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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Note: The nursing home is 
disputing this citation.

Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to 
participate in experimental research, and to formulate an advance directive.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50045

Based on record review and staff interviews the facility failed to utilize an official form for code status (official 
portable Do Not Resuscitate [DNR] or Medical Order for Scope of Treatment [MOST] form) recognized by 
emergency medical services and pursuant to North Carolina (NC) general statute for residents who chose a 
code status of DNR (did not want chest compressions if their heart stopped beating) for 5 of 24 residents 
(Resident #52, #51, #73, #20, and #43) reviewed for advance directives.

The findings included:

The North Carolina Office of Emergency Medical Services (EMS) website indicated the following: Pursuant to 
N.C. General Statute 90-21.17, the department, through the Office of Emergency Medical Services, has 
adopted an official portable Do Not Resuscitate (DNR) form and Medical Order for Scope of Treatment 
(MOST) form for use by physicians and other licensed healthcare facilities to assist in providing information 
relating to a patient ' s desire for resuscitation or life-prolonging measures.

The website further clarified that DNR Forms must be printed on Goldenrod colored paper.

a) Resident #52 was admitted to the facility on [DATE].

Review of a code status book at the nurse's station revealed Resident #52 had a facility generated form that 
had Do Not Resuscitate printed on it. There was also a Code Status Resuscitation Request/Order form for 
the facility that indicated Resident #52 had chosen no, do not resuscitate. The form was signed by Resident 
#52 on 11/18/2024 along with a facility staff member. There was no official DNR form recognized by 
Emergency Medical Services (EMS).

There was no Medical Orders for Scope of Treatment (MOST) form for this resident.

A physician's order dated 11/19/2024 revealed Resident #52's code status was DNR.

b) Resident #51 was admitted to the facility on [DATE].

(continued on next page)

345190 19

03/01/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

345190 12/19/2024

Murphy Rehabilitation & Nursing 230 NC Hwy 141
Murphy, NC 28906

F 0578

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Note: The nursing home is 
disputing this citation.

Review of a code status book at the nurse's station revealed Resident #51 had a facility generated form that 
had Do Not Resuscitate printed on it. There was also a Code Status Resuscitation Request/Order form for 
the facility that indicated Resident #51 had chosen no, do not resuscitate. The form was signed by Resident 
#51's Responsible Party (RP) on 9/1/2022 along with a facility staff member. There was no official DNR form 
recognized by Emergency Medical Services (EMS).

There was no Medical Orders for Scope of Treatment (MOST) form for this resident.

A physician's order dated 9/30/2024 revealed Resident #51's code status was Do Not Resuscitate.

c) Resident #73 was admitted to the facility on [DATE].

Review of a code status book at the nurse's station revealed Resident #73 had a facility generated form that 
had Do Not Resuscitate printed on it. There was also a Code Status Resuscitation Request/Order form for 
the facility that indicated Resident #73 had chosen no, do not resuscitate. The form was signed by Resident 
#73's Responsible Party (RP) on 11/10/2022 along

with a facility staff member. There was no official DNR form recognized by Emergency Medical Services 
(EMS).

There was no Medical Orders for Scope of Treatment (MOST) form for this resident.

Review of a physician's order dated 10/1/2024 revealed Resident #73's code status was Do Not Resuscitate.

d) Resident #20 was admitted to the facility on [DATE].

Review of a code status book at the nurse's station revealed Resident #20 had a facility generated form that 
had Do Not Resuscitate printed on it. There was also a Code Status Resuscitation Request/Order form for 
the facility that indicated Resident #20 had chosen no, do not resuscitate. The form was signed by Resident 
#20's Responsible Party (RP) on 11/8/2024 along with a facility staff member. There was no official DNR 
form recognized by Emergency Medical Services (EMS).

There was no Medical Orders for Scope of Treatment (MOST) form for this resident.

A physician's order dated 11/12/2024 revealed Resident #20's code status was Do Not Resuscitate.

e) Resident #43 was admitted to the facility on [DATE].

Review of a code status book at the nurse's station revealed Resident #43 had a facility generated form that 
had Do Not Resuscitate printed on it. There was also a Code Status Resuscitation Request/Order form for 
the facility that indicated Resident #43 had chosen no, do not resuscitate. The form was signed by Resident 
#43's Responsible Party (RP) on 4/19/2022 along with a facility staff member. There was no official DNR 
form recognized by Emergency Medical Services (EMS).

There was no Medical Orders for Scope of Treatment (MOST) form for this resident.

A physician's order dated 9/26/2024 revealed Resident #43's code status was Do Not Resuscitate.

(continued on next page)
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An interview was conducted on 12/17/2024 at 10:40 am with Unit Secretary #1. Unit Secretary #1 stated 
when a resident was admitted , the Admission Nurse would discuss code status with the resident and would 
mark their selection on the Code Status Resuscitation Request/Order form. Unit Secretary #1 stated the 
facility also used a MOST form that was completed by the Medical Director (MD). Unit Secretary #1 stated 
after the forms were completed, the forms would be scanned into their medical record and their code status 
would be entered into the computer.

The Admission's Nurse was not available for an interview.

An interview was conducted on 12/17/2024 at 1:12 pm with Nurse #5. Nurse #5 stated she filled in for the 
Admission's Nurse. Nurse #5 stated when a resident was admitted to the facility, the resident filled out a 
Code Status Resuscitation Request/Order form. Nurse #5 stated she thought the facility used both a MOST 
and DNR form. Nurse #5 verified there was not a MOST or official DNR form in the code status book for 
Resident #52, Resident #51, Resident #73, Resident #20, and Resident #43.

An interview was conducted on 12/18/2024 at 11:21 am with the Medical Director (MD). The MD stated the 
facility utilized a MOST form when a resident wished to be a DNR. The MD stated he was not sure why there 
was not a MOST form for residents when they wished to be a DNR.

An interview was conducted on 12/19/2024 at 9:37 am with the Assistant Director of Nursing (ADON). The 
ADON stated when a resident was admitted to the facility, part of the admissions process was to elect code 
status on the Code Status Resuscitation Request/Order form. The ADON stated the facility utilized a MOST 
form, and stated this form was optional. The ADON stated if a resident was a DNR the only required 
document for the facility was the Code Status Resuscitation Request/Order form.

An interview was conducted on 12/19/2024 at 10:00 am with the Director of Nursing (DON). The DON stated 
when a resident was admitted to the facility a Code Status Resuscitation Request/Order form was completed 
which indicated whether a resident wanted to be a full code or a DNR. The DON stated the MOST form was 
encouraged by the facility, but not required. The DON stated the only required form in the facility was the 
Code Status Resuscitation Request/Order form.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37014

Based on record review, and family and staff interviews, the facility failed to immediately notify a resident's 
Responsible Party of a new order for antibiotic medication to treat a bacterial infection for 1 of 1 sampled 
resident reviewed for notification of change (Resident #4).

Findings included:

Resident #4 was admitted to the facility on [DATE].

The annual Minimum Data Set (MDS) dated [DATE] assessed Resident #4 with severe impairment in 
cognition.

Review of Resident #4's profile revealed her family member was listed as her Responsible Party (RP).

Review of Resident #4's urine culture results dated 12/12/24 revealed an abnormal value positive for 
Escherichia coli (type of bacteria that can cause urinary tract infections).

A physician order for Resident #4 dated 12/12/24 read, amoxicillin potassium clavulanate (antibiotic 
medication used to treat bacterial infections) 875-125 milligrams (mg) - give one tablet by mouth every 12 
hours for cystitis (type of urinary tract infection that affects the bladder) for 7 days.

Review of Resident #4's December 2024 Medication Administration Record (MAR) revealed she received 
her first scheduled dose of amoxicillin potassium clavulanate on 12/12/24 at 8:00 PM.

Review of the staff progress notes for Resident #4 revealed no entries dated 12/12/24 or 12/13/24 indicating 
Resident #4's RP was notified of the positive lab results or new order for antibiotic medication. 

Further review of progress notes revealed a progress note written by Nurse #1 on 12/14/24 at 3:00 PM that 
read in part, Resident #4's RP was updated today on new orders while at the facility visiting Resident #4. 

During an interview on 12/16/24 at 1:24 PM, Resident #4's RP stated that within the past week Resident #4 
was diagnosed with a Urinary Tract Infection (UTI) and started on an antibiotic. Resident #4's RP stated she 
was supposed to be notified when there were any changes to Resident #4's medications and/or treatment. 
The RP stated she was not notified when Resident #4 was started on an antibiotic medication to treat a UTI 
until she arrived at the facility on 12/14/24 and spoke with Nurse #1.

(continued on next page)
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During an interview on 12/19/24 at 8:39 AM, Nurse #1 stated she spoke with Resident #4's RP on 12/14/24 
when she was at the facility visiting Resident #4 and informed her that Resident #4's urine culture was 
positive and an antibiotic was ordered. Nurse #1 recalled Resident #4's RP stating that no one had called her 
to let her know about antibiotic medication being started. Nurse #1 stated the Charge Nurse was the one 
who typically notified the family when new medication orders were received from the provider.

During an interview on 12/19/24 at 9:15 AM, the Charge Nurse revealed when she received lab results back 
from the provider with new medication orders, she activated the medication order in the resident's medical 
record and then notified the family of the new medication order and positive lab results. The Charge Nurse 
reviewed Resident #4's medical record and stated that she had received Resident #4's lab results from the 
provider on 12/12/24 with an order to start antibiotic medication and activated the order in Resident #4's 
medical record. The Charge Nurse confirmed she did not notify Resident #4's RP regarding the lab results 
and new order for antibiotic medication and should have. The Charge Nurse recalled it was during a time 
when there was a lot of medical issues going on with other residents and she just forgot to call. 

During an interview on 12/19/24 at 12:34 PM, the Director of Nursing (DON) reviewed Resident #4's medical 
record and confirmed there was nothing documented by nursing staff indicating Resident #4's RP was 
notified of the new antibiotic medication order. The DON stated nursing staff should have notified Resident 
#4's RP of the new medication order when received from the provider.

During an interview on 12/19/24 at 1:26 PM with the Corporate Nurse Consultant present, the Administrator 
stated nursing staff should have notified Resident #4's RP when the lab results were received from the 
provider and antibiotic medication started.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure each resident receives an accurate assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37014

Based on record review and staff interviews, the facility failed to accurately code Minimum Data Set (MDS) 
assessments in the area of nutritional status for 2 of 8 sampled residents reviewed for nutrition and tube 
feeding (Residents #80 and #23).

Findings included:

1. Resident #80 was admitted to the facility on [DATE] with diagnoses that included diabetes and dysphagia 
(difficulty swallowing). 

Resident #80's weights for the past six months were documented as follows:

-06/03/24 203.3 pounds

-07/01/24 206.2 pounds

-08/06/24 214.0 pounds

-09/02/24 211.4 pounds 

-10/21/24 217.0 pounds

-11/06/24 200.8 pounds

Review of Resident #80's weights for October 2024 and November 2024 reflected a 7.47% weight loss in the 
last month.

The annual Minimum Data Set (MDS) dated [DATE] for Resident #80 revealed she had severe cognitive 
impairment and did not reflect she had a weight loss of 5% or more in the last month.

During a joint interview on 12/19/24 at 9:29 AM, MDS Coordinator #1 and MDS Coordinator #2 revealed the 
Assistant Dietary Manager was responsible for coding the nutrition section of MDS assessments.

During an interview on 12/19/24 at 12:47 PM, the Assistant Dietary Manager confirmed she completed the 
nutrition section of Resident #80's annual MDS assessment dated [DATE]. She explained upon reviewing 
Resident #80's weights for October 2024 and November 2024, the MDS assessment should have reflected 
she had a non-physician prescribed weight loss of 5% or more in the last month. She stated it was an 
oversight. 

During an interview on 12/19/24 at 1:26 PM, the Administrator stated she expected MDS assessments to be 
completed accurately.

40200
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Residents Affected - Few

2. Resident #23 was admitted to the facility on [DATE] with diagnoses which included diabetes mellitus and 
non-Alzheimer's dementia.

The quarterly Minimum Data Set (MDS) dated [DATE] was coded for a nutritional approach which included a 
feeding tube while a resident.

Review of physician's orders revealed no order for a feeding tube. Resident had an order dated 9/26/24 for 
controlled carbohydrate diet with regular texture and regular, thin consistency liquids. 

An interview with the MDS Coordinator on 12/18/24 at 8:19 AM revealed the Assistant Dietary Manager was 
responsible for coding the nutrition section of the MDS. 

An interview with the Assistant Dietary Manager on 12/18/24 at 8:45 AM revealed she had coded the 
nutrition section of Resident #23's quarterly MDS. She stated the resident did not have a feeding tube and 
she had mistakenly coded the resident as having a feeding tube. 

An interview with the Administrator on 12/19/24 at 9:49 AM indicated the resident's MDS assessments 
should be coded accurately.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50045

Based on observations, record review, and resident and staff interviews, the facility failed to apply offer 
application of tubing grip stockings (compression stockings used to treat swelling) to a resident as ordered by 
the physician 1 of 1 resident (Resident # 73) with a physician order for tube grip stockings.

The findings included: 

Resident #73 was admitted to the facility on [DATE]. 

Review of a physician's order dated 11/5/2024 revealed Resident #73 was ordered to have tubing grip 
stockings (compression stockings used to treat swelling) applied every day shift for edema (swelling). 

Review of a quarterly Minimum Data Set (MDS) dated [DATE] revealed Resident #73 was cognitively intact 
with no behaviors or rejections of care. Resident #73 had impairment on both sides of her lower extremities 
and was dependent for lower body dressing. 

Review of a care plan dated 11/7/2024 revealed Resident #73 was to be free from skin alterations with 
interventions which included to elevate her legs while in bed and staff should apply tube grip stockings daily. 

Review of the Treatment Administration Record (TAR) for December 2024, for the period of 12/1/2024 
through 12/17/2024 revealed the Treatment Nurse had documented he had applied Resident #73's tubing 
grip stockings on 12/16/2024 and 12/17/2024. 

An interview and observation were conducted on 12/16/2024 at 11:06 am with Resident #73. Resident #73 
was observed in bed with no tubing grip stockings on the right or left leg. Resident #73 stated no one had 
come to put them on that day, 12/16/2024. Resident #73 had edema (swelling caused by excess fluid) of 
both the left and right lower leg. Resident #73 stated the stockings made her uncomfortable, but she had not 
refused the application because no one had come to put them on. 

An interview and observation were conducted on 12/17/2024 at 12:10 pm with Resident #73. Resident #73 
was observed in bed with no tubing grip stockings on the right or left leg. Resident #73 stated no one had 
come to put them on that day, 12/17/2024. Resident #73 had edema of both the left and right lower leg. 
Resident #73 stated the stockings made her uncomfortable, but she had not refused the application because 
no one had come to put them on.

An interview was conducted on 12/18/2024 at 1:33 pm with the Treatment Nurse. The Treatment Nurse 
stated Resident #73 only got Nystatin Powder as a treatment. The Treatment Nurse stated he had not 
attempted to put Resident #73's tubing grip stockings on her on 12/16/2024 or 12/17/2024. The Treatment 
Nurse stated she had previously told him that they made her uncomfortable and had meant to have the order 
discontinued by the Medical Director (MD). 

(continued on next page)
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An interview was conducted on 12/19/2024 at 10:08 am with the Director of Nursing (DON). The DON stated 
any floor staff could apply tubing grip stockings. The DON stated the Treatment Nurse had informed her that 
the tubing grip stockings had made Resident #73 uncomfortable, and he had meant to contact the MD to get 
the order discontinued. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50045

Based on observations, record review, and staff interviews the facility failed to obtain an order for a resident 
who required oxygen oxygen (Resident #51) and failed to place post cautionary safety signs that indicated 
the use of oxygen (Resident #52) for 2 of 4 residents reviewed for oxygen use. 

The findings included: 

1) Resident #51 was admitted to the facility on [DATE] with diagnoses which included chronic obstructive 
pulmonary disease (COPD, lung disease that makes it difficult to breathe). 

Review of a quarterly Minimum Data Set (MDS) dated [DATE] revealed Resident #51 was severely 
cognitively impaired and was not on oxygen. 

Review of Resident #51's physician's orders revealed there were no orders for supplemental oxygen. 

An observation was conducted on 12/16/2024 at 11:10 am of Resident #51. Resident #51 was observed 
lying in bed with oxygen on at 3 liters per minute via nasal canula. Resident #51 had cautionary oxygen 
signage posted on the door frame. 

An observation was conducted on 12/17/2024 at 8:58 am of Resident #51. Resident #51 was observed lying 
in bed with oxygen on at 2.5 liters per minute via nasal canula. Resident #51 had cautionary oxygen signage 
posted on the door frame. 

An interview was conducted on 12/17/2024 at 1:20 pm with Nurse #2. Nurse #2 stated if a resident was on 
oxygen, there should be an order in the resident's chart. Nurse #2 stated Resident #51 had been on oxygen 
and stated she was unsure why she did not have an order. Nurse #2 stated Resident #51 should have had 
an order for oxygen. 

An interview was conducted on 12/17/2024 at 1:53 pm with Nurse #3. Nurse #3 stated if a resident was on 
oxygen there would be an order in the resident's chart and would sign off that oxygen was in use on the 
Medication Administration Record (MAR). Nurse #3 stated she was not aware Resident #51 did not have an 
order for oxygen and stated she should have. 

An interview was conducted on 12/19/2024 at 9:43 am with the Assistant Director of Nursing (ADON). The 
ADON stated if a resident was on oxygen there should be a physician's order. The ADON stated the facility 
also had standing orders for oxygen that could be implemented by the nursing staff. The ADON stated she 
was not sure why Resident #51 did not have an order. 

An interview was conducted on 12/19/2024 at 10:04 am with the Director of Nursing (DON). The DON stated 
if a resident required oxygen there should be an order in the resident's chart. The DON stated she was not 
sure why Resident #51 did not have an order for oxygen and stated she should have. 

2) Resident #52 was admitted to the facility on [DATE] with diagnoses which included respiratory failure (a 
condition where the lungs are unable to exchange oxygen and carbon dioxide making it difficult to breathe). 

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

Residents Affected - Few

Review of a physician's order dated 11/19/2024 revealed Resident #52 was ordered oxygen at 3 liters per 
minute continuously every shift related to respiratory failure. 

Review of a care plan dated 11/24/2024 revealed Resident #52 was at risk for alteration in respiratory status 
due to a diagnosis of respiratory failure and supplemental oxygen use. 

Review of an admission Minimum Data Set (MDS) dated [DATE] revealed Resident #52 was cognitively 
intact and used oxygen. 

An observation was conducted on 12/16/2024 11:14 am of Resident #52. Resident #52 was observed laying 
in bed with oxygen on at 3 liters per minute via nasal canula. There was no cautionary signage outside of 
Resident #52's room that indicated oxygen was in use. 

An observation was conducted on 12/17/2024 at 9:04 am of Resident #52. Resident #52 was observed 
laying in bed with oxygen on at 3 liters per minute via nasal canula. There was no cautionary signage outside 
of Resident #52's room that indicated oxygen was in use. 

An interview was conducted on 12/17/2024 at 1:20 pm with Nurse #2. Nurse #2 stated when a resident was 
on oxygen, facility staff placed a cautionary signage outside of the resident's room on the door frame. 

An interview was conducted on 12/17/2024 at 1:53 pm with Nurse #3. Nurse #3 stated whenever a resident 
was started on oxygen, the nurse that applied the oxygen would place the cautionary signage outside of the 
resident's room. Nurse #3 did not know why Resident #52 did not have precautionary signage outside of her 
room and stated there should have been. 

An interview was conducted on 12/19/2024 at 9:43 am with the Assistant Director of Nursing (ADON). The 
ADON stated the facility had implemented placing cautionary oxygen signage outside of resident's room 
within the past 3 months. The ADON stated she was unsure why there was no precautionary signage outside 
of Resident #52's room. 

An interview was conducted on 12/19/2024 at 10:04 am with the Director of Nursing (DON). The DON stated 
the facility had implemented the use of cautionary signage recently. The DON stated whenever a resident 
was placed on oxygen any staff member could place signage outside of the resident's door. The DON was 
not aware there was no cautionary oxygen signage outside of Resident #52's door. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

36217

Based on observation, staff interviews, and record reviews, the facility failed to discard expired eye drops 
from the medication carts as specified by the manufacturer's guidelines and failed to remove expired over 
the counter (OTC) medications from the medication cart in accordance with the manufacturer's expiration 
date for 2 of 7 medication carts (600 halls and 700 halls). 

The findings included:

a. The manufacturer's package inserts for Latanoprost eye drops revealed an unopened bottle should be 
stored under refrigeration between the temperature of 36 to 46 Fahrenheit (F) and protected from light. Once 
it was opened, Latanoprost could be stored at room temperature up to 77 F for up to six weeks. 

A medication storage audit was conducted on 12/18/24 at 2:34 PM for 700 halls medication cart in the 
presence of Nurse #1. One opened bottle of Latanoprost 0.005% eye drops was found in the medication cart 
under room temperature and ready to be used. The handwriting on the label indicated it was opened on 
11/03/24. The eye drops expired on 12/15/24 after they were opened and stored in the room temperature for 
42 days. Further review of the eye drop revealed a blue sticker of Keep Refrigerated was placed on top of 
the label that stated, Store opened bottle at room temperature for up to 6 weeks. 

An interview was conducted with Nurse #1 on 12/18/24 at 2:40 PM. She stated she checked the medication 
cart last Sunday without finding any medications that were expired or stored in an improper condition. She 
added she checked the medication cart thoroughly at least once per week. She did not recall the facility had 
set a specified routine to check the medication cart on a regular basis. Typically, she would check the 
expiration date of medication before administration. Nurse #1 explained the eye drop was scheduled to be 
given at bedtime and did not recall she had ever administered it to the resident so far. 

b. During a medication storage audit conducted on 12/18/24 at 3:03 PM for 600 halls medication cart in the 
presence of Medication Aide #1 (MA), an opened box of sore throat relief that contained 3 lozenges with 
active ingredients of menthol and benzocaine that expired on 10/31/24 were found in the medication cart and 
ready to be used.

An interview was conducted with MA #1 on 12/18/24 at 3:06 PM. She did not recall the facility had ever 
instructed her to check the expiration of medication in the medication cart on a regular basis so far. She was 
told to check the medication cart whenever she had time, especially during the down time. She did not recall 
administering any sore throat relief lozenges in the past 3 months. She explained when she worked with this 
medication cart last Friday, it was a very busy day that she did not have time to check the medication cart on 
that day.

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

Residents Affected - Some

During an interview conducted with the Director of Nursing (DON) on 12/18/24 at 3:14 PM, she stated the 
original label that contained the instruction to store the opened bottle of Latanoprost at room temperature for 
up to 6 weeks was covered by a blue sticker placed by the pharmacy and it had caused the nursing staff to 
miss this important instruction. She did not know why the expired sore throat lozenges were not removed 
from the medication cart. It was her expectation for the facility to remain free of expired medications.

An interview was conducted with the Administrator on 12/19/24 at 1:46 PM. She stated it was her 
expectation to keep the facility free of expired medication.

1913345190

03/01/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

345190 12/19/2024

Murphy Rehabilitation & Nursing 230 NC Hwy 141
Murphy, NC 28906

F 0790

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide routine and 24-hour emergency dental care for each resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37014

Based on observations, record review and interviews with the Dental Representative, family, resident and 
staff, the facility failed to obtain dental services for a resident with a broken partial denture for 1 of 1 resident 
reviewed for dental services (Resident #4).

Findings included:

Resident #4 was admitted to the facility on [DATE].

A care plan initiated on 10/27/22 revealed Resident #4 had her own natural teeth with some missing and had 
an upper partial denture. Interventions included to assist in arranging dental exams as needed, requested or 
ordered.

The annual Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #4 had severe cognitive 
impairment. Resident #4 was independent with eating, was not receiving a mechanically altered or 
therapeutic diet and there were no oral/dental concerns. 

A staff progress note dated 11/21/24 written by Social Worker (SW) #2 revealed in part, Resident #4's 
Responsible Party (RP) called the SW to discuss Resident #4's broken partial denture and requested the SW 
to examine the partial denture to see what exactly was broken. The SW noted the metal bracket was missing 
on one side that helped hold the partial denture in place, there were no sharp edges where the metal bracket 
had been and Resident #4 was able to continue wearing the partial denture. The SW reported the findings to 
Resident #4's RP and informed the RP that Resident #4 was added to list to be seen the next time the 
dentist was at the facility.

During an observation and interview on 12/16/24 at 1:24 PM, Resident #4 was sitting up in bed visiting with 
her RP. Resident #4 had most of her natural teeth but was missing her two front teeth. There was no 
redness or inflammation noted to her gums and Resident #4 stated she was not having any oral pain. 
Resident #4 stated she had partial denture but she didn't wear it because it was broken. She stated it was 
uncomfortable to wear when eating because the partial denture would move up and down on one side. 

During a follow-up interview on 12/19/24 at 1:46 PM, Resident #4 stated she wanted her partial denture 
repaired. Resident #4 stated it made her feel self-conscious when she wasn't wearing the partial denture 
because people noticed and would ask about her missing two front teeth.

During an interview on 12/16/24 at 1:24 PM, Resident #4's RP revealed Resident #4 received dental 
services through the facility and her partial denture had been broken for approximately 6 weeks. The RP 
stated she spoke with SW #2 to inquire about getting it repaired and was told by SW #2 that it would be 
around 3 months before the dentist was back at the facility. The RP stated the facility dentist had done an 
impression for Resident #4's partial denture in the past and to her knowledge no one from the facility had 
reached out to the facility dentist to inquire about getting Resident #4's partial denture repaired or a new 
partial made.

(continued on next page)
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During an interview on 12/19/24 at 10:02 AM, SW #2 revealed she received a call from Resident #4's RP on 
11/21/24 regarding Resident #4's partial denture. SW #2 stated when she examined Resident #4's partial 
denture, the part that fits on the gum was not broken but the wire bracket on one side that fits over her tooth 
to hold the partial denture in place was gone and there were no rough edges where the bracket had been. 
SW #2 stated Resident #4 did not complain of any pain and could still wear the partial denture but reported 
to SW #2 that it was uncomfortable because one side would be tight and the side with the missing bracket 
was loose. SW #2 stated she sent an email to the Transportation Coordinator 11/21/24 about Resident #4's 
partial denture being broken and for her to contact the dental company about getting it repaired. SW #2 
stated she also spoke with Resident #4's RP to explain what she had observed when she examined 
Resident #4's partial denture and informed her they had sent Resident #4's partial denture to the dental 
company to be repaired. SW #2 stated Resident #4's RP told her that the dental company stated it would be 
3 to 4 months before it was fixed. SW #2 stated she spoke with the Transportation Coordinator and an 
emergency request for repair was sent to the dental company on 12/18/24 to see if that would help expedite 
the repair. SW #2 stated to her knowledge, the dental company was currently working on repairing Resident 
#4's partial denture but they have not gotten back with a timeframe of when it would be completed.

During a telephone interview on 12/19/24 at 11:43 AM, the Dental Representative stated they did not have 
anything in their system indicating they had received Resident #4's partial denture from the facility to be 
repaired. She stated the last dental note they had was when Resident #4 had a dental exam and cleaning in 
August 2024.

During an interview on 12/19/24 at 1:26 PM, the Administrator stated she spoke with the Transportation 
Coordinator regarding Resident #4's partial denture and the Transportation Coordinator informed her she 
had reached out to the Dental Representative but it had slipped her mind to follow-up when she never heard 
back from the Dental Representative.

Review of email correspondence provided by the Administrator on 12/19/24 revealed on 11/25/24 at 5:15 
AM, an email was sent to the Dental Representative by the Transportation Coordinator informing them 
Resident #4's partial denture was missing the metal bracket on one side but did not seem to be causing any 
pain. The email further noted the Transportation Coordinator questioned if a dental concern was needed or 
just to add Resident #4 to the next list of dental appointments to be seen. 

During an interview on 12/19/24 at 2:03 PM with the Administrator present, the Transportation Coordinator 
revealed she was responsible for coordinating dental appointments. She stated her typical procedure was to 
send an email to the Dental Representative, wait for a response and then follow-up in a couple of weeks if 
she had not heard back. The Transportation Coordinator stated when she was notified of Resident #4's 
broken partial denture by SW #2, she sent an email to the Dental Representative on 11/25/24 but never 
received a response back and it slipped her mind to follow up with the Dental Representative. She stated she 
sent the Dental Representative a Dental Emergency Report form yesterday (12/18/24) and they requested a 
photo of the partial denture but she did not have the partial denture to take one.
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Note: The nursing home is 
disputing this citation.

Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food 
in accordance with professional standards.

40200

Based on observations and staff interviews, the facility failed to prevent the potential for cross contamination 
by storing a plastic scoop inside the dry flour ingredient bin allowing the handle to touch the dry flour for 1 of 
1 observation. The facility also failed to ensure staff had their hair restrained in the kitchen while bagging 
utensils for 1 of 1 staff observed bagging utensils and failed to ensure staff changed gloves before touching 
resident foods for 2 of 3 staff observed preparing food. These practices had the potential to affect food 
served to all the residents.

Findings included:

a. During an observation of the kitchen on 12/16/24 at 9:50 AM, the flour scoop was observed in the flour bin 
and the handle was visibly touching the flour. 

During an interview on 12/16/24 at 9:50 AM, the Dietary Manager stated the staff had just forgotten to take 
the scoop out of the flour. 

b. During an observation of the kitchen on 12/17/24 at 11:45 AM, Dietary Aide #1 was observed to be 
bagging eating utensils. He was not wearing a hair restraint or hat. He was observed to have short dark hair 
on his head with no facial hair. 

During an interview on 12/17/24 at 11:45 AM, Dietary Aide #1 stated he had been at work since between 
10:00 AM and 10:30 AM and had forgotten to put his hair restraint on. 

c. During a continuous observation of the kitchen on 12/17/24 from 11:30 AM until 1:50 PM, [NAME] #2 was 
observed to touch food items being placed on resident plates for the meal service. He was observed to touch 
kitchen objects which included the plate warmer, plate cover, serving spoons, serving tongs, and plates. 
While wearing the same gloves he was observed to put Brussels sprouts on a plate and then scoot the 
Brussels sprouts around on multiple resident plates with his gloved hand. He was also observed to use the 
same gloved hand to form a wall to prevent the chopped pork loin from falling off the plate when scooping it 
onto multiple resident plates.

During an interview on 12/18/24 at 9:25 AM with [NAME] #2, he stated he wasn't aware he was touching the 
food while plating it. He stated he was taught not to touch the food to prevent cross contamination.

During an interview on 12/17/24 at 2:10 PM, the Corporate Dietary Manager stated that she had observed 
[NAME] #2 touching food without changing gloves while putting food on multiple plates. She also stated he 
should not have touched the food without changing gloves but did not say why she had not intervened during 
the meal plating. 

(continued on next page)
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d. During a continuous observation of the kitchen on 12/17/24 from 11:30 AM until 1:50 PM, [NAME] #1 was 
observed to make 4 salads. Wearing gloves, he used a knife to cut open a bag of lettuce and pour into a 
large bowl. He then cut open a bag of purple cabbage and poured it into the bowl with the lettuce. [NAME] #1 
then cut open a bag of shredded carrots and poured it into the bowl of lettuce and cabbage. He then used his 
same gloved hands to mix the lettuce, cabbage, and carrots. 

During the continuous observation of the kitchen, [NAME] #1 was observed to make a ham and cheese 
sandwich. He was not observed to change gloves at any time during the process while touching all 
packaging to open the bread, ham, and cheese and handled all food items.

During an interview on 12/18/24 at 1:58 PM with [NAME] #1, he stated he did not change gloves as he had 
been taught due to the kitchen being 'behind'. He stated he was taught to use tongs for the salad and to 
change gloves before handling food items to prevent cross contamination.

During an interview on 12/17/24 at 2:10 PM with the Dietary Manger, she did not have anything to say.

An interview on 12/19/24 at 9:32 AM with the Administrator stated that the kitchen staff wear a hair restraint, 
change gloves when required, and the flour scoop should not be left in the bin.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50045

Based on observations, record review, resident and staff interviews, the facility failed to ensure accurate 
medical records when a resident's edema (swelling) stockings were incorrectly documented as applied for 1 
of 1 resident (Resident # 73) reviewed for medical record accuracy. 

The findings included: 

Resident #73 was admitted to the facility on [DATE]. 

Review of a physician's order dated 11/5/2024 revealed Resident #73 was ordered to have tubing grip 
stockings (compression stockings used to treat swelling) applied every day shift for edema (swelling). 

Review of a quarterly Minimum Data Set (MDS) dated [DATE] revealed Resident #73 was cognitively intact 
with no behaviors or rejections of care. Resident #73 had impairment on both sides of her lower extremities 
and was dependent for lower body dressing. 

Review of the Treatment Administration Record (TAR) for December 2024, for the period of 12/1/2024 
through 12/17/2024 revealed the Treatment Nurse had documented he had applied Resident #73's tubing 
grip stockings on 12/16/2024 and 12/17/2024. 

An interview and observation were conducted on 12/16/2024 at 11:06 am with Resident #73. Resident #73 
was observed in bed with no tubing grip stockings on the right or left leg. Resident #73 stated no one had 
come to put them on that day, 12/16/2024. Resident #73 had edema of both the left and right lower leg. 
Resident #73 stated the stockings made her uncomfortable, but she had not refused the application because 
no one had come to put them on. 

An interview and observation were conducted on 12/17/2024 at 12:10 pm with Resident #73. Resident #73 
was observed in bed with no tubing grip stockings on the right or left leg. Resident #73 stated no one had 
come to put them on that day, 12/17/2024. Resident #73 had edema of both the left and right lower leg. 
Resident #73 stated the stockings made her uncomfortable but she had not refused the application because 
no one had come to put them on. 

An interview was conducted on 12/18/2024 at 9:16 am with Nurse #3. Nurse #3 stated she was not sure if 
Resident #73 was supposed to wear tubing grip stockings as she worked only as needed at the facility but 
confirmed she was responsible for Resident #73 on 12/18/2024.

An interview was conducted on 12/18/2024 at 1:33 pm with the Treatment Nurse. The Treatment Nurse 
stated Resident #73 only got Nystatin Powder as a treatment. The Treatment Nurse stated he had not 
attempted to put Resident #73's tubing grip stockings on her on 12/16/2024 or 12/17/2024 because she had 
stated they made her uncomfortable. The Treatment Nurse was unable to explain why he had charted they 
were applied. The Treatment Nurse stated he was going to speak with the Medical Director about getting the 
order discontinued, because Resident #73 did not want to wear them. 

(continued on next page)
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An interview was conducted on 12/19/2024 at 9:51 am with the Assistant Director of Nursing (ADON). The 
ADON stated the facility had a Treatment Nurse who worked Monday through Friday at the facility. The 
ADON stated she could not speak as to why the Treatment Nurse documented that tubing grip stockings 
were applied to Resident #73 and stated there was an option for refusal or incomplete that could have been 
chosen instead in the electronic medical record. 

An interview was conducted on 12/19/2024 at 10:08 am with the Director of Nursing (DON). The DON stated 
any floor staff could apply tubing grip stockings. The DON stated the Treatment Nurse had come to her and 
told her that he had charted the tubing grip stockings were applied when they were not. The DON stated the 
Treatment Nurse should not have documented the tubing grip stockings were applied if they were not. 
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