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Oxford Health and Rehabilitation Center 500 Prospect Avenue
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F 0580

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** Based on 
record review and staff interview, the facility failed to immediately notify the Responsible Party (RP) of 
Resident #125 being sent to the hospital following a change of condition. This was for 1 of 3 residents 
reviewed for notification of change (Resident #125).The findings included:Resident #125 was admitted to the 
facility on [DATE] with diagnoses that included nontraumatic intracerebral and intracranial hemorrhage, type 
2 diabetic mellitus, dysphagia, dementia, and hemiplegia and hemiparesis.Resident #125's quarterly 
Minimum Date Set (MDS) assessment dated [DATE] indicated her cognition was severely impaired.The 
responsible party was unable to be reached for an interview.Change of condition note dated 04/26/25 
revealed Resident 125 was sent to the hospital at approximately 10:30 AM related to altered level of 
consciousness (difficult to arouse). Resident #125 had very little reaction to sternal rub, non-verbal, and 
overall decreased reaction to stimuli. New order received to send Resident #125 to the hospital for 
evaluation.Progress note dated 04/26/25 written by Nurse #8 indicated physician was notified regarding 
altered mental status (AMS) and lack of responsiveness. Order provided to send out. Ems called. Resident 
sent to ER. Responsible party (RP) notified by House Supervisor.An interview was conducted on 11/19/25 at 
1:21 PM with Nurse #8. She stated she did send resident to the hospital on [DATE]. She explained she had 
been off for a couple of days and when she returned she noticed Resident #125 had a change in mental 
status and lack of responsiveness. She stated she called the physician and received an order to send 
resident to the hospital for evaluation. She explained that the House Nursing Supervisor assisted with 
sending Resident #125 to the hospital and she told Nurse #8 she would call the Responsible Party (RP) to 
notify her of the transfer. An interview was conducted on 11/19/2025 at 1:33 PM with the House Nursing 
Supervisor. She stated she remembered assisting Nurse #8 with sending Resident #125 to the hospital for 
evaluation on 04/26/25. She explained she did attempt to call Resident #125's Responsible Party (RP) to 
notify them of the transfer. She further explained no one answered when she attempted to call the RP and 
she did not remember if she left a voicemail. She continued by saying she got busy with another emergency 
in the building and could not try to call the RP back. The next morning, she attempted to call the RP back 
and the RP stated the hospital had notified her the evening prior to making her aware of the transfer.An 
interview was conducted on 11/19/2025 at 1:45 PM with the Director of Nursing (DON). She stated Resident 
#125's RP should have been notified on 04/26/25 of the transfer to the hospital for change of mental status.
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F 0582

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, and staff and Durable Power of Attorney interviews, the facility failed to convey (transfer) 
funds within 30 days of discharge from the facility to the Durable Power of Attorney for 1 of 3 residents 
reviewed for refund of deposit (Resident #165).Findings included:Resident #165 was admitted to the facility 
on [DATE]. The resident had a planned discharge to another skilled nursing facility on 4/11/25.A review of 
the discharge tracking MDS dated [DATE] revealed Resident #165 had a planned discharge to another 
facility on 4/11/25.On 11/18/25 at 1:03 PM an interview via telephone with Resident #165's Durable Power of 
Attorney (DPOA) occurred. The DPOA explained the resident initially paid privately for care at the facility. 
Resident #165 was discharged to another skilled nursing facility on 4/11/25 and was owed a refund of 
approximately $1700. The DPOA revealed she had been in contact with the facility's Business Office 
Manager (BOM) the week of 4/11/25 and was told she would receive a refund but still had not received the 
refund as of 11/18/25. The DPOA expressed she was mad she had to wait so long for the reimbursement. 
The DPOA voiced, they [the facility] were giving her the run around.The BOM was interviewed on 11/19/25 at 
11:04 AM. The BOM indicated the DPOA had not yet received a refund of $1730 for two reasons. First, at 
the time of discharge Resident #165 had outstanding insurance claims pending and it was the facility's policy 
to collect all outstanding insurance payments before a refund could be issued. The pending insurance claims 
were completed during the week of 6/27/25 and a refund check was issued on 7/9/25. Second, the refund 
check was returned to the facility during the week of 8/11/25 due to an error in the mailing address. The 
BOM indicated she had not yet requested a new refund to be sent with the corrected address due to an 
oversight and she should have notified the corporate office of the mailing address error and requested 
another refund. On 11/19/25 at 11:27 AM a telephone interview occurred with the Director of [NAME] Office 
Services. The Director of [NAME] Services indicated that it was the facility policy for refunds to be provided 
by the 30th day of discharge and when all insurance payments had been received. The Director of [NAME] 
Services confirmed the last insurance payment was received by the facility on 6/27/25 and the BOM notified 
the corporate office on 7/9/25 of the refund request. The Director of [NAME] Services further revealed that he 
did not become aware that the initial refund check had been returned due to an error in the mailing address 
until sometime this month and had not yet received additional mailing address information from the BOM and 
therefore had not mailed a second refund check. An interview was conducted with the Administrator on 
11/20/25 at 2:23 PM. The Administrator indicated that the resident/resident representative should have 
received a refund per the regulation.
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Protect each resident from the wrongful use of the resident's belongings or money.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and staff interviews, the facility failed to protect the residents' right to be free from 
misappropriation of a controlled substance medication (oxycodone) prescribed to treat pain. This occurred 
for 2 of 2 residents (Resident #177 and Resident #131) reviewed for the misappropriation of property.The 
findings included: a. Resident #177 was admitted to the facility on [DATE] from a hospital. His cumulative 
diagnosis included chronic hip pain, heart failure and non-Alzheimer's dementia. A review of Resident 177's 
electronic medical record (EMR) revealed his physician's orders included the following pain medications:--On 
9/30/25, a physician's order was received for 500 milligrams (mg) of acetaminophen (an over-the-counter 
pain medication) to be administered as two tablets by mouth every 8 hours for pain. --On 10/7/25, a 
physician's order was written for 10 mg oxycodone to be administered as one tablet by mouth every 6 hours 
as needed for chronic hip pain for 14 days. A Packing Slip Proof of Delivery from the facility's contracted 
pharmacy was provided for review. This form was signed by Nurse #5 and confirmed 40 tablets of 10 mg 
oxycodone were delivered to the facility on [DATE] at 2:49 AM. Documentation on Resident #177's October 
2025 Medication Administration Record (MAR) indicated the resident received one dose of 10 mg oxycodone 
on each of the following dates/times: --10/17/25 at 2:59 AM;--10/17/25 at 4:57 PM;--10/17/25 at 11:51 
PM;--10/18/25 at 8:54 PM (documented as administered by Nurse #3).This documentation indicated that as 
of 10/19/25, there should have been 36 tablets of 10 mg oxycodone remaining in the bubble pack card for 
Resident #177. The controlled drug record for Resident #177 (a declining inventory sheet which documented 
when each tablet of oxycodone was withdrawn from the medication cart) was not available for review. b. 
Resident #131 was admitted to the facility on [DATE] with re-entry on 10/10/25 from a hospital. Her 
cumulative diagnosis included osteoarthritis, chronic pain, diabetes, and chronic kidney disease. A review of 
Resident 131's physician's orders and Medication Administration Records from July 2025 through October 
2025 revealed the resident had orders to receive 5 mg oxycodone on an as needed basis throughout her 
stay at the facility. Two Packing Slip Proof of Delivery forms sent from the facility's contracted pharmacy 
were provided for review. One form was signed by Nurse #11 and confirmed 40 tablets of 5 mg oxycodone 
were delivered to the facility on 9/19/25 at 8:47 PM. A second Packing Slip Proof of Delivery form sent from 
the facility's contracted pharmacy was also provided for review. This form was signed by Nurse #7 and 
confirmed 15 tablets of 5 mg oxycodone were delivered to the facility on [DATE] at 11:14 PM. Resident 
#131's physician's orders indicated her most recent order for oxycodone was written on 10/11/25. This order 
indicated 5 mg oxycodone was to be administered by mouth every 6 hours as needed for pain. The 
resident's controlled drug record (dated 7/18/25) revealed oxycodone tablets dispensed for Resident #131 on 
7/18/25 was still in use with 5 tablets remaining in that bubble pack card as of 10/19/25. On 10/19/25 at 7:36 
PM, Nurse #7 signed this controlled drug record to indicate one tablet of 5 mg oxycodone was withdrawn 
from the medication cart to be administered to Resident #131, leaving 4 tablets of oxycodone remaining in 
the bubble pack card. The controlled drug records for the 9/19/25 and 10/10/25 oxycodone deliveries were 
not available for review. An Initial Allegation Report dated 10/22/25 and signed by the facility's Administrator 
revealed the facility became aware of an allegation related to the diversion of resident drugs belonging to 
Resident #177 and Resident #131 on 10/21/25 at 6:10 PM. The accused employee was identified as Nurse 
#7. An Investigation Report was submitted to the State Agency on 10/27/25. A summary of the facility's 
investigation reported that Nurse #3 contacted Unit Manager #1 by telephone on 10/19/25. Nurse #3 
explained to the Unit Manager that she was assigned to Resident #177's medication cart on the first shift of 
10/18/25. She recalled Resident #177's bubble pack card of oxycodone was on the cart during that shift and 
remembered that she even administered one dose of oxycodone as ordered / requested by the resident 
during her shift. When she came back in to work for first shift on 10/19/25, the count of controlled drug 
records kept on the medication cart was correct during the change of shift. However, she discovered both 
Resident #177's bubble pack card of oxycodone and it's corresponding controlled drug record were missing 
from the medication cart when she went to administer the medication to Resident #177 on this date 
(10/19/25). Unit Manager #1 notified the facility's Director of Nursing (DON). The facility was unable to locate 
Resident #177's missing medication. Nurse #7 was suspended on 10/21/25 pending investigation. The 
facility's Investigation Report read in part, 100% audit done 10/21/25, 2 residents [Resident #177 and 
Resident #131] were found to be missing narcotics. However, no residents have missed their meds 
[medications] to date.Total of 90 oxycodone between two residents could not be accounted for signed by this 
nurse [referring to Nurse #7]. Nurse #7 was identified by the facility as the alleged perpetrator for the 
diversion of the oxycodone discovered to be missing for both Resident #177 and Resident #131. The nurse 
was reported to the local law enforcement, the State Board of Nursing, County Department of Social 
Services, and Drug Enforcement Agency. A telephone interview could not be conducted with Nurse #7. No 
current contact information was available. Nurse #7 was identified as the accused employee. She worked on 
Resident #177's hall on 10/18/25 during both 2nd (3:00 PM - 11:00 PM) and 3rd shifts (11:00 PM - 7:00 AM). 
She also worked on Resident #131's hall on 10/19/25 for 2nd shift. An interview was conducted on 11/19/25 
at 3:00 PM with Nurse #3. During the interview, Nurse #3 reported that she was routinely assigned to work 
on Resident #177's hall. She recalled working on Resident #177's hall on 1st shift the morning of 10/18/25. 
The resident's bubble pack card containing oxycodone tablets was available on the medication cart at that 
time, which allowed her to administer a dose of oxycodone upon the resident's request that morning. 
However, when she returned to work the next morning on 10/19/25, both the bubble pack card containing the 
oxycodone and it's corresponding controlled drug record were missing. Nurse #3 stated she reported the 
missing medication by telephone to Unit Manager #1 on 10/19/25, which prompted an investigation. The 
nurse stated that she was able to find an invoice from the pharmacy which documented a bubble pack card 
containing 40 tablets of 10 mg oxycodone that was delivered from the pharmacy for Resident #177 on 
10/17/25 at 2:49 AM. The resident's October 2025 Medication Administration Record (MAR) indicated 4 
tablets of the oxycodone had been administered, leaving a total of 36 missing tablets. As the interview with 
Nurse #3 continued on 11/19/25 at 3:00 PM, the nurse was asked if Resident #177 expressed having pain or 
exhibited signs of pain when his PRN oxycodone was not available. She stated he did not. The nurse 
reported the resident continued to receive his acetaminophen as scheduled for pain management. Nurse #3 
stated that in addition to working on 10/18/25 and 10/19/25, she worked on Resident #177's hall on 1st and 
2nd shifts of 10/20/25. She reiterated that the resident did not express having pain nor did he exhibit signs of 
pain when she worked with him. An interview was conducted on 11/18/25 at 3;15 PM with Unit Manager #1. 
During the interview, the Unit Manager discussed the missing oxycodone. She reported that Resident #177's 
oxycodone was the first medication discovered to be missing. A comprehensive search for his missing 
medication was conducted, but the oxycodone tablets were not found. When Resident #177's EMR was 
checked, it was discovered that Nurse #7 discontinued the resident's order for the oxycodone on 10/19/25. 
Unit Manager #1 reported she contacted the facility's Nurse Practitioner on 10/20/25 to make her aware of 
the missing medication and a new order was received to replace the oxycodone. When asked if Resident 
#177 expressed or exhibited signs of pain, the Unit Manager reported he had scheduled acetaminophen, his 
pain level was fine, and he was okay, Upon further inquiry about the facility's investigation, the Unit Manager 
reported audits were conducted on all six of the facility's medication carts. The audits identified one other 
resident (Resident #131) had a discrepancy in her controlled substance medication count of oxycodone. An 
interview was conducted on 11/18/25 at 3:45 PM with the facility's Administrator in the presence of the 
Regional Consultant. During the interview, the Administrator was asked to discuss the situation encountered 
with Resident #177's and Resident #131's missing oxycodone. The Administrator reported that the facility 
initiated a search for Resident #177's oxycodone when it was discovered to be missing. When the 
investigation was expanded, the card count sheet for Resident #131's hall didn't look right because 
something had been written over. When nursing checked further, it was discovered some of Resident #131's 
oxycodone were also missing. She noted, however, that Resident #131 did have a few tablets of oxycodone 
remaining in one card that was still available for her until the missing oxycodone tablets were replaced. The 
Administrator stated she was brought into the investigation on 10/20/25 when the missing medications 
weren't found and the pharmacy confirmed they were not returned. Upon inquiry, the Administrator reported 
that Nurse #7 never returned to the facility after she was suspended and her contact phone number was no 
longer working. A follow-up interview was conducted on 11/19/25 at 4:44 PM with the Administrator in the 
presence of the facility's Director of Nursing (DON). When the Administrator and DON were asked how many 
tablets of oxycodone were determined to have gone missing, they reported Resident #177 had 36 missing 
tablets of 10 mg oxycodone while Resident #131 had 55 tablets of 5 mg oxycodone missing (1-bubble pack 
card containing 15 tablets and 1-bubble pack card containing 40 tablets) for a total of 91 missing tablets of 
oxycodone. The facility provided the following corrective action plan with a completion date of 10/25/25: 1. 
Address how corrective action will be accomplished for those residents found to have been affected by the 
deficient practice. On 10/19/25 the 500-hall Unit Manager received a phone call from the 7:00 AM-3:00 PM 
nurse assigned to Resident #177 that he was missing his oxycodone bubble pack and the controlled drug 
receipt/record/disposition form for said medication. The Unit Manager questioned the nurse on the correct 
narcotic count sheet at shift and the nurse stated the count was correct, however she noticed the bubble 
pack of oxycodone was missing when she went to administer the medication to the resident. This nurse 
indicated she was the nurse assigned to this same medication cart on 10/18/25 and the bubble pack was 
present during that shift. The Unit Manager on the 500 hall called the Medical Records Director to confirm if 
she had collected any controlled drug receipt/record/disposition forms from the 500 hall and she stated the 
last time she collected any of the identified forms was on Thursday, 10/16/25. At this time, the Unit Manager 
notified the Director of Nursing and was instructed to look for the medication in all medication carts/units to 
see if it was delivered to another location and to write a statement of findings. On 10/20/25 at 9:00 AM the 
Director of Nursing instructed the 7:00 AM-3:00 PM Unit Manager to complete a second audit of the 500-hall 
medication cart and the medication room and was unable to locate the missing medication. The Unit 
Manager interviewed the 500-hall nurse assigned and she stated, the medication in question was present in 
the medication cart on Saturday during first shift as she had administered the medication as 
ordered/requested by the resident. She also stated that the medication was delivered on 10/17/25 and was 
administered on 10/18/25 on 3rd shift. At this time, the Unit Manager notified the Staff Development 
Coordinator, at which time they both reported the concern to the Administrator on 10/21/25 that all carts had 
been audited, pharmacy records were reviewed, delivery confirmation had been requested from pharmacy 
and/or destruction of medications. Upon audit of all medication carts/units, it was discovered that Resident 
#131 was missing 2 cards of oxycodone 5mg, one card of 40 tablets and one card of 15 tablets. No other 
residents had discrepancies noted per the completed audit findings. The two identified residents were 
interviewed and stated they had not missed any medications, specifically the medication in question. The 
medication in question for both identified residents was as needed and had not been requested prior to 
identifying the discrepancy. Both residents identified were not affected by the missing narcotics as Resident 
#177 had a replacement card delivered the same day at no charge to the resident and Resident #131 had 
one card remaining on hand. Neither resident was charged for the replacement of missing medications. On 
10/21/25, the Staffing Agency was made aware by the Administrator of the allegations pending pharmacy 
confirmation for Nurse #7. Per Staffing Agency Director, Nurse #7 was advised to come in to give a formal 
statement and to complete a drug test. She stated she would come in on 10/22/25, however never reported 
to the facility. Communication was sent by the agency to Nurse #7 that she would be suspended pending 
investigation. An employer complaint was initiated by the Administrator to the North Carolina Board of 
Nursing on 10/22/25 against Nurse #7. A 24- hour report was sent in to Department of Health and Human 
Services on 10/22/25 by the Administrator for misappropriation of resident's property on Resident #177 and 
Resident #131. The local Police were notified by the Administrator on 10/22/25 to which an officer came out 
take a written report and information to try to reach out to Nurse #7. The Pharmacy was notified on 10/19/25, 
again on 10/20/25 and a third follow-up call on 10/22/25 by the Staff Development Coordinator. The 
pharmacy was to send the form to the Administrator for notifying the Drug Enforcement Administration once 
all information was finalized/obtained from the police investigation. Adult Protective Services and 
Ombudsman were notified by the Administrator on 10/24/25. 2. Address how the facility will identify other 
residents having the potential to be affected by the same deficient practice. On 10/21/25-10/22/25 the Unit 
Managers, Assistant Director of Nursing and Director of Nursing In-Training completed a 100% audit to 
include the narcotic count sheet and medication on each medication cart. There are 6 medication carts in 
total. During this audit, no additional residents were identified to have been affected by the deficient practice. 
3. Address what measures will be put into place or systemic changes made to ensure that the deficient 
practice will not recur. The Staff Development Coordinator initiated education on 10/22/25 for all licensed 
nursing staff and medication aides to include the following but not limited to narcotic count sheets, sign in/out 
sheet, shift to shift narcotic count, receiving and returning narcotics to/from pharmacy, reconciliation of 
medications prior to delivery driver leaving, misappropriation of property/drug diversion and self-reporting of 
legal issues per North Carolina Board of Nursing requirements. This education was completed on 10/24/25. 
Any licensed nurse and/or medication aide that has not received the education by 10/24/25 will be educated 
prior to the start of his/her next scheduled shift. The Director of Nursing, Unit Managers, Nurse Supervisors 
and/or Staff Development Coordinator will monitor the schedules daily to ensure all staff have completed the 
training prior to the start of his/her shift. All new hires will be educated during orientation by SDC or 
designee. 4. Indicate how the facility plans to monitor its performance to make sure that solutions are 
sustained. Monitoring began on 10/22/25 by the Unit Manager's, Director of Nursing and/or designee. The 
initial results of these audits were reviewed during an impromptu Quality Assurance and Improvement 
Committee meeting held during daily stand-up on 10/23/25. Medication carts and count sheets will be 
monitored by the Unit Manager's during the week and by the Registered Nurse supervisors on the weekends 
daily for 4 weeks, then three times a week for 4 weeks and then weekly for 4 weeks or until substantial 
compliance is achieved. The continued audits will be reviewed at the Quarterly Quality Assurance Meeting x 
3 months for further problem resolution if needed. The Administrator and/or the Director of Nursing will 
review the results of weekly audits to ensure any issues identified are corrected. Date of Compliance: 
10/25/2025 Validation of the corrective action plan was completed on 11/20/25: The validation included staff 
interviews and a review of the in-service education provided to the licensed nurses on the subject of 
Handling Narcotic Misappropriation with education on the follow-up of incidents. The in-service records 
confirmed that all nurses scheduled to work during the 4-day survey had completed this education. An 
observation was also conducted of the process employed by nursing staff to verify the narcotic count during 
shift change. A review of the facility's monitoring tool revealed audits were initiated on 10/20/25 and 
continued in accordance with the corrective action plan. The facility's completion date of 10/25/25 was 
validated on 11/20/25.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review and staff interviews, the facility failed to ensure smoking assessments were 
accurate and completed quarterly for 1 of 8 residents reviewed for smoking (Resident #50).The findings 
included:Resident #50 was admitted to the facility on [DATE] with diagnoses including Parkinson's disease 
and chronic obstructive pulmonary disease. Review of the comprehensive Minimum Data Set (MDS) 
assessment dated [DATE] revealed Resident #50 was not using tobacco at the time of admission and was 
severely cognitively impaired. Resident #50's smoking assessment dated [DATE] completed by Nurse #4 
recorded Resident #50 had cognitive loss and indicated Resident #50 needed supervision when smoking. 
The smoking assessment specified Resident #50 had a cognitive loss, required an occupational therapy 
evaluation as needed, and needed supervision when smoking. An interview was conducted on 11/20/2025 at 
1:37 PM with Nurse #4, Unit Manager. Nurse #4 revealed she completed the smoking assessment for 
Resident #50 on 6/10/2025. She stated the process for the smoking assessments was that they are to be 
completed quarterly on all residents who smoke. Nurse #4 explained a smoking assessment, consisted of 
observing residents smoking, and speaking with the nurses and nurse aides. Nurse #4 stated she spoke with 
staff prior to completing any smoking assessment and did this for Resident #50's June 2025 assessment. 
She stated she had just started working and knew she had missed a few residents' smoking assessments 
and she was catching up on the smoking assessments. Nurses #4 stated she had observed Resident #50 
smoke independently on 6/10/25 and verified he was a safe smoker and able to smoke independently. She 
further stated she thought she may have completed Resident #50's June 2025 smoking assessment 
inaccurately. The significant change Minimum Data Set (MDS) assessment dated [DATE] indicated Resident 
#50 was moderately cognitively impaired and required partial to moderate assistance with upper and lower 
dressing. The MDS revealed Resident #50 was a current tobacco user.Resident #50's care plan included a 
focus for smoking dated 6/10/2025, and interventions included may smoke independently and perform 
smoking assessments as needed. On 11/17/2025, a list of smokers was provided by the facility and Resident 
#50 was not listed on the facility's smoking list as an independent unsupervised or supervised smoker. 
Review of smoking assessment dated [DATE] for Resident #50 revealed he required supervision with 
smoking. This assessment was struck through, and another smoking assessment was completed on 
11/18/2025 indicating Resident #50 was independent with smoking. Review of the smoking assessments 
dated 1/17/2025 and 11/18/2025 revealed both were completed by Nurse #4. An interview was conducted on 
11/20/2025 at 1:37 PM with Nurse #4, Unit Manager. Nurse #4 stated she completed and removed the 
smoking assessment for Resident #50 on 11/17/2025 due to the assessment not being accurate. She stated 
she had coded Resident #50 as needing supervision, but that was a mistake, and she did another 
assessment on 11/18/2025. Nurse #4 indicated Resident #50 was independent with smoking based on her 
observations, interviews with staff, and her assessment based on the assessment completed on 11/18/2025. 
On 11/18/2025 at 11:28 AM, Resident #50 was observed smoking in the designated smoking area 
accompanied by other residents. Resident #50 was observed holding his cigarette in the left hand with 
controlled movements to and from the lips while smoking. Resident #50 was observed positioned 
approximately two feet from the self-closing metal container in a wheelchair and dropping ashes onto the 
concrete. There were no staff members observed in the smoking area. An interview was conducted on 
11/19/2025 at 12:52 PM with Resident #50. He indicated he started smoking about 2 years ago out of 
boredom. But he was not smoking when he was first admitted to the facility. Resident #50 stated he recently 
started smoking out of boredom. Resident #50 stated he was aware of the designated smoking area and was 
able to identify the location. He further stated he would never smoke in his room and he kept his smoking 
materials in fear they would go missing. An interview was conducted on 11/18/2025 at 12:36 PM with Nurse 
#1. Nurse #1 stated she kept Resident #50's smoking materials in the nurse's medication cart and they were 
labeled with his name. She stated Resident #50's family members also brought him smoking material and 
sometimes he will have them in his possession. She further revealed Resident #50 does not need 
supervision when smoking. On 11/19/2025 at 12:57 PM in an interview with the Director of Nursing (DON), 
she explained smoking assessments were completed on admission, quarterly, and for a change in condition. 
She stated nurses were responsible for conducting smoking assessments, and Resident #50 should have 
had a smoking assessment conducted in September 2025. The DON stated interventions for a smoker were 
based on the assessment performed whether they are independent or supervised. If a resident needed a 
smoking apron, a staff member for supervision, were some of the interventions the DON was referencing. 
She stated the facility had staff to assist with supervised smokers and ensure interventions were followed. 
The DON confirmed independent residents who smoke may go out to the smoking area at their leisure. The 
DON could not explain why the assessment for Resident #50 was inaccurate or not completed quarterly. The 
DON stated the nurses were notified when a smoking assessment was due for a resident in the electronic 
medical record.An interview was conducted on 11/19/2025 at 10:01 AM with the Administrator. She stated 
the window in her office that views the smoking area and she could view all the residents who are smoking in 
the smoking area. She stated she had viewed Resident #50 smoking from her office and believed the 
smoking assessment dated [DATE] was not completed accurately for Resident #50. The Administrator stated 
Resident #50 was a safe smoker and she had observed him many times but had not completed a formal 
smoking assessment. She further stated Nurse #4 informed her she was confused with the verbiage of the 
smoking assessment and the smoking assessment for Resident #50 was inaccurate. The Administrator 
stated residents who were assessed as safe independent smokers were allowed to possess their own 
smoking materials. She further explained residents who required supervision with smoking, their smoking 
materials were kept with the nurse on their unit. The Administrator confirmed smoking assessments were 
completed for residents upon admission, quarterly and as needed for the purpose of a safe smoking 
evaluation. She further revealed the nurses were responsible for completing the assessment based on an 
alert in the electronic medical record for the resident.
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Ensure that residents are free from significant medication errors.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and physician and staff interviews, the facility failed to prevent significant medication errors 
when Nurse #6 did not schedule a new residents' (Resident #174) medication to start on the afternoon of 
admission. The medications were available in the Pyxis system (an automated, secure, and centralized 
system used in healthcare to manage the storage, dispensing, and tracking of medications). Resident #174 
was admitted on [DATE] at approximately 4:45 PM, his medications were scheduled to start on 12/11/24 at 
8:00 and 9:00 AM. This was for 1 of 6 residents whose medications were reviewed.The findings 
included:Based on record review and physician and staff interviews, the facility failed to have effective 
systems in place for obtaining and administering medications to a new admission which resulted in a 
significant medication error for 1 of 6 residents whose medications were reviewed (Resident #174). The 
findings included:Resident #174 was admitted to the facility on [DATE] with diagnoses that included type 2 
diabetes mellitus (DM) with chronic foot ulcer and atrial fibrillation. Nursing progress notes revealed Resident 
#174 was admitted to the facility on [DATE] at approximately 4:45 PM. A review of Resident #174's physician 
orders dated 12/10/24 included the following medications: - Lantus Subcutaneous Solution 100 UNIT/ML 
(Insulin Glargine) Inject 24 unit subcutaneously every 12 hours for DM at 8:00 AM & 8:00 PM, start date 
12/11/24. - Apixaban Oral Tablet 5 MG Give 1 tablet by mouth two times a day for atrial fibrillation at 9:00 AM 
& 9:00 PM, start date 12/11/24.A review of Resident #174's December Medication Administration Record 
(MAR) revealed all medications orders were entered into the electronic medical record (EMR) on 12/10/24 
and were scheduled to start on 12/11/24. There were no orders entered on the MAR to administer the Lantus 
insulin at 8:00 PM or Apixaban at 9:00 PM on 12/10/24. Record reviews revealed Resident #174's blood 
sugar reading on 12/11/24 was 222 (normal blood sugar is 80 to 130 mg/dL). No concerns were documented 
related to blood sugar results on 12/11/24.An interview was conducted on 11/19/2025 at 12:30 PM with 
Nurse #6. She verified she worked on 12/10/25 from 7:00 AM to 7:00 PM. She stated she was not the floor 
nurse on 12/10/24 but she did assist with Resident #174's admission. She explained that the steps she 
normally would take when an admission comes in was she would call the on call provider to clarify the 
medication orders and then looked to see what medications were available in the Pyxis system. Nurse #6 
indicated she then sends the medication list to the pharmacy and if it was past the pharmacy cut off time for 
submitting orders she would call the pharmacy to make them aware of the medications needed. However, for 
Resident #174's admission she only called the on-call provider to clarify the medication orders, she entered 
the medications into Resident #174's EMR and then sent the orders to the pharmacy. She did not check to 
verify if any medications were due on the evening of 12/10/24. She indicated that when she entered Resident 
174's medications into the EMR the start date and time automatically scheduled the medications to start on 
12/11/24 at 8:00 AM. Nurse #6 confirmed that she did not check the Pyxis system for the Lantus or apixaban 
that were to be administered at 8:00 PM/9:00 PM. She stated, I did not think about it, I was only trying to get 
the medications into the EMR for Nurse #3. Nurse #6 also confirmed that she did not administer Resident 
#174 any medications on 12/10/24. An interview was conducted on 11/19/25 at 12:59 PM with Nurse #3. She 
stated she was the direct care nurse for Resident #174 for second shift 3:00 PM-11:00 PM on 12/10/24. 
Nurse #3 explained that since the medications were entered to start on 12/11/24 she was unaware Resident 
#174 had scheduled medications that should have been administered on 12/10/24 at 8:00 and 9:00 PM.An 
interview was conducted on 11/19/24 at 12:12 PM with the Director of Nursing (DON). She indicated she was 
unaware Resident #174 did not receive his 8:00 and 9:00 PM medications on 12/10/24. She explained when 
the orders were entered into the EMR the transcribing nurse (Nurse #6) should have verified the start date 
and time and changed the automatic response to begin on 12/10/24 at 8:00 PM. The EMR system scheduled 
the medications to begin at 8:00 AM on 12/11/24. She verified Resident #174 should have received his 
evening medications per the physician's orders. She stated the transcribing nurse (Nurse #6) should have 
reviewed Resident #174's medications to determine if he had any upcoming medications due and then 
obtain them from the Pyxis system if they were available. If the medications were not available, the nurse 
should call pharmacy to have the medications sent. The DON also stated in this case the medications were 
available in the Pyxis system. An interview was conducted on 11/19/2025 at 11:26 AM with Physician #1. He 
stated he did not recall Resident #174 however he would expect medications to be administered on date of 
admission if they were scheduled. Physician #1 explained although there was the potential for negative 
outcomes to occur, none resulted due to Resident #174's medications not being administered at 8:00 PM 
and 9:00 PM on 12/10/24.
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