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E 000 Initial Comments E 000

 An unannounced recertification survey was 

conducted on 05/20/24 through 05/23/24. The 

facility was found in compliance with the 

requirement CFR 483.73, Emergency 

Preparedness.  Event ID# A6P911.

 

F 000 INITIAL COMMENTS F 000

 A recertification and complaint investigation 

survey was conducted from 05/20/24 through 

05/23/24. Event ID# A6P911.  

The following intakes were investigated: 

NC00216732, NC00216681, NC00216260, 

NC00211764, NC00209209, NC00207701, 

NC00206995, NC00206988, NC00206102, 

NC00206096, NC00205583, NC00205053 and 

NC00204176. 6 of the 33 complaint allegations 

resulted in a deficiency.

 

F 550 Resident Rights/Exercise of Rights

CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence, 

self-determination, and communication with and 

access to persons and services inside and 

outside the facility, including those specified in 

this section.

§483.10(a)(1) A facility must treat each resident 

with respect and dignity and care for each 

resident in a manner and in an environment that 

promotes maintenance or enhancement of his or 

her quality of life, recognizing each resident's 

individuality. The facility must protect and 

promote the rights of the resident.

§483.10(a)(2) The facility must provide equal 

access to quality care regardless of diagnosis, 

F 550 6/21/24

SS=D

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

06/12/2024Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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F 550 Continued From page 1 F 550

severity of condition, or payment source. A facility 

must establish and maintain identical policies and 

practices regarding transfer, discharge, and the 

provision of services under the State plan for all 

residents regardless of payment source.

§483.10(b) Exercise of Rights. 

The resident has the right to exercise his or her 

rights as a resident of the facility and as a citizen 

or resident of the United States. 

§483.10(b)(1) The facility must ensure that the 

resident can exercise his or her rights without 

interference, coercion, discrimination, or reprisal 

from the facility. 

§483.10(b)(2) The resident has the right to be 

free of interference, coercion, discrimination, and 

reprisal from the facility in exercising his or her 

rights and to be supported by the facility in the 

exercise of his or her rights as required under this 

subpart.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record review and resident and staff 

interviews the facility failed to treat a resident in a 

dignified manner when staff assisted a resident 

onto the commode and left the resident. This 

deficient practice was for 1 of 3 residents 

reviewed for dignity (Resident #3). Resident #3 

required extensive 1 person assist with transfers 

and toileting, and due to the long wait, transferred 

himself back to his wheelchair causing feces to 

get onto his clothes and wheelchair which made 

him feel very upset and mad. 

The Findings included:

Resident #3 was admitted to the facility on 

 White Oak Manor- Shelby ensures each 

resident is treated with respect and 

dignity, including treated in a dignified 

manner during personal care. 

Resident #3 and current residents will be 

provided and treated in a dignified manner 

when assisted onto the commode and not 

left so the resident does not have to 

transfer themselves to their wheelchair 

and get feces on their clothes and 

wheelchair. Newly admitted residents will 

also be treated in a dignified manner 

when transferred onto the commode and 

not left on it for long periods of time. 
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F 550 Continued From page 2 F 550

1/08/19 with diagnoses of congestive heart 

failure, osteoarthritis, and chronic obstructive 

pulmonary disease (COPD).

The quarterly Minimum Data Set (MDS) 

assessment dated 11/28/23 revealed that 

Resident #3 was cognitively intact, required 

substantial 1-person maximum assistance with 

toileting and transfers, with some incontinence of 

bladder and bowel.  Resident #3 was assessed 

as requiring a wheelchair for mobility. No refusal 

of care was noted during the assessment 

reference period. 

A telephone interview with Resident #3's 

responsible person (RP) on 5/23/24 at 11:13 AM 

revealed the family arrived at the facility after 

lunch on 12/25/23 to take Resident #3 out for a 

visit and found him sitting outside the shower 

room door with his pants pulled up mid-thigh and 

bowel movement on him and his chair. She 

stated Resident #3 revealed a nursing assistant 

(NA) had taken him to use the commode in the 

shower room and left him there for what he 

thought was at least 40-45 minutes. She revealed 

Resident #3 stated that while he was on the 

commode he had a bowel movement, was not 

able to clean himself or pull his pants up all the 

way so he transferred himself off the commode 

into his wheelchair and was sitting outside of the 

shower room waiting for help. The RP stated the 

family assisted with pulling up Resident #3's 

pants and cleaning off the bowel movement 

enough to get him back to his room when the NA 

arrived with a fast-food bag in her hand 

apologizing for leaving Resident #3 on the 

commode. She revealed the NA then assisted 

Resident #3 back to the shower room to assist 

with cleaning him up and when she returned, she 

An audit of current residents that require 

assistance with toileting and transfers, 

uses a wheelchair for mobility and have 

some to no incontinence to ensure no 

other residents have been left on the 

commode for a long period of time. The 

audit was completed by the Social 

Services Department on 6/12/2024 with 

the currents residents and staff members. 

Re-education of the current nursing staff 

members by Nursing Administration 

(Director of Nursing (DON), Assistant 

Director of Nursing (ADON) or Staff 

Development Coordinator (SDC)) will be 

completed by 6/21/2024. The 

re-education includes the following: 

Nursing staff members to assist residents 

onto the commode, provide privacy but 

stay close to complete assistance in a 

timely manner with toileting, cleaning and 

transferring back to their wheelchair. 

Newly hired nursing staff members will 

receive this education during their job 

specific orientation by the SDC.

The Nursing Administration will monitor 5 

staff members assisting 5 residents to the 

commode that require a 1-person 

maximum assistance with toileting and 

transfers weekly for 12 weeks to ensure 

residents are not being left on the 

commode, are provided assistance with 

toileting and transferred back to their 

wheelchair clean and in a timely manner.

The identified trends or issues will be 
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F 550 Continued From page 3 F 550

again apologized for leaving him on the commode 

stating she had gotten sidetracked and then had 

left the facility on her lunch break. She stated 

Resident #3 was mad and appeared very upset 

and even a little bit embarrassed about the 

incident. She revealed she contacted the Social 

Work (SW) Director a couple of days later, on 

12/27/23 and discussed the incident with her, 

filed a grievance, and the SW Director handled 

the matter from there and she received a letter in 

the mail stating the outcome. 

Resident #3 was interviewed in his room on 

5/23/24 at 2:07 PM. During the interview he 

stated several months ago NA #2 took him to the 

restroom in the shower bathroom, assisted him to 

the commode and left the room. Resident#3 

revealed he was uncomfortable and had a bowel 

movement and was not able to wipe himself or 

pull up his pants past mid-thigh, so he transferred 

himself back into his wheelchair and was sitting in 

the doorway of the shower room trying to get 

someone to assist him when the same NA #2 

came back and looked surprised. When asked if 

he was exposed while sitting outside of the 

shower room due to only being able to pull up his 

pants to mid-thigh, Resident #3 stated no that his 

pants were still able to provide coverage and he 

did not feel he was exposed. The interview 

revealed Resident #3 had been sitting on the 

shower room commode for about 45 minutes. 

When asked how he knew it had been 45 

minutes, Resident #3 stated he looked at the 

clock in his room prior to leaving and when he 

returned. He stated NA #2 apologized and said 

she had gotten busy and forgot she had placed 

him onto the commode. NA #2 took Resident #3 

back to the shower room and got him cleaned up. 

He stated he could not recall if his family was in 

discussed weekly during the morning 

Quality Improvement (QI) meetings for 12 

weeks and then brought to the monthly 

Quality Assurance (QA) Committee 

meetings for further recommendations as 

indicated.

The Director of Nursing is responsible for 

the continued compliance of F550.

Compliance date is 6/21/2024.
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F 550 Continued From page 4 F 550

the building, but he had spoken with them about it 

afterwards. Resident #3 revealed he was upset 

and mad about the situation stating he doesn't 

like for staff to leave him because they won't 

come back and from now on, he doesn't let staff 

leave him while toileting. 

An interview was conducted with NA #2 on 

5/23/24 at 2:15 PM. She stated she had been 

working 1st shift on 12/25/23 and had overheard 

Resident #3 ask NA #4 for assistance with going 

to the bathroom and NA #4 told Resident #3 she 

would assist him with toileting when she returned 

from her lunch break. NA #2 revealed she didn't 

want Resident #3 to have to wait that long, so she 

took him to the shower room, removed his brief, 

and assisted him onto the commode. She 

revealed while Resident #3 was toileting she 

realized there were no clean briefs in the shower 

room, so she left the shower room while Resident 

#3 was toileting to find clean briefs and was 

sidetracked by another resident's family asking 

for assistance. NA #2 stated after she finished 

assisting the other resident and their family, she 

also went on her lunch break with NA #4 and 

while they were at lunch talking, she realized that 

she had forgotten about Resident #3 and had left 

him on the commode in the shower room. She 

revealed that when she returned Resident #3 was 

in his room with his family, she assisted him back 

to the shower room and finished cleaning him up. 

NA #2 also revealed that from the time that she 

had assisted Resident #3 onto the commode, 

assisted the other resident and family, left for 

lunch, and realized that she had left him on the 

commode was at least 40-45 minutes. She 

revealed she did not recall reporting to the 

nursing supervisor about leaving Resident #3 on 

the commode and that she did not intentionally 
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F 550 Continued From page 5 F 550

mean to leave Resident #3 on the commode and 

forget, it was a mistake and human error and 

would never happen again.

Attempted to contact NA #4 on 5/23/24 who was 

no longer employed with the facility, and she did 

not return telephone calls.

On 5/23/24 at 3:42 PM an interview was 

conducted with the Administrator and the DON. 

The DON revealed she was not made aware of 

the incident with Resident #3 being left on the 

commode in the shower room for a long period of 

time until the SW Director notified her of the 

grievance filed by his RP. The DON stated during 

her interviews with 1st shift staff who worked with 

Resident #3 on 12/25/23, she learned NA #2 and 

NA #4 had been involved. She revealed both NA 

#2 and NA #4 were very honest, forthcoming, and 

remorseful about the incident and she felt this 

was an isolated incident based on human error 

and there did not seem to be any malicious or ill 

intent to cause harm. The DON stated NA #2 was 

re-educated on resident care and notifying 

nursing supervisor of any incidents and prior to 

leaving for breaks and that NA #4 chose not to 

return to the facility prior to receiving 

re-education. The Administrator stated that staff 

should be performing patient care in a timely 

manner, as needed, and as requested and no 

resident should be left on a commode without 

supervision, especially residents that required 

assistance.

F 656 Develop/Implement Comprehensive Care Plan

CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans

F 656 6/21/24

SS=D
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F 656 Continued From page 6 F 656

§483.21(b)(1) The facility must develop and 

implement a comprehensive person-centered 

care plan for each resident, consistent with the 

resident rights set forth at §483.10(c)(2) and 

§483.10(c)(3), that includes measurable 

objectives and timeframes to meet a resident's 

medical, nursing, and mental and psychosocial 

needs that are identified in the comprehensive 

assessment. The comprehensive care plan must 

describe the following -

(i) The services that are to be furnished to attain 

or maintain the resident's highest practicable 

physical, mental, and psychosocial well-being as 

required under §483.24, §483.25 or §483.40; and

(ii) Any services that would otherwise be required 

under §483.24, §483.25 or §483.40 but are not 

provided due to the resident's exercise of rights 

under §483.10, including the right to refuse 

treatment under §483.10(c)(6).

(iii) Any specialized services or specialized 

rehabilitative services the nursing facility will 

provide as a result of PASARR 

recommendations. If a facility disagrees with the 

findings of the PASARR, it must indicate its 

rationale in the resident's medical record.

(iv)In consultation with the resident and the 

resident's representative(s)-

(A) The resident's goals for admission and 

desired outcomes.

(B) The resident's preference and potential for 

future discharge. Facilities must document 

whether the resident's desire to return to the 

community was assessed and any referrals to 

local contact agencies and/or other appropriate 

entities, for this purpose.

(C) Discharge plans in the comprehensive care 

plan, as appropriate, in accordance with the 

requirements set forth in paragraph (c) of this 
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F 656 Continued From page 7 F 656

section.

§483.21(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 comprehensive care 

plans in the areas of anticoagulant (blood 

thinning) medication use for 2 of 2 residents 

whose comprehensive care plans were reviewed 

(Resident #4 and Resident #31). 

Findings included:

1. Resident #4 was admitted to the facility on 

02/22/2016 with diagnoses including congestive 

heart failure (CHF). 

A review of Resident #4's medical record 

revealed a physician's order dated 09/07/2023 for 

apixaban (an anticoagulant medication) 5.0 

milligrams (mg) twice daily for atrial fibrillation (an 

irregular, rapid heartbeat which causes poor 

blood flow). 

A review of Resident #4's comprehensive care 

plan last revised on 03/12/24 did not reveal any 

care plan focus area or interventions related to 

receiving an anticoagulant medication.

A review of the quarterly Minimum Data Set 

(MDS) assessment dated 04/17/2024 revealed 

Resident #4 received anticoagulant medication 

during the assessment period.  

A review of Resident #4's April and May 2024 

Medication Administration Record revealed she 

 White Oak Manor- Shelby ensures the 

development and implementation of 

individualized person-centered 

comprehensive care plans for each 

resident, including the area of 

anticoagulant (blood thinning) medication 

use. 

Resident #4's and Resident #31's 

comprehensive care plans were updated 

with the areas of anticoagulant medication 

use on 5/22/2024 by the Corporate 

Consultant. Newly admitted residents on 

anticoagulant therapy will have developed 

comprehensive care plans.

An audit was completed by the Corporate 

Consultant on current residents' care 

plans for anti-coagulant medication use. 

This audit was completed on 5/22/2024.

The Resident Assessment Coordinator 

(RAC) Nurses and the Interdisciplinary 

Care Team (IDT) were re-educated by the 

Corporate Consultant on 6/12/2024 

regarding the development of 

resident-centered care plans for 

anticoagulant therapy and medication use. 

Newly hired RAC Nurses and IDT will 

receive this education during their job 

specific orientation with their Corporate 
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F 656 Continued From page 8 F 656

received apixaban 5 mg twice daily as prescribed.

                                                                                                                                        

On 05/22/2023 at 10:13 AM an interview with the 

MDS Nurse revealed Resident #4's care plan did 

not address anticoagulant medication. She 

explained the care plan should include the use of 

an anticoagulant medication.    

An interview was conducted with the Regional 

MDS Coordinator on 05/22/2024 at 10:30 AM.  

The Regional MDS Coordinator stated that the 

quarterly MDS was accurate, but the care plan 

did not address Resident #4's use of 

anticoagulant medication.  She explained the 

care plan should capture an accurate clinical 

picture of the resident and include the 

management of anticoagulant medications. 

 

An interview was conducted on 05/22/2023 at 

11:10 AM with the Director of Nursing (DON).  

The DON indicated anticoagulant medications 

were considered high-risk medications. She 

stated it should be addressed in Resident #4's 

comprehensive care plan so all staff caring for 

her would be aware she was at risk for side 

effects like bleeding or bruising.

2.  Resident #31 was admitted to the facility on 

09/08/2022. Her diagnoses included deep vein 

thrombosis (blood clot in lower leg) and embolism 

(blood clot in the lungs).

A review of Resident #31's medical record 

revealed a physician's order dated 09/08/2023 for 

apixaban (an anticoagulant medication) 5 

milligrams (mg) twice daily for deep vein 

thrombosis and embolism. 

Consultant.

The Nursing Administration will monitor 

current and newly admitted residents or 

residents with newly ordered 

anticoagulant medications weekly for 12 

weeks to ensure their comprehensive 

care plans are developed for being on 

anticoagulant therapy.

The identified trends will be discussed 

weekly during the morning Quality 

Improvement (QI) meetings for 12 weeks. 

The identified issues or trends will further 

be discussed at the monthly Quality 

Assurance (QA) meetings with the care 

team for recommendations as indicated. 

The Director of Nursing is responsible for 

the ongoing compliance of F656.

Compliance date is 6/21/2024.
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A review of Resident #31's comprehensive care 

plan dated 09/14/2023 did not reveal any care 

plan focus area or interventions related to 

receiving an anticoagulant medication.

A review of the quarterly MDS assessment dated 

04/21/2024 for Resident #31 revealed she had 

received anticoagulant medication during the 

assessment period.  

A review of Resident #31's April and May 2024 

Medication Administration Record (MAR) 

revealed she received apixaban twice daily as 

prescribed.

On 05/22/2023 at 10:13 AM an interview with the 

MDS Nurse revealed Resident #31's care plan 

did not address anticoagulant medication. She 

explained the care plan should include the use of 

an anticoagulant medication.    

An interview was conducted with the Regional 

MDS Coordinator on 05/22/2024 at 10:30 AM.  

The Regional MDS Coordinator stated that the 

quarterly MDS was accurate, but the care plan 

did not address Resident #31's use of 

anticoagulant medication.  She explained the 

care plan should capture an accurate clinical 

picture of the resident and include the 

management of anticoagulant medications. 

An interview was conducted on 05/22/2023 at 

11:10 AM with the Director of Nursing (DON).  

The DON indicated anticoagulant medications 

were considered high-risk medications. She 

stated it should be addressed in Resident #31's 

comprehensive care plan so all staff caring for 

her would be aware she was at risk for side 

effects like bleeding or bruising.
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An interview was conducted with the 

Administrator on 05/23/2024 at 9:16 AM.   The 

Administrator stated she expected all resident 

care plans to be reflective of their clinical 

condition including the use of anticoagulant 

medications.

F 658 Services Provided Meet Professional Standards

CFR(s): 483.21(b)(3)(i)

§483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility, 

as outlined by the comprehensive care plan, 

must-

(i) Meet professional standards of quality.

This REQUIREMENT  is not met as evidenced 

by:

F 658 6/21/24

SS=D

 Based on record review, staff, Nurse Practitioner 

and Pharmacist interviews the facility failed to 

clarify orders for monitoring blood pressure and 

pulse for the administration of an antihypertensive 

medication.This occurred for 1 of 5 residents 

reviewed for unnecessary medication (Resident 

#46).  

The findings included:

Resident #46 was admitted to the facility originally 

on 11/15/21 with diagnosis that included 

hypertension. 

Resident #46 was re-admitted into the facility on 

03/28/24 following a hospitalization.

The Minimum Data Set admission assessment 

dated 03/28/24 revealed Resident #46 was 

cognitively intact.

 White Oak Manor- Shelby ensures the 

services to meet professional standards 

of quality, including following physician 

orders for monitoring antihypertensive 

(blood pressure) medications. 

Resident #46's physician orders were 

clarified for monitoring the blood pressure 

and pulse (heart rate) twice a day while on 

Carvedilol (blood pressure) medication 

given twice a day. The order includes the 

hold of the blood pressure medication 

when pulse is below 70 or blood pressure 

is below 120/80. This clarification was 

conducted on 6/11/2024 by the Assistant 

Director of Nursing. 

An audit was completed on 5/22/2024 of 

the transcribed physician's orders for 

current resident's blood pressure 

medications and the parameters for 
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A hospital discharge summary dated 03/28/24 

revealed orders for Carvedilol (blood pressure 

medication) 12.5 milligrams by mouth in the 

morning and evening. Montior heart rate and 

blood pressure (avoid medication if the heart rate 

is below 70 and blood pressure is below 120/80).

A physician order dated 03/28/24 revealed an 

order for Carvedilol 12.5 mg 1 tablet by mouth 

twice a day. The order read to monitor Resident 

#46's blood pressure weekly and pulse daily. 

Resident #46's Medication Administration Record 

(MAR) dated April 2024 revealed the facility was 

monitoring the resident's pulse twice a day and 

blood pressure weekly.  

Resident #46's Medication Administration Record 

(MAR) dated May 2024 revealed the facility was 

monitoring the resident's pulse twice a day and 

blood pressure weekly. 

On 05/22/24 at 11:28 AM an interview was 

conducted with the Assistant Director of Nursing 

(ADON). During the interview she stated she was 

responsible for completing Resident #46's 

admission medication reconciliation and had 

entered the physician orders. She stated the 

facility had a standard protocol for monitoring 

blood pressure medication. The ADON stated the 

standard protocol was not written on paper, but it 

was, "just what the facility went by". She stated if 

a resident was on a blood pressure medication 

regardless of if there were parameters or not 

coming from the hospital, they only monitored the 

residents' pulse daily and blood pressure weekly. 

The interview revealed she had not transcribed 

the order as written on the hospital discharge 

summary. The interview revealed she had not 

monitoring the blood pressure and pulse. 

The audit was completed by the 

Corporate Consultant. Newly admitted 

residents on or newly prescribed for blood 

pressure medications will be followed and/ 

or clarified for the parameters of 

monitoring the blood pressure and pulse. 

The licensed nurses were re-educated on 

accurately transcribing physician's order 

or obtaining clarification orders for the 

blood pressure medications and the 

parameters for monitoring the blood 

pressure and pulse. The re-education will 

be completed by 6/21/2024 by the Nursing 

Administration (Director of Nursing 

(DON), Assistant Director of Nursing 

(ADON), or Staff Development 

Coordinator (SDC)).

Newly hired licensed nurses will receive 

this education during their job specific 

orientation by the SDC.

The blood pressure orders and the 

parameters for monitoring the blood 

pressure and pulse will be monitored by 

reviewing 5 residents on blood pressure 

medications weekly for 12 weeks. The 

Nursing Administration will complete the 

audits.

Results from the monitoring will be 

discussed weekly for 3 months during the 

morning Quality Improvement (QI) 

meetings and any identified issues or 

trends will be further discussed at the 

monthly Quality Assurance (QA) meeting 

with the team and recommendations 
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clarified the standard protocol with the Nurse 

Practitioner or Physician. 

On 05/22/24 at 2:15 PM an interview was 

conducted with the Nurse Practitioner. During the 

interview she stated typically for any blood 

pressure medication there would be parameters 

set to monitor the blood pressure prior to 

administration. She stated if the resident was 

getting the medication twice a day, then the blood 

pressure should be monitored twice daily and not 

just once a week. She stated from the review of 

Resident #46's vital signs her blood pressure 

remained elevated so there would have been no 

negative effects from the facility only monitoring 

once a week, but they should have followed the 

hospital discharge orders. 

On 05/22/24 at 4:42 PM an interview was 

conducted with the Pharmacist. During the 

interview he stated the order dated 03/28/24 was 

placed into the pharmacy system to hold the 

medication for a blood pressure less than 120/80 

and heart rate less than 70. 

On 05/23/24 at 9:30 AM an interview was 

conducted with the Director of Nursing (DON). 

During the interview she stated the blood 

pressure parameters come from the pharmacy 

and they should have attached a parameter 

setting to the order. She stated it was a computer 

issue that the parameters had not transferred 

over onto the MAR for the nurses to see. The 

interview revealed the nursing staff should have 

clarified with the Nurse Practitioner or Medical 

Director to make sure they wanted to continue 

those parameters.

made as indicated. 

The Director of Nursing is responsible for 

the ongoing compliance of F658.

Compliance date is 6/21/2024.

F 679 Activities Meet Interest/Needs Each Resident F 679 6/21/24

SS=E
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CFR(s): 483.24(c)(1)

§483.24(c) Activities. 

§483.24(c)(1) The facility must provide, based on 

the comprehensive assessment and care plan 

and the preferences of each resident, an ongoing 

program to support residents in their choice of 

activities, both facility-sponsored group and 

individual activities and independent activities, 

designed to meet the interests of and support the 

physical, mental, and psychosocial well-being of 

each resident, encouraging both independence 

and interaction in the community.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record review, facility activity calendar, 

and resident and staff interviews, the facility failed 

to ensure evening and weekend group activities 

were planned for the facility to meet the needs of 

residents who expressed that it was important to 

them to attend group activities for 4 of 4 residents 

reviewed for activities (Resident #17, #23, #43, 

and #75).  

The findings included: 

A review of the May 2024 activity calendar 

revealed group activities for the facility were only 

scheduled in the mornings and afternoons during 

the week, Monday through Friday. There were no 

activities scheduled for evenings or weekends at 

the facility except for a 10:30 AM church service 

on Saturday mornings. 

a. Resident #17 was admitted to the facility on 

2/11/20. 

An annual Minimum Data Set (MDS) dated 

6/14/23 indicated Resident #17 felt that it was 

 White Oak Manor- Shelby ensures to 

provide activities that meet the interest 

and needs of the residents, which 

includes the importance to residents to 

attend evening and weekend group 

activities.

Resident #17, #23, #43 and #75 will be 

provided with activities of interest that 

includes evening and weekend group 

activities. The activities will be 

documented on the residents' Activity 

Participation record, and the Activities 

Department will be providing the group 

activities.

The Activities Department will also provide 

current and newly admitted residents with 

evening and weekend group activities of 

interest and document participation.

An Activity Assistant will be hired and/ or 

the Activity Department will cover and 

rotate their schedules to provide weekend 
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very important to have activities that included 

inside and outside of the facility and doing things 

in an independent and group setting. The 

assessment further indicated Resident #17 was 

cognitively intact. 

An interview was conducted with Resident #17 on 

5/22/24 at 10:10 AM during resident council 

meeting revealed there had not been scheduled 

evening and weekend group activities at the 

facility for the past 6 months. She stated the 

facility does offer a church service on Saturday 

mornings at 10:30 AM but nothing else and she 

would like to have some activities scheduled for 

the evenings and the weekends, so they had 

something to do other than watch television in 

their rooms or the dayroom. She revealed her 

family visits and takes her out of the facility often 

but not all residents have families that can do that 

and feels evening and weekend activities would 

help occupy resident time. Resident #17 also 

revealed not having evening and weekend 

activities caused her to feel bored and lonely.

b. Resident #23 was admitted to the facility on 

4/10/13. 

A significant change Minimum Data Set (MDS) 

dated 8/03/23 indicated Resident #23 felt that it 

was very important to have activities that included 

going outside of the facility and doing things in a 

group setting. The assessment further indicated 

Resident #23 was cognitively intact. 

An interview was conducted with Resident #23 on 

5/22/24 at 10:10 AM during resident council 

meeting revealed she had been at the facility for 

several years and felt like in the past they had 

activities staff off and on that would come in and 

and evening group activities. This was 

implemented on 5/24/2024.

Resident Council meeting was held on 

5/29/2024 to include discussion regarding 

the interest of evening and weekend 

activities. 

The schedule for evening and weekend 

group activities will be posted on the 

facility and residents' calendars on 

6/14/2024 by the Activities Director (AD).

The Activities Department was 

re-educated on the importance to provide 

the residents with activities that meet their 

interest and needs for evening and 

weekend group activities and document 

participation. The re-education will be 

completed on 6/13/2024 by the Corporate 

Consultant.

Newly hired staff members for the 

Activities Department will receive this 

education during their job specific 

orientation with the Activities Director or 

Corporate Consultant.

Administration (Administrator, Director of 

Nursing, Assistant Director of Nursing and 

Staff Development Coordinator or Nurse 

Supervisors) will monitor by conducting 3 

observations of evening and weekend 

group activities weekly for 12 weeks.

Results from the monitoring will be 

discussed weekly for 3 months during 

Quality Improvement (QI) morning 

meetings. Any identified issues or trends 
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do activities in the evenings and weekends, but 

for the past 6 months at least they have had no 

scheduled evening and weekend activities. She 

stated the facility does offer a church service on 

Saturday mornings at 10:30 AM and usually only 

residents that can take themselves attend the 

service. She revealed she felt residents would 

benefit from having scheduled activities in the 

evenings and weekends because it would give 

the something to look forward to and that it gets 

sad and lonely in the evenings and on weekends 

especially if you don't have any visitors and 

nothing to do but watch television. When asked if 

she had discussed these concerns with the 

Activities Director, she said no because she didn't 

want to hurt her feelings but the other residents in 

resident council had discussed the issue.

c. Resident #43 was admitted to the facility on 

11/16/22. 

An annual Minimum Data Set (MDS) dated 

10/10/23 indicated Resident #43 felt that it was 

very important to have activities that included 

going outside of the facility and doing things in a 

group setting. The assessment further indicated 

Resident #43 was cognitively intact. 

An interview was conducted with Resident #43 on 

5/22/24 at 10:10 AM during resident council 

meeting revealed she enjoyed activities and for 

the past several months at least, there had been 

no activities scheduled for the evenings and 

weekends. She stated she often gets bored, 

lonely, and sometimes a little depressed 

especially when all she has to do in the evenings 

and on the weekends was watch television. 

d. Resident #75 was admitted to the facility on 

will be further discussed at the monthly 

Quality Assurance (QA) meeting with 

team and recommendations made as 

indicated.

The Activity Director is responsible for 

ongoing compliance of F679.

Compliance date is 6/21/2024.
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8/16/22. 

An annual Minimum Data Set (MDS) dated 

5/02/24 indicated Resident #75 felt that it was 

very important to have activities that included 

going outside of the facility and doing things in a 

group setting. The assessment further indicated 

Resident #75 was cognitively intact.

An interview was conducted with Resident #75 on 

5/22/24 at 10:10 AM during resident council 

meeting revealed for the past 6 months or longer 

the facility has not offered scheduled evening or 

weekend activities other than a church service on 

Saturday mornings. She stated she enjoys 

participating in activities because it gave her 

reason to get up out of bed and socialize with 

other residents and not having them in the 

evenings and on weekends, the time goes by 

slowly and she gets lonely, bored, and sometimes 

depressed. Resident #43 revealed she had not 

addressed her concerns with the Activities 

Director but had discussed them with other 

members of resident council and they also felt 

residents would benefit from having scheduled 

activities in the evenings and on the weekends.

An interview with NA #1 on 5/22/24 at 10:00 AM 

revealed she had worked at the facility on both 

1st and 2nd shift for the past several months and 

could not recall ever seeing any scheduled group 

activities during the evenings and on weekends. 

She stated some of the residents attend a church 

service on Saturday mornings but other than that 

they can watch television in their rooms or in the 

dayroom, read the paper, color, or do crossword 

puzzles if they are able. She revealed there are 

not enough nursing staff on nights and weekends 

to assist with activities, so residents basically 
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have to find their own activities to do. 

An interview with NA #2 on 5/23/24 at 2:07 PM 

revealed she worked at the facility on both 1st 

and 2nd shift for the past couple of months and 

was not aware of any scheduled activities being 

offered in the evenings or weekends except for a 

church service on Saturday mornings. She stated 

most activities are scheduled during the mornings 

and afternoons through the week and then after 

that residents either have to watch television in 

their rooms or the dayroom or read if they are 

able. She revealed some of the residents have 

family that take them out for visits but most of 

them are stuck in the facility 24 hours a day and 

would benefit scheduled activities in the evenings 

and the weekends, so they have something to 

pass the time and feel bored and depressed.

An interview with the Activities Director on 5/23/24 

at 2:55 PM revealed she had been employed as 

the Activities Director at the facility for the past 

couple of years and typically worked Monday 

through Friday 8 AM to 5 PM. She stated she has 

a full-time activity assistant who works 1st shift 

Monday through Friday and 2 part-time assistants 

who also work 1st shift Monday through Friday. 

She revealed they have had activity assistants off 

and on who worked evenings but they have been 

hard to keep and the last one they had was in 

December 2023, so they have had no scheduled 

group activities in the evenings and on weekends 

since then. The Activities Director stated they do 

have activity packets with coloring sheets, word 

search puzzles, and some other different 

worksheets they give to nursing staff every Friday 

so they can be set out in the dayroom for 

residents to do over the weekends. She revealed 

they also have a church service on Saturday 
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morning at 10:30 AM for residents who like to 

attend but other than that they have no other 

scheduled group activities during the evenings or 

on the weekends. She revealed she has had 

some residents complain about not having 

activities on the weekend or being bored on the 

weekends and she will try and set up an 

individual activity for them when she can. She 

stated she knew how important activities were to 

the residents and agreed they could benefit from 

having scheduled group activities in the evenings 

and on the weekends and could understand why 

residents could feel lonely, sad, or depressed and 

get bored with just watching television. The 

Activities Director revealed she would discuss 

with the Administrator possibly switching up some 

of the schedules or times for the activity 

assistants to help cover some evening and 

weekend activities until they could find someone 

to fill the position. 

An interview with the Administrator on 5/23/24 at 

3:42 PM revealed the facility has had activity 

assistants, off and on, who would specifically 

work evenings and weekends but then they would 

leave and the last one they had left this past 

December. She stated they were currently in the 

process of trying to hire an activity assistant to 

work the evening and weekends and in the 

meantime would be discussing with the Activities 

Director about possibly changing up the times of 

when the other activity assistants were scheduled 

to see if they could cover some evening and 

weekend shifts until another assistant could be 

hired. She stated she understood scheduling 

resident activities for evenings and on the 

weekends was very important and she would try 

her best to accommodate those needs.
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F 689 Free of Accident Hazards/Supervision/Devices

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

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains 

as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 

supervision and assistance devices to prevent 

accidents.

This REQUIREMENT  is not met as evidenced 

by:

F 689 6/21/24

SS=G

 Based on record review, resident interview, and 

staff interviews the facility failed to safely transfer 

a resident when Nurse Aide (NA) #3 and NA #4 

transferred Resident #240 resident from the bed 

to the wheelchair.  During the transfer the 

resident reported pain and stated her knee had 

"popped".  Resident #240 was sent to the 

emergency room (ER) and x-ray results indicated 

a right horizontal fracture involving the superior 

patella (a break in the upper part of the kneecap) 

with large knee joint effusion.  Resident #240 was 

discharged back to the facility the same day with 

an immobilizer and a follow up appointment with 

.This occurred for 1 of 3 residents reviewed for 

supervision to prevent accidents (Resident #240).   

The findings included:

Resident #240 was admitted to the facility on 

04/25/24 with diagnoses which included 

dementia.

Review of admission Minimum Data Set (MDS) 

dated 04/27/24 revealed Resident #240 was 

moderately cognitively impaired and was 

dependent for transfer and required two people 

 White Oak Manor- Shelby ensures the 

residents' environment remains as free of 

accident hazards as is possible and each 

resident receives adequate supervision 

and assistance devices to prevent 

accidents. 

Resident #240 was assessed to be a 

2-person assist with a gait belt. Resident 

#240 was transferred from the bed to the 

wheelchair by Nurse Aide (NA) #3 and #4 

without the use of the gait belt and 

resident reported pain and that knee had 

"popped" when fell back onto the 

wheelchair and right foot was behind, 

underneath of wheelchair. Resident #240 

was transferred to the Emergency Room 

and x-ray revealed a right horizontal 

fracture involving the superior patella with 

large knee joint effusion. Nurse Aide #3 

and #4 reported that they were in a hurry 

and should have used a gait belt with 

Resident #240's transfer. 

Resident #240 lift status was reassessed 

when readmitted to the facility by the 
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assist.

Review of Resident #240's Kardex which 

explained the resident's transfer status indicated 

the resident was a two person assist with a gait 

belt since admission on 04/25/24.

Review of Resident #240's physical therapy note 

dated 04/26/24 revealed Resident #240 was 

dependent for chair to bed and bed to chair 

transfers and required maximal assistance for sit 

to stand transfers.

Interview conducted with the Director of Therapy 

on 05/22/24 at 10:10 AM revealed Resident #240 

was admitted from the hospital as a two people 

assist with a gait belt and was assessed on 

04/26/24 by therapy and was dependent for 

transfers. The Director of Therapy stated the 

resident was limited weight bearing and continued 

to require two people assist with a gait belt or a 

Hoyer lift. The Director of Therapy further 

revealed transferring Resident #240 without a gait 

belt was unsafe and nursing staff had been 

educated on how to properly transfer residents.

A written statement completed by NA #3 on 

05/03/24 revealed on 05/02/24 NA #3 and NA #4 

entered Resident #240's room and the resident 

was sitting on the side of the bed with family 

wanting to assist the resident to the bedside 

commode. The statement further revealed 

Resident #240 was okay to be transferred from 

the bed to the wheelchair to be weighed. NA #3 

indicated before Resident #240 sat in the 

wheelchair she "plotted" down, and her leg was 

under the wheelchair. The statement revealed NA 

#3 and NA #4 took Resident #240 to be weighed 

and then put her back in the bed. NA #3's written 

licensed nurse on 5/3/2024 and current 

status is a total lift to prevent further 

incidents during transfers.

Current and newly admitted residents will 

be transferred correctly by the nursing 

staff members according to their transfer 

status on their Transfer Assessment and 

room door label.

An audit of current residents was 

completed by the Assistant Director of 

Nursing on 6/11/2024 to assure the 

residents' transfer status is accurate and/ 

or updated.

The nursing staff members were 

re-educated on following the resident's 

current transfer status as indicated on the 

Transfer Assessment and indicated on 

their room door label. This re-education 

will be completed by 6/21/2024 by Nursing 

Administration (Director of Nursing 

(DON), Assistant Director of Nursing 

(ADON) or Staff Development Coordinator 

(SDC)).

Newly hired nursing staff members will 

receive this education during their job 

specific orientation by the SDC.

Nursing Administration will monitor by 

observing 5 residents being transferred to 

ensure appropriate and safe transfer by 

nursing staff members weekly for 12 

weeks.

The identified issues or trends will be 

discussed during the morning Quality 
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statement revealed Resident #240 stated her 

knee was hurting and they had received a 

footrest for the resident's wheelchair before going 

to be weighed.

Interview conducted with NA #3 on 05/21/24 at 

4:20 PM revealed on 05/02/24 she and NA #4 

went into Resident #240's room to get the 

resident to be weighed. Resident #240 was sitting 

in the side of the bed with family present with the 

bedside commode nearby when they entered the 

room. NA #3 indicated the family left the room 

and they assisted the resident from the bed to the 

wheelchair to be taken to get her weight. NA #3 

revealed she and NA #4 stood Resident #240 by 

the arms without a gait belt and started to turn the 

resident to be able to sit down but the resident 

lost her balance and fell back in the wheelchair. 

NA #3 stated Resident #240's right foot ended up 

behind and underneath the chair. NA #3 revealed 

Resident #240 started to scream in pain and 

stated that her knee "popped". The NA indicated 

Nurse #4 was notified and assessed Resident 

#240 and instructed NA #3 to get a leg rest for the 

wheelchair to put the resident ' s right leg on. NA 

#3 revealed Resident #240 continued to complain 

of pain, but they were instructed by Nurse #4 to 

weigh the resident after she was assessed. NA 

#3 indicated Resident #240 was weighed and 

assisted back into bed by Nurse #4 and Nurse 

#3. NA #3 indicated Resident should have had a 

gait belt when transferred and they failed to do so 

because they were in a hurry.

A phone interview conducted with Nurse Aide 

(NA) #4 on 05/21/24 at 1:50 PM revealed on 

05/02/24 she and NA #3 were instructed by Nurse 

#4 to get Resident #240's weight. NA #4 further 

revealed the resident was sitting on the side of 

Improvement (QI) meeting weekly for 3 

months and further recommendations 

reviewed with the team in the monthly 

Quality Assurance (QA) Committee.

The Director of Nursing is responsible for 

the ongoing compliance of F689.

Compliance date is 6/21/2024.
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the bed with family present when they entered the 

room. NA #4 indicated the family left the room 

and NA #3 and NA #4 changed Resident #240's 

brief and transferred the resident from the bed to 

the wheelchair. NA #4 stated Resident #240 

stood up assisted by both NAs and when the 

resident went to turn the resident fell back into the 

chair and Resident #240's right leg was bent back 

behind. NA #4 indicated Resident #240 stated 

"my knee hurts bad, and something popped". 

Nurse #4 assessed the resident and placed 

Resident #240's right leg on a wheelchair leg rest 

and instructed for the NAs to weigh the resident 

after she was assessed. NA #4 indicated 

Resident #240 continued to complain of pain 

while being weighed. NA #4 revealed Nurse #4 

and Nurse #3 put the resident back to bed. NA #4 

stated she and NA #3 did not use a gait belt to 

transfer Resident #240 because they were in a 

hurry and should have because the resident was 

unable to hold her own weight and her Kardex 

required a two person transfer with a gait belt.

A phone interview conducted with Nurse #4 on 

05/22/24 at 8:55 AM revealed on 05/02/24 a NA 

reported Resident #240 was complaining of leg 

pain and heard a pop in her leg. Nurse #4 stated 

she observed Resident #240 in her wheelchair 

and was complaining of pain in both of her legs. 

Nurse #4 indicated she assessed Resident #240 

but could not recall if she instructed NA #3 and 

NA #4 to obtain a footrest, the outcome of the 

assessment, or if she assessed the resident 

before or after she was weighed. Nurse #4 

indicated she did not complete an incident report 

but did notify the Assistant Director of Nursing 

(ADON) due to being at shift change. Nurse #4 

was unable to share any further details of what 

occurred on 05/02/24 with Resident #240.
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A written statement completed by Nurse #3 on 

05/03/24 revealed on 05/02/24 Resident #240 

stated that her right knee hurt, and the RR 

indicated it occurred during a transfer. The 

statement indicated the on call was notified and a 

STAT (immediate) x-ray was ordered, and a 

lidocaine patch was placed on the resident ' s 

knee for pain. Nurse #3's statement indicated the 

family requested for Resident #240 to be sent out 

to the ER and the on call provided an order for 

the resident to be sent out.

Review of progress note dated 5/2/24 completed 

by Nurse #3 revealed Resident #240's resident 

representative (RR) reported the resident had 

complained of knee pain and that her knee 

"popped" when being transferred from the bed to 

the wheelchair. The on-call provider was 

contacted, and a STAT x-ray was ordered for 

Resident #240's right knee and the RR was 

notified. The note indicated Resident #240 

received pain medication and a lidocaine patch 

that was applied to the knee for pain. Nurse #3 

documented an estimated time of an hour and 

half later Resident #240's RR was concerned 

about the results and wanted the resident to be 

sent out to the hospital. The on-call was 

contacted again and an order was obtained to 

send out Resident #240 to the Emergency Room 

(ER) per RR request.

A phone interview conducted with Nurse #3 on 

05/22/24 at 8:30 AM revealed on 05/02/24 she 

arrived at the facility after the incident at shift 

change. Nurse #3 indicated Nurse #4 shared to 

monitor Resident #240's knee due to the resident 

stating her "knee felt tight" during a transfer. 

Nurse #3 recalled being on shift for about 45 
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minutes and Resident #240's RR asked her to 

assess Resident #240 right leg. Nurse #3 

indicated Resident #240's right knee was swollen, 

and the resident had complained of pain. Nurse 

#3 further revealed she contacted and notified the 

on-call provider and a STAT order for an x-ray 

was put in. Nurse #3 revealed Resident #240's 

RR did not want to wait any longer and requested 

the resident go out to the hospital. Nurse #3 

revealed on call was contacted again and the 

resident was sent to the ER per family request.

Review of the ER report dated 05/02/24 revealed 

Resident #240 arrived from the facility with a right 

knee pain she sustained from the facility while 

being transferred from bed to a wheelchair. The 

note further revealed it was reported the resident 

heard a "pop", and the family would like an x-ray 

to be completed. It was documented Resident 

#240 had history of osteopenia but no significant 

degenerative joint disease. Results of x-rays 

revealed an acute appearing horizontal fracture 

involving the superior patella (a break in the 

upper part of the kneecap) with large knee and 

joint effusion (fluid built up in between joints 

causing swelling). Resident #240 was discharged 

back to the facility on 05/02/24 with an 

immobilizer. The note indicated a referral was 

completed for the resident to follow up with an 

orthopedic provider.

Review of the occurrence reported completed by 

Nurse #5 on 05/03/24 revealed Resident #240 

went to the Emergency Room (ER) to have right 

knee evaluated which resulted in a non-displaced 

fracture to the right patella per report. The 

resident returned wearing an immobilizer and the 

Program of All-Inclusive Care for the Elderly 

(PACE) to schedule an ortho appointment. 
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Recommended interventions revealed Resident 

#240 was to be changed to a total lift with two 

people assisting.

A phone interview conducted with Resident #240 

on 05/21/24 at 10:30 AM revealed she had 

dementia and sometimes got confused but 

recalled two staff members helping her get in her 

wheelchair from her bed. The resident stated 

when staff transferred her it happened fast and 

when she sat down in her wheelchair her knee 

hurt bad. The resident indicated staff pushed her 

out the room after it happened.

A phone interview conducted with Resident 

#240's resident representative (RR) on 05/21/24 

at 10:40 AM revealed family had visited the 

resident, and two staff members came into the 

resident ' s room to take her to get weighed. The 

RR further revealed he was out in the hall and 

heard Resident #240 yell "oh, my leg". When 

Resident #240 exited her room, it was observed 

the resident's right leg was placed in a leg rest on 

the wheelchair with staff pushing her to be 

weighed. The RR indicated staff reported that the 

resident's leg was not straight when she sat 

down, and her leg went back behind the 

wheelchair. The RR indicated they observed 

Resident #240 to have facial expressions of being 

in pain. The resident continued to complain of 

pain while they took the resident to get weighed. 

The RR revealed after the staff weighed Resident 

#240, they put the resident into bed and a Nurse 

assessed the resident.  The Nurse stated she 

would keep an eye on the resident's  knee to 

make sure it was not swelling.

Interview conducted with the Assistant Director of 

Nursing (ADON) on 05/21/24 at 2:15 PM revealed 
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she was not in the facility on 05/02/24 at the time 

of the incident and Nurse #3 contacted her and 

told her that Resident #240 had complained of 

knee pain and the RR wanted the resident sent 

out to the ER. The ADON advised Nurse #3 to 

contact the on call and provide the information. 

The ADON indicated she was not aware that the 

injury could have been as a possible result of the 

transfer until Monday 05/06/24 after speaking to 

staff. The ADON stated when Resident #240 was 

transferred staff should have been aware if 

Resident #240 ' s legs and feet were straight, and 

the resident legs should have not been bent 

behind.

Interview conducted with the Director of Nursing 

(DON) on 05/21/23 at 2:30 PM revealed she was 

not present at the facility at the time of the 

incident and was not aware of Resident #240 was 

sent out to the ER until 05/03/24 during morning 

meeting. The DON further revealed she was not 

aware the NAs did not use a gait belt during the 

transfer. The DON stated Resident #240 was a 

dependent two person assist with gait belt and a 

gait belt should have been used. The DON 

indicated if a gait belt was used and used 

properly the resident wouldn't have fallen in the 

wheelchair. The DON revealed no in service or 

education was conducted with staff after the 

incident because she was not aware the transfer 

was not done correctly.

F 755 Pharmacy Srvcs/Procedures/Pharmacist/Records

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

§483.45 Pharmacy Services

The facility must provide routine and emergency 

drugs and biologicals to its residents, or obtain 

them under an agreement described in 

F 755 6/21/24

SS=E
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§483.70(g).  The facility may permit unlicensed 

personnel to administer drugs if State law 

permits, but only under the general supervision of 

a licensed nurse.

§483.45(a) Procedures.  A facility must provide 

pharmaceutical services (including procedures 

that assure the accurate acquiring, receiving, 

dispensing, and administering of all drugs and 

biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation.  The facility 

must employ or obtain the services of a licensed 

pharmacist who-

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

aspects of the provision of pharmacy services in 

the facility.

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

receipt and disposition of all controlled drugs in 

sufficient detail to enable an accurate 

reconciliation; and

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

order and that an account of all controlled drugs 

is maintained and periodically reconciled.

This REQUIREMENT  is not met as evidenced 

by:

 Based on record reviews, staff, Nurse 

Practitioner and Pharmacist interviews the facility 

failed to obtain a routine medication from the 

pharmacy for administration which caused a 

resident to miss 28 doses of the medication for 1 

of 5 residents (Resident #46) reviewed for 

unnecessary medication. 

The findings included:

 White Oak Manor- Shelby provides 

routine drugs for the resident as 

prescribed by the physician.

Resident #46's Atorvastatin for high 

cholesterol was reordered on 5/22/2024 

by the Assistant Director of Nursing and 

administered as ordered by the physician 

when it was revealed to the facility during 

survey. Resident #46 had not received the 
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Resident #46 was admitted to the facility originally 

on 11/15/21 with diagnoses that included 

hyperlipidemia. Resident #46 was re-admitted 

into the facility on 03/28/24 following a 

hospitalization.

The Minimum Data Set admission assessment 

dated 03/28/24 revealed Resident #46 was 

cognitively intact. 

Resident #46's hospital discharge summary 

dated 03/28/24 revealed orders for Atorvastatin 

40 mg by mouth every morning for high 

cholesterol. 

A physician order dated 03/29/24 revealed an 

order for Atorvastatin 40 mg by mouth once daily 

at bedtime. 

Resident #46's Medication Administration Record 

(MAR) dated April 2024 revealed an order for 

Atorvastatin 40 mg by mouth once daily at 

bedtime. The order was documented as not given 

on 14 of the 31 days during the month by 

Medication Aide #1. 

Resident #46's Medication Administration Record 

(MAR) dated May 2024 revealed an order for 

Atorvastatin 40 mg by mouth once daily at 

bedtime. The order was documented as not given 

on 14 of the 21 days during the month by 

Medication Aide #1.

On 05/22/24 at 11:28 AM an interview was 

conducted with the Assistant Director of Nursing 

(ADON). During the interview she stated she was 

responsible for completing Resident #46's 

admission medication reconciliation and had 

entered the physician orders. The interview 

Atorvastatin with no side effects since 

3/28/2024, when the resident was 

readmitted to the facility from a 

hospitalization. This was due to a clerical 

error in the electronic medical record 

(EMR).

An audit of current residents with 

physician orders for high cholesterol 

medications such as Atorvastatin was 

completed from 5/22/2024-6/11/2024 by 

the Corporate Consultant and Director of 

Nursing to ensure the high cholesterol 

medications prescribed are available and 

administered as ordered. Newly admitted 

residents on or newly prescribed 

medications for high cholesterol will be 

available and administered as ordered. 

The licensed nurses were re-education on 

the process to order/ fill medications with 

the pharmacy, the process to check the 

box in the EMR to refill medications from 

the pharmacy when a resident is 

readmitted, and to communicate to the 

Director of Nursing (DON) or Assistant 

Director of Nursing (ADON) when a 

medication is not available for a resident. 

This re-education will be completed by 

6/21/2024 by the Director of Nursing, Staff 

Development Coordinator or Nursing 

Supervisors.

Newly hired licensed nurses will receive 

this education during their job specific 

orientation with the Staff Development 

Coordinator.

The Nursing Administration will monitor by 
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revealed when she entered Resident #46's 

Atorvastatin there was a pharmacy box in the 

computer system that she had not checked when 

completing the admission. She stated the order 

had not been sent to the pharmacy to fill the 

medication by mistake. 

On 05/22/24 at 9:00 AM an interview was 

conducted with Medication Aide #1. During the 

interview she stated she was typically the MA 

assigned to administer Resident #46's medication 

Monday through Friday. She stated the 

medication came to the facility prepackaged for 

each resident. The interview revealed since 

Resident #46 returned to the facility from the 

hospital she had not had Atorvastatin 40 mg to 

administer to the resident. She stated she had 

told the Staff Development Coordinator (SDC) 

she did not have the medication to give and the 

SDC told her she would call the Pharmacy. 

On 05/22/24 at 10:33 AM an observation was 

conducted with the Staff Development 

Coordinator (SDC) of the 100-hall medication 

cart. The SDC pulled from the cart Resident #46's 

prepackaged medication for the day. Atorvastatin 

40 mg was not included in the medication for the 

resident. She stated she did recall MA #1 telling 

her they did not have the medication several 

weeks ago and she let Nurse #2 know to call the 

pharmacy. 

On 05/22/24 at 10:42 AM an interview was 

conducted with Nurse #2. During the interview 

she stated the SDC had come to her and stated 

they did not have the medication Atorvastatin 40 

mg for Resident #46. She stated she called the 

pharmacy and spoke with someone on the phone 

who said they would refill the order and then hung 

checking the medication carts for 

availability of high cholesterol medications 

for 5 residents on the medication weekly 

for 12 weeks to assure compliance.

Results of the monitoring will be 

discussed during their morning Quality 

Improvement (QI) meeting weekly for 12 

weeks and further recommendations 

reviewed with the team in the monthly 

Quality Assurance (QA) Committee as 

indicated. 

The Director of Nursing is responsible for 

ongoing compliance of F755.

Compliance date is 6/21/2024.
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up the phone. She stated she had not followed up 

to see if the medication had come to the facility. 

On 05/22/24 at 10:42 AM an interview was 

conducted with the Pharmacy Staff Member #1. 

During the interview she stated the pharmacy had 

never filled the order for Atorvastatin 40 mg 

because when the resident was readmitted into 

the facility the nurse completing the admission 

had not checked the box in the computer system 

to send the order to the pharmacy to be filled. 

She stated she could not see any reports in the 

system from the facility requesting a refill of the 

prescription. 

On 05/22/24 at 2:15 PM an interview was 

conducted with the Nurse Practitioner. The NP 

stated the facility should have ensured the 

resident had her medication as ordered. 

However, Atorvastatin 40 mg was not significant 

and would not be a medication that had to be 

tapered off. She stated the resident would have 

had no side effects from not receiving it since 

03/28/24. 

On 05/22/24 at 4:42 PM an interview was 

conducted with the Pharmacist. The Pharmacist 

stated he did not feel Resident #46's would have 

had any side effects from not receiving 

Atorvastatin 40 mg. He stated the medication 

could be stopped abruptly and effects from not 

taking the medication would not be seen from 

missing one month or two months dose. The 

interview revealed the pharmacy had never 

received the order for the medication from the 

facility. 

On 05/23/24 at 9:30 AM an interview was 

conducted with the Director of Nursing (DON). 
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The DON stated after reviewing the orders for 

Atorvastatin 40 mg in the computer system she 

realized the ADON had never checked the box to 

send the order for the medication to the 

pharmacy. She stated the medication had not 

been filled by pharmacy since 03/28/24 after 

Resident #46 returned from the hospital. She 

stated Medication Aide #1 should have come to 

her directly when she realized she had not been 

giving the resident the medication for over a 

month.

F 809 Frequency of Meals/Snacks at Bedtime

CFR(s): 483.60(f)(1)-(3)

§483.60(f) Frequency of Meals

§483.60(f)(1) Each resident must receive and the 

facility must provide at least three meals daily, at 

regular times comparable to normal mealtimes in 

the community or in accordance with resident 

needs, preferences, requests, and plan of care. 

§483.60(f)(2)There must be no more than 14 

hours between a substantial evening meal and 

breakfast the following day, except when a 

nourishing snack is served at bedtime, up to 16 

hours may elapse between a substantial evening 

meal and breakfast the following day if a resident 

group agrees to this meal span.

§483.60(f)(3) Suitable, nourishing alternative 

meals and snacks must be provided to residents 

who want to eat at non-traditional times or outside 

of scheduled meal service times, consistent with 

the resident plan of care.

This REQUIREMENT  is not met as evidenced 

by:

F 809 6/21/24

SS=E

 Based on observations, resident and staff 

interviews the facility failed to provide evening 

 White Oak Manor- Shelby ensures each 

resident receives regular meals and 
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snacks to residents when requested for 4 of 4 

residents (Resident #17, #23, #43, and #75) 

reviewed for frequency of snacks.  This practice 

had the potential to affect other residents who 

requested or desired an evening snack. 

The findings included: 

 a. Resident #17 was admitted to the facility on 

2/11/20 with diagnosis that included type 2 

diabetes and heart failure.

An annual Minimum Data Set (MDS) dated 

6/14/23 indicated Resident #17 was cognitively 

intact.

An interview with Resident#17 during resident 

council meeting on 5/22/24 at 10:15 AM revealed 

since she had been at the facility she could not 

recall if she had ever received an evening snack 

or been offered an evening snack consistently . 

She stated sometimes when you ask for things 

from nursing staff, especially in the evenings, they 

will forget to bring it back to your room. She 

revealed sometimes her family would provide her 

with snacks, but she would like staff at the facility 

to offer her a snack in the evenings and she was 

not aware of snacks being available to her in the 

nourishment room.

b. Resident #23 was admitted to the facility on 

4/10/13 with diagnosis that included type 2 

diabetes and heart failure.

A significant change MDS dated 8/03/23 indicated 

Resident #23 was cognitively intact.

An interview with Resident #23 during resident 

council meeting on 5/22/24 at 10:15 AM revealed 

snacks at bedtime.

Resident #17, #23, #43 and #75 and other 

current residents will be offered evening 

snacks by the nursing staff members. 

Newly admitted residents will also be 

consistently offered evening snacks by the 

nursing staff.

Resident Council Meeting was held on 

5/29/24 which included evening snacks 

will be offered.  

Re-education of the current nursing staff 

members by Nursing Administration 

(Director of Nursing (DON), Assistant 

Director of Nursing (ADON), Nursing 

Supervisors or Staff Development 

Coordinator (SDC)) will be completed by 

6/21/2024. The re-education includes the 

following: Nursing staff members are to 

consistently offer residents evening 

snacks as required, whether or not the 

resident is able to ask for a snack or 

whether or not the resident requires a 

snack due to a medical condition such as 

being a diabetic. Nursing staff members 

to report to Administration any concerns 

regarding the snacks in the hallway 

pantries. 

Newly hired nursing staff members will 

receive this education during their job 

specific orientation by the Staff 

Development Coordinator.

The Nursing Administration will monitor by 

observing 5 nursing staff members weekly 

for 12 weeks to ensure residents are 
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during her stay at the facility she might have been 

offered or received an evening snack on occasion 

but not on a consistent basis. Resident #23 

revealed she would like to be offered and receive 

an evening snack because sometimes she does 

get hungry after dinner, but she didn't like to 

bother staff by asking them to get her things and 

she wasn't aware that snacks were available in 

the nourishment room for her to be able to get on 

her own.

c. Resident #43 was admitted to the facility on 

11/16/22 with diagnosis that included anemia and 

hypertension.

An annual MDS dated 10/10/23 indicated 

Resident #43 was cognitively intact.

An interview with Resident #43 during resident 

council meeting on 5/22/24 at 10:15 AM revealed 

during her stay at the facility she did not recall 

ever being offered or receiving an evening snack. 

She stated sometimes the dinner portions are 

small and she gets hungry later in the evening 

and would like to be offered an evening snack. 

She revealed she had no knowledge of the facility 

having a nourishment room with snacks and 

drinks for residents or where the nourishment 

room was even located. Resident #43 stated her 

family does provide her with snacks when she 

asks but she doesn't always want to ask them to 

bring her things and felt the facility should offer an 

evening snack.

d. Resident #75 was admitted to the facility on 

8/16/22 with diagnosis that included type 2 

diabetes and heart failure.

An annual MDS dated 5/02/24 indicated Resident 

offered evening snacks.

The identified trends or issue will be 

discussed weekly during the morning 

Quality Improvement (QI) meetings for 12 

weeks and then brought to the monthly 

Quality Assurance (QA) Committee 

meetings for further recommendations as 

indicated.

The Director of Nursing is responsible for 

the continued compliance of F809.

Compliance date is 6/21/2024.
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#75 was cognitively intact. 

An interview with Resident #75 during resident 

council meeting on 5/22/24 at 10:15 AM revealed 

since she had been at the facility she might have 

received an evening snack a couple of times but 

not on a consistent basis. She stated she did not 

always have the money to be able to purchase 

her own snacks and didn't want to have to ask 

her family to purchase her snacks all the time and 

she felt the facility should be able to provide her 

with an evening snack when requested. Resident 

#75 revealed when she has asked staff about 

receiving a drink or an evening snack, they would 

usually forget to come back with her snack, and 

she wasn't always able to get up and get her own 

snack from the nourishment room.

An observation of nourishment room on 5/20/24 

at 10:30 AM revealed the refrigerator to have 

sandwiches, drinks, and thickened liquid juices. 

There were bagged snacks, snack cakes, 

cookies, crackers, sugar free pudding, sugar free 

Jello, and sugar free cookies located in the 

cabinet of the room. 

An interview with Dietary Manager #1 on 5/20/24 

at 10:00 AM revealed he had been employed at 

the facility for several months and part of dietary 

staff responsibilities were to make sure the 

nourishment room was stocked at all times with 

sandwiches, drinks, thickened liquid juices, 

snacks, and sugar free snacks. He revealed that 

dietary staff, including himself, checked the 

nourishment room during each shift and had 

been educated on making sure the nourishment 

room was stocked with snacks, sandwiches, and 

drinks to be available for residents and staff .  

Dietary Manager #1 stated nursing staff also had 
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access to replenish snacks and drinks for the 

nourishment room if needed and the facility 

always had an overstock of snacks and drinks 

available. He revealed to his knowledge there had 

been no complaints of the nourishment room 

running out of snacks and drinks, but he was not 

aware if staff were offering residents evening 

snacks.

An interview with NA #1 on 5/23/24 at 10:00 AM 

revealed she worked both 1st and 2nd shift and 

had never seen evening snacks being offered to 

residents, she had never offered evening snacks 

to residents, and had never been told to offer 

evening snacks to residents. She stated if a 

resident asked for a snack, then staff would get 

them one, but she wasn't sure if most residents 

were aware they could request a snack, that 

snacks were supposed to be offered, or where 

the nourishment room was even located to get 

their own snack. She revealed no issues with the 

nourishment room not having an ample supply of 

snacks, sandwiches, and drinks available for 

residents, she believed staff just were not aware 

that were supposed to be offering an evening 

snack to all residents.

An interview with NA #2 on 5/23/24 at 2:07 PM 

revealed she worked both 1st and 2nd shift at the 

facility. She stated to her knowledge staff do not 

offer residents evening snacks but if a resident 

requested a snack, they would provide them with 

one. She stated she was not really sure why staff 

did not offer evening snacks; she had been 

working at the facility for several months and had 

never been told to offer evening snacks to 

residents and had never seen other staff offering 

evening snacks. She revealed it would make 

sense to offer residents an evening snack 
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because not all residents are able to request an 

evening snack, and some require certain types of 

snacks or liquids based on their diets. NA #2 

stated she did not recall residents complaining 

about not receiving an evening snack, but she 

was also not sure if most residents were aware 

staff should be offering an evening snack, could 

request an evening snack, or where the 

nourishment room with snacks and drinks 

available was located.

An interview with NA #3 on 5/23/24 at 2:20 PM 

revealed she typically worked 1st shift at the 

facility but has worked 2nd shift on occasion and 

did not recall staff offering residents evening 

snacks. She stated during 1st shift she will offer 

afternoon snacks to her residents especially 

those that cannot request a snack or require a 

modified snack or liquid due to their dietary 

needs. She revealed she did not know if staff on 

2nd shift were not aware they should be offering 

evening snacks or if they just chose not to 

because the nourishment room was always 

stocked with assorted snacks, sandwiches, and 

drinks. 

An interview with the Administrator on 5/23/24 at 

3:42 PM revealed she expected there to always 

be snacks available and offered to residents. The 

Administrator further revealed dietary staff should 

be stocking enough snacks, sandwiches, and 

drinks for residents and nursing staff should have 

notified dietary staff, nursing supervisors, the 

DON or herself if there was an issue with not 

having evening snacks available for residents. 

The Administrator indicated nursing staff could 

have asked the Director of Nursing or Unit 

Managers for the codes to the nourishment 

rooms. She stated the facility orders an adequate 
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amount of snacks each month to make sure 

residents have a variety of options for their 

snacks and there was no reason why residents 

should not be offered or receiving their evening 

snacks.
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