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E 004 Develop EP Plan, Review and Update Annually

CFR(s): 483.73(a)

§403.748(a), §416.54(a), §418.113(a), 

§441.184(a), §460.84(a), §482.15(a), §483.73(a), 

§483.475(a), §484.102(a), §485.68(a), 

§485.542(a), §485.625(a), §485.727(a), 

§485.920(a), §486.360(a), §491.12(a), 

§494.62(a).

The [facility] must comply with all applicable 

Federal, State and local emergency 

preparedness requirements.  The [facility] must 

develop establish and maintain a comprehensive 

emergency preparedness program that meets the 

requirements of this section. The emergency 

preparedness program must include, but not be 

limited to, the following elements:

(a) Emergency Plan. The [facility] must develop 

and maintain an emergency preparedness plan 

that must be [reviewed], and updated at least 

every 2 years.  The plan must do all of the 

following:

* [For hospitals at §482.15 and CAHs at 

§485.625(a):] Emergency Plan. The [hospital or 

CAH] must comply with all applicable Federal, 

State, and local emergency preparedness 

requirements.  The [hospital or CAH] must 

develop and maintain a comprehensive 

emergency preparedness program that meets the 

requirements of this section, utilizing an 

all-hazards approach.

* [For LTC Facilities at §483.73(a):] Emergency 

Plan. The LTC facility must develop and maintain 

an emergency preparedness plan that must be 

reviewed, and updated at least annually.  

E 004 6/19/25

SS=F

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

06/16/2025Electronically Signed

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 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.
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* [For ESRD Facilities at §494.62(a):] Emergency 

Plan. The ESRD facility must develop and 

maintain an emergency preparedness plan that 

must be [evaluated], and updated at least every 2 

years.

.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record review and staff interview, the 

facility failed to ensure the Emergency 

Preparedness (EP) plan was reviewed and 

updated at least annually. 

The findings included:

The facility's EP plan was reviewed and indicated 

the last annual review was completed on 5/14/24. 

An interview was completed with the 

Administrator on 5/21/25 at 1:24 PM.  He stated 

that he began employment at the facility in March 

2025 and had planned to complete an annual 

review of the EP plan but had not gotten this 

completed prior to the recertification survey. The 

Administrator was aware the EP plan should be 

reviewed and updated annually.

 The Emergency Preparedness (EP) Plan 

has been reviewed and signed by all 

parties with updates as revised on 

6/10/2025. The list of names and contact 

information of staff including but not 

limited to the Medical Director was 

updated on 6/10/2025. The facility 

has a documented hazard vulnerability 

risk plan and communication plan 

completed by 6/10/2025. The facility 

verified policies and procedures were part 

of the emergency plan on 

6/11/2025 regarding the provisions of 

subsistence for alternate sources of 

emergency. The facility verified that the 

EP policy has a  shelter in place  plan in the 

EP manual as of 6/11/2025. The facility 

verified that they have a system in place 

for resident�s medical documentation in 

the EP manual on 6/11/2025. The EP plan 

was verified to show a list of staff�s direct 

responsibilities on 6/11/2025. The EP plan 

was verified on how information is 

shared with residents and families on 

6/11/2025. The EP plan was verified for 

evidence of the annual completed yearly 

EP training on 6/16/2025.

The Administrator will audit the EP manual 
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E 004 Continued From page 2 E 004

weekly for 12 weeks for any 

updates/changes needed to be made to 

the EP manual and will make these 

changes. The audits will be performed for 

a total of (12) twelve weeks. This will be 

performed to ensure compliance. 

The Maintenance Supervisor will conduct 

(2) trainings annually for the EP manual 

review with staff ensuring training and 

understanding of emergency 

preparedness for 1 year.

The Administrator will monitor this 

deficient practice via QAPI for the next 

three months reporting on Emergency 

preparedness manual. Any 

intervention/changes of the Emergency 

plan manual will be monitored through 

QAPI ensuring compliance with State 

and Federal regulations.

F 000 INITIAL COMMENTS F 000

 A recertification and complaint investigations 

survey was conducted from 5/19/25 through 

5/22/25. Event ID# QZQH11. The following 

intakes were investigated. NC00220099, 

NC00220519, NC00221201, NC00221956, 

NC00223276, NC00224200, NC00224307, 

NC00224714, NC00228222, and NC00228912. 

3 of the 28 allegations resulted in a deficiency.

 

F 628 Discharge Process

CFR(s): 483.15(c)(2)(iii)(3)-(6)(8)(d)(1)(2); 

483.21(c)(2)(i)-(iii)

§483.15(c)(2) Documentation.

When the facility transfers or discharges a 

F 628 6/19/25

SS=C
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F 628 Continued From page 3 F 628

resident under any of the circumstances specified 

in paragraphs (c)(1)(i)(A) through (F) of this 

section, the facility must ensure that the transfer 

or discharge is documented in the resident's 

medical record and appropriate information is 

communicated to the receiving health care 

institution or provider.  

(iii) Information provided to the receiving provider 

must include a minimum of the following:

(A) Contact information of the practitioner 

responsible for the care of the resident. 

(B) Resident representative information including 

contact information

(C) Advance Directive information

(D) All special instructions or precautions for 

ongoing care, as appropriate.

(E) Comprehensive care plan goals;

(F)  All other necessary information, including a 

copy of the resident's discharge summary, 

consistent with §483.21(c)(2) as applicable, and 

any other documentation, as applicable, to ensure 

a safe and effective transition of care. 

§483.15(c)(3) Notice before transfer. 

Before a facility transfers or discharges a 

resident, the facility must-

(i) Notify the resident and the resident's 

representative(s) of the transfer or discharge and 

the reasons for the move in writing and in a 

language and manner they understand. The 

facility must send a copy of the notice to a 

representative of the Office of the State 

Long-Term Care Ombudsman.

(ii) Record the reasons for the transfer or 

discharge in the resident's medical record in 

accordance with paragraph (c)(2) of this section; 

and

(iii) Include in the notice the items described in 
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F 628 Continued From page 4 F 628

paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice. 

(i) Except as specified in paragraphs (c)(4)(ii) and 

(c)(8) of this section, the notice of transfer or 

discharge required under this section must be 

made by the facility at least 30 days before the 

resident is transferred or discharged.

(ii) Notice must be made as soon as practicable 

before transfer or discharge when-

(A) The safety of individuals in the facility would 

be endangered under paragraph (c)(1)(i)(C) of 

this section;

(B) The health of individuals in the facility would 

be endangered, under paragraph (c)(1)(i)(D) of 

this section;

(C) The resident's health improves sufficiently to 

allow a more immediate transfer or discharge, 

under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is 

required by the resident's urgent medical needs, 

under paragraph (c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30 

days.

§483.15(c)(5) Contents of the notice. The written 

notice specified in paragraph (c)(3) of this section 

must include the following:

(i) The reason for transfer or discharge;

(ii) The effective date of transfer or discharge;

(iii) The location to which the resident is 

transferred or discharged;

(iv) A statement of the resident's appeal rights, 

including the name, address (mailing and email), 

and telephone number of the entity which 

receives such requests; and information on how 

to obtain an appeal form and assistance in 
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F 628 Continued From page 5 F 628

completing the form and submitting the appeal 

hearing request;

(v) The name, address (mailing and email) and 

telephone number of the Office of the State 

Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual 

and developmental disabilities or related 

disabilities, the mailing and email address and 

telephone number of the agency responsible for 

the protection and advocacy of individuals with 

developmental disabilities established under Part 

C of the Developmental Disabilities Assistance 

and Bill of Rights Act of 2000 (Pub. L. 106-402, 

codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental 

disorder or related disabilities, the mailing and 

email address and telephone number of the 

agency responsible for the protection and 

advocacy of individuals with a mental disorder 

established under the Protection and Advocacy 

for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice. 

If the information in the notice changes prior to 

effecting the transfer or discharge, the facility 

must update the recipients of the notice as soon 

as practicable once the updated information 

becomes available.

§483.15(c)(8) Notice in advance of facility closure 

In the case of facility closure, the individual who is 

the administrator of the facility must provide 

written notification prior to the impending closure 

to the State Survey Agency, the Office of the 

State Long-Term Care Ombudsman, residents of 

the facility, and the resident representatives, as 

well as the plan for the transfer and adequate 

relocation of the residents, as required at § 
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483.70(l).

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a 

nursing facility transfers a resident to a hospital or 

the resident goes on therapeutic leave, the 

nursing facility must provide written information to 

the resident or resident representative that 

specifies-

(i) The duration of the state bed-hold policy, if 

any, during which the resident is permitted to 

return and resume residence in the nursing 

facility;

(ii) The reserve bed payment policy in the state 

plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding 

bed-hold periods, which must be consistent with 

paragraph (e)(1 ) of this section, permitting a 

resident to return; and

(iv) The information specified in paragraph (e)(1) 

of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At 

the time of transfer of a resident for 

hospitalization or therapeutic leave, a nursing 

facility must provide to the resident and the 

resident representative written notice which 

specifies the duration of the bed-hold policy 

described in paragraph (d)(1) of this section.

§483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident 

must have a discharge summary that includes, 

but is not limited to, the following:

(i) A recapitulation of the resident's stay that 

includes, but is not limited to, diagnoses, course 

of illness/treatment or therapy, and pertinent lab, 
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radiology, and consultation results.

(ii) A final summary of the resident's status to 

include items in paragraph (b)(1) of §483.20, at 

the time of the discharge that is available for 

release to authorized persons and agencies, with 

the consent of the resident or resident's 

representative.

(iii) Reconciliation of all pre-discharge 

medications with the resident's post-discharge 

medications (both prescribed and 

over-the-counter).

This REQUIREMENT  is not met as evidenced 

by:

 Based on record reviews and interviews with 

Responsible Party (RP) and staff, the facility 

failed to provide the RP written notification of the 

reason for a hospital transfer for 2 of 4 residents 

reviewed for hospitalization (Residents #7 and 

#64).  The facility had no process in place to 

provide RPs with written notification which had 

the potential to affect all residents during 

transfers and discharges. 

The findings included: 

1. Resident #7 was admitted to the facility on 

11/8/21 and was noted to have a guardian for her 

medical and financial concerns. 

Resident #7 was transferred to the hospital on 

1/7/25 for abdominal pain and on 4/17/25 for 

warmth and redness to a surgical site. 

On 5/20/25 at 9:30 AM, an interview occurred 

with the Director of Nursing (DON) who explained 

that when a resident was transferred to the 

hospital the transfer form was sent with the 

resident when they were transferred to the 

hospital and the RP was notified of the transfer by 

 On 6/16/25, the Social Worker provided a 

written notification to the Responsible 

Party (RP) of Resident #7 regarding the 

reason for hospital transfer that occurred 

on 4/17/25.

On 6/16/25, the Social Worker provided a 

written notification to the RP of Resident 

#64 regarding the reason for hospital 

transfer that occurred on 4/17/25. 

On 6/11/25, the Social Worker and 

Administrator initiated an audit of transfers 

and discharges for the past 30 days to 

ensure a written notification was provided 

to the Responsible Party (RP). Any areas 

of concern noted during the audit will be 

immediately addressed and corrected by 

the Social Worker and/or Administrator. 

The audit will be completed by 6/18/25. 

On 6/11/25, an in-service was completed 

by the Regional Nurse Consultant (RNC) 

with the Administrator, Director of Nursing 

(DON), Social Worker (SW), and Rehab 

Director regarding the discharge and 
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phone.  The DON stated that Resident #7 had a 

guardian that the facility communicated with via 

phone regarding any changes or the need to 

transfer to the hospital.  The DON stated she was 

unaware a written reason for a hospital transfer 

needed to be mailed to the RP. 

A phone interview was conducted with Resident 

#7's RP on 5/20/25 at 9:41 AM and stated that he 

was always informed by phone when Resident #7 

was sent to the hospital but had not received 

anything in writing from the facility. 

The Administrator was interviewed on 5/21/25 at 

1:52 PM, who had been employed at the facility 

since 3/17/25.  The Administrator verified he was 

aware of the regulation regarding the need for 

written notice of transfer including the reason for 

the hospital transfer to be sent to the RP. He was 

unable to explain why this had not been 

completed for Resident #7 when she transferred 

to the hospital but stated a plan would be put into 

place going forward. 

2. Resident #64 was admitted to the facility 3/8/23 

with the most recent readmission date of 4/26/25. 

Diagnoses for Resident #64 included respiratory 

failure and diabetes. 

a. A nursing note dated 2/25/25 documented 

Resident #64 had a change in condition and was 

transferred to the hospital. 

Review of the medical record revealed no written 

notification of transfer for the Responsible Party 

or the resident. 

A nursing note dated 3/1/25 documented 

Resident #64 returned to the facility after 

transfer process to include providing a 

written notification of the reason for 

hospital transfer to the RP. Newly hired 

administrators, DONs, SWs, and Rehab 

Directors will be educated on the 

discharge and transfer process during 

orientation by the RNC.

Hospital transfers and discharges will be 

monitored by the Administrator weekly for 

8 weeks, then monthly for 1 month, to 

ensure a written notification was provided 

to the RP. 

The Administrator will present the results 

of the hospital transfers and discharge 

monitoring to the Quality Performance 

Improvement (QAPI) Committee monthly 

for 3 months for review to determine 

trends and / or issues that may need 

further interventions put into place and to 

determine the need for further and / or 

frequency of monitoring.
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hospitalization. 

b. A nursing note dated 3/2/25 documented 

Resident #64 was transferred to the hospital after 

a change in condition. 

Review of the medical record revealed no written 

notification of transfer for the Responsible Party 

or the resident.

A nursing note dated 3/4/25 documented 

Resident #64 returned to the facility after 

hospitalization. 

c. A nursing note dated 4/15/25 documented 

Resident #64 was transferred to the hospital after 

a change in condition. 

Review of the medical record revealed no written 

notification of transfer for the Responsible Party 

or the resident.

A nursing note dated 4/26/25 documented 

Resident #64 returned to the facility after 

hospitalization.

 

A significant change Minimum Data Set 

assessment dated 5/2/25 documented Resident 

#64 was severely cognitively impaired. 

The Responsible Party was not available for 

interview. 

An interview was conducted with the Director of 

Nursing (DON) on 5/20/25 at 9:30 AM. The DON 

reported the transfer form was sent with the 

resident when they were transferred to the 

hospital and the Responsible Party was notified of 

the transfer by phone. The DON explained that 
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she was unaware the transfer notification was to 

be mailed to the Responsible Party and given to 

the resident.

F 641 Accuracy of Assessments

CFR(s): 483.20(g)(h)(i)(j)

§483.20(g) Accuracy of Assessments.  

The assessment must accurately reflect the 

resident's status.

§483.20(h) Coordination. A registered nurse must 

conduct or coordinate each assessment with the 

appropriate participation of health professionals.

§483.20(i) Certification.

§483.20(i)(1) A registered nurse must sign and 

certify that the assessment is completed.

§483.20(i)(2) Each individual who completes a 

portion of the assessment must sign and certify 

the accuracy of that portion of the assessment.

§483.20(j) Penalty for Falsification.

§483.20(j)(1) Under Medicare and Medicaid, an 

individual who willfully and knowingly-

(i) Certifies a material and false statement in a 

resident assessment is subject to a civil money 

penalty of not more than $1,000 for each 

assessment; or

(ii) Causes another individual to certify a material 

and false statement in a resident assessment is 

subject to a civil money penalty or not more than 

$5,000 for each assessment.

§483.20(j)(2) Clinical disagreement does not 

constitute a material and false statement.

This REQUIREMENT  is not met as evidenced 

by:

F 641 6/19/25

SS=E

 Based on record review and staff interviews, the 

facility failed to code the Minimum Data Set 

 On 5/21/25, Minimum Data Set (MDS) 

nurse completed a modification to 
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(MDS) assessment accurately in the areas of 

oxygen use (Resident #7), prognosis (Resident 

#62), diagnoses (Resident #6) and medications 

(Resident #85).  This was for 4 of 25 residents 

whose MDS assessments were reviewed.  

The findings included: 

1. Resident #7 was originally admitted to the 

facility on 11/8/21 with diagnoses that included 

chronic respiratory failure, chronic obstructive 

pulmonary disease and dependence on 

supplemental oxygen. Resident #7 had a hospital 

stay from 4/17/25 to 4/21/25. 

Resident #7's physician orders included an order 

dated 4/21/25 for oxygen continuous at 3 liters 

per minute via nasal cannula. 

A review of the April 2025 Medication 

Administration Record (MAR) revealed that 

Resident #7 had oxygen at 3 liters per minute via 

nasal cannula on 4/21/25, 4/22/25 and 4/23/25. 

A review of a quarterly MDS assessment dated 

4/23/25 indicated that Resident #7 was 

cognitively intact and was not coded for the use of 

oxygen. 

On 5/21/25 at 12:29 PM, an interview occurred 

with MDS Nurse #1.   She reviewed Resident #7's 

quarterly MDS assessment dated 4/23/25 and 

verified that oxygen use was not coded. MDS 

Nurse #1 reviewed Resident #7's current 

physician orders as well as the April 2025 MAR 

and confirmed that Resident #7 was ordered 

oxygen on a continuous basis. She stated that 

oxygen use should have been coded for on the 

4/23/25 MDS assessment and felt it was an 

Resident #7�s quarterly MDS (Minimum 

Data Set) assessment dated 4/23/25 to 

reflect the use of oxygen. 

On 5/21/25, the MDS nurse completed a 

modification to Resident #62�s prognosis 

in the quarterly MDS assessment dated 

3/5/25 to reflect chronic disease that may 

result in a life expectancy of less than six 

months. 

On 5/21/25, the MDS nurse completed a 

modification to Resident 6�s quarterly 

MDS assessment dated 3/24/25 to reflect 

an active diagnosis of hypertension in the 

Heart/Circulation section and an active 

diagnosis of dementia in the Neurological 

section. 

On 5/21/25, the MDS nurse completed a 

modification to Resident #85�s quarterly 

MDS assessment dated 4/8/25 to reflect 

the use of anticoagulant medication and 

that antibiotic medication had not been 

prescribed. 

On 6/12/25, the MDS nurse initiated an 

audit for residents� most current MDS 

assessment to ensure coding accurately 

reflects oxygen use, prognosis, diagnosis, 

and medications. The MDS nurse 

completed modifications for concerns 

identified during the audit. The audit will 

be completed by 6/16/25.

On 5/22/25, the Director of Nursing 

completed an in-service with MDS Nurse 

#1 and MDS Nurse #2 regarding MDS 

Assessments and Coding per the 

FORM CMS-2567(02-99) Previous Versions Obsolete QZQH11Event ID: Facility ID: 923005 If continuation sheet Page  12 of 52



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  07/01/2025
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345011 05/22/2025

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

279 BRIAN CENTER DRIVE
PINE ACRES CENTER FOR NURSING AND REHABILITATION

LEXINGTON, NC  27292

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 641 Continued From page 12 F 641

oversight. 

An interview was completed with the 

Administrator on 5/21/25 at 1:52 PM and stated 

that he would expect the MDS assessment to be 

coded accurately. 

2. Resident #62 was admitted to the facility on 

5/26/22 with diagnoses that included vascular 

dementia. 

Review of a Hospice Certification of Terminal 

Illness dated 12/24/24 from the Hospice physician 

read, "I recertify that this patient is terminally ill 

with a life expectancy of six months or less if the 

disease follows its normal course". The 

certification period was noted to be 12/26/24 

through 3/25/25. 

A quarterly MDS assessment dated 3/5/25 

indicated that Resident #62 was coded for 

hospice care but not marked for a condition or 

chronic disease that may result in a life 

expectancy of less than six months.  

On 5/21/25 at 12:29 PM, an interview occurred 

with MDS Nurse #1.  She reviewed Resident 

#62's quarterly MDS dated 3/5/25 and indicated 

that the prognosis section for a condition or 

chronic disease that may result in a life 

expectancy of less than six months should have 

been marked as yes, as Resident #62 received 

hospice care.  She felt this was an oversight. 

The Administrator was interviewed on 5/21/25 at 

1:52 PM and stated that he would expect the 

MDS to be coded accurately. 

3. Resident #6 was admitted to the facility on 

Resident Assessment Instrument (RAI) 

Manual with emphasis on completing 

assessment accurately and completely to 

include correct coding of oxygen use, 

prognosis, diagnosis, and medication use. 

Newly hired MDS Coordinators and/or 

MDS nurses will be in-serviced by the 

Director of Nursing (DON) during 

orientation regarding MDS Assessments 

and Coding. 

The Assistant Director of Nursing will 

review 10 residents� most recent MDS 

assessments utilizing the MDS Coding 

Accuracy Tool weekly for 4 weeks, then 

review 5 residents� most recent MDS 

assessments weekly for 4 weeks, then 

monthly for 1 month, for accurate coding 

of oxygen use, prognosis, diagnosis, and 

medication use.  

The administrator will forward the results 

of the MDS Coding Accuracy Tool to the 

Quality Assurance Performance 

Improvement Committee (QAPI) monthly 

for 3 months. The QAPI Committee will 

review the MDS Coding Accuracy Tool to 

determine trends and / or issues that may 

need further interventions put into place 

and to determine the need for further and 

/ or frequency of monitoring.

FORM CMS-2567(02-99) Previous Versions Obsolete QZQH11Event ID: Facility ID: 923005 If continuation sheet Page  13 of 52



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  07/01/2025
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345011 05/22/2025

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

279 BRIAN CENTER DRIVE
PINE ACRES CENTER FOR NURSING AND REHABILITATION

LEXINGTON, NC  27292

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 641 Continued From page 13 F 641

07/21/22 with diagnoses that included dementia 

and hypertension.

A record review indicated Resident #6 had an 

active diagnosis of hypertension since 07/01/22 

and an active diagnosis for dementia since 

08/03/23.

The Nurse Practitioner note dated 02/04/25 read 

in part that Resident #6's Dementia with 

associated depression seems stable, no 

significant behaviors, on citalopram and 

hypertension was managed with diet only.

Resident #6's blood pressure (BP) was monitored 

with six BPs documented during the 7 day look 

back period. The following BPs were obtained: 

03/18/25 at 10:40 AM BP 136/88, 03/19/25 at 

6:57 AM BP 126/78, 03/19/25 at 11:59 PM BP 

118/62, 03/20/25 at 1:55 PM BP 112/64, and 

03/24/25 at 4:55 PM BP 123/70.

A weekly nursing summary dated 03/24/25 

indicated Resident #6 was alert and oriented to 

person only and had episodic confusion. She also 

had short and long term memory problems and 

required total assistance with transfers and toilet 

use.

The quarterly Minimum Data Set (MDS) 

assessment dated 03/24/25 did not indicate 

Resident #6 had an active diagnosis of 

hypertension in the Heart/Circulation section or 

dementia in the Neurological section.
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An interview was conducted on 05/21/25 at 1:00 

PM with Minimum Data Set (MDS) Nurse #2. She 

reviewed Resident #6's quarterly MDS 

assessment dated 03/24/25 and verified that 

hypertension in the Heart/Circulation section and 

dementia in the Neurological section were not 

coded. She stated she did not see any 

documentation of active diagnoses within the last 

7 days in Resident #6's electronic medical record. 

She indicated it was an oversight that she did not 

see the documentation in the NPs notes or the 

vital signs area. She verified dementia and 

hypertension were included in the care plan.

An interview was conducted on 05/21/25 at 2:52 

PM with the Administrator. He stated he expected 

the MDS assessments to be coded accurately.

4. Resident #85 was admitted to the facility 7/8/24 

with diagnoses including heart failure and 

pulmonary embolism (a blood clot in the lungs).  

Review of the physician orders for Resident #85 

revealed an order dated 3/13/25 that specified 

warfarin (a blood thinner used for blood clots) to 

be administered 5 milligrams (mg) on Tuesday, 

Thursday, and Saturday at 5:00 PM, and warfarin 

6 mg to be administered Monday, Wednesday, 

Friday, and Sunday at 5:00 PM.  

Review of the medication administration record 

for March, April, and May 2025 revealed Resident 

#85 received warfarin as ordered.  

Review of the quarterly Minimum Data Set (MDS) 

assessment dated 4/8/25 documented Resident 

FORM CMS-2567(02-99) Previous Versions Obsolete QZQH11Event ID: Facility ID: 923005 If continuation sheet Page  15 of 52



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  07/01/2025
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

345011 05/22/2025

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

279 BRIAN CENTER DRIVE
PINE ACRES CENTER FOR NURSING AND REHABILITATION

LEXINGTON, NC  27292

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 641 Continued From page 15 F 641

#85 was not taking anticoagulant medications 

and was taking antibiotic medications. 

Review of the physician orders for Resident #85 

did not have antibiotic medications prescribed. 

MDS Nurse #2 was interviewed on 5/21/25 at 

3:03 PM and she reported that coding antibiotics 

for Resident #85 was a mistake. MDS Nurse #2 

reviewed her handwritten worksheet and on the 

worksheet she had noted Resident #85 was 

taking anticoagulation medications.  

The Administrator was interviewed on 5/21/25 at 

3:47 PM and he reported MDS Nurse #2 had 

mis-keyed the information for Resident #85 and 

he expected the MDS assessments to be 

accurate.

F 689 Free of Accident Hazards/Supervision/Devices

CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(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:

F 689 6/19/25

SS=G

 Based on record review, and staff, family, and 

Physician Assistant (PA) interviews, the facility 

failed to provide care safely to a dependent 

resident. Resident #76 had an impaired gait and 

she was unable to walk without assistance. On 

01/11/25 Nursing Assistant (NA) #1 transferred 

Resident #76 from her bed to the floor for 

 Resident #76 continues to reside at the 

facility in stable condition. 

On 5/19/25, Nursing Assistant (NA) #1 

was educated by the Director of Nursing 

(DON) regarding how to access and utilize 

the resident Kardex prior to providing care 
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ambulation to the bathroom. The NA turned away 

from the resident to place the resident's brief in a 

trash can leaving the resident in a standing 

position with no staff support resulting in the 

resident falling. Resident #76 sustained a left 

wrist fracture and a left hip fracture. This was for 

1 of 4 residents reviewed for accidents (Resident 

#76).

Findings included:

Resident #76 was admitted to the facility on 

12/10/24 with diagnosis that included 

osteoporosis, Hodgkin Lymphoma, breast cancer, 

history of humerus (the long bone that extends 

from the shoulder to the elbow) fracture, and 

history of falls.

The Minimum Data Set (MDS) quarterly 

assessment dated 12/16/24 indicated Resident 

#76's cognition was moderately impaired and she 

exhibited no behaviors. She required moderate 

assistance to ambulate 10 feet and maximal 

assistance for toileting hygiene, dressing, and 

transfers. Resident #76 was coded for receiving 

scheduled pain medications but no as needed 

pain medications. During the pain assessment, 

Resident #76 denied having pain. Resident #76 

was not coded as receiving opioid, anticoagulant, 

or antiplatelet medications.

Resident #76's admission care plan dated 

12/19/24, included a focus that indicated the 

resident had an activities of daily living (ADL) 

self-care performance deficit related to dementia 

and limited mobility. She was admitted following a 

hospitalization for a fall at her assisted living 

facility sustaining subdural hematoma (a pooling 

of blood between the brain's outermost protective 

with emphasis on providing safe transfers. 

On 6/5/25, an audit was initiated by the 

DON, Assistant Director of Nursing 

(ADON), and unit managers of residents 

requiring extensive total assistance with 

toileting and/or the use of a mechanical lift 

with 2 staff to ensure the NA provided 

care safely. The audit will be completed 

by 6/18/25. Any concerns identified during 

the audit will be immediately addressed by 

the DON, ADON, and/or the unit 

managers. 

On 6/5/25, an in-service was initiated by 

the DON with nurses and NA�s regarding 

providing care safely to include with 

transfers with emphasis on utilizing the 

resident Kardex prior to providing care. 

The in-service will be completed by 

6/18/25. After 6/18/25, any nurse or NA 

that has not received the in-service will be 

in-serviced by the DON and/or the ADON 

prior to the next scheduled shift. Newly 

hired nurses and NAs will receive the 

in-service during orientation with the DON 

and/or the ADON. 

(10) NA�s, including NA #1, will be 

monitored by the DON, ADON, and/or unit 

managers weekly for 8 weeks, then (5) 

NA�s including NA #1 will be monitored 

weekly for 4 weeks, to ensure residents 

are provided safe care according to the 

resident Kardex. 

The DON will present the findings of 

audits to the Quality Assurance 

Performance Improvement Committee 
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layer and the brain itself) and right humerus 

fracture. The interventions included Resident #76 

was dependent on two or more staff and the use 

of mechanical lift for transfers. The date this 

intervention was created and initiated was 

12/19/24. Another focus indicated that Resident 

#76 was at risk for falls related to history of falls, 

gait/balance problems, incontinence, and that she 

was unaware of safety needs. The interventions 

included for staff to be sure her call light was 

within reach and encourage her to use it for 

assistance as needed. Resident #76 needs 

prompt response to all requests for assistance 

and to anticipate and meet her needs.

A fall risk assessment (used to predict a patient's 

likelihood of falling) dated 01/06/25 indicated 

Resident #76 was categorized as a high risk for 

falling with a score of 55.0. (Fall scoring: high risk 

45 and higher). Resident #76's risk factors 

included a history of falling, multiple diagnoses, 

she overestimated or forgets her limits, her gait 

was impaired, she could not walk without 

assistance, and she did not use ambulatory aids.

Resident #76's pain assessments documented 

on the Medication Administration Record (MAR) 

from 01/01/25 through 01/10/25 revealed no pain.

Resident #76's incident report dated 01/11/25 at 

12:55 PM, completed by Nurse #1, indicated 

Resident #76 had a fall while being assisted to 

the bathroom by NA #1. Resident #76's brief was 

falling so NA #1 stopped the resident to remove 

the brief. NA #1 then turned around to throw the 

brief in the trash and when she turned back 

around to face Resident #76 she was falling to 

the floor. Nurse #1 entered the room and 

observed Resident #76 lying on her left side by 

(QAPI) monthly for 3 months. The QAPI 

Committee will review the audits to 

determine trends and / or issues that may 

need further interventions put into place 

and to determine the need for further and 

/ or frequency of monitoring.
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the bed. Resident #76 complained of pain but 

stated she felt comfortable to be assisted back to 

bed. A skin tear was noted to her left elbow and a 

discolored/darkened area noted to her left 

forearm/wrist. The physician, Director of Nursing, 

and family were notified of the fall and complaints 

of left wrist pain.

An interview was conducted on 05/21/25 at 9:27 

AM with NA #1. NA #1 verified she was Resident 

#76's NA on 01/11/25 when she fell. She stated 

she had worked at the facility as a NA since 

December 2024. She indicated she did not know 

Resident #76 could not ambulate without 

assistance or that she was to be transferred via 

the mechanical lift. NA #1 stated 01/11/25 was 

the first time she had worked with Resident #76 

and that other staff had told her she could 

ambulate with assistance. NA # 1 was unable to 

provide the names of those staff members. She 

explained she was assisting the resident to the 

bathroom by ambulating with her. The NA said 

Resident #76's brief was falling down so she 

stopped her, removed the brief, she let go of 

Resident #76 and turned to throw the brief in the 

trash can which was against the wall, and when 

she turned back around Resident #76 was 

observed losing her balance and falling before 

she could get to her.

An interview was conducted on 05/21/25 at 9:10 

AM Nurse #1. She verified she was Resident 

#76's nurse on 01/11/25 when she had a fall. She 

stated she was called to the room by NA #1 and 

was told that Resident #76 fell while being 

assisted to the bathroom by NA #1. She indicated 

a second staff member was not present. Upon 

entering the room Resident #76 was lying on the 

floor on her left side beside the bed. She also 
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stated she completed an assessment of the 

resident to include vital signs, checked for range 

of motion to all extremities, deformities, and 

checked her skin. She then explained that 

Resident #76 complained of pain in her left wrist, 

denied any other pain, and showed no signs of 

pain during the initial assessment. Nurse #1 

indicated Resident #76 did not give her a rating of 

pain and she offered pain medication which the 

resident refused and said, "I'm fine". Resident 

#76 stated she wanted to get back in bed. Nurse 

#1 and NA #1 assisted Resident #76 back to bed. 

She had a skin tear noted to her left elbow and a 

discolored/darkened area noted to her left 

forearm/wrist, "like a hematoma". She then 

explained she called the PA and received an 

order to obtain an x-ray of the left wrist and to 

apply ice as needed for 20 minutes at a time for 2 

days. She stated throughout the morning 

Resident #76 began to complain of pain in the left 

hip and this was added to the x-ray order. Nurse 

#1 applied the ice packs to Resident #76's left hip 

and Resident #76 voiced that this was effective 

for her pain. She indicated she assessed her hip 

again, which did not reflect bruising, deformity, or 

leg shortening. When she called to place the 

order for the x-ray the company stated they had a 

"high call volume" and they would be there as 

soon as they could. She explained NA #1 told her 

she was assisting the resident to the bathroom by 

ambulating with her. The NA said Resident #76's 

brief was falling so she stopped her, removed the 

brief, turned around to throw it in the trash and 

when she turned back around the resident was 

observed losing her balance falling before she 

could get to her. Nurse #1 stated Resident #76 

was to be transferred by 2 staff members via the 

mechanical lift due to her poor balance and 

unsteady gait. She explained that Resident #76 
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should not have been ambulating due to the risk 

of falling and she was non weight bearing on her 

left lower extremity.

Review of the "5 whys worksheet" (a structured 

tool for problem-solving that uses a series of 

"why" questions to uncover the root cause of a 

problem) completed by the Director of Nursing 

(DON) dated 01/11/25 revealed the problem was 

Resident #76 fell while being assisted to the 

bathroom. The resident sustained a skin tear to 

her left elbow and darkened left forearm/wrist. 

Staff were throwing the resident's brief away and 

when NA #1 turned back to Resident #76 she 

was falling. The worksheet provided the following 

information related to the 01/11/25 fall: 1. Why 

was it happening? Incontinent; 2. Why was that? 

Gait imbalance; 3. Why was that? Staff were not 

touching Resident #76 with assistance. The 

"Whys" under numbers 4 and 5 were not 

answered. The identified root cause was staff 

transferring. The action/plan to address the 

problem was neurological checks and 

reeducation to staff when transferring Resident 

#76.

Review of a Situation, Background, Assessment, 

and Recommendation (SBAR) form dated 

01/11/25 at 6:25 PM completed by Nurse #1 

revealed a change of condition related to the 

resident's fall. Resident #76 was identified with 

discoloration to her skin, a skin tear, and pain. 

New orders were received for a left wrist x-ray 

and an ice pack to left wrist every 2 hours for 20 

minutes as needed for 2 days related to a fall.

Physician orders dated 01/11/25 for Resident #76 

indicated an x-ray for the left forearm and wrist 

for a hematoma; an x-ray of the left hip for acute 
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pain related to a fall; and an ice pack to the left 

wrist for 20 minutes every 2 hours as needed for 

2 days for a hematoma.

A progress note dated 01/12/25 at 6:32 AM by 

Nurse #8 revealed Resident #76 was alert and 

oriented to person, place, and situation with 

intermittent confusion noted. She complained of 

acute pain in her left wrist; swelling was observed 

and bruising noted related to her fall. As needed 

pain medications were given with effective 

results. Awaiting an X-Ray to be obtained.

Multiple unsuccessful attempts were made to 

contact Nurse #8.

Resident #76's pain assessment documented on 

the MAR for 01/13/25 during the day shift (6:00 

AM to 6:00 PM) revealed a pain level of 07 (pain 

scale of 1-10 with 10 being the worst pain).

Record review revealed Resident #76 received an 

x-ray on 01/13/25 with a report date of 01/13/25. 

The results for the left wrist and forearm included 

a fracture at the distal radius metaphysis (a break 

in the wider, flared end of the bone, located near 

the wrist joint). The results for the left hip x-ray 

were positive for intertrochanteric femur fracture 

(hip fracture).

A progress note dated 01/13/25 at 3:50 PM by 

Unit Manager (UM) #2 revealed Resident #76 

had a fall on 01/11/25. An x-ray of her hip and 

forearm were completed and showed a fractured 

hip upon assessment. Resident #76 was being 

sent to hospital via emergency medical services 

(EMS) for further evaluation.

The hospital discharge summary dated 01/15/25 
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revealed Resident #76 presented to emergency 

room on 01/13/25 with a left hip fracture and left 

wrist fracture. Resident #76 did not remember the 

fall and was not in pain. After discussion, the 

family ultimately opted for comfort measures only. 

Resident #76's pain was well controlled with oral 

agents and given her poor baseline there was felt 

to be no benefit in surgical repair.

A phone interview was conducted on 05/18/25 at 

11:22 AM with Resident #76's family member. 

The family member stated he was notified of the 

fall on 01/11/25 and that she was sent to the 

emergency room on 01/13/25 due to the x-ray 

results revealing a hip fracture and the wrist 

fracture. He stated he discussed the options with 

the hospital physician and decided on no surgical 

interventions. His main concern was to keep 

Resident #76 comfortable. He explained he came 

to the facility often and that during his visits 

Resident #76 did not complain or show signs of 

being in pain

An interview was conducted on 05/21/25 at 3:20 

PM with the Director of Nursing. She stated she 

expected the care plan to be followed. The DON 

indicated NA #1 should not have let Resident #76 

go during ambulation due to her unsteady gait. 

She stated she thought this resident was care 

planned for extensive to total assistance by one 

plus staff members. She indicated she was not 

aware of her transfer status being changed to a 

mechanical lift.

A phone interview was conducted on 05/21/25 at 

3:34 PM with the Physician's Assistant (PA). He 

stated he recalled the fall in January with 

Resident #76. He explained that Resident #76 

could stand but she was unsteady and was at a 
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high fall risk. He expected the care plan to be 

followed and the goal was always to keep the 

residents safe and free of injuries. He stated 

Resident #76 was sent to the emergency room 

however she nor her family wanted to go through 

surgical interventions because they did not feel 

she was a good candidate. He further explained 

Resident #76 was not on a blood thinner and she 

stayed in bed most of the time.

F 693 Tube Feeding Mgmt/Restore Eating Skills

CFR(s): 483.25(g)(4)(5)

§483.25(g)(4)-(5) Enteral Nutrition

(Includes naso-gastric and gastrostomy tubes, 

both percutaneous endoscopic gastrostomy and 

percutaneous endoscopic jejunostomy, and 

enteral fluids). Based on a resident's 

comprehensive assessment, the facility must 

ensure that a resident- 

§483.25(g)(4) A resident who has been able to 

eat enough alone or with assistance is not fed by 

enteral methods unless the resident's clinical 

condition demonstrates that enteral feeding was 

clinically indicated and consented to by the 

resident; and

§483.25(g)(5) A resident who is fed by enteral 

means receives the appropriate treatment and 

services to restore, if possible, oral eating skills 

and to prevent complications of enteral feeding 

including but not limited to aspiration pneumonia, 

diarrhea, vomiting, dehydration, metabolic 

abnormalities, and nasal-pharyngeal ulcers.

This REQUIREMENT  is not met as evidenced 

by:

F 693 6/19/25

SS=D

 Based on observations, record review, and staff 

interviews, the facility failed to label enteral 

 On 5/20/25, the assigned Licensed 

Practical nurse (LPN) replaced and 
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feeding formula for 1 of 2 residents reviewed for 

enteral feeding (method of supplying nutrition 

through a feeding tube that goes directly into the 

stomach or small intestine) (Resident #79) and 

failed to store a plastic enteral feeding syringe 

with the plunger separated from the barrel of the 

syringe for 2 of 2 residents (Resident #79 and 

Resident #43) reviewed for enteral feeding 

management.  This practice had the potential for 

bacterial growth and contamination.

The findings included: 

1. Resident #79 was admitted to the facility 

8/23/24 with diagnoses including anoxic brain 

injury. 

A physician order dated 4/10/25 specified for 

enteral feeding to be administered at 55 milliliters 

per hour via j-port (a tube that delivers enteral 

feeding directly into the small intestine) by pump. 

The quarterly Minimum Data Set (MDS) 

assessment dated 4/15/25 assessed Resident 

#79 to be severely cognitively impaired. The MDS 

documented Resident #79 received enteral 

feedings and received 51% or more of calories by 

enteral feedings. 

a. Resident #79 was observed on 5/18/25 at 1:54 

PM. The enteral tube feeding was infusing by 

j-port tube at 55 milliliters per hour.  The enteral 

feeding was not labeled with the date or time the 

enteral feeding was changed.  

b. During the observation on 5/18/25 at 1:54 PM, 

the enteral feeding syringe was noted in a plastic 

bag with the plunger in the barrel of the syringe. 

Droplets of water were noted in the tip of the 

labeled the enteral feed formula for 

Resident #79.

 On 5/20/25, the assigned LPN replaced 

the syringe and plunger for Resident #79 

and Resident #43.

On 6/5/25, the Director of Nursing and 

Unit Managers completed an audit of 

residents receiving enteral feedings to 

ensure enteral feeding formula was 

labeled with the date and time started, 

and that the enteral feeding plungers and 

barrels were stored separately. There 

were no additional concerns identified 

during the audit. 

On 6/5/25, the Unit Managers initiated an 

in-service with nurses regarding tube 

feeding management: labeling and 

storage of enteral feeding and syringes 

with emphasis on ensuring the plunger is 

kept separate from barrel and enteral 

feeding formula is labeled with the date 

and time started. The in-service will be 

completed by 6/18/25. After 6/18/25, any 

nurse that has not worked will receive the 

in-service prior to the next scheduled shift. 

Newly hired nurses will receive the 

in-service regarding tube feeding 

management during orientation by the 

Director of Nursing or Assistant Director of 

Nursing.

Residents requiring enteral feeding 

formula will be monitored by the Unit 

Manager daily for 2 weeks, 4 times weekly 

for 6 weeks, then weekly for 1 month to 

ensure all enteral feeding formula is 
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syringe and the interior of the plastic bag was 

noted to have droplets of water.  

Nurse # 3 was interviewed on 5/18/25 at 1:54 PM 

during the observation. Nurse #3 explained the 

enteral feeding was changed by night shift and 

she did not know why the bag of enteral feeding 

was not labeled with the date and time the 

feeding was changed.  Nurse #3 reported the 

enteral feeding was changed when the bag was 

empty, and she didn't think there was a time limit 

on the feeding. Nurse #3 explained she was not 

aware the plunger for the enteral feeding syringe 

should be removed from the barrel and stored 

separately from the barrel.  Nurse #3 reported 

she had used the syringe to administer 

medications by j-port tube to Resident #79 earlier 

in the day.  

The Director of Nursing (DON) was interviewed 

on 5/21/25 at 3:30 PM. The DON reported the 

enteral feeding came with a bag for the enteral 

feeding and a bag for the water hydration with 

one label to apply to the enteral feeding. The 

DON explained that the enteral feeding could 

hang for up to 24 hours before it needed to be 

discarded. The DON reported she did not know 

why the night shift nurse had not labeled the 

enteral feeding. The DON explained the plunger 

for the enteral feeding syringe should be removed 

from the barrel and stored separately from the 

barrel because of the potential for bacterial 

growth in the syringe tip when it was used for 

medication administration. The DON reported the 

enteral feeding should be labeled with the date 

and time it was hung, and the enteral feeding 

syringe should be stored with the plunger 

separated from the barrel. 

labeled with the date and time changed 

and enteral feeding syringes are stored 

with plunger and barrel kept separately.

 

The DON will present the findings of the 

enteral feeding audits to the Quality 

Assurance and Performance 

Improvement (QAPI) Committee monthly 

for 3 months. The QAPI Committee will 

review the results of the enteral feeding 

audits to determine trends and / or issues 

that may need further interventions put 

into place and to determine the need for 

further and / or frequency of monitoring.
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2. Resident #43 was admitted to the facility on 

3/9/21 with diagnoses that included dysphagia 

(difficulty swallowing) and a history of a stroke. 

A review of Resident #43's physician orders 

included an order dated 12/21/23 to flush 

gastrostomy tube with 60 milliliters (ml) of warm 

tap water after each medication administration. 

A quarterly Minimum Data Set (MDS) 

assessment dated 2/26/25 indicated Resident 

#43 was cognitively intact and received 51% or 

more of her total calories and more than 501 ml 

of fluids per day by enteral feedings. 

A review of Resident #43's Medication 

Administration Record (MAR) for 5/18/25 

revealed she received medications and 60 ml of 

warm tap water after each medication 

administration at 8:00 AM and 9:30 AM on 

5/18/25. 

During an observation of Resident #43 on 5/18/25 

at 1:52 PM, the plastic syringe used to provide 

medications and flush her gastrostomy tube was 

noted in a plastic bag hanging from the feeding 

pump pole with the plunger in the barrel of the 

syringe. Droplets of a clear liquid were noted in 

the tip of the syringe and the interior of the plastic 

bag was noted to have droplets of a clear liquid. 

Nurse #5 was interviewed on 5/18/25 at 1:55 PM 

and explained she had provided Resident #43 

with her medications and water flush via the 

gastrostomy tube that morning. She stated she 

was not aware the plunger should be removed 

from the barrel of the syringe and stored 

separately. 
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The Director of Nursing (DON) was interviewed 

on 5/20/25 at 12:15 PM and stated the plunger for 

the enteral feeding syringe should be removed 

from the barrel and stored separately from the 

barrel because of the potential for bacterial 

growth in the syringe tip when it was used for 

medication administration.

F 695 Respiratory/Tracheostomy Care and Suctioning

CFR(s): 483.25(i)

§ 483.25(i) Respiratory care, including 

tracheostomy care and tracheal suctioning.  

The facility must ensure that a resident who 

needs respiratory care, including tracheostomy 

care and tracheal suctioning, is provided such 

care, consistent with professional standards of 

practice, the comprehensive person-centered 

care plan, the residents' goals and preferences, 

and 483.65 of this subpart.

This REQUIREMENT  is not met as evidenced 

by:

F 695 6/19/25

SS=E

 Based on record reviews, observations and 

interviews with resident, Physician Assistant and 

staff, the facility failed to obtain a Physician's 

order for a resident's use of oxygen (Resident #8) 

and failed to administer oxygen at the prescribed 

rate (Resident #20).  In addition, the facility failed 

to apply signage indicating the use of oxygen 

outside the residents' rooms with supplemental 

oxygen (Residents #9 and #82).  This deficient 

practice affected 4 of 6 residents reviewed for 

respiratory care. 

The findings included: 

1. Resident #8 was originally admitted to the 

facility on 2/7/23 with diagnoses that included 

chronic obstructive pulmonary disease (COPD), 

heart failure and asthma. She was recently 

 On 5/20/25, the Assistant Director of 

Nursing (ADON) obtained a physician�s 

order for oxygen 2 liters via nasal cannula 

for Resident #8.

On 5/21/25, the Licensed Practical Nurse 

(LPN)assessed Resident #20 with no 

distress was noted and adjusted the flow 

rate according to the physician�s order at 

3 liters per minute via nasal cannula. The 

physician was notified that oxygen was 

not administered at the correct flow rate 

ordered. The LPN received order from 

physician to continue oxygen at 3 liters 

per minute via nasal cannula. 

On 5/21/25 placed signage indicating 
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hospitalized from 3/19/25 to 3/22/25 for norovirus 

and on 4/27/25 to 5/2/25 for cellulitis concerns. 

A quarterly Minimum Data Set (MDS) 

assessment dated 3/25/25 indicated Resident #8 

was cognitively intact. She was not coded for the 

use of oxygen. 

A review of Resident #8's active care plan, last 

reviewed 4/1/25, had a focus area for oxygen 

therapy related to heart failure and COPD. The 

interventions included oxygen settings via nasal 

cannula per physician orders. 

Review of a physician's progress note dated 

4/26/25 indicated oxygen was available as 

needed for shortness of breath for Resident #8. 

A review of Resident #8's April 2025 and May 

2025 physician orders did not reveal any orders 

for the use of oxygen via nasal cannula.  There 

was an order dated 1/21/25 to 3/21/25 for oxygen 

as needed at 2 liters per minute via nasal cannula 

for shortness of breath. 

On 5/18/25 at 10:15 AM, Resident #8 stated that 

she used 2 liters of oxygen via nasal cannula "all 

the time". The oxygen concentrator was set at 2 

liters flow and was in use by Resident #8. 

On 5/19/25 at 1:35 PM, Resident #8 was 

observed lying in bed watching TV. Oxygen was 

being used at 2 liters flow via a concentrator. 

Nurse #6 was interviewed on 5/20/25 at 10:05 AM 

and had been assigned to Resident #8 on 

5/18/25.  She stated she couldn't recall if 

Resident #8 had oxygen flowing on 5/18/25, 

however an oxygen concentrator was always 

oxygen use on the door for Resident #9 

and Resident #20. 

On 6/12/25, the Director of Nursing and 

Assistant Director of Nursing initiated an 

audit of residents requiring oxygen to 

ensure an order was obtained from the 

physician and oxygen is administered at 

the correct rate as prescribed on the 

physician�s order. The audit will be 

completed by 6/18/25. Any concerns 

identified during the audit will be 

immediately addressed and corrected by 

the unit managers, ADON, and/or the 

DON. 

On 5/21/25, the Maintenance Director and 

ADON initiated an audit of residents using 

oxygen to ensure a sign was posted at the 

entrance of the residents� room 

indicating oxygen is in use. The audit will 

be completed by 6/18/25.

 

On 6/5/25, the Director of Nursing (DON) 

initiated an in-service for nurses to ensure 

residents using oxygen have a 

physician�s order, that oxygen is 

administered at the rate prescribed, and a 

sign in posted at the entrance of the 

resident�s room indicating oxygen is in 

use. The in-service will be completed 

by 6/18/25. After 6/18/25, any nurse that 

has not received the in-service will be 

educated by the unit managers, ADON, 

and/or the DON prior to the next 

scheduled shift. Newly hired nurses will 

receive the in-service on oxygen therapy 

during orientation by the ADON or the 

DON.
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available in her room within reach so she could 

place it on whenever she felt short of breath. 

Nurse #6 reviewed Resident #8's current 

physician orders and confirmed there was not an 

order for the use of oxygen and felt it had not 

been transcribed when Resident #8 had returned 

from one of her recent hospitalizations. 

Nurse #7 was interviewed on 5/20/25 at 1:11 PM 

and was assigned to care for Resident #8.  She 

stated that Resident #8 has always had an 

oxygen concentrator in her room within reach that 

she would use when she felt short of breath. She 

verified that an order for the use of oxygen was 

not present for Resident #8 and felt it was not 

been reinstated when she had returned from her 

recent hospitalizations. 

The Physician Assistant (PA) familiar with 

Resident #8 was interviewed on 5/20/25 at 11:58 

AM.  He stated that Resident #8 had utilized 

oxygen in the past when she felt short of breath.  

He reviewed her current physician orders and 

verified an order for oxygen was not present. He 

stated that if Resident #8 was utilizing oxygen, 

then an order should have been present. 

The Director of Nursing (DON) was interviewed 

on 5/20/25 at 12:00 PM.  She stated that 

Resident #8 had used oxygen as needed prior to 

her hospitalizations in March 2025 and April 2025.  

She verified there was no order for the use of 

oxygen when she was readmitted to the facility on 

3/22/25 or 5/2/25 and felt it was an oversight. 

2. Resident #20 was admitted to the facility on 

2/20/19 and readmitted 4/22/25 with diagnoses 

including chronic obstructive lung disease 

(COPD) and respiratory failure. 

(12) residents that use oxygen will be 

audited by the unit managers and/or the 

Assistant Director of Nursing (ADON) 

daily for 2 weeks, 4 times a week for 6 

weeks, then weekly for 1 month to ensure 

an order for oxygen is present, oxygen is 

administered at the correct rate as 

prescribed, and a sign is posted at the 

resident�s door indicating oxygen use.

The DON will present the findings of the 

oxygen audits to the Quality Assurance 

and Performance Improvement (QAPI) 

Committee monthly for 3 months. The 

QAPI Committee will review the results of 

the enteral feeding audits to determine 

trends and / or issues that may need 

further interventions put into place and to 

determine the need for further and / or 

frequency of monitoring.
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Physician orders for Resident #20 dated 4/26/25 

specified oxygen flow rate to be administered at 3 

liters per minute (LPM). 

The quarterly Minimum Data Set dated 5/1/25 

documented Resident #20 was cognitively intact 

and used oxygen. 

Review of the medication administration record 

for May 2025 indicated by the nursing initials that 

the oxygen flow rate of 3 LPM was checked by 

the nurse twice per day (once on each shift). 

Resident #20 was observed on 5/19/25 at 8:31 

AM. She was in bed and had oxygen nasal 

cannula in place with the oxygen flow rate set at 5 

LPM.  Resident #20 reported she did not know 

the oxygen flow rate, but sometimes she felt like 

she was not getting enough oxygen. 

Resident #20 was observed on 5/20/25 at 11:06 

AM in bed with an oxygen nasal cannula in place 

with the oxygen flow rate set at 5 LPM.  

On 5/21/25 at 8:50 AM, Resident #20 was 

observed in bed with an oxygen nasal cannula in 

place with the oxygen flow rate set at 5 LPM.  

Review of the medication administration record 

for 5/21/25 day shift revealed Nurse #2 initials 

that indicated she had checked the oxygen flow 

rate for Resident #20. 

Resident #20 was observed with Nurse #2 on 

5/21/25 at 11:36 AM in bed with an oxygen nasal 

cannula in place with the oxygen flow rate set at 5 

LPM.  Nurse #2 reported the oxygen flow rate 

was supposed to be 2 LPM and 5 LPM was too 
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much oxygen. Nurse #2 adjusted the oxygen flow 

rate to 2 LPM and then Nurse #2 checked the 

physician order and reported that she was wrong, 

and that Resident #20 should be receiving 

oxygen at 3 LPM.  Nurse #2 returned to the room 

to correct the oxygen flow rate. When asked why 

the medication administration record indicated 

Nurse #2 had checked the flow rate on 5/21/25, 

Nurse #2 explained that she had checked the 

oxygen flow rate for residents "in the past", but 

that she may have "slacked off".

The Unit Manager (UM) was interviewed on 

5/21/25 at 11:45 AM and she reported the nurses 

should check oxygen flow rate for all residents 

receiving oxygen at least once per shift. The UM 

did not know why Resident #20's oxygen flow rate 

was set at 5 LPM.  

During an interview with the Director of Nursing 

on 5/21/25 at 3:30 PM, she reported that nurses 

are supposed to check the oxygen flow rate once 

per shift and that they documented in the 

medication administration record that the flow 

rate was correct. The DON reported she did not 

know why Resident #20's oxygen flow rate was 

set at 5 LPM and that the nurses should have 

corrected the flow rate to what the physician 

ordered. 

3. Resident # 9 was admitted on 8/1/24 with 

diagnosis of chronic obstructive pulmonary 

disease. 

A physician's order for Resident # 9 dated 8/21/24 

read oxygen continuous at 4 liters per minute via 

nasal canula. 

Review of the admission Minimum Data Set 
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(MDS) dated 2/4/25 indicated Resident # 9 was 

cognitively intact and coded for the use of 

oxygen.

During an observation on 5/18/25 at 10:52 AM of 

Resident #9's room, there was no signage for 

oxygen use found anywhere near Resident # 9's 

room entrance. Resident #9 was observed 

wearing oxygen via nasal cannula at 4 liters per 

minute (LPM). The oxygen concentrator was 

observed in Resident # 9's room.

During an observation on 5/19/25 at 12:49 PM 

there was no signage for oxygen use found 

anywhere near the entrance of Resident # 9's 

room. Resident #9 was observed wearing oxygen 

via nasal cannula at 4  liters per minute (LPM). 

The oxygen concentrator was observed in 

Resident # 9's room.

During an interview with Nurse #6 on 5/20/25 at 

11:27 AM she stated that Resident #9 received 

oxygen continuously and nursing staff made sure 

oxygen was applied to Resident #9 and she was 

monitored.  Nurse #6 further revealed that she did 

not know for sure why Resident #9 was missing 

the signage, but it should have been posted 

outside the door. 

An interview occurred on 5/20/25 at 11:42 AM 

with the Director of Nursing (DON). She stated it 

was the nursing staff's responsibility to put up the 

oxygen in use sign on the resident's door and if 

the signage is missing the nurse should have it 

replaced. 

An interview on 5/21/25 at 3:13 PM occurred with 

the Administrator. The Administrator indicated 

that Resident #9 should have had signage posted 
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outside the room to indicate the use of oxygen.

4. Resident # 82 was admitted on 5/31/24 with 

diagnosis of chronic obstructive pulmonary 

disease. 

Review of the admission Minimum Data Set 

(MDS) dated 3/20/25 indicated Resident #82 was 

cognitively impaired and coded for the use of 

oxygen.

A physician's order for Resident # 82 dated 

3/25/25 read oxygen continuous at 3 liters per 

minute via nasal canula. 

During an observation on 5/18/25 at 11:01 AM of 

Resident #82's room, there was no signage for 

oxygen use found anywhere near Resident # 82's 

room entrance. Resident #82 was observed 

wearing oxygen via nasal cannula at 3 liters per 

minute (LPM). The oxygen concentrator was 

observed in Resident # 82's room.

During an observation on 5/19/25 at 12:52 PM 

there was no signage for oxygen use found 

anywhere near the entrance of Resident # 82's 

room. Resident #82 was observed wearing 

oxygen via nasal cannula at 3  liters per minute 

(LPM). The oxygen concentrator was observed in 

Resident # 82's room.

During an interview with Nurse #6 on 5/20/25 at 

11:27 AM she stated that Resident #82 received 

oxygen continuously and nursing staff made sure 

oxygen was applied to Resident #82 and she was 

monitored.   Nurse #6 further revealed that she 

did not know for sure why Resident #82 was 

missing the signage, but it should have been 

posted outside the door. 
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An interview occurred on 5/20/25 at 11:42 AM 

with the Director of Nursing (DON). She stated it 

was the nursing staff's responsibility to put up the 

oxygen in use sign on the resident's door and if 

the signage is missing the nurse should have it 

replaced. 

An interview on 5/21/25 at 3:13 PM occurred with 

the Administrator. The Administrator indicated 

that Resident #82 should have had signage 

posted outside the room to indicate the use of 

oxygen.

F 726 Competent Nursing Staff

CFR(s): 483.35(a)(3)(4)(d)

§483.35 Nursing Services

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 plans of care 

and considering the number, acuity and 

diagnoses of the facility's resident population in 

accordance with the facility assessment required 

at §483.71.

§483.35(a)(3) The facility must ensure that 

licensed nurses have the specific competencies 

and skill sets necessary to care for residents' 

needs, as identified through resident 

assessments, and described in the plan of care. 

§483.35(a)(4) Providing care includes but is not 

limited to assessing, evaluating, planning and 

F 726 6/19/25

SS=G
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implementing resident care plans and responding 

to resident's needs.

§483.35(d) Proficiency of nurse aides.

The facility must ensure that nurse aides are able 

to demonstrate competency in skills and 

techniques necessary to care for residents' 

needs, as identified through resident 

assessments, and described in the plan of care.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record review and staff interview, the 

facility failed to ensure a Nursing Assistant (NA) 

was trained and competent on utilizing the kardex 

(a concise, quick-reference system for resident 

care information) to identify the care needs that 

residents required prior to providing direct care to 

residents. This was for 1 of 5 staff reviewed for 

competency (NA #1).

The findings included:

This tag is cross-referred to:

F689: Based on record review, staff, family, and 

Physician Assistant (PA) interviews, the facility 

failed to provide care safely to a dependent 

resident. Resident #76 had an impaired gait, and 

she was unable to walk without assistance. On 

01/11/25 Nursing Assistant (NA) #1 transferred 

Resident #76 from her bed to the floor for 

ambulation to the bathroom. The NA turned away 

from the resident to place the resident's brief in a 

trash can leaving the resident in a standing 

position with no staff support resulting in the 

resident falling. Resident #76 sustained a left 

wrist fracture and a left hip fracture. This was for 

1 of 4 residents reviewed for accidents (Resident 

 On 5/21/25, the Assistant Director of 

Nursing (ADON) educated Nursing 

Assistant (NA) #1 on how to access the 

resident Kardex prior to providing care 

and validated that NA #1 demonstrated 

competency in accessing the Kardex. 

On 6/5/25, an audit was initiated by the 

Director of Nursing (DON) and ADON to 

nurses and nursing assistants (NAs) to 

validate competency in accessing the 

resident Kardex in the electronic medical 

record. The audit will be completed by 

6/18/25. After 6/18/25, any nurse or NA 

that has not completed the resident 

Kardex access competency as validated 

by the DON and/or the ADON will do so 

prior to the next scheduled shift. Newly 

hired nurses and NAs will demonstrate 

competency in accessing the resident 

Kardex during orientation by the ADON or 

DON.  

Twelve (12) nurses and/or NAs, to include 

NA #1, will be audited weekly for 12 

weeks by the unit managers and/or the 

ADON to validate competency regarding 
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#76).

NA #1's hire date was 11/07/24. NA #1's 

orientation packet dated 01/01/25 was reviewed 

and revealed no evidence she was trained in 

accessing residents'  kardex.

During an interview with NA #1 on 05/21/25 at 

9:27 AM she stated she began working at the 

facility in December 2024. She revealed she was 

not educated on what a kardex was or how to 

access it when she was hired or while being 

trained on the floor. She revealed she had no 

training on the kardex until after she was 

educated by Nurse #1 on 01/11/25. She indicated 

she would ask the residents and/or other staff 

about care needs of residents prior to learning 

about the kardex. NA #1 stated she has utilized 

the kardex since education was provided. She 

further stated she wished she would have known 

how to utilize it prior to the training because she 

should know how to safely assist and care for the 

residents.

An interview was conducted on 05/21/25 at 9:10 

AM Nurse #1 she verified on 01/11/25 NA #1 

informed her she did not know how to access the 

kardex. She reported that she educated NA #1 

immediately. Nurse #1 explained she educated 

NA #1 on what the kardex was and how it 

provided guidelines for resident care needs such 

as assistance required for safe transfers and 

other activity of daily living tasks.

An interview was conducted on 05/21/25 at 3:20 

PM with the Director of Nursing. She stated she 

expected NAs to look at the kardex prior to 

working with residents so the staff knew how to 

provide safe care for the resident. She stated she 

accessing and utilizing the resident 

Kardex prior to providing care. 

The DON will present the findings of the 

competency audits to the Quality 

Assurance and Performance 

Improvement (QAPI) Committee monthly 

for 3 months. The QAPI Committee will 

review the results of the enteral feeding 

audits to determine trends and / or issues 

that may need further interventions put 

into place and to determine the need for 

further and / or frequency of monitoring.
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was not aware NA #1 did not know how to access 

the kardex until after she was trained by Nurse #1 

on 1/11/25. She indicated new staff were trained 

in using the kardex during orientation and she 

thought NA #1 had been educated during 

orientation. She added that when staff were 

working on the floor other NAs trained new hires 

after orientation and that other NAs trained newly 

hired NAs on accessing the kardex when training 

on the floor after classroom/computer training 

was provided. NA #1's orientation packet was 

reviewed with the DON, and she verified there 

was no evidence she was trained on accessing 

the kardex during orientation. The DON stated 

they have a new Staff Development Coordinator 

and this training will be included in orientation.

F 732 Posted Nurse Staffing Information

CFR(s): 483.35(i)(1)-(4)

§483.35(i) Nurse Staffing Information.

§483.35(i)(1) Data requirements.  The facility 

must post the following information on a daily 

basis:

(i) Facility name.

(ii) The current date.

(iii) The total number and the actual hours worked 

by the following categories of licensed and 

unlicensed nursing staff directly responsible for 

resident care per shift:

(A) Registered nurses.

(B) Licensed practical nurses or licensed 

vocational nurses (as defined under State law).

(C) Certified nurse aides.

(iv) Resident census.

§483.35(i)(2)   Posting requirements.

(i) The facility must post the nurse staffing data 

F 732 6/19/25
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specified in paragraph (i)(1) of this section on a 

daily basis at the beginning of each shift.

(ii) Data must be posted as follows:

(A) Clear and readable format.

(B) In a prominent place readily accessible to 

residents, staff, and visitors.

§483.35(i)(3) Public access to posted nurse 

staffing data.  The facility must, upon oral or 

written request, make nurse staffing data 

available to the public for review at a cost not to 

exceed the community standard.

§483.35(i)(4) Facility data retention requirements.  

The facility must maintain the posted daily nurse 

staffing data for a minimum of 18 months, or as 

required by State law, whichever is greater.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, record review, and staff 

interviews, the facility failed to post accurate 

nurse staffing forms for 5 of 8 posted daily posted 

nurse staffing forms reviewed (11/28/24, 3/14/25, 

5/7/25, 5/17/25, and 5/18/25). 

The findings included: 

Posted nurse staffing forms for the following 

dates were reviewed: 7/20/24, 9/1/24, 11/28/24, 

1/5/25, 3/14/25, 5/7/25, 5/17/25, and 5/18/25.

a. The facility posted nurse staffing form was 

observed on 5/18/25 at 9:40 AM. The date on the 

staffing form was 5/16/25. 

The Receptionist was interviewed at the time of 

the observation, and she reported she did not 

know who was responsible for changing or 

updating the posted nurse staffing form. 

 On 5/18/25, the scheduler coordinator 

posted the nurse staffing form with the 

correct date and staffing information at the 

front desk as observed by the Director of 

Nursing (DON). 

On 6/12/25, the scheduler initiated an 

audit of nurse staffing forms for the past 

30 days to ensure information was correct 

and consistent with the staff schedule. 

The audit will be completed by 6/16/25. 

Any areas of concern identified in the 

audit will be immediately addressed by the 

Assistant Director of Nursing (ADON) 

and/or the Director of Nursing (DON).

On 6/5/25, the ADON initiated an 

in-service with schedule coordinator and 

receptionist regarding nursing staff 

posting requirements with emphasis on 
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b. A posted nurse staffing form dated 11/28/24 

was reviewed. The staffing form indicated 5 

Licensed Practical Nurses (LPNs) were working 

2nd shift (7:00 PM to 7:00 AM). The schedule 

indicated 4 LPNs were scheduled to work that 

shift. 

c. A posted nurse staffing form dated 3/14/25 

indicated 9 Nursing Assistants (NA) were working 

1st shift (7:00 AM to 7:00 PM). The schedule 

indicated 1 NA called out sick and 8 NAs were 

working that shift. 

d. The posted nurse staffing form dated 5/7/25 

indicated no Registered Nurse (RN) worked 1st 

or 2nd shift, 10 NAs worked 1st shift.  Review of 

timecards and the schedule for that date 

confirmed 1 RN worked 8 hours on day shift (8:30 

AM to 4:30 PM) and 10.5 NAs worked 1st shift.  

e. The posted nurse staffing form dated 5/17/25 

indicated 10 NAs worked 1st shift. Review of the 

schedule for that date, revealed 8.5 NA were 

working that date. 

An interview was conducted with the Scheduler 

on 5/21/25 at 12:34 PM. The Scheduler reported 

the RN should have been added to the nurse 

staffing form on 5/7/25 and she did not know why 

she was not added.  

The Director of Nursing was interviewed on 

5/21/25 at 12:34 PM. The DON explained that 

some of the nursing staffing form errors may 

have been her responsibility, including adding the 

RN to the 5/7/25 posted nurse staffing form, but 

she was not certain. The DON explained that the 

nursing staffing form should be updated with any 

posting the correct date and ensuring the 

information is consistent with the staff 

schedule and updated as necessary. The 

in-service will be completed by 6/18/25. 

After 6/18/25, any receptionist or 

scheduling coordinator that has not 

received the in-service will be educated by 

the DON or the ADON prior to the next 

scheduled shift regarding nursing staff 

posting requirements. Newly hired 

receptionist and scheduling coordinator 

will receive the in-service regarding 

nursing staff posting requirements during 

orientation with the DON and/or the 

ADON.

The DON, ADON, and/or the unit 

managers will audit the nurse staffing 

forms 5 times weekly for 8 weeks, then 3 

times weekly for 1 month, to ensure the 

correct date is posted and the information 

provided is consistent with the staff 

schedule. 

The DON will present the findings of the 

nurse staffing form audits to the Quality 

Assurance and Performance 

Improvement (QAPI) Committee monthly 

for 3 months. The QAPI Committee will 

review the results of the enteral feeding 

audits to determine trends and / or issues 

that may need further interventions put 

into place and to determine the need for 

further and / or frequency of monitoring.
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staffing changes. 

The Scheduler was interviewed again on 5/21/25 

at 2:40 PM. The Scheduler reported she was 

making corrections to the nurse staffing forms 

during the week when she was in the building, 

and on the weekend, the receptionist was 

responsible, and she did not know why the 

receptionist had not updated the staffing form on 

5/18/25.

F 755 Pharmacy Srvcs/Procedures/Pharmacist/Records

CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency 

drugs and biologicals to its residents, or obtain 

them under an agreement described in 

§483.70(f).  The facility may permit unlicensed 

personnel to administer drugs if State law 

permits, but only under the general supervision of 

a licensed nurse.

§483.45(a) Procedures.  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.

§483.45(b) Service Consultation.  The facility 

must employ or obtain the services of a licensed 

pharmacist who-

§483.45(b)(1) Provides consultation on all 

aspects of the provision of pharmacy services in 

the facility.

§483.45(b)(2) Establishes a system of records of 

receipt and disposition of all controlled drugs in 

F 755
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sufficient detail to enable an accurate 

reconciliation; and

§483.45(b)(3) Determines that drug records are in 

order and that an account of all controlled drugs 

is maintained and periodically reconciled.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record review, resident, Pharmacist, 

and staff interviews, the pharmacy failed to label 

a medication blister package correctly, which 

resulted in the facility administering 18 doses of 

oxycodone (an opioid pain medication) to 

Resident #75 instead of ordered hydrocodone (an 

opioid pain medication). This was for 1 of 6 

residents reviewed for medication administration. 

The findings included: 

Resident #75 was admitted to the facility 11/4/23 

with diagnoses including stroke, chronic pain, and 

ovarian cancer. 

A physician order dated 2/28/24 specified for 

hydrocodone/acetaminophen 5/325 milligrams 

(mg) to be given by mouth every 4 hours as 

needed for pain. 

A facility incident report dated 4/5/24 and 

completed by Unit Manager (UM) #1 documented 

that on 4/5/24 it was discovered that Resident 

#75 received 18 doses of 

oxycodone/acetaminophen 5/325 mg instead of 

hydrocodone/acetaminophen 5/325 mg as the 

physician ordered. The incident report 

documented the tablets in the blister packet were 

scored, round, white tablets with the number 512 

on them, and the labeling on the blister packet 

indicated the hydrocodone/acetaminophen tablets 

 Past noncompliance:  no plan of 

correction required.
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were oblong with M365 imprinted on the tablets.  

Resident #75 was notified of the medication error, 

and she reported that she had no adverse 

reactions to the oxycodone/acetaminophen.  

A progress note dated 4/5/24 documented the 

physician was notified of the medication 

packaging error. 

A nursing physical assessment was completed 

for Resident #75 on 4/5/24 at 1:19 PM and no 

issues were identified. 

A physician note dated 4/8/24 documented he 

was notified of the medication error, and this was 

not a significant medication error for Resident 

#75. The physician documented he had assessed 

Resident #75 who did not experience adverse 

effects from the medication error, and if she 

wanted to switch medication from hydrocodone to 

oxycodone, that would be fine. 

Review of the March 2024 and April 2024 

medication administration record revealed that 

Resident #75 received 

oxycodone/acetaminophen 5/325 mg instead of 

hydrocodone on these dates: 

-3/27/24 at 5:18 AM, 12:26 PM, and 11:07 PM

-3/28/24 at 1:14 PM, and 11:28 PM

-3/29/24 at 11:11 AM

-3/30/24 at 3:21 AM and 12:25 PM

-3/31/24 at 1:08 PM

-4/1/24 at 3:00 AM and 12:34 PM

-4/2/24 at 12:11 AM and 12:42 PM

-4/3/24 at 3:16 AM and 2:15 PM

-4/4/24 at 3:32 AM and 12:18 PM

4/5/24 at 4:00 AM
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The quarterly Minimum Data Set (MDS) 

assessment dated 3/21/25 documented Resident 

#75 was cognitively intact. The MDS documented 

Resident #75 took opioid medications. 

Resident #75 was interviewed on 5/18/25 at 11:20 

AM and she reported that in April 2024, she was 

given the wrong medication. Resident #75 

reported she did not recall the details of the error, 

but she did remember that she did not have good 

pain control during that time and felt that she 

needed medication more frequently. Resident 

#75 explained that the physician discussed the 

medication error with her and assessed her. 

Resident #75 reported that as far as she knew, 

no further medication errors had been made. 

UM #1 was interviewed on 5/21/25 at 11:39 AM. 

UM #1 explained that on 4/5/24 a nurse brought 

her a blister packet of medications labeled as 

hydrocodone/acetaminophen 5/325 mg. The 

nurse pointed out that the pills that were in the 

blister packet did not match the description of the 

pills on the pharmacy label and she thought the 

medications in the package were wrong.  UM #1 

described observing the medication blister 

package and calling the pharmacy to notify them 

the medication package was incorrect.  

The Director of Nursing (DON) was interviewed 

on 5/21/25 at 11:55 AM.  The DON explained that 

a nurse discovered the medications packaged as 

hydrocodone/acetaminophen were incorrect, and 

the pharmacy was notified of the error. The DON 

reported a nurse consultant from the pharmacy 

was sent to the facility to check all narcotic 

medications and did not find any further 

mislabeled medications. The DON reported the 

facility audited all narcotics on all medication 
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carts and did not find any other mislabeled 

medications.  The DON reported the facility 

educated the nurses to examine the medications 

in the blister packaged to the description on the 

label to ensure the correct medications were 

packaged. 

The pharmacy Director of Operations was 

interviewed by phone on 5/22/25 at 1:58 PM. The 

Director of Operations reported that the pharmacy 

completed a root cause analysis to determine 

why the oxycodone/acetaminophen 5/325 mg 

was labeled with the 

hydrocodone/acetaminophen 5/325 mg label and 

they determined that a pharmacy technician 

grabbed the wrong blister packet, and the 

pharmacist had not double-checked the 

medication to ensure it was correct. The Director 

of Operations explained that the pharmacist was 

supposed to double-check the medications that 

the pharmacy technician brought to them for 

labeling, but this did not happen with this 

medication.  The Director of Operations reported 

that the pharmacy discovered that they had a 

surplus of hydrocodone/acetaminophen and a 

shortage of oxycodone/acetaminophen when they 

did a weekly inventory check and the pharmacy 

was unable to determine where the error 

occurred, until the facility contacted the pharmacy 

on 4/5/24 and reported the error. The Director of 

Operations reported the pharmacy nurse 

consultant went to the facility and checked all 

narcotics in the building and did not find any other 

issues. 

The facility submitted the following plan of 

correction with a compliance date of 4/11/25: 

How corrective action will be accomplished for 
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those residents found to have been affected by 

the deficient

On 4/5/24 it was identified that Resident #75's 

hydrocodone did not have the same appearance 

as the usual pill.  After researching the pills 

characteristics, it was identified that the 

medication had been packaged wrong at the 

pharmacy.  The pharmacy had packaged 

Percocet in error.  The pharmacy was notified by 

the Administrator.  The Unit Manager completed 

a check of narcotics in the facility as soon as the 

issue was identified.  In addition, the pharmacy 

sent a Nurse Consultant to the facility to conduct 

an audit of the narcotics. 

Resident #75 still resides in the facility and has 

had no further issues.  Resident #75 had an 

assessment completed by the physician and no 

adverse reaction from the medication 

administered.

Address how the facility will identify other 

residents having the potential to be affected by 

the same deficient.

Residents residing in the facility have the 

potential to be affected by the deficient practice.  

The Unit Manager completed an audit of the five 

narcotic drawers on 4/5/25.  The Nurse 

Consultant with Pharmacy Services completed an 

audit of the five narcotic drawers on 4/8/25 for 

residents' narcotics to ensure the dispensed 

medication matched the physician order. In 

addition, the medication label was matched to the 

medication dispensed. There were no issues 

identified.           

Address what measures will be put into place, or 
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systemic changes made to ensure that the 

deficient practice will not occur.

An ad hoc Quality Assurance Performance 

Improvement (QAPI) meeting was completed on 

4/5/25 with the Administrator leading.  The 

Administrator, the Regional Nurse Consultant, the 

Director of Public Relations, MDS nurse, Social 

Worker, Medical Records, Housekeeping 

Director, Activities Director, Admissions Director, 

Human Resources, the nurse at the time the 

incident was identified, and Medical Director were 

present for the meeting. The Director of Clinical 

Services at Polaris Pharmacy attended via 

telephone.  The Director of Nursing was notified 

via telephone.  The facility team collaborated with 

the pharmacy on an appropriate plan to avoid the 

incident happening again.  The Team members 

present as well as the Director of Nursing 

approved the plan of correction and put it in to 

place.  

Education was completed by the Director of 

Nursing between 4/5/25 and 4/10/25 with the staff 

nurses regarding reconciliation of narcotics 

received to the physician order.  The nurses were 

educated to match the paper delivery sheet to the 

pill, and to the physician order. The nurses were 

re-educated on using the description on the 

narcotic card to identify the pill.  The nurse will 

check the label and description to the actual 

packaged product.  Furthermore, the nurses were 

educated that the electronic health record has an 

area where they can see a picture of the pill if in 

question.  Nurses that do not receive the 

education will not be able to start next shift until 

education is completed.  Newly hired nurses will 

receive the education during orientation by the 

Director of Nursing.  
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The pharmacy is using a process as follows: the 

technician types the order in, pharmacist checks 

the order and prints a label, technician labels the 

medication and pharmacist verifies.  Pharmacist 

verifies that the label is correct and the 

medication being dispensed is what is packaged.   

A double check system is in place between 

technicians and pharmacists to check accuracy of 

label and medication.   

Indicate how the facility plans to monitor its 

performance to make sure that solutions are 

sustained:

The decision was made on 4/5/24 that the 

Director of Nursing or designee will audit 

narcotics on medication carts three times a week 

including weekends for four weeks, then one time 

a week including weekends for four weeks to 

ensure narcotics received from the pharmacy 

matched the physician order.  The label is read to 

compare the packaged medication to the named 

medication on the label.   The DON will read the 

label for the medication and description then 

compare to what the medication package looks 

like visually.

On 4/5/24 during the ad hoc QAPI committee 

meeting it was decided the Director of Nursing or 

designee will forward the results of the audit to 

the QAPI committee for 3 months. The QAPI 

committee will review the audit to determine 

trends and/or issues that may need further 

interventions put into place and to determine the 

need for further and/or frequency of monitoring.

The Administrator will be responsible for the plan 

of correction. Date of compliance 4/11/24. 
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The plan of correction was validated on 5/22/25 

by reviewing the education provided to the 

nurses, reviewing the audits conducted by the 

facility, interviewing the staff nurses about the 

process of accepting narcotics from the 

pharmacy and how to identify medications within 

the blister package, and reviewing the QAPI 

meeting notes. 

The compliance date of 4/11/24 was validated on 

5/22/25.

F 812 Food Procurement,Store/Prepare/Serve-Sanitary

CFR(s): 483.60(i)(1)(2)

§483.60(i) Food safety requirements.

The facility must -

§483.60(i)(1) - Procure food from sources 

approved or considered satisfactory by federal, 

state or local authorities.

(i) This may include food items obtained directly 

from local producers, subject to applicable State 

and local laws or regulations.

(ii) This provision does not prohibit or prevent 

facilities from using produce grown in facility 

gardens, subject to compliance with applicable 

safe growing and food-handling practices.

(iii) This provision does not preclude residents 

from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and 

serve food in accordance with professional 

standards for food service safety.

This REQUIREMENT  is not met as evidenced 

by:

F 812 6/19/25

SS=E

 Based on observations and staff interviews the 

facility failed to discard milk stored past the use 

by date in 1 of 1 reach-in cooler and failed to 

 On 5/18/25, the Dietary Manager 

discarded unlabeled and undated items in 

the kitchen.
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label, and date opened left food items in 1 of 1 

walk-in cooler. This practice had the potential to 

affect food served to residents.

The findings included:

Observations during the initial tour of the main 

kitchen with Dietary Aide #1 on 05/18/25 at 9:56 

AM, revealed the following:

a. In the reach-in cooler the following leftover 

beverage was stored past the use by date:

-one gallon of whole milk partially consumed with 

a use by date of 05/15/25.

b. In the walk-in cooler the following items were 

observed on 05/18/25 at 10:02 AM with Dietary 

Aide #1.

-two opened 5 pound bags of leftover shredded 

cheese with no label or date.

An interview was conducted on 05/18/25 at 10:04 

AM with Dietary Aide #1. She stated the milk 

should have been discarded by the use by date. 

She also stated when staff opened items the date 

should be written on the item including a use by 

date.

c. In the walk-in cooler the following items were 

observed on 05/18/25 at 10:06 AM with the 

Dietary Manager.

-One opened bag of hot dogs with no open date.

-One 4 quart container of purple jelly like 

substance in it. Label read jelly with a use by date 

of 05/15/25.

On 5/18/25, the Dietary Manager 

completed an audit of the kitchen to 

ensure food items were dated and/or 

expired items were discarded per facility 

protocol. The Dietary Manager addressed 

concerns identified during the audit to 

include discarding food items when 

indicated. 

On 5/19/25 the Administrator initiated an 

in-service with dietary staff regarding 

Food Storage-dating and labeling food 

items with emphasis on ensuring items 

are dated per facility protocol and expired 

items removed and discarded in 

accordance with professional standards 

for food service safety. This in-service will 

be completed by 6/18/25. After 6/18/25, 

any dietary staff member that has not 

worked or received the in-service will 

complete the in-service prior to the next 

scheduled work shift. Newly hired dietary 

staff will be in-serviced during orientation 

regarding food storage.

The Administrator will audit food storage 

areas weekly for 8 weeks then monthly for 

1 month utilizing the Food Storage 

Monitoring tool to ensure food items in 

were dated and/or expired items were 

discarded per facility protocol. 

The Dietary Manager will present the 

findings of the Food Storage Monitoring 

tool to the Quality Assurance Performance 

Improvement (QAPI) committee monthly 

for 3 months. The QAPI Committee will 

review the Food Storage Monitoring tools 

to determine trends and/or issues that 

may need further interventions put into 

place and to determine the need for 

further frequency of monitoring.
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-One 4 pound roll of bologna with no open date.

-One 2.5 pounds bag sliced cooked ham with a 

use by date of 05/15/25.

An interview was conducted on 05/18/25 at 10:17 

AM with the Dietary Manager. She stated she 

was responsible for monitoring the freezer and 

coolers for dated and labeled food items. She 

stated she had been on vacation since 05/13/25 

and returned last night (05/17/25). She explained 

she checked the coolers and freezers on 

05/12/25 prior to leaving the facility. She also 

explained that the facility Social Worker was 

making daily rounds in the kitchen using check off 

sheets that she provided to her while she was 

out. She then stated she expected Dietary Cooks 

and Aides to label and date items in the coolers 

and freezers according to regulations.

An interview was conducted on 05/19/25 at 9:20 

AM with the Social Worker (SW). She verified 

she made daily rounds in the kitchen from 

05/13/25 through 05/16/25 using the check off 

sheets provided to her by the Dietary Manager. 

She stated on 05/14/25 she noted undated food 

in the walk-in-cooler and she notified kitchen staff 

at that time. She also stated on 05/15/25 she 

noted food that had not been labeled in the 

walk-in-cooler and she again notified the kitchen 

staff. The SW explained she did not see repeated 

undated, or items not labeled during the rounds.

An interview was conducted on 05/20/25 at 11:02 

AM with Dietary Aide #1. She verified she was 

working on 05/14/25 and 05/15/25 when the 

Social Worker (SW) was covering the kitchen. 

She stated the SW did tell her on 05/14/25 and 
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05/15/25 that there was an open food item that 

had no open date and there was a food item 

without a label. She stated the items had been 

opened on those days and she dated and labeled 

them according to regulation.

An interview was conducted on 05/21/25 at 3:02 

PM with the Administrator. He indicated he was 

unaware that dietary staff were not labeling or 

dating open food items and that they were not 

discarding opened food items within 7 days. He 

stated that he expected the Dietary Manager and 

kitchen staff to properly label, date, and discard 

prepared food items per regulations.
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