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F 0558

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Reasonably accommodate the needs and preferences of each resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41387

Based on observation, record review, and resident and staff interviews, the facility failed to: ensure an 
independent and unsupervised smoker was able to exit the smoking area to return inside the building without 
assistance when the designated smoking area was moved to a new location that had a concrete slope from 
the interior of the facility to the exterior area (Resident #37); and to place a resident's call light within reach to 
allow the resident to request staff assistance as needed (Resident #12) for 2 of 8 residents reviewed for 
accommodation of needs. 

Findings included:

1. Resident #37 was admitted to the facility on [DATE] with diagnoses including stroke and absence of lower 
limb.

Resident #37's care plan included a focus for assistance with activities of daily living dated 8/6/2024 that 
listed one person assist with transfers as an intervention. The care plan also included a focus for smoking 
dated 8/14/2024 and interventions included performing smoking assessments as needed. 

A physician progress note dated 9/1/2024 recorded Resident #37 had a left below the knee amputation. 

A smoking assessment dated [DATE] recorded Resident #37 had dexterity problems and indicated Resident 
#37 could smoke unsupervised. This was Resident #37's most recent smoking assessment. 

The quarterly Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #37 was moderately 
cognitively impaired and had upper and lower extremity limited range of motion on one side of the body. The 
MDS further indicated he was dependent on staff to assist with bed to chair transfers and was able to 
maneuver a manual wheelchair 150 feet. 

On 2/16/2025, a list of independent unsupervised smokers was provided by the Administrator and Resident 
#37 was listed on the facility's smoking list as an independent unsupervised smoker. 

On 2/16/2025 at 12:35 pm, the previous designated smoking area was observed outside the activities 
recreation room. The entrance to the covered designated smoking area was through a hinged door from the 
activities recreation room. The area from the activities recreation room to the smoking area was flat and the 
ground outside was made of concrete. 

(continued on next page)
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On 2/16/2025 at 3:14 pm, the new designated smoking area was observed adjacent to the right side of the 
dining room. The entrance to the new uncovered designated smoking area was through a hinged door that 
opened into the dining room. There was no push button to automatically open the door. The new uncovered 
designated smoking area was concrete and there was a slope downward upon entering the designated 
smoking area. 

On 2/18/2025 at 2:59 pm, an observation and interview was conducted with Resident #37 in the new 
designated smoking area with family members. Resident #37 was sitting in a manual wheelchair with a left 
below the knee amputation and a contracted left arm that was rested inward on his waist and a contracted 
left hand with fingers flexed inward in a fist position. Resident #37 was observed using his right hand to 
independently smoke with no identified safety concerns. Resident #37 stated he was able to independently 
open the door to enter and exit the previous designated smoking area outside the activities recreation room. 
He indicated with the new designated smoking area; he was unable to independently exit the area to return 
to the interior of the facility due to the slope leading to the doorway. Resident #37 was observed attempting 
to independently exit the new designated smoking area by using his right foot and right hand to self-propel 
the wheelchair 180 degrees in the direction of the door that led to the interior of the facility. Resident #37 
self-propelled the wheelchair up the slope to the doorway. As he was doing so, his wheelchair was observed 
to roll backwards requiring the resident to self-propel harder and brace himself with one foot to stabilize 
himself as he reached the door to return to the interior of the facility. Resident #37 was observed reaching 
across his body with his right hand in an attempt to open the door. Resident #37 moved the door handle in 
an upward and downward motion and was unable to push the door open and move the wheelchair forward 
through the door because he had to brace himself with his right foot to avoid rolling backwards to exit the 
new designated smoking area independently. Resident #37 was observed returning to the center of the new 
designated smoking area with family members present. 

On 2/18/2025 at 4:32 pm in an interview with Resident #70, who was cognitively intact per the 1/19/2025 
MDS, operated an electric wheelchair and was observed in the new designated smoking area with Resident 
#37 on 2/18/2025 during the previous observation. Resident #70 stated Resident #37 was assisted by his 
family members back inside the building. Resident #70 stated previously, when they (Resident #70 and 
Resident #37) were ready to exit the new designated smoking area, he had assisted Resident #37 by 
pushing the back of Resident #37's wheelchair because Resident #37 was unable to push the door open and 
move the wheelchair forward through the door as he (Resident #37) had to brace himself with his right foot to 
avoid rolling backwards. 

On 2/18/2025 at 10:30 am, eleven residents attended a Resident Council meeting and reported changing the 
designated smoking area was a last minute decision that took everyone by surprise and the Resident 
Council was not informed. The residents stated they were not aware of the facility moving the designated 
smoking area until the staff were moving the smoking items to the new designated smoking area on 
2/16/2025. 

On 2/18/2025 at 4:45 pm in an interview with Nurse Aide (NA) #13, she stated Resident #37 could 
self-propel his wheelchair up and down the hallway independently and independently self-propelled the 
wheelchair out to the new designated smoking area. NA #13 stated she had not observed Resident #37's 
ability to independently exit the new designated smoking area. 

(continued on next page)

772345529

05/28/2025



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      

345529 02/24/2025

Universal Health Care/North Raleigh 5201 Clarks Fork Drive NW
Raleigh, NC 27616

F 0558

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 2/18/2025 at 4:46 pm an interview was conducted with Resident #37. Resident #37 stated Resident #70 
helped push his wheelchair through the door of the new designated smoking area to exit when they were 
outside smoking at the same time. Resident #37 restated exiting the new designated smoking area was 
difficult to maneuver independently.

On 2/22/2025 at 12:29 pm, Resident #37 along with other residents were observed smoking in the previous 
designated smoking area that had a cover overhead. Resident #37 explained the facility was allowing the 
independent and unsupervised smokers to use the former designated smoking area until the winter weather 
clears since the new designated smoking area did not have shelter from the weather. 

On 2/16/2025 4:38 pm in an interview with the Administrator, she explained there had been concerns about 
the smoke from the previous designated smoking area outside the activities recreation room and she had 
spoken personally to the residents face to face last week and no concerns were voiced with changing the 
designated smoking area. She stated as of this afternoon the previous designated smoking area was closed 
and the new designated smoking area was open that did not have sheltering if raining. 

On 2/22/2025 at 1:42 pm in an interview with the Administrator, she stated all smokers in the facility were 
assessed as unsupervised smokers and independently entered and exited the designated smoking areas. 
The observation of Resident #37 and the resident's expressed concerns with his inability to independently 
exit the new designated smoking area without assistance was discussed with the Administrator. The 
Administrator stated Resident #37 was able to move around the facility independently and she was not 
aware Resident #37 was having trouble exiting the new designated smoking area. The Administrator stated 
she had noticed a slope of the concrete at the entrance of the new designated smoking area. She stated 
there was no assessment of the independent smokers conducted prior to moving the designated smoking 
area on 2/16/25 to ensure the residents were able to independently enter and exit the area. The 
Administrator explained smokers were in the former designated smoking area with a shelter on 2/22/2025 
because there was a winter snowstorm on 2/19/2025 and 2/20/2025 so they temporarily allowed the 
resident's to use the previous smoking area because it was covered. The Administrator stated the 
designated smoking area would move back to the area outside the dining room without a cover and with the 
sloped concrete entrance and exit when the winter weather cleared. 

49502

2. Resident #12 was admitted to the facility on [DATE] with diagnoses which included type 2 diabetes 
mellitus, osteoporosis, and hypertension.

Review of Resident #12's care plan dated 7/22/24 revealed a focus area for falls risk due to a need for 
assistance with transfers and an intervention to place common items within reach of the resident. There was 
also a focus area for assistance with activities of daily living (ADL) and an intervention for a 2 person transfer 
and 1 person assist with bed mobility. 

Review of Resident #12's quarterly Minimum Data Set (MDS) dated [DATE] revealed Resident #12 was 
cognitively intact. Resident #12 required staff assistance with toileting, hygiene, bathing, and dressing. 
Resident #12 was dependent upon staff for bed mobility. 

(continued on next page)
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During an interview and observation on 2/16/25 at 2:15 pm, Resident #12 was lying in her bed. The call bell 
was on the floor under the bed on the left side of the bed. When asked where her call bell was she replied, I 
don't know. Resident #12 stated she needed her wheelchair to go to the bathroom. Resident #12 further 
stated she would ask staff who passed by her room for assistance when she could not reach her call bell.

During an interview with Nursing Assistant (NA) #3 on 2/16/25 at 2:39 pm, she stated the call bells were 
supposed to be within reach of the residents. NA #3 further stated she usually clipped the call bells to the 
blanket within reach of the resident. She explained she would make sure the call bells were within reach for 
her residents. NA #3 was not assigned to Resident #12 but assisted Resident #12 immediately. NA #3 
indicated Resident #12 could use her call bell and had used her call bell in the past. She indicated the 
resident was unable to reach the call bell on the floor under the bed. 

A second observation was made on 2/22/25 at 11:00 am with Resident #12. She was lying in her bed with 
her eyes closed. The call light was wrapped around the bed rail on the right side of the bed out of reach. 

In an interview with NA #4 on 2/22/25 at 3:06 pm, she stated the call bells should be within reach of the 
resident. NA #4 further stated she clipped the call bell to the resident's blanket or pillow case. NA #4 had 
worked with Resident #12 and stated she was capable of using the call bell. NA #4 indicated if the call bell 
was wrapped around the bed rail Resident #12 would be unable to reach it.

During an interview with the Interim Director of Nursing (DON) on 2/22/25 at 5:00 pm, she stated the staff 
should be ensuring the call bells are clipped within reach, so they do not fall off the bed. The Interim Director 
of Nursing indicated Resident #12 was able to activate her call bell; however, she would not be able to reach 
the call bell if on the floor under the bed or wrapped around the bed rail.
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Residents Affected - Some

Honor the resident's right to organize and participate in resident/family groups in the facility.

50234

Based on observations, interviews with Resident Council members and staff, and review of the Resident 
Council minutes, the facility failed to communicate the facility's efforts to address concerns voiced by the 
Resident Council members and to resolve repeat concerns in 3 of 3 months reviewed (November 2024, 
December 2024, and January 2025) and to maintain evidence that demonstrated the facility's response to 
grievances/recommendations made by the Resident Council from December 2023 through October of 2024.

The findings included:

On 2/18/25 at 8:49 AM, the Administrator revealed the facility had no record of Resident Council minutes 
from prior to November 2024. The Administrator indicated due to staff turnover they were unable to locate 
those minutes. Additionally, they had no documented evidence to demonstrate their responses and rationale 
for such responses for any grievances and recommendations made by the Resident Council prior to 
November 2024. 

Resident Council minutes dated 11/5/24 indicated residents voiced concerns call lights not being answered 
timely. The administration resolution section, where the facility's attempts to resolve the concerns from the 
previous meeting would be documented, was blank. There was no indication of who recorded the meeting 
minutes.

A Service Concern Report dated 11/5/24 documented the concerns of the Resident Council related to call 
light response. The concern form noted nursing staff were educated on answering call bells in a timely 
manner. The Report noted on 11/6/24 that the status of the concern was complete. There was no entry in the 
Disposition by Administration section which would document the follow up on the department manager's 
response to the grievance and indicate if the resolution of the concerns was ongoing or if the concern was 
resolved. There was no indication of who completed the Service Concern Report. 

Resident Council minutes dated 12/19/24 revealed call lights not being answered was resolved from the last 
meeting, but an entry under nursing services noted the repeat concern with call bells being answered timely. 
Nursing services concerns also noted residents expressed concerns over trouble getting their medications. 
The minutes also noted dietary concerns of cold food. The administration resolution section was blank. There 
was no indication of who recorded the meeting minutes.

A Service Concern Report dated 12/19/24 documented the concerns of the Resident Council related to call 
light response and cold food. The concern form noted nurse aides were educated on answering call bells in a 
timely manner and customer service and that the dietary department would improve their time management. 
The Resident Council's concerns regarding their medications was not addressed on the concern form. The 
Report noted on 12/21/24 that the status of the concern was complete. There was no entry in the Disposition 
by Administration section indicating if the resolution of the concerns was ongoing or if the concern was 
resolved. There was no indication of who completed the Service Concern Report.

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

Residents Affected - Some

Resident Council Minutes dated 1/28/25 completed by the Activity Director noted the council expressed 
repeat concerns related medications being administered late and call bells not being answered in a timely 
manner. 

An interview was conducted on 2/18/25 at 10:30 AM with the facility's Resident Council. There were 11 
residents present. During the meeting, residents expressed concern with the resolution of grievances 
discussed during the Resident Council meetings. The residents in the meeting reported not all grievances 
were acted on promptly by the facility and there was no explanation as to why the grievances were not 
resolved. The residents stated at each meeting they discussed the same concerns. Residents stated the 
Activity Director was present at the Resident Council meetings and communicated their concerns to the 
Administration but said they had never heard back from anyone about measures attempted by the facility to 
resolve their grievances and believed no one was listening to them. Residents stated they continued to have 
concerns about dietary and food palatability, nurse aide response times, and had requested multiple times 
for the Administrator and other department heads to come to the meetings themselves and none had come. 
The residents stated the former Administrator would not meet with residents to discuss any of their concerns 
and they had the same concerns repeatedly since before the summer of 2024. The residents said the new 
Administrator was more attentive to the residents but their concerns were still not being addressed. 

In an interview on 2/22/25 at 3:31 PM, the Activity Director said when the Resident Council had concerns, a 
copy of the minutes would be given to the Social Worker. The resolution to the concerns would be 
communicated back to the council by the Activity Director. She said the call light response time had been an 
issue for a while but she was unsure what was being done about the issue and she had not reported a 
resolution to the council because she had not heard of the measures being taken to resolve their concerns. 

 . 

In an interview on 2/22/25 at 3:03 PM, the Social Worker and the Social Services Assistant said when the 
Resident Council had concerns, the Activity Director would let the Social Worker know and the Social Worker 
would write up a grievance concern form. The Social Worker would then let each department know of the 
concerns for them to follow up and resolve. 

An interview was conducted with the Administrator on 2/22/25 at 6:34 PM who stated since she started in the 
facility in December 2024, any concerns or grievances from the Resident Council would be reported by the 
Activity Director to the Social Worker, who would review the next morning in the morning meeting of 
department heads. Each department head would have 72 hours to resolve and give the resolution back to 
the Social Worker. The Social Worker or Activity Director would then share the information/resolution at the 
next Resident Council meeting verbally. 
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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** 49502

Based on observation, staff interviews, Physician interview, and record review, the facility failed to notify the 
Physician of Resident #25's complaints of pain after an unwitnessed fall for 1 of 4 residents (Resident #25) 
reviewed for notification of change. 

The findings included:

Resident #25 was admitted to the facility on [DATE]. 

Review of Resident #25's quarterly Minimum Data Set (MDS) dated [DATE] revealed she was cognitively 
intact. 

A progress note dated 1/27/25 completed by Nurse #3 revealed Resident #25 was found on the floor lying on 
her back between her nightstand and her wheelchair and her left knee was bent. Resident #25 denied hitting 
her head but complained her left knee hurt pretty bad. The physician was notified. The physician ordered an 
x-ray of the left knee.

Review of the neurological checklist dated 1/27/25 completed by Nurse #3 revealed the following: 

At 2:00 pm indicated Resident #25 had verbal expressions of pain and rated the pain as 6 (measured on a 0 
to 10 scale with 0 being no pain and 10 being the worst pain). 

At 2:15 pm indicated Resident #25 had verbal expressions of pain and rated the pain as 6. 

At 2:30 pm indicated Resident #25 had verbal expressions of pain and rated the pain as 6.

At 2:45 pm Resident #25 had verbal expressions of pain and rated the pain as 6. 

At 3:15 pm Resident #25 had verbal expressions of pain and rated the pain as 3. 

At 3:45 pm Resident #25 had verbal expressions of pain and rated the pain as 3. 

At 4:15 pm Resident #25 had verbal expressions of pain and rated the pain as 3. 

At 4:45 pm Resident #25 had verbal expressions of pain and rated the pain as 3. 

At 5:45 pm Resident #25 had verbal expressions of pain and rated the pain as 3. 

At 6:45 pm Resident #25 had verbal expressions of pain and rated the pain a 3. 

A 72-hour post fall documentation note dated 1/28/25 at 5:45 pm and completed by Nurse #3 revealed 
Resident #25 reported pain in her left knee. Nurse #3 obtained an order for x-ray of left knee. 

(continued on next page)
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In a phone interview with Nurse #3 on 2/20/25 at 2:01 pm, she stated she was the nurse assigned when 
Resident #25 was found on the floor on 1/27/25. Nurse #3 did not remember the nurse aide who reported 
this to her. Nurse #3 further stated she did neurological assessments on Resident #25 which documented 
Resident #25 had verbal expressions of pain from 3 to 6 using a numerical pain scale. Nurse #3 explained 
the facility had a standing order for pain medication. The facility's standing order for pain was 
Acetaminophen 650 milligrams (mg) every 4 hours as needed for mild pain for 72 hours and to notify 
physician after 72 hours if pain persisted. Nurse #3 indicated she did not notify the physician of Resident 
#25's pain and did not have an explanation. She stated she should have notified the physician of Resident 
#25's complaints of pain on 1/27/25 and on 1/28/25. 

A physician's order was obtained on 1/28/25 for an x-ray for Resident #25's left knee and completed by the 
facility's mobile x-ray unit.

Resident #25's x-ray results of her left knee dated 1/29/25 documented an acute hairline fracture of the left 
knee with mild swelling noted. 

A physician's note dated 1/29/25 revealed he saw Resident #25 for a follow-up visit after an x-ray report 
noted a hairline fracture of the left knee. Her vital signs were within normal limits. Physical exam noted 
Resident #25 was awake and alert with decreased mobility and left shoulder painful to touch. Resident #25 
was sent to emergency department (ED) for further evaluation. 

During a telephone interview on 2/20/25 with Physician # 1, he stated he was aware of Resident #25's fall on 
1/27/25 but was not informed by Nurse #3 that Resident #25 complained of left knee pain on 1/27/25 and 
1/28/25. He further stated he ordered x-rays of her left knee. 

In an interview with the Interim Director of Nursing (DON) on 2/22/25 at 5:00 pm, she stated the nursing staff 
should have notified the Physician of Resident #25's complaints of pain.

During an interview on 2/22/25 at 5:00 pm with the Administrator, she stated her expectations of the nursing 
staff were to notify the Physician when Resident #25 complained of pain.
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41387

Based on observation and staff interviews, the facility failed to protect a resident's health care information by 
leaving confidential medical information unattended, visible and accessible to others on the computer screen 
for 1 of 5 medication carts observed for privacy and confidentiality (100-hall medication cart).

Findings included:

During a continuous observation on 2/17/2025 at 5:58 am, Nurse #1 was observed walking away from the 
100-hall medication cart located in the hallway with Resident # 43's medical information (name, date of birth, 
code status and list of six different medications) visible on the computer screen from the 100-hall medication 
cart positioned five feet from Resident #43's doorway. Nurse #1 was observed entering Resident # 43's 
room. At 6:00 am, as Nurse #1 returned to the 100-hall medication cart with the computer screen continuing 
to display Resident #43's medical information, Nurse aide #9 walked by the 100-hall medication cart. Nurse 
#1 was observed changing the computer screen to Resident #26's medical information (name, date of birth, 
code status and list of medications) and walking five feet away from the 100-hall medication cart to enter 
Resident #26's room to take Resident #26's blood pressure. Nurse #1 was called back to the 100-hall 
medication cart. 

On 2/17/2025 at 6:02am an interview with Nurse #1 revealed she realized she did not turn the computer 
screen off to protect Resident #43's and Resident #26's medical information before leaving the 100-hall 
medication cart. She stated she should have locked the computer screen to hide Resident #43's and 
Resident #26's medical information before walking away from the 100-hall medication cart. 

On 2/18/2025 at 3:38 pm in an interview with the Director of Nursing, she stated Nurse #1 should have 
provided privacy to Resident #43's and Resident #26's medical information by turning the computer screen 
black (locking) so anyone walking by the 100-hall medication cart when Nurse #1 was not present was 
unable to visualize and read Resident #43's and Resident #26's medical information. 
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Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to 
receiving treatment and supports for daily living safely.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39731

Based on observations and resident and staff interviews, the facility failed to maintain shower floor tiles in 
good condition on 1 of 3 shower rooms (100-hallway shower room). 

Findings included:

During a tour of the 100-hallway shower room on 2/16/25 at 3:48 PM, broken floor tiles were observed in the 
1st and 2nd shower stalls on the left side of the shower room. Resident #70 was present. He reported he 
could bathe himself once he was assisted to the shower room. He stated he pulled himself up with the grab 
bar in the shower which placed him with his feet directly on the broken shower tiles. Resident #70 stated he 
had expressed concerns to staff with no results. He stated he could not remember the last time he reported it 
or to whom.

An observation was made of the 100-hall shower room [ROOM NUMBER]/16/25 at 4:47 PM. In shower stall 
#1 there was 11 inches by 14 inches of broken tile below the temperature control and the handrail. In shower 
stall #2 there was 2 inches by 2 inches of broken tile at the center of the shower under the handrail and 
shower head.

An interview was conducted with the Regional Maintenance Consultant on 2/18/25 at 11:41 AM who stated 
the shower tiles needed to be replaced, and they were a potential hazard to residents when showering. He 
stated the facility was in the process of hiring a Maintenance Supervisor.

During an interview with the Regional Housekeeping Consultant on 2/18/25 at 2:06 PM he stated he was 
unaware of the broken tiles in the 100-hall shower room and none of his staff had mentioned it.

An interview was conducted with Nurse Aide (NA) #15 on 2/18/25 at 2:42 PM she stated she had not noticed 
the broken tile in the showers. She reported that there were residents that come into the shower room to take 
their own shower. NA #15 stated residents who were taking their own shower would likely use the front left 
side of the shower where the broken tile was located. She stated the facility has not had a maintenance staff 
member for a few weeks.

During an interview with NA #16 on 2/18/25 at 5:23 PM stated she was aware of the broken tiles and had 
reported it to maintenance staff a few weeks ago. She stated she reported her concern to the maintenance 
supervisor prior to the last one.

An interview was conducted with the Director of Nursing (DON) on 2/18/25 at 4:52 PM. She stated she was 
not aware of the broken tiles in the shower room and none of the staff had advised her.

Attempts to contact the former Maintenance Director were not successful. 

The Administrator was interviewed on 2/22/23 at 6:26 PM. She stated she was not aware of the broken tiles 
in 100-hall shower room. The Administrator stated she expected staff to notify maintenance staff of any 
maintenance concerns. 
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Protect each resident from the wrongful use of the resident's belongings or money.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41387

Based on record reviews, observations, and staff, Pharmacist and Pharmacy Consultant interviews, the 
facility failed to protect the resident's right to be free from misappropriation of controlled medications. In 
[DATE], this affected six residents reviewed for misappropriation of property (Resident #232, Resident #109, 
Resident #87, Resident #81, Resident #16 and Resident #14) and on [DATE], Resident #14's discontinued 
controlled medications were removed from 300-hall medication cart and not returned to the pharmacy. 

The findings included: 

1. a. Resident #232 was admitted to the facility on [DATE].

Physician orders dated [DATE] included Oxycodone HCL (an opioid) 5 milligrams(mg) every 4 hours as 
needed for pain. 

Pharmacy's control medication report recorded Resident #232 was dispensed two separate orders for 90 
tablets of Oxycodone HCL 5mg tablet on [DATE].

The [DATE] Medication Administration Record indicated Resident #232's last dose of Oxycodone HCL 5mg 
was administered on [DATE] at 4:00 pm by Nurse #10. 

Resident #232 expired on [DATE] in the facility.

The facility's controlled substance count sheet for medication cart 300-hall recorded 35 controlled substance 
sheets on [DATE] at 7:00am when Nurse #8 and Nurse #10 counted at the change of shift. Nurse #10 
recorded removal of a total of four controlled substance sheets and listed two controlled substance sheets 
(didn't include the name of the controlled medications) removed for Resident #232 with Nurse #14 co-sign 
signature. The number of controlled substance sheets was recorded as 31 for the 300-hall medication cart 
on [DATE] at 7:00pm at shift change for Nurse #10 and Nurse #11. 

b. Resident #109 was admitted to the facility on [DATE].

Physician orders dated [DATE] included Oxycodone HCL 5 milligrams(mg) every 4 hours for pain as needed. 

Resident #109 was not listed on the pharmacy's control medication report as having received any controlled 
substances in [DATE].

The [DATE] Medication Administration Record indicated Resident #109 received doses of Oxycodone HCL 
5mg on the following dates:

-[DATE] at 1:20 pm 

-[DATE] at 1:00 pm

(continued on next page)
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-[DATE] at 9:07am

-[DATE] at 12:34 pm

-[DATE] at 9:32 am 

-[DATE] at 11:50 pm

-[DATE] at 1:08 pm

-[DATE] at 12:54 pm

There was no documentation on Resident #109's controlled drug receipt record/disposition form for 
Oxycodone 5mg of the above medications removed for administration to Resident #109.

Resident #109's control drug receipt record/disposition form for Oxycodone HCL 5mg indicated 60 tablets 
were accounted for by Nurse #8 and the form stated each dose signed for here requires charting on the 
medication record. There were 17 tablets recorded removed from the Oxycodone 5mg medication card from 
[DATE] through [DATE] and there were only 4 tablets recorded as administered to Resident #109 on 
Resident 109's [DATE] MAR from [DATE] through [DATE].

A photo of Resident #109's Oxycodone HCL 5mg medication card dated dispensed [DATE] displayed 50 
tablets and bubble slots ,d+[DATE] empty on the medication card. On the back side to the Oxycodone HCl 
5mg medication card, slots number 10 and 27 were observed as opened and recovered. 

c. Resident #87 was admitted to the facility on [DATE].

Resident #87's physician orders dated [DATE] included Oxycodone HCL milligrams (mg) tablet take one to 
two tablets every four hours for pain.

Pharmacy's control medication report recorded Resident #87 was dispensed 30 tablets of Oxycodone HCL 
5mg tablet on [DATE].

A photo of Resident #87's Oxycodone HCL 5mg medication card dated dispensed [DATE] displayed 30 
tablets and bubble slots 30 empty and reported bubble slot number 5 empty/missing on the medication card. 
On the back side to the Oxycodone HCl 5mg medication card, slot number 30 was opened and number 5 
was recovered. 

Resident #87's control drug receipt record/disposition form for Oxycodone HCL 5mg indicated 30 tablets 
were accounted for and the form stated each dose signed for here requires charting on the medication 
record. There was one tablet recorded removed from the Oxycodone 5mg medication card on [DATE]. 

Resident #87's [DATE] Medication Administration Record (MAR) recorded three doses of Oxycodone HCL 
10mg were administered to Resident #87 on [DATE], [DATE] and [DATE]. There was no documentation on 
the [DATE] MAR that Resident #87 received a dose of Oxycodone HCL 5mg on [DATE].

d. Resident #81 was admitted to the facility on [DATE].

(continued on next page)
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Physician orders dated [DATE] included Oxycodone HCL 5 milligram (mg) every six hours as needed for 
pain. 

A photo of Resident #81's Oxycodone HCL 5mg medication card dated dispensed [DATE] displayed 57 
tablets and bubble slots ,d+[DATE] empty and reported bubble slot number 27 and 18 as empty/missing on 
the medication card. On the back side to the Oxycodone HCl 5mg medication card, slot number 18 and 37 
were recovered. 

Resident #81's control drug receipt record/disposition form for Oxycodone HCL 5mg indicated 50 tablets 
were accounted for on [DATE] and the form stated each dose signed for here requires charting on the 
medication record. There were 40 tablets total recorded removed from the Oxycodone 5mg medication card 
with a zero balance on [DATE]. There were 10 Oxycodone 5mg tablets unaccounted for on Resident #81's 
control drug receipt record/disposition form. 

Resident #81's [DATE] Medication Administration Record (MAR) recorded 22 doses of Oxycodone HCL 5mg 
were administered to Resident #87 from [DATE] through [DATE]. There was 10 doses not recorded on the 
[DATE] MAR documented as removed from Resident #81's control drug receipt record/disposition form for 
Oxycodone HCL 5mg. There were three doses recorded as given on the [DATE] MAR that were not 
documented as a removal on Resident #81's control drug receipt record/disposition form for Oxycodone HCL 
5mg. 

e. Resident # 16 was admitted to the facility on [DATE].

Physician orders dated [DATE] included Oxycodone 5 mg every six hours as needed for pain. 

A photo of Resident #16's Oxycodone HCL 5mg medication card dated dispensed [DATE] displayed 18 
tablets and bubble slots ,d+[DATE] empty and reported bubble slot number 4 and 14 as empty/missing on 
the medication card. On the back side to the Oxycodone HCl 5mg medication card, slot number 4 and 14 
were recovered. 

Resident #16's control drug receipt record/disposition form for Oxycodone HCL 5mg indicated 30 tablets 
were accounted for on [DATE] and the form stated each dose signed for here requires charting on the 
medication record. There were 12 tablets total recorded removed from the Oxycodone 5mg medication card 
with 18 as the balance on [DATE]. 

Resident #16's [DATE] Medication Administration Record (MAR) recorded a total of 2 doses of Oxycodone 
HCL 5mg were administered to Resident #87 on [DATE] (1 dose) and [DATE] (1 dose). There was 10 doses 
not recorded on the [DATE] MAR that were documented as removed from Resident #16's control drug 
receipt record/disposition form for Oxycodone HCL 5mg. 

f. Resident #14 was admitted to the facility on [DATE].

Physician orders dated [DATE] included Oxycodone HCL 5 milligram (mg) tablets one every six hours as 
needed for pain. 

(continued on next page)
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A photo of Resident #14's Oxycodone HCL 5mg medication card dated dispensed [DATE] displayed 18 
tablets and bubble slots ,d+[DATE] empty and reported bubble slot number 4 and 14 as empty/missing on 
the medication card. On the back side to the Oxycodone HCl 5mg medication card, slot number 4 and 14 
were recovered. 

Resident #14's control drug receipt record/disposition form for Oxycodone HCL 5mg indicated 90 tablets 
were accounted for on [DATE] and the form stated each dose signed for here requires charting on the 
medication record. There were 58 tablets total recorded removed from the Oxycodone 5mg medication card 
with 32 as the balance on [DATE]. 

Resident #14's [DATE] Medication Administration Record (MAR) recorded a total of 2 doses of Oxycodone 
HCL 5mg were administered to Resident #14 on [DATE] (1 dose) and [DATE] (1 dose). There were 26 doses 
not recorded on the [DATE] MAR that were documented as removed from Resident #14's control drug 
receipt record/disposition form for Oxycodone HCL 5mg. 

Resident #14's [DATE] Medication Administration Record (MAR) recorded a total of 7 doses of Oxycodone 
HCL 5mg were administered to Resident #14 on [DATE] through [DATE]. There were 25 doses not recorded 
on the [DATE] MAR that were documented as removed from Resident #14's control drug receipt 
record/disposition form for Oxycodone HCL 5mg. 

The facility submitted an initial allegation report dated [DATE] signed by the former Administrator reporting a 
diversion of facility drugs to the state agency. The initial allegation report stated the facility became aware of 
the incident on [DATE] at 2:40 pm and reported the incident occurred between [DATE] and [DATE]. The 
initial allegation report stated during a shift change an in-coming licensed nurse identified that Oxycodone 
5mg (an opioid/pain medication) medication cards for three different residents were tampered with. The 
Oxycodone tablets in the medications cards had been replaced with a different medication that resembled 
oxycodone to make the count deem correct. The total of 27 tablets of oxycodone 5mg were missing. All three 
residents have no signs of pain or discomfort. 

The facility reported that the local police department was notified of the incident on [DATE] at 2:40 pm. 

(continued on next page)

7714345529

05/28/2025



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      

345529 02/24/2025

Universal Health Care/North Raleigh 5201 Clarks Fork Drive NW
Raleigh, NC 27616

F 0602

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

The facility's investigation summary completed on [DATE] by the former Administrator reported that on 
[DATE], the facility's Director of Nursing (DON) and the Unit Coordinator inspected the controlled 
medications cards in all the medication carts in the facility to identify any other medications cards that were 
tampered with. Two other residents' controlled medication cards were identified as having been tampered 
with, with three tablets of Oxycodone replaced with another tablet that resembled oxycodone 5 mg. The total 
of oxycodone 5mg tablets missing was identified as 30 tablets. On [DATE], the DON reviewed the controlled 
medications that were to be returned to the pharmacy for disposal and identified two oxycodone 5mg 
medication cards for Resident #232 were missing. When the DON contacted Nurse #8 who removed the 
missing cards from the medication cart to return to the DON, Nurse #8 told the DON she misplaced the 
medication and did not know where she put them. A review of the controlled substance count sheet indicated 
Nurse #8 signed the two medication cards out of the medication cart and was co-signed by the weekend 
supervisor Nurse #12. The DON interviewed Nurse #12, who stated she did not co-sign with Nurse #8. When 
the DON showed Nurse #12 the signature on the controlled substance count sheet and Nurse #12 disputed 
that she did not sign the form and indicated that the signature was created by another person. Narcotic count 
sheets indicated Nurse #8 worked on both medication carts with tampered medications cards and missing 
medication cards. The tampered medication cards were for oxycodone 5 mg, the same medication that 
Nurse #8 lost the two medication cards for Resident # 232 and forged a co-signature. The DON contacted 
Nurse #8 about the tampered medication and forged signature on [DATE] and [DATE]. Nurse #8 refused to 
be interviewed and chose not to respond when asked to report to the facility for a drug screening. Nurse #8 
was an agency employee who periodically worked in the facility from [DATE] to [DATE]. Nurse #8 will no 
longer be allowed to work at the facility. The facility concluded based on circumstantial evidence (forged 
signature, missing oxycodone 5mg medication cards and tampered of the oxycodone medication cards) 
there was reasonable suspicion that Nurse #8 diverted Oxycodone 5mg tablets for 6 residents (Resident 
#232, Resident #109, Resident #87, Resident #81, Resident #16 and Resident #14). The facility reported 
Nurse #8 to the North Carolina Board of Nursing on [DATE]. Licensed nurses and medication aides were 
re-educated on the importance of inspecting the medication cards to ensure they were not tampered with. 

The facility's investigation report dated [DATE] signed by the former Administrator was submitted to the state 
agency. The investigation report recorded the Department of Social Services (DSS) was notified on [DATE] 
with no on-site visit from DSS and there were no charges filed against the accused individual.

On [DATE], the facility's folder for [DATE] misappropriation of controlled medications was reviewed. There 
was documentation of sixteen nurses on [DATE] attending an educational in-service conducted by the former 
DON on inspection of controlled medication card and destruction of controlled medications in the dry drug 
buster requiring two nurse witness and signage. 

There was no documentation of resident assessments related to pain management with confirmed tampering 
of controlled medications. 

There was no documentation of the nursing staff education on the changes in adding and removing 
controlled medications from the medication carts and the DON returning controlled medications to the 
pharmacy. 

(continued on next page)
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There was documentation of random weekly control medication audits conducted on one resident one 
controlled medication per week by the former DON on [DATE], [DATE], [DATE], [DATE]. There were no 
missing tablets on the controlled medication cards. There was missing entries on the controlled medication 
sheet on [DATE] (CF) and crossed out and/or changed entries on [DATE], [DATE] and [DATE] for 2 
residents. The [DATE] audits were marked as reviewed in QAPI on [DATE].

 Unit Manager #1 conducted random audits in [DATE] ([DATE], [DATE], [DATE], [DATE] and [DATE]) one 
resident per day audited with no missing entries on controlled medication sheet, crossed out or changed 
entries or missing tablets on medication card. The [DATE] audits were not signed as reviewed in QAPI. 

On [DATE] at 5:30 pm, when asked if there was a corrective action plan, the facility provided corrective 
action plan for the misappropriation of controlled medications.

On [DATE] at 9:09 am in an interview with Nurse #13, she stated she could not recall the exact date in 
[DATE] when counting controlled medications at the change of shift with Nurse #8. She stated Nurse #8 
brought it to her attention the tablets in a medication card of oxycodone didn't look right. When the 
medication card was removed, there were tablets that look similar but not exactly like the controlled 
medication and there was tape observed on the back of the medication card over some of the bubble slots of 
the medication card. She stated the acting Administrator was notified. She stated when all residents' 
controlled medication cards were checked for tampering, correct count and correct medication, there were 
more residents' medication cards observed with tampering and/or missing controlled medications. Nurse #13 
was unable to recall the names of the residents who controlled medication cards were affected. She stated 
the facility change the process of counting and removing controlled medications from the medications cart 
after the incident in [DATE]. She explained the changes as: (1) when counting controlled medications inspect 
the back of the medication cards and tablets for suspicion of tampering, (2) adding and/or removing 
controlled medications to a medication cart required another nurse to count and sign with the nurse and (3) 
discontinued controlled medications were to remain on the medication cart and when the Director of Nursing 
removed the controlled medications to return to pharmacy, a nurse would count and sign with the DON.

On [DATE] at 4:17 am in a phone interview with Nurse #8, she stated prior to [DATE] the night nurses 
returned discontinued controlled medications to the pharmacy by completing return to pharmacy form, place 
in pharmacy tote, secure with zip tie and return to pharmacy when medications were delivered at night. 
Nurse #8 stated she was not given Resident #232's controlled medications to return to the pharmacy in 
[DATE]. She stated since [DATE], the process to receive and return controlled medications had changed. 
She explained two nurses have to count and sign controlled medications when added to the medications cart 
and/or removed to return to pharmacy. She stated nurses on the medications carts let the DON know when 
there were discontinued medications on the medication carts and DON was responsible for returning 
medications to the pharmacy now. 

(continued on next page)
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On [DATE] at 10:26 am in a phone interview with Nurse #8, she recalled in [DATE] while counting controlled 
mediations with another nurse (unable to recall name), the back of a controlled medications card was 
observed tampered with. She described the tampering as a tiny slit that had been made in the back of the 
bubble slot on the controlled medication card, there was a tablet in the bubble slot and a piece of tape was 
covering area where the slit was made. She stated the tablet inside looked similar to the controlled 
medication and questioned the medication because there was a number on the tablet. She stated the acting 
Administrator was at the facility and informed. She stated all controlled medications were counted for 
accuracy and assessed for tampering and drug test were performed on nursing staff. She explained after 
[DATE], two nurses counted and signed when adding controlled medications to the medications cart and the 
DON was the only person that could remove controlled medications from the medication cart to return 
controlled medications to the pharmacy. 

On [DATE] at 5:44 pm in an interview with Nurse #14, she explained she was the weekend supervisor and 
had worked at the facility since February 2018. She stated controlled medications were stored in a double 
locked drawer on the medications carts and two nurses were to count and sign the controlled medications 
records when adding controlled medications to the medication cart. She stated controlled medications were 
counted by two nursing staff at the change of the shift and when controlled medications counts were not 
correct the supervisor was notified to determine the reason the count was incorrect and notified the DON if 
unable to determine why the controlled medication was inaccurate. She stated she did not recall in [DATE] 
reports of inaccurate controlled medication counts. She explained she rarely worked during the week and in 
[DATE] when there was a concern with controlled medications on the medication carts. She recalled 
receiving a call from the former DON asking where the controlled medications for Resident #232 were 
located. She stated she remembered Resident #232 dying on a weekend (unsure of the date) and Nurse #10 
having Resident #232's three controlled medications cards that consisted of two controlled medications 
cards for oxycodone and one controlled medication card for Lorazepam asking her what she needed to do 
with Resident #232's controlled medications cards. She stated she verified the count on the controlled 
medications sheets and the controlled medication cards with Nurse #10, and the controlled medication sheet 
was marked with an x symbol. She stated she informed Nurse #10 to give the controlled medications to the 
night nurse to return the medications to the pharmacy. She explained discontinued controlled medications 
remained on the medication cart and were counted at the change of each shift until returned to the 
pharmacy. She said on [DATE] the former DON called inquiring where Resident #232's controlled 
medications were located because Nurse #10 had signed the controlled substance count sheet recording 
Resident #232 controlled medications had been given to her (Nurse #14). She stated she told the former 
DON Nurse #10 had been informed to give the discontinued controlled medications to the night nurse to 
return to the pharmacy and she (Nurse #14) had not signed a controlled substance sheet or received 
Resident #232's controlled medications. She stated she reviewed the signed controlled substance count 
sheet and that was not her signature on [DATE] when Resident #232's controlled medications were 
documented removed from the 300-hall medication cart. 

Attempts to interview Nurse #10 were unsuccessful. 

(continued on next page)
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On [DATE] at 4:12 pm in a phone interview with Unit Manager #1, she stated she was unable to recall the 
date and recalled reporting to work that morning and at nursing station #2 controlled medications were 
observed tampered with when counting the controlled medications and the former DON was notified. She 
stated the acting Administrator was present and the nurses who had worked at nursing station #2 were drug 
tested . She stated the facility did not drug test everyone. She stated she and the acting Administrator 
checked all the controlled medications on the medications carts for accurate count and tampering of 
controlled medications. She reported the controlled medication, Oxycodone, for Resident #232 was not 
located. She explained that the nursing staff were not sending residents' controlled medications back to the 
pharmacy and controlled medications were remaining on the medication carts long after discontinuation of 
the controlled medications. She stated on [DATE] when she and the former DON conducted a facility wide 
audit on the controlled medications, tampering was observed with Resident #87' controlled medications and 
the controlled medications were replaced by the pharmacy. She stated the residents affected with tampering 
of the controlled medications were assessed by the former DON and nurses. She stated the nursing staff 
was educated on the changes in the controlled medication sheet, documenting all controlled medications 
administered and non-controlled scheduled medications in the electronic MAR and documenting controlled 
medications removed on the controlled medication sheet. She stated the nursing staff were further educated 
on the changes that two nurses were required to count and sign when controlled medications were added 
and/or removed from the medication carts and the DON would be responsible for returning controlled 
medications to the pharmacy. 

On [DATE] at 5:25 pm in a phone interview with Pharmacist #1 and Pharmacist Consultant #1, they stated 
the Pharmacy Director of Clinical Services worked with the facility in [DATE] related to misappropriation of 
controlled medications and the person in that position no longer worked at the pharmacy. Pharmacist #1 
stated there was no record in the pharmacy that Resident #232 controlled medication, Oxycodone, was 
returned to the pharmacy. 

On [DATE] at 9:29 am in a phone interview with the Pharmacist Consultant #1, she stated due to the 
turnover in the Director of Nursing position, the pharmacy consultants had been providing education to the 
DON on the process of returning controlled medications using the return to pharmacy triple form to list the 
controlled medications and using the red pharmacy totes to return controlled medications to the pharmacy. 
She stated on [DATE] a medication inspection was performed at the facility and there were no controlled 
medications observed to return to the pharmacy. 

(continued on next page)
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On [DATE] at 1:56 pm in a phone interview with the former Director of Nursing, she remembered receiving a 
call about tampered controlled medication cards discovered by Nurse #13. Unit Manager #1, who was at the 
facility, conducted an audit on all controlled medications on the medication carts and removed all the 
tampered controlled medications cards off the medications carts and were replaced by the pharmacy. She 
stated the controlled medications for Resident #232 were not located. She stated nurses were drug tested 
with negative results reported and one nurse did not return for a drug test or work and was reported to the N.
C. Board of Nursing. She stated residents' assessments for pain management was completed and the 
nursing staff received education on accuracy accounting for controlled medications when receiving and 
removing controlled medications for the medication carts. She stated it was changed to the DON would be 
responsible in returning controlled medications to the pharmacy and stated controlled medications were to be 
returned within ,d+[DATE] hours and not remain in the facility. She stated the nursing staff receiving 
educational training on two nurses counting and signing for controlled medications when adding and 
removing controlled medications to the medication carts and counting the number of controlled medications 
cards and the actual number of tablets in each controlled medication card sheet at the change of the shift. 
She stated another audit of all controlled medications on the medication carts were conducted a week later 
and further tampering of resident controlled medications. She stated there were ongoing audits conducted on 
controlled medications on the medication carts conducted and the information was discussed in Quality 
Assurance and Performance Improvement (QAPI) meetings.

On [DATE] at 1:33 pm in a phone interview with the former Administrator, she stated when a concern with 
misappropriation of controlled medications was identified by Nurse #13, all controlled medications on the 
medication carts were audited and further discovering of tampering of controlled medications were identified. 
Residents' controlled medications were replaced and nursing staff were educations of the changing in adding 
and removing controlled medications to the medication cart. Residents were interviewed with no negative 
findings related to pain. She explained there was a plan of correction and should be in the QAPI minutes for 
[DATE]. She stated the Assistant Administrator in [DATE] would have more information on the plan of 
correction.

On [DATE] at 2:32 pm in a phone interview with the former Assistant Administrator, she stated she was left 
the facility in [DATE] after the incident with misappropriation of controlled medications. She stated the 
Administrator and Regional Clinical Consultant addressed the concern. She stated she was not sure there 
was a plan of correction. 

(continued on next page)
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On [DATE] at 10:50 pm in a phone interview with Regional Clinical Consultant, he explained due to the 
facility's history with diversion of controlled medications there had been a plan of correction in place and the 
facility continued with the plan of correction in [DATE] when controlled medications cards were found at the 
change of shift tampered with. He explained that the facility was only counting the number of controlled 
medication cards and were not actually counting the number of pilling in the controlled medication cards. 
New practices included counting the number of controlled medication cards and the actual count for each 
controlled medication card on the medication cart at the change of each shift, inspecting the back of the 
controlled medications cards and controlled medication sheet for each medication cart required two nurses to 
count and sign when controlled medications were added and removed from the medication cart. He stated 
the DON only was to remove controlled medications from the medication carts to return controlled 
medications to the pharmacy Monday through Friday. He stated controlled medications that remained on the 
medication carts were counted at the change of the shift on the weekends to be returned to the pharmacy by 
the DON on Monday. He stated when tampering with controlled medications were identified on [DATE], all 
medications carts where audited, nurse staff were educated on counting controlled medications and the 
process for removing controlled medications from the medication cart. He stated Nurse #10 was reported to 
the North [NAME] Board of Nursing due to suspicion of misappropriation of controlled medications and audits 
were conducted on the new process for controlled medications and reviewed in Quality Assurance and 
Performance Improvement (QAPI) meetings. 

On [DATE] at 1:10 pm, when asked for a second time, the facility was unable to provide a corrective action 
plan for misappropriation of property related to controlled medications. 

2. Resident #14 was admitted to the facility on [DATE].

Resident #14 died on [DATE].

Physician orders dated [DATE] at 5:48 pm included oxycodone HCL (an opioid) 10 milligrams(mg) tablets; 
take two tablets every six hours as needed for pain. There was a previous order dated [DATE] for oxycodone 
HCL 10mg one tablet every six hours for pain as needed that was discontinued on [DATE]. Physician orders 
also included the controlled medications: Morphine sulfate concentrate solution (an opioid) 100mg per 5 
milliliters with instructions to give 0.25 milliliters every three hours as needed for moderate to severe pain or 
shortness of breath on [DATE] and Lorazepam (antianxiety medication) 0.5mg every six hours as needed for 
anxiety. 

A review of the February 2025 Medication Administration Record indicated Resident #14 received 
Oxycodone 10mg two tablets on [DATE] and [DATE]. Oxycodone 10mg was administered on for a total of 
eleven doses from [DATE] to [DATE]. 

(continued on next page)
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On [DATE] at 7:17 am, an interview and observation was conducted. Medication aide #4 and Nurse #15 
were observed counting the controlled medications at the change of shift narcotic count for the 300-hall 
medication cart. The following controlled medications were on the 300-hall medication for Resident #14: one 
Oxycodone 10mg controlled medication card with 35 tablets verified with the controlled medication sheet, 
oxycodone 5mg controlled medication card with 20 tablets verified with the controlled medication sheet, 
Lorazepam 0.5mg controlled medication card with 3 tablets verified with the controlled medication sheet and 
a bottle of Morphine Sulfate solution with 13.5 milliliters verified with the controlled medication sheet. 
Medication Aide #4 stated controlled medications were returned to the pharmacy at night and the pharmacy 
did not deliver medications on Sunday ([DATE]). She stated the unit managers removed the controlled 
medications off the medication carts and completed the return to pharmacy form to return controlled 
medications to the pharmacy. 

A review of the controlled substance count sheet for 300-hall medication cart on [DATE] recorded three 
controlled medication cards for Resident #14 were removed on [DATE]: Oxycodone 5mg, Oxycodone 10mg 
and Lorazepam 0.5mg and the initials of the Director of Nursing (DON) as the person that removed the 
controlled medications. 

On [DATE] at 4:30 pm an interview was conducted with the DON, who resigned on [DATE]. During the 
interview the DON informed the surveyor there were controlled medications in a filing cabinet behind the 
locked door of the DON's office. No further information was obtained in the interview. 

On [DATE] at 4:10 pm in a phone interview with Interim Director of Nursing, she stated she had not received 
Resident #14's oxycodone medication card from the 300-hall medication cart from any nursing staff. She 
stated she understood unit managers were removing controlled medications off the medication carts and 
giving them to the DON, who was responsible for ensuring controlled medications were returned to the 
pharmacy. The Interim DON stated Resident #14's controlled medications should have been removed from 
the 300-hall medication cart and returned to the pharmacy immediately after Resident #14's death. 

On [DATE] at 4:14 pm and interview and observation was conducted with Nurse #4. Nurse #4, who was 
assigned the 300-hall medication cart, stated Resident #14's Oxycodone and Lorazepam controlled 
medication cards were not on the medications cart and the DON would have removed the [TRUNCATED]
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Ensure each resident receives an accurate assessment.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39731

Based on record review, observations and staff interviews, the facility failed to accurately code the Minimum 
Data Set (MDS) assessment in the area of Pre-Admission Screening and Resident Review (PASARR) 
(Resident #17, Resident 67, and Resident #4), use of opioid pain medication (Resident #14), schizophrenia 
(Resident #41) and anticoagulants (Resident #10) for 6 of 54 residents whose MDS assessments were 
reviewed. 

Findings included:

1. Resident #17 was admitted to the facility on [DATE] with diagnoses that included depression and 
dementia.

Resident #17's care plan included a focus for dementia and PASARR. Interventions included administering 
medications as ordered. 

Resident #17's medical record revealed a level II PASARR determination date of 8/17/23.

The annual Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #17 was not currently 
considered by the state level II PASARR process to have a serious mental illness. 

On 2/21/25 at 2:08 PM in an interview with MDS Coordinator #1, he stated the 7/6/24 MDS for Resident #17 
should have been coded as having a Level II PASARR determination. 

2. Resident #67 was admitted to the facility on [DATE] with diagnoses that included anxiety disorder and 
depression.

Resident #67's care plan included a focus for the use of psychotropic medications and behaviors. 
Interventions included administering medications as ordered.

Resident #67's medical record revealed a level II PASARR determination date of 2/7/23.

The annual Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #67 was not currently 
considered by the state level II PASARR process to have a serious mental illness. 

On 2/21/25 at 2:08 PM in an interview with MDS Coordinator #1, he stated the 4/5/24 MDS for Resident #67 
should have been coded as having a Level II PASARR determination. 

3. Resident #4 was admitted to the facility on [DATE] with diagnoses that included bipolar disorder.

Resident #4's care plan included a focus for behaviors such as refusal of care.

Resident #4's medical record revealed a level II PASARR determination date of 4/23/19.

(continued on next page)
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The annual Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #4 was not currently 
considered by the state level II PASARR process to have a serious mental illness. 

On 2/21/25 at 2:08 PM in an interview with MDS Coordinator #1, he stated the 12/10/24 MDS for Resident 
#4 should have been coded as having a Level II PASARR determination. 

41387

4. Resident #14 was admitted to the facility on [DATE] with diagnoses including osteoarthritis to both knees 
and partial intestinal obstruction.

Resident #14's care plan included a focus for pain related to arthritis and bowel (intestinal) blockage. 
Interventions included administering medications as ordered. 

Physician orders dated 11/7/2024 for Resident #14 included Oxycodone (an opioid analgesic used to treat 
moderate to severe pain) 5 milligrams one tablet as needed for pain. 

Resident #14's December 2024 Medication Administration Record MAR recorded Resident #14 received 
Oxycodone daily on the following dates: 12/1/2024 to 12/8/2024, 12/10/2024 to 12/14/2024, 12/16/2024 to 
2/18/2024 and 12/20/2024 to 12/31/2024. 

Resident #14's quarterly Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #14 was 
cognitively intact and was not coded for Resident #14 receiving opioid pain medication.

On 2/22/2025 at 8:30 p.m. in an interview with the MDS Coordinator #2, she stated Resident #14's 
December 2024 MAR recorded Resident #14 receiving opioid pain medication in the 7-day look back period 
for the MDS dated [DATE], and Resident #14's MDS should have been coded for receiving opioid pain 
medication. 

On 2/22/2025 at 8:42 p.m. in an interview with the Administrator, she stated Resident #14's MDS 
assessment should reflect Resident #14's information correctly. 

5. Resident #41 was admitted to the facility on [DATE] with diagnoses including major depressive disorder. 

Physician's orders dated 12/11/2024 included Risperidone (an atypical antipsychotic medication used to treat 
schizophrenia and bipolar disorder) 2 milligrams (mg) one tablet a day for anxiety, and Sertraline (a 
medication used for depression, panic disorders and social anxiety disorders) 50 mg one time a day for 
depression. 

The psychiatric physician note dated 1/23/2025 recorded Resident #41 was receiving Risperidone 2 mg at 
night for management of schizophrenia. The psychiatric physician note also reported there was no increase 
in symptoms of anxiety or depression and staff reported no behavioral concerns suggesting the current 
medication was effective in managing Resident #41's schizophrenia. 

Resident #41's February Medication Administration Record recorded Resident #41 received Risperidone 
2mg daily from 2/1/2025 to 2/22/2025.

(continued on next page)
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The quarterly Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #41 was moderately 
cognitively impaired and had displayed no behaviors in the 7-day look back period. Resident #41's MDS was 
coded for receiving antipsychotic medication on a daily basis and was not coded for schizophrenia.

On 2/22/2025 at 8:27 p.m. in an interview with MDS Coordinator #2, she stated Resident #41's MDS dated 
[DATE] was not coded for schizophrenia due to not finding supportive evidence to validate the diagnosis of 
schizophrenia. She stated the psychiatric physician note was not enough evidence to support coding 
Resident #4's MDS for schizophrenia. 

On 2/22/2025 at 8:41 p.m. in an interview with Corporate Nurse Consultant #1, she stated coding Resident 
#41 as Schizophrenia triggers an audit and Resident #41's medical record may need to include more than 
the psychiatric physician note to code the MDS for schizophrenia. 

50234

6. Resident #10 was admitted to the facility on [DATE] with diagnoses including cerebral infarction (stroke), 
peripheral artery disease, and coronary artery disease. 

Resident #10's physician orders noted orders dated 1/14/25 for Plavix (an antiplatelet) 75 milligrams (mg) 
one tablet daily and Aspirin Chewable (an antiplatelet) 81mg one tablet daily. There were no orders for an 
anticoagulant. 

Resident #10's admission Minimum Data Set (MDS) assessment dated [DATE] indicated he was severely 
cognitively impaired. The MDS indicated he was taking anticoagulants (prevent or reduce blood clotting) and 
antiplatelets (prevents platelets from clumping together and forming blood clots). 

In an interview with the MDS Coordinator on 2/22/25 at 4:13 PM, she said the MDS was miscoded and 
Resident #10 was not on any anticoagulants.

In an interview with the Administrator on 2/22/25 at 6:34 PM, she said the MDS assessments were expected 
to be accurate. 
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41387

Based on record review and resident representative and staff interviews, the facility failed to provide 
incontinent care to a resident that was dependent on nursing staff assistance for activities of daily living 
(ADL) for 1 of 3 residents reviewed for ADL (Resident #33). 

Findings included: 

Resident #33 was admitted to the facility on [DATE] with diagnoses including Alzheimer's disease and 
aphasia (inability to speak). 

Resident #33's care plan dated 1/10/2025 indicated Resident #33 was incontinent of urine and stool. 
Interventions included one person assistance with toileting and providing toileting hygiene when changing 
adult briefs. 

The significant change Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #33 was 
severely cognitively impaired, incontinent of urine and stool and was dependent on nursing staff to provide all 
activities of daily living. 

On 2/17/2025 at 10:47 am in a phone interview with Resident #33's Representative, she voiced a concern 
that Resident #33 was found soaked with urine when NA # 9 reported to work at 3:00pm on 2/14/2025. 
Resident #33's representative stated when she visited after 5:00pm on 2/14/2025, NA #9 informed her 
Resident #33 and the bed linens were soaked with urine when she came on shift that day. 

On 2/21/2025 at 7:37 pm in a phone interview with Nurse Aide (NA) #9, she explained the on-coming nurse 
aide and off-going nurse aide were to check the residents at the end of a shift and on 2/14/2025, she did not 
check the residents with NA #12. She stated she reported to work at 3:00 pm on 2/14/2025, put away her 
personal belongings and promptly began checking the dependent residents on her assignment. She stated 
Resident #33 was observed with the adult brief, the two piece pajama set Resident #33 was wearing, the 
draw sheet and the fitted sheet underneath Resident #33, the top sheet and the bed covering wet with urine. 
She stated NA #12 assisted her in changing Resident #33 and she did not ask NA #12 why Resident #33's 
adult brief had not been changed. NA #9 stated Resident #33's adult briefs were usually not very wet when 
changed every two hours.

On 2/22/2025 at 9:04 pm in a phone interview with NA #12, she stated she worked a 7:00 am to 3:00 pm 
shift and a 3:00pm to 11:00 pm shift on 2/14/2025. She stated her assignment consisted of rooms 13 rooms 
for the 7:00 am to 3:00 pm shift that included four residents to assist with eating during that shift. She stated 
she was able to complete personal and incontinent care for all the assigned residents and Resident #33 was 
included in her assignment on 2/14/2025 during the 7:00am to 3:00pm shift. She recalled changing Resident 
#33 that morning, during her bath before lunch and after assisting Resident #33 with lunch at approximately 
12:30 pm. She stated she assisted NA #9 providing incontinent care after 3:00pm and admitted Resident 
#33's bed linens were wet. She explained due to Resident #33's adult brief positioned sideways the urine 
had wet the bed linens and Resident #33's pajamas rather than the adult brief. 

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

Residents Affected - Few

On 2/22/2025 at 3:48 pm in an interview with Interim Director of Nursing, she stated she was not aware NA 
#9 had observed Resident #33's clothing and bed linens wet with urine upon reporting to work at 3:00 pm. 
She stated nursing staff were to check residents dependent on assistance with activities of daily living every 
two hours and/or as needed. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41387

Based on observations, record review and staff interviews, the facility failed to equip 2 of 2 designated 
resident smoking areas with fire preventative equipment (Smoking Area #1 and Smoking Area #2) and to 
complete a quarterly smoking assessments for 1 of 1 resident reviewed for smoking (Resident #37). 

Findings included:

1. On 2/16/2025 at 12:35 pm, one resident was observed smoking in Smoking Area #1, the designated 
shelter covered smoking area outside the activities recreation room. Smoking Area #1 was observed with a 
fire extinguisher, two small 4 inch diameter ash trays and a small beige plastic trash can. There was no 
smoking aprons, fire blanket or self-closing metal containers to empty ashtrays observed in Smoking Area 
#1. 

On 2/16/2025 at 3:14 pm, a new non-sheltered designated smoking area, Smoking Area #2, was observed 
with three vinyl chairs, two plastic foot pedal trash cans, a fire extinguisher, three hanging fire aprons and 
one metal standing ash tray. There was no smoking blanket or metal containers with self-closing covers into 
which ashtrays would be emptied in Smoking Area #2.

On 2/16/2025 at 4:38 pm in an interview with the Administrator, she stated the facility was in the process of 
moving the designated smoking area from Smoking Area #1 to Smoking Area #2 due to residents voicing 
concerns of smoke getting into the activities recreation room. 

On 2/18/2025 at 2:59 pm in an observation of Smoking Area #2, there was one cigarette butt observed in the 
plastic foot pedal trash can. Two residents were observed smoking in the Smoking Area #2. 

On 2/22/2025 at 12:59 pm in an observation of Smoking Area #2, there was a plastic bag filled with trash and 
several cigarette butts observed in the plastic bag in the plastic trash can positioned to the right of the door 
when entering Smoking Area #2. 

On 2/22/2025 at 1:42 pm in an interview with the Administrator, she explained all of the smokers in the 
facility were unsupervised smokers and stated either Smoking Area #1 (used in inclement weather only) or 
Smoke Area #2 were used daily by the smokers. She stated that due to the limited amount of equipment 
observed in the designated smoking areas, all equipment observed in Smoking Area #2 was to be moved to 
Smoking Area #1 when it was used for inclement weather. She stated she needed to order fire preventative 
equipment. including metal containers for ashes, for Smoking Area #1 and Smoking Area #2. She stated the 
facility did not have fire blankets for Smoking Area #1 and Smoking Area #2 and stated the smoking aprons 
could be used as a fire blanket. 

2. Resident #37 was admitted to the facility on [DATE] with diagnoses including stroke.

Resident #37's care plan included a focus for smoking dated 8/14/2024, and interventions included 
performing smoking assessments as needed. 

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

Residents Affected - Few

A smoking assessment dated [DATE] recorded Resident #37 had dexterity problems and indicated Resident 
#37 could smoke unsupervised. This was Resident #37's most recent smoking assessment. 

The quarterly Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #37 was moderately 
cognitively impaired and had upper and lower extremity limited range of motion on one side of the body. 

On 2/16/2025, a list of independent unsupervised smokers was provided by the Administrator and Resident 
#37 was listed on the facility's smoking list as an independent unsupervised smoker. 

On 2/18/2025 at 2:59 pm, Resident #37 was observed smoking in the new non-sheltered designated 
smoking area accompanied by family members. Resident #37 was observed holding his cigar in the right 
hand with controlled movements to and from the lips while smoking. Resident #37 was observed positioned 
approximately four feet from the metal standup ashtray in a wheelchair and dropping ashes onto the 
concrete. There were no staff members observed in the smoking area. 

On 2/22/2025 at 3:11 pm in an interview with the Interim DON, she explained smoking assessments were 
triggered to complete quarterly after the MDS assessment, on admission and re-admissions to the facility. 
She stated nurses were responsible for conducting smoking assessments, and Resident #37 should have 
had a smoking assessment conducted since the last documented smoking assessment dated [DATE] in 
December 2024. She stated due to starting employment with the facility in January 2025, she didn't know 
why Resident #37 did not have a smoking assessment completed in December 2024 and added Resident 
#37 had triggered for a smoking assessment on 2/22/2025.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide safe, appropriate pain management for a resident who requires such services.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49502

Based on observation, record review, and staff and Physician interviews, the facility failed to ensure effective 
pain management for a resident with an unwitnessed documented fall on 1/27/25 and failed to provide pain 
management when assessed by the floor nurse during neurological assessments (an assessment done by 
the nurse to evaluate for potential brain injuries by checking mental status, level of consciousness, motor 
function, sensation, coordination, and reflexes) and used a numerical pain scale (a scale that uses numbers 
from 0 to 10 to measure pain with 0 meaning no pain and 10 meaning the worst pain) and having pain 
verbalized a 3 out of 10 for three (3) assessments and 6 out of 10 for four (4) assessments for 1 of 1 resident 
reviewed for pain management (Resident #25). 

The findings included:

Resident #25 was admitted to the facility on [DATE] with diagnoses which included transient ischemic attack 
(TIA), cerebral infarction without deficits, and type 2 diabetes mellitus.

Resident #25's care plan dated 9/24/24 revealed a focus for fall risk related to the need for assistance with 
transfers. Interventions included: offer to place resident in bed after lunch, place common items within reach 
of the resident, and remind resident to use their call light for assistance with activities of daily living (ADL).

Review of Resident #25's quarterly Minimum Data Set (MDS) dated [DATE] revealed she was cognitively 
intact. Resident #25 required staff assistance with activities of daily living (ADL).

A progress note dated 1/27/25 revealed Resident #25 was found on the floor lying on her back between her 
nightstand and her wheelchair and her left knee was bent. Resident #25 denied hitting her head but 
complained her left knee hurt pretty bad. The physician and resident representative (RP) were notified. 
Resident #25 was noted to have regular socks on both of her feet. The physician ordered an x-ray of the left 
knee.

Review of the neurological checklist dated 1/27/25 at 2:00 pm and completed by Nurse #3 revealed the 
following: 

- Q (every)15 minutes (Nurse checks resident every 15 minutes) at 2:00 pm 

BP: 124/90, pulse- 83, respirations- 18, alert and oriented x (times) 4 (Person-Place-Time-Situation), verbal 
expressions of pain marked- yes, and numerical [NAME] scale: 6.

- Q15 at 2:15 pm

Alert and Oriented x 3 (Person-Place-Time), verbal expressions of pain marked- yes, and numerical pain 
scale: 6.

- Q15 at 2:30 pm

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

Residents Affected - Few

Alert and Oriented x 3 (Person-Place-Time), verbal expressions of pain marked- yes, and numerical pain 
scale: 6

- Q15 at 2:45 pm 

Alert and Oriented x 3 (Person-Place-Time), verbal expressions of pain marked- yes, and numerical pain 
scale: 6.

- Q30 minutes (Nurse checks resident every 30 minutes) at 3:15 pm

Alert and Oriented x 3 (Person-Place-Time), verbal expressions of pain marked- yes, and numerical pain 
scale: 3.

- Q30 at 3:45 pm

Alert and Oriented x 3 (Person-Place-Time), verbal expressions of pain marked- yes, and numerical pain 
scale: 3.

- Q30 at 4:15 pm

Alert and Oriented x 3 (Person-Place-Time), verbal expressions of pain marked- yes, and numerical pain 
scale: 3.

- Q30 at 4:45 pm

Alert and Oriented x 3 (Person-Place-Time), verbal expressions of pain marked- yes, and numerical pain 
scale: 3.

- Q 1 hour (Nurse checks resident every hour) at 5:45 pm

Alert and Oriented x 3 (Person-Place-Time), verbal expressions of pain marked- yes, and numerical pain 
scale: 3.

- Q 1 hour at 6:45 pm

Alert and Oriented x 3 (Person-Place-Time), verbal expressions of pain marked- yes, and numerical pain 
scale: 3.

- Q 1 hour at 7:45 pm 

Alert and Oriented x 3 (Person-Place-Time) and verbal expressions of pain marked: No.

- Q 1 hour #4 at 8:45 pm

Alert and Oriented x 3 (Person-Place-Time) and verbal expressions of pain marked: No.

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

Residents Affected - Few

Review of a 72-hour post fall documentation note dated 1/28/25 at 5:45 pm and completed by Nurse #3 
revealed Resident #25 reported pain in her left knee. Nurse #3 obtained an order for x-ray of left knee. There 
was no documentation of pain medication given to Resident #25 noted. 

A physician's order was obtained on 1/28/25 for an x-ray for Resident #25's left knee and completed by the 
facility's mobile x-ray unit.

Review of Resident #25's x-ray results of her left knee dated 1/29/25 documented an acute hairline fracture 
of the left knee with mild swelling noted. 

Review of a progress note dated 1/29/25 at 9:09 am and completed by the Interim Director of Nursing (DON) 
revealed the Interdisciplinary Team (IDT) met and discussed Resident #25's fall on 1/27/25. The results of 
the x-rays completed were discussed and Resident #25 was sent to the hospital for evaluation.

Review of Resident #25's physician orders revealed no order for pain medication prior to being sent to the 
hospital for evaluation or after returning to the facility from the hospital on 1/29/25.

Review of Resident #25's January Medication Administration Record (MAR) revealed no pain medication had 
been given.

Review of physician's note dated 1/29/25 revealed he saw Resident #25 for a follow-up visit after an x-ray 
report noted a hairline fracture of the left knee. Her vital signs were within normal limits (WNL). Physical 
exam noted Resident #25 was awake and alert with decreased mobility and left shoulder painful to touch. 
Resident #25 was sent to emergency department (ED) for further evaluation.

Review of hospital discharge summary dated 1/29/25 revealed Resident #25 presented to the emergency 
department (ED) for evaluation of a fall on 1/27/95. A Computed Tomography (CT) scan of the head (which 
is a procedure that uses a computer linked to an x-ray machine to make a series of detailed pictures of the 
brain) was completed with no evidence of intracranial hemorrhage. A CT scan of the cervical spine was 
completed with no evidence of fracture. An x-ray of the left femur (bone of the thigh) was completed with no 
evidence of a fracture. An x-ray of the pelvis (the bones between the lower abdomen and upper thighs that 
connect the spine to the legs) was completed with no evidence of a fracture. An x-ray of the left tibia fibula 
(two long bones located in the lower leg) was completed with no evidence of a fracture, but moderate 
swelling was noted. Resident #25 was discharged from the hospital on 1/29/25 with no new referral or 
medication orders. 

In a phone interview with Nurse #3 on 2/20/25 at 2:01 pm, she stated she was the nurse when Resident #25 
was found on the floor. Nurse #3 did not remember the nurse aide who reported this to her. Nurse #3 further 
stated she did neurological assessments on Resident #25 which documented pain on a scale from 3 to 6 
from Resident #25. Nurse #3 explained the facility has a standing order for pain. The facility's standing order 
for pain was Acetaminophen 650 milligrams (mg) every 4 hours as needed for mild pain for 72 hours and to 
notify physician after 72 hours if pain persisted. When Nurse #3 was asked did she give Resident #25 any 
Acetaminophen, she replied no. Nurse #3 indicated she did not notify the physician of Resident #25's pain 
but should have notified the physician of Resident #25's pain.

(continued on next page)
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During a telephone interview on 2/20/25 with Physician # 1, he stated he was aware of Resident #25's fall on 
1/27/25. He further stated he ordered x-rays of her left knee. Physician #1 indicated he was not aware 
Resident #25 had any complaints of pain. The Physician indicated the facility's standing orders for 
Acetaminophen should have been administered.

During an interview on 2/22/25 at 10:39 am with Resident #25, she stated she had a fall in January and hurt 
her left knee. Resident #25 further stated she was told she fractured her knee, but the staff told her there 
was no fracture after returning from the hospital. Resident #25 recalled going to the hospital for her knee 
pain. Resident #25 stated she did not receive any medication for pain at the facility prior to being sent to the 
hospital for evaluation or after returning to the facility from the hospital on 1/29/25. She explained she still 
had mild knee pain, and it hurts more when the nursing staff roll her on her side to perform incontinent care. 
When asked did she inform the nursing staff of her knee pain, she replied yes but did not state if she asked 
for pain medication.

Nurse Aide (NA) #4 was interviewed on 2/22/25 at 3:06 pm. NA #4 stated she remembered the incident on 
1/27/25 but she was not assigned to Resident #25 on that day. NA #4 stated she worked with Resident #25 
after her fall on 1/27/25 and she complained of leg pain with incontinent care after the incident but cannot 
recall the exact dates. NA #4 further stated she reported complaints of pain to the floor nurse. 

In an interview with the Interim Director of Nursing (DON) on 2/22/25 at 5:00 pm, she stated Resident #25 
was sent to the hospital for evaluation on 1/29/25. The Interim DON's expectations were that the nursing 
staff monitored the residents for pain every shift and as needed (PRN) and inform the Physician for pain 
management if indicated.

During an interview on 2/22/25 at 5:00 pm with the Administrator, she stated she was aware Resident #25's 
fall on 1/27/25. She further stated she was unaware of Resident #25's complaints of pain but expected the 
nursing staff to monitor the residents for pain during their shifts and as needed (PRN) and inform the 
Physician for pain management if indicated. 
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way 
that maximizes each resident's well being.

41387

Based on record review, observation, and staff and Medical Director interviews, the facility failed to ensure 
nursing staff were competent in following manufacturer's guidelines for cleaning and disinfecting a shared 
glucometer when Nurse #1 was observed not disinfecting a shared glucometer (Resident #35). Also, 
Medication Aide #1 (an agency staff member) failed to clean and disinfect an individually assigned 
glucometer using the approved disinfectant wipes according to manufacturer's recommendations for 
Resident #32 who was observed having a blood glucose level checked. This occurred for 2 of 7 nursing staff 
members (Nurse #1 and Medication Aide #1) reviewed for competency.

Immediate jeopardy began on 2/17/25 when Nurse #1 failed to demonstrate competency through her failure 
to disinfect a shared glucometer per manufacturer's instructions. Immediate jeopardy was removed on 
2/19/25 when the facility implemented an acceptable credible allegation of immediate jeopardy removal. The 
facility will remain out of compliance at a lower scope and severity level of D (no actual harm with a potential 
for minimal harm that is not immediate jeopardy) for finding #2 and for the facility to complete agency and 
employee staff training with monitoring to ensure appropriate interventions are put into place. 

The findings included:

1. The skills validation record for Nurse #1 dated 5/7/2024 included the use of equipment that included 
glucometers. The former Assistant Director of Nursing signed the validation form on 5/7/2024.

An educational in-service roster dated 9/11/2024 and 9/12/2024 on cleaning glucometers between patients 
every time for infection control practices stated to allow the glucometer to air dry 2 minutes after wiping with 
purple wipes and place on a clean surface to dry. Nurse #1's signature was not included on the roster to 
indicate she had received the education.

On 2/17/2025 at 5:50 am in preparation to check Resident #35's blood glucose, Nurse #1 was observed 
searching for Resident #35's glucometer. Nurse #1 stated each resident had their individually assigned 
glucometer to check blood glucose levels. Nurse #1 was observed opening the top drawer of the 100-hall 
medication cart flipping three glucometer pouches labeled with Resident #66's, Resident #33's and Resident 
# 93's name and room number upward toward Nurse #1. Nurse #1 was observed locking the 100-hall 
medication cart and walking to the 200-hall medication cart before returning to the 100-hall medication cart 
and reopening the top drawer. Nurse #1 reflipped Resident #66's, Resident #33's and Resident # 93's 
labeled glucometer pouches upward toward her and picked up Resident #33's glucometer pouch. There was 
an unlabeled glucometer not in a labeled glucometer pouch observed underneath Resident #33's glucometer 
pouch. Nurse #1 stated the unlabeled glucometer was Resident #35's glucometer and was observed not 
disinfecting the glucometer before performing a blood glucose test on Resident #35 on 2/17/2025 at 5:56 am. 
Nurse #1 was observed returning the used unlabeled glucometer to the top drawer of the 100-hall medication 
cart without disinfecting the glucometer. 
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On 2/17/2025 at 6:00 am in an interview with Nurse #1, she stated Resident #35 did not have a labeled 
glucometer pouch and the reason she did not disinfect the glucometer before performing the blood glucose 
was because the staff member who used the glucometer before she used it should have disinfected the 
glucometer. Nurse #1 stated she did not think about disinfecting the glucometer after performing the blood 
glucose test. Nurse #1 was observed removing an alcohol pad from the top drawer of the 100-hall 
medication cart and wiping the unlabeled glucometer without an resident identified glucometer pouch with 
the alcohol pad and returning the unlabeled glucometer to the top drawer of the 100-hall medication cart. 
She stated she always disinfected glucometers with alcohol pads and Resident #35 was the only blood 
glucose monitoring she had to perform. 

In an interview with Nurse #2 on 2/18/2025 at 10:08 am, she identified the unlabeled / unidentified 
glucometer not stored in a pouch with a resident's name and room number as a shared glucometer. She 
stated the Resident #35 and Resident #31 who resided on the 100 hall did not have individually assigned 
glucometers and shared the unlabeled / unidentified glucometer. She also stated a disinfectant wipe was 
used to clean glucometers after each use on a resident. 

 On 2/18/2025 at 10:42 am in a follow up phone interview with Nurse #1, she stated she thought the 
unlabeled glucometer that was not in a pouch labeled with a resident's name and room number on the 
100-hall medication cart was Resident #35's glucometer on 2/17/2025 when performing the blood glucose 
monitoring. She stated Resident #31 also received blood glucose monitoring and did not have an individually 
assigned glucometer, and she had forgotten Resident #35 and Resident #31 shared the unlabeled 
glucometer not in a labeled pouch. Nurse #1 stated she was trained on how to use and disinfect a 
glucometer with employment orientation and was unable to recall the instructions on how to use the 
disinfectant wipes at the facility. She reported there were no disinfectant wipes on the 100-hall medication 
cart to clean the glucometer on the morning of 2/17/2025. 

On 2/17/2025 at 6:50 am in an interview with the Director of Nursing (DON), she stated the facility did not 
have a glucometer for every resident receiving blood glucose monitoring, and some of the glucometers on 
the medication carts were shared between residents. The DON stated Nurse #1 was to clean the glucometer 
that was shared between residents with the facility's EPA-disinfected wipes and allow the glucometer to dry 
for two minutes before storing in the resident's labeled glucometer pouch. The DON stated since starting at 
the facility five weeks ago, she had seen documentation that the nursing staff had received an educational 
in-services on cleaning and disinfecting glucometers. 

There was no documentation provided by the facility that recorded educational in-services were conducted 
on cleaning and disinfecting glucometers since 9/12/2024. 

The facility's Administrator was informed of the immediate jeopardy (IJ) on 2/18/2025 at 2:00 pm. 

The facility provided the following plan for IJ removal:

Identify those recipients who have suffered, or are likely to suffer, a serious adverse outcome as a result of 
the noncompliance:

The facility failed to ensure Nurse #1 was trained and competent in following manufacturer's guidelines for 
cleaning and disinfecting a shared glucometer and on knowing how to distinguish an individually assigned 
resident glucometer from a shared glucometer.
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Nurse #1 failed to ensure an unlabeled / unidentified glucometer that was shared between Resident #35 and 
Resident #31 on the 100-hall medication cart was cleaned and disinfected prior to and after use. (Resident 
#35) Nurse #1 thought the glucometer was individually assigned to Resident #35 and had forgotten that the 
unlabeled / unidentified glucometer was also used on Resident #31. 

Nurse #1 indicated the glucometer used for Resident #35 was individually assigned. She stated she did not 
think about cleaning and disinfecting the unlabeled / unidentified glucometer after performing Resident #35's 
blood glucose and stated she always cleaned residents' glucometer with alcohol wipes. The Director of 
Nursing stated the facility did not have a glucometer for every resident receiving blood glucose monitoring 
and some of the glucometers on the medication carts were shared between residents. The DON stated 
glucometers were to be cleansed with an approved disinfectant. 

Shared glucometers can be contaminated with blood and must be cleaned and disinfected after each use 
with an approved product and procedure. Failure to use an EPA-registered disinfectant in accordance with 
the manufacturer's instructions to disinfect a shared glucometer potentially exposes residents to the spread 
of blood borne infections. Six residents within the facility were identified as having a diagnosis which included 
one or more blood borne pathogens. 

Nurse # 1 was removed from the schedule on 2/17/2025 and will be educated with a competency prior to 
returning to work. This will be completed by the Director of Nursing. 

Current residents that receive finger stick blood sugar checks are at risk. Forty residents require FSBS and 
all forty have been provided their individual glucometer. The Assistant Director of Nursing completed an audit 
on 2/18/2025. 

Specify the action the entity will take to alter the process or system failure to prevent a serious adverse 
outcome from occurring or recurring, and when the action will be complete:

Current residents who require finger stick blood sugars received their own individual glucometers and they 
were labeled and placed in an individual container. The was completed by the Director of Nursing and the 
Assistant Director of Nursing on 2/18/2025. 

Education was started by the Director of Nursing on 2/18/2025 to current licensed nursing staff, including 
agency staff, on proper procedure for cleaning glucometers and for proper storage of glucometers. 
Employees not receiving this education will not be allowed to work until the education is received. The 
Director of Nursing will track the education to ensure that current staff have received.

Education includes each resident who receives a finger stick blood sugar will have an individual glucometer 
that is labeled with their name and stored in an individual container inside the med cart. Education also 
includes the proper cleaning technique as recommended by the manufacturer guidelines. The cleaning 
product will be kept on each medication cart. The Director of Nursing or charge nurse will check the med 
carts daily to ensure that the cleaning product is present on each med cart. The Director of Nursing educated 
the charge nurses on 2/18/2025. The Director of Nursing was educated on this process by the Administrator 
on 2/18/2025. 
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Current Licensed Nurses will complete a skills return demonstration on glucometer cleaning and storage. 
This will be completed by the Director of Nursing. Any licensed nurse will not be allowed to work until return 
demonstration has been completed. The Director of Nursing will track the education to ensure that current 
staff have received. 

The Director of Nursing or charge nurse is responsible for ensuring new admissions who require finger stick 
blood sugars are provided with their own individual glucometer that is labeled with their name and stored in 
an individual container. The Director of Nursing was educated on this process by the Administrator on 
2/18/2025. The charge nurses are educated on this process by the Director of Nursing on 02/18/2025. 

New licensed nurses will receive this education and verify competencies during the orientation process by 
the Director of Nursing or charge nurse. Agency nurses will receive this education and competencies prior to 
the start of their shift. The charge nurses were educated on this responsibility by the Director of Nursing on 
02/18/2025. The Director of Nursing will assign the charge nurse to complete this task when needed. 

Immediate Jeopardy removal date 2/19/2025.

The facility's credible allegation of immediate jeopardy removal was validated on 2/22/25.
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A phone interview with the medical director on 2/18/2025 validated the facility had notified the physician of 
the deficient practice and the facility was implementing new practices that included an individual glucometer 
per resident and educating the nursing staff on how to disinfect the glucometer after use on a resident. 
Observation of the 43 residents' (40 plus 3 admissions since 2/18/2025) individually assigned glucometers 
who currently resided in the facility on 2/22/2025 validated each resident receiving blood glucose monitoring 
had an individually assigned glucometer in a glucometer pouch labeled with their name and room number. 
Medication aides reported during interviews that blood glucose monitoring was performed by licensed 
nursing staff in the facility and medications aides did not conduct blood glucose monitoring in the facility. 
Interviews with licensed nursing staff on each hallway and on all shifts validated in-service training was 
conducted in regard to the use of individually assigned glucometers for resident blood glucose monitoring 
and the infection control practices for the disinfection of glucometers. All licensed nursing staff who were 
interviewed reported they had received the required in-service training on 2/18/2025 or prior to beginning 
their next assigned shift after 2/18/2025. The educational in-services stressed using individually assigned 
glucometers for each resident requiring blood glucose monitoring and storing each individual assigned 
glucometer in an individually labeled glucometer pouch with resident's name and room number. The 
in-service training also included a review of the manufacturer's instructions for the facility's glucometers and 
disinfectant wipes related to disinfection of the glucometer and completion of a returned demonstration of the 
proper procedure for effective glucometer disinfection. Nurse observation in conducting a blood glucose 
check and subsequent glucometer disinfection completed the task without difficulty. Individually assigned 
resident glucometers were observed stored on the medication carts in closed labeled pouches with resident's 
name and room number. Each medication cart was observed with a canister of EPA disinfectant wipes. The 
nursing staff were recording verification of individually assigned glucometers and EPA disinfectant wipes on 
each medication cart at the change of shift. There was an unused unlabeled new glucometer observed on 
each medication cart that licensed nursing staff validated through interviews the new unused glucometers 
were available for new admissions, replacement of a resident's individually assigned glucometer or in an 
emergency as needed. To prevent the likelihood of a new glucometer used as a shared glucometer, the 
facility removed the new, unused glucometers from each medication cart and relocated the storage of the 
new unused glucometer into the medication storage rooms on each unit. There were no further concerns 
identified during either the interviews or observations. 

The immediate jeopardy removal date of 2/19/25 was validated.

2. The manufacturer's operator manual revised 10/2019 for Resident #32's assigned glucometer provided 
instructions for cleaning and disinfecting the glucometer used at the facility. It stated, in part: to minimize the 
risk of transmitting blood-borne pathogens, the cleaning and disinfecting procedure should be performed 
after each use. The manufacturer's instructions listed approved EPA registered wipes for cleaning and 
disinfecting the glucometer and stated other EPA registered wipes may be used for disinfecting the 
glucometer used by the facility. 

The cleaning and disinfecting procedure for Resident #32's individually assigned glucometer included in part:

Step 5: using one EPA disinfectant towelette to wipe the entire surface of the glucometer horizontally and 
vertically to remove bloodborne pathogens and 
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Step 6: Treated surface must remain wet for the recommended contact time. Do not wrap the meter in a 
towelette.

The instructions for the EPA approved disinfectant wipes dated 2023 stated the minute wipe was an effective 
virucide, bactericide, tuberculocide and fungicide on hard non-porous surfaces. When using the disinfectant 
wipe, apply the wipe to a hard, non-porous surface (the glucometer), allowing it to remain wet for one minute 
and allow the surface to air dry. 

On 2/18/2025 at 7:51 am, Medication Aide #1 (agency) was observed performing blood glucose monitoring 
using an individually assigned glucometer for Resident #32. After obtaining a blood glucose level, Medication 
Aide #1 was observed cleaning Resident #32's individually assigned glucometer with alcohol wipes. 

On 2/18/2025 at 7:57am in an interview with Medication Aide #1, she explained Resident #32's glucometer 
needed to be disinfected after use and she cleaned the glucometer with an alcohol pad because she did not 
have any disinfected wipes on the 300-hall medication cart. 

On 2/18/2025 at 10:25 am in a follow up interview with Medication Aide #1, she stated she received training 
less than a month ago at the facility on using disinfectant wipes to clean glucometers after use. She stated 
there were disinfectant wipes on the 300-hall medication cart, and she did not know the disinfectant wipes 
were on the 300-hall medication cart because she had not checked the 300-hall medication cart. 

On 2/18/2025 at 11:50 am when interviewing Medication Aide #1 regarding her training in cleaning and 
disinfecting glucometers after resident use, she reported she had been informed on 2/18/2025 medication 
aides were not allowed to perform blood glucose monitoring at the facility and stated she would get a nurse 
to perform blood glucose monitoring. She explained she was in nursing school and had received training in 
performing blood glucose monitoring and had attended an educational in-service at the facility. 

On 2/18/2025 at 12:22 pm in an interview with the Administrator, she stated medication aides could perform 
blood glucose monitoring if training and competency were documented. She explained Medication Aide #1 
had received training from the agency company and was currently in nursing school where she received 
training. 

On 2/18/2025 at 12:30 pm in an interview with the Director of Nursing, she stated in the last five weeks of 
employment she had not seen an orientation/competency form that agency staff completed for the facility. 

On 2/18/2025 at 5:10 pm in follow up interview with the Director of Nursing, she stated Resident #32's 
individually assigned glucometer needed to be disinfected after each use using a disinfectant wipe and 
medications aides did not perform blood glucose monitoring at the facility. She stated blood glucose 
monitoring was completed by licensed nurses in the facility and not medication aides. 

A skills competency rating dated 9/30/2024 from the agency company indicated Medication Aide #1 
performed glucose monitoring daily to weekly and was proficient in the task. 
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An educational in-service roster dated 9/11/2024 and 9/12/2024 on cleaning glucometers between patients 
every time for infection control practices stated to allow the glucometer to air dry 2 minutes after wiping with 
purple wipes and place on a clean surface to dry. Medication Aide #1 signature was included on the roster to 
indicate she had received the education.
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Have a registered nurse on duty 8 hours a day; and  select a registered nurse to be the director of nurses on 
a full time basis.

49502

Based on record review and staff interviews, the facility failed to provide Registered Nurse (RN) coverage for 
8 consecutive hours for 3 of 92 days reviewed for staffing (12/30/24, 1/2/25 and 1/3/25).

The findings included:

Review of the facility's daily staff posting and staffing schedules from 11/1/24 through 1/31/25 revealed the 
following:

a. On 12/30/24 the daily staff posting indicated a daily census of 113.

Review of the staffing schedule revealed there was no RN working on any shift that day.

b. On 1/2/25 the daily staff posting indicated a daily census of 118.

Review of the staffing schedule revealed there was no RN working on any shift that day.

c. On 1/3/25 the daily staff posting indicated a daily census of 119.

Review of the staffing schedule revealed there was no RN working on any shift that day.

In an interview with the Scheduler on 2/22/25 at 5:39 pm, she stated she worked on the schedule 2 weeks in 
advance verifying RN coverage. The Scheduler indicated she reported to the Administrator if there was no 
RN coverage. The Scheduler stated she did not have RN coverage for 12/30/24, 1/2/25, and 1/3/25.

An interview with the Administrator on 2/22/25 at 5:00 pm revealed she was still looking for evidence of RN 
coverage for 12/30/24, 1/2/25 and 1/3/25. The Administrator stated there should be an RN for 8 consecutive 
hours in the building. There was no additional information provided by the Administrator.
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Based on record review, and staff and Pharmacist #1 interviews, the facility failed to complete a return 
pharmacy form and return discontinued non-controlled medications and controlled medications for 11 of 11 
residents whose controlled medications were observed located in the Director of Nursing office (Resident 
#70, Resident #113, Resident #96, Resident #400, Resident #71, Resident #85, Resident #14, Resident 
#401, Resident #402, Resident #124, Resident #95).

Findings included: 

The facility's policy Disposal of Medications and Medications-Related Supplies: Returning Medications to 
Pharmacy with no reviewed or revised date stated with the exception of controlled substances, discontinued 
or unused medications were returned to the provider pharmacy for credit whenever possible. It also stated in 
part: for each medication returned, an entry was made on the medication return form and included the date, 
medication name and strength, quantity and prescription number. Medications to be returned to the 
pharmacy should be secured until the time of pick up. 

On 2/17/2025 at 7:17 am, an interview and observation was conducted. Medication Aide #4 and Nurse #15 
were observed counting the controlled medications at the change of shift narcotic count for the 300-hall 
medication cart. Medication Aide #4 stated controlled medications were returned to the pharmacy at night. 
She stated the unit managers removed the controlled medications off the medication carts and completed 
the return to pharmacy form to return controlled medications to the pharmacy. 

A review of the controlled substance count sheet for 300-hall medication cart on 2/24/2025 recorded three 
controlled medication cards for Resident #14 were removed on 2/17/2025: Oxycodone 5mg (milligrams), 
Oxycodone 10mg and Lorazepam 0.5mg and the initials of the DON as the person that removed the 
controlled medications. 

On 2/24/2025 at 9:38 am in a phone interview with Nurse # 15, she stated the Director of Nursing (DON) 
removed discontinued controlled medications from the medications carts to return the controlled medications 
to the pharmacy and the DON removed Resident #14 controlled medications, Oxycodone 10mg and 5mg 
medication cards off the 300-hall medication cart on 2/17/2025. 

On 2/20/2025 at 4:30 pm an interview was conducted with the DON, who resigned on 2/19/2025. During the 
interview the DON informed the surveyor there were controlled medications in a filing cabinet behind the 
locked door of the DON's office. She stated the controlled medications were not sent back to the pharmacy 
because she did not know the procedure in returning controlled medications to the pharmacy. There was no 
further information was obtained in the interview. 

(continued on next page)

7741345529

05/28/2025



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      

345529 02/24/2025

Universal Health Care/North Raleigh 5201 Clarks Fork Drive NW
Raleigh, NC 27616

F 0755

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

On 2/22/2025 at 4:30 pm, the Administrator and Corporate Nurse Consultant #1 accompanied the surveyor 
to the DON's office for an observation of the filing cabinet in the DON's office. The DON's office was 
observed located on a short hall from nursing station #1 beside the residents' shower room. The 
Administrator was observed unlocking the door to the DON's office. Upon entrance to the DON's office there 
was a large gray pharmacy bin (24 inches x 16 inches) observed located behind the DON's desk on the floor 
in front of the filing a cabinet and there was a large size paper bag sitting on top of the gray bin. The 
Administrator and the Corporate Nurse Consultant #1 stated the medications observed in the gray bin and 
paper bag were residents' non-controlled medications. The big grey bin was filled with residents' 
non-controlled medication cards so the top flaps of the gray bin could not close. The large size paper bag 
sitting on top of the gray bin was three-fourth full of more non-controlled medications observed inside. There 
was one filing cabinet that was located behind the DON's desk in the DON's office. The filing cabinet drawers 
were found to be unlocked and the Administrator stated the filing cabinet did not have a lock. Controlled 
medications were observed removed by the Administrator from the third drawer from the top of the unlocked 
filing cabinet and verified with Corporate Nurse Consultant #1 that included: 

- Resident #70: Hydrocodone- Acetaminophen (an opioid/pain medication) 7.5-325 milligrams (mg): Fifty-two 
tablets were observed in the medication card.

Zolpidem Tartrate (a sedative -hypnotic used to treat insomnia) 5mg: Twenty-five tablets were observed in 
one medication card.

Zolpidem Tartrate 5 mg: Twenty-nine tablets were observed in second medication card.

- Resident #113: Lorazepam (a medication used to treat anxiety and insomnia) 1mg: Sixty-six tablets were 
observed in the medication card. 

- Resident #96: Lorazepam 1 mg: Thirty tablets were observed in the medication card. Morphine Sulfate 
solution (an opioid) 100mg per 5 milliliters (ml): Twenty eight ml were observed in the bottle. 

- Resident #400: Pregabalin (a medication used to treat seizures and anxiety) 75 mg: Twenty -four tablets 
were observed in the medication card. 

- Resident #71: Morphine Sulfate solution 100mg per 5 ml: Less than a milliliter was observed in the bottle. 
Morphine Sulfate solution 100mg per 5 ml. Fifteen milliliters was observed in a bottle. 

- Resident #85: Methadone Hydrochloride (an opioid) 10mg: Five tablets were observed in the medication 
card. Acetaminophen and Hydrocodone Bitartrate 325mg / 7.5mg: Five tablets were observed in a 
medication card.

- Resident #14: Lorazepam 0.5 mg: Three tablets were observed in the medication card.

- Resident #401: Tramadol (an opioid) 50 mg: Two tablets were observed in the medication card. Naltrexone 
(used to treat alcohol and opioid use disorders to reduce cravings and help control physiological 
dependence) 50mg: Sixteen tablets were observed in the medication card. 

- Resident #402: Lorazepam 1mg: Sixty tablets were observed in the medication card. Lorazepam 1mg: 
Ninety tablets were observed in the medication card. 

(continued on next page)
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- Resident #124: Oxycodone/Acetaminophen (an opioid) 5/325: Four tablets were observed in the medication 
card. 

- Resident # 95: Buprenorphine (an opioid) patch 100 micrograms per hour: Two patches were observed. 

On 2/24/2025 at 7:50 am in a phone interview with the DON, she stated on 2/16/2025 when the state survey 
began, residents' non-controlled and controlled medications that needed to be returned to the pharmacy 
were collected by herself, Unit Manager #1, Unit Manager #2 and the Interim DON from the medication carts 
and residents' controlled medications were placed in the filing cabinet in the DON office for storage until the 
controlled medications could be returned to the pharmacy. She stated on 2/17/2025 and 2/18/25 nursing staff 
randomly gave her discontinued controlled medications off the medications cart. She stated she placed the 
controlled medications in the filing cabinet (that could not be locked) in the DON's office until she could return 
to the pharmacy. She stated she was busy with the state survey and did not return the non-controlled and 
controlled medications to the pharmacy before resigning from the facility on 2/19/2025. The DON stated the 
DON's office door would have been left open and unlocked to go across the hall to the Unit Manager #1 
office. The DON stated since starting at the facility 5 1/2 weeks ago, she had not received an orientation on 
how to return non-controlled and controlled medications to the pharmacy. She stated she was the only 
person with a key to the DON's office and the non-controlled medications and the controlled medications that 
were to be stored on the medications carts until they were returned to the pharmacy. 

 On 2/24/2025 at 8:11 am in a phone interview with Unit Manager #1, she explained she would remove 
discontinued controlled medications off the medications carts and gave them to the DON directly to return to 
the pharmacy. She stated she knew the DON kept controlled medications in her office until she could send 
the controlled medications back to the pharmacy. She stated all nurses could complete the return to 
pharmacy form and place the non-controlled medications in the gray pharmacy bin for residents' 
non-controlled medications that were to return to the pharmacy. 

On 2/24/2025 at 9:44 am in a phone interview with the Pharmacist #1, he explained grey pharmacy bins 
were used to return non-controlled medications to the pharmacy. He stated non-controlled medications were 
to be listed on a return to pharmacy form and returned to the pharmacy in the gray bin. He stated the DON 
was informed of the process of how to return controlled medications that were to be returned to the 
pharmacy and not to be destroyed at the facility. He explained the process as: list the controlled medications 
on a return to pharmacy triple form, place one copy of the triple form with the controlled medications in the 
red pharmacy tote, use controlled medication zip tie to secure red tote and write number of the zip tie on the 
return to pharmacy triple form. He stated pharmacy picked up the red pharmacy tote when delivering 
medications Monday through Saturday and the controlled medications were verified with the controlled 
medications listed on the return to pharmacy triple form. He stated the DON was to retain the other two 
copies of the return to pharmacy triple form. 

On 2/22/2025 at 4:10 pm in an interview with Interim Director of Nursing, she stated she understood unit 
managers were removing controlled medications off the medication carts and giving them to the DON, and 
the DON was responsible in ensuring controlled medications were returned to the pharmacy. The Interim 
DON stated Resident #14's controlled medications should have been removed from the 300-hall medication 
cart and returned to the pharmacy immediately after Resident #14's death. 
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On 2/22/2025 at 5:00 pm an interview was conducted with the Administrator and Corporate Nurse Consultant 
#1. The Administrator and Corporate Nurse Consultant #1 both stated non-controlled medications and 
controlled medications should be returned to the pharmacy and controlled medications should be stored in 
the medication carts until collected by the DON to returned to the pharmacy due to the medications carts 
providing a double lock system for the controlled medications. They stated non-controlled and controlled 
medications were not to be stored in the filing cabinet in the DON's office. 
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Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical chart, following 
irregularity reporting guidelines in developed policies and procedures.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39731

Based on record review, and staff and Consultant Pharmacist interviews the facility failed to act on 
recommendations made by the consultant pharmacist and maintain documentation of the physician's review 
and response to the pharmacist's findings for 3 of 5 residents reviewed for drug regimen review (Resident 
#17, Resident #67 and Resident #11).

The findings included:

1. Resident #17 was admitted to the facility on [DATE] with diagnoses that included depression and 
dementia.

Resident #17's most recent Minimum Data Set (MDS) assessment dated [DATE], a quarterly revealed 
Resident #17 had severe cognitive impairment.

Review of Resident #17's medication orders revealed she was taking Melatonin 3 milligrams at bedtime 
(ordered 12/3/24), Remeron 7.5 milligrams daily( ordered 1/3/25), Miralax 17 grams daily (ordered 5/30/24), 
Bisacodyl DR 5 milligrams twice daily every other day(ordered 12/3/24), and Senna S 8.6 milligrams/50 
milligrams once daily (ordered 12/4/24).

A medication regimen review completed by the Pharmacist dated 9/18/24 recommended discontinuing 
Remeron or Melatonin with no response or rationale for continuing both medications. 

A medication regimen review completed by the Pharmacist dated 12/6/24 recommended discontinuing 
Miralax, Bisacodyl or Senna with no response or rationale for continuing all three medications.

An interview was conducted with the Director of Nursing on 2/18/25 at 4:52 PM who stated she was not 
aware of the process for drug regimen reviews and had been unable to establish one since she became 
employed by the facility on 12/9/24.

During an interview with the Consultant Pharmacist on 2/22/25 at 5:41 PM she stated her medication 
regimen reviews were emailed to the Director of Nursing, Assistant Director of Nursing and Administrator and 
she was unsure what the facility's process for following up on those recommendations.

2. Resident #67 was admitted to the facility on [DATE] with diagnoses that included anxiety disorder and 
depression.

Resident #67's most recent Minimum Data Set (MDS) assessment dated [DATE], a quarterly revealed he 
was cognitively intact.

Review of Resident #67's medication orders revealed he was taking Amlodipine 10 milligrams daily (ordered 
11/9.24), Valsartan 160 milligrams daily(ordered 11/9/24),, Lasix 20 milligrams daily (ordered 11/9/24), 
Trazadone 50 milligrams every 24 hours as needed (ordered 1/10/25), Abilify 2 milligrams at bedtime 
(ordered 11/22/24), and Klonopin 1 milligram at bedtime (ordered 11/27/24).

(continued on next page)
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A medication regimen review completed by the Pharmacist dated 8/8/24 recommended discontinuing either 
the Abilify, Klonopin, or Trazadone with no response or documented rationale.

A medication regimen review completed by the Pharmacist dated 11/5/24 recommended discontinuing 
Amlodipine or Lasix with no response or documented rationale. 

A medication regimen review completed by the Pharmacist dated 12/6/24 recommended either a clinical 
rationale for as needed Trazadone 50 milligrams every 24 hours or to discontinue the medication with no 
response or documented rationale. The review further recommended discontinuing either Amlodipine or 
Lasix with no response or documented rationale. 

An interview was conducted with the Director of Nursing on 2/18/25 at 4:52 PM who stated she was not 
aware of the process for drug regimen reviews and had been unable to establish one since she became 
employed by the facility on 12/9/24. 

During an interview with the Consultant Pharmacist on 2/22/25 at 5:41 PM she stated her medication 
regimen reviews were emailed to the Director of Nursing, Assistant Director of Nursing and Administrator and 
she was unsure what the facility's process for following up on those recommendations.

50234

3. Resident #11 was admitted to the facility on [DATE] with diagnoses including hypothyroidism (low thyroid 
hormone levels). 

Resident 11's physician orders dated 7/01/24 documented an order for levothyroxine 50 micrograms (mcg) 
once a day for hypothyroidism. 

Resident #11's laboratory results dated [DATE] revealed her Thyroid Stimulating Hormone (TSH) test result 
was 0.23. (The normal range was between 0.4 and 4.5). The results indicated Resident 11's Physician, 
Physician #2, reviewed the results of the test on 8/14/24. 

Resident #11's Physician progress notes dated 8/14/24 documented she had a history of hypothyroidism and 
continued on thyroid replacement. Physician #2 noted to continue to monitor her TSH levels. 

Review of Resident #11's physician orders dated 8/15/24 revealed there was no order for a repeat TSH 
laboratory to test. 

Resident #11's pharmacy Medication Regimen Review completed by the Pharmacist on 9/12/24 documented 
she was taking Levothyroxine 50 mcg po daily; his/her most recent TSH on 8/9/24 revealed a level of 0.23 
which was quite low. The pharmacist recommended to consider decreasing her Levothyroxine at that time 
and to recheck her TSH level in 6 weeks (which would have occurred around 10/21/24). There was no 
documentation on the recommendation from Physician #2 or any other provider.

Resident #11's Physician orders dated 11/12/24 documented an order for levothyroxine 100 mcg one time a 
day due to a TSH result of 0.23 mIU/L. There was no order or results for a TSH test. 

Physician #2 was unable to be interviewed during the survey. 

(continued on next page)
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In an interview on 2/22/25 at 5:31 PM, the Interim Director of Nursing (DON) said the pharmacy 
recommendation should have been followed up on earlier than 11/12/24. She said there should have been 
an order to check Resident #11's TSH but she didn't see an order for a repeat TSH in the clinical record. She 
was not sure why the pharmacy recommendation was not acted on in September 2024. 

In an interview on 2/22/25 at 6:34 PM, the Administrator and Corporate Nurse Consultant #1 said Physician 
#2 reviewed the TSH results soon after the results were available in August 2024, but didn't make any 
changes to her levothyroxine at that time. However, the pharmacy recommendation should have been 
addressed and an order written to address how to monitor the TSH levels as noted by Physician #2. 

7747345529

05/28/2025



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      

345529 02/24/2025

Universal Health Care/North Raleigh 5201 Clarks Fork Drive NW
Raleigh, NC 27616

F 0759

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure medication error rates are not 5 percent or greater.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41387

Based on observations, record review and staff interviews, the facility failed to have a medication error rate 
of less than 5% as evidenced by 2 medication errors out of 27 opportunities, resulting in a medication error 
rate of 7.41% for 2 of 6 residents (Residents #59 and #28) observed during the medication administration 
observation. 

The findings included:

1. Resident #59 was admitted to the facility on [DATE] with diagnoses including depression. 

Resident #59's physician's orders dated 1/31/2025 included Olanzapine 5 milligrams at bedtime for mood 
stabilizer. 

An observation on 2/18/25 at 8:47 am revealed due to technical difficulties, electronic medication 
administration records (MAR) were not available and the facility had printed Medication Aide #4 paper copies 
of Resident #59's MAR. Before starting medication preparation, Medication Aide #4 was observed asking 
Resident #59 about her calcium tablet which Resident #59 refused. Medication Aide #4 was observed 
returning to the medication cart and preparing four medications for administration to Resident #59. Each 
medication (Levofloxacin, Divalproex Sodium, Propranolol and Olanzapine) was in a pharmacy filled 
medication card that Mediation Aide #4 handed to the surveyor to enter the medication information for each 
medication individually before Medication Aide #4 removed the medication from the card and placed the 
medication into a medication cup with applesauce. Four tablets were verified with Medication Aide #4 in the 
medication cup. On 2/18/2025 at 9:00 am, Medication Aide #4 was observed administering Resident #59 the 
four medications with applesauce. 

On 2/22/2025 at 7:05 pm in an interview with Medication Aide #4, she recalled Resident #59 refusing the 
calcium tablet and only giving Resident #59 a pink pill (Divalproex Sodium) and a green pill (Propranolol). 
When Medication #4 was reminded Resident #59 received Levofloxacin, an antibiotic, she stated she gave 
three tablets and only administered the medication that was on the printed MAR scheduled for 9:00 am. 
Medication #4 stated Olanzapine was scheduled for 9:00pm, and she did not give Olanzapine on 2/18/2025 
at 9:00 am. Medication #4 stated she recorded administration of the medications on Resident #59's 
electronic MAR at a later time. 

A review of Resident #59's electronic February 2025 MAR on 02/22/25 indicated Medication Aide #4 
recorded the medications Levofloxacin, Divalproex Sodium and Propranolol were administered on 2/18/2025 
as scheduled. The medication, Olanzapine, was scheduled at 9:00 pm on Resident #59's February 2025 
MAR and was recorded administered at 9:00pm on 2/18/2025 by Nurse #6. 

On 2/22/2025 at 8:42 pm in an interview with Corporate Nurse Consultant #1, she stated Resident #59 
medications were to be administered and documented on Resident #59's MAR as ordered by the physician 
when scheduled. 

2. Resident #28 was admitted to the facility on [DATE] with diagnoses including anemia and fracture of a 
bone.

(continued on next page)
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A review of Resident #28's current physician's orders revealed her medication orders included a combination 
medication containing calcium carbonate 300 milligrams (mg) with 800 units Vitamin D. 

On 2/18/2025 at 9:22 am, Nurse #3 was observed preparing seven medications for administration to 
Resident #28. The medications included one chewable tablet of a combination medication containing 600 
milligrams (mg) calcium carbonate with 800 units Vitamin D taken from a bottle labeled by the pharmacy for 
Resident #28. On 2/18/2025 at 9:31am, Nurse #3 was observed administering Resident #28 the calcium and 
vitamin D chewable tablet.

On 2/22/2025 at 11:30 am, re-observed Resident #28's bottle of chewable calcium tablet with vitamin D and 
mineral dispensed by the pharmacy that read calcium 600 mg and Vitamin D 800 units and minerals.

Resident #28's February 2025 Medication Administration Record recorded Nurse #3 administered calcium 
carbonate 300 mg and vitamin D 800 units with minerals on 2/18/2025. 

On 2/22/2025 at 10:28 am in a phone interview with Nurse # 3, she explained the calcium vitamin D3 mineral 
chewable tablet was administered out of the bottle dispensed by the pharmacy labeled with Resident #28's 
name. She stated the dose of the calcium vitamin D3 mineral chewable tablet would be the dose the 
pharmacy dispensed (600 / 800 units tablets) and she had been administering Resident #28 the medication 
from the pharmacy labeled bottle. Nurse #3 stated the dose of Resident #28's calcium vitamin D3 mineral 
chewable tablet administered should be the same as the physician's order. 

On 2/22/2025 at 8:42 pm in an interview with Corporate Nurse Consultant #1, she stated Resident #28's the 
calcium vitamin D3 mineral chewable tablet was to be administered as ordered by the physician.
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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41387

Based on record review, and staff , Pharmacist Consultant, and Physician interviews, the facility failed to 
administer antibiotic medications as ordered by the physician which resulted in a delay in starting antibiotic 
therapy for 2 of 4 residents reviewed for administration of significant medications (Resident #90 and 
Resident # 59).

Findings included:

1. Resident # 90 was admitted to the facility on [DATE] with diagnoses including diabetes mellitus and heart 
failure. 

The admission Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #90 was moderately 
cognitively impaired. The MDS was also coded Resident #90 as receiving antibiotics as a medication. 

Physician orders dated 2/4/2025 at 3:32 pm and written by the Wound Treatment Nurse included 
Clindamycin HCL (an antibiotic) 300 milligrams three times a day for 10 days for cellulitis. 

The February 2025 Medication Administration Record (MAR) for Resident #90 recorded Clindamycin HCL 
300mg milligrams was not started at 9:00 pm on 2/4/2025 as scheduled. Resident #90's MAR recorded 
administration of the first dose of Clindamycin 300mg on 2/5/2025 at 9:00 am. 

There was no nursing documentation related to Resident #90's Clindamycin administration for 2/4/2025.

On 2/21/2025 at 5:07 pm in a phone interview with Nurse #9, she was unable to recall if Resident #90's 
Clindamycin was delivered to the facility on [DATE] to administer at 9:00pm as scheduled. She stated she 
didn't have access to the medication automated dispensing system at the facility and was not aware 
Clindamycin 300mg tablets were in the medication automated dispensing system. Nurse #9 stated she called 
the pharmacy to inform them the facility had not received Resident #90's Clindamycin on 2/4/2025. 

On 2/21/2025 at 4:53 pm in a phone interview with Pharmacist Consultant #1, she stated Resident #90's 
order for Clindamycin 300mg was entered into the pharmacy system on 2/4/2025 at 3:32pm, and per the 
signed delivery slip, the medication was delivered to the facility on [DATE] at 9:38 pm. Pharmacist 
Consultant #1 further stated the facility's medication automated dispensing system was filled in January 2025 
and contained Clindamycin 300mg tablets. 

On 2/21/2025 at 5:40 pm in a phone interview with Pharmacist #1, he stated that when the facility reported 
not receiving a medication, the pharmacy would resend or when in the facility's medication automated 
dispensing system, have the nursing staff remove from the medication automated dispensing system to 
administer to the resident. Pharmacist #1 stated the pharmacy had to document why a medication was 
resent to the facility and there was no documentation that Resident #90's Clindamycin medication was resent 
to the facility. Pharmacist #1 stated Resident #90's order for Clindamycin was filled and sent to the facility on 
[DATE]. 

(continued on next page)
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On 2/22/2025 at 3:59pm in an interview with the Interim Director of Nursing, she stated that since Resident 
#90's medication, Clindamycin, was delivered to the facility at the time scheduled for administration, Nurse 
#9 should have administered the dose scheduled for 2/4/2025 at 9:00 pm. She stated there was a 
medication automated dispensing system that served as a back-up resource for medications. She stated the 
former DON had not provided the nursing staff or herself with access to the medication automated 
dispensing system. 

On 2/21/2025 at 4:35 pm in a phone interview with Physician #1, he stated when Resident #90's Clindamycin 
300mg was ordered, the medication should have been started as soon as possible because the earlier 
antibiotics were started, the better it was for Resident #90 skin infection. Physician #1 stated there was no 
harm to Resident #90 with the medication, Clindamycin 300mg tablets administration starting on 2/5/2025. 

2. Resident #59 was admitted to the facility on [DATE] with diagnoses including Parkinson's disease.

The admission Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #59 was cognitively 
intact and was incontinent of urine and stool. Resident #59 was not coded for the use of antibiotics on the 
MDS dated [DATE].

Resident #59's urine specimen collected on 2/12/2025 reported the urine contained bacteria, squamous 
epithelial cells (flat, scale-like [NAME] that line the organs that may appear in the urine due to an infection) 
mucus and leukocyte esterase (enzyme produced by white blood cells) in the urine. 

Physician orders dated 2/14/2025 at 9:41 am for Resident #59 included Levofloxacin (antibiotic use to treat 
bacterial infections) 500 milligrams tablet one time a day for urinary tract infection for seven days and the 
ordered indicated a start time of the medication on 2/15/2025 at 9:0 0am.

The February 2025 Medication Administration Record (MAR) for Resident #59 indicated Levofloxacin 500mg 
that was scheduled for 9:00 am on 2/15/2025 was not given and the space on the MAR on 2/15/2025 was 
marked with the number 9 that was referenced as other/see progress note. Resident #59 received the first 
dose of Levofloxacin on 2/16/2025 during the scheduled time at 9:00 am.

There was no nursing documentation that referenced administration of Resident #59's Levofloxacin on 
2/15/2025. 

On 2/22/2025 at 12:30 pm in an interview with Medication Aide #6, she stated on 2/15/2025 at 9:00am, 
Levofloxacin was not available to administer to Resident #59 and wrote a nurse's note stating the medication 
was on order. She stated the medication had not arrived from the pharmacy and as a medication aide, she 
could not get medications out of the medication automated dispensing system. Medication Aide #6 stated 
she informed Nurse #2 she didn't have Resident #59's antibiotic on 2/15/2025 so the medication could be 
removed from the medication automated dispensing system or to call the pharmacy to send the medication. 
She explained due to Resident #59 not receiving the first dose of antibiotic as scheduled on 2/15/2025, 
Nurse #2 should have recounted the number of days Levofloxacin was to be given with 2/16/2025 as the 
start day to ensure the medication was given for seven days as ordered. 

(continued on next page)
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On 2/22/2025 at 1:01 pm in an interview with Nurse #2, she stated she did not recall Medication Aide #6 
telling her Resident #59's Levofloxacin was not available to administer as scheduled on 2/15/2025. She 
stated she was an agency nurse and agency nurses did not have access to the medication automated 
dispensing system to obtain medications not received from pharmacy. She explained she would have 
informed the unit manager because they have access to the medication automated dispensing system or 
called the pharmacy to receive the medication for Resident #59. She stated there was none of Resident 
#59's Levofloxacin medication left in the medication cart and thought she had completed receiving the seven 
days of administration. After looking at Resident #59's MAR, she stated the MAR did not record Resident 
#59 receiving a dose of the antibiotic on 2/15/2025 and received the antibiotic for only six days. She 
explained she would need to call the physician for further orders. 

On 2/21/2025 at 4:53 pm in a phone interview with Pharmacist Consultant #1, she stated the facility's 
medication automated dispensing system was filled in January 2025 and the medication, Levofloxacin, would 
have been available in the medication automated dispensing system if it had not been delivered by the 
pharmacy at the time scheduled 

On 2/22/2025, a review of the February 2025 MAR recorded Resident #59 only received 6 days of the 
antibiotic instead of 7 days as ordered by the physician due to Resident #59 not receiving Levofloxacin 
500mg on 2/15/2025.

On 2/22/2025 at 4:06 pm in an interview with the Interim Director of Nursing, she stated Levofloxacin was a 
medication stored in the medication automated dispensing system and Nurse #2, an agency nurse, would 
not have had access to the medication. She stated that when Resident #59 did not receive Levofloxacin on 
2/15/2025, Nurse #2 should have called the physician to reset the seven days for Resident #59 to receive 
the antibiotic as ordered. 

 On 2/21/2025 at 4:35 pm in a phone interview with Physician #1, he explained the earlier antibiotics were 
started, the better it was for the resident and it would have been better if Resident #59's antibiotic would had 
been started earlier as ordered on 2/15/2025. He stated there was no change in Resident #59's condition 
and did not know of any harm to Resident #59 due to the antibiotic starting on 2/16/2026. 
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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41387

Based on observation, and staff and Pharmacist interviews, the facility failed to maintain controlled 
medications on the medication carts that provided a separately locked and permanently affixed compartment 
for storage until the controlled medications were returned to the pharmacy for 1 of 1 filing cabinet observed 
storing control medications (Director of Nursing's filing cabinet). 

Findings included:

On 2/18/2025 at 5:30 pm, the DON's office door was observed open while the DON was observed in Unit 
Manager #1's office for two minutes with Unit Manager #1's door closed. 

On 2/20/2025 at 4:30 pm an interview was conducted with the Director of Nursing (DON), who resigned on 
2/19/2025. During the interview the DON informed the surveyor there were controlled medications in a filing 
cabinet behind the locked door of the DON's office. No further information was obtained in the interview. 

On 2/22/2025 at 4:10 pm in an interview with the interim Director of Nursing (DON), she stated the DON was 
responsible for sending back controlled medications to the pharmacy. She stated controlled substances were 
stored on the medications carts and removed by the DON as needed to return to the pharmacy. She stated 
since beginning the role as interim DON on 2/19/2025, she had not received any controlled medications from 
the medication carts to return to the pharmacy. 

On 2/22/2025 at 4:25 pm in an interview with the Administrator, she stated when the Director of Nursing 
resigned on 2/19/2025, she informed the facility of the controlled medications stored in the filing cabinet in 
the DON's office. The Administrator stated she and the Lead Administrator in the area confirmed there were 
controlled medications in the filing cabinet and the lock to the door of the DON's office was changed. She 
stated as the Administrator, she had the only key to the DON's office since 2/19/2025. 

On 2/22/2025 at 4:30 pm, the Administrator and Corporate Nurse Consultant #1 accompanied the surveyor 
to the DON's office for an observation of the filing cabinet in the DON's office. The DON's office was 
observed located on a short hall from nursing station #1 beside the residents' shower room. The 
Administrator was observed unlocking the door to the DON's office. There was one filing cabinet that was 
located behind the DON's desk in the DON's office. The filing cabinet drawers were found to be unlocked 
and the Administrator stated the filing cabinet did not have a lock. The following controlled medications were 
observed to be removed by the Administrator from the third drawer from the top of the unlocked filing cabinet 
and verified with Corporate Nurse Consultant #1: - Resident #70: Hydrocodone- Acetaminophen (an 
opioid/pain medication) 7.5-325 milligrams (mg): Fifty-two tablets were observed in the medication card and 
52 tablets were recorded on the controlled substance sheet. 

Zolpidem Tartrate (a sedative -hypnotic used to treat insomnia) 5mg: Twenty-five tablets were observed in 
one medication card and 25 tablets were recorded on the controlled substance sheet.

(continued on next page)
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Zolpidem Tartrate 5 mg: Twenty-nine tablets were observed in second medication card and 29 tablets were 
recorded on the controlled substance sheet.

- Resident #113: Lorazepam (a medication used to treat anxiety and insomnia) 1mg: Sixty-six tablets were 
observed in the medication card and 66 tablets were recorded on the controlled substance sheet. 

- Resident #96: Lorazepam 1 mg: Thirty tablets were observed in the medication card. There was no 
controlled substance sheet for Resident #96's Lorazepam to verify that the count was accurate. 

 Morphine Sulfate solution (an opioid) 100mg per 5 milliliters (ml): Twenty eight ml were observed in the 
bottle. There was no controlled substance sheet for Resident #96's Morphine Sulfate solution to verify that 
the amount was accurate. 

- Resident #400: Pregabalin (a medication used to treat seizures and anxiety) 75 mg: Twenty -four tablets 
were observed in the medication card. There was no controlled substance for Resident #400's Pregabalin to 
verify that the count was accurate. 

Clonazepam (used to treat seizures and panic disorder) 1mg: Five tablets were observed in the medication 
card. Thee was no controlled substance sheet for Resident #400's Clonazepam to verify that the count was 
accurate. 

- Resident #71: Morphine Sulfate solution 100mg per 5 ml: Less than a milliliter was observed in the bottle. 
The controlled substance sheet recorded 0.5 ml as the amount in the bottle. 

Morphine Sulfate solution 100mg per 5 ml. Fifteen milliliters was observed in a bottle. There was no 
controlled substance sheet for Resident #71's Morphine Sulfate solution to verify that the amount was 
accurate. 

Lorazepam 1mg: Five tablets were observed in the medication card. There was no controlled substance 
sheet for Resident #71's Lorazepam to verify that the count was accurate. 

- Resident #85: Methadone Hydrochloride (an opioid) 10mg: Five tablets were observed in the medication 
card. There was no controlled substance sheet for Resident #85's Methadone Hydrochloride to verify that the 
count was accurate. 

Acetaminophen and Hydrocodone Bitartrate 325mg / 7.5mg: Five tablets were observed in a medication 
card. There was no controlled substance sheet for Resident #85's Acetaminophen and Hydrocodone 
Bitartrate to verify the count was accurate. 

- Resident #14: Lorazepam 0.5 mg: Three tablets were observed in the medication card. There was no 
controlled substance sheet for Resident #14's Lorazepam to verify the count was accurate. 

- Resident #401: Tramadol (an opioid) 50 mg: Two tablets were observed in the medication card. There was 
no controlled substance sheet for Resident #14's Tramadol to verify the count was accurate. 

(continued on next page)
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Naltrexone (used to treat alcohol and opioid use disorders to reduce cravings and help control physiological 
dependence) 50mg: Sixteen tablets were observed in the medication card. There was no controlled 
substance sheet for Resident #401's Naltrexone to verify the count was accurate. 

 - Resident #402: Lorazepam 1mg: Sixty tablets were observed in the medication card and 60 tablets were 
recorded on the controlled substance sheet. 

Lorazepam 1mg: Ninety tablets were observed in the medication card and 90 tablets were recorded on the 
controlled substance sheet. 

- Resident #124: Oxycodone/Acetaminophen (an opioid) 5/325: Four tablets were observed in the medication 
card. There was no controlled substance sheet for Resident #124's Oxycodone/Acetaminophen to verify the 
count was accurate. 

- Resident # 95: Buprenorphine (an opioid) patch 100 micrograms per hour: Two patches were observed and 
two patches were recorded on the controlled substance sheet.

- Resident #403: Amphetamine and dextroamphetamine (a central nervous system stimulant) 15mg: There 
were no tablets observed in the filing cabinet and the control substance sheet recorded there should have 
been 43 tablets of Amphetamine and dextroamphetamine. 

Tramadol 50 mg: There were no tablets observed in the filing cabinet and the control substance sheet 
recorded there should have been 43 tablets of Tramadol. 

Pregabalin 200mg: There were no tablets observed in the filing cabinet and the control substance sheet 
recorded there should have been 19 tablets of Pregabalin. 

On 2/22/2025 at 5:00 pm an interview was conducted with the Administrator and Corporate Nurse Consultant 
#1. The Administrator and Corporate Nurse Consultant #1 both stated controlled medications should be 
stored in the medication carts until collected by the DON to returned to the pharmacy due to the medications 
carts providing a double lock system for the controlled medications. They stated controlled medications were 
not to be stored in the filing cabinet in the DON's office and only door to the DON's office was able to be 
locked. 

On 2/24/2025 at 7:50 am in a phone interview with the DON, she stated on 2/16/2025 when the state survey 
began, residents' non-controlled and controlled medications that needed to be returned to the pharmacy 
were collected by the DON, Unit Manager #1, Unit Manager #2 and the interim DON from the medication 
carts and residents' controlled medications were placed in the filing cabinet in the DON office for storage until 
the controlled medications could be returned to the pharmacy. She stated she was busy with the state survey 
and did not return the non-controlled and controlled medications to the pharmacy before resigning from the 
facility on 2/19/2025. The former DON stated since starting at the facility 5 1/2 weeks ago, she had not 
received an orientation on how to return non-controlled and controlled medications to the pharmacy. She 
stated she was the only person with a key to the DON office and the non-controlled medications and the 
controlled medications that were to be stored on the medications carts until they were returned to the 
pharmacy were removed from the medication carts on 2/16/2025 due to the facility's history with diversion of 
controlled medications in October 2024. 

(continued on next page)
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On 2/21/2025 at 5:40 pm, a phone interview was conducted with Pharmacist #1 and Pharmacy Consultant 
#1. Pharmacist #1 stated due to a report of a diversion of controlled medications in October 2024, the facility 
was to return controlled medications back to the pharmacy as soon as possible and not keep stored in the 
medication carts in the facility. Pharmacist #1 reported the facility was to use a triple carbonate return to 
pharmacy form to list controlled medications returned to the pharmacy, placed in a pharmacy tote and secure 
the tote closed with a numbered zip tie. Pharmacist #1 stated the number of the zip tie was to be written on 
the triple carbonate return to pharmacy form and pharmacy totes were picked up at night when pharmacy 
delivered medications to the facility. Pharmacist Consultant #1 stated the pharmacy was not able to control 
when the facility returned non-controlled and controlled medications back to the pharmacy. Pharmacist 
Consultant #1 stated there had been issues with the facility not returning controlled medications timely. She 
stated on 1/5/2025 and 2/18/2025 when audits were conducted, there were no issues with the storage of 
controlled medications on the medication carts and the controlled medications accurately correlated with 
controlled medications sheets. 

On 2/24/2025 at 8:11am in a phone interview with Unit Manager #1, she stated discontinued controlled 
medications were to remain stored on the medication carts and counted at the change of each shift for 
accuracy until the DON was present in the facility to collect when notified by the nursing staff and sign a 
sheet reporting when controlled medications were removed by the DON to return to the pharmacy. She 
stated this was the new practice from returning controlled medications stored in the medication cart to the 
pharmacy since October 2024. Unit Manager #1 further stated on 2/16/2024 she collected no controlled 
medications from the medication carts to give to the DON to return to the pharmacy. Unit Manager #1 
explained controlled medications waiting to be returned to the pharmacy used to be stored on the 500-hall 
medication cart due to there were no resident admitted to the 500 hall. She stated since the 500-hall 
medication cart was storing resident medications, the DON was storing the controlled medications in the 
DON's office that had not been sent back to the pharmacy. 

On 2/24/2025 at 8:49 am in a phone interview with Unit Manager #2, she stated she had been out of work 
since 2/15/2025 and was not at the facility on 2/16/2025 to remove controlled medications from the 
medication carts. She stated controlled medications were stored on the medications carts until the DON 
collected the controlled medications to return to the pharmacy. She stated she returned to work on 
2/21/2025. 

On 2/24/2025 at 9:56 am in a phone interview with the Administrator, she stated Unit Manager #2 had been 
out of work from 2/16/2025 to 2/20/2025. She explained that the DON informed her through an email of her 
resignation on the morning of 2/19/2025 and also informed her there were controlled medications in the filing 
cabinet in the locked DON's office. She stated the DON had a key to the DON office and the Administrator 
had a backup key to the DON office. She reported that when the Lead Administrator came to the facility on 
[DATE] they went to the DON office and observed the controlled medications in the filing cabinet that did not 
lock. She stated the controlled medications were not counted with a nurse or returned to the pharmacy and 
remained in the unlocked filing cabinet. She explained she requested maintenance to change the lock to the 
DON's office. The Administrator stated the lock on the DON door was changed on 2/19/2025 by 12:00pm, 
she had the only key to the DON office. The Administrator stated she started on 12/30/2024 and was still 
learning the processes in storing and returning controlled medications to the pharmacy. 
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Employ sufficient staff with the appropriate competencies and skills sets to carry out the functions of the food 
and nutrition service, including a qualified dietician.

50234

Based on observations, staff interviews, and record review, the facility failed to designate a full-time qualified 
director of food and nutrition services or Dietary Manager (DM).

The findings included:

Review of the complete staffing list of employees provided by the facility on 2/17/25 revealed that there was 
a designated Dietary Manager (DM) at the facility.

During observations throughout the survey from 2/17/25 through 2/22/25, the facility DM was noted to be 
scheduled to work at the facility full-time and was observed as the staff member responsible for day-to-day 
operations in the kitchen. 

During an interview on 2/18/25 at 12:04 PM, the Regional Dietary Manager said he came to the facility 
several times a week to support and oversee the facility Dietary Manager. 

During an interview on 2/22/25 at 12:56 PM, the facility DM said he was in school to become a certified DM 
but was not certified yet, but the Regional DM was certified and managed the department while he was in 
school and would come several times a week. 

During an interview on 2/22/25 at 6:34 PM, the Administrator confirmed that the DM did not have certification 
as a dietary manager and that he was in school and due to complete his studies in June. She said the 
Regional Dietary Manager managed the kitchen for the time being, coming to the facility several times a 
week. 
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Ensure food and drink is palatable, attractive, and at a safe and appetizing temperature.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50234

Based on record review, observations, and staff, resident council, and resident interviews, and test tray, the 
facility failed to provide food that was palatable and served at an appetizing temperature for 10 of 13 
residents (Residents #60, #85, #74, #70, #61, #5, #87, #62, #109, and #106) reviewed for food concerns. 

The findings included:

a. The Resident Council minutes from December 2024 and January 2025 noted resident concerns with food 
palatability. 

In a Resident Council interview on 2/18/25 at 10:30 AM, 8 out of 11 participants (Residents #74, #70, #61, 
#5, #87, #62, #109, and #106) expressed the food served was not palatable, that the food would be served 
cold and the meat was tough. 

b. Resident #60's quarterly Minimum Data Set (MDS) dated [DATE] revealed the resident was cognitively 
intact and required supervision for eating. 

During an interview with Resident #60 on 2/17/25 at 9:23 AM, he reported the food did not taste good and 
that the meat that was served was dry. Resident #60 stated he ate his meals in his room. 

c. Resident #85's admission MDS dated [DATE] revealed the resident was cognitively intact and required 
supervision for eating. 

During an interview with Resident #85 on 2/16/25 at 3:33 PM, she reported the food did not taste good daily 
and she struggled to eat her meals. Resident #85 stated she ate her meals in her room. 

d. Resident #74's quarterly MDS dated [DATE] revealed the resident was cognitively intact and was 
independent with eating. 

Resident #74's diagnoses list included hemiplegia and hemiparesis (paralysis/weakness of one side of the 
body). 

During an interview and observation with Resident #74 on 2/18/25 at 1:15 PM, he said he couldn't chew well 
and could only use one of his hands to perform tasks. He reported the food served for lunch that day, the 
baked chicken, was too hard to cut with one hand, was dry, and that he had dentures and the chicken was 
too tough to eat. During the interview, it was observed that Resident #74 attempted to use his fork to remove 
meat from the chicken breast but was unable to get more than a small piece. 

(continued on next page)
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A test tray was completed for the lunch meal on 2/18/25. The test tray was plated in the kitchen at 12:53 PM. 
At 12:57 PM, the test tray left the kitchen and was taken to the hall where Resident #74 resided, the last hall 
served. At 1:16 PM, the last hall tray was served. The test tray consisted of a chicken breast, mashed 
potatoes and gravy, and baked beans. At 1:20 PM the surveyor and Dietary Manager (DM) tasted the 
chicken and the mashed potatoes with gravy. The chicken was tough and only a small piece of the breast 
was able to be pulled from the meat when the surveyor attempted to use only a fork. The mashed potatoes 
were covered in a thick gravy with a texture comparable to syrup that sat on top of the potatoes. The DM 
agreed the chicken was too tough to cut with only a fork and the gravy and mashed potatoes textures were 
not appetizing.

During an interview with the Dietary Manager on 2/18/25 at 1:25 PM, he said he knew several residents had 
concerns about food palatability and the dietary department was trying to address the concerns by altering 
the menus to better match the residents' preferences. 

During an interview with the Administrator on 2/22/25 at 6:22 PM, she said preparing palatable food for the 
residents was a daily effort and she was aware some residents consistently complained about the food 
served. 
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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** 41387

Based on record reviews, and staff, Pharmacist, Corporate Nurse Consultant, and Physician interviews, the 
facility failed to maintain complete and accurate medical records for medication administration (Resident 
#50) and for documentation of nursing assessments and accurate physician notification time (Resident #34) 
for 2 of 46 residents whose medical records were reviewed. 

Findings included:

1. Resident #50 was admitted to the facility on [DATE] with diagnoses including depression.

Physician orders included Zoloft (brand name for Sertraline, an antidepressant medication) 50 milligrams 
(mg) one tablet a day for depression written on 1/30/2025 to start on 1/31/2025 at 9:00am and Sertraline 
(generic name for Zoloft) HCl 50 mg one time a day for depression written on 1/31/2025 to start on 2/1/2025 
at 9:00am. The order for Zoloft was discontinued on 2/5/20205.

The February 2025 Medication Administration Record (MAR) for Resident #50 recorded Sertraline 50mg was 
scheduled for 9:00 am and administered on 2/1/2025 and 2/2/2025, and Zoloft 50 mg was scheduled for 
9:00am and administered on 2/1/2025 and 2/2/2025. The MAR recorded Zoloft 50mg was not given on 
2/3/2025 to 2/5/2025 and to see progress notes. 

Nursing documentation dated 2/5/2025 at 1:22 pm by Nurse #4 recorded Zoloft 50mg one time a day for 
depression was a duplicate order. There was no nursing documentation in the progress notes recording why 
Zoloft was not administered on 2/3/2025 and 2/4/2025.

On 2/21/2025 at 2:04 pm in a phone interview with Nurse #4, she stated she recognized the medication 
Zoloft and Sertraline as the same medication and only administered Resident #50 one 50mg tablet each day. 
She stated Resident #50's February MAR looked as if she had administered Resident #50 both Sertraline 
50mg and Zoloft 50mg on 2/1/2025 and 2/2/2025. She explained she thought she had marked one of the 
medications as not administered, and that Resident #50's February MAR was not accurate. 

On 2/21/2025 at 4:55 pm in a phone interview with the Pharmacy Consultant #1, she explained the 
pharmacy only filled one of the Sertraline 50mg and Zoloft 50mg orders that were received and Resident 
#50's Zoloft medication card was delivered on 1/31/2025 at 10:32 pm to the facility. 

On 2/22/2025 at 3:51 pm in an interview with the interim Director of Nursing (DON), she explained Nurse #4 
recorded both Zoloft 50mg and Sertraline 50mg were administered on 2/1/2025 and 2/2/2025 on Resident 
#50's MAR when actually only Zoloft 50 mg was administered on 2/1/2025 and 2/2/2025. She stated Nurse 
#4 did not administer the medications twice as recorded on Resident #50's MAR. 

On 2/22/2025 at 8:48 pm in an interview with the [NAME] President of Operations, she stated Nurse #4's 
documentation on Resident #50's MAR should show what medication the resident actually received.

2. Resident #34 was admitted to the facility on [DATE] with diagnoses including diabetes and end stage renal 
disease. 

(continued on next page)
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Resident #34's laboratory test dated 2/22/2025 indicated the specimen was collected at 5:19 am. 

Blood glucose monitoring for Resident #34 on 2/22/2025 revealed the following (normal blood glucose levels 
are considered to be between 70 milligrams per deciliter [mg/dL] to 100 mg/dL): 

 - 8:00 am the reading was 151

 - 1:00 pm the reading was 111

 - 8:00 pm the reading was 120

Resident #34's laboratory test recorded notification of critical laboratory results, glucose level of 928 and 
potassium level 6.1, to Nurse #8 on 2/22/2025 at 7:08 pm 

On 2/22/2025 at 11:59 pm, Nurse #8 recorded Resident #34's blood glucose level as 120.

Nursing documentation dated 2/23/2025 at 1:41 am by Nurse #8 recorded the physician was notified of the 
critical laboratory results and there were no new orders received. 

The medical recorded included no documentation of a nursing assessment conducted for Resident #34 after 
notification of the critical lab results on 2/22/2025. 

On 2/24/2025 at 11:12 am in a phone interview with Nurse #8, she stated Medication Aide #7 was assigned 
to Resident #34 on 2/22/2025 and as the nurse covering for Medication Aide #7, she notified the physician 
immediately at 7:10 pm on 2/22/2025 upon receiving notification of the critical labs and went to conduct an 
assessment on Resident #34. She described Resident #34 as alert, oriented, verbally joking with the staff 
and voiced no complaints. She stated Resident #34's vital signs were obtained and were normal. Nurse #8 
stated she thought she had recorded Resident #34's vital signs and assessment Resident #34's medical 
record. She explained that she was assigned another group of residents and a medication cart on 
2/22/20245. She explained that was why the physician notification was documented on 2/23/205 at 1:41 am 
instead of the actual time of notification 2/22/2025 at 7:10pm.

On 2/24/2025 at 12:42 pm in a phone interview with the Interim Director of Nursing (DON), she stated Nurse 
#8 reported she assessed Resident #34 on 2/22/2025 following the receipt of the critical lab values and there 
were no changes identified in Resident #34. The Interim DON stated there was documentation of Resident 
#34's vital signs on the end of the shift report sheet that was not part of Resident #34's medical record. The 
Interim DON also stated documentation of the time the physician was incorrect because notification of the 
physician actually was at 7:10 pm on 2/22/2025.

On 2/24/2025 at 2:04pm in a phone interview with Physician #1, he stated the facility notified him of the 
critical labs on 2/22/2025 at 7:10 pm. He stated due to the blood specimen for the laboratory test was 
obtained at 5:19 am on 2/22/2025, and Resident #34's blood glucose levels were recorded as less than 200 
after the time of the collection of the blood. He indicated he felt the critical labs were inaccurate and the 
blood specimen had hemolyzed (destruction of red blood cells) when the laboratory test was performed on 
the blood specimen. The physician also stated there were no changes in Resident #34's condition reported 
on 2/22/2025. 

(continued on next page)
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On 2/24/2025 at 2:17pm in phone interview with Corporate Nurse Consultant #2, she stated there was not a 
nursing assessment recorded for 2/22/2025 for Resident #34's medical record and Nurse #8 should have 
documented the assessment performed on Resident #34 in the medical record. 
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Inform resident or representatives choice to enter into binding arbitration agreement and right to refuse.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39731

Based on record review, and resident and staff interviews, the facility failed to explain the arbitration 
agreement to the resident prior to having them sign the agreement and to ensure they explicitly informed the 
resident that signing the agreement was not required as a condition of admission. This occurred for 2 of 3 
residents (Resident#72, and Resident #109) reviewed for arbitration. 

Findings included:

Review of the facility's Arbitration Agreement, which was not dated, revealed documentation by signing the 
Arbitration Agreement the resident and/or the resident's representative acknowledged they had read and 
understood the agreement and that the agreement had been adequately explained to them in plain 
language. 

a. Resident #72 was admitted to the facility on [DATE].

Review of Resident #72's arbitration agreement revealed the resident had signed the agreement on 6/5/24.

Resident #72's most recent Minimum Data Set (MDS) assessment dated [DATE], a quarterly assessment 
revealed she was cognitively intact. 

An interview was conducted with Resident #72 on 2/18/25 at 4:50 PM. She stated she did not recall signing 
the arbitration agreement and if it had been explained to her, she would not have signed the arbitration 
agreement. She further reported she remembered signing papers during the admission process, but there 
were so many papers to sign she did not understand them all.

b. Resident #109 was admitted to the facility on [DATE].

Review of Resident #109's arbitration agreement revealed the resident had signed the agreement on 6/24/25.

Resident #109's most recent Minimum Data Set (MDS) assessment dated [DATE], a significant change 
assessment, revealed she was cognitively intact. 

An interview was conducted with Resident #109 on 2/22/25 at 4:49 PM. She stated the forms she signed 
upon admission were not explained and she was not made aware it was not a condition of admission.

(continued on next page)
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An interview was conducted with the Admissions Coordinator on 2/20/25 at 11:11 AM. The Admissions 
Coordinator reported she started at the facility on 8/5/24. She stated the former Admissions Coordinator 
would have been responsible for discussing the arbitration agreement with Resident #72 and Resident #109 
upon admission prior to her starting. She stated she reads each section of the arbitration agreement and 
asked residents or their representatives to sign during the admissions process. She stated the facility had a 
script she reads during the explanation of the arbitration agreement. She reported if the resident or resident 
representative had questions about the arbitration agreement she would answer the questions for the 
resident. If needed she stated she would get further clarification about the admission agreement for the 
resident from the Administrator. The Admissions Coordinator stated the form had a place for the resident to 
initial if they understood each section of the admission agreement, including the arbitration agreement.

The former Admissions Coordinator was unavailable for an interview.

The Administrator was interviewed on 2/22/23 at 6:26 PM. The Administrator stated she expected the 
arbitration agreement to be explained to the resident and/or the resident representative in a language they 
can understand. She reported the current Admissions Coordinator has a script which ensures the agreement 
is explained fully. The Administrator stated she was not employed at the facility until 12/31/24.
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Provide a neutral and fair arbitration process and agree to arbitrator and venue.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39731

Based on record review and interviews with the facility Administrator, the facility failed to include the 
selection of a venue that was convenient to both parties in the Arbitration Agreement. This was for 1 of 3 
(Resident #70) residents who were reviewed for entering into an Arbitration Agreement with the facility.

The findings included:

Resident #70 was admitted to the facility on [DATE]. 

A review of the Arbitration Agreement signed by Resident #70 on 9/12/24 revealed there was no information 
to address the selection of a venue convenient to both parties. 

Resident #70's most recent Minimum Data Set (MDS) assessment dated [DATE] revealed he was cognitively 
intact.

The Administrator was interviewed on 2/22/23 at 6:26 PM. The Administrator stated she expected the 
arbitration agreement to contain all the required components. She reported the facility changed ownership in 
June 2024 and the required components were on the arbitration agreement currently in use. The 
Administrator stated she was not employed at the facility until 12/31/24.
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Provide and implement an infection prevention and control program.

41387

Based on record review, observation and staff interview, the facility failed to implement infection control 
policies and procedures when staff failed to: (1) disinfect an unlabeled glucometer (a blood glucose meter) 
that was shared between residents for 1 of 2 residents (Resident #35) observed to have a blood glucose 
level checked. Shared glucometers can be contaminated with blood and must be cleaned and disinfected 
after each use with an approved product and procedure. Failure to use an Environmental Protection Agency 
(EPA)-registered disinfectant in accordance with the manufacturer's instructions for the glucometer 
potentially exposes residents to the spread of bloodborne infections. This occurred with six residents in the 
facility identified as having a diagnosis that included one or more bloodborne pathogens; (2) disinfect an 
individually assigned glucometer stored outside of the resident's room with an EPA-registered disinfectant in 
accordance with the manufacturer's instructions of the glucometer (Resident #32); (3) don necessary 
personal protective equipment (PPE) before entering a COVID isolation room and remove PPE before 
exiting the room; (4) evidence and documentation of annual review of infection control policies and 
procedures; and (5) cover the linen on linen carts located in the hallway to reduce the risk of accidental 
contamination.The uncovered linen carts were observed on 2 of 5 halls (300 and 400 halls). These deficient 
practices affected 3 of 127 residents residing in the facility (Residents #35, #32 and #230).

Immediate jeopardy began on 2/17/2025 at 5:50 am when Nurse #1 was observed performing a blood 
glucose test on Resident #35 using shared glucometer and not disinfecting the glucometer before and after 
performing the blood glucose test. Immediate jeopardy was removed on 2/19/25 when the facility 
implemented an acceptable credible allegation of immediate jeopardy removal. The facility will remain out of 
compliance at a lower scope and severity level of E (no actual harm with a potential for minimal harm that is 
not immediate jeopardy) for findings #2, #3, #4, and #5 for the facility's completion of employee and agency 
nursing staff training with blood glucose monitoring to ensure effective interventions were implemented. 

The findings included:

1. The glucometer manufacturer's operator manual dated 2016 provided instructions for cleaning and 
disinfecting the glucometer used at the facility. It stated, in part: all parts of the glucose monitoring system 
should be considered potentially infectious and are capable of transmitting blood-borne pathogens between 
patients and healthcare professionals. The meter should be disinfected after use on each patient. This blood 
glucose monitoring system may only be used for testing multiple patients when standard precautions and the 
manufacturer's disinfection procedures are followed. The manufacturer's instructions listed approved EPA 
registered wipes for cleaning and disinfecting the glucometer and stated other EPA registered wipes may be 
used for disinfecting the glucometer used by the facility. 

The cleaning and disinfecting step-by-step instructions included, in part:

Step 3: inspect for blood, debris, dust or lint anywhere on the meter. Blood and bodily fluids must be 
thoroughly cleaned from the surface of the meter. 

(continued on next page)
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Step 4: Clean the meter using a moist lint-free cloth dampened with a mild detergent and wiping all external 
areas of the meter including the front and back surfaces until visibly clean. 

Step 5: Disinfect the meter, cleaning the surface with an approved disinfectant wipe and wiping all external 
areas of the meter including front and back surface until visibly wet. 

The instructions for the EPA approved disinfectant wipes dated 2023 stated the minute wipe was an effective 
virucide, bactericide, tuberculocide and fungicide on hard non-porous surfaces. When using the disinfectant 
wipe, apply the wipe to a hard, non-porous surface (the glucometer), allowing it to remain wet for one minute 
and allow the surface to air dry. 

On 2/17/2025 at 5:50 am in preparation to check Resident #35's blood glucose, Nurse #1 was observed 
searching for Resident #35's glucometer. Nurse #1 stated each resident had their individually assigned 
glucometer to check blood glucose levels. Nurse #1 was observed opening the top drawer of the 100-hall 
medication cart flipping three glucometer pouches labeled with Resident #66's, Resident #33's and Resident 
# 93's name and room number upward toward Nurse #1. Nurse #1 was observed locking the 100-hall 
medication cart and walking to the 200-hall medication cart before returning to the 100-hall medication cart 
and reopening the top drawer. Nurse #1 reflipped Resident #66's, Resident #33's and Resident # 93's 
labeled glucometer pouches upward toward her and picked up Resident #33's glucometer pouch. There was 
an unlabeled glucometer not in a labeled glucometer pouch observed underneath Resident #33's glucometer 
pouch. Nurse #1 stated the unlabeled glucometer was Resident #35's glucometer and was observed not 
disinfecting the glucometer before performing a blood glucose test on Resident #35 on 2/17/2025 at 5:56 am. 
Nurse #1 was observed returning the used unlabeled glucometer to the top drawer of the 100-hall medication 
cart without disinfecting the glucometer. 

On 2/17/2025 at 6:00 am in an interview with Nurse #1, she stated Resident #35 did not have a labeled 
glucometer pouch and there were two glucometers in Resident #66's pouch earlier, and the glucometer that 
was not found in a glucometer pouch, must have fallen out of the unzipped glucometer pouch of Resident 
#66. The glucometer in Resident #66's pouch was observed unlabeled. Nurse #1 stated she did not know 
which glucometer was Resident #35's and grabbed the unlabeled glucometer that was not in a labeled 
glucometer pouch to perform Resident #35's blood glucose. Nurse #1 stated the reason she did not disinfect 
the glucometer before performing the blood glucose was because the staff member who used the 
glucometer before she used it should have disinfected the glucometer. Nurse #1 stated she did not think 
about disinfecting the glucometer after performing the blood glucose test. Nurse #1 was observed removing 
an alcohol pad from the top drawer of the 100-hall medication cart and wiping the unlabeled glucometer 
without an resident identified glucometer pouch with the alcohol pad and returning the unlabeled glucometer 
to the top drawer of the 100-hall medication cart. She stated she always disinfected glucometers with alcohol 
pads and Resident #35 was the only blood glucose monitoring she had to perform. 

On 2/18/2025 at 10:08 am in an interview with Nurse #2 she stated due to Medication Aide #5 being 
assigned to the 100-hall medication cart on 2/16/2025 for the 7:00 am to 7:00 pm shift, she performed 
Resident #35's blood glucose monitoring. She stated Resident #35 did not have an individually assigned 
glucometer and when performing Resident #35's blood glucose monitoring, the unlabeled glucometer that 
was not stored in a labeled pouch with resident's name and room number on the 100-hall medication cart 
was used for Resident #35 and Resident #31, who also did not have an individually assigned glucometer. 
She stated she used disinfectant wipes on the 100-hall medication cart to disinfect the unlabeled glucometer 
after each use. 

(continued on next page)

7767345529

05/28/2025



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      

345529 02/24/2025

Universal Health Care/North Raleigh 5201 Clarks Fork Drive NW
Raleigh, NC 27616

F 0880

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

On 2/18/2025 at 10:42 am in a follow up phone interview with Nurse #1, she stated she thought the 
unlabeled glucometer that was not in a pouch labeled with a resident's name and room number on the 
100-hall medication cart was Resident #35's glucometer on 2/17/2025 when performing the blood glucose 
monitoring. She stated Resident #31 also received blood glucose monitoring and did not have an individually 
assigned glucometer, and she had forgotten Resident #35 and Resident #31 shared the unlabeled 
glucometer not in a labeled pouch. Nurse #1 stated she was trained on how to use and disinfect a 
glucometer with employment orientation and was unable to recall the instructions on how to use the 
disinfectant wipes at the facility. She reported there were no disinfectant wipes on the 100-hall medication 
cart to clean the glucometer on the morning of 2/17/2025.

On 2/18/2025 at 10:30 am in an interview with the Central Supply, she reported there were no disinfectant 
wipes in the central supply room. She stated she restocked the 100-hall medication cart with disinfectant 
wipes on the morning of 2/17/2025 upon reporting to work for the 7:00am to 3:00pm shift. 

On 2/17/2025 at 6:50 am in an interview with the Director of Nursing (DON), she stated the facility did not 
have an individually assigned glucometer for every resident receiving blood glucose monitoring, and there 
were glucometers on the medication carts that were shared between residents. The DON stated Nurse #1 
should have disinfected the glucometer that was shared between the residents with the facility's 
EPA-disinfectant wipes and allow the glucometer to dry for two minutes before storing in resident's labeled 
glucometer pouch. 

The Regional Director of Clinical Services indicated via email on 2/18/2025 at 5:26 pm that there were six 
current residents in the facility identified as having a diagnosis that included one or more bloodborne 
pathogens.

The Administrator was informed of the immediate jeopardy (IJ) on 2/18/2025 at 2:00 pm. 

The facility provided the following plan for IJ removal:

Identify those recipients who have suffered, or are likely to suffer, a serious adverse outcome as a result of 
the noncompliance.

Nurse #1 failed to ensure an unlabeled / unidentified glucometer that was shared between Resident #35 and 
Resident #31 on the 100-hall medication cart was cleaned and disinfected prior to and after use. (Resident 
#35). Nurse #1 thought the glucometer was individually assigned to Resident #35 and had forgotten that the 
unlabeled / unidentified glucometer was also used on Resident #31. 

Nurse #1 indicated the glucometer used for Resident #35 was individually assigned. She stated she did not 
think about cleaning and disinfecting the unlabeled / unidentified glucometer after performing Resident #35's 
blood glucose and stated she always cleaned residents' glucometer with alcohol wipes. The Director of 
Nursing stated the facility did not have a glucometer for every resident receiving blood glucose monitoring 
and some of the glucometers on the medication carts were shared between residents. The DON stated 
glucometers were to be cleansed with an approved disinfectant.

(continued on next page)
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Shared glucometers can be contaminated with blood and must be cleaned and disinfected after each use 
with an approved product and procedure. Failure to use an EPA-registered disinfectant in accordance with 
the manufacturer's instructions to disinfect a shared glucometer potentially exposes residents to the spread 
of blood borne infections. There are six current residents within the facility identified as having a diagnosis 
which included one or more blood borne pathogens. 

The following immediate actions were taken for affected residents:

The facility Medical Director was notified by the Administrator of the facility on 2/18/2025 of the deficient 
practice for Resident #35 and of the new process of each resident having their own designated glucometer. 
He is in agreement with the current process for cleaning and storage of glucometers with no further 
recommendation. No recommendations were provided for Resident #35. 

The local county Health Department Communicable Disease Coordinator was notified by the facility 
Administrator on 2/18/2025 with no further recommendations at this time.

Current residents that receive finger stick blood sugar checks are at risk. Forty residents require FSBS and 
all forty have been provided their individual glucometer. The Assistant Director of Nursing completed an audit 
on 2/18/2025. 

Specify the action the entity will take to alter the process or system failure to prevent a serious adverse 
outcome from occurring or recurring, and when the action will be complete.

Current residents who require finger stick blood sugars received their own individual glucometers and they 
were labeled and placed in an individual container. The was completed by the Director of Nursing and the 
Assistant Director of Nursing on 2/18/2025. 

Education was started by the Director of Nursing on 2/18/2025 to current licensed nursing staff, including 
agency staff, on proper procedure for cleaning/disinfecting glucometers and for proper storage of 
glucometers. Employees not receiving this education will not be allowed to work until the education is 
received. The Director of Nursing will track the education to ensure that current staff have received.

Education includes each resident who receives a finger stick blood sugar will have an individual glucometer 
that is labeled with their name and stored in an individual container inside the med cart. Education also 
includes the proper cleaning technique as recommended by the manufacturer guidelines. The cleaning 
product will be kept on each medication cart. The Director of Nursing or charge nurse will check the med 
carts daily to ensure that the cleaning product is present on each med cart. The Director of Nursing educated 
the charge nurses on 2/18/2025. The Director of Nursing was educated on this process by the Administrator 
on 2/18/2025. 

The Director of Nursing or charge nurse is responsible for ensuring new admissions who require finger stick 
blood sugars are provided with their own individual glucometer that is labeled with their name and stored in 
an individual container. The Director of Nursing was educated on this process by the Administrator on 
2/18/2025. The charge nurses are educated on this process by the Director of Nursing on 02/18/2025. 

(continued on next page)
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New licensed nurses will receive this education during the orientation process by the Director of Nursing or 
charge nurse on 02/18/2025. Agency nurses will receive this education prior to the start of their shift. The 
charge nurses were educated on this process on 02/18/2025 by the Director of Nurse. The Director of 
Nursing will assign the charge nurse to complete this task when needed.

Immediate Jeopardy Removal Date: 2/19/2025 

The facility's credible allegation of immediate jeopardy removal was validated on 2/22/25.

A phone interview with the medical director on 2/18/2025 validated the facility had notified the physician of 
the deficient practice and the facility was implementing new practices that included an individual glucometer 
per resident and educating the nursing staff on how to disinfect the glucometer after use on a resident. 
Observation of the 43 residents' (40 plus 3 admissions since 2/18/2025) individually assigned glucometers 
who currently resided in the facility on 2/22/2025 validated each resident receiving blood glucose monitoring 
had an individually assigned glucometer in a glucometer pouch labeled with their name and room number. 
Interviews with licensed nursing staff on each hallway and on all shifts validated in-service training was 
conducted in regard to the use of individually assigned glucometers for resident blood glucose monitoring 
and the infection control practices for the disinfection of glucometers. All licensed nursing staff who were 
interviewed reported they had received the required in-service training on 2/18/2025 or prior to beginning 
their next assigned shift after 2/18/2025. The educational in-services stressed using individually assigned 
glucometers for each resident requiring blood glucose monitoring and storing each individual assigned 
glucometer in an individually labeled glucometer pouch with resident's name and room number. The 
in-service training also included a review of the manufacturer's instructions for the facility's glucometers and 
disinfectant wipes related to disinfection of the glucometer and completion of a returned demonstration of the 
proper procedure for effective glucometer disinfection. Nurse observation in conducting a blood glucose 
check and subsequent glucometer disinfection completed the task without difficulty. Individually assigned 
resident glucometers were observed stored on the medication carts in closed labeled pouches with resident's 
name and room number. Each medication cart was observed with a canister of EPA disinfectant wipes. 
There was an unused unlabeled new glucometer observed on each medication cart that licensed nursing 
staff validated through interviews the new unused glucometers were available for new admissions, 
replacement of a resident's individually assigned glucometer or in an emergency as needed. To prevent the 
likelihood of a new glucometer used as a shared glucometer, the facility removed the new, unused 
glucometers from each medication cart and relocated the storage of the new unused glucometer into the 
medication storage rooms on each unit. There were no further concerns identified during either the 
interviews or observations. 

The immediate jeopardy removal date of 2/19/2025 was validated. 

2. The manufacturer's operator manual revised 10/2019 for Resident #32's assigned glucometer provided 
instructions for cleaning and disinfecting the glucometer used at the facility. It stated, in part: to minimize the 
risk of transmitting blood-borne pathogens, the cleaning and disinfecting procedure should be performed 
after each use. The manufacturer's instructions listed approved EPA registered wipes for cleaning and 
disinfecting the glucometer and stated other EPA registered wipes may be used for disinfecting the 
glucometer used by the facility. 

The cleaning and disinfecting procedure for Resident #32's individually assigned glucometer included in part:

(continued on next page)
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Step 5: using one EPA disinfectant towelette to wipe the entire surface of the glucometer horizontally and 
vertically to remove bloodborne pathogens and 

Step 6: Treated surface must remain wet for the recommended contact time. Do not wrap the meter in a 
towelette.

The instructions for the EPA approved disinfectant wipes dated 2023 stated the minute wipe was an effective 
virucide, bactericide, tuberculocide and fungicide on hard non-porous surfaces. When using the disinfectant 
wipe, apply the wipe to a hard, non-porous surface (the glucometer), allowing it to remain wet for one minute 
and allow the surface to air dry. 

On 2/18/2025 at 7:51 am, Medication Aide #1 (agency) was observed performing blood glucose monitoring 
using an individually assigned glucometer for Resident #32. After obtaining a blood glucose level, Medication 
Aide #1 was observed cleaning Resident #32's individually assigned glucometer with alcohol wipes. 

On 2/18/2025 at 7:57am in an interview with Medication Aide #1, she explained Resident #32's glucometer 
needed to be disinfected after use and she cleaned the glucometer with an alcohol pad because she did not 
have any disinfectant wipes on the 300-hall medication cart. 

On 2/18/2025 at 10:25 am in a follow up interview with Medication Aide #1, she stated she received training 
less than a month ago at the facility on using disinfectant wipes to clean glucometers after use. She stated 
there were disinfectant wipes on the 300-hall medication cart, and she did not know the disinfectant wipes 
were on the 300-hall medication cart because she had not checked the 300-hall medication cart. 

On 2/18/2025 at 5:10 pm in an interview with the Director of Nursing, she stated Resident #32's individually 
assigned glucometer needed to be disinfected after each use using a disinfectant wipe. 

3. The facility's policy for COVID-19 dated 10/24/2024 stated in part: to implement Special Droplet-Contract 
Precautions until patient meets the Center of Disease Control and Prevention criteria for discontinuation of 
transmission -based precautions. The facility's policy Transmission Based Precautions-General Practice 
dated 12/1/2021 stated in part: to maintain transmission based precautions before entering the patient's 
room and fundamental protective measures: hand washing, use of mask, eye protection, gowns and gloves. 
Supplies are kept near the entrance and large trash can for general trash placed inside the room. When 
donning the protective attire: wash hands, put on gown, apply mask, put on goggles or face shield if required. 
Removing of protective attire in the patient's room in the trach can: gloves, goggles or face shield, gown and 
mask. 

On 2/17/2025 at 4:20 am, Nurse #5 was observed applying an isolation gown, gloves and N-95 mask before 
entering Resident #230' room. 

On 2/17/2025 at 4:22 am, there was a droplet precautions sign observed posted on Resident #230's door. A 
three-drawer container was observed outside Resident #230's door and contained gowns, face mask, N-95 
mask, gloves and eye protection. Nurse #5 was observed inside Resident #230's room preparing to obtain 
Resident #230 vital signs not wearing eye protection. 

(continued on next page)
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On 2/17/2025 at 4:27 am, Nurse #5 was observed exiting Resident #230's room into the hallway and 
removing the isolation gown, gloves and N-95 and discarding the personal protective equipment (PPE) into 
one of two large trash cans observed located in the hallway outside of Resident #230's room. 

On 2/17/2025 at 4:29 am in an interview with Nurse #5, she stated Resident #230 was on isolation for 
COVID-19 that required contact and droplet precautions. She stated she did not place the droplet 
precautions signage on Resident #230's door. She stated eye protection was available to wear and stated 
she did not need to wear eye protection to enter Resident #230's room because she was fully vaccinated 
against COVID-19. She explained she removed the PPE (gown, gloves and N-95 mask) after exiting 
Resident #230's room because of the large grey trash cans were located outside Resident #230's room and 
she didn't want to contaminate herself inside the room. Nurse #5 stated she was an agency nurse and had 
received infection control training from the agency. She stated she had worked at the facility for one week 
and had not received COVID-19 and PPE training from the facility.

On 2/18/2025 at 5:28 pm in an interview with Unit Manager #1, she stated she had made an error and placed 
the wrong isolation signage for droplet precautions on Resident #230's door. She stated the droplet 
precautions signage did not include the use of a N-95 mask, gown or eye protection to enter Resident #230 
room and the posted signage on Resident #230's door should have been special droplet and contact 
precautions. She stated the required PPE (gown, gloves, N-95 mask and face shield for eye protection) were 
placed outside Resident #230's door for the staff to use and the trash cans should have been inside 
Resident #230's room for Nurse #5 to remove the PPE inside Resident #230's room before exiting the room. 

On 2/18/2025 at 5:10 pm in an interview with the Director of Nursing (DON), she stated Resident #230 was 
admitted with COVID-19 and she did not know exactly which isolation signage was to be posted on Resident 
#230's door. She explained Unit Manager #1 was responsible for posting the isolation precaution signage on 
Resident #230 door. The DON stated Nurse #5 should have worn eye protection before entering Resident 
#230's room to provide resident care and should have removed the PPE before exiting Resident #230's 
room. The DON reported that when she started five weeks ago at the facility she was informed that infection 
control was her responsibility also, and she had not performed any tasks (training, reports) related to 
infection control. 

49502

4. Review of the facility's Infection Prevention and Control Policies and Procedures revealed an Infection 
Prevention and Control Manual with an effective date of 2/6/20 with no evidence of annual review. 

During an interview with the Director of Nursing (DON) #1 on 2/17/25 at 5:06 pm, she stated she was 
responsible for the Infection Prevention and Control program. The DON #1 further stated she had been in the 
DON position for 5 weeks and had been unable to review the Infection Prevention and Control Policies. 

In an interview with Corporate Nurse Consultant #1 on 2/22/25 at 5:00 pm, she stated the facility was 
currently working on their Infection Prevention and Control program. The Corporate Nurse Consultant #1 did 
not have documentation of annual review and signed Infection Prevention and Control policies and 
procedures.
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5. Review of the facility's Infection Prevention and Control policy and procedures for linen read, Clean towels 
will be kept covered and available for individual use.

The clean linen cart on the 300 hall was observed on 2/17/25 at 3:28 pm with the front cover pulled up and 
resting on the top of the mesh covered plastic pipe line cart. 

During an interview with Unit Manager #1 on 2/17/25 at 3:30 pm, she stated all linen carts should be covered 
for infection control purposes. Unit Manager #1 placed the covering correctly on the linen cart.

A continuous observation was made on 2/18/25 from 9:03 am until 9:10 am of the linen cart on the 400 hall. 
The front cover was pulled up and was resting on the top of the mesh covered plastic pipe linen cart. Clean 
gowns, towels, wash clothes, and blankets were observed on the cart. The maintenance staff was observed 
walking by pulling furniture at 9:05 am and Physical Therapy staff was observed walking by at 9:06 am. A NA 
was observed walking by with bagged trash in hand at 9:09 am. Another NA with a plate and cup in hand 
was observed walking by at 9:09 am. The linen cart front covered was closed by a NA at 9:10 am.

During an interview on 2/28/25 at 9:35 am with NA #5, she stated the linen carts should be covered after 
retrieving the items needed for resident care for infection control prevention. 

The clean linen cart on the 300 hall was observed for a second time on 2/21/25 at 12:29 pm with the front 
covering on top of the linen cart.

During an interview with Nursing Assistant (NA) #3 on 2/21/25 at 12:39 pm, she stated the linen carts are 
supposed to be covered when not in use due to infection control prevention. She immediately placed the 
covering on the linen cart correctly.

During an interview with the Housekeeping Manager on 2/18/25 at 3:00 pm, she indicated the linen carts on 
the hall ways held clean gowns, towels, wash clothes, and blankets for the residents. She further indicated 
the linen carts should be covered when not in use by the staff.

In an interview with the Administrator and Corporate Nurse Consultant #1 on 2/22/25 at 5:00 pm, the 
Administrator stated she expected the linen carts to be covered when the nursing staff were not using them. 
The Corporate Nurse Consultant #1 indicated they were working on the infection control program at the 
facility. 
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Implement a program that monitors antibiotic use.

49502

Based on facility policy review, record review and staff interviews the facility failed to implement an antibiotic 
stewardship program to monitor antibiotic usage in the facility. This practice had the potential to affect 127 of 
127 residents in the facility.

The findings included:

Review of the facility's policy titled, Antibiotic Stewardship Program, effective date 10/24/22 revealed the 
following: The Antibiotic Stewardship Program is designed to promote the appropriate use of antibiotics, 
monitoring, and management of clinical antimicrobial outcomes, reduce antibiotic resistance, to the extent 
possible.

During an interview with the Director of Nursing (DON) #1 on 2/17/25 at 5:06 pm, she stated she was 
responsible for the Infection Prevention and Control program. The DON #1 further stated she had been in the 
DON position for 5 weeks and there was not an Antibiotic Stewardship Program, and she had not had the 
time to start one. When asked had the facility been monitoring and tracking infections within the facility, she 
replied no. She indicated she had just learned there was a software program for Antibiotic Stewardship on 
the computer, but she had not used it.

In an interview with Corporate Nurse Consultant #1 on 2/22/25 at 5:00 pm, she stated the facility was 
currently working on their infection control program which included the Antibiotic Stewardship Program. The 
department heads in their morning meetings had discussions about the residents and the antibiotics used in 
the facility. She indicated an infection control program was on their computer and worked as long nursing 
input the information concerning resident antibiotic use and infections within the facility. The Corporate Nurse 
Consultant #1 did not have documentation on the tracking or trending of infection within the facility. 
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Provide bedrooms that don't allow residents to see each other when privacy is needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50234

Based on observations, record review, and interviews with resident and staff, the facility failed to ensure full 
visual privacy was available for 1 of 5 rooms (room [ROOM NUMBER]) reviewed for the privacy curtain. 

The findings were: 

An observation on 2/16/25 at 10:54 AM of room [ROOM NUMBER] revealed that the privacy curtain would 
not close to provide full visual privacy to the resident. There was approximately 24 inches of the head of the 
bed and the resident visible from the door. 

An observation on 2/22/25 at 1:12 PM revealed the privacy curtain did not close fully around the bed. Upon 
closer inspection it was noted the curtain connectors got stuck where the two tracks were joined since the 
curtain connectors did not line up with the second track. There was approximately 24 inches of the head of 
the bed and the resident visible from the door. 

In an interview on 2/22/25 at 1:13 PM, the resident who resided room [ROOM NUMBER] said the privacy 
curtain had not been able to be completely pulled closed for a long time, but was unable to remember how 
long. The resident did not remember telling anyone about the curtain but said the staff knew. 

In an interview on 2/22/25 at 3:31 PM, the Activity Director said when something in a resident's room was 
broken or didn't work, the staff were responsible for notifying maintenance through the maintenance 
application. She said she had not realized the privacy curtain was not closing. 

Review of the facility Maintenance Logs for 2024 and 2025 did not document the privacy curtain in room 
[ROOM NUMBER] needed to be fixed. 

Attempts to interview the former Maintenance Director were unsuccessful. 

In an interview on 2/22/25 at 5:31 PM, the Interim Director of Nursing said the privacy curtain in room 
[ROOM NUMBER] should have been reported for repair so that complete visual privacy could have been 
provided. 

In an interview on 2/22/25 at 6:34 PM, the Administrator said she was not aware the privacy curtain in room 
[ROOM NUMBER] needed to be fixed and was not sure if the former Maintenance Director was aware. 
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F 0940

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Develop, implement, and/or maintain an effective training program for all new and existing staff members.

49502

Based on record review and staff interviews, the facility failed to implement an effective training program to 
ensure staff received required training and to maintain documented evidence of trainings for 4 of 4 Nursing 
Assistants (NA #2, NA #8, NA #9, and NA #11). This practice had the potential to affect all residents. 

The findings included:

A review of the 2024 annual education records provided by the facility revealed no documented evidence 
that communication, resident rights, compliance and ethics, behavioral health, infection control training on 
policies and procedures, and QAPI training were conducted for the staff. 

a. NA #9's personnel file revealed no documentation of communication, resident rights, compliance and 
ethics, behavioral health, infection control or QAPI training in 2024 through present.

A phone interview was conducted on 2/21/25 at 3:46 pm with NA #9. She stated she had worked at the 
facility approximately 4 years. NA #9 stated she received dementia and abuse training on 9/24/24. She did 
not recall training related to communication, resident rights, compliance and ethics, behavioral health, and 
infection control policies and procedures or QAPI training being done in 2024 through present.

b. NA #11's personnel file revealed no documentation of communication, resident rights, compliance and 
ethics, behavioral health, infection control and QAPI training in 2024 through present.

During a phone interview with NA #11 on 2/21/25 at 4:00 pm, he stated he received dementia and abuse 
training in September but could not recall the date. He further stated he had not received any training in 
communication, resident rights, compliance and ethics, behavioral health, and infection control policies and 
procedures or QAPI training in 2024 through present.

c. NA #2's personnel file revealed no documentation of communication, resident rights, compliance and 
ethics, behavioral health, and infection control or QAPI training in 2024 through present.

A phone interview was conducted on 2/21/25 at 11:35 am with NA #2. She stated she had received dementia 
care and abuse training in September 2024 but does not recall any training communication, resident rights, 
compliance and ethics, behavioral health, and on infection control policies and procedures or QAPI training 
in 2024 through present. 

d. NA #8's personnel file revealed no documentation of communication, resident rights, compliance and 
ethics, behavioral health, and infection control and QAPI training in 2024 through present.

An attempt was made to interview NA #8 on 2/18/25 at 5:00 am but she was unavailable for interview. 

(continued on next page)
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F 0940

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

The Director of Nursing (DON) #1 was interviewed on 2/17/25 at 5:06 pm. She stated she had been with the 
facility since December, and she was unable to do any educational training 

During an interview with the Corporate Nurse Consultant #1 on 2/22/25 at 5:00 pm, she thought the NA 
training had been completed and was still looking for documentation. No other documentation for education 
was provided. 

In an interview with the Administrator on 2/22/25 at 5:00 pm, she stated the facility did not currently have a 
Staff Development Coordinator nurse and the staff educational training was the responsibility of the Director 
of Nursing (DON) #1. 
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