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F 0600

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40902

Based on record review and interviews with staff and residents, the facility failed to protect the resident's 
right to be free from physical abuse by a resident for one of three residents (Resident (R) 1) reviewed for 
abuse. R2, who had severe cognitive impairment, hit R1 in the back of the head with his fist after a dispute 
over a TV channel. 

Findings included:

Review of R1's ''Admission Record,'' located in the ''Profile'' tab of the electronic medical record (EMR), 
revealed R1 admitted to the facility on [DATE] with diagnoses including other speech and language deficit, 
abnormalities of gait and balance, and intellectual disabilities. 

Review of R1's quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 07/09/24, 
revealed a Brief Interview for Mental Status (BIMS) could not be completed due to the resident rarely being 
understood. 

Review of R2's Admission Record, located in the Profile tab of the EMR, revealed R2 admitted to the facility 
on [DATE] with diagnoses including major depressive disorder and cognitive communication deficit.

Review of R2's quarterly MDS, with an ARD of 10/01/24, revealed a BIMS score of five out of 15, which 
indicated severe cognitive impairment. 

Review of R2's Care Plan, located under the Care Plan tab of the EMR and dated 07/31/24, revealed the 
resident did not have a care plan related to aggressive behaviors. 

Review of ''Nurse's Notes, located in the EMR under the ''Notes'' tab, revealed no documentation related to 
the incident that occurred on 10/12/24 between R2 and R1. 

Review of an Investigation Summary and Conclusion, completed by the Administrator and dated 10/15/24, 
revealed R2 admitted to hitting R1 on the head and calling him a derogatory name on 10/12/24 due to R1 
changing the TV channel. R1 was assessed to have no injuries; however, there was no documentation of a 
skin assessment. The investigation concluded the incident did occur; however, the facility did not 
substantiate abuse due to R2's mental status. 

(continued on next page)
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345138 10/30/2024

Lenoir Health and Rehabilitation Center 322 Nuway Circle
Lenoir, NC 28645

F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During an interview on 10/28/24 at 3:20 PM, R1 was asked what happened between him and R2 on 
10/12/24. R1 pointed outside, said he (meaning R2) was there, always walked, and then R1 took a closed 
fist and put it up against the side of his head. R1 was unable to provide any specifics, but said they know 
what it is. He said it's the next room, the tv right there, and R1 pointed to the TV room. He said he sees him, 
referring to R2, walking in hallway, said he was a nice fell ow, and this was the first time this had happened. 

During an interview on 10/29/24 at 1:20 PM, R2 said that on 10/12/24, a male came into the dining room 
while he was in there watching tv and went over to the TV to change the channel. He said he told the man he 
was watching TV. R2 stated he then got up out of his wheelchair and punched the man in the head. R2 said 
R1 started screaming, and R2 told him to leave the [f****ing] channel alone, and then the nurses came into 
the TV room and told R1 to leave. R2 stated the police came and spoke with him but did not write him any 
tickets and left.

During an interview on 10/29/24 at 3:49 PM, Certified Nurse Aide (CNA) 5 stated on the evening of 10/12/24, 
after she started her 11 PM shift, she did an initial check to see which residents were still awake. She stated 
sometime between 1 AM and 3 AM, she observed R1 and R2 in the TV room and R1 stepped out of the 
room. CNA5 stated when R1 returned to the TV, he noticed that R2 had changed the channel, and they 
started arguing. She said she did not actually see R2 hit R1, but she reported it to Licensed Practical Nurse 
(LPN) 3 who told R1 to go back to his room. CNA5 stated this was the first time she was aware of an incident 
between these two residents. 

During an interview on 10/30/24 at 2:50 PM, the Administrator stated the incident was reported to her at 7:15 
AM on 10/12/24, and that R2 had admitted to hitting R1 with his closed fist. The Administrator stated she did 
not substantiate the abuse allegation due to the resident's mental capacity. 
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F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40902

Based on record review and staff interview, the facility failed to report an incident of resident-to-resident 
abuse immediately to the Administrator and within two hours to the state survey agency for one of three 
residents (Resident (R) 1) reviewed for abuse. R2, who was severely cognitively impaired, hit R1 on the back 
of the head with his fist after a dispute over a TV channel. The incident was not reported to the state survey 
agency for more than 4 hours. 

Findings included: 

Review of the facility's policy titled, Abuse/Neglect/Misappropriation, dated 01/23/20, revealed, . All 
employees are responsible for immediately (no later than two hours after the allegation is made if the 
incident involves abuse or bodily injury, no later than 24 hours if the incident does not involve abuse or bodily 
injury) reporting to the Administrator, or in their absence, the Director of Nursing, or their immediate 
supervisor any and all suspected or witnessed incidents of patient abuse, neglect, theft, exploitation and/or 
mistreatment of a patient as well as any reasonable suspicion of a crime against a patient . The 
Administrator will provide to the State Agency an initial report for occurrences of alleged or reasonably 
suspected abuse, neglect, exploitation, mistreatment, or crime against a patient of the Center. immediately 
upon notification of any alleged violations involving abuse, neglect, exploitation, or mistreatment, including 
injuries of unknown source and misappropriation of resident property, the Administrator will immediately 
report to the State Agency, but not later than 2 hours after the allegation is made, if the events that caused 
the allegation involves abuse or results in serious bodily injury or not later than 24 hours if the events that 
caused the allegation do not involve abuse and do not result in serious bodily injury .

Review of R1's Admission Record, located in the Profile tab of the electronic medical record (EMR), revealed 
R1 admitted to the facility on [DATE] with diagnoses including other speech and language deficit, 
abnormalities of gait and balance, and intellectual disabilities. 

Review of R1's quarterly ''Minimum Data Set (MDS),'' with an Assessment Reference Date (ARD) of 
07/09/24, revealed a BIMS could not be completed due to the resident rarely being understood. 

Review of R2's ''Admission Record,'' located in the ''Profile'' tab of the EMR, revealed R2 admitted to the 
facility on [DATE] with diagnoses including major depressive disorder, and cognitive communication deficit.

Review of R2's quarterly MDS, with an ARD of 10/01/24, revealed a BIMS score of five out of 15, which 
indicated severe cognitive impairment. 

Review of R2's Care Plan, located under the ''Care Plan'' tab of the EMR and dated 07/31/24, revealed no 
care plan related to aggressive behaviors. 

(continued on next page)
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345138 10/30/2024

Lenoir Health and Rehabilitation Center 322 Nuway Circle
Lenoir, NC 28645

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During an interview on 10/29/24 at 3:49 PM, Certified Nurse Aide (CNA)5 stated on the evening of 10/12/24, 
after she started her 11 PM shift, she did an initial check to see which residents were still awake. She stated 
sometime between 1 AM and 3 AM, she observed R1 and R2 were in the TV room, and R1 stepped out of 
the room. CNA5 stated when R1 returned to the TV, he noticed that R2 had changed the channel, and they 
started arguing. She said she did not actually see R2 hit R1, but she reported it to Licensed Practical Nurse 
(LPN) 3 who told R1 to go back to his room. CNA5 stated it was reported to the unit manager (UM)1 around 
7 AM after she arrived.

It was reported to the surveyor that LPN3 had walked out of the facility during a shift; therefore, the LPN 
could not be interviewed.

During an interview on 10/29/24 at 2:40 PM, UM1 said she came in on the morning of 10/12/24 around 7 AM, 
and CNA5 told her there was an incident between the two residents in the dining room/tv room. She said 
CNA5 said there were some words exchanged and one hit the other. UM1 stated she could not remember 
who hit who because it had been a few weeks. UM1 said she was unsure if she was the first person that staff 
reported it to, and she thought it may have been reported to the third shift nurses. She stated she thought 
she was the first person in management the incident was reported to. She said she did not ask CNA5 what 
time it happened, but she said the night shift nurses did not call her to report it to her, and when she called 
the Administrator, she became aware that she was the first staff to report it. She said any allegations of 
abuse should be reported immediately to a supervisor. 

During an interview on 10/30/24 at 2:30 PM, the Director of Nursing (DON) said the incident between R1 and 
R2 should have been reported immediately to a supervisor so that the incident could be reported to the state 
survey agency within two hours. 

During an interview on 10/30/24 at 2:50 PM, the Administrator stated she thought the incident occurred at 
7:00 am when it was first reported to her. She said she was unaware it had occurred earlier during the night 
shift. She said staff should have reported it to her immediately so that it could have been reported to the 
state survey agency within two hours. 

Review of an Investigation Summary and Conclusion, provided by the facility and dated 10/12/24, revealed 
the Administrator became aware that R2 hit R1 on the head and called him a derogatory name due to R1 
changing the TV channel at 7:15 AM on 10/12/24. Review of the facsimile (fax) report of the incident to the 
state survey agency revealed it was reported at 7:22 AM on 10/12/24. This was more than four hours after 
the incident occurred.
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Lenoir Health and Rehabilitation Center 322 Nuway Circle
Lenoir, NC 28645

F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40902

Based on record review and staff interview, the facility failed to thoroughly investigate an incident of 
resident-to-resident abuse for one of three residents (Resident (R) 1) reviewed for abuse. R2, who was 
severely cognitively impaired, hit R1 on the back of the head with his fist after a dispute over a TV channel. 
This lack of investigation had the potential to lead to continued episodes of physical abuse. 

Findings included: 

Review of the facilities policy titled Abuse/Neglect/Misappropriation dated 01/23/20 revealed, all reported 
incidents of abuse, neglect and/or exploitation or any suspicion of death related to such matters that are 
reported to the Healthcare Administration will be thoroughly investigated, and immediately reported as 
required.

Review of R1's Admission Record, located in the Profile tab of the electronic medical record (EMR), revealed 
R1 admitted to the facility on [DATE] with diagnoses including other speech and language deficit, 
abnormalities of gait and balance, and intellectual disabilities. 

Review of R1's quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 07/09/24, 
revealed a Brief Interview for Mental Status (BIMS) could not be completed due to the resident rarely being 
understood. 

Review of R2's Admission Record, located in the Profile tab of the EMR, revealed R2 admitted to the facility 
on [DATE] with diagnoses including major depressive disorder, and cognitive communication deficit.

Review of R2's quarterly MDS, with an ARD of 10/01/24, revealed a BIMS score of five out of 15, which 
indicated severe cognitive impairment. 

Review of R2's Care Plan, located under the Care Plan tab of the EMR and dated 07/31/24, revealed the 
resident did not have a care plan related to aggressive behaviors. 

Review of an Investigation Summary and Conclusion, provided by the facility and dated 10/15/24, revealed 
R2 admitted to hitting R1 on the head and calling him a derogatory name due to R1 changing the TV 
channel. Further review revealed there was a summary of the findings, but there were no staff statements, 
skin assessments, or interviews with other residents related to the allegations.

During an interview on 10/28/24 at 3:20 PM R1 was asked what happened between him and R2. R1 pointed 
outside, said he was there, always walked, and then R1 took a closed fist and put it up against the side of his 
head. R1 was unable to provide any specifics. He said it's the next room, the tv right there, and R1 pointed to 
the TV room. He said he sees him, referring to R2, walking in the hallway, said he was a nice fell ow, and 
this was the first time this had happened.

(continued on next page)
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F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During an interview on 10/29/24 at 1:20 PM, R2 said a male came into the dining room while he was in there 
watching tv and went over to the TV to change the channel. He said he told the man he was watching TV. R2 
then stated he got up out of his wheelchair and punched the man in the head. R2 said R1 started screaming, 
and R2 told him to leave the [f***king] channel alone, and then the nurses came into the TV and told R1 to 
leave. R2 stated the police came and spoke with him but did not write him any tickets and left. 

During an interview on 10/30/24 at 1:46 PM the Social Services Director stated she did have a form with 
questions to ask residents specifically after an incident occurred. She said she did not interview anyone in 
relation to the incident between R1 and R2 but did not state why. She stated the Administrator usually kept 
them out of the loop, and she would only do interviews when she was told to, but she was not asked to do 
any interviews for that investigation.

During an interview on 10/30/24 at 2:30 PM, the Director of Nursing (DON) said there should have been 
documented interviews with staff and residents. 

During an interview on 10/30/24 at 2:50 PM, the Administrator said she verbally interviewed staff, but she did 
not document those or any resident interviews. She said she looked at R1, but she did not document that a 
skin assessment was completed. She said it has been a lot for her with all the staff changes. 
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F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.

40902

Based on staff interviews, and record review the facility failed to update care plans to reflect aggressive 
behaviors and identify interventions related to aggressive behaviors for one of three residents (Resident (R) 
2) reviewed for abuse.

Findings included:

Review of R2's quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 10/01/24, 
revealed a Brief Interview for Mental Status (BIMS) score of five out of 15, which indicated severe cognitive 
impairment. The MDS recorded no behaviors for the resident.

Review of R2's Care Plan, located under the Care Plan tab of the EMR and dated 07/31/24, revealed the 
resident did not have a care plan related to aggressive behaviors. 

Review of an Investigation Summary and Conclusion, provided by the facility and dated 10/15/24, revealed 
R2 admitted to hitting R1 on the head and calling him a derogatory name due to R1 changing the TV 
channel. 

During an interview on 10/30/24 at 12:00 PM, the MDS Coordinator (MDSC) said every morning at the start 
of her shift, she reviewed nursing notes and order summaries and would revise the care plan at that time 
after she identified any changes. She said other than morning meetings, if there was not a progress note or 
new order, she would not know if there was a change. She said a resident who had been aggressive and hit 
another resident should have a care plan with interventions in place to address that. She said she was on 
vacation at the time the incident occurred, and there was no one to update care plans while she was gone. 
She stated when she returned she was brought up to speed as best as possible, but there were things that 
were missed. The MDSC stated the incident with R2 slipped through the cracks. 

During an interview on 10/30/24 at 2:30 PM, the Director of Nursing (DON) said after any resident-to-resident 
incident, staff should beware of the incident and what solutions were put into place. She said the incident 
should have been care planned. 

During an interview on 10/30/24 at 2:50 PM, the Administrator said after R2 hit another resident there should 
have been a care plan implemented with interventions.
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F 0658

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40902

Based on staff interviews and record review the facility failed to ensure staff maintained professional 
standards of practice by ensuring 1 of 13 residents (Resident (R) 3) was free from medication errors when 
staff administered R3 two melatonin pills instead of two oxycodone pills. 

Findings included:

Review of R3's Face Sheet, located under the Resident tab of the electronic medical record (EMR), revealed 
admission to the facility on [DATE] with diagnoses including insomnia and chronic pian. 

Review of R3's quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 10/11/24 
and located under the Resident tab of the EMR, revealed a Brief Interview for Mental Status (BIMS) score of 
15 out of 15, indicating no cognitive impairment. 

Review of the facility's Incident Report log, provided by the facility and dated 10/29/24, revealed no 
medication errors for R3 within the month of October 2024. 

Review of R3's Orders, located under the Resident tab of the EMR, revealed a physician order, dated 
10/05/24, for melatonin 10 mg (milligrams); 1 tab at bedtime, and oxycodone 5 mg; 2 tablets as needed for 
pain every 4 hours.

During an interview on 10/28/24 at 12:18 PM, R3 said that the nurse gave him melatonin instead of his pain 
medications on 10/14/24. R3 stated he waited until she left the room so that he could see what they were, 
and then he told a CNA about it. R3 could not identify which CNA he reported the incident to. 

During an interview on 10/29/24 at 4:13 PM, Licensed Practical Nurse (LPN)1 said she almost made a 
medication error on 10/14/24. She stated she was supposed to administer oxycodone to R3, but she 
accidentally gave him two melatonin pills instead. She said R3 told a Certified Nurse Aide (CNA) first about 
what happened, and then the CNA came and told her. She said she gave the two tabs of melatonin to R3 in 
a cup, and she watched him swallow them, or she thought he had swallowed the pills. She said the CNA 
came and told her that she gave him melatonin by accident. LPN1 stated that after she left the room, R3 spit 
out the pills and reported that to the CNA. LPN1 stated she went back into his room and took the melatonin 
pills from him and administered the oxycodone to him. She said she told the Administrator that she almost 
administered the wrong medication to R3. LPN1 stated she did not complete an incident report or a 
medication error report because she did not think it was a medication error since R3 did not actually swallow 
the melatonin. LPN1 stated she had R3 give her the medication so that she could look at it and try and 
determine what they were. LPN1 could not identify which CNA had reported the incident to her. 

Review of R3's narcotic count sheet revealed the number of remaining pills of oxycodone was correct for the 
administration that occurred on 10/14/24. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During an interview on 10/30/24 at 2:30 PM, the Director of Nursing (DON) stated it was a medication error 
after LPN1 gave R3 the wrong medication and left the room under the assumption that he had swallowed 
them. She stated she expected nursing staff to ensure the five rights of medication administration, and if staff 
feel like they have given the wrong medication, an incident report should have been completed. 

During an interview on 10/30/24 at 2:50 PM, the Administrator stated she was not told that R3 was 
administered the wrong pills and that the nurse left his room. She stated that was not the story that was 
relayed to her. The Administrator stated it was a medication error, and there should have been a medication 
error report completed, and the physician should have been notified. She stated she expected staff to follow 
physician orders and administer medications per physician orders. 
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