the frame of the fire parrier door that _ j 
• separate the Garqen View attic from 
: penthouse. One 12'x ¼. wide penetration 
·· in the fire barrier wall that separate the 
Garden View attic from the penthouse. 

d. The one 1 O"x1 O" wide penetration 
through the fire barrier that separates the 
Lobby from the Adrr.inistrative wing near 
the fireplace was sealed with a fire rated 
material. 

2. Initial audit by Director of Maintenance 
of fire barriers to identify areas of 
penetration. 

I 
I 

I 
I 
I 
l 

3. Ufe Safety Consultant in..aerviced j· · 
Administrator and Director of Maintenance 
on the regulation to ensure fire barriers are 
sealed with at least a 2 hour fire resistance •· .. 
rating. 

I 

4. The Director of Maintenance er I 
deslgnee shall audit, ongoing, quarterfy for 
flre barrier penetrations to ensure they are j 

· property sealed. 

~ . I 
a. QuaHty Assurance Audits will be created 1 
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K 111 I Continued From page 4 I K 111 

I 
separated the Penthouse from the canal Vrew 
attic were filled with mir:eral wool that was not 
sealed with a fire rated material. Further I 

l 
I 
I 
I 
I 

observation revealed these penetrations were 
1
, 

between the metal aoss arm suppcrts that were 
attached to the building's roof trusses and j 
!nstal!ed throcgh the fire barrier wall. Further i 
obser1atlon revealed these penetrations were j 
!ocated above the Penthouse stairway. 
-Ten foot long by two inch wide penetrations In 

· the gypsum board fire rated wall on the teft and 
right sides the fire rated door that separated the 
Penthouse stairway from canal View. 

1b. Observations of the fire barrier wall that 
separated the Orchard View attic from the j 
penthouse, on 10/18/21 at 1:16 PM revealed: 
-One, three-foot-fang by one-half-inch-wide I 
penetration between the fire barrier wall end the 
top of the door frame of the fire barrier door that j 
separated the attic from the Penthouse. . 
-Five, one foot-long by one-hatf-!nch-wide j 
penetrations tt,rough the fire barrier wall, on the ·,. 
left and r1ght sides of the door frame of the fire 
barrier door that separated the att!c from the 
Per:t~ouse. 
-Two Inch wide penetration around two, three 
foot long by 18 Inch wide ventilation ducts that I 
were installed through the fire barrier wall that j 
separated the attic from the Penthouse. . 
-One, eight foot long by one quarter Inch wide j 
penetration in the fire ban1er wall that separated 
the attic from the Penthouse. I 
-One, two inch long by two inch wide penetration, 
above two flexible metal electrical !Ines that I 
were installed through the fire barrier wall that 

1 
I separated the attic from the Penthouse. · 

-One, half inch circular penetration through the 

I ffre barrier wal t.11at separated the attic from the J I Penthouse. · I 

for the DPOC for the Director of 
I Maintenance or designee to audit, 
i ongoing, quarterly for fire barrier I penetratf ens to enS1.:re they are properiy 
I sealed. 

·· b. Audits shaD be reviewed at the QA 
meeting and confinned to ensure 
compliance. 

The Director of Maintenance shal! be 
responslble for implementation of this plan 
of correction and the Administrator will 
monitor for compliance. 

· COMPt.ETE 
CATE 

l 
i 
l 
I ,, 

I 
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I 1c) Observations of the fire barr!er wall that 
;- separated the Garden View attic from the 
j penthouse, on 10/18/21 at 1 :22 PM revealed: 
I 

-One, three foot long by one half inch wide I penetration between the fire barrier wall and the 
I I top of the frame of the fire barrter door that 

I separated the attic from the Penthouse. i . -Five foot long by one half lnch wide 
l penetrations In the fire barrier wall on the len 

and riglit sides of the frame of the fire barrier 
I door that separated the attic from the 

I Penthouse. 
-One, 12 foot long by one quarter inch wide 

I penetration In the fire barrier wall that separated 

I 
the attic from the Penthouse. 

i During the observation the Maintenance Director 
stated the facility conducted monthly Inspections 
of smoke and fire barriers and the Penthouse 
and attics were not checked as part of the 
monthly inspections. 

2a. Observations above the celling tiles in the 
· Lobby on 10/19/21 at 10:40 AM. revealed a ten 
Inch long by ten inch wide penetration through 
the fire barrier waH was filled with mineral wool 
that was not sealed wfth a fire rated material. 
Further observation revealed the penetration 

l was through the fire barrier wall that separated 
the Lobby from the Administrative wing. 

I Continued observation revealed the penetration 

j 
was near the electric fireplace. 

Review of monthly Smoke/ Fire Barrier Walls l 

I Audit forms revealed the last audit was ! 
i completed on 10/16/21. Further review of the ·1 

forms revealed the Penthouse and attics were 
not listed on the forms. I 

I 
· ta NYCRR415.29(aX2), 711.2(a)(1} I 
2012 NFPA 101: 19.1.1.4.1, 8.3, 8.3.1.1, 8.3.1.21 
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1 

I 
! 
I 

Continued From page 6 
NFPA 101 Stairways and Smokepracf 
Enclosures 

Stairways and Smokeproof Enclcsures 
Stairways and Smokeproof enclosures used as 
exits are In accordance with 7 .2. 

I 18.2.2.3, 18.2.2.4, 192.2.3, 19.2.2.4, 7.2 

l 
I 

This ST AN OARD is not met as evidenced by: 

; Based on observatfon, interview and record 
review during the Life Safety Code survey 

· j completed on 10/25/21, a stairway used as an 
entrance/exit was not properly maintained. 
Speclfi93lly, a stairway door did not self-close 
and latch into its door frame. This affected the 
Basement and the Education room. 

I 1· 

The finding is: . 

! Observations in the Education room on 10/18/21 l at 11 :03 AM revealed the following: 

l '-Access to the Basement stairway was through 
.. 1 a single door located in this room. 

-The Basement stairway door would not self-
I close and fetch into Its doorframe, leaving a one 
, inch gap between the door ar:d its frame. 
j -The door was held open by two electrical wires j' 

, that were hung up in the doors ~If-dosing · 
,~~ : 
·1 -The electrical wires were Installed along the 

wall of the Education room above the Basement I 
I 

stairway door. 
-The Basement ~.airway door separated the t 

·1 Basement from the Education room. I 
-The Basement stairway door forms part of the , 

· compartment that separated the building's ! 
transfer switch equipment (for the building's j 
emergency generator) from the Education room. 

: 
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K 225 f · 1. The door leading from the 
I Education room to the basement was 
· repaired to be self-closing and latch into 
j the frame. The electrical wires were 
I cleared from impeding the door opening 
, and closing. 

J 2.. An Initial audit was completed by ! the director of maintenance or deslgnee to 
, confirm stairway doors were self-closing 
J and latch into their frame. 

13. The Director of Maintenance was 
·, re-inservlced by the administrator on the 
, regulation to ensure stairway doors are I self-closing and latch into their frame. 

j 4. The Director of Maintenance or 

l ..
. designee shall audit, ongoing, monthly for 
stairway doors to be sett-closing and latch 

j into their frame. 

I. 5. Audits shall be reviewed at the 
. QA meeting and confirmed to ensure 
j compliance. The Administrator shaU be 
• responsible for t.,e implementation and ! evaluation of this corrective action. 

I 
I , . 

i 

I 
I 

! 1212412021 
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K225 ! Continued From page 7 
i 
I During the observation the Maintenance Director 
I stated the two electrical wires were data lines for I 
I the computer in the Education room. The 
I Maintenance Director further stated the facility 

i had logs doaimenting the monthly checks of the 
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K225 
f. 

I 
I 

1, 
I 

! 

I bt:ilding's doors. A review of the monthly Self- j 
l Closing Doors logs revealed the building's doors 

were last Inspected in October of 2021. i 

' 
10 NYCRR415.29(a)(2), 711 .2(a)(1) l 
2012 NFPA 101: 7.1 , 7.1.3.2.1(1), 19.2.2.3, 7.2, I j 7 .2.2, 7.2.1.1 

K321 NFPA 101 Hazardous Areas- Enclosure K321 j 1. Hazardous area doors were inspected to 12/24/2021 
SS=E: ' be un-propped and self-dose and latch to 

Hazardous Areas - Enclosure their frame. Specifically: Laundry door -
Hazardous areas are protected by a fire barrier h!nges were repaired and it will be affixed 
having 1-hoorfire ~nee rating (with 3/4 with a self latching device. Doctor's office 
hour fire rated doors) or an automatic fire door- deadbolt repaired to retract Into 
extinguishing system in accordance with 8. 7.1 or frame. Orchard Soiled Utility room - hinges 
19.3.5.9. When the approved automatic fire tightened and alignment corrected to latch 
extinguishing system option Is used, the areas Into the frame. Kitchen/Medical Supply-
shall be separated from qther spaces by smoke signage laminated and placed on doors 
resisting partitions and doors !n accordance with Indicating not to be propped open. Activity 
8.4. Doors shall be self--cloelng or automatic- Storage - self closure device will be 
closing and pennitted to have nonrated or field- added. 
applied protective plates that do not exceed 48 
inches from the bottom of the door. l 2. An initial audit was completed by the 
Desaibe tr.e floor and zone locations of j director of maintenance or designee to 

l hazardous areas that are deficient In ·. confirm haz~rdous area doors self-close 
REMARKS. and latch into their frame and are not 
19.3.2.1, 19.3.5.9 obstructed from closing. 

Area 3. Directed in-service per directed plan of 
Automatic Sprinkler Separation correctlon for Administrator, Director of I 
NIA Maintenance, Director of Environmental I 

a. Boiler and Fuel-Fired Heater Rooms Services and DON ensl:ring hazardous l I b. Laundries (larger than 100 square feet) doors are. un-propped and sett-dose and 
c. Repair, Maintenance, and Paint Shops : latch to their frame. 

I d. Soiled Linen Rooms (exceeding 64 gallons) 

I 
e. Trash Collection Rooms 4. The Director of Maintenance or 
{exceeding 64 gallons} designee shall audit, ongoing, monthly for 
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K321 Continue(! From page 8 
i f. Combustible Stcrage Rooms/Spaces 

! (over 50 square feet) 

I g. Laboratories (if classified as Severe 

I 
Hazard - see K322) 

I This STANDARD is not met as evidenced by: 

Based on observ.atlon, interview and record 
review during the Life Safety Code survey 

1· 

completed on 10/25/21, doors protec!ing 
hazardous area were not maintair.ed. 
Specifically, doors did not self-dose and latch, 
and doors were held open and obstructed fonn 
dosing. This affected the Service corridor, One 
(Orchard View} of five resident units, A Unit. an~ 
the Administrative Wing, the Main Krtchen, the 
Service corridor, and the Doctor's office. 

The findings are: 

1a. Observations in the Service corridor on 
10/18/21 at 11 :37 AM revealed the Laundry 
soiled llnen/ washing machine room corridor 

' l 
I 
I 

l 
! 

I 

I 

doors die not self-close and latch into their frame 
resulting in a four-inch gap between the doors. I Further observation revealed the doors' hinges 
were not secured to the doors. During the · i 
observation the Maintenance Director stated the i 

door hinges \Wre loose, probably from laundry 
I 

I carts hitting the doors. 

1 b. Observation in the Main Kitchen on 1 0/18/21 I 
at 11 :59 AM revealed the Kitchen's corridor I 
door, located closest to the paper goods storage , 

I 
room, was obstructed from closing by a three- ! tiered dietary cart. During the observatlon the 
Maintenance Director stated ~ knew not to 

. 
I obstruct the doors fonn closing. l 

[ 

I 1 c. Observation in the Doctor's office on 

I 
10/18/21 at 12:18 PM revealed the doort.o the I 
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· · hazardous area doors to be self-dosing I and latch Into their frame and are not 
. obstructed from closing. 

5. Audits shall be reviewed at the QA 
·.
1
· meeting and confirmed to ensure 

! . compliance. 

I The Director of Maintenance shall be j 

l 
responsible for implementation of this plan j 
of correction and the Administrator will 

. monitor for compliance. 
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I i 
I I. storage room within this office did not self-close 

and latch Into Its frame. Further observation 
revealed the door's dead bolt lock was 
obstructing the door from closing. Continued 
observation revealed the storage room was 
greater tf:an SO-square feet and contained six 

1 
cardboard cases c;f testing vials, three boxes of . 
testing kits, one case of syringes, one four-tiered 

1 

I j 

shelving unit ful_l packages and bags of vials, I 
boxes of gloves, sharps contalners, one 32- I 
gallon trash receptacle, four file cabinets, one I 
dresser, one lamp, and one hydrocollator. 
Observations also revealed the Doctor's office 
corridor door did not self-close and latch into its I 

frame and the door was not was not equipped f 
with a self-closing device. I 
During the observation the Maintenance Dlrector1 
stated the bolt for the door's dead bolt lock was I 
obstruding the door from closing and he was not I 
sure when the room had become a storage _ { 

room. ,I 
1 d. Observation on the Orchard View Unit on I 
10/18/21 at 2:00 PM revealed the Soiled Utility I 
room corridor door located near Resident Room i 

#19 cid not self-close and latch into its frame. I 
t 

1e. Observation on the A Unit, located off the [ 

I Administrative Wfng. on 10/18/21 at 2:32 PM 
revealed the Activity storage room door was not j 

_I,. equipped with a self-closing device. Further 
_ observation revealed the room was greater than I 
-
1
, 50 square feet and contained one six foot tall by , 

eight foot long by one-foot-wide dothlng rack fuil j 
of shirts, shoes, and sneakers, two, five foot tall .

1 

by four foot rang by two-foot-wide racks and two, I 
six foot tall by three foot long by one-foot-wide :· i· 
racks full of stuffed animals, quilts, paint and art -•1 

. supplies, board games, hcliday decorations, and , 
I toys. 1 

Event ID: 7LOP21 

I 
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·, I I 1f. Observation In the Service corridor on I 
l 10/22/21 at 7:31 AM revealed two cases of vinyl i 

l ; 
disposable gloves were on the floor, obstructing I I the Medical Supply Storage room's corridor door I 

I I from closing. Further observation revealed the I 

room was greater than 50 square feet and I 

contained six, seven foot tall, by four foot long I 
by two-foot-wide metal shelving units full of I medical supplies including but net limited to: 

I boxes and packages of conforming sterile I gauze, cotton tipped wooden applicators, 
lrrigatfon trays with piston syringes, bordered 
foam, gauze bandages, gauze sponges, and 
vinyl gloves. 

l Review of the facility's monthly Self-Closing I 

Doors logs revealed the building's doors were 
last inspected in October of 2021 . 

10 NYCRR 415.29(a)(2), 711 ;2(a)(1) 
2012 NFPA 101: 19.3.2.1 
2012 NFPA 101: 19.2.2.2.7 

K324 NFPA 101 Cooking Facilities K324 1. The manual puU station for the 12/24/2021 
SS=D l kitchen heed extingulshment system was 

Cooking Facilities inspected. 
Cooking equipment Is protected in accordance I 
with NFPA 96, Standard for Ventilation Control 2. An audit was performed to 
and Fire Protection of Commercial Cooking confirm the presence of all kitchen hood 
Operations, unless: extinguishment systems. 
* resldential cooking equipment (I.e .• sma!I 
appliances such as microwaves, hot plates, 3. The Director of Maintenance was 
toasters) are used for food warming or limited re-inserviced by the administrator on the 
cooking in accordance with 18.3.2.5.2, regulation to inspect the kitchen hood 
19.3.2.5.2 
• cooklr:g facilities open to the corridor fn smoke 

extingurshment system mont'ily. 

compartments with 30 or fewer patients comply J 4. The Director of Malntena.rtce or 
wtth the conditions under 18.3.2.5.3, 19.3.2.S.3, , deslgnee shall audit. ongoing, mor.thly for 
or I 
* cooking facill~es in smoke compartments with 

inspection of the kitchen hood 
extingulshment system. 

30 or fewer patients comply with conditions I 
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18.3.2.~.1 through 18.3.2.5.4, 19.3.2.5.1 thnx.gh I 
19,3.2.5.5, 9.2.3, TIA 12-2 

This STANDARD Is not met as evidenced by: 

Based en observation, interview, and record 
review during the Life Safety Code survey 
completed on 10/25/21, the manual pull station 
for the kitchen's hood ext!nguishment system 
was not proper1y inspected. Specfflcally, the 
manual pull station for the kitchen hoed 
extingulshment system was not inspected 
monthly. This affected the Main Kitchen. 

The finding Is: 

Observaton In the-Main Kitchen on 10/18/21 at 
11 :59 AM revealed no monthly Inspections were 
recorded on the inspection tag that was attached 
to the manual puH station for the kitchen hood 
extinguishment system. Further observation of 
the tag revealed the manual pull station had 
been last inspected by an outside contractor in 
July 2021. Durir.g this observat:on, the 
Maintenance Director stated they were not 
aware the pull station had to be Inspected 

I l"!lonthly, and facility had no other records for the I 
[ monthly inspections of the kitchen hood manual 

pull station. J 
Review of a Systems Inspection er.d Test I 
Report revealed the kitchen hoed 
e~nguishment system had been last inspected • 
on 7ll/2021. j 

I 

10 NYCRR 415.29(a)(2), 711.2(a)(1} I 
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2012 NFPA 101: 19.3.2.5.4, 9.2.3 

K324 

I 
I 

2009 NFPA 17A: 7.2, 7.2.5 /, 
NFPA 101 Sprinkler System - Maintenance and ·, K 353 
Testing · 

I 
I 

i 
J 

I 
I 
I 

I 

Sprinkler System - Maintenance and Testing ) 
Automatic sprinkler and standpipe systems are I 
inspected, tested, and maintained In accordance , 
with NFPA 25, Standard for the Inspection, ! 
Testing, and Maintaining of Water~based Fire I 
Protection Systems. Records of system design, 
maintenance, inspection and testing are 
maintained In a secure location and readily 
avallable. 
a} Date sprinkler system last checked 

b) Who provided system test 

c} Water system supply source 

I Provide In REMARKS infonnation on coverage 
for any non-required or partial automatic 

I sprinkler system. 
9.7.5, 9.7.7, 9.7.8, and NFPA 25 

I This STANDARD Is not met as evidenced by: ., I 1, 

I Based on observation, interview and record . j1 

review during the Life Safety Code survey 
completed on 10/25/21, automatic sprinkler j 
systems were not properly maintained. 
Specifically, a main sprinkler valve was :eaking, · 1 

and sprinkler heads were covered with dust and I 
debris. This affected the buudir.g's sprinkler 1 
system, the Main Kitchen, the loading dock, and 

1

. 
the Laundry room. 

The findings are: i 
1 a. Observatfor.s of the facility's sprinkler · 1 

I system, In the Basement on 10/18/21 at 11 :05 , 

CATE 

·1. The leak from the 6 inch valve on 12/24/2021 
the sprinkler system in the basement was 
repaired by an outside vendor on 
11/05/2021. The pendent style sprlnkier 
heads in the !aund~ room, Main-Kitchen, 
and area of the loading dock between the 
Main Kitchen and dietary dry goods 
storage cage were cleared of debris. 

2, An audit was performed to 
confinn no additional leaks existed in the 
sprinkler system. An audit was performed 
to confirm sprinkler heads are clear of 
debris. 

3. The Sprinkler system is inspected 
GUarterly by an outside vendor. 

4. The Director of Maintenance or 
deslgnee shall audit for 3 months the 
sprinkler system In the basement to ensure 
is ft sealed/not leaking, and the sprinlder 
heads in the Main Kitchen, Loading Dock 
and Laundry room to ensure they are clear 
of debris. 

5. Audits shall be reviewed at the 
QA meeting and confirmed. to ensure 
cornpilance. lne Administrator shan be 
responsible for the implementation and 
evaluation of this corrective action. 

I 
i 
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K353 Continued From page 13 
AM revealed water was leaklng out of the tcp of 
a six inch valve. Further observations revealed 
wet, tan colored sediment on the valve and on 
the sprinkler piping located below the leaking 
valve. Continued observation revealed water 
was steadily leaking out of this vaive, resulting In 
a 1 o foot by five foot area of the Basement floor 
that was covered by a layer of water that was 
running into a floor drain. 

During the observatjon the Maintenance Director 
stated he was not aware the valve was leaking. 
The Sprinkler Co!"'ltractor had recently been in 
the building and inspected and tested the 
sprinkler system. The Mair.tenance Director 
further stated that it appeared the sediment was 
In the water that was coming out of the valve 
and that there may be sediment inside the 
sprinkler pipes. The Maintenance Director also 
stated the facfllty had a contractor that inspected 
and tested the bl.illdlng's sprinkler system and 
the facility had no logs for the facility's 
inspections of the sprinkler valves. 

2a. Observation in the Laundry room on 
10/18/21 at 11 :23 AM revealed three of seven 
pendent style sprinkler heads were covered with 
white colored lint and dust. 

I 2b. Observation in the Main Kitchen on 10/18/21 
at 12:05 PM revealed fouroffour pendent style 
sprfnkler heads in the Kltchen were covered with 
black colored dust and debris. 
The Maintenance Director stated the faclfity had 
a contractor that Inspected and tested the 

I building's sprinkler system and the facility had 
no logs for the facility's inspections of the 
sprinkler heads. 

2c. Observation in ·the loading dock on 10/18/21 
at 12:08 PM revealed one pendent and one 
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I 
upright sprinkler head were covered with dust, 
debris, and small bugs. Further observation 
reve~led this area of the loading dock was 
located inside tlle building between the Main 
Kitchen and the dietary dry goods storage cage. 

Review of Wet Fire Sprinkler System Reports 
dated 8/19/21 and 6/24/21 revealed the repcrts 
had no documentation of any Issues with the 
building's sprinkler va!ves or dirty sprinkler 
heads. 

10 NYCRR 415.29(a)(2), 711 .2(a)(1) 
2012 NFPA 101 : 9,7, 9.7.5 
2011 NFPA 25: 4.1, 4.1.1, 5.1, 5.1.1.2, Table 
5.1.1.2, 13.1, 13.1.1.1, 13.1.1.2, 13.3.2.1, 
13.3.2.1.1 , 13.3.2.2, 5.2.1 .1.2 

K355 NFPA 101 Portable Fire Extinguishers 
SS=E 

Por"..ab!e Fire Extinguishers 
Portable fire extinguishers are selected, 
installed, inspected, and maintained in 
accordance with NFPA 10, Standard for 
Portable Fire Extinguishers. 
18.3.5.12, 19.3.5.12, NFPA 10 

This STANDARD is not met as evidenced by: 

Based on observation, Interview and record 
review during the Life Safety Code survey 
completed on 10145/21, portabfe fire 
extinguishers were not properfy maintained, 
Specifically, portable fire extinguishers \Y8re 
obstructed and fire extinguishers were not 
subjected to one year maintenance. Thfs 
affected two {Autumn View North, Canal View) 
of five resident units and the Education room. 

The findings are: 

1 a. Observations on Autumn View North on 

FORM aJ.S-2587(02-89) Previous Versions Obaolete Event 10: 7l0P21 

i 

I 
i 
I 
I 
I 

PRINTED: 11/23/2021 
FORM APPROVED 

0MB NO 0938--0391 

(X2) MU.. TIPLE CONSTRUCTION {X3) CATE SURVEY 
COMPLETED 

A. BUILDING 01 - 1960 BLOG. 
B. WING ___ ____ _ 

10/25/2021 

I ID I PREFIX 
I TAG 

I K353 

K355 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1-4G12 ROUTE 31 
ALBION, NY 14411 

PROVIDER'S Pl.AN OF CORRECTION (XS) I {EACH C~CTIVE ~ SHOUl.D BE .COMPLETE 

I CROSS-RF.FERENCED TO THE APPROPRlATE DA".= 
OEF!C!ENCY) 

I 
i ·1 

I 
I 
j 

I 
I 

! I 

I I i 
i I I 
i 

i 

I 
' 1. The extinguishers located on 12/24/2021 

Autumn View North and Canal Vrew were 
cleared from obstruction. The list for fire 
extinguishers was updated to include the 

j education room. The extinguisher In the 
·, education room will be replaced. 

, 2. An Initial audtt was completed by l 
. the director of maintenance or designee to I identify all extinguishers remained free of 

obstruction; and are current in their. yearly I maintenance. 
I 

3. The Director of Maintenance was I 
re-inserviced on the regulation to ensure all., 
fire extinguishers remain free of obstruction , 
and are maintained yearly. I 

, 4. The Director of Maintenance shall 
audit, ongdng, monthly to ensure fire . I 

1 
extinguishers are unobs1ructed, and their 
yearly maintenance schedule Is current I 
5. Audits shall be reviewed at the I 
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10/18/21 at 10:14 Nl/i revealed a clean linen cart 
was stored in front of and obstructing the 

I 
portable fire extinguisher near Resident Room 
#220. During an interview on 10/18/21 at 10:34 

I AM the Maintenance Director stated the staff 
I had to be reminded n9t to block fire 
l extinguishers. 
I 

1 b. Observations on Canal View on 10/20/21 at 
1 :11 PM revealed a cart was stored in front of 

! 
and obstructing the portable fire extinguisher 
located near Resident room #41. 

I 2a. Review of the inspection tag that was 

I 
attached to fire extinguisher #14 in the in the 
Education room on 10/18/21 at 10:52 AM 
revealed the extinguisher had been put in 

I service in April of 2020. Monthly inspections 
I were recorded on the tag from April 2020 
I through December of 2020, and January 2021 
I through September of 2021. Further review of 
j the 1ag revealed yearly maintenance, due April 

l 2021, had not been performed on the 
extinguisher . . 

j 
During the observation the Maintenance Director 
stated he had created a Fire Extinguisher Audit 
Ust and had numbered the building's fire 
extinguishers. The Maintenance Director further 
stated the contractor that inspected and tested 
the building's fire extinguishers must have 

I missed the extinguisher In the Education room. I 
I Review of the Fire Extinguisher Inspection List 

dated 4/23/2021 from the contractor that 

I inspected and tested the building's fire 
extinguishers revealed the fire extinguisher 

r 
located In the Education room was not 

! documented on this Inspection _!1st. 

I 1 O NYCRR 415.29(a)(2), 711.2{a){1) 
I 

•• 
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J 

I 

I 
I 
I 

I 
I 
I 

I 
l 

I 

l 
! 

I 
I. 

I 
I 
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K355 ) Continued From page 16 
2012 NFPA 101: 19.3.5.12, 9.7.4.1 

K372 
SS=E 

I 2010 NFPA 10: 6.1.3.3, 6.1.3.3.1, 7.3.1.1, 
7.3.1.1.1, 7.3.1 .1.2, Ta~le7.3.1.1.2. 
NFPA 101 Subdivision of Building Spaces -
Smoke Barrie 

I Subdivision of Building Spaces - Smoke Barrier 
Ccnstructlon 
2012 EXISTING . 
Smoke barriers shall be constructed to a 1/2-
hour fire resistance rating per 8.5. Smoke 
barriers shall be permitted to terminate at an 
atrium wall. Smoke dampers are not required in 
duct penetrations In fully ducted HVAC systems 
where an approved sprinkler system is installed 
for smoke compartments adjacent to the smoke 
barrier. 
19.3.7.3, 8.6.7.1(1) 
Describe any mechanical smoke control system 
in REMARKS. 

This STANDARD is not met as evidenced by: 

I Based on observation, Interview and record 
review during the Life Safety Code survey 
completed on 10/25/21, smoke barrier walls 
were not properly maintained. Specifically,/·' 
smoke barrier walls_ were not complete from floor 
to roof deck and were not designed to have at .

1 least a 30..minute ftre resfstance rating. This 
affected one {Autumn View South) of five ; 
resident units ahd.the Main Lobby. ] 

! 

I 
The findings are: 

1a. Observations above the ceiling tiles on ; 

I. Autumn View South unit on 10/19/21 at 10:11 / 
AM revealed unsealed mineral wool filled a four- -

-,

1 

inch-long by three-inch-wide penetration and a I 
three-Inch-long by two-Inch-wide.penetration I 
thorough the smoke barrier wall, above the j 
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'I (}(5} ~ 

K355 I 
! 

I 
K 372 1. The 4•x3• and 3•x2• wide penetration 12/24/2021 

above the ceiling tiles on Autumn View 
South that separate Autumn View South 
from the Lobby were sealed. The two I 
4•x2·, one 4"x1•, one 4"xa·, and one 
12"x1 o• wide per.etrations between the II 

l
, Main Lobby and Autumn View South were 

sealed. 

.2. An irjtfal audit Vias completed by the 
director of maintenance or designee to 
ensure smoke barrier walls were properly 
sealed to have at least a 30 minute fire 
resistance rating. 

3. Life Safety Consultar.t In-serviced 
Administrator and Director of Maintenance 
on the regulation to ensure smoke barrier 
walls are proper1y sealed. 

4. 
a. QuaUty Assurance Audits will be created 
for the DPOC for the Director of 
Mafntenance or designee to audit, 
ongoing, quarteriy for smoke barrier 
penetrations to ensure they are properly 
sealed. 

5. Audits sha!I be reviewed at the QA 
meeting and confinned to ensure 
compliance. 

The Director of Maintenance shall be 
responsible for implementation of thfs plan 
of correction and the Administrator will 
monitor.for compliance. 

Facr11ty [0: 0718 tr continuation ahNt Page 17 of 2e 
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K372 I Continued From page 17 l K372 

I smoke barrier doors, that separated Autumn ! 

I 
View South unit from the Main Lobby. During I 
the observation, the Malntenance Director stated! 

I the facility conducted monthly inspections of the 

I 
smoke and fire barrier walls and the facility had 
documentation fer these Inspections. 

1 I I 
1 b. Observations above the ceiling tiles, in the l i Main Lobby, above the smoke barrier doors that _ I ! separated the Main Lobby from Autumn View 

I l 
South unit, on 10/19/21 at 10:26 AM revealed 

I the foUowlng: 
-Two, four-inch-long by ~nch-wide I I penetrations and one, four-Inch-long by one-

I 
Inch-wide penetration through the smoke barrier 
wall that were filled with a clear silicon caulk. 
-One, four-inch-long by three--lnch-wkle 

l penetration above a three--inch diameter 
insulated pipe that was installed through the 

I 
srr..oke barrier wall, was flllec with yellow colored 
expandable foam. 

' --One, 12-lnch-long by 1 0-inch-wfde penetration I 

I to the left side of a four-Inch diameter sprinkler I j pipe that was installed through the smoke barrier 
1 wall was filled with pink insulaticn foam board. I I 

I Review of the facility's monthly Smoke/ Fire I Barner Wais Audits revealed the last audit was 
completed on 10/16/21. 

10 NYCRR415.29(a)(2), 711 .2(a)(1) 

I 
2012 NFPA 101:19.3.7, 19.3.7.3, 8.5, 8.5.2, 

1· 8.5.2.1, 8.5.2.2 
K521 I NFPA 101 HVAC l K521 1. #38 FSO -03 and #37 FSCJ..02 repair will 12/24/2021 
SS=E I be scheduled with local vendor, EMCOR 

HVAC 

I 
Services, per part availability. For #23 FSO 

I Heating, ventiiation, and air conditioning shalr -32, #22 FSD-33, #21 FD-2, and #1 FD-10 
comply with 9.2 and shall be Installed In new damper installation will been 
accordance with the manufacturer's al scheduled with a local vendor, EMCOR 
specifications. I ) Services, per part availability. 
18.5.2.1, 19.5.2.1, 9.2 2. An initial audit of facility damper 

FORM CMS-251!7(02-89) PnMous Vensions Obsoleb, Event 10: 7lOP21 Faclllty ID: 0716 If oonllnuab. theet Page 18 of 28 
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I Continued From page 18 

,I 
I 
J 

Tors STANDARD is not met as evidenced by: 

Based en observation, interview 2nd record 
rev!ew during the Life Safety Code su!'Vey 
completed on 10/25/21, fire/smoke· dampers 

I were not maintained. Specifically, fire/ smoke 
1 dampers that failed inspection were not repaired 

I 
or replaced. This affected two {Autumn View 
North, Autumn View South) of five resicent units 
and the Pernhot..'SE. 

I 

The findings are: 

I Cbservatior.s In the Villages Penthouse on 
10/~ 8/21 at 1 :23 PM revealed fire/smoke 

I dampers were Installed In the ventilation ducts 
I that went through the fire barrier walls. 

Observations above the ceiling tiles on Autumn 
I View Nor.h in Resident Room #230 on 10/19/21 
i at 9:53 AM revealed a smoke damper was 

'I

. Installed In the ventilation duct that was installed 
through the smoke barrier wall. 

l 
1 

Observations above the ceiling tiles on Autumn 
View South In Resident Room #213 on 10/19/21 I at 9:57 AM revealed a smoke damper was 

1 Installed In the ventilation duct that was installed 
through the smoke barrier wall. ~ 

Review of an independent contractor's Damper 
Inspection Report dated 6/23/21 revealed four 
Fire Smoke Dampers (FSD) and twc Fire 

j Dampers (FD) were llsted as •Fail• on this 
report. . 

I Further review of the Damper Inspection Report I 
1 revealed the following notes were written under 1. 

I 
the heading •oamper Deficiency Report": I 

I 

- #38 FSD-03, inside Resident Room #230 Fall, 1 

new damper required l 

FORM CMS-2567(02·98) !'revklus Version& Obsolete Evant !D: 7LOP21 

PRINTED: 11/23/2021 
FORM APPROVED 

0MB NO 0938-0391 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED 

A. BUILDING 01 -1960 BLOG. 
B. WING _______ _ 

10/25/2021 

ro 
~!X 

TAG 

K521 

S"TREET AOORESS, CITY, S-:-ATE, ZIP CODE 

14012 ROUTE 31 
ALBION, NY 14411 
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(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFE.~CED TO THE APPROPRIATE 
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I Inspection reports was conducted to 
j ensure no additional dampers were in need 

I
. at repair, had failed, and no additional 

dampers are needec!. 
· 3. An audit/Inspection and testing of all fire 

dampers has been scheduled through a 
local vendor to ensure al fire dampers are 

1 in proper worki~g order and to make any 
· necessary repairs. 

4. The director of maintenance was re
educated to ensure all fire damper 
Inspection reports are reviewed for 
recommendations and follow up. 
5. Fire damper inspection reports will be 
submitted directly to the administrator. 
6. The Director of Maintenance will provide 
reports on all fire damper inspections to the 
QAPI committee as applicable. Toe QAPI 
Committee will review this plan, audit the 
effectiveness of the action, offer guidance 
and continued education. 

The Director of Maintenance Services Is 
j responsible for this plan. 

I 
I 
I 

l 
I 
! 
I 
1 

I 
l 
I 
I 
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K521 I Continued From page 19 

I - #37 FSD-02, inside Resident Room #213 Fail, 
new damper required 
- '#23 FSD-32, Penthouse, no damper present, 
new damper required 
- #:22. FSD-33, Perr°.house, no damper present, 

l new damper required 
- #21 FD-29, No damper present, new damper 

I required. 
-#1 FD-10, Requires duct access door, no 

I damper present 

I Review cf a letter dated 6/25/21 from this 
corrtractor stated: "Please note, ff you find your 

I facility out of compliance, take time to review 

I your deficiency fist to determine If interim life 
safety measures need to be put Into place." 

· Further record review revealed this contractor 
provided the facility with a quote to 
repair/replace dampers on 7/13/2021 . 

During an interview on 10122/21 at 11:21 AM the 
Administrator and the Maintenance Director 

' stated they had been in contact with the 
' contractor,·a consultant, and a second I contractor from 6/28/21 through 10/18121 . The 
I Maintenance Director stated the facil!ty's I consultant was looking for additionaJ quotes for 

the damper repa.Lrs as of 9/27/21. · 

10 NYCRR415.29(a)(2), 71 1.2(a)(1) 
2012 NFPA 101: 19.5.2.1, 9.2, 9.2.1 
2012 NFPA 90A: 5.4.8.1, 5.4.8.2 
2010 NFPA 80: 19.2, 19.4, 19.4.3, 19.4.1 f 
2010 NFPA 105: 6.6, 6.6.3, 6.3.2.4 

K911 NFPA 10'f Eledrical Systems - Other 
SS=E 

Electrical Systems - Other 
Lfst in the REMARKS section any NFPA 99 I 
Chapter 6 Electrical Systems requ!rements that I 
are r.ot addressed by the provided K-Tags, but 
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I 
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K911 · · 1. The electrical wires above the ceiling tile I 12124/2021 
on Autumr. View South in Resident Room i 
#213 were Installed Inside of an electr!cal 
junction box. The cover plate from the 1 

building's fire alarm system above the I 
ceiling tiles lnthe Main Lobby was 
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Continue<! From page 20 I 
I 

I are deficient. This ir.formation, along with the 
applicable Life Safety Code or NFPA standard 

t citation, should be !nduded on Form CMS-2567. 
I Chapter6 {NFPA 99) 
I 
I · This STANDARD Is not met as evidenced by: 

I Based on observation and Interview during the 
r Life Safety Code survey completed on 10/25/21, I 

I electrical wiring was not property maintained. 
Specifically, electrical wiring was not installed 

I inside of electrical junction boxes and an I 

I electrical junction box was missing its cover 
plate. This affected one (Autumn View South) of 

I five resident units and the Main Lobby. 
' ' 

I Toe findings are: 

1a. Observations above the celling tiles on the 
Autumn View South Unit in Resident Room #2.13 
on 10/19/21 at 9:57 AM revealed the flexible 
metal sheath was removed from two sets of 
electrical w!res. The electrical wires were taped 
together with electrical tape and the wires were 
not installed inside of an electrical junction box. 
Further observations revealed the electrical fines 
were supplying power to two televisions. During 
the observation the Maintenance Director stated 
remodeling had occurred at the facilty, prior to 

I the Maintenance Director working at this facility. 

1 b. Observations above the celling tiles in the 
Main Lobby on 10/19/21 at 10:32 AM revealed 
the flexible metal sheath had been removed 
from two sets of electrical wires. The electrical 
wires were taped together with electrical tape, 
wire nutted together, and were not Installed 
inside of an electrical jl.:nction box. 

I 1 c. Observatfoos above the celling tiles In the 
Main Lobby on 10/19/21 at 10:41 AM revealed 

FORM CMS-2567(02--81l) Previous Veniions Obsolete Event 10: 7L0P21 

(X2) ML.:LTIF'LE CONSTRUCTION 

A. aur.CING 01 • 1960 BLDG. 
B. WING _______ _ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

14012 ROUTE 31 
ALBION, NY 14411 

PRINTED: 11/23/2021 
FORM APPROVED 

0MB NO 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

10/2512021 

I ID I F'REF!X 

! 

I 
PROVICER'S PLAN CF :::oRRECTiO~ 

(EACH CORRECTIVE ACTION SHOULD BE 
CROSS·REFB~ENCEO TO THE APF'ROPRIA Te 

DEFrc:ENCY) 

I (XS} 

l 

_TAG . 

K911 I 
i replaced. The electrical wires above the 

celling t:les in the Main Lobby will be 
! installed Inside of electrical junction boxes. 
/ 2. An initial audit was conducted by the I 
· director of maintenance or deslgnee to 
I ensure electrical wires above the celling 
I tiles on Autumn South and the Main Lobby 

I were properly inside junction boxes, and 
. have properly installed cover plates. An 
/ initlar audit was perfonned to include 

l ceiling tiles above Autumn North for the 
presence of jund.lon boxes and cover 
plates. 
3. The director of maintenance was re in 
serviced by the administrator on the 
regulation to ensure electrical wiring is 
properly inside junction boxes and 
electrical junction boxes had properly 
Installed caver plates. 

I 

4. The director of maintenance shall audit 
monthly for 3 months to Identify electrical 
junction boxes are properly placed and 
maintained. · 
5. Audits sr.an be reviewed at the QA 
meeting and conflnned to ensure 
compliance. 

The Administrator shall be responsible for 
the Implementation and evaluation of this 
corrective action 

I 
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I Continued From page 21 
1 an electrical junction box for the building's tire 
I alarm system was missing its cover plate. 
I Further observations revealed two electrical 

lines were wire nutted together and the lines 
were not installed Inside of an electrical junction 
box. During the observations, the Maintenance 

I Director stated the junction box was for the 

1 
building's fire alarm system and he was not 
aware the junction box was missing its cover. 

1d. Observations above the ce[l!ng tiles in the 
Main Lobby on 10/19/21 at 10:54 AM revealed 
electrical wires were out of their flexible metal 
sheaths and were not installed within an 
electrical Junction box. 

'K911 

I 
! During an interview on 10/22/21 at 9:21 AM the I 

Maintenance Director stated the facility was not I 
conducting audits of the electrical wiring focated 
above the cemng tile assemblies. / 

2012 NFPA 99: 6.1, 6.1.1, 1.3, 1.3.2.1, 6.3.2, I 

l 
'i 
I 
I 
I 

I 

6.3.2.1, ,· 
2011 NFPA 70: 110.3{A}(1)(8), 110.12, 314.25, j 
314.72(C), 406.6 I I 
NFPA 101 Electrical Systems - Essential Electric K 918 1. The two facility generators were 
Syste .! exercised under load for 30 minutes. 

2. An inlt!al audit was conducted by the 
Electncal Systems • Essential Electrfc System · -

1 
dlrector of maintenance or deslgnee to 

Maintenance and Testing - ensure generators operate effectively 
The generator or other alternate power source ·, under load. 
and associated equipment Is capable of , 3. The director of maintenance was re In 
supplying service within 1 O seconds. 11 the 1 0- serviced by the administrator on tt-ie 
second criterion ls not met during the monthly . I regulation to test each generator under 
test, a process shall be provided to annually I , load for 30 minutes monthly. 
confirm this capability for the life safety and . ! 4. The director of malntenance shall audit. 
critical branches. Maintenance and testing of the j I ongoing, monthly that each generator Is 
generator and transfer switches are performed / exercised under load for 30 minutes. 
in accordaAce with NFPA 11 0. j 5, Audits shall be revlewec! at the QA 
Generator sets are Inspected weekly, exercised , meeting and confinned to ensure I under load 30 minutes 12 times a year in 20-40 I i compliance . . 

ICO~ETE 
, DATE 

12/24/2021 
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I day intervals, and exercised once every 36 

months for 4 continuous hours. Scheduled test 
under load conditions include a com~te j 
simulated cold start and automatic or manual 
transfer of all EES loads, and are conducted by I 
competent personnel. Maintenance and testing ~ 
of stored energy power sources (Type 3 EES) 
are In accordar.ce with NFPA 111. Main and I 
feeder circuit breakers are inspected annually, 

) and a progtsram
I 

estafor pb~nls'ohdedically exde:ci~toing the ! 
I componen s , accor 1ng I 
. manufacturer requirements. Written records of •. 

I maintenance and testing are maintained and r 
readily available. EES electrical panels and 1 · 

I circuits are marked, read[ly Identifiable, and I 
separate from normal power circuits. Minimizing . 
the possibility of damage of the emergency ! 
power source Is a design consideration for new I 
installations. 
6.4 .4, 6.5.4, 6.6.4 (NFPA 99), NFPA 1 rn, NFPA f 
111, 700.10 {NFPA 70) 

This ST AN DARO is not met as evidenced by: 

Based on observatlor., interview and record 
review during the Life Safety Code survey 
completed on 10/25/21, emergency generators I 

j were not properly maintained. Speciflcally, the .. 

1 

' l 
I 

facility's two emergency generators (generator 
#1 and generator #2) were not exercised under 

J lead for at least 30 minutes monthly. 

I 
The finding is: 

Observation on 10/18/21 at 11 :54 AM revealed 

j the facility's two emergency generators were , 
located on the exterior of the building near the f1 

corridor that connected the existing building with 
the 2006 addition. During the observation the j 
Maintenance Director stated they turned the two . 
generators on once a month, let them run for j 

FORM CMS-2567(02-88) Pl'llvioUB Versions Obsolete Event JO: 7L!lPZ1 

I 
1- The Administrator shall be responsible for 
I the fmplementation and evaluation of this 
j corrective action. 

I 
I 
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I one hour, and did not use the transfer switches. 1 ! 

.t The Mainter.ance Director further stated that I 1 

I sometimes the generator comes on I 
I
' automatically and t!ie Maintenance Director 

believed the contractor that inspects and tests i 
the generators may have been r.znning the .1 

generators remotely. 1 

During an interview on 10/19/21 at 2:42 PM the 
Maintenance Director stated he was never 

i : 
' 

r trained on how to conduct a road test using the •
1
-. 

transfer ·swttches. 

During an Interview on 10/21/21 at 9:50 AM the 
Administrator stated tt)e contractor that I 

I inspected and tested the facility's emergency 
generators was contacted, and the contractor 
explained how to conduct a load test using the 
transfer switches. The Administrator further 
stated he and the Maintenance Director would · 
candud a load test on the facility's emergency ·-1 
generators. 

Review of the Emergency Generator Mor.thly 
Test Log revealed the facility's two emergency 
generators, generator#': and generator #2. were i I 
run monthly for at least 30 minutes from 4/29/21 I 
through 9/22121 . Further review of the log I j 

l revealed no other documentation that the 1 
generators had been run under load for at least .

1 30 minutes every month. 

10 NYCRR 415.29(a)(2), 711.2(a)(1) I 
2012 NFPA 99: 6.5.4, 6.4.1, 6.4.4.1 .1.4(A)(B)(C) '. 
2010 NFPA 110: 8.4, 8.4.1 
NFPA 101 Electrical Equipment M Power Cords 
and Extens 

Electr!cal Equipment M Power Cords and 
Extension Cords 

K920 
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Power strips in a patient care vicinity are only 1 sprinkler piping. The extension card in the 
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I used for cornponer.ts Of mova~ patient--care
I reiated electrical equipment (PCREE) 

I 
assembles that have been assembled by 

. qualified personnel and meet the conditions of 
102.3.6. Power strips In the patient care vicinity 
may not be used for non-PCREE (e.g., personal 
electronics), except in long-term care ~dent j 
rooms that do not use PCREE. Power strips for i 
PCREE meet UL 1363A or UL 60601-1. Power I 
strips for non-PCREE in the patient care rooms 
(outside of vicir.lty) meet UL 1363. In non
patient care rooms, power strips meet other UL 
standards. All power strips are used with 
general precautions. Extension cords are not 
used as a substitute for fixed wiring Of a 
structure. Extension cords used temporarily are 
removed lmmediatejy upon comp{etion of the 
purpose for which rt was Installed and meets the 
conditions of 10.2.4. 
10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8 
{NFPA 70), 590.3(0) (NFPA 70), TIA 12-5 

This STANDARD Is not met as evidenced by: 

Based on observation and interview during the l 
Life Safety Code survey completed on 10/25/21, 
extension cords and power strips were not 
property maintained. Speciflcally, in-use 

J extension cords and power strips were plugged 
together and being used to supply power to l various equipment, and in-use extension cords 

I
. were plugged together and being used to supply , 

power to various equipment This affected the / 
j Laundry, the Boiler room and the Doctor's office. , 

1 The findings are: j 

1a) Observations in the Laundry clean linen 
room on 10/18/21 at 11 :23 AM revealed an 
extension cord that was plugged into a power I strip that supplied power to a window fan. 

' 
i 
I 
' I 
J 
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regulation to ensure extension cords are 
not being ~ed. 
4. The director of maintenance shall audit, 
monthly for 3 months to ensure extension 
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compliance. 
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Further observation revealed a power strip 
plugged Into an extension cord was supplying 
power to a portable air cond:tioning unit. During 
the observations, the Maintenance Director 
stated he was not aware that extension cords 
were used ln the Laundry room. 

1 b) Observation in the Boller room on 1 0/18/21 
at 11 :44 AM revealed two extension cords 
supplied power to heat tape, that was wrapped 
around sprinkler piping. During the observation 
the Maintenance Director stated he was not 
aware the extension cords were used in the 
Bailer room. 

1 c. Observation In the Doctor's office on 
10/18/21 at 12:18 PM revealed an extension 
cord was used to supply power to a fan that was 
on and running. During the abSS1Vation tt:e 
Maintenance Director stated he was not aware 
the extension cords were being used in the 
Doctor's office. 

During an interview on 10/22/21 at 9:21 AM the 
Maintenance Director stated the facHity did not 

1

, 
conduct audits for exter.slon cords and power 

~~- I 
10 NYCRR 415.29(a)(2), 711.2(a)(1) 
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Ms. Lisa Braack 
HHC Finance 
5515 Security Lane 
North Bethesda, Maryland 20852 

Dear Ms. Braack, 

Thank you for the opportunity to provide a risk management assessment for The Villages of 
Orleans Health and Rehab Center located at 14012 NY-31 #1, Albion, NY 14411. The primary 
objective of this service was to identify the potential clinical, regulatory and, operational risks 
and exposures for this operator as defined in our Scope of Work and to provide an executive 
narrative summarizing the findings of the review.  The key components of our analysis included 
off-site data review as well as an on-site interview with facility leadership to better understand 
the operational and clinical management model of the facility, to define any mitigation strategies 
for key areas of clinical/regulatory risk, and to identify the systems and leadership in place for 
sustainable quality of care outcomes. In addition, a facility tour was conducted to observe various 
aspects of care provided and the life safety of the environment. 

Our reporting and analysis is limited to the accuracy and availability of information from both 
publicly reported and operator provided information. The analysis, opinions, and conclusions 
contained herein are specific to this engagement and a result of the aforementioned sources and 
in no way is warranted nor guaranteed for accuracy. All information provided within this report 
is proprietary and for use only by HHC Finance, HUD and Bernard Fuchs/The Villages of Orleans. 
Any other uses for this report must be discussed and approved, in writing, by Quality In-Cite, LLC. 
A list of exhibits with sources can be found at the end of this report.  

Regulatory Performance History 

To evaluate the overall regulatory and survey performance of The Villages of Orleans, a data 
analysis  was  conducted  on  key measures  from  April 2016 through February 2019.   This 
information was obtained from operator supplied survey documents and Nursing Home Compare 
database as of February 28, 2019, which is the industry standard source for survey data. A 
summary of the survey detail can be found in Exhibit 1.  The noteworthy findings of this report 
are detailed below. 

An analysis of the total number of health deficiencies does not reflect any trends in the number 
of citations for The Villages of Orleans from 2016 through 2018, see table below for details.  The 

2
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number of citations received during standard/annual surveys in 2016, 2017, and 2018 exceeded 
(negative variance) the state average.   

There was one (1) survey which resulted in actual harm (G, H, I) citation during the three (3) year 
review period. The Villages of Orleans received one (1) “G” level citation during a complaint 
survey on 2/21/18, details of citations can be found in Exhibit 2. There were no open surveys at 
the time of the review, see Exhibit 3.  The Villages of Orleans did not receive any actual harm 
citations in 2016 or 2017; however, the percentage of actual harm citations (G, H, I) was higher 
(negative variance) than the state average in 2018.  The Villages of Orleans did not receive any 
immediate jeopardy citations in 2016, 2017, or 2018 which is lower (positive variance) than the 
state average for all three (3) years.   

The average number of life safety survey (LSS) deficiencies for The Villages of Orleans was higher 
(negative variance) than the New York average in 2016, 2017, and 2018. All negative variances 
are noted in red. 

2016 2017 2018 

Villages of 
Orleans 

NY 
Average 

Villages of 
Orleans 

NY 
Average 

Villages of 
Orleans 

NY 
Average 

Total Health 
Deficiencies 

14 6.77 7 6.07 11 5.36 

% of 
Citations – 
GHI level 

0% 1.9% 0% 1.2% 9.1% 1.3% 

% of 
Citations – 
JKL level 

0% 1.1% 0% 1.1% 0% 0.5% 

LSS 
Citations 

14 3.3 6 3.7 8 4.8 

The analysis conducted on the citations received during the three (3) year survey history resulted 
in a number of deficient practices which were written two (2) occasion(s).   

F-Tag Deficiency Description # Citations 
F282 Qualified  Services  in  Accordance  

with Care Plan 
2 

F314 Treatment  to  Prevent/Heal  
Pressure Ulcers 

2 

F323 Facility Free of Accident Hazards 2 

3
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F514 Clinical Records Meet Professional 
Standards 

2 

F842 Resident  Records  – Identifiable 
Information 

2 

K521 HVAC 2 
K918 Electrical  Systems  – Essential 

Electrical System Maintenance and 
Testing 

2 

K921 Electrical Equipment – Testing and 
Maintenance Requirements 

2 

A history of repeat deficient practices may be indicative of the facility not having appropriate 
systems in place to monitor regulatory standards.  A detailed listing of all repeat citations can be 
found in Exhibit 4. 

Based on discussions with facility leadership, they are following previous plans of correction to 
negate continued repeat noncompliance.  

Remedies Imposed 

Based on publicly available data during the three (3) year review period, The Villages of Orleans 
had one (1) per instance civil monetary penalty in the amount of $10,605.00 imposed by CMS as 
a result of adverse survey outcomes on February 21, 2018.  The facility waived their right to 
appeal and the CMP was reduced to $6893.25. The CMP was paid on 8/2/18.  

Special Focus Facilities 

CMS’ Special Focus Facility (SFF) program focuses on nursing homes that have a persistent record 
of poor performance and have often not addressed underlying systemic problems that result in 
repeated cycles of serious deficiencies and survey compliance issues.  

According to CMS’ SFF list published on January 1, 2019, The Villages of Orleans is not an SFF 
candidate nor on the SFF list.  Details can be found in Exhibit 5 and 6  

  CMS Five-Star Ratings 

The primary goal of the Five-Star Quality Rating System from CMS is to provide an easy way to 
understand nursing home quality and make meaningful distinctions between high and low 
performing nursing homes.  The Five-Star system rates facilities in three (3) domains and also 
provides an overall star rating.  A star rating of 1 or 2 stars is considered below average, 3 stars 
is average, 4 and 5 stars are above average.  

4
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On February 28, 2018, the Centers for Medicare & Medicaid Services (CMS) changed the health 
inspection domain methodology of the Five-Star rating system. In the previous methodology, 
CMS used a center's most recent three survey cycles in calculating the survey rating. In the 
updated methodology, CMS will use the most recent two survey cycles in calculating the survey 
rating.  Additionally, as a result of the new survey process that was implemented effective 
November 28, 2017, CMS is holding constant the Health Inspection domain star ratings.  Surveys 
occurring after November 28, 2017 will not be used in the determination of the health inspection 
star ratings until at least 12 months of data have been collected under the new survey process.  

In April 2018 CMS published new Five-Star ratings which now utilizes Payroll-Based Journal (PBJ) 
staffing data to calculate the nurse staffing star ratings.  In the past the staffing star ratings 
remained fairly stable since the data source was the CMS Form-671 and CMS Form-672 which 
each SNF completed at the time of their most recent standard survey. The new methodology 
uses the Payroll Based Journal (PBJ) submitted by each facility quarterly so there is the potential 
for star ratings to fluctuate more frequently as a result of quarterly updates to not only the quality 
measures but also the Nurse Staffing PBJ data. 

On March 5, 2019 CMS released an update indicating changes to the Five-Star Quality Rating 
System.  The changes include revisions to the inspection process, enhancement of new staffing 
information, and implementation of new quality measures; these changes have the potential to 
impact the facility Five-Star ratings beginning in April 2019. 

Below are the average Five-Star ratings for the state of New York and a comparison of the current 
Five-Star ratings to the 12-month average for The Villages of Orleans and indication of whether 
there has been a trend noted for the facility in each of the Five-Star domains. Negative variances 
are noted in red. 

 Overall Health 
Inspection 

Quality 
Measures 

Nursing 
Staffing 

RN Staffing 

NY State 
Average 3.33 2.83 4.38 2.60 3.00 

Villages of 
Orleans 
Current Five- 
Star Rating 

1.0 2.0 4.0 1.0 1.0 

Villages of 
Orleans 12-
month Five 
Star Average 
Rating 

1.0 2.0 3.25 1.0 1.0 

Trend No Trend No Trend Positive No Trend No Trend 
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As of February 1, 2019, The Villages of Orleans has an overall 1-star rating; the details can be 
found in Exhibit 7.  There is not a documented Five-Star improvement plan for the facility. The 
health inspection domain includes two (2) years of survey data and will take time to show 
improvement.  There are still areas for improvement that could potentially impact the overall 
star rating. The quality measure domain is easily modifiable.  The Villages of Orleans has 11 
quality measures (QMs) that have a negative variance to benchmark. An assessment of the 
residents along with a review of processes which impact the quality measure variables should 
occur, resulting in changes being implemented to achieve improvements in star ratings. The 
facility leadership states they have been reviewing the quality measures and implementing 
interventions to drive improvement which has resulted in positive outcomes as evidenced by an 
increase in the QM star rating from 3-stars in December 2018 to their current rating of 4-stars. 
The facility does not put in to place formal performance improvement plans, however, this is an 
area they intend to improve upon per Administrator. The facility remains a 1 star in the nurse 
staffing rating and may want to consider utilization of an outside recruiter, conduct a staff 
satisfaction  survey  to  identify  trends  and  implement  a  formalized  staffing  performance  
improvement plan to aid in driving improvement in this domain. Facility and their corporate 
office may want to review the PBJ data being submitted to CMS to ensure they have captured all 
nursing positions, including administrative nursing positions which are used in the calculation of 
the nurse staffing star rating. 

 
Staffing 
 
Payroll-Based Journal (PBJ) staffing data is submitted to CMS by each facility on a quarterly basis.  
Prior to April 2018 the staffing data source was CMS Form-671 and CMS Form-672 which each 
SNF completed at the time of their most recent standard survey.  The new reporting methodology 
allows staffing and census information to be collected on a regular and more frequent basis than 
previously collected and offers greater specificity into actual hours spent on specific care related 
activities.   
 
A staffing analysis was conducted utilizing data obtained through CMS and during an on-site visit. 
The Villages of Orleans is below (negative variance) both state/national averages for RN staffing 
and below (negative variance) national average for total nursing, see table below for details. 
 

 
 

CNA LPN RN
Total 

Nursing CNA LPN RN
Total 

Nursing CNA LPN RN
Total 

Nursing
2.33 1.14 0.17 3.64 0.16 0.35 -0.49 0.02 0.12 0.31 -0.47 -0.04

The Villages of Orleans Reported Staffing 
Hours / Resident / Day

Variance to State Average Reported 
Staffing Hours / Resident / Day

Variance to National Average Reported 
Staffing Hours / Resident / Day

6
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Per on-site interview with facility leadership, The Villages of Orleans has utilized a staffing agency 
for years. In addition, they have implemented a Relocation Program in which they advertise out 
of state for both licensed nursing and CNA staff for nine (9) month contracts and pay their wages, 
housing, and transportation during this time frame. The Villages of Orleans advertise on Indeed, 
in the local paper, and on a local news hub online. Facility leadership state it is rare they receive 
applicants locally, thus the need to utilize a staffing agency and implement a Relocation Program. 
They also conduct job fairs and are a host for CNA training conducted by the Bureau of 
Cooperative  Education  twice  a  year.  Their  efforts  for  staff  retention  include  occasionally  
providing food for staff and a benefits package that includes health, dental, vision, and life 
insurance. They also have a 401-K with the company matching 5% after two (2) years of 
employment.  
 
Risk Management 
 
HUD requires that Operators implement and maintain a risk management program which 
incorporates a real-time incident reporting and tracking system that informs Operator’s senior 
management of all incidents with the potential to expose the Operator to liability for personal 
injury or other damages. Each incident must be reviewed by the Operator’s appropriately-trained 
professional staff, and such staff must follow-up on incidents as necessary. The risk management 
program must include appropriate training for Operator’s staff.  For internal risk management 
programs, the Operator must incorporate a comprehensive software-based risk management 
program and have designated staff positions to implement the risk-management program 
 
The Villages of Orleans meets the HUD Lean 232 definition of a Tier 1 risk level based upon 
receiving only one (1) G citation in the last three (3) years. The HUD Tier risk assessment can be 
found in Exhibit 8, Administrator and Director of Nursing resumes can be found in Exhibit 9.     
 
The Villages of Orleans does not have a “real-time” incident/accident reporting system that 
informs senior management as indicated above in the HUD requirements. Per discussions with 
the facility leadership, in the event of a reportable incident/accident, facility staff notify the 
Director of Nursing (DON). Facility leadership state they handle these elevated events on a facility 
level and do not notify their corporate office. Based on the interview, the facility tracks and 
trends incidents and accidents on paper and appears to meet industry standards which includes 
review of incidents and accidents by date, time, individuals involved, as well as location of 
incident.  
 
There appears to be two (2) active lawsuits against the property. Per review of the legal 
documents submitted for one (1) of the lawsuits, the facility is being sued for negligence related 
to dehydration, infection/sepsis, and pressure ulcer development that, per the plaintiff, lead to 
the resident's death on 4/9/17. The second lawsuit is between the facility and Freedom Therapy 
and Affinity Rehabilitation due to non-payment of therapy services in the amount of $54,502.98. 

7
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The Villages of Orleans has also received notice of a potential claim in which a resident fell from 
the bed sustaining a fractured nose. Medical records have been requested by an attorney 
representing the family. Per the DON, this was investigated by the state and found to be 
unsubstantiated. The Attorney General (AG) also came in to the facility a few months ago and 
requested records for this resident. The facility has not heard anything further from the AG. Due 
to the limited information Quality In-Cite received, it would be prudent for HHC Finance to 
complete further diligence into the issues regarding these pending cases to determine what 
financial risks may exist. See Exhibit 10.  
 
In review of The Villages of Orleans QAPI program, they do not appear to meet the guidelines as 
set forth by CMS. CMS regulations require a facility maintain and demonstrate evidence of its 
ongoing QAPI program. This may include but is not limited to systems and reports demonstrating 
systematic identification, reporting, investigation, analysis, and prevention of adverse events; 
and  documentation  demonstrating  the  development,  implementation,  and  evaluation  of  
corrective actions or performance improvement activities. Per interview with facility leadership, 
they currently are not implementing formalized performance improvement plans for issues 
and/or areas they may be trending in. The facility’s QAPI policy and procedure states “Concerns 
are brought up when a certain department or task is not hitting benchmark. The concern is 
discussed and an action plan developed.” Facility currently has multiple QMs above (negative 
variance) state and/or national benchmark with no performance improvement plans in place. 
The Administrator states they implement interventions to drive improvement but are not taking 
credit for it with a formalized performance plan. In addition, the facility only provided QAPI 
meeting minutes for March 2018, December 2018, and February 2019 for review. The QAPI 
meeting minutes are not comprehensive in nature and do not implement specific interventions 
based on negative variances in key performance areas such as falls, wounds, re-hospitalization, 
etc., nor discussion of performance improvement plans being implemented or monitored. The 
Medical Director and Pharmacy Consultant attend QAPI meetings 1-2 times per year instead of 
quarterly as per federal regulations.  
 
PARA-SCOPE ® 
 
The Villages of Orleans is rated at ‘At Risk’ based on Quality In-Cite’s proprietary risk tool PARA-
SCOPE® which includes various limited available data from the last 12 months and last three (3) 
survey cycles.  The drivers contributing to the risk rating are a harm level deficiency, total number 
of life safety deficiencies, CMPs, low CMS 5 Star ratings, and a 30% predictive likelihood of their 
rehospitalization rate being above 20.3%. Details in Exhibit 11. 
 
Conclusion 
 
As defined in our engagement agreement, an on-site review and analysis was performed to 
assess the overall clinical, regulatory, and operational performance for The Villages of Orleans. 
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The sources for this analysis included relevant operator reports, three (3) years of survey history, 
and CMS Five-Star Rating information available on the CMS/Data.gov web sites. We coupled 
these sources with our clinical and regulatory experience and knowledge. A major component of 
our report and assessment of The Villages of Orleans was obtained through on-site interviews 
with  facility  leadership.   As  a  result  of  this  analysis  the  overall  clinical  and  regulatory  risk  
assessment The Villages of Orleans appears to be ‘At Risk’. Facility specific details, noteworthy 
findings, and facility specific recommendations for this facility can be found in the First Alert 
report, Exhibit 12. 
 
QIC would  also  recommend  the  following  to  be  considered  by  the  facility  and  the 
owner/operator:  
 
*   Activity Director is not certified. Enroll Activity Director in a certification course and ensure 

follow up for Dietary Manager completing the Certified Dietary Manager course as required 
by Phase II RoP.  

*  Facility  does  not  appear  to  be  following  their  QAPI  plan  policy  and  procedure for 
implementing formalized performance improvement plans nor in compliance with federal 
regulations requiring the Medical Director and Pharmacy Consultant attending QAPI at a 
minimum of quarterly. Facility leadership should receive in-servicing regarding their QAPI 
program and regional/corporate follow-up ensuring these processes are followed.  

*  Review Phase III RoPs to ensure measures are being taken for successful implementation on 
November 28, 2019. 

*  Facility  utilizing  agency  staff  and  paying  relocation,  housing,  and  transportation  via  a  
Relocation Program for nine (9) month contracts. Overtime is 6.9%. Implement a formal PIP 
and consider utilization of an outside recruiter to eliminate agency and the expense of the 
Relocation Program.  

*  Implement a weekly triple check system in which documentation is verified to support billing 
claims.   

*  Review restorative program components and consider having a dedicated restorative nurse 
and restorative aides to help drive improvement with QMs.  

*  Customer and staff satisfaction surveys are not currently being conducted. Develop a formal 
survey that can be provided to both short-term and long-term residents. Review results of 
surveys during QAPI and develop action plans as appropriate to address areas of concern.  

*  Elopement drills are conducted twice a year with facility having a Memory Care Unit. Consider 
conducting elopement drills across all shifts quarterly to mitigate risk.  

*  Door alarms are checked nightly by nursing staff but not documented. Consider having 
maintenance perform this task and document completion daily.  

*  DON states they utilize care pathways for infections and was not certain what mapping of 
infections entailed. Recommend infection control training for clinical leadership staff and 
implementation of either McGeer's or SHEA criteria as part of their infection control program 
and Antibiotic Stewardship.  

*  Facility does not conduct weekly risk meetings to discuss and review falls, infections, wounds, 

9
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behaviors, wt. loss, etc. but do discuss these in a daily stand up meeting. Facility's weight loss 
is  5%,  wounds  7%,  antipsychotic  usage  13.8%,  and  anxiolytics/hypnotic  usage  15.5%.  
Consider a comprehensive weekly risk meeting to review those residents that are triggering 
in high risk care areas to ensure resident condition is reviewed, and documentation, care 
plans, interventions, notifications, and orders are appropriate and implemented.   

*  Implementation of formalized PIPs with appropriate monitoring tools to decrease percentage 
of wt. loss, wounds, antipsychotics, and anxiolytic/hypnotics.  

*  Administrator states policies are not updated on an annual basis but on an as needed basis 
on the facility level. Implement annual review of policies and procedures with corporate 
review as well.  

*  The health inspection Five-Star rating has a 12-month average of 2.0. The facility leadership 
may  want  to  consider  conducting  a  root  cause  analysis  of  those  areas  identified  with  
recurrent deficient practices and that have increased risk exposure and provide facility 
training related to policies and procedures, which incorporates best practices, to reduce the 
likelihood of further deficient practices and to mitigate potential for future risk. 

*  Nurse staffing and RN staffing Five-Star ratings are each 1-star.  Review current staffing levels 
and conduct an analysis of resident acuity and dependency to ensure staffing is appropriate 
to meet the needs of the residents. Review PBJ data prior to submission to verify accuracy 
and allow for data to be corrected prior to next submission as this will affect the Five-Star 
rating and may lead to civil money penalties in the future.  

*  Facility does not have a real time incident reporting system that auto-generates alerts to 
inform  facility  leadership  and  senior  management  of  incidents  that  increase  liability  
exposure.  Consider implementation of a real time incident reporting system with automated 
alerts to identified staff when incidents that could result in liability risk are entered to help 
mitigate facility exposure. 

*  Implementation of a comprehensive maintenance checklist to ensure routine monitoring to 
mitigate repeat life safety deficiencies.  

*  Obtain  informed  consents  from  residents  and/or  responsible  parties  prior  to  utilizing  
psychotropic medications.  

*  Administrator  unable  to  give  re-hospitalization  rate.  Implement  monitoring  for  re-
hospitalization rate as this effects Value Based Purchasing (VBP) which took effect in October 
2018. 

*  Due to size of facility, consider adding a full-time Staff Development Coordinator to oversee 
training and in-servicing of staff.  

*  Facility currently utilizing PCC® for electronic health record. Continue with plans to implement 
EMAR/ETAR sooner rather than later.  

*  Consider Administrator and DON receiving formalized risk management training.  
*  Consider implementing daily administrative rounds sooner rather than later. 
*  Frequent  regional/corporate  oversight  visits  to  ensure  facility  is  following  policies  and  

procedures and regulatory requirements. 
*  New MDS nurse with no prior experience in completing MDS'. Consider regional/corporate 

support visits and review of coding to ensure accuracy. Also consider MDS nurse obtaining 
AANAC certification.  

10
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In this industry there are many acronyms utilized, we have made our best effort to define each 
as they are used in our report but have also included as Exhibit 13 an Acronym    Guide.  We look 
forward to working with you on similar projects in the near future. 

 
Sincerely, 
 
The Quality In-Cite Team 
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VillagesofOrleans_000832

The Villages of Orleans Health and Rehabilitation Center 
Policy and Procedure 

iritle: STAFANGPOUCY Original Date of Issue: Polley Number: 
3/ 10/20 

Section: Date of Revision: Pnge 1 of 2 

OCNH Administrator: Steve Hefter Slgnnture: 
Medical Director: Dr. Madejskl Signnture: 
DlredX>r of Nursing: Debra Donnelly Signature: 
HR Signature: 

POLICY: This policy is in place to reflect the facility's protocol for ensuring safe staffing levels 
for holidays and weekends if applicable and for any other time as necessary. 

PROCEDURE: 

The facility shall confirm prior to holidays and if necessary, weekends, the front line (specifically clinical 
teams) staff mg schedule is appropriately staffed in accordance with the facility assessment tool and the 
NYS DOH guidelines. 

The scheduler shall be responsible for confirming the schedule with the Director ofNurscs and the 
Administrator end. In the event the schedule does not appear to be complete, within regulation, the 
scheduler shall reach out to agencies to fill any open schedule holes as well as confirm with in-house 
employees whether they may be interested in picking up an open shift. 

A call sheet for in-house and agency employees shall accompany the schedule for off shifts and weekend 
shifts 

The schedule one the holiday or weekend begins shall be monitored by the supervisor along with any 
manger on duty if applicable. From shift to shift the supervisor shall identify whether certain employees, 
in accordance with the cba, will need to remain in the facility to support the resident population safely. 

A "call-sheet" shall be used by the supervisor to place calls to employees who may want to come in to 
work to support the resident body. Agency contacts shall also be on the "call-sheet." 

In the event the schedule is complete going into a holiday and or weekend, and due to call offs, safe 
staffing patterns no longer exist, the supervisor shall mandate staff in accordance with the department of 
labor. 

The Supervisor shall notify the Director ofNurses and Administrator with the number of front-line 
clinical staff working and or expected to work on the upcoming shift. 
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FACILITY ASSESSMENT TOOL
Persons involved in completing this assessment Administrator – Eric R Flugel

Director of Nursing – Kathleen Howard
Medical Director – Dr. Madejski
RN Educator – Stephanie Zalyski

Date(s) of assessment updates 08/18/2017-
11/15/2018-
07/01/2019-
03/01/2020-
03/17/2021-

Date(s) of assessment review with QAPI committee 12/4/2018-
06/19/2019-
 03/01/2020-
03/17/2021-

Part 1: Facility Resident Profile
 Current 12 month Average
Total residents  95  95.8
Total capacity (licensed beds)  120  
Short term rehabilitation Medicare beds  7  
Long term beds  108  
Long Term Private beds  10  
Dually Cert Beds  120  
Long Term Medicaid beds  108  

Indicate average number of admissions made during the weekday: 0-2
Indicate average number of admissions made during the weekend-day: 0-1
Indicate average number of discharges made during the weekday:0-1
Indicate average number of discharges made during the weekend: 0-1
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Diseases/Conditions, Physical and Cognitive Disabilities
Table 1: Disease and diagnosis

CATEGORY COMMON DIAGNOSES
 Psychiatric/mood disorders  Psychosis (Hallucinations, delusions, etc.) 

Impaired cognition, mental disorder, depression, 
bipolar disorder (i.e., mania/depression), 
schizophrenia, post-traumatic stress disorder, 
anxiety disorder, behavior that needs interventions, 
TBI with the behaviors

 Heart/ circulatory systems  Congestive heart failure, coronary artery disease, 
angina, hypertension, orthostatic hypotension, 
peripheral vascular disease, risk for bleeding or 
blood clots comment deep venous thrombi 
basis(DVT), pulmonary thrombi embolism (PTE), 
pacemakers, cardiomegaly, syncope, heart block

 Neurological system  Parkinson’s disease, hemiparesis, hemiplegia, 
paraplegia, quadriplegia, multiple sclerosis, 
Alzheimer’s disease, non-Alzheimer’s dementia, 
seizure disorder, CVA, TIA, stroke, dramatic brain 
injury, Neuropathy, Down’s syndrome, autism, 
Huntington’s disease, Tourette’s zero syndrome, 
aphasia, cerebral palsy

 Vision  Visual loss, cataracts, glaucoma, macular 
degeneration

 Hearing  Hearing loss, sign language
 Musculoskeletal system  Fractures, osteoarthritis, other forms of arthritis, 

attraction

 Neoplasm Prostate cancer, breast cancer, lung cancer, colon 
cancer, other cancers not identified

Metabolic Disorders Diabetes, thyroid disorders, hyponatremia, 
hyperkalemia, hyperlipidemia, obesity, morbid 
obesity

Respiratory Systems Chronic Obstructive Pulmonary Disease (COPD), 
Pneumonia, Asthma, Chronic Lung Disease, 
Respiratory failure

Genitourinary System  Renal insufficiency, Nephropathy, Neurogenic 
bowel or bladder, renal failure, End stage renal 
disease, benign prosthetic hyperplasia, obstructive 
uropathy, urinary incontinence

Disease of Blood  Anemia, leukemia, compromised immune system, 
immunodeficiency

Digestive System  Gastroenteritis, cirrhosis, peptic ulcers, 



14012 NY-31, Albion, NY 14411 Phone: 585-589-3231 Fax: 585-589-6567

Gastroesophageal reflux, ulcerative Colitis, 
Crohn’s disease, inflammatory bowel disease, 
bowel incontinence, peg tubes, J tubes

Integumentary System  Skin ulcers, injuries, wound vac
Infectious Diseases  Skin and soft tissue infections, respiratory 

infections, tuberculosis, urinary tract infections, 
infections with multi drug resistant organisms, 
septicemia, viral hepatitis, clostridium deficit, 
influenza, scabies, legionellosis, VRE, MSSA, 
COVID-19

Decisions regarding caring for residents with conditions not found in table 1
Admissions are determined based on the facility coordinating with the IDT team including administrative 1.2
offices. All admissions are accepted upon determination that all resident’s needs can and will be physically, 
clinically, and emotionally met. Holistic approaches are implemented and the facility focuses on patient 
centered care. All admission screens are reviewed and each resident is placed on a specific unit based on the 
acuity of the resident. In the event the facility would like to accept a new resident with a new diagnosis, all 
intervention(s) skills will be reviewed and all staff involved in patient care will be educated by either the DON, 
ADON, RN educator, or designee to determine if the facility can except the resident and focus on a positive 
outcome. In the event and resident resides in the facility and the new diagnosis has been identified the nursing 
team will collaborate with the medical staff and implement new interventions, maintaining safety and quality of 
care for that specific resident. All needs will be met including but not limited to equipment, transportation, and 
adaptive equipment.

Acuity 

Special Treatment and Conditions
Special Treatment Number/Average or range of 

residents
Cancer Treatments Chemo Therapy 0

Radiation 0
Respiratory Treatments Oxygen Therapy 

Suctioning 0
Tracheostomy
Ventilator or Respirator
BIPAP/CPAP

Mental Health Behavioral Health Needs 28
Active or Current Substance 
abuse disorders

Other IV Medications 1
Injections 20
Transfusions 0
Dialysis 1
Ostomy Care 1
Hospice Care 0
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Respite Care 0
Solation or quarantine for active 
infectious disease 

0

Catheters 3
Pressure Ulcers 13

Table 4: Assistance with Activity of Daily Living
Activity # Independent # Assist 1-2 # Dependent
Dressing 0 94 0
Bathing 7 33 46
Transfers 0 91 0
Eating 0 90 4
Toileting 0 94 0
Other care if applicable.

# Independent # with Assist Device 
used

# in chair, most of day

Mobility 1 50 74

Ethnic, Cultural, or religious factors:   All ethnic, cultural and religious factors are implemented in the care and daily 
living provided to each resident. Activity focus is on each resident, religious and cultural needs. These needs are 
implemented in their decision based on the activities provided for all residents. Resident preferences specific to ethnic, 
cultural religious factors that may potentially affect the care provided to the resident are reviewed by the 
interdisciplinary care team. Examples may include but are not limited to; food and nutrition, languages, closing 
preferences, access to religious services, religious based advanced directives.

Other
1.4 Staffing will be adjusted to accommodate resident appointments. The facility shall enlist the help of family 
members both for transportation as well as assistance during travel.

Part 2: Facility Resident Profile
Resident Support/Care Needs
Table 5: Practices for specific care

General Care Practice Specific Care Practices
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Activities of Daily Living  Bathing, showers, oral/denture care, assistance or 
supervision while eating/drinking, auditory and/or 
visual needs, including glasses or hearing aids and 
communication boards, or sensory impairment

His/Herself
Mobility and fall/fall with injury prevention  Transfers ambulation prevention of contractures
Bowel/Bladder  Incontinence care and prevention
Skin Integrity  Pressure injury prevention and care, skin care, 

wound care
Mental Health Behavior  Manage the medical conditions and medication 

related issues causing psychiatric symptoms and 
behavior, identify any psychiatric diagnoses and any 
intellectual or developmental disabilities

Medications  By route, assessment and management of 
Polypharmacy

Pain Management  Assessment of pain; pharmacological and non-
pharmacological pain management

Infection Prevention and control  Identification and containment of 
infections/Prevention of infections

Management of medical conditions  Assessments, early identification of 
problems/deterioration, management of medical and 
psychiatric symptoms and conditions such as heart 
failure, diabetes, chronic obstructive pulmonary 
disease(COPD) gastroenteritis, infection such as 
UTI and gastroenteritis, pneumonia, 
hypothyroidism

Therapy  PT, OT; speech/language, music, management of 
braces/assist devices/splints

Other Special care needs Dialysis, hospice, palliative care, ostomy, 
tracheostomy care, bariatric care, and End-of-life 
care

Nutrition Nutritional balance, liberal diets, specialized diets, 
tube feeding, assistive devices, fluid monitoring or 
restrictions, hypodermoclysis

Provide person-centered/directed care: 
psycho/social/spiritual support

Resident preferences and routines:
Record and discuss treatment and care preferences. 
Support emotional and mental well-being; support 
helpful coping mechanisms. Support RT resident 
having unfamiliar belongings. Provide culturally 
competent care: learn about the resident preferences 
and practices with regard to culture and religion; 
stay open two requests and preferences and work to 
support resident choices. Providing support access 
by the resident. Provide opportunities for social 
activities/life enrichment (Individually, in small 
groups, or within the community). Support 
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community integration if resident desires. Prevent 
abuse and neglect. Identify hazards and risks for 
residents. Offer and assist resident and family 
caregivers (Or proxy as appropriate) to be involved 
in person– centered to care planning and or 
advanced directive planning. Provide 
family/representative with support.

Part 3: Facility Resources needed to provide competent support and care for our 
resident population every day and during emergencies

Staff Types
Table 6: List of Personnel includes but is not limited to

Administration:  Administrator, staff development, QAPI, infection control and prevention, environmental 
services, social services, admission/discharge planning, Business office, finance, human resources, 
compliance, and ethics
 Nursing services:  Director of Nurses, registered nurses, licensed practical nurses, certified nursing 
assistants, MDS nurse
 Food and nutrition services:  Director of Food Service, registered dietitian and support staff
 Therapy services (director, OT, OTA, PT, PTA, speech language pathologist, audiology, optometry 
activities professional, activities staff 
 Medical/physician services (Medical director, attending physician, nurse practitioner, dentist, podiatrist, 
ophthalmologist 
 Pharmacist (outsourced)
 Behavioral and mental health providers(outsourced)
 Support staff:  Environmental services/Housekeeping/laundry, maintenance
 Religious services, (outsourced)
 Volunteers Flash students
 Other clinical laboratory services, diagnostics/X-ray, blood services

Staffing Plans
Table 7: Evaluation of necessary facility direct care providers to ensure residents needs are practicably met

Position Total number needed or range*depending on 
census and acuity*
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LPN With avg. census of 95 = 13-15/day
6 LPNs on days and eve
4 LPNs on nights

Certified Nurse Aides With avg. census of 95  = 28-30/day
12-13  CNAs days 
12-13 CNAs eve 
7 CNAs night

Other Nursing Personnel (administrative duties) MDS= 1, ADON=1, DON=1
Behavioral healthcare professionals Outsourced
Food Services Dietician=1 part time, dietary manager=1

Table 8: General staffing plan to ensure residents needs are practicably met.
Staff Type Plan
Licensed Nurses: RN, LPN Director of Nurse – RN full time days (may act as 

supervisor) 
Assistant Director of Nurses – RN full time days 
(may act as unit manager)
RN/LPN unit managers – 1 per unit FT/weekdays
RN Supervisors – 1 per eve, 1 per night, 1 per days 
on weekends

Nurse Educator RN educator/clinical educator – RN Part time flex 
hours

Maintenance Maintenance director – 1 FT flex hours 
Maint assist (if applicable)– 1 PT

Environmental Services Housekeeping/Laundry services – 5 FT/7 PT 
days/eve

Individual Staffing Assignments
LPN Charge/Unit managers identify, assign and coordinate care staff keeping in mind continuity of care as 3.1
possible.

Staff Training and competencies at date of hire
Facility code of conduct/Dress code
Resident Rights
Abuse/neglect and exploitation
Infection Control:  Hand hygiene, standard/universal, isolation (respiratory/airborne/contact) precautions, 
MRSA/VRE/C-diff/COVID-19 precautions, environmental cleaning
Emergency preparedness: 

Fire Safetyo
Emergency response:  Fire, Missing resident, Active Shooter, evacuation o

Corporate Compliance/HIPAA/Electronic Security 
Social media policy/Cell phone use/Photo/Video recording 
Workplace Safety:  

Hazardous substance/OSHA/MSDS, o
Safe Patient Handling/No lift policy/gait belt use o
Accident/Incident reportingo
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Customer service/Quality-of-life and Cultural competency 
Trauma Informed and Dementia/Cognitive Impairment Care
Clinical Competencies:  

RN:  o
Supervisory duties and responsibilities 

Accident/Incident Investigation and Reporting 
Identification and reporting of resident changes in condition
Medication protocol/administration and error reporting
Emergency Response and/or Disaster planning/procedure: Active shooter, 
elopement, fire, flood, power outage come tornado

Resident assessment and examinations - admission assessment, skin assessment, pressure 
injury assessment, neurological check, lung sounds, nutritional check, observations of 
response to treatment, pain assessment
Care Plan Development/Update
Behavioral/Mental and psychosocial disorders: assessment, identifying, reporting,  
development, and implementing nonpharmacological interventions as per plan of care 
Clinical Competencies- per scope of practice

LPNo
Resident observation and monitoring

Identification and reporting of resident changes in condition, pain management, 
abuse reporting
Contribution to development/revisions to resident’s Plan of Care 

Supervisory duties and responsibilities including:  
CNA oversight/Assignment/Coordination of Care
Emergency Response and/or Disaster planning/procedure: Active shooter, 
elopement, fire, flood, power outage come tornado

Clinical Competencies- per scope of practice including medication 
protocol/administration (injectable, oral, subcutaneous, topical) and error reporting, 
commons treatment/wound care and documentation of treatment preferences

Specialized care: catheterization insertion/care, colostomy care, FSBS testing, 
oxygen administration, suction, tube feeding, wound care/dressings, dialysis 
care
Behavioral/Mental and psychosocial disorders: identifying, reporting and 
implementing nonpharmacological interventions as per plan of care 

CNAo
Reading and following the care plan
Foley care/incontinent care 
Identification and reporting of resident pain and/or changes in condition
ADL’s (am./hs care, in continent care Incontinent care), ROM, dressings, feeding, oral 
care, transfers, gate belt, mechanical lifts
Measurements: BP, orthostatic BP, urinary output, height and weight, radial/apical pulse 
respirations, recording intake and output
Behavioral/Mental and psychosocial disorders: implementing nonpharmacological 
interventions as per plan of care 

 Continuing Education (includes but not limited to) :  
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All Staff – annual review of all mandatory topics including: o
Infection Controlo
Fire Safety/Disaster Managemento
Corporate Compliance/HIPPA/Electronic Security o
Resident Rights/Abuse Identification and Reporting  o

CNA specific:  mandatory and competencies (minimum-12 hours per year)o
Additional topics:o

Person centered careo
Trauma Informed Care o
Dementia/Behavioral Care o

Policies and Procedures for provisions of care
Policies and procedures are reviewed and evaluated on a rolling basis, reviewed by the Administrator, Director 3.2
of Nurses for accuracy, completeness and to ensure they meet current professional standards of practice.  When 
updates and/or education is needed it is provided by the in-service educator or appropriate designee to all 
indicated employees.  The facility process to determine if new or updated policies are needed, include but are 
not limited to the identification of best practice as well as per directive from CMS or NYSDOH. The policy is 
then crafted in collaboration with the QA committee.  Upon approval, all staff are educated by the in-service 
education or appropriate designee.    

Policies and procedures that have been updated in the last 30 days
Table 9: policy updates

NAME OF POLICY CONFIRMED BY QA COMMITTEE/DON
Infection Control/COVID-19 
Pandemic Emergency Plan - Update
BLS/AED 

Working with medical practitioners
The administration reviews current medical services with the Medical Director and best practice to ensure residents 

have access to full complement of providers.   The facility holds contracts with the following 3rd party 
practitioners, who are in constant contact with in house providers to ensure continuity of care.  On 
admission and annually, residents/families are apprised of available contracted and specialty referral 
providers. As appropriate the medical director or specific provider participates in resident care rounds/care 
meetings.  

Team Health – Medical Director/NPo
Family Choice – 3rd party NP/Physiciano
DentServe – dental careo
Sightrite – eye careo
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Podiatry – Dr. Gutsino

Part 4: Facility Physical Environment and Building/Plant Needs

Physical Resource 
Category

Resources If applicable, process to ensure 
adequate supply, appropriate 
maintenance, replacement 

Buildings and/or 
other structures:  One 
story structure

The Villages:  
Orchard:  24 Beds
Canal 27 Beds
Garden 27 Beds

Autumn View:  
Memory/Dementia Care: # 30 beds
Subacute/Observation/Wing 12 beds

Kitchen, Laundry, Rehab, Activity Employee 
breakroom, Medical Services hall
Maintenance shop/boiler room/loading dock
Administrative Hall:  Administrative offices, Business 
office, Medical Records, Conference room.  

Vehicles Transportation van, Pick-up truck with flat-bed and snow 
plow

Physical equipment Bath benches, shower chairs, bathroom safety 
bars, bathing tubs, sinks for residents and for staff, 
scales, wheelchairs and associated positioning 
devices, bariatric beds, bariatric wheelchairs, lifts, 
lift slings, bed frames, mattresses, room and 
common space furniture, exercise equipment, 
therapy tables/equipment, walkers, canes, 
nightlights, steam table, oxygen 
tanks/concentrators and tubing,
See PECREE binder to identify specific 
beds/lifts/equipment and checked dates

Services Waste management, hazardous waste management, 
telephone, HVAC, dental, barber/beauty, pharmacy, 
laboratory, radiology, occupational, physical, and speech 
therapy, religious, recreational 

Other physical plant 
needs 

ADA compliant entry/exit ways, nourishment 
accessibility, nurse call system, emergency power

Medical supplies (if Blood pressure monitors, compression garments, gloves, 
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applicable) gowns, hand sanitizer, gait belts, infection control 
products, heel and elbow suspension products, suction 
equipment, thermometers, urinary catheter supplies, 
oxygen, 
oxygen saturation machine, Bi-PAP,
PPE:  The facility maintains a 60 day supply of PPE at 
all times to comply with current infection 
control/pandemic emergency regulations.  PPE includes:  

Gowns
Gloves
Surgical Masks as well as N95’s as applicable
Eye protection/Goggles 
ABHS 
Sanitizing wipes/cleaning solutions 

Non-medical supplies 
(if applicable)

Soaps, body cleansing products, incontinence supplies, 
waste baskets, bed and bath linens, individual 
communication devices, computers 

3.9:  List contracts, memoranda of understanding, or other agreements with third parties to provide services 
or equipment to the facility during both normal operations and emergencies.  

Agency Nursing Staff : 
All agency staff are required to complete facility orientation prior to first assignmento

Snow Removal:  county contractual agreement 
Mowing/Landscaping:  county contractual agreement 
Hospice 
Laboratory
Radiology 
Other:  See emergency /contracted vendors in emergency management binder.  

3.10:  List health information technology resources:  
Facility utilizes Point Click Care (PCC) as EMR.  When resident is transferred to the hospital, other 
SNF/Assisted Living facilities or discharged home, a discharge packet with pertinent information is sent to 
the receiving facility/agency or with the resident/designee.  
Residents/Designee or other entities may access medical records with proper consent
In the event of computer outage or power failure PCC’s back up system has been installed on unit specific 
computers.   

3.11:  Infection Control:  The facility infection control policies and procedures include specific CDC guidance for 
staff on preventing, identifying, reporting, investigating, and controlling infections and communicable diseases for all 
residents, staff, volunteers, visitors, and other individuals providing services under a contractual arrangement.  The 
infection control policy/procedures are reviewed and updated as per state and federal guidelines.  Most recently to 
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include Emerging Infectious Disease and Pandemic Emergency Planning.  The director of nursing is responsible for 
enforcing these policies.

3.12: Facility/Community Based Risk Assessment:  - See Emergency/Disaster manual for most updated assessment 
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Bl.lilding Rehabilitation 
Rapair, Renovation, Modification, or 
Recan$Uilction 
Any bui!Qing, tindergc:>in_g ,repair, ren~on, 
rr.odification, orrec.onstruction c;e,mplfes with 
both Qf the· following: .. 
* Requirements of Chapter ·18'-and 19 
,. Requirements of the applicable Sections 43,3, 
43.4, 43;5, and 43:6 . 
t 8. 1..1' .4.3, 19.1.1.4 .. 3, 43 . .-1.2.1 
Change ·ot IJ$e or Change of Oecupancy 
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nonconf6rmitig boilding, tl:te common wa!J is a. 
fire b~rnet-l'laving at least a 2•hour fire 
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reqt,iired for·the acld.ijion. 
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. and are protected by approved self.;efosing fire. 
· dcors wrth at least .a 1'~1 /2..,.hour fire resistance 
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w :1;1·.4.1.s_, 43.1.1.3(43..-SJ 

Tllis STANDARD Is not melas evidenced by: 
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1. The fit--ebar:ne·r door between the 
penthouse·:ar-,d attic at th:e tcp·ofth.e stairs 
W$$ repaired to. ~If cl!:>se ~ ~h into its 
· frame. !'ht? cross-corridor J®ke bai'rl.er 
dc'or-at the er.trance to "th~ villii9~s~ units 
was repaired to be self~ing and lateh 
into its frame. The two--inch circular 
penetration thro.ug_h the fire bar~er wall 
ab()vethe cross ·comdor door atthe 
entrance·to "the villages" units., was 
sealed. 
2, · · An initial audit was completed by 
the directl:>r of maintenance ot desigriee to. 
rdentify fire barrier doors seif:--c!Q$ing ~nd 
latch into their frame-. An initial audit was 
com.pleted by the ditector of maintenance 
·tp enst,{re- Qther fire .ganier walls were 
p~r1y seal$:f. 
3. The Director of Mai.r.tenance w~ 
r&.-in serviced by the acrmini~rth~ . 

· regulation, to. ensPJre flf'e barrier doors are 
.self~sirig docii.s latch into thelrJr.ames 
and w~ ibservice on smoke bamer waits 
are prop~i'IY seafe~. 
4. · · The director of tnaintet1af!¢.e or 
d~stgnee $h~lr c1u(:li( ongQing, n:ionthlY for 
fire barrier doorsto ensure they ate self~ 
closing and-.latctt.into theidrame. nie 
d.it.ectot cflf J:'naime.nar:i~ or de$ignee shall 
a\Jciit QngQing, monthly :for fire barrier walls, 
to en~l;frtft,bey ~re properlys¢aled. 
5.. . Audtts.shclll ~ re'-iiew~d at the 
monthly ·QA mee~ng ar:!d cqmitmeqtc .. 
ensure CQ1J1Pllance. The Administrator shalf 
be responsible for the: implementation and 
evaluation.Ofthjs_con:ective aaioo. 

.. .("5} . 
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completed on 9i14f.20, fire barriers that 
separated distind construction types, ~re not. 
properly maintained. Issues inclQded fire barrier 
doors wo.uld not self-close and latch into their 
fi'arnes and ~ fire.. barrier wan was net complete 
from floor to ceiling/ roo_f dee!<, ~s not designed 
to have at reast'a two-hour fire.resistance rating, 
and was not designed to be resistant to smoke 
dee tb a penetration in the fire barrier. This 
affecteo two (fire bamer between the existing 
buildir.g q"nd the 2006 l;lddition and the fire 
barrier between the penthouse and the .attic ,, 
located above the Canal View unit) of four fire 
.barr.lers; 

The findings a~: 

1a. Observation. on the Canal View Unit on 
9/8/20 at 11 :05 AM revealed, the fire barrier 
door between the penthouse and the attic would 
not s~f-close and latch jrito its-frame, Further 
obs~rvatioh reve·atecf the. ;rttic-h.ad a wood floor 
and its roqf was constructed of a wood deck w~ 
steel panel covering. During the observation th~ 
Director of Housek~ping/laundry stated, he 
was not aware the daorwas not self-dosing and 
latching into its frame. Review·df documentation 
on fil~ with th~ New Yqrk State Department of 
Health tev~led the attic concealed space was. 
separated from the residt:int units by (a five 
eighths inch gypsum board} one bour fire rated 
celling. 

b. Op~ioi:l on 9/8/20 at 11 :3& AM revealed 
two eros$ corridor fire barrier doors were
installed in. the coniclorthat separated .the 
existing buildtn9 and the .2006 addition. Further 
ob~rvation revealed the eross.;corridor fire 
b~rier door located closest to the employee 
locker room would_ notself.:close and latch into 
its frame. During U,e obse~ion th~ Dire(:tor of 
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Housek~epingJLauncry stated, he was not 
aware the: doer wa, not self-cl0$il'g and l~chirig 
into its-frame. Review of the facility floorplan at 
the time of the observation revealed the- door 
wc;1s a fire barrier door; 

During an ir.tervi~ cm a110/20 ~t 12'.03 PM the 
Administrator stated; the fire barrier doors were 
checked during the smoke barrier wall 
inspeci.icns and the last inspection was 
conducteQ Qr:(9/1/20. 

Review of the smoke barrier wall· inspection form 
·dated 9/11'20 revealed itconfainea.no 
documentation that the, fire barrier doors tiad · 
been inspected. · 

2. Observation above the. corridor ceiling tile an 
the Villages side of the corridor fire barrier wall 

-between the existing building and the 2006 
addition oti 9/10/20 at. 9:37 AM revealed a two 
inch circular penetration through fhe-fire bamer 
wall above the fire. barrit:,r_doors by the Villages 
dining room; Durjr1g the qpservation. the Directer 
of Housekeep.ingi1..aundry ~tated, the 
penetration needed to be sealed. 
Review of the facility floor plan at the time- at the 
obse~ticm reveal~ tfils was a fire bam~er wait 

During an interview on 9/10/20 at 12:03. PM the 
Administrator stated, the fire ba(Tier walis were 
inspected during the monthly smoke barrier 
wall~ inspections and the iasf inspectfon was 
conducted oo 9/1120 •. No WO{k had been-done 
on the fire barrier ~u between the existing 
buikiing andthe 20013 addition. 

Review of the .smoke barrier wall il'lspeciion fom, 
dated 9(1/20 revealed the smoke/fire barrier wall 
between the existing building and the 2006 
addition had 1:i~n· irlspected on·sn.120. 
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NFPA 101 Egress Doors 1<222 1. A delayed egress sign indicating; 10/13./2020 

Egress. Door.s 
Doors in a required means of egress shall no~ be 
equipped with a latch ora lock thafrequires the 
use of -a tool or key from the egtess . .side unless 
using one ofthe following special IQq<ing 
arrangements: . . . 
CLINICAL 'NEEDS OR SECURITY THREAT 
LOCKING 
Wh,ere spec/al locK.ing arrangements forthe 
clinical secl.lrity' needs, of the patient "i:ii'e .used, 
only one locking device shall be peimitted on 
each door and provisions shall be- made for the 
rapid removal of'o6cupants by: remote control of 
lock.$; -keying of au locks or keys eanied by staff · 
at all times; or.other such reliable means. 
available to the staff ataii times. 
t 8.2.2.2'.5~ 1, · 1-a.2.2.2.6;, 1 si2.2.2.s.1, 1 ~.2.2.2,6 
SPECIAL NEEDS LOCKING ARRANGEMENTS · 
Wh.ere speciat locking arrangements for the 
safety needs ,Qf the patient are used; an of the 
Clinical or Security Lo¢king requirements are 
being met In adqitiOn-, #,~ locks must be 
electricaUocks that fail safely so as to release 
upon loss of power to the-device; the building is 
protected by a supervfsed automatic sprinkler 
system aodtbe locked space is protected b.y a 
coniplet~ smoke detectic:m system (or is 
constantly monitored at ar. .attencfed IQ.Cation 
within the locked space); and both-,the sprinkler 
and detection systems are arranged td unloc::k 
the_ doors Upon ~ctivation. • 
18:2.2.2.5.2, 19.2.2.2.5:2, TIA 12-4 
DEl.A YEO-EGRESS (.QCKING 
ARRANGEMENTS 

FORM CM8"2567(02-9~) Pte~usVerslons Obsaw,· EwntlD: 76YJ21 

"t=>ush until aJann sounds door can. be 
opened. In 15 seconds," was placed- on the 
exlt door' on Canal hall by resident rocm 
#'36, A. deiay~ egress sign indicating; 
"Push until afarm sounds do.or can be 
opened.in 15 seconds," was placed on tf.e, 
exit doer on Canal hall by resident room 
#22. A delayed egress sigr. indicating; 
"Push uf.ltil alqrm 11ounds door can: be 
opened in 15 seconds,~' w~ placed on the 

· exlt door 01t:garde.n hall by resident room 
#7. 
2. An ·initial audit was completed by
the director ofrriairitenance ordesignee to 
ensure all dQ()rs Witn·delayed egress locks 
werec checked ~n(l have $ignage indicating . 
instructiQns on the length of time t,eedeq to 
push on-the door for the door to release 
safely. 
3c · The Direc:tor of Maintenance was 
re-i11 :sei'v.iced by the adminis.trator on the 
regulation to ensure all dPO~ with delayed 
egress-locks have signage indicating · 
instructions on the !engtti of time needed to · 
push on 'the door for the door to release 
safely. 
4. The direqor of maintenance or 
designl38 shall audit ongoing, monthly, to 
ensure dO(lrs With-egress locks have 
insfructfons on· the length of time needed to 
push ori the door for the door to release 

. $3fe(Y, ' 
5. · Audits ~II be reviewed at the 
tnorithly QA m~ng and eonijnned_ to 
ensure compliance. The Adminitstrator shall 

Facility ID: 071 S 
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Approved, listed delayed~ress locking 
systems installed Irr -accordance with 7.2.1 .EU 
shall be; permitted on door assemblies serving 
low ai'!d ordinary hazard contents ,n buildings 
protected throughout cy an apprt>ved, 
super-vised automatic fire detection system or an 
approved, supervised automatic sprinkler · 
system. 
18.2.2.2.4; 1°_9.2.2..2.4 
ACCESS-COr-,n:ROLLED EGRESS LOCKING 
ARRANGEMENTS 
Access-Controlled Egress Door assembttes 
fnstalled in accordance.with 7.2.L6.2 shall be 
permitted. 
18.2.~.2.4, 19,l:2.2.4 . . 
ELEVATOR LOBBY EXJTACCESS LOCKING 
ARRANG.EME:NTS· . . . . 
Elevator lobby exitaccess door locking in 
accordance with 7.2. t .. 6 .3 shall be: permitted on 
door cis~blies in buildings protected 
throughoutby an ;apprpved, supervised · 
automatic fire detection system i31id ~n · 
approved, supervised autcmatic sprinkler 
system. 
18.2.2.2.4, 19.2.2.2A 

This STANDARD is. hot met ~s evidenced. by:: 

Based op observation and interview during the 
Life Safety Code survey completed on 9/1.4/20, 
do¢rs equipped with delayed egress locks were 
not properly rn:aintained. Issues inciuded doors 
equipped with delayed egreS$ looks lacked 
.s)gnage with instruction expfaining how the_ 
doors could be opened in an emergency. This 
affected three (Canal View, Garden View and 
Orchard View units) cf five resident units, 

The findings. are: 

1 a. Observatior: on the Canal View unit on 
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~h Of.20 at 10:_54 AM revealed: the exit door 
loeated near Resident Room #36 w~ equipped 
with a delayed egress lock. The doqr was not 
labeled with instructions stating "Push until 
alarm sounds door can be, opened in 15 
$8Conds." During the observation, the Director of 
Housekeepir,g/Laundfy stated the door was 
equipped with a delayed egress: lock .and he was 
not sure why the door did not have a· sign on it . 

. b. Ob$ervation on the Canal View unit on 
9/1.0120 at: 11 : 19 AM revealed the exit door 
located near Resident Roon, #22 was equipped 
with .a delayed egress loci<. The door was n!Jt 
labeled with instructions stating "Push_ until 
alann sounds door can be opened irt 15 
secQnds." 

C~ Observation qn. the Garden Vie$ unit on 
9/1 Or2..0 at 11:27 AM revealed the exit d'Oor 
located near Resident Room #7 was equipped 

. with a delayed egress lock The door was not 
labeled with ·instructions. stating "Push until 
atarm·sounds doo( _can be opei,eo in t5 
seconds."· 

During an-interview•on 9/10/20 at 12:52 PM the 
.Administrator stated, the facility had no , 
documentation fo~ the inspection and testing of 
doors equ1pp~ with· delayed egr~ ·1t)cks. . 

1 d NYCRR 415.29(a){2), 711.2(a)(1 J 
2012 NFPA 101: 19,2.t :2.4{1)(2), 19.2.22.5, 
t9.2.2.2.s .• 1.2.1:s ,1, 1.2.1.e.1.1(4-l 
NFPA 101 Stairways and Smokeprcqf 
Enclosures 

Stairways and Smokeproof Enclosures. 
Stai,way.s a.net Smokeproof enclosures used as 
exits are in accordance with 7.2. 
18.2.2.3, 18.2.2.4, 19.2.i.3, 19.2.24, 7.2 

Event 10: 7&Y J21 

K2:2.5 1. The door leading to tt,e basenient 10/13/2020 
from the therapy gym ~ repaired fo be 
self-closing and latch-into its frame; 
2. _Ar. initial audit was completed by 
~ Dt,:ector of.maintenance or designee. to 
ensure stairway door.s were seJf-closing· 
and latch into their frame. 

Fac:ilf!y" ID:. 0716 
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Continued From page 6 

This STANDARD is not met as evidenced by: 

Based on observation and.interview during the. 
Life Safety Code survey completed on 9114/2.0, 
a $irway, that w.as used as an exit, was not 
prt>perly maintained. Issues included; a stairway 
door that did not self...close and latch into its door 
frame. This affected one ofone Basement and 
one of one attache.d Tnerapy rooms, 

The finding is: 

Observation irrthe·Basementon 9i9/20 at 10:13 
AM revealed the Basement stairway exit door 
would not self--close and latch into its door 
frame. Further ·obseM!tiori reveal.ad the door 
was hurtg~p en the doer's frame resulting in a 
one-half inch gap between the door and its door 
m;une. Continued observation revealed tfie 
Basement stairway exit-door separated the 
-B3$!ament from the Therapy room located on the 
ground-floor.· The stairway croor terms part of the 
compartme.r,t that separates the buildin·g's 
transfer·swltch equipment (for the building's 
eme~ncy generator) from the Therapy room. 
During the observation the Director of 
Ho.usekeeping/laundry stated he was notaware 
the. door was not self-closing. 

During an interview on 9/10/20 at 12:51 PM the 
Administrator stated, the facility did · not have any 
dQcurnentation forthe inspection and testing or 
thE!. aasement stairway-door, 

10 NYCRR 415.29(a}(2), 711 :2(a)(1) 
-2012 NFPA 101: 7.11'7.1.3 . .2:.1(1), 19.2.2,3, 7.2, 
r.2.2, 1.2j .. 1 . 
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PREFIX 

TAG 
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STREETAOORESS. ctrY, STATE, ZIP CODE 

14012 ROUTE 31. 
ALa10N. NY 1"'411 

PRO\ilOER'.S PLAN OF CORRECTION 
(EACH CORRECTIVE::ACTION SHOUlO.BE 

CROS.S-REFERENCED TO THE APFROPRIA TE 
. OEFIC!ENCY): 

3·. The Director of Maintenance was 
te ih serviced by the administrator the 
regulation to ensure stairway (ioors are 
self-c!Osing doo.rs latch ihtotheirfrc1mes: 
4. The Director of Maintenance or 
clesignee shall audit; ongoing,, monthly for 
stairway dcors to be self-closing and latch 
iAfo their frame. 
5. Audits shall b~ reviewed at the 
monthly QA and confirmed to ensure 
compliance. Toe Administrator.shall b~ 
responsible for the implementation and 
evaluation ofthiscorrective action. 

I 
. (X/l) . 

COMPLETE 
DATE 

Ki93 
SS=E 

NFPA 101 Exit Signage. K 293: 1. Exit sign on autumn vrew north by 10/1312020 

Exit Slgnage 
the employee locker room was repa1red to 
illuminate. The exit sign in the therapy 

FORM. CMS-2~87(02-99) Prev!oua ve,siona Obsolete Eve~ iO:. 76YJ21 Facility 10; 0718 If continl.14tion sheet Paga. 7 of 35 
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Continued From page 7 
2012 EXISTING 
Exit and directional signs are displayed in 
accordance w.ith 7.10 with contim.:ous 
illumination also served by the emergency 
lighting system, 
19:2.10.1 
(Indicate NIA in cme-story existing occupam:;i~ 
with fess than 30 occupants where the lir.e of 
exit travel ls obvious.) 

This STANDARD ls. not met as evidenced by: 

Based on observations; interview and r~ord 
review during the Life Safety Code survey 

· completed on 9/14/20, exit. signs were not 
properly maintained. Issues included; exit signs 
were not illuminated. This affected one (Autumn 
View North) offivEi resident units, one of one 
therapy room and one of one mechanical rooms. 

The findings· are: 

1 a, Observation on the Autumn View. North Unit 
on 9/8/20 at 9:56 AM revealed the exit sign · 
installed from the ceiling bythe employee locker 
room was not illuminated. During the, 
observation the Directorof · 
Housekeeping/Laundry stated, he was ncit 
aware the eliCit sign· Was r.ot illuminated. 

b. Observation in the ·existing building's Therapy 
room on 9/8/20 at 10:06 AM revealed the exit 
sign located above the exit door near the 
basemeritwas not muminated. Ouririg the 
observation the Director of 
H9usekeeping/La1.1ndrystated, he was r.otsure 
how the Jong the exrt sign had n.ot been 
illuminated. 

c. Qbseniation in the existing building's 
mechanical room lo~t~d near the employee 
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CROSS.REFERENCED TO THE APPROPRIATE 
DEFlCrENCY) 

room by the. basement door was repaired 
to illuminate. The exit sign in the 
mechanical room was repaired to 
illuminate. 
2. · An initial audit was completed by 
the Director of maintenance or designee to 
ensure all exit signs were properly 
illuminated. 
3. The director of maintenance was 
re in serviced by the administrator 011 the 
regulation to ensure exit signs are properly 
illuminated. 
4. The Director of Maintenance or 
designee shall audit, ongoing, monthly to 
ensure exit sign$ are properly illuminated. 
5. Audits shall be reviewed at the 
mcnthly QA meetil"!g and confirmed to 
.ensure ccmpliance. The Administrator shall 

· be responsible for the lmpfemeniatlon and 
evaluation of this-corrective action, 

(XS) 
COMPLETE .. DATE 
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K293 Continued From page.a K293 

K321 
SS=E 

locker room on 9/8120 c!l 11 :40 AM revealed the 
exit sign located above the mechanical roc:,m's 
exit door, to. the exterior of the building, was not 
illuminated. During the observation the. Director 
of Hou$ekeeping/laundty stated, he was not 
aware the exit light was not illuminated. 

During an interview on 9/10/20 at 12:05 PM the 
Administrator stated, exit signs were checked 
during the monthly exit door audit and the last 
atidit was on 9/t/20. 

Review of the monthly exitdoor auditdated 
9/1l20 revealed it contained no doet.nieritation' 
that exit signs had been .checked as part of the 
audit 

10 NYCRR 4t5.29(a}(i), 71t.2(a)(1} 
2012NFPA 101: 19;2.1.0.1, 7.10, 7.10.5, 
7 .10.5.1 . . 
NFPA 101 Hazardous.Areas - Enclosure 

Hazardous Areas - Enclosure 
H~ardous areas are protected by a fire barrier 
having 1-hour fire resistance rating (with 3/4 
hour fire rated doors) or an automatic fire 
extinguishing system in.accordance with 8.7.1 or 
1_9.3.5.9. When the approve¢ automatic fire 
extinglfishing system option is 1,1sed, tbe ~reE1$ 
shall: be separated from at.her spaces by smoke 
resisting partitions and doors in accordance with 
SA. Doors ,hall be self-closing or automatic
closing am;t perrnitteQ to have nonrated er field-' 
·applieq protectiVe plates ~atdc:, no:t exceed 48 
inches from the bottom of the door. 
Describe. the: floor and zone l~ions of 
hazardous areas that are deficient in 
REMARKS. 
H]:3.2.1, 19.3.5.9 

Area 

FORM CMS-~(02~99) P~ Versions 0.bsolete Even( ID: 76YJ21 

K321 1. The c!ean utility room d<:lor on 
• canal haU was repaired to be self~osing 
and' latch into its ·.frame. The clean utHity 
room doot on garden hall was repaired to 
be self-closing. and latch into ifs frame. The 

• ~ervice corridor dpor to the (:fry goods 
. storage was repaired to be ~elf~losing and 
latch irito its frame. The·brief storage room 
door was un-wedged. 
2; Ariinitfal audit was completed by 
·tt,e Director of mairrtenance·ot de$ignee to 
ensure hazardods area doc:,r, selfclose 
and latch· into their frame• ahd are not 
obstructe<ffrom ciOSing. · · 
3. The Directorof Maintenance was 
re in serviced .by the•administratorttie 
reg_ulation to ensure hazardous area doors 
self close r:u,d latch in~ Uieir frame and are 
not obstructed from closing:. 
4., The Director of M~intenance or 
designee shall audit, ongol.ng, monthly to 

10/1312020 

•Facility ID: 0716 
If conlllll!Stion sheet P'age 9 of 35 
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Continued From page 9 
Automatic Sprinkler Separation 

NIA 
a. Boiler and Fuel--Fired Heater Rooms 
b: Laundries (:arger than 1 00 ·square feet) 
c, Repair; Maintenance, and Paint Shops 
d. Soiled L.inEtn RQoms :(eXGeeding 64 gallons) 
e. Trash Colle:ctlon Rooms · 
(exceeding 64 gallons) 
f: Combustible Storage Ffooms/Spaces 
(over 50 square feet) 
g. Laboratories (ifclassifled as Severe 
Hazard~ see K~22) 

This.STANDARD is not met as evid~nced by: 

.Based on observation and interview during the 
Life~ $afety Code isl.lrvey completed on 9/1.4/20, 
hazardous area doors were riot. prop~rty 
maintained'. Issue induded hazatdoUs are doors 
did. not seif-dose and· latch into theit frames and 
a hazardous area door was, held open and 
obstri:Icted ft:om closing by .devices that were not 
· ,3rrang~ ~ automat:cally close the door upon 
a~ivation of.the r~uired manual fire alam, 
system, local smoke detectors, autom~ic 
sprinkler system, and loss of power. This 
at'fected two (Canal View .and Garden View) of 
five resident. units and one of cine service 
corrido.r. 

The findings are: 

1a. Observation on the Canal View Unit on 
9/81'.20 at 10:47 AM reveal.ad the corridor door of 
the cl.ean utilfty rc,c:>m would not self-()lose and 
latcMnta its frame·. Further observation revealed 
the door's iatch was co~rec! with pie~s of dear 
tape causi'11g the dCJ0r's latch to be h.eld )nside 
the door and the ·1atch catch in the door's frame 
had ~n filJed with, paper towels; Continued 
observation revealed the toom was greater than 

FORM CMS,25Q7(02-99} PreviciuaVensions O~lete EY!!ntl•: 76'!' J2 1 
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ensure t:azart:tous area doors .self clo~ 
and latch into their frame and are nof 
obstructed from closing. 
5; Audits shall be reviewed at the 
monthly QA meetir1g and.confirmed to 
ensure compliance. ThEl Administrator shall 
be responsible. for the impt,mentatfqri and 
evaluation of this correctlve action. 
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K 321 Continued i=rorn page 1 d I< 321 
50 square feet in size and was being used to 
store a six foot tall by four foot long by two foot 
wide clean linen cart full of blankets, gowns, 
towels, face cloths and bed pads and a five foot 
tali by three foot long by two foot wide rack 
containing, boxes, of various medical ,supplies 
including butno limited tq bubble humidifiers, 
oxygen tubing; oxygen masks, nasal cannulas 
and nebtilizer kits, During the observation the 
Director of Housekeeping/Laundry stated, staff 
knew not to tape door latches or to put paper 
towels into the latch catciie.s. 

b. Observation on the.Garden View Unit 9/8/20 
at 11 :24 AM revealed the corridor door of the 
clean utmty room would not sel.f'-Close and latch 
into its frame •. Further observation reve~led the 
door'$latch was covered with pieces of cfeo:lr 
tape ca1,1sing the door's latch to be held inside 
the door and the latch catch in the door's frame 
had been filled with paper towels. Continued 
observation revealedthe roomwc\lS greater than 
50 square feet in size and was ·being used to 
store boxes·ofdisposable priefs, Viriylgloves, a 
refrig!:lrator, -a mechanical lift.and two trash 
receptacles. 

c. Observation on the service corridor on 9/8/20 
at H:51 AM re.vealed the (30nidot door of the dry 
goads stc~ge/tQading clock room wpuld not self~ 
cloSe and ratc:h into its frame; Further 
observation revealed the door was missing its 
latching_mechanism. Continued observation 
revealed the room was greater than 50 square 
feet is size and contained over 100 C;Jn$ of 
vegetables, fruit, and pudding, 17 boxes of tea, 
nine boJ<eS of cake mix, five cases of cereal and 
three cases of potato chips. During the 

l observation the Director of 
. Housekeeping/laundry stated, he was not I aware the door's latch was rnissing . 

. FORM CMS-2567(02'-99) PravlQUS Y=rsions 01:isol~ EventlO: 76YJ21. faclllty 10: 07'!lS 
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Continued From page 1t 

2a. Obseivation on the .service corridor on 
9/8120 at 1 0:22 AM revealed the door to the brief 
storage room Was eqtJipped with a seff~closing 
device. This door was being t,eld in a fully open 
position py two cardbqard boxes, that contained 
disposable briefs, that were wedged up against 
the dcor, · holding the door in a fully opened 
position. Further observation revealed there 
were no staff working in the rpom. Continued 
o.bservation revealed the room was greater than 
50 $q0are feet in size and cdntc!ined over s.o 
cases of cfispcsable briefs. During. the 
observation; the Director of 
Housekeeping/Laundry stated this·was ·the .brief 
.storage room. 

b. Observation on the service· corridor on 
9/10120 at8:40 AM reVEialed the door to the brief 
storage, room was equipped with a self-closing 
device and the door- was being held in a fully 
open pqsition by two ¢:irdbOafd Ccl$8S . , 
~ntainin:g vinyl gioves and a five-fooHall by 
three-foot-long by two-foot-:-wfde cart full of 
packages ofdispcsabie briefs that were wedged 
against the door, hoidir.g the. door in a fully 
opened position. Furthefobservationrevealed 
there we~ no staffwoiicing·in.theroom. 
Continued observation revealed the room was 
greater than 50 square feet inslze and 
contained over 50 cases of disposable briefs. 

During an interview on 9/10120 12:07·PMthe 
Administrator stated, the f.acility had no 
<:locumentation for the inspecting and testing of 
hazardous area doors. 

1 o· NYCRR 415.29(a)(2),711.2.(a)(1) 
2012 NFPA101: 19.2.2.2.7, 7.2.1.8.2, t9 .. 3.2.1 
NFPA 101 Sprin!d~r$ystem-Maintenanceand 
Te$tirig 
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Sprinkler System - Maintenance and Testing 
Automatic sprinkler and standpipe systems are 
inspected, ·tested, and maintained in accorcian~ 
with NFPA 25, Standard for the Inspection, 
Testing, and Maintaining of Water-based Fite 
Prctectiol'I Systems: Records of system design, 
maintenance, inspection and testing are 
maintained in a secure location and readily 
available. 
a) Date sprihkler system las.t checked 

b) 'Mio provided system te$.t 

c} Water system supply source 

Provide in REMARKS information on coverage 
for any. r:ion-r~quired or partial automatic 
-sprinkler system. 
9.7 .. 5, 9.7.7,. 9.7.8, and NFPA 25 

This STANDARD is not met as evidenced by: 

Based qn observation, Interview arid record 
review during the Life Sare.ty Code ~wvey 
completed on 9/14120, The autom~tic sprir:kler 
system was not properly maintained. Issues 
included tlie fac:lity dJd not maintain a spare 
$Upply of spril'lkler heads that represent all types 
of sprinkler h~ads in$1led in the facilify, the. 
facility did not ha_ve the proper dqcumentation 
for the types of spriri kier heads fnstalleq in the 
facility and sprinkler heads were coated with 
debri~ .. This affected one of or.e supply of spare 
spnnklef heads, one (Autumn VieN North Unit) 
of five resident units and ol'!e of one kitchen. 

The findings are: 

1.a. Observations on 9/8/20 between 9:22 AM 
and 11 :40 AM revealed side-wan sprinkler heads 
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sprinkler heads. A list of. sprinkler heads 
~s posted in the ~pare.sprinkfer room or 
at· the ·sprinkler head riser. The sprinkler 
head in the. tub room en Autumn Vif!J.W 
North hall was cfeared of one-quarter inch 
~hick layer of white debris. The sprinkler 
head in the t:orridor on auturrtn view north 
hall by resident rciorn #22S was cleared of 
one-quarter Inch thick layer of white ciebris. 
The sprinkler head in the kitcilen near the 
tray line was cieared of one-quart-er ihct: 
thick. ta_yer .of black debris. 
2. An initial audit was completed by 
the Director qf rriaintenanc:;e arid vendor 
services to ensure the facility had spare 
sprinkler heads for each type of sprinkle_r 
head instalred in the building. An audit cif 
·~II $Prir'lkler h~s installed: to ensure they 

· were npt covered with debris. 
3. The Directqr of Maint_enance was 
re in serviced by the administr.ator the 
regulation to enSt1re a list of sprinkler 

. heads are posted in the spare sprinkler 
room or cit the spririkler· hea<f riser. the 
director of maintenance was re inservice· 
on the regulation to ensl.l~ spare sprinkler 
heads are available, for sprink:er heads 
installed in the building. the director of 
mainter,ance was re inservice. on the 
tegulation to ~nsti:re sprinkrer heads were 
free fr-om d¢bris, 
4. · The Director of maintenance shall 
audit quaderty, with vendor~. to 
ensure a list of sprinkler heads is posted i.n 
th~ spare sprinkler room or at the sprinkier 
'1t:1ad riser. The Oirectot.of maintenance 
shall auciit quarterly, witfl ve~r services, 

. to ensure spare sprinkler neads are: 
available for each type of sprinkler heaci in 

· the building. The Director of maintenance 
. sh_all audit quarterty, with vendor services, 
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K353 Continued From page 13 K 353 
were installed in the Adl'Tlinistration offices, 
Administrative corridor, Activities room, Therapy 
room, employee ltcker room and employee 
break room. 

Observation iii the Basement on S/8/20 at 10:1-6. 
AM revea!ec;i the facility's supply of spare 
spnnkler heads di<;! notcontairi ar,y sidewall 
style sprinkler heads. Further~ation 
revealed there was r:o 11st of the.types of 
sprinkler heads installed in the facility posted in 
the spare. sprinkler cabinets. or at the sprinkler 
system riser. During the observation- the Director 
of Housekeer,irig/Laundry stated hewc;1s not 
aware of any other spare sprinklt;!r heads in the 
building or a list .ofinstalled sprinkler heads. 

Review Qfwet fire sprinkfet system inspection 
reports dated Z,14/20 ~11id 9/5/19 revealed the 
following was written in thedeficiency·sur:nmary 
of the reports "Na list of installed .sprinkler _heads 
at riser." 

2a •. Observation ~on the. Autumn Vie-ii North Unit: 
on 9/8/20 at 9:34 AM ~veal~ two pendent style 
sprinkler ·heads in the tub room -were. covered 
with a one-quarter inch thick layer of wt,ite 
colored debris. During 'the-observation the 
Director of Housekeeping/Laundry stated the 
spdnkler ht:iac;1$ nef;ided to be cleaned. 

b. Observation on the Autumn View North Unit 
on 9/8120 at 9:35 AM revealed one pendent stvle 
spl'iiikler head iocated in the corridor near 
Resid~t Room #225 was co\iered with a one
·quarter inc;h thick !ayer of white ~0'1009d debris. 

-c. ObseNation in the Kitchen on 9/'3120 at 9:47 
AM revealed: two pendent style sprhikler h~ads 
located near the tray Ii.he, were covered' with a 
one-quarter- inch thick layer of black colored 
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to ensure sj:)tinklerheads are not covered· 
with debrf$. 
5. Audits shall be reviewed at the 
QA meeting and confirmed to· em.sure 
compliance. The Administrator shall be 
responsible for the imprementation.and 
evaluation of this corrective action. 
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debris. 

Dur'inij an interview wit!J_ th~ Administrator on 
9/10/20 the Administrator stated the facility nad 
nc documentaf:on for the. cleaning of spr.nkfer 
heads. or a list of sprinkler heads installed In the, 
building. . 

10 NYCRR 4.15,29{a)(2), 711.2(a}(1) . 
2012 Ni=PA 101: 9.7.1, 9 .. 7.1 .1(1), 9.7.5, 9,7 .6; 
.9.7.7 
2010 NFPA 13: 6.2.9.7, 6.2.9;7.1 
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2011 NFPA25: 5.2.1.1.2(5), 5.2.1.4, 5.4.1.4.1 
NFPA 101 Portab_le fire Extinguishe·rs K 355 1. The extinguisherlocated In the 1a/1412020 

.Portable Fire Extingulshers 
Portable fire extinguishers are·selected, 
installed, ihsp'ected, and maintained in 
accordance with NFPA 10, Standard for 
Portable Fire Extinguishers. · 
18.3/5.12. 19.3.5.1'2, NFPA 10 

This STANDARD ;s not irlet as evidenced by: 

Based on observation, interview and record 
review during the life Safety Code Based oh 
observation, interview and record review during 
the Life. Safety Code survey completed on 
9/14120, portable fire extinguishers were not 
, prop~rly m.;Jintain.ed. Issues in.eluded portable 
fire- extinguishers were stored on ijle floor or 
were obstructed from immediate use. This 
affected. one of one laundry room. one of one 
brief storage room and one (Canat View) of five 
resident units. 

The findings are: 

1. Observation in the Activities rcom on 9/8120 at 
10:02 AM revealed a Class K fire extingUisher 
we$ stored on ·the fl<icir between the oven and 

FORM CMS-26,67(02-99) Prev[ol.lS Versions Obsalele_ EYent ro: 7-GY J:!1 

activity room was hung from a wall 
m¢unted b~et The extinguisher located 
in the laµndry l'.Q()tn was unobstructed. The 
extinguisher roca_ted in the brief room was 

. unobstructed, The extinguisher cin canal 
hall by resldent room #18 was 
unobwucted. 
2.. An initial audit was completed by 

· tfle director o.f mainwiJance or ~esfgnee to 
identify all extinguishers remained free 
from obstruction, hung from a wa!I 
nio.unted bracket or stored inside. a fire 
exting~isher oabinet. 
;3. The. Diret:tor of Maintenance was 
re. in serviced by the admini:strat~r on the 
regulatio.n to ensure all fire extinguishers 
were hung from a·wall mounted bracket or 
stored inside a fire extinguisher cabinet. 
The maintenance director was in serviced 
to ~ns1.1r1:f fire extJriguishers ~lned free 
from ot:>$tructions 
4. The Director of Maintenance shall 
audit, ongoing, monthly to ensure used 
extinguishers are un(?bstructed and hung 
from a wall mounted bracket or !Stored 

· inside a tire extinguisher cabinet 
5. .Audits shall. be reviewea at the 

Fa.dilly 10: 0716 
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K355 Continued From pa~e 15 K 355 
the refrigerator, instead of being hung from a 
wail mounted bracket or stored inside a fire 
extinguisher cabinet. During the observation, the 
Director of Housekeeping/Laundry stated he 
was not sure why the fire extinguisher was 
stored on the floor: 

Review afa. fire extinguisher Inspection list 
dated 8/2020 revealed no lssueswifh the Class 

. K fire extinguisher located in the Activities room. 

During an interview on 9/10/20 at 12;53 PM the 
Administrator stated, fire extinguishers were 
inspected monthly and the most recent 
inspection was conducted during August 2020. 

2a. Observatlori ir:i Laundry roqm on 9/8/20 at 
10:34 AM revealed a ftve-foot"tall by three-foot.
wide pedestal style fan; a three-root-tall by 
three-feot-long by two-foot'-Wide laundry cart and 
a trash r:eceptacle were obstructing the Class 
A8C fire .exth,g.uisher in the washirig. machine 
room. During the observation th~ Director-Qt 
Housekeeping/Laundry stated, the fire 
extinguisher should not have been blocked. 

b. Observation on the service corridor on 
9/1 o~o at 8:40 AM revealed a fiv.e:.fooMall b.y 
three-fc>ot-k:lng by two-:foot;..Wide cart. full .of 
clisposable briefs was cbstructing the Class ABC 
fire.extinguisher located in the briefstorage 
room. 

C; Qbsemtion en the Orchard View Un it on 
9/9/20 at 9:19AM revealed an over bedtable 
w~ obstructing, the fire extinguisher and storage 
cabinetnear Resident Room #18. 

During an ir,terview oo 9/10/20 at 12:53 PM the 
Administrator stated, fire extinguishers wer!:l 
inspected monthly and the most .recent 
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QA meeting and confirmed to ensure 
compliance. The Administrator shall be 
responsible for the implementation and 
evaluation of this corrective action, 
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inspection was cond"uded during August 2020. 

Review of a fire extinguishednspection list 
dated 812020 revealed no issues with the 
building's portable. fire extinguishers; 

10 NYCRR 41-5.2S(a)(7), 711.2(::1)(1) 
2012 NFPA 101: 1~.3.5.12, 9;T4.1 
2010 NFPA10: 6.1.3.3, 6.1.3.3.1, 
6.1.3.4(1)(2)(3}{4) 
NFPA101 C~midor- Doors K363 

Corridor - Doors 
Doors, protecting corridor openings in other than 
required enclosures of vertlcal openings, exfts, 
or t,~rdous areas resist the passage of smoke 
a·nd are made of1 3/4 inch solid-bonded core 
wood or other. material capable of resisting fire 
for at least 20 minutes. Doors in fully sprinklered 
smoke compartments are only required fo resist 
the passage c:ifsmoke. Corridor doors and doors 
to room~ containingflamrnable,or combustible, 
materials have positive latc;hing hardware. Roller 
latches are prohibited by CMS regulation. These 
requirements do not apply t0, auxiliary spaces 
that do not contain flammable or combustible 
material. 
Clearance between bottom of door and floor 
c;overing is not. ex~eeding 1 inch; .Powered clooq; 
complying with 7,2.<\.9 are permissible if 
provided with a device capable of keeping the 
door dosed when a force of 5 lbf is applied. 
There is t?o impediment to the closing of the 
doors. Hold open devices that !'¢lease when the 
door is pushed or puRed are permitted. Nonrated 
protective plates of unlimited height:are 
permitted. Dutch doors meeting· 1S.3.6.3.6 are 
pennitted. Door frames s_hall be labeled and 
made of steel or other materials in compliance 
with &.J, unless the $1Tlpke compar:trnent is 
sprinklered. Fixed fire window assemblies are 

1. The penetration through the. 10/13/2020 
eprridor door, near the door handle to 
Residentroom #217was sealed. The 
penetration through the orchard half 
medication room door, near the door 
handle was sealed. The p.enetration 
through the dietary office door, near the 
door handle, to .the kitchen, was sealed. 
The corrlqor door on autumn view north 
hall· to the employee locker room was 
repaired to latch into its fr.!lme, The corridor 
door to the communication room on the 
administrative hallway was repaired to 
latch into its frame. 
2. Arr initial audit was ,completed: by 
the director of maintenance or designee to 
ensure corridor doors were seale<l; able to 
resist the passage of smoke. An initial 
audit wss completed by the director of 
maintenance, or designee to ensure 
cortic!or doors latch into their frame .. 
3. The director ofmaintenanee was 
re in serviced by the administrator. on the 
regulation of ensuring corridor doors were 
sealed, able to resist the passage of 
smoke and ensure they latch into their 
frame. 
4. The DirectQr of Maintenance shall 
audit, ongoing, monthly for corridor doors 
to be sealed, able to resist the passage of 
smoke and ensure theytatch Into their 
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ail~ per 8;3. In sprinklered compartments 
there ate no restrictions in area or fire resistance 
of glass or frames in window assemblies. 

'19 .3 .6.3, 42 CFR Parts 403, 4t8, 460, 482, 483, 
and 485 
Shqw in REMARKS details, of c;lcQrs such as fire 
protection ratings, automatics closing devices, 
etc; 

This STANDARD is not met as evidenced by: 

Basec! on observation, interview ~nd record 
review during the Life Safety Code survey 
completed on 9/14120-, corridor doors were not 
properly maintained. Issues included, conidor 
doors wer:e not designed to resist the pa$$age of 
smoke,and could not be latched into their ~oar 
frames. This affected two (Autumn View North 
and Orchard View Units) of five resident units; 
one of one ,dietary office connected to th,e 
kitchen and one of one-Administrative Wing. 

Toe findings are: 

1a, Observation on the Autumn View North Unit 
on 9/8120 at 9:34 AM revealed a one-inch tong 
by or.e,-quarter-inch wide perpetration through 
the corridor door of Resident Room #217, 
Furtherobservation reveared the penetration 
was located above the door's handle. During the 
observation the Director of 
Housekeeping/Laundry stated he was not aware, 
of the hole through the door. ' 

b. Observation ()rt the Orchard View Unit on 
9/8/20 at 11;21 AM revealed a one--quarter in 
circular perpetra~on through the corridor door of 
the Medication Ster.age room. Further 
observation revealed the penetration was 
located above the door's hariqle. During tt!e 

FORM CM5"2567(02·99) Previous Ver>licln,i Obgolete event ID: 76YJ21 

i 

frame. 
5, Audits shall be reviewed at the 
OA, meeting and confirmed to ensure 
compliance. The Administrator shall be 
responsible for the implementation and 
evaluation of this corrective action. 
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observation the Director of 
Housekeeping/Laundry stated he was not aware 
of the hole thro~gh the door. 

c. Observation in the corridor between the 
Kitchen and the Activities room on 9/8/20 at 

1 1'1:46 AM revealed a one.:quarter inch circuiar 

I penetration through the corridor d.oor.ofthe 
dietary office, that was connected to fhe Kitchen. 
Further observation at this time revealed the 
penetration was fc;rcated above the dool"'s 
handle. 

During an interview on 9/8120 at 12:03 PM the 
Administrator stated the facility had no 
documentation for the in$pection and testing of 
.corridor doors. · 

2a. Obse(Vation on the Autumn View North Unit 
on 9/8/20 at 9:55 AM revealed the corridor door 
of the Employee Locker room would nCJt latch 
into its door frame. During the observation, the 
Director of Housekeeping/Laundry stated he 
was not aware of any latching issues with this 
door. 

b. Observation on the Administtatfve Wing on 
9/8/20 at 12:11 PM revealed the corridor door to 
the communiqatiQri room would not latch into its 
door frame. 

During an interview on 918/20 af 12:03 PM the 
Administrator .s.tated the facility had no 
documentation for the inspecti<:m ar1.d testing of 
corridor doors. 

j O NYCRR 415.29(a)(2), 711 .2(a)(1) 
2012 NFPA 101: 19.6.3, 19.3.6.3.1, 19.3.6.3.5 
NFPA tot Sul;>division of Buildi'ng Space$ • 
smoke Barrie 

Eventro: 76YJ21 

K 372 1 1, The penetration through the 
l smoke barrier waU between autumn .. view 
I north and autumn view south halls by 

10/131202(1 
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Construction 
2012 EXlSTING. 
Smoke barriers shall be constn;c::ted to a 1/2-
hoi;;r fire resistance rating per a~5, Smoke. 
~triers. stt~ll be permitted to tennin.ate at an 
atrium wait Smoke-darnper.s are ·not required in· 
dud penetrations in fully ducted HVAC systems 
where an approved sprinkler system is installed 
fur smoke compartments adjacent to the smoke 
barrier. · 
19.3.7.3', 8.6,7.1(1} 
Oesc:ribe a_ny mechanical smoke. control system 
·in REMARKS'. 

This STANDARD is. not met as evidenced t:;,y: 

Based on observation, interview and record 
review during the Life Safety Code survey 
completed on 9/14/20, a smoke barrier wall was 
not properly mafntained. Issues included, a 
·smoke ·barrier was not complete frQin floor to 
roof d~,. was not (,fesign~d tQ have at teast a 
30 minute fire resistance rating, and was not 
desigr.ed to be resistanfto the.passage of 
· smcke due to a penetration through this smo.ke 
barrier waU. This affected two (Autumn Vrew 
North and Autumr. View $outh· Units) of five 
reside.nt 1Jnits. 

The,findings are:. 

1. Observaticn .above the corridor ceiling tiles on 
the Autumn View South Unit tm 9/8/20 .at ~ :33 
PM ~vealed an eight-inch long by six-in.ch wide 
pehetration through the smoke barrier-wall 
abov.e the cross-corridor smoke ban:ier doors by 
Resident Rooms 213 and 231. Further 
observation revealed this smoke barrier 
separated· the AutumnVi.ew South Unit from the 

. Atitumri View N~rtti- Unit. During the observation 
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resident room 213, was sealed. 
-2. · · An initial. audit was completed by 
the dire.clot of maihfonance or desigr.ee to 
ensure smcke barrier walls were properly 
sealeq:.to have at least a 30 minute fire 
resistance rating. 
3. The Director of Maintenance was 
r~in serviced by the administrator the 
regulation to ensure smoke barrier walls 
are properly SE!aled. . 
4. The director of mafnteriance or 
design·~ shall audit, ongoing, monthly for 
.smoke barrier wails. to ensure they are 
properly sealed. 
5.. Audits shall be re.viewed at the 
QA meeting ar.d confirmed te ensure 
conipltance; The Administrator shall be 
responsible for the implemer.tation and 
evaluation of this corrective action. 
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the Director of Housekeeping/Laur.dry stated; he 
was not aware of this penetration and this was 
the first time he had looked at the smoke barrier 
wall above the ceilir.g tiles. Review of the facility 
ffopr plan, aHhe time of this observ<1tion, 
confinn.ed thi$ was a smoke barrier vvail. 

During an 1ntervlew. on 9/10120 at 12:03 PM, the 
Administrator stated the smoke barrier walls 
were inspected monthly and the last 
documented inspection was conducted on 
9/1/20; 

Review of the smoke barrier wall inspection form 
dated 9/1/20 revealed the smoke barrier wall 
that separated the Autumn View South Unit from 
the Autumn View North had been inspectl3d on 
9/1/20; 

10 NYCRR 415.29(a)(2), 711.2(a)(1) 
2tl12 NFPA 101: 19.3.7.3,. 8.5, 8.5.1, 8.52, 
8 .5.2. t, 8.5.2.2, 8.5.2.3 
NFPA 1 01 Fire Drills K 712 

Fire Drills 
Fire drills include the ttansmi§l:iion ofa fire. alarm 
signai arn:t simtJlation of emergency fire 
.conditions. Fire drills are held at expected and 
unexpected times under varying conditions, at 
feast quarterly on each shift. The staff is familiar 
with procedures and is aware that dtills are part 
.of established rqutine. Where diil!s are . 
conduct~ between 9:00 PM and 6:00 AM, a 
codec:l .arinouncemenlmay be used instead of 
audible alarms. 
19.7. t .4 through 19.7 .1.7 

This STANDARD is not m.et as evidenced by: 

~sed ()n interview and record review during the 
Life Safety Code st:rvey completed on 9/14120, 

· 1, The facility IDT tearn, including 10/09/2020 
administrator and director of maintenance, 
reviewed the policy and procedure and · 
regulation for completing fire drills: The 
facilrtycreated a schedule by Which fire 
drills would be conducted once quarterly 
on each shift. A fire drill was completed. 
2. The facility IDT team created a 
schedule by which fire drills woold be · 
cohducted at least quarterly on each shift. 
3. The director of maintenance was 
re in servicecl by the administrator on the 
reguiation for conducting fire drills at least 
quarterly on each shift .. 
4. Fire drills shatt be confirmed at 
the QA meeting which occurs in the middle 
of the month, and in the event, it has not 
yet been completed, would leave time for 
substantial completion. . 
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the facility did not conduct fire driUs at least 
once, per shift, per quarter. This affected five: 
(Autumn View North, Autumn View South, Canal 
View, Garden View and Orchard Vt~ Units) of 
five resident units. 

The findings ·are: 

Review of fire drill evaluation reports revealed: 

- For the purpo~s IJf conducting fire cl rills, the 
facilityidentified staff shifts as follows: First Shift 
(7:00 AM to 3:00 PM), Second Shift (3:00 PM to 
t 1 :dcr PM); Third Shilt (1 t:OO PM to noo PM). 

- January, February and March of 2019: The 
facility had no documentation that fire drills were 
conducted on the First, Second and Third shifts. 

~April, May andJune of.2019: The facility had 
no documentation that fire drills were conducted 
on the First shift . 

- January through September of2020: The 
'facility had no documentation that fire drills were 
conducted on the First, Second and Third shifts. 

O~ring an interview qn 9/1 oao at 12:53 PM, the 
Administrator stated. the facility had na other fire 
drill evatu-ation reports, other than the reports: 
that had been provided. The Administrator 
further stated fire drills were not being 
conducted. Vv'hen the Administratorw_as as.k~ if 
there were any reasons why fire drills were not 
being conducted; he stated "Not 

10 NYCRR415.29(a}(2}, 711 . .2(a)(1) 
2012 NFPA 101: 19.7.1.6 
NFPA 101 Electric:al Systems - Ott'rer 

Electrical Systems"- Other 

Event ID: 76YJ2t 

5. Audits shalr be reviewed at the 
QA meeting andco.nfirmed to ensure 
compliance. The Administrator shall be, 
responsible for the implementation and 
evaluation of this correclive action. 

K 911 -1. _ The cover plate from the ~lectrical 10/13/2020 
junction box in autumn rtorth hall tub room 

• was replaced. The cover plate from the 
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K911 Continued From p~ge 22 K 911 
List irt the 'REMA,R!<S segii:)n any N FPA 99 
Chapter 6 SeGtrical :5y$teh1$ reqtii~tnents ttiat 
are not addressed by the· provided K-Tags, QUt 
are deficient. Thu; infom,1;1tion, along w1Jh the 
c1pplicable Life Safety c«!e or NFPA star.dard 
citrtipn, ~hotsfd be included on Form CMS~Z5S'7. 
Chapter 6 (NF PA 99) 

This StANDARD is not met as evk!enced by: 

Based on observation, interview and record 
revtew <:furin:g the Life Safety Code survey 
completed orr 9114/20, 'electrical Junction boxes, 
eleC.trical d:uplex·outlets and light switi::f:tes. ~ 
not properly maintained. lss,ues included 
elE!ctricaljqn(:tiort boxes and ~re~caJ,duplex 
outlets were missir:g their coverpfate$ and light 
switch to.vers were cracked. This affected tWo 
(A1JtutnnView North andGardenView Units) 
;and on.e. Therapy mom io:the existing building. 

Tr,e firtdhigs are: 

1a. Observation on the Autumn View North. Unit 
on 9/8/20. at 9:33 AM reveaied· the cqver plat~ · 
wc1s missing from an electr:lcaljunction box in 
tt,e tub moot During t1;1e observation the 
Director of Housekeepfng/L:aundry .stated, 
someone m4'Sf ha\te ~n working in th~ roam. 
Further observation at this:ti~ r~!ed no st=.df 
or resident-s were in the room. 

b, Ob$ervation lh ttieexistingbuitding Therapy 
toom on 8/8120 at 1'0:06 AM revealed the, cover 
pla~e was mi~$ing from a dµplex electri~I outlet. 
Furtherob$erva09nrev~le~ ttte: outlet wa, 
·suppying power to a pQWe(strip, a tetevis19n 
•and cellular phone charger. During the 
::observation the Directorof . 
Hotcisek~pl:,g/laundry stated, he was not 
aaware tpe qutfet's c:overwas missing. 

Event lO: 76'( J21 

· duplex etectri~f out!et in th~ therapy rc;om 
was replaced., The two 'CC)ver prates from 
the two electrical junction boxes at the 
aide's:station on garden hallwere 
replaaed. The· tight switch cover in room 
#2240~ ~4M:nn vlewnorth hall was 
reptaoed~ The, liglit. switch cover in rACirr. 
#22.3 on autumn view north hall was 
replaced. 
2. An initial audit "Wall <:on ducted hy 
the director of maintenance or designee to 
ensure electrical iunclion boxes, electrical 
duplfi?X boxe~. had prdpedy in$talled cover 
plates-, An initial atidit Wa$ conducted by 
the directore>f maintenance. ordesigriee to 
ensure light s.Witches were not cr,3ckec:[ 
3. Toe director of maintenance was 
r-.e in serviced by the administrator Q.n the 
regulation to ensure eteclncaljunction 
tl¢xe~. electrieal duplex boxes, had 
prpper1y tn~tall~ ~ver plates:. The: dir¢cfur · 

· :0f n,airitertance was re 1.n serviC!iiid l}y the 
administrator on the regulation ~· ensure 

. light swilches were notcr:acked. 

. 4. The director of maintenance shall 
audit weekly for4 weeks and monfhiy for 2 

· months to \i:tentify electrical j~netion boxes, 
electrical duplex Pc.ix~; an.d light switches 
were properly maintained. 
5. Audits shaff be reviewed at the 
QA meeting and COflfirmea to ensure 
compliance. The Admirtistratorshall be 
te.spori$it:Jle rot.the implementation and 
e~luatiOti of this ceir.~<:tive at;ticm 

Fadf,ty 10: ~716 
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) c. Observation on the GardenView Unit on 
9/8120 at 11 ;29 AM revealed the cover pf ates 
were missing from two electrical Junction boxes 
located at the Aide's station. 

2a; Observation on the Autumn View North Unit 1 on 9/8/20 at 9:42 AM revealed a two inch long , 
by quarter inch wide and two, oneinch · 1ong t:>y 
quarter inch wide cracks in the light switch cover 
in Resident Room #224, During the observation 
the Director of Housekeeping/Laundry stated he 
was not aware of the cracks. in the light switch 
cover, 

b. Observation on the Aµtumn View North Unit 
.on 9/8/20 at 9:42 AM revealed a one inch long 
by quarter inch wide crack in the light switch 
cover in Resident Room #223. 

bvring art intervl.ew on 9/10/20 at 12:55 PM the 
Administrator stated, the facility had no 
documentation for auditing the facility's junction 
boxes, outlets or lightswitches. 

10 NYCRR415.29(a)(2), 7tt.2(a)(1) 
2012 N.FPA ~: 6.1, a:1.1, 1.3, 1.3.2.1, s.a.2, 
Et3.2.1, . 
2011 NFPA 70: 110.3(A)(2}(8}, 314.25, 
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314.72(C}, 406.6 . 
N,FPA 101 Electrical Systems - Essential Electric K 918 
Syste 

1. The QA team including the 10/13/2020 
administrator and ·director of maintenance, 

Electricaf Systems - Essential Electric System 
Maintenance and Testin_g 
The generator or other alternate power source 

and associated equipment is ¢apab!~ of 
supplying service within 10 seconds. If the Hl
seccnd • criterion is not met during the monthly 
test; a process sliall be provided to annually 
confirm this capability for the life safety and 

FORM CMS-2687(02"99) Previous V""ioM Obsctela Event.ID; 78Y J21 

identified previous months without checks, 
and institllted monthly load tests and 
weekly inspeclionchecks, asof July 2020. 
The week!y inspection has been c:cnducted 
on the two emergency generators, The 
monthly load test has been conducted on 
the two emergency generators.under the 
g ui$na! of key power " vended service. 
2. Ar. initial ~udit w;:ir:fcondutjed by 

Facility JO: 071 e. 
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1<918 Continued From page 24 K 918 
critical branches. Maintenance and. testing of the 
generator and.transfer switches ar.e performed 
in accordance:with NFPA no .. 
Generator sets are inspe.cted weekly,. exercised 
under load 30 minutes 12 times a year in 20--40 
day interval~. and. exercised o'nce ev.ery 36 
months. for 4 continuous hours. Scheduled test 
under ioad conditions include a complete 
simulated cold start.and automatic or manual 
transfer of .all EES-IOads, and are conducted b,y 
competentpersonneL Maintenance .and testing 
ofstoredei:iergy p~rsour:ces (Ty~ a EES) 
are in accordance with NFPA 1 n. Main and 
feeder circuit breakers are inspected annoaily, 
-and a, program for periodically exercising the 
cqmpc;,nents.is established according to 
man.l.lfacitlrer requfrements. Wntteh recor:ds of 
maintenance and testing are maintained and 
readily available. EES electrical paneis and 
.circuits-are marked, readily identifiable, and 
. separate from nor:'r-nal power circuits. Minimizing 
the ~ibility of damage of the emergency 
power source is ·1;1 desigii cotisideratirjn for new 
installations. 
6.4.4., 6.SA 8;6.4 (NFPA 99J, NFPA110, NFPA 
111, 700.10·(.NFPA 70) 

This STANOARO-is notmetasevidenced by: 

Based on obseMrtfoo,. intervfew .and reCQr:d · 
review during.the L!feSafety Code survey 
completed on 9/14/20, the .emergency 
gei'i~rators were not property maintaine<L Issues 
inc;ltJc;fed, the-1.K:ility did not have documented 
evidence that the. emergency g~¢rators were 
exercised und'er load for at least 30 minutes on 
a monthly basis and were im:;pected on a weekly 
basis. This. affected two (gene rater #1 and 
generator #2) of two emergency generators. 

The findings-'are: 

FORM CMS-2567(02,99} Pre'llous Versions Obaoletll Evenf 10: 78Y J21 

the director of maintenance or designee to 
confiftn· the generators-had all w_ondng · 
parts and were able to be. started on load 
te.sts - underthe guidanc;e.of key power
vended servtce, 
3. The director of maJntenance ~nd 
administrator shall re in serviced in 
October 2020; by· keypower -vended 
se~ whom are contracted to inspect 
th¢ emergency· gen~rators, on the 
regulati~n ingica~ng generator~~ are 
inspected weekly, exercised under load 30 
minutes 1-2 times a· y.ear in 20-40 day 
intervals; and exercised ,ance ev.ery 36 
mQr.ths for4 continuous hours. 
4. · Tl'.le dir~or of rnainte.n~ce or 
designee shaU audit, ongoing, monlhly for 
under load 30 minutes. lhe director of 
maintenance or designee shall audit, .· 

· ongoing, weekly for generator inspection . 
5. AtiditS shall be reviewed at the 
0A meeting and confirmed to en~ure, 
complisnce. The Administrator shall be-

: responsible for the implementation and 
evaluation of this corrective action. 

Facility 10: 0716 
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ObsetVation on 9/9/20 at 9:32 AM reveaied the 
facility was served by two emergettey 
generators, instailed at tt,.e exterior of thefacillity 

1) Emergency:Gen~rator#1: 
a) Review of the facility's emergency gen-erator 
mol'!thly test logs-for generator #1 revealed r.o 
documented evidence that monthly load tests 
w¢re conducted during March, April, May, JuFte, 
July, Ai.:gust arid September of 2019. 
b) Review of the e~~ncy generator weekly 
inspection audits for generator #1 revealed the 
audits contained no documented evidence that 
weekly inspections were conducted during 
January, February, March, April, May, June, Juiy 
of.2619. · · 

2) Emergency Generator #2. . 
a) Review ofthe facility's· emergency gene1<1~or 
monthly test lags fot generator #2. revealed the 
log~ contained no documented evidence that 
monthly toad, te$ Were, c:C>ndud'ed during 
March, April, May, .June, July, Aug.u$t and 
September of 2019. 
b) Review ofthe facility'.s emergency generator 
weekly audits· for gene.rater #2. revealed the 
audits Qentait.1¢.d no dOC1Jniented evidence that 
weekly'_inspections were conducted ror January, 
February, March, ApHI; May; June;Julyof2O19. 

3) Per the 2012 edition of NFPA99, Health Care 
F~cilite.s Code, SchediJled test under load 
cor1ditions shall include .a complete simulated 
col_d star:t ·and appropriate iiiutornatic-and manual 
transfer of all essential electrical' 
system loads. During an interview on 9/10/20, 
the D.irectot of Housekeeping/Laundry stated 
monthly load tests on emergency generator #1 
and emergency generator #2 were done. 
autorn~icaliy .eve,y Wednesday and hone of the 
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racJity's staffwere rna1:11,1atlytransfErrring tt:e 
generator's transfer,switches,bas~d on this 
· interview, a review of emergency generator 
monthly test logs for generator #1 and generator 
#2 reve.aled the-generators were· exercised 
wittiout a manual !~dtr.ansfer on; 1128/19, 
21i5119, t.di4/19, 11/1/19, 1:216/19·, 1/1120, 
2/i/20; 31?.iz.6, 4/2/20; ~/1!20, 7/1t2.0, 6i26/20, 
.8/3/20, 

During an inteNiew on 9/10/20.cat 12:,54 PM, the 
Administrator s~ted the. following: 
- He had no idea how to conduct or~escribe 
bow le conduct a gene~or ioad test 
:.The Maintenance Director (no longer working at 
the facility) who co.nducted the monthly load 
tests and weeklY audits·ofthe emergency 
generators had a unique way of c;kx:umeiiting 
the tests, and al/d°its, . _ 
-Toe Director of Housekee.pfng/Laundry was 
conducting the monthly load tests. 
-T.he facility had .no further documented 

.. evideri.ce fQr monthly load tests and weekly 
audits for ~en~or #1 :and ge,t~rator #2. 

10 NYCRR-415.29(~)(2}, 711.2(a)(1} 
2012 NFPA 99; s:sA, 6)t1; 6.4.4.1.1.4(A)(B){C) 
2010 NFPA 11 0: 8.4, 8A 1 
NFPA 101 Electrical Equipment- Power Cords 
and-Extens 

Electrical Equipment- Power Cords and 
Extension Cords 
Power ~ps in ~ patient care vicinity'are only· 
used for compo;,ents. of movablE;l patient-care
.related electrical equipment (PCREE) 
assembles that have been assembled by 
qualified personnel and rneef the conditions of 
1'0.2.3.6, .Power strips ir. the patient care vicinity 
ri:lay ~ot. be used for non-PCREE (e.g., personal 
electronics}, except in . long-tern, care r~idertf 

E~ 10· 7.6Y J21 

K.920 1. The extension cord removed was 10/1'312020 
removed from the a.ufumn·view SOtJth· 
nu'rsing station. The power strip was 
ptaced into a $4;!cond wall outlet so :power 

r strips were n.~ plugg~~ in to po~r strips.. 
· 2. An 1mtral aud1twas conducted by 

the director ct' maintenance or designee to 
enaure extension chords were not being 
use<,f and PQWer strips were not plugged in 
to other· poWer strips~ · 
~- The djreclor of maintenance was 
re in serviced by the admlriistrator on·the 

· regulation to ensure extension chords were 

Facility IC: 0716 
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K920 Cootinued From page 27 K 920 
rooms that do not use PC_REE. Pow,=r strips for 
-PCREE meet UL 1363A-or UL 60601-1.- Power 
strips. for:non'-PCREE in the patient care rooms 
(o.utside ofvicintty) meet UL 1363. rn non-
patient (:ilre _ rQOms, power stnps meet other Ul 
i.itandari:fs, All pO'Ner strips ~re \J$ed With 
general precautions. _l;xtensicn c:ordsare not 
used as a substitute for fixed wiring of a 
strJcture. Extension cords used temporarily are 
removed immediately upon completion. of the 
purpose for'wtiich itwas installed and meets the 
conditions bf 102.4 . 
1Ct2.3,6 .(NFPA: 99), 10.2A (Ni=PA 99), 400~~ 
(NFPA 70), 590."3{0) (NFPA 70), TIA 12~5 

This STANDARD i_s not met as evidenced by: 

Based on observation and interview during tt,e 
Life· Safety Code .survey completed qh 9/14/20, 
an extension cord and power strips were not. 
propetly maintainect Issues included, in-use 

· ~'Xtension cords and power strips that were 
plugged into ottte_r power stnpswere being used 
to &ippty power to varicJus e~I devfc;es. 
This affected one· (Autumn View South} of five 
resident units and one of one Administrative 
Wirig. 

The.finding$ are:· 

1 a; Observation on the Autumn View South Unit 
on 918/20. at 9:23 AM revealed a power strip that 
was plugged into an exfen$lon cord that was 
'$Upplying power to a compu.ter. a terephone and -
a shrecfdjng machine-at the ::n,1rse's station, 
During the obse~tion th~ Director of 
Housekeeping/Laundry stated. he was not.aware 
the extension cord was being used at the 
nurse's station. 

b, Ob~iori on the A.dmjnf$trative Wing on 

FORM CMS-'2S67(02-99) f>revjous Versions O~ete E11entlO: 76YJ21 

not being used and power strips were not 
plugged in to other power strips, 
4. The director of maintenance-or 
desigriee ·shall audit weekly for 4 weeks 
a·nd monthly for 2 months, t~ ensure to 
ensure extensiort chords we.re not being 
used and power strips were not plugged in 
to other power strips .. 
5. Aud1ts shall be reviewed at the 
QA meeting and confimied to ensure 
compliance. The Administrator ~hall be 
responsible for the implernentation and 
evaluation ofthis corrective action. 

Facility ID: 0716 
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9iE3/20 :~ 12:10 PM revealed a. power strip 
plugged 1ntc a second PQWer strip thc1t was 
supplying power-to a computer, twd monitors 
and a .cellular phone charger. Dunng the 
observation the Director of 
House~eeping/Laundry stated he was not -aware 
thee two pov.,er stri~ were pluggi,!d together. 

During an interview on 9/10/20 at 12:55 PM the 
Administrator stated, the facinty had no 
documentation for auditing the facility for the use 
of pQWer strips .;ind extension cords. 

10 NYCRR 415.29(a)(2); 71 t .2(a)(1 )· 
2012 NFPA 9.9: .10.2.4, 10.2.4.2, 1.0.2.4.2.1, 
10.2.4.2.3, 10.2.3, 10.2.3.3.3, 10,2.3 .. 6 
2Ott NFPA 70: 110.3(A}(1)(8), 400.a(J), 
590.3(8} . 
NFPA tot Electrical Equipment - Testing and 
Maintenanc 

Electrical Equipment - Testing and Maintenance 
Requirements 
The physical int~rity. resistancer, leakage 
current,. and touch current tests for fixed and 
portable ·patient~re related electrical 
equipmeo~ (POREE) is perfooned as required in 
·to.~.Testing intervals ar.e established with 
policies and protocols. All PCREE used in 
patient care rooms ls tested in accordance with 
10.3.5.4 or 10.3,.6 before.being put into service 
and after any repair or modification. Any system 
con$isting of several electrical appliances 
®.nionstrates Qlfl1j:ilian~ with NFPA 9_9 as. a 
compfetesysten,, Service rnariua,ls, 
Instructions, and procedures provided by the· 
manufacturer include infomiation as. required by 
10;5.3.1.1 and are considered in the 
development of a program for electrical 
~uipment maintenance. Electrical equipment 
instructions: and n,ainttmal')ce manuals are 

FOR,M C'!/IS-2567(02-~) Pre,,iouS V8!'Sions Obsale!a Event 10: 76Y J21 

K921 1. A manoaf for scale 1 was 10/13/2020 
produce(! and p(~ with the PCREE' 
plant ope@tiori bi.n.der. A manual was 
obtain~d for the suc;tion mact)ine· and 
nebulizer. An in'spection. log was created 
for the suction machine in the corridor near 
resident room #27 and placed in the. 
PCREE binder, An' inspection log was 
created for the nebulizet in resident room 

. #26, 'Ai,. inventory list was created brok,en 
down by piece of equipmer.t with 
corresponding inspection fogs. Manuals 
were cbtained for ifems inventoried. 
2.. An inim;il auditwas conductor by 
the director of r;iul'$fJs, environrr.erit 
.director, and therapy director to identify .all 

· defined PCREE equipment. 
3. The directer of maintenance was, 
re in serviced by the administrator on the 
r~utaticm to ensure PRCEE is bt$pected 
and tested an.d maintained per the 
manufacture's requirements anci the l'.1eed 
to._keep documentation for the im~pections 

Faclity 10: 0716 
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Continued From page 29 K 921 
readily av,.iirat;le, and safety label$ and 
condensed operating instnictions- on the 
appliance are l~ible. A record of .electrical 
equipment tests, repairs, and modifications is 
maintained for a: period of time to demonstrate I,. 

ccmpliance in accordance with the facility's 
.policy; Personnel ~spon~ible for the testing, 
niaintenance and use.of elec:tdcaI·~ppliances · 
. receive contrnuous training. 
10.3, 10,5.2.1, 10.5.2.1.2, 10.5.2.5, 10.5.3, 
t 0.5.6, 10 .. 5.8 

Th_i& STANDARD is not met i:IS evidenced by: 

Based on observation, interview and record 
.review during a Life Safety Code. survey 
completed an ,9/14/20, fixed and portable patient: 
care related electrical equipment (PCREE) was 
r,ot property rnaintained. Issues included, the 
-facility was not following its establi~hed policy 
and procedure for the inspection, testing; and 
maintenance of PCREE, the facility did not have . 
doct.Jmentation that an PCREE: was ins_pe.cted 
and, tested before being put into $.ervice and 
thereafter per the facility's pqlides ~nd 
producers as well as manofacture!s 
r.ecommendatio~. manuals forPCREE were not . 
readily available, the facility did not have 
docu~mationfor'the ele(,;trlcal equipmenttests, 
r~irs, and rtlqqification~ o( PCREE to 
demonstrate compliance .in accordante' With the 
facility's policies and procedures~ The f.acility did 
ncit have .documentation showing personnel 
responsible for the testing, maintenance, and 
ll$8 of e.lectiical applianais received continuing 
trai.ning. ·This ~cted five' (Autumn View North, 
Autumn View·SotJth, CanalV.ie.w, Garden View 
and Orchard VieN Unitsl,of-five, resideriton_its. 

A. review of the Jacility'-S Policy ~nd Procedure, 

. FORM CMS-25~{02--99) Prevfcus Versions O~et= Event ID; 78Y J21 

· and testing and maintenan.ce cif the 
PCREE. 
4. The director of maintenance of 

· deslgnee ·shall review the PCREE 
inventoriel:t list monthly; at identified 
times/frequency•s--i()Cl;IU)d on the. 
respective inspecti9n iogs - identifieq 
times/frequencies. fron:, the respective 
items manual. The director .of maintenance 
or designee shall review i:nonthfy, and add 
any items t.o the PC REE binder that are 
brought i~tCl th.e fadlity that is not currently 
in the PCREE binder. 
5. Audits shall be reV1ewed at the 
QA meeting and confirmed to ensure 
compliance. The Administrator shall be 
resporullble for the implementation and 
evaluation bfthis corregive action 

Facility·IO: 0716 
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K921 Continued From page 30 
Titled: Maintenance of Patient Care Related 
Electrical Equipment{PCREE) with an original 
date ofissue 8/20017 revealed the following : 

"1 . An inventory of all defined PCREE 
equipment will' be condu~ed .. 
2. Assessed equipme~ inqt~des it~s cwned by 
the facility, supplied by a vendor, leased or 
rented. 
3. Each piece of PCREE will be numbered and a 
coinciding leg sheet per brandltype of equipment 
will be used to gu~e inspectior,s/Freventative 
Maintenance (PM) 
4.-The list of PCREE to be inspected a_rethe 
following: 
This list is not all inclusive It is meantto be a 
reference of equipment to be checked, Oxygen 
concentrators, breathing nebulizers, suction 
machines, IV delivery systems;~ing ru~e 
dispensers, glucometers, blood pressure 
monitors, scales, nurse eall-system,.electrie 
p6rtabfe lifts, e.l~c· portable. beds; pressure 
reHevi'ng mattresses, hyd"ro therapy equipmen~ 
stationary bicycle-, e!ect,ric stim. machine; sit:-ln 
hair dryers. . . . 
·s. PM will include testing measuring, adjusting 
and· perts replacement that is performed 
specifi¢aily to prevent faults. from occurring and 
ensure equipment is maintai11ed in .a satisfacti:ny 
operating conditiori in accordance with ·the 
manufacrur.e's. guidelines. 
6. service Manuals of all POREE Will be 
· maintained on site. by the Maintenance 
Department via electronic and/or paper copy file . . 
·1. Any new care 11!1ated ~uipment brought in by . 
the ·residentsffamiii~s Will be, checked ~y the· · 
Maintenance Department prior:to use ir, the 
facility and added to the PCREE log sheet." 

The fi'ndings are: 
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K921 Continued From page 3.1 K 921 
1 a. Observation oo the Autumn View North· Unit 
on 9/10/20 at 8,:45_ ~~ revealed flaQ'r scafe.#1, 
serial number 305232, model n-umber6900, was . 
stored in the corrid:ornear Resident Roam #225. 
Revf~ of the facility's PC REE binder revealed 
the bi'~r did not oontarh a manual fer this floor 
scale, 

b. Obseivation on the Orchard View Unit on 
. 9/10/20 at9:20 AM revealed a suction tnact:ine., 
serial number 19990708013, stored on a cart in 
the corridor near Resident Room #Z'l~ Further 
observation at ~is time revealed n;Q in~pection 
logs were rocatedon the c:art. Review~fthe 
facility's PCREE binder revealed the binder 
contained no ir.spection logs.or manual for the 
.suctitin machine. 

c. Observation.on the Orchard View Unit on 
9/10/20 at 10:17 AM revealed ia. nebtilizer, ~.rial 
nt..mber 212V1809241832, in Resident Room 
#26, Review of the faciltty1s PCREE binder · 
revealed the binder contained rio in$pedion logs 
or' tnan~ar for the n~bulizer. 

d. Review of the facility's PCREE binder 
revealed the binder dfd not contain: 
-An inventc::i.ry'of all defined PCREEe.qulpmenl 
- Dccurnentation tt,at each pi~e of PCREE was 
numbered and a coinc(ding log sh~t pet 
brand/type of equipment 
- Preventative Maintenance documentatiort. 
- Servi~ Manuals for all PCREE. 
~ Documentation that r,_ew care ~elated 
equipment brougt,tin by the reside.nts/farrtilies 
was ched<ed by the Maintenance·o~~rtment 
prior to use in the facility and ·added to the 
PCREE I~ sheet. 

D1,1ting c:!h interview on 9/10/20 1 :04 PM the 

Event.IC: 76Y J21 Facilty ID: 0716 If conljnuatlor. slieet Page 32 of 3S 
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KS21 Continued From page.32 K 921 
Admihfstrator $tated, th13 facilfty liad no 
documentation fur the irspectlng ancl t~ting of 
patient care related electncal equip!Tlent 
(PCHEE)cconducted by outside vendets and the 
facifrty did not have any'o.utside vendecs 
inspecting· or teSting the facility's patient care 
relateg electrical equipment The Administrator 
further stated the facility had rio 9ther PCR;EE 
,c:!ocumentation or information than what was 
prevfcusly provided in the facility's PRCEE. · 
binder. 

1:0 NYCRR 4 t5,~9(a)(2), 711.2'(a)(1) 
2012 NFPA 99: 1:.3.1, 10.3; 10:3.5.4, 10.3.e, 
10.s.2.1.10$2.t.2, 10.s.2.s.10:s:3, 10.s.3.1, 
10.5.6, 10.5.6.1.1; 10;5,6.1.3, 10.5.8, 10.5.8.1, 

K923 
ss.;,b 

10.5.8.1.1. . ... 
NFPA 101 Gas Equipment - CyUnder and K 923 
Contalner Storag 

1. The o~gen cylinder in . resident 10/09/2020 

Gas Equipment - Cylinder and Container 
Storage 
Greater th~n or e,qliaf ~o 3,00Q cubideet 
Storage locations are designe9, · constru~. 
and ventilated in accordance with 5.1.3.3.2 anc:t 
5.1.3.3.3~ 
>300 but <3,000 cubicfeet 
Storage focaticms are outdoors In an encfosure 
orwi_thin an enclosed iht-erior space of non- or 
limited~ con'lbustibte constn,iction, wilh door (or 
gates outdoors) that can: be secur-ed, Oxiqizlng 
gases are r.ot stored with· flammables, and are 
separated from ccmbustibles by 20 feet (5· feet if 
sprinklere<:I). or enclosed :n a cabinet of 
noncotnbusijble tj:lnstructi.on having a minimum 
1/2 hr. fire protection rating . 
. LessJhan or eq.ual to 300. cubic feet 
·In a single, smoke compartment,:lndividuaf 
cyfir:Tdets available for immediate use 1n patient 
.care areas with an aggregate volume of less 
than qr equal to 300 cubic feet are not required 

FORM CMS-2567(02-99) Pl9'1TOUS Veraions _ObstJI• Event ID: 76Y J21. 

room#· 16 was properly sect1red. 
2. An initial audit was conducted by 
the director of mai'ntenance or designee to 
ensure an oxygen cylinders were. properly 
secured. 
3-. All emptoyees were re in. $erviced 
by the administrator and respective 
department heads,. on the regulation for 
pi"l:lperly securing ~ri oxyg~n cylinder. 
4, The director Qf maintenance shall 
audit properoxygen ~to~e weekly for 4 
weeks and monthly for 2 mq_nths,. · 
5. Audits shall be reviewed. -at the 
QA meeting and confirmed to ensure 
!XJmpliance. The Administrator shall be 
responsible "for the implementation and 
evaluation of this corrective actiQO 

Faciiity 10: one If~ 5he« Page 33 of 35. 
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to' be stored in ,an enclos_ure. Cylinders niust be 
handled.with precautions ~_s. sp~cifi~d fn 11.e.2. 
A precautionary· sign readable from 5 feet i~ on 
each door or gate of a cylinder storage room, 
where the sign includes the wordi.ng as a 
minimum ''CAUTION: OXIDIZING GAS(ES) 
STORED WITHIN. NO SMOKING." . 
Storage is planned so cyHndiars are u~d in 
order-of which they are reeeived frq(TI. the 
supplier; Empty cylinders are segregated from 
fulf cylinder$. When facility' employs cylinders 
wUn integral pressure gauge, a t~reshold 
pressure considered empty is e$blished~ 
Empty cylinders are marked to avoid confusion. 
Cylinders stored in the open are protected from 
weather. 
1t.3.1, 11.3.2, 11.3.3, 11.3A, 11.6.5 (NFPA9~) 

This STANDARO.is not met as. ev,i~enced by: 

Based on observation and· interview during \he 
l,,i{e Safety Code survey completed on 9/14/20, 
an oxygen cylinder was not properly maintained. 
l$Sues. included, an Q)fygen cylinder was sto.red 
·free-standi:ng and: 1,msecured: 'rnis affe.cted one 
(Orchard View} of five resident units. 

·rhe finding is: 

Observation on the Orcllard View Uniton 9/8/2,0 
at 11 :ti AM revealed ah E-size oxyg~n cylinder 
was stored free-stsndingand·unsec1,1red [h 
resdient (oom 16. Further observation revealed 
there were, rio r'e$iderits o·r- staff inside the room. 
During th~ obse~ion, th.e Director of 
Hou$ekeepir.g/Laundry-stated that the oxygen 
cylinder needed to be propel'.ly sec1,1red. 

During an interview on 911012d at 12:50 PM, the 
Administrator stated there was no 
doeun'-'ien~~n for'.atiditing proper oxygen 
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cylinder storage throughout the facility. . . 
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Public Health and Health 
Planning Council 

Project # 141128-E 
Comprehensive at Orleans, LLC d/b/a The Villages of 
Orleans Health and Rehabilitation Center 
  

Program: Residential Health Care Facility  County:               Orleans 
Purpose: Establishment Acknowledged:  March 31, 2014 
    

Executive Summary 
  

Description 
Comprehensive at Orleans, LLC d/b/a The Villages of 
Orleans Health and Rehabilitation Center, is seeking 
approval to become established as the new operator of 
the existing 120-bed, public county residential health 
care facility (RHCF) located at 14012 Route 31 in 
Albion.  The sole member of Comprehensive at 
Orleans is Bernard Fuchs.   
 
On March 8, 2013, the County entered into a lease 
agreement with the Orleans County Health Facilities 
Corporation (OCHFC), giving the latter a lease with 
an exclusive option to purchase the facility. OCHFC 
has entered into a purchase and sale agreement to 
sell the nursing facility to Comprehensive at 
Orleans, the proposed operator and Telegraph 
Realty, LLC, the real property purchaser. The 
County of Orleans entered into a Facility 
Transition Agreement with the proposed operator 
on February 6, 2014. 
 
Since March of 2011, Bernard Fuchs has had a 6% 
membership interest in Hopkins Center for 
Rehabilitation & Healthcare a 288-bed RHCF located 
in Brooklyn, and a 25% membership interest in 
Bensonhurst Center for Rehab and Residential Care 
since January of 2012, a 200-bed RHCF located in 
Brooklyn.  
 
DOH Recommendation 
Contingent Approval 
 
 
 
 

Need Summary 
The Department of Health estimates that there will be 
a need for 360 RHCF beds in Orleans County by 2016. 
With an approved capacity of 310 beds, the County is 
expected to have a shortage of 50 beds. While this 
proposal will not affect existing capacity, it does involve 
the second largest of three residential health care 
facilities in Orleans County, representing one third of 
the projected need. 
 
Program Summary 
No negative information has been received concerning 
the character and competence of the proposed 
applicants identified as new members.   
 
No changes in the program or physical environment 
are proposed in this application.  No administrative 
services or consulting agreements are proposed in this 
application.  The facility is in compliance with CMS 
2013 sprinkler mandates. 
 
Financial Summary 
The purchase price for the operating assets and real 
property is $7,800,000.  The purchase price will be 
paid by $1,560,000 in cash and a $6,240,000 
mortgage at 5.50% over a 3-year term with a 25-year 
amortization via a bridge to HUD loan. Telegraph 
Realty, LLC has submitted an affidavit stating that they 
will fund the balloon payment, should acceptable 
financing not be available at the time the bridge loan 
comes due after the 3-year period and if they cannot 
obtain a HUD loan or fixed rate term loan.   
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There are no project costs associated with this 
proposal. 
 
Budget: Revenues: $10,595,000 
 Expenses: $10,453,000   
 Gain: $142,000               

 
Subject to the noted contingencies, it appears that the 
applicant has demonstrated the capability to proceed 
in a financially feasible manner. 
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Recommendations 
  

  
Health Systems Agency 
There will be no HSA recommendation for this project. 
 
Office of Health Systems Management 
Approval contingent upon: 
1. Submission of a loan commitment for the purchase price that is acceptable to the Department of 

Health.   [BFA] 
2. Submission of an executed lease agreement that is acceptable to the Department of Health.   [BFA] 
3. Submission of a copy of an executed Leaseback Agreement between the County of Orleans and the 

Orleans Health Facilities Corporation (“OHFC”), acceptable to the Department.  [CSL] 
4. Submission of a  copy of an executed Purchase and Sale Agreement among the Orleans County 

Health Facilities Corporation (“OHFC”), the County of Orleans, and Comprehensive at Orleans, LLC,  
acceptable to the Department.  [CSL] 

5. Submission of a copy of the executed Articles of Organization of Telegraph Realty, LLC, acceptable 
to the Department.  [CSL] 

6. Submission of a copy of the executed Operating Agreement of Telegraph Realty, LLC, acceptable to 
the Department.  [CSL] 

7. Submission of a copy of an executed Escrow Agreement among Harris Beach, PLLC, Orleans 
County Health Facility Corporation, Comprehensive at Orleans, LLC, and Telegraph Realty, LLC 
must be provided. [CSL] 

8. Submission of a copy of the applicant’s executed Certificate of Amendment of the Articles of 
Organization of Comprehensive at Orleans LLC, acceptable to the Department.  [CSL] 

 
 
Approval conditional upon: 
1. The project must be completed within three years from the Public Health and Health Planning Council 

recommendation letter.  Failure to complete the project within the prescribed time shall constitute an 
abandonment of the application by the applicant and an expiration of the approval.  [PMU] 

 
 
Council Action Date 
August 7, 2014 
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Need Analysis 
 
Project Summary 
Comprehensive at Orleans, an LLC owned solely by Mr. Bernhard Fuchs, is seeking approval for the 
complete transfer of ownership of The Villages of Orleans Health and Rehabilitation Center, of 14012 
Route 31, Albion, NY, from Orleans County to the LLC. The Villages of Orleans Health and Rehabilitation 
Center will remain a 120 bed residential health care facility located in Orleans County. Mr. Fuchs currently 
has interests in two residential health care facilities, both in Kings County: Bensonhurst Center for 
Rehabilitation and Healthcare and Hopkins Center for Rehabilitation and Healthcare. 
 
Analysis 
The following table summarizes occupancy and Medicaid admissions rates at The Villages of Orleans 
Health and Rehabilitation Center over the last 3 years. 
 

Year 2010 2011 2012 
Occupancy 91.5% 93.5% 91.9% 
Medicaid Admissions 22.8% 25.0% 25.6% 

 
While occupancy rates are below the Department’s 97% planning goal, they have been consistently 
above the County average. Medicaid admissions have also consistently exceeded the Department’s 75% 
of County average minimum standard. 
 
Conclusion 
Upon approval of this proposal there will be no change to the RHCF capacity of Orleans County. 
However, the Department hopes that this project will allow the continued operation of The Village of 
Orleans Health and Rehabilitation Center, which provides necessary nursing home services to the 
residents of an underserved county. In light of the unmet need and the reasonable utilization and 
Medicaid admission rates of the facility, approval of this proposal is recommended. 

 
Recommendation 
From a need perspective, approval is recommended.  
 
 

Program Analysis 
 
Facility Information 

 Existing Proposed 
Facility Name The Villages of Orleans Health & 

Rehabilitation Center 
Same 
 

Address 14012 Route 31 
Albion, NY 14411 

Same 

RHCF Capacity 120 Same 
ADHC Program Capacity N/A Same 
Type of Operator County Limited Liability Company 
Class of Operator Public Proprietary 
Operator Orleans County Legislature 

 
 

Comprehensive at Orleans, LLC d/b/a The 
Villages of Orleans Health & 
Rehabilitation Center 
 
Members: 
Bernard Fuchs  100.00% 
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Character and Competence - Background 
Facilities Reviewed  

Nursing Homes: 
Hudson Pointe at Riverdale Center for Nursing and Rehabilitation 01/2006 to 08/2010 
Hopkins Center for Rehabilitation and Healthcare   03/2011 to present 
Bensonhurst Center for Rehabilitation and Healthcare  01/2012 to present 
 

Individual Background Review  
Bernard Fuchs is the CEO and Chief Investment Officer at Tiferes Investors LLC, an investment 
company located in Lawrence, New York.  Mr. Fuchs discloses the following ownership interests in 
health facilities: 

Hudson Pointe at Riverdale Center for Nursing and Rehabilitation 01/2006 to 08/2010 
Hopkins Center for Rehabilitation and Healthcare   03/2011 to present 
Bensonhurst Center for Rehabilitation and Healthcare  01/2012 to present 

 
Character and Competence - Analysis 
No negative information has been received concerning the character and competence of the above 
applicants identified as new members. 
 
A review of Hopkins Center for Rehabilitation and Healthcare for the period identified above reveals the 
following: 

• The facility was fined $4,000 pursuant to Stipulation and Order NH-12-037 issued August 24, 2012 
for surveillance findings on April 11, 2011. Deficiencies were found under 10 NYCRR 
415.12(h)(1)(2) – Quality of Care: Accidents; and 10 NYCRR 415.26 – Administration. 

 
A review of operations for Hopkins Center for Rehabilitation and Healthcare for the periods identified 
above, results in a conclusion of substantially consistent high level of care since there were no repeat 
enforcements.  
 
A review of operations for Hudson Pointe at Riverdale Center for Nursing and Rehabilitation, and 
Bensonhurst Center for Rehabilitation and Healthcare for the periods identified above, results in a 
conclusion of substantially consistent high level of care since there were no enforcements.  
 
Project Review 
No changes in the program or physical environment are proposed in this application.  The facility is in 
compliance with CMS 2013 sprinkler mandates.  
 
Recommendation 
From a programmatic perspective, approval is recommended. 
 
 

Financial Analysis 
 
Facility Transition Agreement 
On February 6, 2014, County of Orleans and Comprehensive at Orleans, LLC entered into a transition 
agreement with the acknowledgement of Orleans County Health Facilities Corporation (OCHFC), a local 
development corporation. Previously, The County of Orleans and OCHFC entered into a lease agreement 
with exclusive option to purchase and acquire the facility assets.  The County of Orleans has a leaseback 
agreement whereas the County leases the Facility Assets back from OCHFC for operating purposes.   
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Purchase and Sale Agreement 
The change in ownership will be effectuated in accordance with an executed purchase and sale 
agreement, the terms of which are summarized below: 
 
Date: February 6, 2014 
Seller: Orleans County Health Facilities Corporation 
Purchaser : Comprehensive at Orleans, LLC, the operator and Telegraph Realty, LLC, the 

real property purchaser 
Purchased Assets: The real property and all assets used in operation of the facility. Facilities; 

equipment; supplies and inventory; prepaid expenses; documents and records; 
assignable leases, contracts, licenses and permits; telephone numbers, fax 
numbers and all logos; resident trust funds; deposits; accounts and notes 
receivable; cash, deposits and cash equivalents;    

Excluded Assets: Any security, vendor, utility or other deposits with any Governmental Entity; 
any refunds, debtor claims, third-party retroactive adjustments and related 
documents prior to closing, and personal property of residents. 

Assumed Liabilities: Those associated with purchased assets.  
Purchase Price: $7,800,000 for the operating interest and real property.  
Payment of Purchase 
Price: 

A $780,000 down payment held in escrow with the balance at closing. 

 
The real property has been purchased by Telegraph Realty, LLC for $7.800,000, which is owned by 
Ephram Lahasky, David Gast and Josh Farkovits, who are not associated with the proposed member of 
the operations.  Telegraph will transfer the operations to Comprehensive at Orleans, LLC. 
 
The proposed members have submitted an original affidavit, which is acceptable to the Department, in 
which the applicant agrees, notwithstanding any agreement, arrangement or understanding between the 
applicant and the transferor to the contrary, to be liable and responsible for any Medicaid overpayments 
made to the facility and/or surcharges, assessments or fees due from the transferor pursuant to Article 28 
of the Public Health Law with respect to the period of time prior to the applicant acquiring interest, without 
releasing the transferor of its liability and responsibility.   
   
Lease Agreement  
Facility occupancy is subject to a draft lease agreement, the terms of which are summarized as follows: 
 
Premises: A 120-bed RHCF located at 14012 Route 31, Albion  
Lessor: Telegraph Realty, LLC 
Lessee: Comprehensive at Orleans, LLC 
Terms: 10 years commencing on the execution of the lease 
Rental: Base rent equal to the debt service payments of the mortgage covering the 

premises. $459,829 per year plus $600,000 per year.  
Provisions: Tenant is responsible for taxes, insurance, utilities and maintenance 

 
The lease arrangement is a non-arm’s lease agreement.  The applicant has submitted an affidavit 
attesting to the relationship between landlord and tenant in that members of each company have previous 
business relationships involving real estate transactions in Beaver, Pennsylvania. 
  
 
 
 
 
 
 
 
 
 
 



  

Project #141128-E Exhibit Page 7 

Operating Budget 
Following is a summary of the submitted operating budget for the RHCF, presented in 2014 dollars, for 
the first year subsequent to change in ownership: 
 
Revenues:  
  Medicaid $7,097,000 
  Medicare 1,934,000 
  Private Pay 1,564,000 
Total Revenues $10,595,000 
  
Expenses:  
  Operating $9,199,000 
  Capital 1,254,000 
Total Expenses $10,453,000 
  
Net Income $142,000 
  
Utilization: (patient days)                                          41,612 
Occupancy 95.0% 

 
The following is noted with respect to the submitted RHCF operating budget: 

• Expenses include lease rental.         
• Medicaid revenues include assessment revenues. 
• Medicaid rates are based on 2014 Medicaid pricing rates with no trend.    
• Medicare and Private Rates are based on the experience of the County.     
• Overall utilization is projected at 95.0%, while utilization by payor source is expected as follows: 

Medicaid 80.50% 
Medicare 9.13% 
Private Pay 10.37% 

• Breakeven occupancy is projected at 93.73%. 
 
Capability and Feasibility 
The purchase price for the realty and operations will be financed by a loan of $6,240,000 at an interest 
rate of 5.5% for 10 years, with a 25-year amortization with the remaining $1,560,000 from the members of 
Telegraph Realty, LLC, who will then transfer the operations to the proposed member of Comprehensive 
at Orleans, LLC.  BFA Attachment B is the net worth statement of the members of Telegraph Realty, LLC, 
which shows sufficient equity.  A Letter of Interest has been submitted by HHC Finance.  A bridge-to-HUD 
financing loan has been proposed for the acquisition of the assets, which includes the estimated bridge 
fees, HUD application fees, debt reserves, repairs and bridge closing costs, and anticipates a HUD loan 
approval within two to three years.  
 
Telegraph Realty, LLC has submitted an affidavit stating that they will fund the balloon payment, should 
acceptable financing not be available at the time the bridge loan comes due after the 3 year period, and if 
they cannot obtain a HUD loan or fixed rate term loan.   
 
Working capital requirements are estimated at $1,742,167 based on two months of the first year 
expenses, which will be satisfied from the proposed member’s equity.  BFA Attachment A is the net worth 
of proposed member, which shows sufficient equity.   
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The submitted budget indicates that a net income of $142,000 would be maintained during the first year 
following change in ownership.  DOH staff has reviewed the difference between the current 2012 certified 
net operating loss of $2,825,048, as shown on BFA Attachment D, and the first year budgeted net income 
of $142,000 and has concluded that the difference is due to the reduction in employee fringe benefits of 
$1,702,000, staffing decreases of $241,000 without interruption of care and increased reimbursement 
rates of $1,335,000, as shown on BFA Attachment I. The facility will no longer participate in the County 
benefit plan.  BFA Attachment G is the budget sensitivity analysis based on April 30, 2014 current 
utilization of the facility, which shows the budgeted revenues would decrease by $125,872 resulting in a 
net income in year one of $17,128. The increased utilization has occurred for the last 6 months. The 
increased Medicaid rate is based on current acuity levels at the RHCF.  BFA Attachment C is the pro-
forma balance sheet of The Villages of Orleans Health and Rehabilitation Center, which indicates positive 
member equity of $1,742,000 as of the first day of operations.  The budget appears reasonable.  
 
Staff notes that with the expected 2014 implementation of managed care for nursing home residents, 
Medicaid reimbursement is expected to change from a state-wide price with a cost-based capital 
component payment methodology to a negotiated reimbursement methodology.  Facility payments will be 
the result of negotiations between the managed long term care plans and the facility.   At this point in time 
it cannot be determined what financial impact this change in reimbursement methodology will have on this 
project. 
 
As shown on BFA Attachment D, the facility maintained positive working capital and positive net assets 
and an average net loss from operations of $2,698,001 for the period shown between 2011-2013, and a 
net operating loss of $892,192 as of April 30, 2014.  The county cannot maintain its current operation due 
to re-occurring losses from year to year and has therefore decided to sell the facility to a new operator. 
 
BFA Attachments E and F, Financial Summary of the proposed member affiliated RHCFs, shows the 
facilities have maintained positive income from operations for the periods shown.  Bensonhurst Center for 
Rehabilitation and Hopkins Center for Rehabilitation had negative working capital in 2012 and 2013, 
respectively, due to organization and financing costs under new ownership.  
 
Based on the preceding, and subject to the noted contingencies, it appears that the applicant has 
demonstrated the capability to proceed in a financially feasible manner, and approval is recommended. 
 
Recommendation 
From a financial perspective, contingent approval is recommended. 
 

Attachments 
 

BFA Attachment A Net Worth of Proposed Members 
BFA Attachment B Net Worth of property members- Telegraph Realty , LLC 
BFA Attachment C Pro-forma Balance Sheet, 
BFA Attachment D Financial Summary, 2011- April 30,2014 
BFA Attachment E Financial Summary of Hopkins Center for Rehabilitation & Healthcare 
BFA Attachment F Financial Summary of Bensonhurst Center for Rehab & Residential Care 
BFA Attachment G Budget Sensitivity Analysis 
BFA Attachment H Amortization Table for Mortgage Payment 
BFA Attachment I Calculation of increased Medicaid reimbursement rates 
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3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 61871556
07-Oct-22, 10:07 AMReport Period: 01/01/15 - 12/31/15 - 23 -

*Line 0015 Column 00160 would be used for reporting revenue
for all other operating revenue centers.



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 61871556
07-Oct-22, 10:08 AMReport Period: 01/01/15 - 12/31/15 - 24 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 61871556
07-Oct-22, 10:08 AMReport Period: 01/01/15 - 12/31/15 - 33 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 61871556
07-Oct-22, 10:22 AMReport Period: 01/01/15 - 12/31/15 - 115 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 61871556
07-Oct-22, 10:22 AMReport Period: 01/01/15 - 12/31/15 - 116 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 61871556
07-Oct-22, 10:24 AMReport Period: 01/01/15 - 12/31/15 - 133 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 61871556
07-Oct-22, 10:25 AMReport Period: 01/01/15 - 12/31/15 - 138 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 61871556
07-Oct-22, 10:25 AMReport Period: 01/01/15 - 12/31/15 - 139 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 61871556
07-Oct-22, 10:25 AMReport Period: 01/01/15 - 12/31/15 - 140 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 61871556
07-Oct-22, 10:26 AMReport Period: 01/01/15 - 12/31/15 - 141 -
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3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 71811104
07-Oct-22, 09:42 AMReport Period: 01/01/16 - 12/31/16 - 23 -

*Line 0015 Column 00160 would be used for reporting revenue
for all other operating revenue centers.



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 71811104
07-Oct-22, 09:42 AMReport Period: 01/01/16 - 12/31/16 - 24 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 71811104
07-Oct-22, 09:43 AMReport Period: 01/01/16 - 12/31/16 - 33 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 71811104
07-Oct-22, 09:59 AMReport Period: 01/01/16 - 12/31/16 - 115 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 71811104
07-Oct-22, 09:59 AMReport Period: 01/01/16 - 12/31/16 - 116 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 71811104
07-Oct-22, 10:02 AMReport Period: 01/01/16 - 12/31/16 - 133 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 71811104
07-Oct-22, 10:02 AMReport Period: 01/01/16 - 12/31/16 - 138 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 71811104
07-Oct-22, 10:02 AMReport Period: 01/01/16 - 12/31/16 - 139 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 71811104
07-Oct-22, 10:02 AMReport Period: 01/01/16 - 12/31/16 - 140 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 71811104
07-Oct-22, 10:04 AMReport Period: 01/01/16 - 12/31/16 - 141 -
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3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 81941106
07-Oct-22, 09:16 AMReport Period: 01/01/17 - 12/31/17 - 23 -

*Line 0015 Column 00160 would be used for reporting revenue
for all other operating revenue centers.



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 81941106
07-Oct-22, 09:16 AMReport Period: 01/01/17 - 12/31/17 - 24 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 81941106
07-Oct-22, 09:16 AMReport Period: 01/01/17 - 12/31/17 - 33 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 81941106
07-Oct-22, 09:34 AMReport Period: 01/01/17 - 12/31/17 - 115 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 81941106
07-Oct-22, 09:34 AMReport Period: 01/01/17 - 12/31/17 - 116 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 81941106
07-Oct-22, 09:36 AMReport Period: 01/01/17 - 12/31/17 - 133 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 81941106
07-Oct-22, 09:37 AMReport Period: 01/01/17 - 12/31/17 - 138 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 81941106
07-Oct-22, 09:37 AMReport Period: 01/01/17 - 12/31/17 - 139 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 81941106
07-Oct-22, 09:37 AMReport Period: 01/01/17 - 12/31/17 - 140 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 81941106
07-Oct-22, 09:38 AMReport Period: 01/01/17 - 12/31/17 - 141 -



EXHIBIT 62 



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 91891258
30-Apr-20, 05:37 PMReport Period: 01/01/18 - 12/31/18 - 23 -

*Line 0015 Column 00160 would be used for reporting revenue
for all other operating revenue centers.



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 91891258
30-Apr-20, 05:37 PMReport Period: 01/01/18 - 12/31/18 - 24 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 91891258
30-Apr-20, 05:37 PMReport Period: 01/01/18 - 12/31/18 - 33 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 91891258
30-Apr-20, 05:51 PMReport Period: 01/01/18 - 12/31/18 - 115 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 91891258
30-Apr-20, 05:51 PMReport Period: 01/01/18 - 12/31/18 - 116 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 91891258
30-Apr-20, 05:53 PMReport Period: 01/01/18 - 12/31/18 - 133 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 91891258
30-Apr-20, 05:54 PMReport Period: 01/01/18 - 12/31/18 - 138 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 91891258
30-Apr-20, 05:54 PMReport Period: 01/01/18 - 12/31/18 - 139 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 91891258
30-Apr-20, 05:54 PMReport Period: 01/01/18 - 12/31/18 - 140 -



3620301N  Comprehensive at Orleans RHCF-4 Cost Report DCN: 91891258
30-Apr-20, 05:55 PMReport Period: 01/01/18 - 12/31/18 - 141 -



EXHIBIT 63 























EXHIBIT 64 



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:41 AMReport Period: 01/01/20 - 12/31/20 - 23 -

*Line 0015 Column 00160 would be used for reporting revenue
for all other operating revenue centers.



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:41 AMReport Period: 01/01/20 - 12/31/20 - 24 -



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:42 AMReport Period: 01/01/20 - 12/31/20 - 33 -



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:45 AMReport Period: 01/01/20 - 12/31/20 - 55 -



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:45 AMReport Period: 01/01/20 - 12/31/20 - 56 -



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:52 AMReport Period: 01/01/20 - 12/31/20 - 90 -



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:52 AMReport Period: 01/01/20 - 12/31/20 - 91 -



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:55 AMReport Period: 01/01/20 - 12/31/20 - 108 -



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:55 AMReport Period: 01/01/20 - 12/31/20 - 113 -



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:55 AMReport Period: 01/01/20 - 12/31/20 - 114 -



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:55 AMReport Period: 01/01/20 - 12/31/20 - 115 -



3620301N  COMPREHENSIVE at ORLEANS RHCF-4 Cost Report DCN: 12210947
09-Dec-21, 07:57 AMReport Period: 01/01/20 - 12/31/20 - 116 -



EXHIBIT 65 



3620301N  COMPREHENSIVE AT ORLEANS RHCF-4 Cost Report DCN: 22021553
24-Aug-22, 06:57 AMReport Period: 01/01/21 - 12/31/21 - 23 -

*Line 0015 Column 00160 would be used for reporting revenue
for all other operating revenue centers.



3620301N  COMPREHENSIVE AT ORLEANS RHCF-4 Cost Report DCN: 22021553
24-Aug-22, 06:57 AMReport Period: 01/01/21 - 12/31/21 - 24 -



3620301N  COMPREHENSIVE AT ORLEANS RHCF-4 Cost Report DCN: 22021553
24-Aug-22, 06:57 AMReport Period: 01/01/21 - 12/31/21 - 33 -



3620301N  COMPREHENSIVE AT ORLEANS RHCF-4 Cost Report DCN: 22021553
24-Aug-22, 07:07 AMReport Period: 01/01/21 - 12/31/21 - 90 -



3620301N  COMPREHENSIVE AT ORLEANS RHCF-4 Cost Report DCN: 22021553
24-Aug-22, 07:08 AMReport Period: 01/01/21 - 12/31/21 - 91 -



3620301N  COMPREHENSIVE AT ORLEANS RHCF-4 Cost Report DCN: 22021553
24-Aug-22, 07:10 AMReport Period: 01/01/21 - 12/31/21 - 108 -



3620301N  COMPREHENSIVE AT ORLEANS RHCF-4 Cost Report DCN: 22021553
24-Aug-22, 07:11 AMReport Period: 01/01/21 - 12/31/21 - 113 -



3620301N  COMPREHENSIVE AT ORLEANS RHCF-4 Cost Report DCN: 22021553
24-Aug-22, 07:11 AMReport Period: 01/01/21 - 12/31/21 - 114 -



3620301N  COMPREHENSIVE AT ORLEANS RHCF-4 Cost Report DCN: 22021553
24-Aug-22, 07:11 AMReport Period: 01/01/21 - 12/31/21 - 115 -



3620301N  COMPREHENSIVE AT ORLEANS RHCF-4 Cost Report DCN: 22021553
24-Aug-22, 07:12 AMReport Period: 01/01/21 - 12/31/21 - 116 -



EXHIBIT 66 



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
       IDENTIFICATION NUMBER:

PRINTED:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING __________________________

(X3) DATE SURVEY
        COMPLETED

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

06/23/2020
FORM APPROVED

THE VILLAGES OF ORLEANS HEALTH AND REHAB CENTER
14012 ROUTE 31
ALBION, NY 14411

04/29/2020

OMB NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

335212

F 000 INITIAL COMMENTS

A COVID-19 Infection Control Focus Survey was
conducted at The Villages of Orleans Health and
Rehabilitation Center 4/29/20 to determine
compliance with 42 CFR Part 483 requirements
for Long Term Care Facilities. As a result of this
survey, the facility was determined to be in
compliance with these requirements.

F 000

If continuation sheet Page 1 of  1

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

FORM CMS-2567(02-99) Previous Versions Obsolete 3GQU11 0716Event ID: Facility ID:

TITLE (X6) DATE

Any Deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other safeguards provide
sufficient protection to the patients.  (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the date of the survey whether or not a
plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 days following the date these documents are made available to the
facility.  If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

This form is a printed electronic version of the CMS 2567L.  It contains all the information found on the standard document in much the same form.  This electronic form once printed and
signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found on the CMS 2567L.

VillagesofOrleans_002985



EXHIBIT 67 



10/12/21, 8:59 AM Nursing Home Certification Submission System

https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/cert4.cgi 1/2

 

New York State Department of Health
 Bureau of Long Term Care Reimbursement

 Division of Finance and Rate Setting
Oct 12, 2021 8:58 AM

Back | Nursing Home Cost Report >>  Nursing Home Certification Submission System

 

Nursing Home Certification Submission System
NEW YORK STATE DEPARTMENT OF HEALTH 
OFFICE OF HEALTH SYSTEMS MANAGEMENT 

RHCF-4 (4/06) DOH-490

FACILITY: Comprehensive at Orleans

OPERATING CERTIFICATE NUMBER: 3620301N

REPORT FOR THE PERIOD ENDED: 12/31/2015

DECLARATION CONTROL NUMBER (DCN): 61871556

Operators Certification

The following statement must be read and a certification of such be signed pursuant to Part 86-2.6(a). This subpart states "The Financial
and statistical reports shall be certified by the operator of a proprietary medical facility, an officer of a voluntary facility or the public
official responsible for the operation of a public medical facility". Please enter only one signature.

Certification Statement

Misrepresentation or falsification of any information contained on this form may be punishable by fine and / or imprisonment under New
York State Law and Federal Law.

Certification of Operator

I hereby certify that I am the Operator and have read the above statement and I have examined and compared the information contained
in the RHCF -4 report file with the information provided in my electronically transmitted Department of Health file, DCN identified above,
and that to the best of my knowledge and belief, they are true and complete and that these files are identical.

I also certify that Parts I and II were completed in accordance with the RHCF - 4 instructions and that Part IV was completed in
accordance with the residential Health Care Facility Accounting and Reporting Manual (RHCFARM). I also certify, the Part(s) III, if
required to be filed as part of this report, was (were) completed in accordance with RHCFARM and the information called for in Part III
has been reported for each lender or organization related to the provider as defined in Schedule 16 of Part II.

I also certify that all salary and non-salary expenses presented in the RHCF - 4 (with the exception of those expenses attributable to
Research, Physicians Offices and other Rentals, Gift Shop, Public Restaurant, Fund Raising and Sold Services) considering the
adjustments contained in the Part II and the recoveries of expense detailed in Exhibit I of the Part IV were incurred to provide patient
care in the facility.

DOH 490 (4/06)

JUL 13 2016 06:35:49 AM        villags1

Date Signature

Sam Halper

Operator

* * * * End of Certification * * * *

   

    DCN 61871556 was previously certified by HCS ID villags1,
 

javascript:history.back()
https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/rhcf.cgi


10/12/21, 8:59 AM Nursing Home Certification Submission System

https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/cert4.cgi 2/2

Nursing Home Cost Report Main Page

    Sam Halper , Operator for Comprehensive at Orleans.

   

       Continue

   

https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/rhcf.cgi


10/13/21, 9:56 AM Nursing Home Certification Submission System

https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/cert4.cgi 1/2

 

New York State Department of Health
 Bureau of Long Term Care Reimbursement

 Division of Finance and Rate Setting
Oct 13, 2021 9:55 AM

Back | Nursing Home Cost Report >>  Nursing Home Certification Submission System

 

Nursing Home Certification Submission System
NEW YORK STATE DEPARTMENT OF HEALTH 
OFFICE OF HEALTH SYSTEMS MANAGEMENT 

RHCF-4 (4/06) DOH-490

FACILITY: Comprehensive at Orleans

OPERATING CERTIFICATE NUMBER: 3620301N

REPORT FOR THE PERIOD ENDED: 12/31/2016

DECLARATION CONTROL NUMBER (DCN): 71811104

Operators Certification

The following statement must be read and a certification of such be signed pursuant to Part 86-2.6(a). This subpart states "The Financial
and statistical reports shall be certified by the operator of a proprietary medical facility, an officer of a voluntary facility or the public
official responsible for the operation of a public medical facility". Please enter only one signature.

Certification Statement

Misrepresentation or falsification of any information contained on this form may be punishable by fine and / or imprisonment under New
York State Law and Federal Law.

Certification of Operator

I hereby certify that I am the Operator and have read the above statement and I have examined and compared the information contained
in the RHCF -4 report file with the information provided in my electronically transmitted Department of Health file, DCN identified above,
and that to the best of my knowledge and belief, they are true and complete and that these files are identical.

I also certify that Parts I and II were completed in accordance with the RHCF - 4 instructions and that Part IV was completed in
accordance with the residential Health Care Facility Accounting and Reporting Manual (RHCFARM). I also certify, the Part(s) III, if
required to be filed as part of this report, was (were) completed in accordance with RHCFARM and the information called for in Part III
has been reported for each lender or organization related to the provider as defined in Schedule 16 of Part II.

I also certify that all salary and non-salary expenses presented in the RHCF - 4 (with the exception of those expenses attributable to
Research, Physicians Offices and other Rentals, Gift Shop, Public Restaurant, Fund Raising and Sold Services) considering the
adjustments contained in the Part II and the recoveries of expense detailed in Exhibit I of the Part IV were incurred to provide patient
care in the facility.

DOH 490 (4/06)

JUN 30 2017 11:15:38 AM        villags1

Date Signature

Sam Halper

Operator

* * * * End of Certification * * * *

   

    DCN 71811104 was previously certified by HCS ID villags1,
 

javascript:history.back()
https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/rhcf.cgi


10/13/21, 9:56 AM Nursing Home Certification Submission System

https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/cert4.cgi 2/2

Nursing Home Cost Report Main Page

    Sam Halper , Operator for Comprehensive at Orleans.

   

       Continue

   

https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/rhcf.cgi


10/15/21, 8:23 AM Nursing Home Certification Submission System

https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/cert4.cgi 1/2

 

New York State Department of Health
 Bureau of Long Term Care Reimbursement

 Division of Finance and Rate Setting
Oct 15, 2021 8:23 AM

Back | Nursing Home Cost Report >>  Nursing Home Certification Submission System

 

Nursing Home Certification Submission System
NEW YORK STATE DEPARTMENT OF HEALTH 
OFFICE OF HEALTH SYSTEMS MANAGEMENT 

RHCF-4 (4/06) DOH-490

FACILITY: Comprehensive at Orleans

OPERATING CERTIFICATE NUMBER: 3620301N

REPORT FOR THE PERIOD ENDED: 12/31/2017

DECLARATION CONTROL NUMBER (DCN): 81941106

Operators Certification

The following statement must be read and a certification of such be signed pursuant to Part 86-2.6(a). This subpart states "The Financial
and statistical reports shall be certified by the operator of a proprietary medical facility, an officer of a voluntary facility or the public
official responsible for the operation of a public medical facility". Please enter only one signature.

Certification Statement

Misrepresentation or falsification of any information contained on this form may be punishable by fine and / or imprisonment under New
York State Law and Federal Law.

Certification of Operator

I hereby certify that I am the Operator and have read the above statement and I have examined and compared the information contained
in the RHCF -4 report file with the information provided in my electronically transmitted Department of Health file, DCN identified above,
and that to the best of my knowledge and belief, they are true and complete and that these files are identical.

I also certify that Parts I and II were completed in accordance with the RHCF - 4 instructions and that Part IV was completed in
accordance with the residential Health Care Facility Accounting and Reporting Manual (RHCFARM). I also certify, the Part(s) III, if
required to be filed as part of this report, was (were) completed in accordance with RHCFARM and the information called for in Part III
has been reported for each lender or organization related to the provider as defined in Schedule 16 of Part II.

I also certify that all salary and non-salary expenses presented in the RHCF - 4 (with the exception of those expenses attributable to
Research, Physicians Offices and other Rentals, Gift Shop, Public Restaurant, Fund Raising and Sold Services) considering the
adjustments contained in the Part II and the recoveries of expense detailed in Exhibit I of the Part IV were incurred to provide patient
care in the facility.

DOH 490 (4/06)

JUL 15 2018 07:13:59 PM        villags1

Date Signature

Sam Halper

Operator

* * * * End of Certification * * * *

   

    DCN 81941106 was previously certified by HCS ID villags1,
 

javascript:history.back()
https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/rhcf.cgi


10/15/21, 8:23 AM Nursing Home Certification Submission System

https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/cert4.cgi 2/2

Nursing Home Cost Report Main Page

    Sam Halper , Operator for Comprehensive at Orleans.

   

       Continue

   

https://commerce.health.state.ny.us/hpn/cgi-bin/applinks/rhcfr/rhcf.cgi
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