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Initial Comments

An unannounced recertification and complaint
investigation survey was conducted from 02/16/26

through 02/19/26. The Survey Team returned to the

facility on 02/24/26 to investigate a new complaint

intake. Additional interviews were conducted offsite on
02/26/26 therefore, the exit date was changed to

02/26/26. The facility was found in compliance with the
requirement CFR 483.73, Emergency Preparedness. Event
ID #1E3F94-H1.

INITIAL COMMENTS

An unannounced recertification and complaint
investigation survey was conducted on 02/16/26 through
02/19/26. The survey team returned to the facility on
02/24/26 to investigate a new complaint intake.
Additional interviews were conducted offsite on
02/26/26, therefore the exit date was changed to
02/26/26. Event ID: 1E3F94-H1. The following intakes
were investigated: 2785686, 2784569, 2728156, 2702624,
2675367, 2668247, 2637237, 2622197, 2582799, and
2574792. 4 of 22 complaint allegations resulted in
deficiency.

Resident Self-Admin Meds-Clinically Approp
CFR(s): 483.10(c)(7)

8483.10(c)(7) The right to self-administer medications
if the interdisciplinary team, as defined by
8483.21(b)(2)(ii), has determined that this practice is
clinically appropriate.

This REQUIREMENT is NOT MET as evidenced by:
Based on observations, record reviews, staff and
resident interviews, the facility failed to assess
Resident #62 for the ability to self-administer
medications for 1 of 1 resident reviewed for
self-administering medications.

The findings included:

Resident #62 was admitted to the facility on 10/21/24.

E0000

FO000

F0554

The following Plan of Correction (POC) is submitted in
response to the deficiencies cited during the recent
survey conducted by the Agency. This POC is intended
solely as a statement of the actions the facility has
taken or will take to address the cited deficiencies

and to achieve compliance with applicable federal

and/or state regulations.

This submission does not constitute an admission by
Facility that the deficiencies cited are accurate, nor

does it imply agreement with the findings or

03/23/2026

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 reverse for further 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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SS=D Resident #62’s quarterly Minimum Data Set assessment conclusions of the survey. The facility reserves all

dated 11/29/25 revealed she was cognitively intact.
rights to contest or appeal any findings through
Review of Resident #62's physician orders revealed

there were no orders for a calcium carbonate (Tums) appropriate legal or administrative channels.
medication.
Review of Resident #62's medical record revealed there The corrective actions described herein are implemented

was no self-administer assessment.
in good faith to ensure the health, safety, and
On 02/16/2026 at 10:19 AM an observation was made of

Resident #62’s room where there was a bottle of calcium well-being of our residents/patients, and to maintain
carbonate (Tums) tablets on her bed which was

approximately ¥4 full. Resident #62 was not in the room. compliance with regulatory standards. The facility

On 02/16/2026 at 3:18 PM an observation of the bottle remains committed to continuous quality improvement and
of calcium carbonate (Tums) tablets was sitting on the

Resident’s over bed table which was approximately ¥4 excellence in care delivery.

full. Resident #62 was not in the room.

On 02/17/2026 at 10:30 AM an observation and interview Resident #62, TUMS were removed from bedside on

were conducted with Resident #62. The Resident stated 02/18/2026 by Nurse #4. Medical Director was notified

her family brought the bottle of “Tums” to her because by the Director of Nursing (DON) on 02/18/2026 that

she needed them when she had heartburn. She stated she residents had TUMS had bedside that had been removed by

did not take them often, but she wanted to be able to Nuse #4.

take them when she needed them. Resident #62 could not

say when the last time was that she took the tablets. On 03/11/2026, Self-Administration of Medications was
completed on Resident #62 by the Director of Nursing.

On 02/18/2026 at 11:13 AM an interview and observation Resident #62 is not approved for self-administration of

were made in Resident #62’s room with Nurse #4. The medications and may not keep medications at bedside.

Nurse stated she did not know that Resident #62 kept Resident #62 was made aware she could not keep

the Tums tablets in her room. The Nurse explained that medication in her room on 02/18/2026.

Resident #62 did not have an order to self-administer

medications and that she believed Resident #62 would On 02/24/2026, Director of Nursing completed audit on

not be safe to self-administer because some days she all residents looking for medications at bedside. All

could be lethargic because of her medications. Nurse #4 of areas of concern were corrected immediately.

removed the bottle of medication from the Resident’s

room. DIRECTOR OF NURSING/Designee provided education to gl
staff to include contract staff on 03/05/2026 to

An interview was conducted with the Director of Nursing 03/22/2026 stressing the importance of alerting

(DON) on 02/19/26 at 10:40 AM. The DON explained that DIRECTOR OF NURSING or designee to any medications a

Resident #62 did not have an order to self-administer bedside immediately. Newly hired staff to include

and that they would get an order for an antacid for her contract staff will be provided with education at time

heartburn. of orientation by DIRECTOR OF NURSING or designee.

Starting 02/24/2026, the DIRECTOR OF NURSING / Designg¢e
will audit 5 random resident rooms for medications at
bedside 3 times per week for 4 weeks, then 2 times per
week for 4 weeks, then weekly for 4 weeks. Any negative
findings will be immediately corrected.

The Director of Nursing will present the monitoring
plan to the Quality Assurance Performance Improvement
team on 03/18/2026. The QAPI team will review the
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CFR(s): 483.10(c)(6)(8)(9)(12)(i)-(v)

§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse to
participate in experimental research, and to formulate
an advance directive.

§483.10(c)(8) Nothing in this paragraph should be

construed as the right of the resident to receive the
provision of medical treatment or medical services

deemed medically unnecessary or inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489, subpart |
(Advance Directives).

(i) These requirements include provisions to inform and
provide written information to all adult residents
concerning the right to accept or refuse medical or
surgical treatment and, at the resident's option,

formulate an advance directive.

(i) This includes a written description of the
facility's policies to implement advance directives and
applicable State law.

(iii) Facilities are permitted to contract with other
entities to furnish this information but are still

legally responsible for ensuring that the requirements
of this section are met.

(iv) If an adult individual is incapacitated at the

time of admission and is unable to receive information
or articulate whether or not he or she has executed an
advance directive, the facility may give advance
directive information to the individual's resident
representative in accordance with State law.

(v) The facility is not relieved of its obligation to

Resident # 11 Advance Directive form was placed in book

at the nurse's station with verification that he is a

DNR on 2/17/2026. Resident advance directive
information is consistent throughout the medical record
by the Minimum Data Set Coordinator.

Resident # 31 Advanced Directive form and electronic
health record updated to ensure consistency throughout
the medical record 2/17/2026 by the Minimum Data Set
Coordinator.

Resident # 62 Advance Directive information was updated

to ensure consistency throughout the medical record.

This was completed on 2/18/2026 by the Minimum Data Set

Coordinator.
2. Identification of other At-Risk residents

An audit was performed by the Assistant Director of
Nursing on all residents in the facility on 2/27/26 to
ensure that an advance directive was in the medical
record with noted consistency to forms and accuracy of
resident wishes.

3. Education and Systemic changes.
On 2/25/2026, the Executive Director reeducated the

Social Worker and Director of Marketing and Sales on
the policy for obtaining advanced directives with

accuracy and consistency throughout the medical record.

Any newly hired Social Workers and Directors of
Marketing and Sales will be educated in orientation by
the Executive Director.

On 3/23/26 all licensed nurses were in serviced by the
Assistant Director of Nursing on the process of
obtaining an advance directive. The process, includes
that the Director of Marketing and Sales, will obtain
the discussion form. The form will be given to nursing
staff to ensure that it is correct in electronic health

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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F0554 F0554 | Continued from page 2
SS=D monitoring plan monthly and make updates and/or
recommendations to the plan. The Quality Assurance
Committee consists of, but is not limited to the
Executive Director, Director of Nursing, Assistant
Director of Nursing, Unit Manager(s), Social Services
Director Medical Director, Maintenance Director
Housekeeping/Laundry Manager, Food Service Director,
Minimum Data Set Nurse and one direct Caregiver.
Date of Compliance: 03/23/2026
F0578 Request/Refuse/Dscntnue Trmnt;Formlite Adv Dir FO0578 | l.Immediate Action for the affected residents 03/24/2026
SS=D
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she is able to receive such information. Follow-up
procedures must be in place to provide the information
to the individual directly at the appropriate time.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, record reviews, family, and staff
interviews, the facility failed to complete a Do Not
Resuscitate (DNR) form (a DNR form is a legal document
signed by the physician) for a resident with a DNR
physician order (Resident #11) at admission. The

facility also failed to ensure resident advanced

directive information was consistent throughout the
medical record (Resident #31 and Resident #62). This
deficient practice occurred for 3 of 6 residents

reviewed for advanced directives.

Findings included:

1. Resident #11 was admitted to the facility on
01/16/26.

A review of Resident #11's physician orders revealed an
order for advanced directive of do not resuscitate
(DNR) dated 01/16/26.

An admission Minimum Data Set (MDS) dated 01/22/26
revealed Resident #11 was severely cognitively
impaired.

A review of Resident #11's electronic medical record
(EMR) revealed the advanced directive banner at the top
of Resident #11's EMR page documented that his advance
directive was "DNR".

Review of the advanced directives notebook kept at the
nurse’s station revealed there were no advanced
directives on file for Resident #11.

On 02/17/26 at 3:28 PM an interview was conducted with
Nurse #3 who was assigned to Resident #11 that day
(02/17/26). Nurse #3 explained that if she had to
immediately determine a resident's advanced directives,
she would look at the resident's medical record on the
computer and she would look in the advanced directives
notebook kept at the nurse’s station. Nurse #3 looked

in the advanced directives notebook for Resident #11's

DNR form and acknowledged the form was not in the book.

Nurse #3 stated that she was unsure who completed the
code forms when a resident was admitted. Nurse #3
indicated that the Assistant Director of Nursing (ADON)
and Director of Nursing (DON) would be responsible for
ensuring the code forms were in the notebook stored at

with the resident, responsible party or guardian and
finally a signature by the provider.

All newly hired licensed nurses will receive education
in orientation by the Assistant Director of Nursing or
designee.

4. Quality Assurance and Monitoring

The Minimum Data Set Coordinator will monitor advance
directives 3 times weekly for 4 weeks then 2 times
weekly for 4 weeks then weekly for 4 weeks. The
monitoring will be that all residents have an advanced
directive in the chart that is accurate and consistent

in the medical record.

The Minimum Data Set Coordinator will introduce the

plan of correction to Quality Assurance Performance and
Improvement on March 18,2026. The findings of the above
audits will be reviewed by the Quality Assurance
Performance and Improvement Committee monthly for 3
months for continuation or modification of the plan.

The facility Minimum Data Set Coordinator is

responsible for this plan.

The Quality Assurance Performance and improvement
Committee consists of but is not limited to: Medical
Director, Executive Director, Director of Nursing,
Assistant Director of Nursing, Unit Manager, Certified
Nursing Assistant, Activity Director, Dietary Manager,
Medical Records supervisor, Director of Sales and
Marketing, Social Services, Business Office Manager,
and Environmental supervisor.
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FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 1E3F94-H1

Facility ID: 923160

If continuation sheet Page 4 of 45




PRINTED: 03/30/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES fé]é)Nﬁ'll?liolg,lg'FglilSﬁSlleERRlcLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 345329 ' A. BUILDING 02/26/2026
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Hibriten Mountain Nursing and Rehabilitation 2030 Harper Avenue NW , Lenoir, North Carolina, 28645
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)
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An interview was conducted with the DON on 02/17/26 at
3:43 PM. The DON explained that if a resident was a DNR
then there should be a DNR form in the advanced
directive notebook at the nurse’s station in case of an
emergency. The DON verbalized that Resident #11 was a
DNR and verified on the EMR. The DON stated that the
Social Worker was responsible for completing the
advanced directive forms upon admission. The Social
Worker was also responsible for audits of the advanced
directive notebook to ensure the correct forms were in
place. The DON explained that the previous Social
Worker worked 01/01/26 through last week but was no
longer employed at the facility. The new Social Worker
began work today and would have no knowledge of
Resident #11's advanced directive information. The DON
verbalized she was unaware if the former Social Worker
discussed advanced directives with Resident #11's
family when he was admitted. The DON indicated Resident
#11 was admitted from the hospital with an order for
DNR, but she was unsure if the former Social Worker had
a completed DNR form.

An interview with the Administrator was conducted on
02/19/26 at 12:11 PM. The Administrator stated that the
DNR forms should be available for facility and
emergency staff in case a resident had an emergency.
The Administrator verbalized that she would expect the
staff to follow the physician’s orders and all advanced
directive information should match and completed
accurately. The Administrator stated that the ADON and
DON would be responsible for ensuring accurate code
forms were placed in the advanced directive folder if
there was no Social Worker available.

2. Resident #62 was admitted to the facility on
10/21/24.

Review of Resident #62’s electronic health record
revealed a physician’s order dated 11/02/24 for Do Not
Resituate (DNR).

Review of Resident #62’s care plan revised 10/02/25
revealed a Full Code status. The interventions included
honoring the Resident’s wishes and reviewing the (code
status) with the Resident and/or family during

quarterly care conferences.

Review of Resident #62's quarterly Minimum Data Set
assessment dated 11/29/25 revealed she was cognitively
intact.

Review of Resident #62’s physician progress note dated
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“Full Code Blue”.

Review of the code status notebook kept at the nursing
desk revealed there was no advanced directive
information in the notebook for Resident #62.

On 02/19/26 at 12:11 PM during an interview with the
Administrator, she explained that it was her
expectation that the staff follow the advanced
directives and the advanced directive information
should be the same throughout the medical record.

An interview was conducted with the Director of Nursing
(DON) on 02/20/26 at 12:36 PM. The DON explained that
the advanced directive paperwork was initiated at
admission and periodically audited by the Social Worker
(SW) which included making sure the advanced directives
were in place and matched in the medical records and in
the code status notebook at the desk, but the SW
resigned last week. The DON stated it was possible that
the discrepancies happened during one of the Resident’s
admissions to the hospital. Regardless, the DON
indicated the advanced directives should match
throughout the medical record.

During an interview with Nurse #3 on 02/24/26 at 9:10
AM the Nurse explained that if she had to determine
what a resident’s code status was, she would either
look on the residents’ profile page in their medical
record (the profile page displays the residents’

picture with their advanced directive listed
underneath) or look in the code status notebook at the
nursing desk. She indicated that if nothing was in the
code status notebook then she would refer to the
profile page in the medical record.

An interview was conducted with the Unit Manager (UM)
on 02/24/26 at 11:46 AM. The UM explained that if she
had to determine a residents’ code status in a hurry it
would depend on if her computer was booted up and if
so, she would look at the profile page where the
advanced directive was listed under their picture. She
continued to explain that if she was closer to the

nursing desk she would look in the code status
notebook. The UM stated the two areas should match.

3. Review of the hospital discharge summary dated
01/08/2026 revealed Resident #31's code status was “No
Cardiopulmonary Resuscitation (CPR) (DNR).

Resident #31 was admitted to the facility on
01/08/2026.
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Resident #31's physician orders revealed an order dated
01/08/2026 which indicated a Do Not Resuscitate (DNR)
status in the event he had no pulse and was not
breathing.

Review of the code book (a binder that contained paper
copies of residents’ advanced directives and code

status) revealed Resident #31's paper medical record
indicated the Medical Orders for Scope of Treatment
(MOST) form dated 01/09/2026 stated a preference for
“Attempt Cardiopulmonary Resuscitate” (CPR) in the
event Resident #31 had no pulse and was not breathing.
The form was signed by Resident #31's Responsible Party
(RP) on 01/09/2026. The MOST form did not have a
physician’s signature.

Review of the Advanced Directive Discussion Document
located in the code book and completed by the Director
of Sales and Marketing/Admission Coordinator dated
01/09/2026 revealed “to provide Cardiopulmonary
Resuscitation” in the event Resident #31 had no pulse
and was not breathing. The form was signed by Resident
#31's RP on 01/09/2026.

Review of the admission Minimum Data Set (MDS) dated
01/14/2026 revealed Resident #31 had moderately
impaired cognition.

Further review of Resident #31's electronic medical
record (EMR) revealed a physician’s progress note dated
01/14/2026 that read in part: Code Status: Do Not
Attempt Resuscitation (DNR/no CPR).

An interview was conducted on 02/17/2026 at 3:38 PM
with Nurse #3 who stated that she does not check the
code book unless there was an emergency. She explained
that if there was an emergency, she would check the
code book and the resident’s EMR for the resident’s
code status. Nurse #3 revealed that she did not know
who completed the advance directive information and
code status when residents were admitted to the
facility. Nurse #3 further explained that the Director

of Nursing (DON) and the Assistant Director of Nursing
(ADON) were responsible for checking the code book.

An interview was conducted with Resident #31 on
02/19/2026 at 9:10 AM. Resident #31 stated that he had
an advanced directive in place and that he and his RP
had made the decision that he would not want any type
of CPR.

Multiple unsuccessful attempts to contact Resident
#31's RP were made.

FO578
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An interview was conducted with the Director of Sales
and Marketing/Admission Coordinator on 02/19/2026 2:34
PM who stated that she had been completing the advanced
directive discussions and paperwork with newly admitted
residents and/or their RP since the facility did not

have a current Social Worker (SW). She explained that
she met with Resident #31’s RP on 01/09/2026 and
Resident #31’s RP completed the Advanced Directive
Discussion Form and the MOST form. She further
explained that Resident #31's RP indicated that she
wanted Resident #31 to receive CPR on both documents.
The Director of Sales and Marketing/Admission
Coordinator stated that she placed Resident #31's
completed Advanced Directive Discussion Form and the
MOST form in the code notebook (a binder that contained
paper copies of residents’ advanced directives and code
status) at the nursing station.

An interview was conducted on 02/19/2026 3:43 PM with
the Director of Nursing (DON) who stated Resident #31's
had not been deemed incompetent, and his RP had signed
all of his admission paperwork including his Advanced
Directive Discussion Form and his MOST form. The DON
verified Resident #31's physician order in the EMR for

a DNR did not match the Advanced Directive Discussion
Form and the MOST form which indicated to provide CPR.
The DON also verified that Resident #31's MOST form had
not been signed by the physician. The Director of

Nursing (DON) revealed the Admission Coordinator
completed the advanced directive forms because the
facility did not have a current SW. The DON explained

that the Admission Coordinator placed the forms in the
code notebook at the nursing station when she should
have placed the forms in the physician’s folder for

review and signature.

An interview was conducted on 02/19/2026 4:11 PM with
the Administrator who stated she expected the staff to
follow the advanced directive orders and that all
advanced directive information should match and be
correct in all locations including in the EMR and the
code notebook at the nursing station. The Administrator
further stated that if the advanced directive

information did not match, she expected the staff to
clarify the information with the resident and the RP to
ensure the resident’s wishes were honored.

Free from Misappropriation/Exploitation F0602
CFR(s): 483.12

§483.12

Resident #62 had 60 pills of oxycodone 5 mg delivered 03/23/2026
from pharmacy on 09/04/2025 per the pharmacy delivery
record. On 09/18/2025 it was discovered that 30 pills

of oxycodone 5 mg pills were missing from the
medication cart. The 30 pills were replaced for the
resident at the facility’s expense on 09/22/2025.
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neglect, misappropriation of resident property, and
exploitation as defined in this subpart. This includes
but is not limited to freedom from corporal punishment,
involuntary seclusion and any physical or chemical
restraint not required to treat the resident's medical
symptoms.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review, and staff interviews, the
facility failed to protect a resident’s right to be

free from misappropriation of resident narcotic
medications for 1 of 4 resident reviewed for
misappropriation of resident property (Resident #62).

Findings included:
Resident #62 was admitted to the facility on 10/21/24.

Review of Resident #62’s physician orders revealed an
order for 5 milligram (mg) oxycodone HCI oral tablet
(an opioid pain medication) with one tablet to be
administered by mouth every 12 hours for pain. This
order was dated 06/06/25. Additionally, Resident #62
had another order for 5mg oxycodone HCI oral tablet
with one tablet to be administered by mouth every 6
hours as needed for breakthrough pain. This order was
dated 06/06/25 and discontinued on 09/04/25.

Review of the facility’s record of a pharmacy delivery
notification revealed Resident #62 had a pharmacy order
that included 2 cards of 30 tablets each of 5mg
oxycodone immediate release tablets that were delivered
by the pharmacy on 09/04/25. Additional review of the
pharmacy delivery notification revealed it was signed

as received by Nurse #3 at 10:38 PM.

An interview with Nurse #3 on 02/18/2026 at 2:46 PM
revealed she worked 2nd shift most of the time. Nurse
#3 stated when the pharmacy made a delivery of opioid
or narcotic medications, the medications came in a
sealed purple bag, and they were handed off to one of
the nurses that was working at the time of the

delivery. She continued, stating that the nurse who
received the delivery would be responsible for

verifying the medication and the amount delivered and
would then sign off as having received the mediation.
Nurse #3 verified that she was the nurse who signed for
the pharmacy delivery of Resident #62's Oxycodone HCL
medication on 09/04/25. Per Nurse #3, she distinctly
remembered there were two, thirty pill count cards for
Resident #62 that were delivered on 09/04/25 and that
she verified the count and medication before signing

On 02/25/2026, the Director of Nursing completed a 30
day look back of narcotics delivered. All narcotic
medications were accounted for.

The DON/Designee provided education to licensed nurses
and medication aides on 03/05/2026 to 03/18/2026
reviewing the process for signing in medications from
pharmacy with special emphasis on narcotic medications.
The process outlined will ensure that 2 staff members
(nurses and medication aides) are signing in

medications from pharmacy. Then those 2 staff members
will sign the declining count sheet as medication is
secured on the applicable medication cart). All newly
hired nurses and medication aides will be provided with
this education during orientation by the DON/designee.

Starting 02/20/2026, the DON / Designee will audit
narcotic delivery 5 times per week for 4 weeks, then 3
times per week for 4 weeks, then 2 times / week for 4
weeks to ensure that the process for signing in
medications from the pharmacy to ensure narcotics are
placed on medications carts per policy. Any negative
findings will be immediately corrected.

The Director of Nursing will present the monitoring

plan to the Quality Assurance Performance Improvement
(QAPI) team on 03/18/2026. The QAPI team will review
the monitoring plan monthly and make updates and/or
recommendations to the plan. The Quality Assurance
Committee consists of, but is not limited to the
Executive Director, Director of Nursing, Assistant
Director of Nursing, Unit and Manager(s), Social
Services Director Medical Director, Maintenance
Director Housekeeping/Laundry Manager, Food Service
Director, Minimum Data Set Nurse and one direct
Caregiver.

Compliance Date: 03/23/2026
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SS=D off on the pharmacy’s delivery sheet. Nurse #3 stated
after she signed for the medication delivery, she
delivered Resident #62's medication to the nurse (Nurse
#4) who was assigned to Resident #62 that evening as
she would need to complete two separate “Controlled
Drug Count Sheets” one for each card of medication
delivered. Nurse #3 stated she had no idea what
happened to Resident #62’s Oxycodone but stated it
never made it to the medication cart as only one
Controlled Drug Count Sheet was completed.

Review of Resident #62’s controlled drug count sheet
dated from 08/31/25 through 09/06/25 revealed there
were 41 cards of medications at shift change at 3:00 PM
on 09/04/25 on the medication cart belonging to the

hall where Resident #62 resided. Per the controlled
drug count sheet, Nurse #4 was the oncoming nurse and
verified that there were 41 cards of medications at

that shift change. Additional review of the controlled
drug count sheet revealed Nurse #4 signed off at 11:00
PM that there continued to be 41 cards of medication on
the medication cart. There did not appear to be any
addition or subtraction of medication cards while Nurse
#4 was working. The 2 cards of Oxycodone that were
delivered to the facility for Resident #62 on 09/04/25
were not added to the controlled drug count sheet by
Nurse #4.

Multiple attempts to reach Nurse #4 via telephone on
02/18/26 and 02/19/26 were unsuccessful. Nurse #4 was
no longer an employee at the facility.

An interview with the Director of Nursing (DON) on
02/19/26 at 5:11 PM revealed she was aware of Resident
#62’s 30 missing oxycodone tablets and indicated that
she had assisted in the investigation. She reported she
was initially informed of a discrepancy when a first

shift nurse requested a refill for Resident #62's
Oxycodone medication due to Resident #62 only having a
few pills left on one card that was delivered on

09/04/25 and the pharmacy informed them they could not
fill the prescription due to their records indicating

that Resident #62 had 60 opioid (oxycodone) medications
delivered 09/04/25 and it was too soon for the

medication to be refilled as there should be at least

30 pills of the opioid medication still available. The
Director of Nursing stated they searched the medication
cart for the additional card of medication but were
unsuccessful in locating it. The DON stated at that

time, she reported the concern to the Former
Administrator and the Regional Nurse Consultant. She
was directed to count all the cards on all the

facility’s medication carts which was completed and
reportedly found no discrepancies. The Director of
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Nursing also reported she reviewed 30 days of pharmacy
deliveries with no discrepancies found. The Director of
Nursing reported she interviewed Nurse #3 who had
signed for the delivery and was reportedly told that

Nurse #3 did not count or verify the medications and
“just signed” the delivery paperwork and could not

verify if 30 or 60 oxycodone tablets were delivered

from the pharmacy. The Director of Nursing reported she
spoke with multiple other staff members who were
present at the time of the delivery but was unable to
locate a staff member who could verify 2 cards (60

pills) of Oxycodone were delivered for Resident #62 on
09/04/25. The Director of Nursing reported she had no
idea whether the pharmacy failed to bring both cards

(60 tablets) of Oxycodone medications for Resident #62
or if one of the two Oxycodone medication cards went
missing between delivery by the pharmacy and delivery
to the medication cart.

An interview with the Former Administrator, who was the
Administrator at the time of the incident on 09/04/25,

was completed via telephone on 02/19/26 at 6:31 PM. The
Former Administrator stated it was hard to remember
this incident as he believed it occurred shortly after

he started. He stated he believed the Director of

Nursing reported to him that there was some missing
medication and when they began investigating, it seemed
to had been going on for a couple weeks before it was
discovered. The Former Administrator reported he
recalled that the situation was discovered when a nurse
went to try and reorder an Oxycodone medication for
Resident #62 and the pharmacy reported it was too early
to refill. He stated he remembered this investigation
centered around Nurse #4 as she was the nurse assigned
to the medication cart the Oxycodone medication went to
after delivery. However, he stated they were ultimately
unable to determine what actually happened to the
missing card of medication and that they ordered
another card of opioid medication at the facility’s
expense. He reported he had no further knowledge of the
investigation due to him not being at the facility any
longer.

Coordination of PASARR and Assessments F0644
CFR(s): 483.20(e)(1)(2)

8483.20(e) Coordination.

A facility must coordinate assessments with the
pre-admission screening and resident review (PASARR)
program under Medicaid in subpart C of this part to the

maximum extent practicable to avoid duplicative testing
and effort. Coordination includes:

1. Action taken for residents affected

On 2 /19 /2026, PASRR level Il was requested by the
Assistant Business Office Manager for resident # 31.

On 3/4/2026, PASRR level Il was received with an
expiration date of 6/2/2026 for resident #31.

On 3/6/2026 an updated demographic to indicate PASRR

Level Il for resident #31

03/23/2026
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SS=D On 3/13/2026 a Minimum Data Set was modified to
indicate a PASRR level Il for resident #31.
8483.20(e)(1)Incorporating the recommendations from the
PASARR level Il determination and the PASARR evaluation
report into a resident's assessment, care planning, and 2. Identification of others at- risk
transitions of care.
An audit was conducted on all current residents by the
Executive Director on February 25, 2026, to ensure no

8483.20(e)(2) Referring all level Il residents and all other residents were identified to need a PASRR level
residents with newly evident or possible serious mental 1. All diagnosis, the Psychiatric NP notes, and the
disorder, intellectual disability, or a related admission history notes were reviewed with no other
condition for level Il resident review upon a residents identified at this time.

significant change in status assessment.
3. Education and Systemic changes
This REQUIREMENT is NOT MET as evidenced by:
An in-service was conducted on March 3, 2026, by the

Based on record reviews, resident and staff interviews, Executive Director to the Director of Nursing,

and Psychiatric Nurse Practitioner (NP) the facility Assistant Director of Nursing, Minimum Data Set

failed to refer one resident with a new mental health Coordinator, Social Worker, Assistant Business Office
diagnosis for Preadmission Screening and Resident Manager and the Director of Sales and Marketing. The
Review (PASRR) level Il for 1 of 1 resident for PASRR service included delegation of duties, communication of
(Resident #31). change of condition and request for change of PASSR

level | to level Il timely.
The findings included:
Any new hires of Director of Nursing, Assistant

A PASRR level | was completed on 10/29/2025 prior to Director of Nursing, Minimum Data Set Coordinator,

Resident #31’s admission to the facility with a Social Worker, Assistant Business Office Manager and

recommendation to resubmit paperwork for PASRR level Il the Director of Sales and Marketing will receive

if a new mental health diagnosis was suspected or if education in orientation by the Executive Director.

there was a significant change in the resident’s

condition. An audit of all new admissions notes, and psychiatric
NP notes will be conducted three (3) times weekly times

Review of the hospital discharge summary dated 4 weeks, then bi-weekly (2) times 4 weeks, then weekly

01/08/2026 revealed Resident #31 experienced times 4 weeks by the facility Executive Director. Any

hallucinations and was talking to the ceiling. Resident deficient items will be corrected immediately.

#31 received haloperidol (antipsychotic used to treat

schizophrenia) 1 milligram (mg) twice a day for 4. Performance and Monitoring

agitation and quetiapine (atypical antipsychotic used

to treat schizophrenia) 50 mg twice a day and 100 mg at The facility Executive Director will introduce the plan

bedtime with no indication for use documented. Resident of correction to the Quality Assurance Performance and

#31 was evaluated by the hospital psychiatrist, and the Improvement Committee on March 18,2026. The findings of

quetiapine was discontinued and loxapine (antipsychotic the above audits will be reviewed by the Quality

mainly used to treat schizophrenia) 10 mg twice a day Assurance Performance Improvement Committee monthly fo

was initiated. Resident #31's discharge orders included 3 months for continuation or modification of plan. The

follow up with the facility psychiatrist and continue Executive Director will be responsible for the

haloperidol 1 mg twice a day for agitation, loxapine 10 implementation and monitoring of this plan.

mg twice a day, and buspirone (medication used to treat

anxiety) 15 mg three times a day. The hospital The Quality Assurance Performance and Improvement

discharge did not reveal that Resident #31 had a Committee consist of but not limited to: Medical

diagnosis of schizophrenia. Director, Executive Director, Director of Nursing,
Assistant Director of Nursing, Unit Manager, Certified

Review of Resident #31's electronic medical record Nursing Assistant, Activity Director, Dietary Manager,

(EMR) revealed Resident #31 was admitted to the Medical Record supervisor, Director of Sales and

facility on 01/08/2026. Resident #31 had no mental Marketing , Social Services, Business Office Manager
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SS=D health diagnoses when he was admitted to the facility. and Environmental supervisor.
A psychiatry visit note dated 01/09/2026 revealed Date of alleged compliance: 03/23/2026

Resident #31 served in the military and then later
served with the Central Intelligence Agency (CIA).
Resident #31’s military history was confirmed by his
family member. During the visit Resident #31 stated
that “| lost it at the hospital, and | started seeing

things that were not there, became delusional and
blacked out.” Resident #31's family member reported
that he had hallucinations and paranoia while in the
hospital which resulted in a nurse in the hospital

being physically injured by Resident #31. Resident #31
denied any signs or symptoms of anger or anxiety during
the visit. No emotional or behavioral outburst have
occurred since Resident #31 arrived at the facility.

Review of the electronic medical record (EMR) revealed
Resident #31 was diagnosed with paranoid schizophrenia
on 01/13/2026. There was no evidence in the medical
record that a request was submitted for a Level Il

PASRR evaluation.

The admission Minimum Data Set (MDS) assessment dated
1/14/2026 revealed Resident #31 had moderately impaired
cognition and the MDS coding indicated he had a level |
PASRR. The MDS revealed Resident #31 had schizophrenia
and he had received antipsychotics, anti-anxiety
medications, and anticonvulsants during the 7 day look
back period.

An interview was conducted with Resident #31 on
2/17/2026 at 9:04 AM. Resident #31 stated that he had
served in the military for 13 years and was stationed

in Bosnia and Afghanistan. He further explained that he
had suffered with mental illness since his return from
active military duty and had night terrors related to

his war experiences. Resident #31 further explained
that he has received psychiatry counseling for many
years. Resident #31 could not recall when he was first
diagnosed with paranoid schizophrenia.

A telephone interview was conducted on 02/18/2026 10:51
AM with the Psychiatric NP who cared for Resident #31.
The Psychiatric NP stated that during his initial visit
with Resident #31 on 01/09/2026, Resident #31 stated
that he was a veteran and suffered from paranoid
schizophrenia and had a long standing history of mental
iliness related to his military experiences. The
Psychiatric NP stated that Resident #31's history was
verified with his family member and further stated that
Resident #31 was managing very well on his current
medication regimen. The Psychiatric NP stated that
Resident #31 should have been evaluated for a level Il
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An interview was conducted with the MDS Coordinator on
02/17/2026 at 12:57 PM. The MDS Coordinator stated that
she identified Resident #31's diagnosis of paranoid
schizophrenia on a psychiatric note dated 01/09/2026.
The MDS Coordinator stated that Resident #31 did not
have a diagnosis of paranoid schizophrenia on his
hospital discharge summary dated 01/08/2026. The MDS
Coordinator explained that she did not have access to
request Level Il PASRR evaluations, but she passed the
information along to the previous Social Worker (SW)

who was no longer employed with the facility. The MDS
Coordinator could not recall when she passed the
information to the previous SW. The MDS Coordinator
further revealed that the previous SW did not have
access to request Level Il PASRR evaluations and the
only person in the facility who had access was the
Assistant Business Office Manager. The MDS Coordinator
stated that she thought the SW passed the information
along to the Assistant Business Office Manager.

Multiple unsuccessful attempts to contact the previous
SW were made.

An interview was conducted with the Assistant Business
Office Manager on 02/17/2026 at 1:27 PM. The Assistant
Business Office Manager stated that she had not
received any information or request to submit a request
for a Level Il PASRR evaluation for Resident #31. The
Assistant Business Office Manager stated that she
usually received that information during the morning
clinical meetings.

During an interview on 02/18/26 at 1:08 PM with the
Administrator, she communicated her understanding that
PASRR level Il evaluations should be completed in a
timely manner upon the admission of a resident with a
mental health diagnosis and anytime a resident has had
a change of condition or received a new mental health
diagnosis. The Administrator stated that Resident #31
should have had a PASRR level Il evaluation submitted
when the diagnosis of paranoid schizophrenia was added
to his diagnoses. The Administrator further stated that
she did not know why the referral for a level Il PASRR
was not submitted for Resident #31.

F0656 Develop/Implement Comprehensive Care Plan F0656 | 1.Action taken by resident affected 03/23/2026
SS=D
CFR(s): 483.21(b)(1)(3) Resident #63 comprehensive care plan was corrected on
2/18/2026 as stated in 2567.

§483.21(b) Comprehensive Care Plans
2. Identification of Other Residents at Risk
8483.21(b)(1) The facility must develop and implement a
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SS=D comprehensive person-centered care plan for each A 100% audit was conducted on all active residents in
resident, consistent with the resident rights set forth the facility by the Regional Clinical Reimbursement/
at §483.10(c)(2) and 8483.10(c)(3), that includes MDS Coordinator on 2/19/2026. No trend or other
measurable objectives and timeframes to meet a residents identified.
resident's medical, nursing, and mental and
psychosocial needs that are identified in the 3. Systemic Changes and Education
comprehensive assessment. The comprehensive care plan
must describe the following - On 2/19/2026, the Regional Clinical Reimbursement / MDS

Coordinator reeducated the MDS Coordinator on

(i) The services that are to be furnished to attain or completion and accuracy of comprehensive care plans to
maintain the resident's highest practicable physical, reflect the resident's clinical condition, medication,
mental, and psychosocial well-being as required under and care needs.

§483.24, 8§483.25 or §483.40; and
Any new hire MDS Coordinator's will be educated in

(i) Any services that would otherwise be required orientation by the Regional Clinical Reimbursement/MDS
under §483.24, §483.25 or §483.40 but are not provided Coordinator.

due to the resident's exercise of rights under §483.10,

including the right to refuse treatment under 4. Quality Assurance and Monitoring

§483.10(c)(6).
The Unit Manager/designee will monitor the

(iii) Any specialized services or specialized comprehensive care plans weekly for 12 weeks to ensure
rehabilitative services the nursing facility will all comprehensive care plans are completed to reflect
provide as a result of PASARR recommendations. If a the resident's clinical condition, medication, and care
facility disagrees with the findings of the PASARR, it needs.
must indicate its rationale in the resident's medical
record. The Unit Manager or Executive Director will introduce
the plan of correction to Quality Assurance performance
(iv)In consultation with the resident and the and Improvement on March 18,2026. The findings of the
resident's representative(s)- above audits will be reviewed by the Quality Assurance
performance and Improvement Committee monthly for 3
(A) The resident's goals for admission and desired months for continuation or madification of the plan.
outcomes. The facility Unit manager is responsible for this plan.
(B) The resident's preference and potential for future The Quality Assurance Performance and improvement
discharge. Facilities must document whether the Committee consists of but is not limited to: Medical
resident's desire to return to the community was Director, Executive Director, Director of Nursing,
assessed and any referrals to local contact agencies Assistant Director of Nursing, Unit Manager, Certified
and/or other appropriate entities, for this purpose. Nursing Assistant, Activity Director, Dietary Manager,
Medical Records supervisor, Director of Sales and
(C) Discharge plans in the comprehensive care plan, as Marketing, Social Services, Business Office Manager,
appropriate, in accordance with the requirements set and Environmental supervisor.

forth in paragraph (c) of this section.
Date of alleged compliance is: 03/23/2026.
8483.21(b)(3) The services provided or arranged by the
facility, as outlined by the comprehensive care plan,
must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is NOT MET as evidenced by:
Based on record review and staff interviews, the

facility failed to develop an individualized
person-centered comprehensive care plan for 1 of 6
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F0656 Continued from page 15 F0656
SS=D residents whose comprehensive care plans were reviewed
(Resident #63).

The findings included:

Resident #63 was admitted to the facility on 12/03/2025
with diagnoses which included dementia, Parkinson’s
disease, and diabetes mellitus (DM).

Review of Resident #63’s admission Minimum Data Set
(MDS) assessment dated 12/09/2025 revealed moderately
impaired cognition. Resident #63 required supervision
with eating and bed mobility, moderate assistance with
oral hygiene, toileting, and transfers, and required
maximum assistance with bathing and dressing. The MDS
also revealed Resident #63 was incontinent of bowel and
bladder. Resident #63’s MDS was coded for Parkinson’s
Disease, dementia, hypertension, diabetes, and

arthritis. The MDS also indicated Resident #63 had no
pain and no weight loss but received a therapeutic

diet. She was at risk for pressure ulcer development

and had no wounds. She had received anti-psychotic,
anti-anxiety, and hypoglycemic medications during the 7
day look back period. The MDS also revealed Resident
#63 was planning to discharge back to the community.

Review of Resident #63's comprehensive care plan dated
12/10/2025 revealed one care plan entry was developed
by the Registered Dietician (RD) related to the

potential for nutritional problems. There were no other
care areas addressed in Resident #63’s comprehensive
care plan.

Review of the Care Area Assessments (CAA) (a tool used
to identify relevant causes, risk factors and
complications in order to develop a person-centered
plan of care) completed by the MDS Coordinator on
12/12/2025 revealed Resident #63 triggered for the
following CAAs:

1. Cognitive loss/Dementia

2. Functional Abilities for Self-Care and Mobility

3. Urinary Incontinence

4. Psychosocial Well-being

5. Activities

6. Falls

7. Nutritional Status
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8. Pressure Ulcer Injury

9. Psychotropic Drug Use

A review of Resident #63’s care plan was completed on
02/18/2026 at 7:40 AM with the MDS Coordinator who
verified the only care plan entry for Resident #63 was

for nutrition which was completed by the RD. She

further stated that she remembered completing Resident
#63’s comprehensive care plan and does not know what
happened to her care plan. The MDS Coordinator also
stated that she was aware that a comprehensive care
plan should be developed within 21 days of the
resident’s admission to the facility. The MDS

Coordinator further explained that the facility had two
recent computer upgrades, and she thought something
happened to Resident #63’s care plan when the computer
updates occurred.

An interview was conducted on 2/18/2026 at 9:02 AM with
the Administrator who stated that she expected all
residents to have an accurate and complete
comprehensive care plan and the care plan should

reflect the resident’s clinical condition, medications,

and care needs.

Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans

8483.21(b)(2) A comprehensive care plan must be-

(i) Developed within 7 days after completion of the
comprehensive assessment.

(i) Prepared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the
resident.

(C) A nurse aide with responsibility for the resident.
(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of the
resident and the resident's representative(s). An
explanation must be included in a resident's medical
record if the participation of the resident and their
resident representative is determined not practicable

FO0656

FO657

1. Corrective action for residents affected

Resident #99 was discharged from the facility on
7/22/2025 as stated in 2567.

2. ldentification of other At-Risk residents

An audit was performed by the Assistant Director of
Nursing on all residents in the facility on 2/27/26for
all facility residents to ensure that a care plan was
initiated for residents with a foley catheter in place
—no other residents affected at this time.

3. Education and Systemic changes.

On 3/13/2026, the Regional Clinical Reimbursement / MDS
Coordinator reeducated the MDS Coordinator on
completion and accuracy of care plans to reflect the
resident's clinical condition as it related to urinary

catheter.

Any new hire MDS Coordinator's will be educated in

orientation by the Regional Clinical Reimbursement /
MDS Coordinator.

4. Quality Assurance and Monitoring

03/23/2026
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(F) Other appropriate staff or professionals in
disciplines as determined by the resident's needs or as
requested by the resident.

(ii)Reviewed and revised by the interdisciplinary team
after each assessment, including both the comprehensive
and quarterly review assessments.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and staff interviews, the
facility failed to develop a care plan in the area of
urinary catheter for 1 of 3 residents reviewed for care
plans (Resident #99).

The findings included:

Resident #99 was admitted to the facility on 06/23/25
with diagnoses that included urinary retention. The
Resident was discharged on 07/22/25.

Review of the admission Minimum Data Set (MDS)
assessment dated 06/30/25 revealed Resident #99 had an
indwelling urinary catheter.

Review of Resident #99’s medical record revealed orders
dated 06/23/25 for urinary catheter, change catheter as
needed, change catheter bag as needed, catheter care
every shift and as needed, place stat lock to secure
catheter and to check placement every shift.

Review of Resident #99’s Treatment Administrator Record
for June and July 2025 revealed the Resident had a
urinary catheter and received daily care for the

urinary catheter.

Review of Resident #99's comprehensive care plan dated
07/03/25 revealed there was no mention of a urinary
catheter on the care plan.

During an interview with the MDS Coordinator on
02/26/26 at 5:15 PM the MDS Coordinator reviewed
Resident #99’s care plan and acknowledged the urinary
catheter was not on the care plan. She continued to
explain that during the time of Resident #99’s
admission to the facility the facility was undergoing a
change in companies which included an electronic
medical record upgrade, and it was possible that when
she was completing the care plan the system did not
accept her input of the care plan.

An interview was conducted on 02/26/26 at 5:40 PM with

The Unit Manager will monitor the comprehensive care
plans weekly for 12 weeks to ensure all comprehensive
care plans are completed to reflect the resident's
clinical condition.

The Unit Manager or Executive Director will introduce

the plan of correction to Quality Assurance performance
and Improvement on March 18,2026. The findings of the
above audits will be reviewed by the Quality Assurance
performance and Improvement Committee monthly times 3
months for continuation or modification of the plan.

The facility Unit manager is responsible for this plan.

The Quality Assurance Performance and Improvement
Committee consists of but not limited to: Medical
Director, Executive Director, Director of Nursing,
Assistant Director of Nursing, Unit Manager, Certified
Nursing Assistant, Activity Director, Dietary Manager,
Medical Records supervisor, Director of Sales and
Marketing, Social Services, Business Office Manager,
and Environmental supervisor.

Date of alleged compliance: 03/23/2026
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CFR(s): 483.25(b)(2)(i)(ii)
8483.25(b)(2) Foot care.

To ensure that residents receive proper treatment and
care to maintain mobility and good foot health, the
facility must:

(i) Provide foot care and treatment, in accordance with
professional standards of practice, including to
prevent complications from the resident's medical
condition(s) and

(i) If necessary, assist the resident in making
appointments with a qualified person, and arranging for
transportation to and from such appointments.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, record review, family member,
and staff interviews, the facility failed to ensure a
resident’s toenails were trimmed and podiatry services
were arranged for 1 of 1 resident reviewed for foot
care (Resident #63).

The findings included:

Resident #63 was admitted to the facility on 12/03/2025
with diagnoses which included dementia, Parkinson’s
disease, and diabetes mellitus (DM).

Review of the admission nursing assessment dated
12/03/2025 did not reveal any issues with Resident
#63's toenalils.

Review of Resident #63’s admission Minimum Data Set
(MDS) assessment dated 12/09/2025 revealed moderately
impaired cognition. Resident #63 required moderate
assistant with bed mobility, toileting and transfers

and required maximum assistant with bathing and
dressing. The MDS also revealed Resident #63 had
Parkinson’s Disease, dementia, DM, and arthritis. The
MDS indicated Resident #63 had no rejections of care
and was at risk for pressure ulcer development.

Review of Resident #63's care plan dated 12/10/2025

In-house podiatry will begin following in April. Nail
care was performed on residents by facility nurse on
03/17/2026. Resident #63 has an appointment with
outside Podiatrist on 03/31/2026 as well.

The Assistant Director of Nursing Services completed an
audit on 03/05/2026 identifying residents in need of
podiatry services. On 03/11/2026, the Social Services
Director initiated conversation with resident or their
responsible party to obtain consent for podiatry
services, if we currently did not have consent.

Residents consenting to podiatry services will be
scheduled to be seen with in-house podiatry.

The Director of Nursing/Designee provided education to
nursing staff from 03/05/2026 to 03/18/2026 related to
alerting Social Services Director to any resident in

need of podiatry services. All newly hired nursing

staff will be provided with education at time of
orientation by the DON/designee.

Starting on 03/06/2026, the DON / Designee will audit 5
random residents 3 times per week for 4 weeks, 2 times
per week for 4 weeks then weekly for 4 weeks to assess
foot care. Any negative findings will be immediately
corrected.

The Director of Nursing will present the monitoring

plan to the Quality Assurance Performance Improvement
(QAPI) team on 03/18/2026. The QAPI team will review
the monitoring plan monthly and make updates and/or
recommendations to the plan. The Quality Assurance
Committee consists of, but is not limited to the

Executive Director, Director of Nursing, Assistant
Director of Nursing, Unit Manager(s), Social Services
Director Medical Director, Maintenance Director
Housekeeping/Laundry Manager, Food Service Director,
Minimum Data Set Nurse and one direct Caregiver.

Compliance Date: 03/23/2026
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F0657 Continued from page 18 F0657
SS=D the Administrator who stated that she expected all

residents to have an accurate and complete

comprehensive care plan and the care plan should

reflect the resident’s clinical condition, medications,

and care needs.
F0687 Foot Care F0687 | Resident #63 was offered podiatry services and her 03/23/2026
SS=D responsible party signed consent on 02/17/2026.
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revealed one care plan was developed by the registered
dietician (RD) related to the potential for nutritional
problems. There were no other care areas addressed in
Resident #63's care plan.

Review of Resident #63's weekly nursing assessments
from 12/03/2025 through 02/17/2026 revealed no notation
that her toenails were long and thick and needed
trimmed.

Review of the facility’s podiatry clinic schedule for
12/29/2025, revealed Resident #63 was not seen by the
podiatrist. There were no consultation reports or
notations in Resident #63’s Electronic Medical Record
(EMR) that she was scheduled to see the podiatrist or
that she had been seen by a podiatrist since admission
to the facility.

An observation and interview were conducted on
02/16/2026 1:19 PM. Resident #63's toes revealed thick,
long, jagged toenails on both feet. Resident #63's left
great toenail had a brownish coloring at the base of
the nailbed which had started to extend upward to the
middle of the toenail. Resident #63 stated that her
toenails looked “nasty” and she would like to have them
trimmed. She explained that she had not been able to
bend down and take care of her toenails and feet for a
long time. She further explained that her daughter
trimmed her toenails before she came to the facility.

An observation and interview were conducted

on 02/17/2026 11:24 AM with the wound nurse and the
Assistant Director of Nursing (ADON). The wound nurse
stated that she usually noticed resident’s toenails

when she provided wound care to their feet, but she did
not notice Resident #63’s toenails and she did not
request for her to be added to the podiatry list. The
ADON stated that Resident #63 would need to be seen by
the podiatrist because she was diabetic and it would be
best for the podiatrist to take care of her toenails.

The ADON also stated that the facility’s Social Worker
usually added residents to the podiatry list, but the
facility did not currently have a Social Worker. The
ADON stated that she was responsible for adding
residents to the podiatry schedule but added she had
not referred Resident #63 to the podiatrist since her
admission.

An additional interview with Resident #63 and her
family member was conducted on

02/17/2026 2:28 PM. The family member stated Resident
#63 had not been able to care for her feet and toenails
in a long time. The family member explained that she

F0687
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used to keep Resident #63’s toenails trimmed and
groomed because Resident #63 was a diabetic and she
knew how important it was too watch her feet for
diabetic complications. Resident #63 stated that her
toes did not hurt but she would like to have her

toenails trimmed because they looked so bad.

An interview was conducted with Nurse Aide (NA) #2 on
02/19/2026 8:19 AM who stated that she often gave
Resident #63 her showers. NA #2 stated she had noticed
Resident #63’s toenails were very long and needed to be
trimmed. NA #2 stated “but to be honest, | don’t
remember if | told anyone about Resident #63's
toenails”. NA #2 further explained that she usually
reported any concerns or issues to the resident’s
assigned nurse.

An interview was conducted on 02/19/2026 4:36 PM with
the DON & Administrator. The Administrator stated that
she understood the concerns with Resident #63's
toenails and explained that the nursing staff should
observe resident’s toenails when they completed their
skin assessments and showers. She stated that she
expected all residents to be referred to Podiatry

services if needed, especially residents with diabetes.

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 8483.70(f). The facility may
permit unlicensed personnel to administer drugs if
State law permits, but only under the general
supervision of a licensed nurse.

8483.45(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.

8483.45(b) Service Consultation. The facility must
employ or obtain the services of a licensed pharmacist
who-

8483.45(b)(1) Provides consultation on all aspects of
the provision of pharmacy services in the facility.

F0687

FO755

Resident #102 is no longer at the facility and
discharged on 1/15/2026. Medications were replaced or
re-imbursed to affected residents.

The Director of Nursing / designee in serviced licensed
nurses and medication aides on 02/19-02/26/2026 that
borrowing of medications is prohibited. Also, at this
time licensed nurses and medication aides were in
serviced that effective immediately they were to begin
documenting shift to shift that no borrowing had
occurred on the previous shift. The Director of Nursing
was to be notified immediately of any further incidence
related to borrowing of medications.

212712026 the Assistant Director of Nursing did a
reconciliation of the last 60 days of narcotic

deliveries to ensure that all declining sheets and
delivery manifest were accounted for. No other issues
identified.

The DON/Designee provided education to licensed nurses
and medication aides on 03/05/2026 to 03/18/2026
related to Shift-to-Shift medication cart count and

signing Shift to Shift Cart Narcotic Count. All newly

hired nurses and medications aides will be provided
education during orientation by the DON/designee.

The Director of Nursing / Designee provided education

03/26/2026
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SS=E to licensed nurses and medications aides from
03/18/2026 to 03/24/2026 to review the process for
8483.45(b)(2) Establishes a system of records of ordering narcotics from the pharmacy. They have been
receipt and disposition of all controlled drugs in instructed to verify if there are any remaining refills
sufficient detail to enable an accurate reconciliation; on the current hard script, if there are medications
and that are to be reordered in PCC. If there are no

remaining refills a hard script is to be printed out
for the provider to sign. Hard scripts will be faxed to

8483.45(b)(3) Determines that drug records are in order Omnicare for them to fill the medications.

and that an account of all controlled drugs is

maintained and periodically reconciled. On 03/11/2026 the Regional Director of Clinical
Services provided education to the Director of Nursing

This REQUIREMENT is NOT MET as evidenced by: Services on follow-up as it relates to the monthly
Medication Storage Audit conducted by the Consultant

Based on record review and staff and Consultant Pharmacist.

Pharmacist interviews, the facility failed to have a

system in place to ensure an accurate account of 1 of 1 The DON / Designee began audits of medications carts 5

resident’s controlled medications (Resident #98), times per week on 02/20/2026 to ensure that borrowing

failed to have effective systems in place to ensure 2 of narcotic medications was no longer taking place. As

of 2 residents (Resident #53 and Resident #74) had of 03/15/2026, no medication has occurred.

their physician prescribed narcotic pain medication

available for administration, and the facility also Starting on 03/18/2026, the DON / Designee will audit

failed to have a system to maintain an accurate receipt 10 random declining count sheets 5 times per week for 4

and disposition of all controlled drugs in sufficient weeks, then 3 times per week for 4 weeks, then 2 times

detail to enable an accurate reconciliation of per week for 4 weeks to ensure that borrowing of

controlled drugs for 5 of 5 months. The deficient medications is not taking place and medication waste is

practice occurred for 3 of 4 residents reviewed for being documented per policy.

misappropriation of medications.
Starting on 03/25/2026, the Director of Nursing /

The findings included: Designee will conduct weekly audits on 5 random PRN
narcotic medications to ensure that documentation is
occurring on both the declining count sheet and the in

Resident #98 was admitted to the facility on 08/29/25. the electronic medical record. Audits will occur weekly
Resident #98 discharged on 01/15/26. for 12 weeks.
The Director of Nursing will present the monitoring
A physician order dated 08/29/25 read; Oxycodone HCI plan to the Quality Assurance Performance Improvement
oral tablet 30 milligrams (mg) — Give one tablet by (QAPI) team on 03/18/2026. The QAPI team will review
mouth every 4 hours as needed for chronic pain. the monitoring plan monthly for a minimum of 3 months
and make updates and/or recommendations to the plan.
Review of the Initial Allegation Report submitted to The Quality Assurance Committee consists of, but is not
the state agency on 12/23/25 indicated there was limited to the Executive Director, Director of Nursing,
possible misappropriation of Resident #98’s medication Assistant Director of Nursing, Unit Manager(s), Social
after noticing a discrepancy in Resident #98’s Services Director Medical Director, Maintenance
oxycodone medication. Director Housekeeping/Laundry Manager, Food Service
Director, Minimum Data Set Nurse and one direct
Review of the Investigation Report dated 12/30/25 Caregiver.
revealed Resident #98 was discharged from the facility
to the hospital and while he was out of the facility, Compliance Date: 03/26/2026

two doses of Resident #98’s 30 milligram(mg) Oxycodone
(a opioid pain medication) was signed out as being

given to Resident #98. The facility’s investigation

found that one of the oxycodone tablets was signed out
by Nurse #4 but were unable to determine who signed out
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the 2nd oxycodone tablet. Nurse #4 was reportedly
uncooperative with the investigation and was terminated
and the facility reported Nurse #4 to the Board of
Nursing. Per the facility’s report, due to Nurse #4's

lack of cooperation and being unable to determine the
2nd signature, they could not unsubstantiate or
substantiate the allegation.

Review of Resident #98’s progress notes in his
electronic health record revealed a note dated 12/17/25
that read: “[Patient] is unresponsive and hypotensive
and hypoxic. [Emergency Medical Services] called.
Patient’s [family] notified...” The note was time-stamped
5:40 PM and was written by Nurse #4.

Additional review of Resident #98's progress notes
revealed a note dated 12/17/25 at 8:33 PM that was a
medication administration note for a single 30 mg
oxycodone tablet. This note was written by Nurse #4.

Review of Resident #98’s Medication Administration
Record from December 2025 revealed the last dose of
Oxycodone 30 mg tablet was signed as being provided to
Resident #98 at 2:49 PM on 12/17/25 by Nurse #4.

Review of Resident #98’s “Controlled Medication
Utilization Record” for Resident #98's 30 mg Oxycodone
tablets dated 12/17/25 revealed 2 doses of Oxycodone 30
mg tablets were signed out after Resident #98 was sent
out to the hospital. One dose was signed out by Nurse

#4 on 12/17/25 at 6:00 PM and another dose was signed
out on the same date with an unreadable time with an
unreadable signature.

Multiple attempts to reach Nurse #4 via telephone call
on 02/18/26 and 02/19/26 were unsuccessful.

An interview with the Director of Nursing on 02/19/26
at 4:55 PM revealed she was familiar with the incident
and reported she had investigated this potential
diversion of Resident #98's medication. The Director of
Nursing reported Resident #98 was sent out to the
hospital on 12/17/25 and after he was discharged, she
requested after Resident #98 left (time unknown) that
his medications be pulled from the medication cart so
they could be sent back to the pharmacy. She stated she
could not recall who brought her Resident #98's
medication but reported while she was reviewing the
medications and the controlled medication utilization
records, she noted there appeared to be 2 doses of
Resident #98’s 30 mg Oxycodone that were dispensed
after Resident #98 discharged from the facility. She
stated at that time she notified the Former
Administrator. She reported she and the former

FO755
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SS=E Administrator attempted to reach Nurse #4 multiple
times, but Nurse #4 continued to “have reasons she
could not talk or come to the facility”. The Director

of Nursing stated she did receive a text from Nurse #4
which was a statement of what led to Resident #98 being
discharged to the hospital, but nothing was said about
why she appeared to have signed out at least one dose
of Resident #98’s 30 mg Oxycodone after he discharged
to the hospital. When the Director of Nursing reached

out for an explanation, Nurse #4 never responded. The
Director of Nursing reported Nurse #4 was ultimately
terminated due to what appeared to be her dispensing
medications for a resident who was not in the building

at the time they were dispensed and for failure to
respond to the investigation inquiries. The Director of
Nursing stated she was confident that Nurse #4 had, at
least, signed out one of the doses of Resident #98’s 30
mg Oxycodone.

An interview with the Former Administrator on 02/19/26
at 6:27 PM revealed he remembered there was an issue
with Nurse #4 and they believed she had diverted some
opioid medications from a resident at the facility. He
reported he did recall Nurse #4 not being very
cooperative with the investigation and was ultimately
terminated. He reported that he believed that the
incident and Nurse #4 were reported to the Board of
Nursing and apologized but stated he could not recall
much else regarding the investigation.

2. Resident #53 was initially admitted to the facility
on 12/20/24 with a readmission date of 01/15/26.

A physician order for Resident #53 dated 11/21/25 read:
oxycodone (an opioid pain medication) 15 milligrams
(mg), one (1) tablet by mouth every 6 hours, scheduled
for pain.

A review of Resident #53's medication administration
record (MAR) from December 2025 revealed oxycodone 15
mg, one (1) tablet by mouth, was administered as

ordered from 12/05/25 through 12/10/25. The times of
administration were: 6:00 PM, 12:00 AM, 6:00 AM, and
12:00 PM

Resident #102 was admitted to the facility on 08/28/24
with diagnoses which included chronic pain and opioid
dependence.

A review of Resident #102's physician’s orders revealed
an order dated 11/04/25 for oxycodone 15 mg one (1)
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SS=E tablet by mouth twice daily scheduled.

A review of the completed controlled substance
accountability record for Resident #102 dated 11/30/25
for oxycodone 15 mg immediate release tablets, revealed
that Resident #53 was administered oxycodone 15 mg per
the physician order using Resident #102’s supply of
oxycodone 15 mg from 12/05/25 at 6:00 PM through
12/10/25 at 12:00 PM by multiple nurses. Nurses
documented that medication was “borrowed” for Resident
#53. During the time frame 12/05/25 to 12/10/25 the
following nurses documented that they borrowed
oxycodone 15 milligrams from Resident #102 for Resident
#53: Nurse #9, Nurse #7, Nurse #5, Nurse #11, and the
Unit Manager. A total of 20 tablets were borrowed from
Resident #102’s medication supply for Resident #53.

A telephone interview with Nurse #7 who was no longer
employed at the facility was conducted on 2/20/26 at

2:18 PM. Nurse #7 had documented borrowing oxycodone
from Resident #102 for Resident #53 on 12/06/25 at
12:00 AM and 5:00 AM. Nurse #7 stated she could not
recall those incidents when oxycodone had to be
borrowed. She verbalized that it was common for
controlled medications not to be available and to have

to be borrowed from another resident. Nurse #7

indicated that nurses were supposed to notify the

Director of Nursing (DON) when they borrowed
medication, but she did not know how the controlled
substances borrowed were replaced or reimbursed. Nurse
#7 stated she had not notified the DON before she
borrowed the oxycodone from Resident #102 for Resident
#53.

An interview with the Unit Manager was conducted on
2/24/26 at 9:39 AM. The Unit Manager stated that she
remembered signing out several doses of oxycodone from
Resident #102's card for Resident #53 because Resident
#53's oxycodone prescription had run out. The Unit
Manager documented that she borrowed oxycodone 15 mg
from Resident #102 for Resident #53 on 12/08/25 at

12:00 PM, 12/09/2025 at 12:00 PM, and 12/10/25 at 12:00
PM. The Unit Manager recalled that Resident #53

required a hard script (a printed order with the

provider’s signature) for his oxycodone to be refilled

in December 2025. The prescription was sent in, but

there had been a billing issue which she was aware of
because Resident #53's insurance required a prior
authorization, and the medication was not delivered

from the pharmacy before his supply ran out. Because
Resident #53’s own oxycodone supply had been exhausted,
they borrowed from Resident #102 until Resident #53's
prescription could be refilled. The Unit Manager

verbalized that there had been a backup supply of
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SS=E oxycodone 5 mg tablets in the facility, but since

Resident #53 received 15 mg, they borrowed from
Resident #102, who had the same dosage, and she did not
attempt to get it out of the backup supply. The Unit
Manager stated that it was common for nurses to borrow
controlled substances if they ran out from the

pharmacy, although borrowing should only have been done
upon approval of the DON. The Unit Manager stated that
she did not speak with the DON prior to borrowing, nor

did she notify the DON that Resident #53's oxycodone

had not been received from the pharmacy. The Unit
Manager stated that the process for ordering controlled
substances was to reorder when the supply was getting
low. The refill could be reordered directly from the
pharmacy through the medication administration record
(MAR). If there were no refills left, the pharmacy

required a hard script. The Unit Manager indicated that
although the medication might be ordered by one nurse,

if that nurse did not work on the same hall every day,

the order might not be followed up on. Some refills

required prior authorization, and the DON completed
those. The Unit Manager stated she did not review the
controlled substance accountability records, but those
sheets went to the DON. The Unit Manager verbalized she
did not know how medication that was borrowed from one
resident for another would be replaced, but she

believed the DON handled that.

An interview was conducted with the DON on 2/24/26 at
4:32 PM. The DON verbalized that there was no policy
for borrowing controlled substances from one resident
for another. The DON explained that she had not been
aware that controlled substances were borrowed so
frequently. The DON stated that nurses were not to
borrow medications. The DON indicated that nurses had
borrowed medications including controlled substances in
the past but were supposed to notify her for approval.
The DON stated that she had only received two to three
phone calls over the last few months to approve
borrowing medication. The DON reported that controlled
substances should have been delivered from the pharmacy
prior to any residents running out. However, even
though controlled substances might be ordered, the
pharmacy would not fill them for various reasons,
including billing issues. If residents ran out of
medication, the nurse should have called the provider
for an order. Resident #53’s insurance required the
facility to complete a prior authorization for every

refill of his medications, and that often-caused delays

in orders, which had been an ongoing issue. The DON
confirmed she completed the prior authorizations.
Residents whose medications required prior
authorization appeared as an alert on the pharmacy
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SS=E website page, which the DON checked daily. Prior
authorization required several steps in the process,

and this was usually what caused delays in controlled
substance medication refills. Sometimes the provider

did not complete their forms, or the pharmacy rejected
the request without providing a reason. If the prior
authorization was approved, sometimes the pharmacy
automatically sent the controlled substance, but
sometimes it did not, and the staff had to call the
pharmacy to request delivery. The DON reported that she
reviewed the controlled substance accountability

records when they were returned to her after the
medication was completed. She stated she did not review
Resident #102's controlled substance accountability
record dated 11/30/25 when it was returned but declined
to state why she had not reviewed it. The DON indicated
that if the nurses told her they borrowed medication,

she would call the pharmacy to get the medication
replaced. The DON could not produce records showing
that Resident #53's oxycodone 15 mg had been reordered,
delivered, or that Resident #102 had been reimbursed

for the borrowed oxycodone.

An interview with the Regional Nurse Consultant was
conducted on 02/24/26 at 11:24 AM. He stated the
facility followed all pharmacy policies related to
controlled substances. The Regional Nurse Consultant
stated that he was unaware that nurses were borrowing
controlled substances for other residents and they were
not supposed to borrow controlled substances.

An interview with the Administrator was conducted on
2/24/26 at 6:12 PM. The Administrator stated that any
concerns with the administration and documentation of
controlled substances, including borrowing, should have
been addressed by nursing leadership immediately. The
Administrator verbalized that she would have expected
the nurses to reorder controlled substances prescribed
for all residents in a timely manner so they would not
run out. If medication was not available from the
pharmacy, the nurse would have been expected to call a
provider for directions. If it was a billing issue,

that should have been addressed quickly so the
residents could receive their medication.

A telephone interview with the Consultant Pharmacist
was conducted on 02/25/26 at 2:44 PM. The Consultant
Pharmacist reported that she performed the medication
audits monthly. The audits consisted of checking all

the medication carts, reviewing the controlled

substance accountability records and reconciling it to

the MAR and controlled substances inside the medication
cart. She randomly selected a few residents to review
records to ensure correct documentation was completed.
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Continued from page 27

The Consultant Pharmacist stated that the facility had

a history of controlled substance documentation
discrepancies and had been an ongoing issue at the
facility. However, she had not noticed nurses borrowing
from other residents on the controlled substance
accountability records. The Consultant Pharmacist
indicated she was not familiar with how the facility
handled the process for borrowed controlled substances.
When asked if borrowing controlled substances from one
resident to the other violated pharmacy policy, the
Consultant Pharmacist declined to answer but stated it
violated best practice.

3. Resident #74 was admitted to the facility on
10/28/24.

A physician’s order for Resident #74 dated 10/28/25
read: oxycodone (an opioid pain medication) 10
milligrams (mg), one (1) tablet by mouth every 4 hours
as needed for pain. Do not give 1 hour prior to or

after scheduled oxycodone.

A review of Resident #74’s medication administration
record from December 2025 revealed oxycodone 10 mg by
mouth every 4 hours as needed for pain was administered
to Resident #74 on the following dates and times: on
12/22/25 at 10:29 AM, on 12/28/25 at 4:34 PM, on
12/29/25 at 9:30 AM and 5:40 PM, and on 12/30/25 at
9:16 AM and 5:54 PM.

Resident #102 was admitted to the facility on 08/28/24.

A review of Resident #102's physician’s orders revealed
an order dated 09/23/25 for oxycodone 5 mg one (1)
tablet by mouth every 24 hours as needed for pain.

A review of the completed controlled substance
accountability record dated December 2025 for Resident
#102 for oxycodone 5 mg tablets revealed that Resident
#74’s prescribed oxycodone dose of 10 mg was
administered using 2 tablets of Resident #102's 5 mg
oxycodone tablets by multiple nurses. Nurses documented
the medication was “borrowed” for Resident #74 on the
controlled substance accountability record for Resident
#102. The following staff documented on the controlled
substance accountability record for Resident #102 that
they borrowed oxycodone 5 mg tablets for Resident #74,
the Unit Manager, Nurse #9, and Nurse #8 during
December 2025. A total of 12 tablets were borrowed from
Resident #102’s medication for Resident #74.

FO755
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SS=E An interview with the Unit Manager was conducted on
02/24/26 at 9:39 AM. The Unit Manager stated she
remembered she signed out several doses of oxycodone
from Resident #102 for Resident #74 because Resident
#74 was out of her oxycodone prescription. The Unit
Manager documented on Resident #102’s control substance
accountability record for December 2025 that she

borrowed oxycodone 5 mg from Resident #102 for Resident
#74 on 12/22/25 at 10:29 AM 2 tablets, 12/29/25 at 9:30
AM 2 tablets, and 12/30/25 at 9:16 AM 2 tablets. The

Unit Manager could not recall why Resident #74 was out

of her medication but because Resident #74’s own
oxycodone supply had been exhausted, they borrowed from
Resident #102 until Resident #74's could be refilled.

The Unit Manager verbalized that there was a backup
supply of oxycodone 5 mg tablets, and she could not
explain why she did not obtain it from the backup

supply and instead borrowed it from Resident #102. The
Unit Manager stated it was common for nurses to borrow
controlled substances if they ran out. She stated that

even though she borrowed the medication, she did not
speak with the Director of Nursing (DON) for approval.

The Unit Manager stated the process to order controlled
substances were if the supply ran low, it could be

reordered directly from the pharmacy. If there were no
refills left, the pharmacy would require a hard script.

The Unit Manager indicated that although the medication
might be ordered by one nurse, if they did not work on

the same hall every day, it may not be followed up on.
Some refills required prior authorization, and the DON
completed that. The Unit Manager stated she did not
review the controlled substance accountability records,

but those sheets all went to the DON when completed.

The Unit Manager verbalized she did not know how
medication borrowed from one resident for another would
be replaced, but she thought the DON handled that.

An interview with the Regional Nurse Consultant was
conducted on 02/24/26 at 11:24 AM. He stated the
facility followed all pharmacy policies related to
controlled substances. The Regional Nurse Consultant
stated that he was unaware that nurses were borrowing
controlled substances for other residents and they were
not supposed to borrow controlled substances.

An interview was conducted with the DON on 02/24/26 at
4:32 PM. The DON verbalized there was no policy to
borrow controlled substances from one resident for
another. The DON explained she was not aware controlled
substances were borrowed so frequently. The DON stated
the nurses were not to borrow medications. The DON
indicated nurses had borrowed controlled medications in
the past but were supposed to notify her for approval.

The DON stated she had only received 2—3 phone calls

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E3F94-H1 Facility ID: 923160 If continuation sheet Page 29 of 45



PRINTED: 03/30/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES fé]é)Nﬁ'll?liolg,lg'FglilSﬁSlleERRlcLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
AND PLAN OF CORRECTIONS 345329 ' A. BUILDING 02/26/2026
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Hibriten Mountain Nursing and Rehabilitation 2030 Harper Avenue NW , Lenoir, North Carolina, 28645
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE

APPROPRIATE DEFICIENCY)

FO755 Continued from page 29 FO755
SS=E over the last few months to approve borrowed
medication. The DON reported controlled substances
should have been delivered from the pharmacy prior to
any residents running out. However, even though
controlled substances might be ordered, the pharmacy
did not fill them for various reasons, including

billing issues. If they ran out of medication, the

nurse should have called the provider for direction.

The DON stated residents with certain insurance
plans/company required the facility to complete a prior
authorization for every refill of their medications,

and that often caused a delay in orders; that had been
an ongoing issue. The DON stated she was not sure if
Resident #74 required prior authorization. The DON
confirmed she completed the prior authorizations. The
residents whose medications required prior
authorization showed up as an alert on the pharmacy
website page, which the DON checked daily. Prior
authorization required several steps in the process,

and this was usually what caused delays in controlled
substance medication refills. Sometimes the provider
did not complete their forms, or the pharmacy rejected

it but did not provide a reason. If the prior

authorization was approved, sometimes the pharmacy
automatically sent the controlled substance, but
sometimes it did not, and the staff would have to call
the pharmacy to get them to deliver it. The DON
reported she reviewed the controlled substance
accountability records when they were returned to her
after the medication was completed. She stated she had
not reviewed Resident #102’s December 2025 controlled
substance accountability record when it was returned
but declined to say why she had not reviewed it. The
DON indicated that if the nurses told her they

borrowed, she would call the pharmacy to get the
medication replaced. The DON could not produce records
of Resident #74’s oxycodone 10 mg being reordered,
delivered, or that Resident #102 had been reimbursed
for the borrowed oxycodone.

An interview with the Administrator was conducted on
02/24/26 at 6:12 PM. The Administrator stated any
concerns with the administration and documentation of
controlled substances, including borrowing, should have
been addressed by nursing leadership immediately. The
Administrator verbalized she would have expected the
nurses to reorder controlled substances prescribed for
all residents in a timely manner so they would not run
out. If medication was not available from the pharmacy,
the nurse would have been expected to call a provider
for direction. If it was a billing issue, that would

have been addressed quickly so the residents would
receive their medication.
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FO755 Continued from page 30 FO755
SS=E A telephone interview with the Consultant Pharmacist
was conducted on 02/25/26 at 2:44 PM. The Consultant
Pharmacist reported that she performed the medication
audits monthly. The audits consisted of checking all

the medication carts, reviewing the controlled

substance accountability records and reconciling it to
the MAR and controlled substances inside the medication
cart. She randomly selected a few residents to review
records to ensure correct documentation was completed.
The Consultant Pharmacist stated that the facility had

a history of controlled substance documentation
discrepancies and had been an ongoing issue at the
facility. However, she had not noticed nurses borrowing
from other residents on the controlled substance
accountability records. The Consultant Pharmacist
indicated she was not familiar with how the facility
handled the process for borrowed controlled substances.
When asked if borrowing controlled substances from one
resident to the other violated pharmacy policy, the
Consultant Pharmacist declined to answer but stated it
violated best practice.

4. a. The Monthly Storage Audit form dated 09/24/25 and
completed by the Consultant Pharmacist revealed the
facility had not met 2 pharmacy requirements under
Controlled Substances. The document read in part,

“shift change count properly documented.” Not met with
the following comments noted, “shift change blank on

all carts”. Another entry read, “medication count
reconciles with controlled substance accountability
record” (a comparison performed by reviewing the
controlled substance accountability records and then
verifying the administering nurse documented that
medication was administered on the Medication
Administration Record (MAR)). Not met with the
following comments: E hall shift change medication
count reconciliation sheet dated 09/18/25 had a
discrepancy: 62 cards were documented by oncoming
nurse. 8 cards were removed. 53 cards were documented
at the end of the shift, but the card count should have
been 54. Resident #98 had a physician’s order for
oxycodone (an opioid pain medication). 29 doses were
signed on the controlled substance accountability

record and only 27 doses were documented on Resident
#98's MAR as administered. Resident #35 had a
physician’s order for tramadol (an opioid pain
medication). 13 doses were signed on the controlled
substance accountability record, and only 12 doses were
documented on Resident #35's MAR as administered.

b. The Monthly Storage Audit form dated 10/21/25 and
completed by the Consultant Pharmacist revealed the
facility had not met 2 pharmacy requirements under
Controlled Substances. The document read in part,
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FO755 Continued from page 31 FO755
SS=E “shift change count properly documented.” Not met with
the following comments for “missing nurse signatures
noted on all medication carts.” Another entry read,
“medication count reconciles with controlled substance
accountability record.” Not met with the following
comments: Several missing nurse signatures on the
controlled substance accountability record (no
residents were named). Several controlled substance
accountability record numbers did not add up correctly
and were hard to follow (no resident names provided).
On B hall medication cart, a nurse had documented 11
medication cards were present, but there were 16
medication cards. As needed (PRN) substances were
administered before the next dose should have been
administered (no specific incidents mentioned).

c. The Monthly Storage Audit form dated 11/19/25 and
completed by the Consultant Pharmacist revealed the
facility had not met 2 pharmacy requirements under
Controlled Substances. The document read in part,

“shift change count properly documented”. Not met with
the following comments noted, “missing nurse signatures
on halls B, C, and D". Another entry read, “medication
count reconciles with controlled substance

accountability record”. Not met with the following
comments: Resident #100 had a physician’s order for
oxycodone. Between 11/12/25 and 11/18/25 there were 19
doses signed on the controlled substance accountability
record, but only 17 doses were documented on the MAR.
The 11/17/25 as needed dose of oxycodone was
administered too early for Resident #100. Resident #37
had a physician’s order for hydrocodone/acetaminophen
(an opioid pain medication) every 6 hours as needed.

The 11/16/25 PRN dose was administered at 12:25 PM and
again at 4:40 PM.

d. The Monthly Storage Audit form dated 12/23/25 and
completed by the Consultant Pharmacist revealed the
facility had not met 2 pharmacy requirements under
Controlled Substances. The document read in part,

“shift change count properly documented”. Not met with
the following comments for “missing nurse signatures
noted on all medication carts”. Another entry read
“medication count reconciles with controlled substance
accountability record”. Not met with the following
comments: Resident #61 had a physician’s order for
lorazepam (a psychoactive medication which treats
anxiety) as needed. 2 doses were signed on the
controlled substance accountability record and were not
documented on Resident #61's MAR as administered.
Resident #97 had a physician’s order for lorazepam as
needed. One dose was signed on the controlled substance
accountability record but was not documented on
Resident #97's MAR as administered. Resident #13 had a
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FO755 Continued from page 32 FO755
SS=E physician’s order for lorazepam as needed. 12 doses
were signed on the controlled substance accountability
record but only 5 doses were documented on Resident
#13's MAR as administered. Resident #32 had a
physician’s order for lorazepam as needed. A dose dated
11/25/25 and 11/26/25 were wasted without a witness
signature.

e. The Monthly Storage Audit form dated 01/20/26 and
completed by the Consultant Pharmacist revealed the
facility had not met 2 pharmacy requirements under
Controlled Substances. The document read: “shift change
count properly documented” for missing nurse signatures
noted on hall A, C, D, and E. Another entry read
“medication count reconciles with controlled substance
accountability record”. Not met with the following
comments: Resident #82 had a physician’s order for
oxycodone. 6 doses that were signed on the controlled
substance accountability record were not documented on
Resident #82’s MAR as administered. Resident #6 had a
physician’s order for tramadol. 2 doses were signed on
the controlled substance accountability record were not
documented on Resident #6’s MAR as administered.
Resident #75 had a physician’s order for
hydrocodone/acetaminophen. 3 doses were signed on the
controlled substance accountability record and were not
documented on Resident #75's MAR as administered.

An interview with Regional Nurse Consultant was
conducted on 02/24/26 at 11:24 AM. He stated that the
facility followed all pharmacy policies related to
controlled substances. The Regional Nurse Consultant
reported that he was not aware of the pharmacy audit
findings.

An interview with the Director of Nursing (DON) was
conducted on 02/24/26 4:32 PM. The DON stated that the
Consultant Pharmacist performed medication storage
audits monthly. They would speak to the DON and the
Administrator when they arrived, and the audit took 1

to 1.5 hours to complete. The DON indicated that the
Consultant Pharmacist would discuss the findings with
the DON after the audit was completed. The DON
verbalized she was not aware of any of the controlled
substance concerns. She stated the only thing reported
by the Consultant Pharmacist was that there were holes
in the MAR with the controlled substances where nurses
had not signed the medication was administered and that
was the extent of the conversation. The DON could not
recall the date that conversation occurred. The DON
reported the Consultant Pharmacist was included in QAPI
(Quality Assurance and Performance Improvement)
meetings and had not mentioned any controlled substance
documentation discrepancies during QAPI. The DON
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FO755 Continued from page 33 FO755
SS=E verbalized she was unaware that nurses were wasting
controlled substances without a second nurse signature.
The DON verbalized she had not reviewed the monthly
pharmacy medication storage audits but could not

explain why these were not reviewed. The DON stated

that she was unaware of discrepancies with the

controlled substance accountability records and nurses
signing the MAR that the medication was administered.
The DON explained she reviewed the controlled substance
accountability record sheets when they were returned to
her after the medication was completed. The DON stated
she had not noted discrepancies, and she had not gone
through and performed a full reconciliation. She

indicated she did not really audit the nurses, but
occasionally performed the shift change count with them
as a form of monitoring. The DON could not provide
documentation that this action occurred. The DON stated
there had been no discrepancies when she had performed
the shift change count.

An interview with the Administrator was conducted on
02/24/26 at 6:12 PM. The Administrator stated that she
was not aware of the controlled substance issues noted
on the medication storage audits. The Administrator
verbalized any concerns with the administration and
documentation of controlled substances in the building
identified by the pharmacy audits should have been
addressed by nursing leadership immediately. The
Administrator verbalized she would expect the nurses to
verify accurate controlled substance counts at shift
change, accurately document all controlled medications
administered on the MAR, obtain witnesses for wasting
controlled substance per policy, maintain accurate
records on the controlled substance accountability
record, and report any discrepancies to her
immediately.

A telephone interview with the Consultant Pharmacist
was conducted on 02/25/26 at 2:44 PM. The Consultant
Pharmacist reported that she performed the medication
audits monthly. The audits consisted of checking all

the medication carts, reviewing the controlled

substance accountability records and reconciling it to

the MAR and controlled substances inside the medication
cart. She randomly selected a few residents to review
records to ensure correct documentation was completed.
The consultant pharmacist stated that the facility had

a history of controlled substance documentation
discrepancies and had been an ongoing issue at the
facility. She indicated that she did not work in the
pharmacy itself so had no knowledge of medications that
were not returned or were missing. The Consultant
Pharmacist stated that she would report her negative
findings to the DON, however, stated she could not
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CFR(s): 483.45(f)(1)
§483.45(f) Medication Errors.

The facility must ensure that its-

8483.45(f)(1) Medication error rates are not 5 percent
or greater;

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, record reviews, manufacturer's
instructions, and staff and Consultant Pharmacist
interviews, the facility failed to have a medication

error rate of less than 5% as evidenced by 4 medication
errors out of 26 opportunities, resulting in a

medication error rate of 15.38% for 2 of 3 residents
observed during the medication administration (Resident
#4 and Resident #85).

The findings included:

1. Resident #4 was admitted to the facility on 03/30/23
with diagnoses that included chronic obstructive
pulmonary disease (COPD).

Review of Resident #4's physician orders revealed
orders for 1) fluticasone propionate nasal spray one
spray in both nostrils one time a day for allergic

rhinitis dated 05/02/23, 2)
budesonide/glycopyrrolate/formoterol fumarate (steroid)
inhaler 160-9-4.8 MCG/ACT (micrograms per activation)
inhalation aerosol inhale 2 puffs two times a day for
COPD. Rinse mouth with water after use. Do not swallow,
dated 11/21/24, and 3) albuterol sulfate inhalation
aerosol solution 108 (90 base) MCG/ACT inhale 2 puffs
orally four times a day for COPD dated 03/30/23.

Review of Resident #4’s Minimum Data Set assessment
dated 12/06/25 revealed her cognition was moderately

impaired.

On 02/17/26 at 9:19 AM an observation of a medication

medication pass with the nurse present, she provided
herself with doses inconsistent with physician order.

No new orders obtained at this time. MD was notified on
02/19/2026 that licensed nurse failed to prime insulin
pen for Resident #85. No new orders obtained at this
time.

Neither had any adverse effect.

The Director of Nursing/designee in serviced nurses #2
and #3 on 02/19/2026 of the expectation to provide
medications as ordered.

From 02/28/2026 to 03/15/2026, the Director of Nursing
Services (DON) has been conducting medication pass
audits with nurses/medication aides. Any incidence of
potential errors was addressed to staff members
immediately.

The DON/Designee provided education to licensed nurses
and medication aides on 03/05/2026 to 03/22/2026
related to medication pass with special emphasis on
following MD orders and priming insulin pens. All newly
hired licensed nurses and medication aides will be
provided education during orientation by the
DON/designee.

Starting 02/28/2026, the DON/Designee will audit 5 med
passes per week for 4 weeks, then 3 med passes per week
for 4 weeks then 2 med passes per week for 4 weeks on
varying shifts and nurses. Immediate action to be taken
related to errors or potential errors.

The Director of Nursing will present the monitoring

plan to the Quality Assurance Performance Improvement
(QAPI) team on 03/18/2026. The QAPI team will review
the monitoring plan monthly and make updates and/or
recommendations to the plan. The Quality Assurance
Committee consists of, but is not limited to the
Executive Director, Director of Nursing, Assistant
Director of Nursing, Unit Manager(s), Social Services
Director Medical Director, Maintenance Director
Housekeeping/Laundry Manager, Food Service Director,
Minimum Data Set Nurse and one direct Caregiver.
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FO755 Continued from page 34 FO755
SS=E recall if she spoke with her every time an audit was
completed about the controlled substance findings, and
could not recall specific dates it had been discussed.
The Consultant Pharmacist stated that the pharmacy
policy related to controlled substances should always
be followed. Her medication storage audit reports were
sent to the DON monthly via email.
FO759 Free of Medication Error Rts 5 Prcnt or More FO759 | Medical Director (MD) was notified by the Director of 03/23/2026
SS=D Nursing on 02/19/2026 that resident #4 during
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FO759 Continued from page 35 FO759 | Continued from page 35
SS=D pass was made of Nurse #2 who was medicating Resident
#4. Nurse #2 handed Resident #4 the nasal spray and the Compliance Date: 03/23/2026

two inhalers and allowed the Resident to medicate
herself without providing instructions of how to
administer the medications. Resident #4 administered
herself two sprays of nasal spray inhaler in each
nostril, three puffs of the albuterol sulfate

inhalation and after the Resident administered the 2
puffs of budesonide/glycopyrrolate/formoterol fumarate
inhaler, the Nurse did not instruct the Resident to

rinse her mouth with water.

An interview was conducted with Nurse #2 on 017/26 at
12:51 PM. The Nurse was asked to review the medication
pass for Resident #4 earlier that morning and the Nurse
stated that he knew that the Resident gave herself too
many puffs of the albuterol inhaler and the nasal

inhaler. The Nurse stated he knew that he should have
encouraged Resident #4 to rinse her mouth with water
after she used the steroid inhaler but that normally

she would be having her breakfast and drinking fluids
when he gave her the inhalers and that morning, she had
already had her breakfast, and he did not think about

it. Nurse #2 stated the steroid inhaler could cause

oral thrush and he should have encouraged the Resident
to rinse her mouth with water.

An interview was conducted with the Consultant
Pharmacist on 02/17/26 at 2:10 PM who explained that
the nurses should encourage the residents to rinse
their mouths with water after each use of a steroid
inhaler because of the possibility that they could
develop oral thrush.

During an interview with the Director of Nursing (DON)
on 02/19/26 at 10:19 AM the DON explained that if Nurse
#2 was going to let Resident #4 administer her

inhalers, then he should have instructed her on how to
give the inhalers. The DON stated Nurse #2 should have
instructed the Resident to rinse her mouth with water
after she administered the steroid inhaler.

2. The manufacturer's instructions for prefilled

insulin pen indicated that priming the insulin pen each
time was an important step to ensure there were no air
bubbles in the insulin and the full dose of insulin was
given. Priming the insulin pen: 1. Dial up 2 units:

turn the dose selector dial to 2 units, 2. Prime the
pen: Press the injection button to let out any air
bubbles and ensure the insulin is flowing correctly, 3.
Check for a drop of insulin: you should see a drop of
insulin on the tip of the needle, 4. Repeat if
necessary.
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FO759 Continued from page 36 FO759
SS=D Resident #85 was admitted on 01/13/23 with diagnoses
that included diabetes mellitus.

Review of Resident #85's physician orders dated
02/17/26 revealed Lispro insulin give 8 units
subcutaneously if the blood sugar was between 301 and
350 before each meal.

On 02/17/26 at 12:05 PM an observation was made of
Nurse #3 medicating Resident #85 via an insulin pen.
The Nurse removed the Lispro insulin pen from the
medication cart and set the counter to 8 units. Nurse
#3 administered the 8 units of insulin without priming
the insulin pen as advised by the manufacturer's
instructions.

An interview was conducted with Nurse #3 on 02/17/2026
at 12:05 PM. The Nurse was asked to explain the
procedure when giving insulin using an insulin pen and
Nurse #3 stated she gave the insulin by the five rights

of giving any medication. When the Nurse was asked if
she was aware of priming the insulin pen before giving
the insulin the Nurse stated “yes, | do remember that”
and realized that she did not prime the pen. She stated
she should have primed the pen to 2 units to remove the
air from the needle before she set the dial to 8 units.
She indicated that she forgot to prime the pen.

An interview was conducted with the Consultant
Pharmacist on 02/17/2026 at 2:10 PM who explained that
it was important to prime the needle when giving

insulin via an insulin pen because it was important to
remove the excess air from the needle to ensure the

full dose of insulin was administered.

During an interview with the Director of Nursing (DON)

on 02/19/26 at 10:19 AM the DON stated Nurse #3 should
have primed the insulin pen before administering the
insulin to Resident #85.

FO761 Label/Store Drugs and Biologicals FO761 | Undated box of DuoNeb’s on C/D Med Cart was removed by| 03/23/2026
SS=D the cart nurse on 02/17/2026.
CFR(s): 483.45(g)(h)(1)(2)
All medication carts were audited on 02/17/2026 by the
8483.45(g) Labeling of Drugs and Biologicals Director of Nursing Services (DON) and any undated
DuoNeb’s were removed at that time.

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted The DON/Designee provided education to licensed nurses
professional principles, and include the appropriate and medication aides on 03/05/2026 to 03/22/2026
accessory and cautionary instructions, and the related to labeling the foil pack of DuoNeb’s with the
expiration date when applicable. date when opened. Education also included that once
opened the vials of medication are only good for 14

days. All newly hired nurses and medication aides will
8483.45(h) Storage of Drugs and Biologicals be provided education during orientation by the
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FO761 Continued from page 37 FO761 | Continued from page 37
SS=D DON/designee.
8483.45(h)(1) In accordance with State and Federal Starting 02/28/2026, the DON/Designee will audit med
laws, the facility must store all drugs and biologicals carts 3 times per week for 4 weeks, then 2 times per
in locked compartments under proper temperature week for 4 weeks then weekly for 4 weeks to ensure
controls, and permit only authorized personnel to have DuoNeb’s are dated when opened. Any undated DuoNeb’s 0
access to the keys. those that are greater than 14 days will be removed
immediately.
§483.45(h)(2) The facility must provide separately The Director of Nursing will present the monitoring
locked, permanently affixed compartments for storage of plan to the Quality Assurance Performance Improvement
controlled drugs listed in Schedule Il of the (QAPI) team on 03/18/2026. The QAPI team will review
Comprehensive Drug Abuse Prevention and Control Act of the monitoring plan monthly and make updates and/or
1976 and other drugs subject to abuse, except when the recommendations to the plan. The Quality Assurance
facility uses single unit package drug distribution Committee consists of, but is not limited to the
systems in which the quantity stored is minimal and a Executive Director, Director of Nursing, Assistant
missing dose can be readily detected. Director of Nursing, Unit Manager(s), Social Services
Director Medical Director, Maintenance Director
This REQUIREMENT is NOT MET as evidenced by: Housekeeping/Laundry Manager, Food Service Director,
Minimum Data Set Nurse and one direct Caregiver.
Based on manufacturer guidelines, observations and
staff interviews, the facility failed to label DuoNeb Compliance Date: 03/23/2026
solution (inhalation breathing solution) with an open
date for 1 of 3 medication carts (C and D medication
cart) reviewed for medication storage.
The findings included:
Review of the manufacturer's guidelines for DuoNeb
solution indicated: After opening the foil pouch
individual vials of DuoNeb should be used within 14
days.
On 02/17/26 at 2:30 PM an observation was made of the C
and D medication cart accompanied by Nurse #1. The
observation yielded an open and undated box of Duoneb
solutions in the drawer of the medication cart and
available for use. The delivery date on the box was
12/23/25.
An interview was conducted with Nurse #1 on 02/17/25 at
2:30 PM who explained that the box of DuoNeb should be
dated when opened because if the vials were not used
within 7 days, then they should have been discarded.
During an interview with the Director of Nursing (DON)
on 02/19/26 at 10:30 AM the DON explained that the
medication carts should be checked every day by the
Nurse on the cart and making sure the DuoNeb solutions
were dated was a part of the daily checks. The DON
stated her expectation was that the Nurse who opened
the box of DuoNeb solution should be the one who dated
the box.
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CFR(s): 483.20(f)(5),483.70(h)(1)-(5)

§483.20(f)(5) Resident-identifiable information.

(i) A facility may not release information that is
resident-identifiable to the public.

(i) The facility may release information that is
resident-identifiable to an agent only in accordance
with a contract under which the agent agrees not to use
or disclose the information except to the extent the
facility itself is permitted to do so.

§483.70(h) Medical records.

8483.70(h)(1) In accordance with accepted professional
standards and practices, the facility must maintain
medical records on each resident that are-

(i) Complete;
(i) Accurately documented;
(iii) Readily accessible; and

(iv) Systematically organized

§483.70(h)(2) The facility must keep confidential all
information contained in the resident's records,

regardless of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident representative
where permitted by applicable law;

(i) Required by Law;

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance with 45
CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,

law enforcement purposes, organ donation purposes,
research purposes, or to coroners, medical examiners,
funeral directors, and to avert a serious threat to
health or safety as permitted by and in compliance with
45 CFR 164.512.
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8483.70(h)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(h)(4) Medical records must be retained for-

(i) The period of time required by State law; or

(i) Five years from the date of discharge when there
is no requirement in State law; or

(iii) For a minor, 3 years after a resident reaches
legal age under State law.

8483.70(h)(5) The medical record must contain-
(i) Sufficient information to identify the resident;

(i) A record of the resident's assessments;

(iii) The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening and
resident review evaluations and determinations
conducted by the State;

(v) Physician's, nurse's, and other licensed
professional's progress notes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.

This REQUIREMENT is NOT MET as evidenced by:
Based on record reviews and staff interviews, the

facility failed to maintain accurate records related to
weight and abdominal girth for 1 of 25 residents

reviewed for accurate medical record (Resident #99).

The findings included:

Review of Resident #99's physician orders dated
06/24/25 revealed an order for daily abdominal girth

measurements and weight checks every Wednesday for four

weeks.

Review of Resident #99’s June 2025 Medication
Administration Record (MAR) revealed the missing
documentation: 06/28/25 no measurement for the
abdominal girth. The measurement was left blank.

F0842
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Review of Resident #99's July 2025 Medication
Administration Record (MAR) revealed on 07/02/25 the
daily abdominal girth and the Resident’s weight was
documented at 9 which indicated to review the nurses’
notes. The MAR also indicated that the weekly weight
was not documented on 07/09/25.

Review of Resident #99’s medical record revealed there
was no documentation about the Resident’s refusal of
abdominal girth measurements.

During an interview with the Unit Manager (UM) on
02/17/26 at 3:37 PM she explained that any refusals
should be documented on the MARs and an explanation
should be documented in the nurses’ notes.

An interview was conducted with Medication Aide (MA) #1
on 02/18/26 at 10:20 AM. The MA confirmed that she
worked with Resident #99 on 07/09/25 day shift and
explained that the Resident was very non-compliant with
his care and treatments and that if she did not

document a weight on 07/09/25 then it must have been
because he refused. The MA stated she should have
documented the refusal in the Resident’s chart to

explain why the weight was not documented.

An interview was conducted with Nurse #5 on 02/18/26 at
2:18 PM. The Nurse confirmed that she worked on
06/28/25 day shift and explained that Resident #99

often refused abdominal girth measurements and if she
did not document the measurement then it was most
likely due to refusal. Nurse #5 stated she should have

put a note in the progress note about the refusal and

she should have written a nurses’ note about the

refusal.

An interview with Nurse #6 was conducted on 02/20/26 at
2:37 PM who confirmed that she worked day shift on
07/02/25 and explained that she did not work with
Resident #99 often but remembered that there was an
order to measure his abdominal girths every day and
obtain his weekly weight. The Nurse reported that if
she did not document the abdominal girth or the weight
then he must have refused and she should have put a
note in his chart to explain why the abdominal girth,
nor the weight was not obtained but she must have
forgot to document the reason for the refusal.

On 02/24/26 at 4:35 PM an interview was conducted with
the Director of Nursing (DON) who explained that she
was aware that there was a documentation issue in the
facility and that they needed to work on it. The DON
indicated her expectation was for the residents’
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situation.
F0880 Infection Prevention & Control FO880 | Nurse Aide #1 and Unit Manager Nurse #4 were 03/23/2026
SS=D immediately provided re-educated by the Assistant
CFR(s): 483.80(a)(1)(2)(4)(e)() Director of Nursing on 02/18/2026 related to hand

washing and enhanced barrier precautions.
§483.80 Infection Control
All residents have the potential to be affected.
The facility must establish and maintain an infection

prevention and control program designed to provide a On 3/9/206 the Assistant Director of Nursing completed
safe, sanitary and comfortable environment and to help CDC training on Infection prevention and surveillance.
prevent the development and transmission of

communicable diseases and infections. The DON/Designee provided education to nursing staff on

03/05/2026 to 03/22/2026 related to handwashing and
enhanced barrier precautions. All newly hired nursing

8483.80(a) Infection prevention and control program. staff will be provided education during orientation.

The facility must establish an infection prevention and Starting 02/23/2026, the DON / Designee will randomly
control program (IPCP) that must include, at a minimum, audit 5 residents 3 times per week for 4 weeks, then 2
the following elements: times per week for 4 weeks, then weekly for 4 weeks,

monitoring to ensure that staff are practicing
handwashing and enhanced barrier precautions as

8483.80(a)(1) A system for preventing, identifying, appropriate. Any staff identified with deficient

reporting, investigating, and controlling infections practice will be re-educated immediately.

and communicable diseases for all residents, staff,

volunteers, visitors, and other individuals providing The Director of Nursing will present the monitoring
services under a contractual arrangement based upon the plan to the Quality Assurance Performance Improvement
facility assessment conducted according to §483.71 and team on 03/18/2026. The Quality Assurance Performance
following accepted national standards; Improvement team will review the monitoring plan

monthly and make updates and/or recommendations to the
plan. The Quality Assurance Committee consists of, but

8483.80(a)(2) Written standards, policies, and is not limited to the Executive Director, Director of

procedures for the program, which must include, but are Nursing, Assistant Director of Nursing, Unit

not limited to: Manager(s), Social Services Director Medical Director,
Maintenance Director Housekeeping/Laundry Manager, Food

(i) A system of surveillance designed to identify Service Director, Minimum Data Set Nurse and one direct

possible communicable diseases or Caregiver.

infections before they can spread to other persons in Compliance Date: 03/23/2026

the facility;

(ii) When and to whom possible incidents of
communicable disease or infections should be reported;

(iii) Standard and transmission-based precautions to be
followed to prevent spread of infections;

(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation, depending
upon the infectious agent or organism involved, and
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sSS=D (B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility must
prohibit employees with a communicable disease or
infected skin lesions from direct contact with
residents or their food, if direct contact will

transmit the disease; and

(vi)The hand hygiene procedures to be followed by staff
involved in direct resident contact.

8483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the corrective
actions taken by the facility.

8483.80(e) Linens.

Personnel must handle, store, process, and transport
linens so as to prevent the spread of infection.

8483.80(f) Annual review.

The facility will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, record review, and staff
interviews, the facility failed to follow their

Infection Control policy and Hand Hygiene policy when
Nurse Aide #1 did not perform hand hygiene before
applying clean gloves and Nurse Aide #1 nor the Unit
Manager applied gowns while providing suprapubic
catheter care on Resident #26. This deficient practice
occurred for 2 of 7 staff members observed for
infection control practices (Nurse Aide #1 and Nurse
#4).

The findings included:

Review of the facility's policy and procedure entitled
Hand Hygiene revised June 2025 read in part: All staff
will perform proper hand hygiene procedures to prevent
the spread of infection to other personnel, residents,
and visitors. Additional considerations: a. The use of
gloves does not replace hand hygiene. If your task
requires gloves, perform hand hygiene prior to donning
gloves and immediately after removing gloves.
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Review of the facility's Enhanced Barrier Precautions
policy last revised June 2025 read in part as follows:
"Enhanced barrier precaution (EBP) are utilized to
reduce the transmission of multidrug resistant
organisms (MDROs) to residents. EBP's employ targeted
gown and glove use in addition to standard precautions
during high contact resident care activities when

contact precautions do not otherwise apply. Examples of
high-contact resident care activities requiring the use

of gowns and gloves for EBPs include dressing,
providing hygiene, and changing briefs. EBPs are
indicated for residents with indwelling medical devices
regardless of MDRO colonization. Indwelling medical
devices include urinary catheters. EBPs remain in place
for the duration of the resident's stay or until

resolution or discontinuation of the indwelling medical
device (catheter) that places them at risk.

An observation of suprapubic catheter care was
conducted on Resident #26 on 02/18/26 at 2:00 PM by
Nurse Aide (NA) #1 and Nurse #4. Upon entering the
Resident’s room both staff removed gloves from the
personal protective equipment (PPE) tower that was
mounted on the Resident’s door and applied the gloves
but did not apply a gown. An enhanced barrier
precaution sign that indicated the specific PPE

required which was a gown and gloves was posted on the
door. NA #1 removed the dirty dressing from the
Resident’s suprapubic site then removed her dirty
gloves and applied clean gloves without sanitizing her
hands. The NA cleaned the suprapubic site and catheter
tubing then removed her dirty gloves and without
utilizing hand sanitizer she applied clean gloves.

Nurse #4 then applied a dressing to the suprapubic site
and removed her gloves and washed her hands.

An interview was conducted with Nurse Aide #1

on 02/18/2026 at 2:20 PM. The NA was asked what
precautions Resident #26 was currently on and the NA
explained that it was enhanced barrier precautions and
that she should have worn a gown while providing care
to Resident #26. The NA continued to explain that she
realized that she did not wash her hands between gloves
changes which she should have. She stated she was
nervous and forgot.

On 02/18/2026 at 2:40 PM during an interview with Nurse
#4 the Nurse explained that she did not know what type
of precautions Resident #26 was on until she pulled his
information up on the computer during the interview.

The Nurse continued to explain that the Resident was on
enhanced barrier precautions, and she should have worn
a gown. She stated she did not pay attention to the
enhanced barrier precaution sign posted on the

F0880
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SS=D Resident’s door and that she did not do anything to
Resident #26 that would warrant wearing a gown.
An interview was conducted with the Director of Nursing
(DON) on 10/19/26 at 10:06 AM. The DON explained that
NA and the Nurse should have worn a gown for enhanced
barrier precautions and that NA #1 should have washed
or sanitized her hands between glove changes. She
indicated both staff needed to be reeducated on
enhanced barrier precautions.
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