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E0000 E0000Initial Comments 

An unannounced recertification and complaint 
investigation survey was conducted on 09/15/25 through
09/18/25. The facility was found in compliance with the
requirement CFR 483.73, Emergency Preparedness. Event 
ID #1D624A-H1. 

 

F0000 F0000INITIAL COMMENTS 

A recertification and complaint investigation survey 
was conducted from 09/12/25 through 09/18/25. Event ID#
1D624A-H1. The following intakes were investigated: 
2607708 and 820226. 

2 of the 12 complaint allegations resulted in 
deficiency. 

 

F0550 F0550

SS = D

Resident Rights/Exercise of Rights 

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

§483.10(a) Resident Rights. 

The resident has a right to a dignified existence, 
self-determination, and communication with and access 
to persons and services inside and outside the 
facility, including those specified in this section. 

§483.10(a)(1) A facility must treat each resident with
respect and dignity and care for each resident in a 
manner and in an environment that promotes maintenance
or enhancement of his or her quality of life, 
recognizing each resident's individuality. The facility
must protect and promote the rights of the resident. 

§483.10(a)(2) The facility must provide equal access to
quality care regardless of diagnosis, severity of 
condition, or payment source. A facility must establish
and maintain identical policies and practices regarding
transfer, discharge, and the provision of services 
under the State plan for all residents regardless of 
payment source. 

 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90 
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days 
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program 
participation.
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Continued from page 1
§483.10(b) Exercise of Rights. 

The resident has the right to exercise his or her 
rights as a resident of the facility and as a citizen 
or resident of the United States. 

§483.10(b)(1) The facility must ensure that the 
resident can exercise his or her rights without 
interference, coercion, discrimination, or reprisal 
from the facility. 

§483.10(b)(2) The resident has the right to be free of
interference, coercion, discrimination, and reprisal 
from the facility in exercising his or her rights and 
to be supported by the facility in the exercise of his
or her rights as required under this subpart. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observations, record review and staff 
interviews the facility failed to treat 1 of 3 
residents in a respectful and dignified manner when 
Resident #66 was seated in his geriatric wheelchair (a
special medical recliner with a wheeled base designed 
for older adults and individuals with mobility issues)
as Occupational Therapist #1 pulled the wheelchair down
the hall with the resident positioned behind her 
resulting in the resident being unable to see where he
was being taken to. A reasonable person has the 
expectation of being treated with dignity and would not
want to be moved via wheelchair in a backwards motion 
with no ability to view where they are traveling. 

Findings included: 

Resident #66 was admitted to the facility on 08/26/25.

A physician’s order written on 08/28/25 revealed an 
order for Occupational Therapy (OT) to evaluate and 
treat as indicated. 

Resident #66’s Minimum Data Set 5-day assessment dated
09/04/25 revealed he was severely cognitively impaired.

An observation of Resident #66 on 09/15/25 at 11:10 AM
revealed the resident was seated in his geriatric 
wheelchair while Occupational Therapist #1 (OT) pulled
the wheelchair down the hall with the resident 
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Continued from page 2
positioned behind her resulting in the resident being 
unable to see where he was being taken to by OT #1. 

An interview was conducted with OT #1 on 09/15/25 at 
11:10 AM. OT #1 stated she was not aware that pulling a
resident behind her was a dignity issue and that she 
was pulling the chair because it was difficult to push.
OT #1 turned Resident #66’s chair around and proceeded
down the hall while she pushed the resident in front of
her. 

An interview was conducted with the Rehabilitation 
Manager on 09/17/25 at 2:45 PM. The Rehabilitation 
Manager stated that OT #1 was an agency therapist, and
that all staff including agency staff had been 
in-serviced according to the training for this facility
to include treating residents with dignity and respect.
She stated just recently the therapy staff were all 
sub-contracted, but now there was new therapy staff, 
and they were employed by the facility and the training
that was required for this facility was given to the 
therapists. The Rehabilitation Manager stated OT #1 
should have known that pulling a resident from behind 
while the resident was sitting in a mobility device was
a dignity issue. She stated she would make sure further
education was provided. 

An interview was conducted with the Director of Nursing
(DON) on 09/17/25 at 3:00 PM. The DON stated she had 
some new staff in the therapy department, but that she
would have expected for the therapy staff to know that
pulling a resident behind them as they walked down a 
hall was a dignity concern and she would be sure 
education was done to reinforce this dignity issue. 

F0553 F0553

SS = D

Right to Participate in Planning Care 

CFR(s): 483.10(c)(2)(3) 

§483.10(c)(2) The right to participate in the 
development and implementation of his or her 
person-centered plan of care, including but not limited
to: 

(i) The right to participate in the planning process, 
including the right to identify individuals or roles to
be included in the planning process, the right to 
request meetings and the right to request revisions to
the person-centered plan of care. 

(ii) The right to participate in establishing the 
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Continued from page 3
expected goals and outcomes of care, the type, amount,
frequency, and duration of care, and any other factors
related to the effectiveness of the plan of care. 

(iii) The right to be informed, in advance, of changes
to the plan of care. 

(iv) The right to receive the services and/or items 
included in the plan of care. 

(v) The right to see the care plan, including the right
to sign after significant changes to the plan of care.

§483.10(c)(3) The facility shall inform the resident of
the right to participate in his or her treatment and 
shall support the resident in this right. The planning
process must- 

(i) Facilitate the inclusion of the resident and/or 
resident representative. 

(ii) Include an assessment of the resident's strengths
and needs. 

(iii) Incorporate the resident's personal and cultural
preferences in developing goals of care. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review, staff and Resident 
Representative (RR) interviews, the facility failed to
facilitate the inclusion of the RR of a severely 
cognitively impaired resident in the care planning 
process for 1 of 2 residents reviewed for the care 
planning process (Resident #71). 

Findings included: 

Resident #71 was admitted to the facility on 11/4/24. 

The most recent Quarterly Minimum Data Set (MDS) 
assessment dated 8/12/25 revealed Resident #71 was 
severely cognitively impaired. 

The medical record indicated Resident #71’s family 
member was her Resident Representative (RR). 

A review of the care plan for Resident #71 indicated it
was last revised on 8/18/25. 
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Continued from page 4

Record review for Resident #71 revealed there were no 
care plan meetings documented nor was there 
documentation of attempts to contact or conversations 
with the RR since admission. 

On 9/17/25 at 9:50 AM a telephone interview with 
Resident #71’s RR revealed he did not recall being 
invited to a care plan meeting. Resident #71's RR 
stated he would like to be invited to attend care plan
meetings. 

In an interview with the Administrator on 9/17/25 at 
9:50 AM she stated the facility had last employed a 
Social Worker (SW) from January to June of 2025 and she
was responsible for invitations to care plan meetings 
during that time. The Administrator indicated she had 
been responsible for sending care plan meeting 
invitations to residents or their RR’s since June 2025
but could not locate documentation regarding sending an
invitation to Resident #71's RR. 

The previous SW was unavailable for interview. 

F0554 F0554

SS = D

Resident Self-Admin Meds-Clinically Approp 

CFR(s): 483.10(c)(7) 

§483.10(c)(7) The right to self-administer medications
if the interdisciplinary team, as defined by 
§483.21(b)(2)(ii), has determined that this practice is
clinically appropriate. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observations, record review, and staff and 
resident interviews, the facility failed to assess the
ability of a resident to self-administer medications 
(chewable antacid tablets, cough drops, topical 
arthritis cream with 25% capsaicin and topical 
arthritis pain relief gel with 2% menthol) that were 
kept at the bedside for 1 of 1 resident reviewed for 
self-administration of medications (Resident #19). 

Findings included: 

Resident #19 was admitted to the facility on 12/21/23 
with diagnoses that included non-Alzheimer’s dementia 
and chronic pain syndrome. 
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Continued from page 5

Review of Resident #19’s quarterly Minimum Data Set 
(MDS) assessment dated 7/21/25 indicated she was 
moderately cognitively impaired. 

Review of Resident #19’s physician orders revealed no 
order to self-administer medications, no order for 
arthritis pain relief cream with capsaicin, arthritis 
pain relief gel with menthol, cough drops or chewable 
antacid tablets were noted. 

Review of Resident #19’s medical record revealed no 
documentation Resident #19 was assessed for 
self-administration of medications. 

Review of Resident #19’s care plan last revised 9/15/25
did not reveal a care plan related to 
self-administration of medications. 

In an observation and interview with Resident #19 on 
9/15/25 at 1:24 PM the resident stated she had chronic
pain and had a Nurse or Nurse Aide (NA) put arthritis 
cream on her knees that morning. Resident #19 proceeded
to open the second drawer of her bedside table to show
that she kept arthritis cream with 25% capsaicin and 
arthritis pain relief gel with 2% menthol in the drawer
for ease of use throughout the day. Resident #19 
further stated she applied the arthritis cream or gel 
herself throughout the day. A 12-ounce paper cup was 
observed in the drawer that held what appeared to be 
loose chewable antacid tablets and individually wrapped
cough drops. Resident #19 indicated she used chewable 
antacid tablets when she had “an upset stomach” and the
cough drops were used for an occasional scratchy 
throat. 

A second observation and interview were conducted on 
9/16/25 at 8:06 AM with Resident #19. A tube of 
arthritis cream with 25% capsaicin was sitting on top 
of the bedside table. Resident #19 indicated she still
had the arthritis gel, chewable antacid tablets and 
cough drops in her bedside table. Resident #19 opened 
the second drawer of the bedside table where the items
were observed to still be there. 

In an interview with Nurse #1 on 9/16/25 at 10:25 AM 
she stated she was unaware Resident #19 kept any 
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Continued from page 6
medications at her bedside and was unsure if the 
resident had been assessed for self-administration of 
medications. Nurse #1 further stated she had applied 
arthritis cream to Resident #19’s knees but the cream 
had come from the medication cart. 

In an interview with the Unit Manager (UM) on 9/16/25 
at 10:36 AM she stated she was unaware Resident #19 had
medications at the bedside. She further stated she was
unaware of how a resident would have been assessed for
self-administration of medications. 

An interview was conducted with NA #6 on 9/16/25 at 
10:40 AM. NA #6 stated had not put arthritis cream or 
gel on Resident #19 at any time. 

An interview was conducted with the Director of Nursing
(DON) on 9/16/25 at 10:48 AM she indicated she was 
unaware Resident #19 kept medications in her bedside 
table. The DON stated Resident #19 had not been 
assessed for self-administration of medications. 

An interview was conducted with the Administrator on 
9/15/25 at 2:40 PM. She stated she was unaware Resident
#19 kept medications at the bedside and was unsure how
the facility would have known that Resident #19 had 
them. The Administrator indicated Resident #19 had not
been assessed for self-administration of medications. 

F0583 F0583

SS = D

Personal Privacy/Confidentiality of Records 

CFR(s): 483.10(h)(1)-(3)(i)(ii) 

§483.10(h) Privacy and Confidentiality. 

The resident has a right to personal privacy and 
confidentiality of his or her personal and medical 
records. 

§483.10(h)(l) Personal privacy includes accommodations,
medical treatment, written and telephone 
communications, personal care, visits, and meetings of
family and resident groups, but this does not require 
the facility to provide a private room for each 
resident. 

§483.10(h)(2) The facility must respect the residents 
right to personal privacy, including the right to 
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Continued from page 7
privacy in his or her oral (that is, spoken), written,
and electronic communications, including the right to 
send and promptly receive unopened mail and other 
letters, packages and other materials delivered to the
facility for the resident, including those delivered 
through a means other than a postal service. 

§483.10(h)(3) The resident has a right to secure and 
confidential personal and medical records. 

(i) The resident has the right to refuse the release of
personal and medical records except as provided at 
§483.70(h)(2) or other applicable federal or state 
laws. 

(ii) The facility must allow representatives of the 
Office of the State Long-Term Care Ombudsman to examine
a resident's medical, social, and administrative 
records in accordance with State law. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, record review and staff 
interview, the facility failed to provide personal 
privacy when Nurse #2 left the door to the resident’s 
room open when assessing Resident #1’s indwelling 
urinary catheter. Nurse #2 did not close the curtain 
when she pulled the resident’s gown up and his brief 
down resulting in the resident being visible from the 
hallway while he was exposed. This was for 1 of 1 
resident observed for privacy (Resident #1). 

Findings included: 

Resident #1 was admitted to the facility on 06/03/25. 
Diagnoses included obstructive reflux uropathy (a 
condition where urine flow is blocked in any part of 
the urinary tract), benign prostate hypertrophy 
(enlarged prostate) with urinary complications. 

A physician’s order written on 08/26/25 revealed 
Resident #1 had an order for indwelling urinary 
catheter and to provide catheter care each shift for 
urinary retention. 

The Minimum Data Set quarterly assessment dated 
08/30/25 revealed Resident #1 was severely cognitively
impaired and was coded as having an indwelling urinary
catheter. 
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An observation of urinary catheter care was conducted 
with Nurse Aide (NA) #1 on 09/17/25 at 10:20 AM. NA #1
closed Resident #1’s door but did not pull the privacy
curtain. Resident #1 resided in the bed closest to the
door, he had a roommate who was in the room, and the 
roommate’s privacy curtain was pulled closed. Once the
catheter care was completed, NA #1 noticed Resident 
#1’s catheter tubing to have bloody urine. NA #1 stated
she would let Nurse #2 know. NA #1 left the room and 
left the door open. 

An observation was conducted from the hallway outside 
of Resident #1’s room on 09/17/25 at 10:35 AM. Nurse #2
entered the resident’s room, applied gloves and 
proceeded to pull Resident #1's gown up and take down 
his brief to assess the catheter insertion cite. Nurse
#2 did not close the door or pull Resident #1’s curtain
for privacy. The door was fully opened door and 
Resident #1 was observed from the hall outside his door
exposing Resident #1's bare stomach and penis. Staff 
were noted to be passing by Resident #1’s room while 
Nurse #2 assessed his indwelling catheter. 

An interview was conducted with Nurse #2 on 09/17/25 at
10:40 AM. Nurse #2 stated she should have provided the
resident privacy before she removed his gown and pulled
his brief down. She stated she should have closed the 
door and pulled the privacy curtain. She stated she was
flustered and forgot. 

An interview was conducted with the Director of Nursing
(DON) on 09/17/25 at 3:00 PM. The DON revealed she 
would have expected the nurse to provide privacy for 
the resident and not let him be exposed to passersby in
the hallway or to his roommate. She stated this was an
issue and she would make sure further education was 
done. 

F0641 F0641

SS = D

Accuracy of Assessments 

CFR(s): 483.20(g)(h)(i)(j) 

§483.20(g) Accuracy of Assessments. 

The assessment must accurately reflect the resident's 
status. 

§483.20(h) Coordination. A registered nurse must 
conduct or coordinate each assessment with the 
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Continued from page 9
appropriate participation of health professionals. 

§483.20(i) Certification. 

§483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed. 

§483.20(i)(2) Each individual who completes a portion 
of the assessment must sign and certify the accuracy of
that portion of the assessment. 

§483.20(j) Penalty for Falsification. 

§483.20(j)(1) Under Medicare and Medicaid, an 
individual who willfully and knowingly- 

(i) Certifies a material and false statement in a 
resident assessment is subject to a civil money penalty
of not more than $1,000 for each assessment; or 

(ii) Causes another individual to certify a material 
and false statement in a resident assessment is subject
to a civil money penalty or not more than $5,000 for 
each assessment. 

§483.20(j)(2) Clinical disagreement does not constitute
a material and false statement. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review and staff interviews, the 
facility failed to accurately code the Minimum Data Set
(MDS) assessment in the area of hypoglycemic medication
use for 1 of 18 residents reviewed for accuracy of 
assessments (Resident #72). 

Findings included: 

Resident #72 was admitted to the facility on 8/11/25 
with diagnoses including Diabetes Mellitus II with long
term current use of insulin. 

Review of Resident #72’s physician orders revealed an 
order dated 8/11/25 for Tresiba flex touch subcutaneous
solution 100 unit/millileters (ml) (insulin). Inject 24
units subcutaneously in the morning related to type II
Diabetes Mellitus. A second order dated 8/11/25 read: 
Insulin Aspart injection solution 100 units/ml to be 
injected per sliding scale subcutaneously three times a
day related to type II Diabetes Mellitus. 
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Continued from page 10

Review of Resident #72’s Medication Administration 
Record (MAR) for August 2025 revealed both orders for 
insulin were administered daily. 

Review of Resident #72’s admission MDS assessment dated
8/19/25 indicated the resident received insulin 
injections 7 of 7 days during the lookback period of 7
days. The MDS assessment was not coded for hypoglycemic
(including insulin) medication use in the previous 7 
days. 

In an interview with MDS Nurse #1 on 9/16/25 at 10:10 
AM she stated Resident #72’s MDS should have been coded
for use of hypoglycemic medication during the lookback
period. MDS Nurse #1 revealed the error was made due to
human oversight. 

In an interview with the Administrator on 9/16/25 at 
10:10 AM, she stated Resident #72’s MDS should have 
been coded correctly, showing the resident received 
hypoglycemic medication (including insulin). 

F0656 F0656
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Develop/Implement Comprehensive Care Plan 

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

§483.21(b) Comprehensive Care Plans 

§483.21(b)(1) The facility must develop and implement a
comprehensive person-centered care plan for each 
resident, consistent with the resident rights set forth
at §483.10(c)(2) and §483.10(c)(3), that includes 
measurable objectives and timeframes to meet a 
resident's medical, nursing, and mental and 
psychosocial needs that are identified in the 
comprehensive assessment. The comprehensive care plan 
must describe the following - 

(i) The services that are to be furnished to attain or
maintain the resident's highest practicable physical, 
mental, and psychosocial well-being as required under 
§483.24, §483.25 or §483.40; and 

(ii) Any services that would otherwise be required 
under §483.24, §483.25 or §483.40 but are not provided
due to the resident's exercise of rights under §483.10,
including the right to refuse treatment under 
§483.10(c)(6). 
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Continued from page 11
(iii) Any specialized services or specialized 
rehabilitative services the nursing facility will 
provide as a result of PASARR recommendations. If a 
facility disagrees with the findings of the PASARR, it
must indicate its rationale in the resident's medical 
record. 

(iv)In consultation with the resident and the 
resident's representative(s)- 

(A) The resident's goals for admission and desired 
outcomes. 

(B) The resident's preference and potential for future
discharge. Facilities must document whether the 
resident's desire to return to the community was 
assessed and any referrals to local contact agencies 
and/or other appropriate entities, for this purpose. 

(C) Discharge plans in the comprehensive care plan, as
appropriate, in accordance with the requirements set 
forth in paragraph (c) of this section. 

§483.21(b)(3) The services provided or arranged by the
facility, as outlined by the comprehensive care plan, 
must- 

(iii) Be culturally-competent and trauma-informed. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review and staff interviews, the 
facility failed to develop and implement a 
person-centered care plan for a resident who had a 
diagnosis of Post Traumatic Stress Disorder for 1 of 1
record reviewed for Post Traumatic Stress Disorder 
(Resident #5). 

The findings included: 

Resident #5 was admitted to the facility on 09/11/24. 
Diagnoses included Post Traumatic Stress Disorder 
(PTSD), delusional disorders, mood disorder, and major
depressive disorder. 

A Trauma Informed Assessment was completed and dated 
09/11/24 for Resident #5. 

The Minimum Data Set (MDS) annual assessment dated 
03/28/25 revealed Resident #5 was cognitively intact 
and demonstrated no behavior during this assessment 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1D624A-H1 Facility ID: 923028 If continuation sheet Page 12 of 22



PRINTED: 10/21/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
345211

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

09/18/2025

NAME OF PROVIDER OR SUPPLIER

Riverpoint Crest Nursing and Rehabilitation Center

STREET ADDRESS, CITY, STATE, ZIP CODE

2600 Old Cherry Point Road , New Bern, North Carolina, 28563

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

F0656 F0656

SS = D

Continued from page 12
period. 

Review of Resident #5’s current care plan revealed 
there was no plan of care in place for Post Traumatic 
Stress Disorder. 

An interview was conducted with Nurse #2 on 09/18/25 at
10:10 AM. Nurse #2 stated she was not aware of any 
specific triggers Resident #5 had as a result of her 
PTSD. She stated Resident #5 had some behaviors such as
refusal of care, and paranoid behavior and was care 
planned for those behaviors. Nurse #2 stated if she 
wanted to know what interventions were in place she 
would refer to the care plan. 

An interview with the MDS Nurse on 09/18/25 at 9:50 AM
revealed Resident #5 should have had a person-centered
care plan for her diagnosis of PTSD. She stated the 
care plan should identify triggers that would 
precipitate negative responses or outcomes. She stated
Resident #5’s post-traumatic stress trigger included 
loud noises. The MDS Nurse stated she did not put a 
care plan in place because Resident #5 has not had any
problems with her PTSD since admission. 

An interview with the Director of Nursing on 09/18/25 
at 10:15 AM revealed she would have expected a 
person-centered plan of care be developed for Resident
#5 due to her diagnosis of PTSD. The DON stated 
Resident #5 has not had any identifying triggers or 
concerns in the time she had been at the facility, but
should she have a Post Traumatic Stress episode, staff
should be aware of what to do. 

F0657 F0657

SS = D

Care Plan Timing and Revision 

CFR(s): 483.21(b)(2)(i)-(iii) 

§483.21(b) Comprehensive Care Plans 

§483.21(b)(2) A comprehensive care plan must be- 

(i) Developed within 7 days after completion of the 
comprehensive assessment. 

(ii) Prepared by an interdisciplinary team, that 
includes but is not limited to-- 

(A) The attending physician. 
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Continued from page 13
(B) A registered nurse with responsibility for the 
resident. 

(C) A nurse aide with responsibility for the resident.

(D) A member of food and nutrition services staff. 

(E) To the extent practicable, the participation of the
resident and the resident's representative(s). An 
explanation must be included in a resident's medical 
record if the participation of the resident and their 
resident representative is determined not practicable 
for the development of the resident's care plan. 

(F) Other appropriate staff or professionals in 
disciplines as determined by the resident's needs or as
requested by the resident. 

(iii)Reviewed and revised by the interdisciplinary team
after each assessment, including both the comprehensive
and quarterly review assessments. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review and staff interviews, the 
facility failed to develop a comprehensive care plan 
within 7 days of the completion of the comprehensive 
assessment to include the use of psychotropic 
medications for 2 of 2 residents reviewed for care 
planning (Resident #21 and Resident #66). 

Findings included: 

1. Resident #21 was admitted to the facility on 8/21/25
with diagnoses that included non-Alzheimer’s dementia,
anxiety and major depressive disorder. 

Review of Resident #21’s Admission Minimum Data Set 
(MDS) assessment dated 8/27/25 indicated the resident 
was taking antianxiety and antidepressant medications.
The MDS assessment revealed psychotropic medication use
and care planning decision was triggered in Care Area 
Assessment (CAA) section of the MDS. 

Review of Resident #21’s physician orders revealed an 
order for Fluoxetine hydrochloride (HCL) 40 mg (an 
antidepressant) give one capsule by mouth in the 
morning related to major depressive disorder with a 
start date of 8/22/25. 
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Continued from page 14
Review of Resident #21’s comprehensive care plan 
created 8/28/25 revealed no care plan regarding 
psychotropic medication. 

In an interview with MDS Nurse #1 on 9/16/25 at 10:10 
AM she stated Resident #21’s care plan should have been
created with psychotropic medication use when the 
admission MDS was coded for antianxiety and 
antidepressant medication use. MDS Nurse #1 further 
stated the CAA had been triggered for psychotropic 
medication use and the care plan was not created at 
that time due to human error. 

In an interview with the Director of Nursing (DON) on 
9/17/25 at 1:53 PM, she indicated the MDS nurse, or 
floor nurse were responsible for generating the initial
care plan. The DON stated staff discussed new 
medication orders in morning meeting each day and the 
MDS nurse or Unit Manager were responsible for updating
care plans. She further stated there was not a single 
person identified as being responsible and that was 
probably why Resident #21 did not have a care plan for
psychotropic medications. 

In an interview with the Administrator on 9/17/25 at 
1:50 PM she stated she thought MDS Nurses were 
responsible for creating the initial care plan. The 
Administrator further stated psychotropic medication 
use should have been care planned for Resident #21. 

2. Resident #66 was admitted to the facility on 8/26/25
with diagnoses that included anxiety, depression and 
Alzheimer’s dementia. 

The admission Minimum Data Set (MDS) assessment dated 
9/5/25 indicated Resident #66 took antianxiety 
medication. The MDS assessment revealed psychotropic 
medication use and care planning decision was triggered
in Care Area Assessment (CAA) section of the MDS. 

Review of Resident #66’s physician orders revealed and
order for Ativan oral tablet 1 milligram (mg) 
(Lorazepam) (an antianxiety medication) give one tablet
by mouth every eight hours as needed for anxiety, 
agitation for 14 days with a start date of 8/28/25 and
an end date of 9/9/25. 
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Continued from page 15
Review of Resident #66’s care plan last revised on 
9/2/25 revealed there was no care plan regarding 
psychotropic medication. 

In an interview with MDS Nurse #1 on 9/16/25 at 10:10 
AM she stated Resident #66’s care plan should have been
created with psychotropic medication use when the 
admission MDS was coded for antianxiety medication use.
MDS Nurse #1 further stated the CAA was triggered for 
psychotropic medication use and the care plan was not 
created at that time due to human error. 

In an interview with the Director of Nursing (DON) on 
9/17/25 at 1:53 PM, she indicated the admitting nurse,
MDS nurse, or floor nurse were responsible for updating
care plans. The DON stated staff discussed new 
medication orders in morning meeting each day and the 
MDS nurse or Unit Manager were responsible for updating
care plans. She further stated there was not a single 
person identified as being responsible for updating 
care plans after morning meeting, and that was probably
why Resident #66 did not have a care plan for 
psychotropic medications. 

In an interview with the Administrator on 9/17/25 at 
1:50 PM she stated she thought MDS Nurses were 
responsible for updating care plans. The Administrator
further stated psychotropic medication use should have
been care planned for Resident #66. 

F0761 F0761
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Label/Store Drugs and Biologicals 

CFR(s): 483.45(g)(h)(1)(2) 

§483.45(g) Labeling of Drugs and Biologicals 

Drugs and biologicals used in the facility must be 
labeled in accordance with currently accepted 
professional principles, and include the appropriate 
accessory and cautionary instructions, and the 
expiration date when applicable. 

§483.45(h) Storage of Drugs and Biologicals 

§483.45(h)(1) In accordance with State and Federal 
laws, the facility must store all drugs and biologicals
in locked compartments under proper temperature 
controls, and permit only authorized personnel to have
access to the keys. 
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Continued from page 16

§483.45(h)(2) The facility must provide separately 
locked, permanently affixed compartments for storage of
controlled drugs listed in Schedule II of the 
Comprehensive Drug Abuse Prevention and Control Act of
1976 and other drugs subject to abuse, except when the
facility uses single unit package drug distribution 
systems in which the quantity stored is minimal and a 
missing dose can be readily detected. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, record review and staff 
interviews, the facility failed to secure medications 
used in the treatment of wounds in an unattended and 
unlocked treatment cart for 1 of 1 treatment cart 
observed. The facility further failed to store a 
medication according to the manufacturers’ guidelines 
for 2 of 3 medication carts observed (400 hall and 200
hall). 

Findings included: 

1. A continuous observation was conducted of the 
facility treatment cart on 9/16/25 from 8:10 AM to 8:35
AM. The cart was observed to be parked next to the door
of the Wound Care Nurse’s office, facing out to the 
hallway at the end of 200 hall. The treatment cart was
observed to be unlocked as evidenced by the push lock 
not being flush with the cart face as it would have 
been had it been locked. There was no staff member with
the treatment cart, no staff in the Wound Care Nurse's
office or in the offices across the hall from the cart.
During the observation, two visitors, the Director of 
Nursing (DON), kitchen manager, nurse supervisor, two 
staff nurses and two Nurse Aides (NA) walked by the 
unlocked treatment cart. At 8:15 AM a resident was 
approximately 3 feet away in her wheelchair. At 8:35 AM
the Wound Care Nurse approached the treatment cart and
locked it. The Wound Care Nurse was asked what was kept
in the treatment cart and she stated it held bandages.
During an observation of the contents of the treatment
cart with the Wound Care Nurse it was discovered the 
bottom drawer held several topical medications used to
clean and treat wounds including antiseptic solution 
for skin wounds, medical grade honey, hydrocortisone 
cream, corticosteroid cream and a cream used to treat 
skin conditions. The Wound Care Nurse indicated these 
medications could possibly be dangerous if a 
cognitively impaired resident were to have access to 
them. The Wound Care Nurse revealed she had forgotten 
to lock the treatment cart this morning, and she knew 
she was to have kept the cart locked at all times when
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Continued from page 17
she wasn’t using it. 

In an interview with the DON on 9/16/25 at 8:44 AM she
stated the treatment cart should be locked at all times
when not directly in use. The DON indicated the 
medications kept in the treatment cart could pose a 
possible danger for a resident were they to ingest 
them. 

In an interview with the Administrator on 9/16/25 at 
8:50 AM she indicated the treatment cart should have 
been locked since the Wound Care Nurse was not using 
the cart. The Administrator stated various topical 
medications are kept in the treatment cart that could 
be harmful if ingested by a cognitively impaired 
resident. 

2. Review of the manufacturers’ instructions on the 
bottle indicated the nasal spray must be stored in an 
upright position. Storing the bottle in an upright 
position prevents leaking and ensures the pump 
mechanism works correctly. 

a. An observation of the 400-hall medication cart on 
09/17/25 at 8:50 AM with Nurse #3 revealed a medication
called Astelin nasal spray (a prescription nasal spray
used to relieve symptoms of seasonal allergies), was 
noted to be stored horizontally, not in an upright 
position, in the medication cart. 

An interview with Nurse #3 revealed she did not read 
the manufacturers’ instructions and did not know the 
medication should be stored in the upright position. 

b. An observation of the 200-hall medication cart on 
09/17/25 with Nurse #4 revealed the Astelin nasal spray
was noted to be stored horizontally, not in an upright
position, in the medication cart. 

An interview with Nurse #4 revealed she did not read 
the manufacturers’ instructions and did not know the 
medication should be stored in the upright position. 

An interview with the Director of Nursing (DON) on 
09/17/25 at 3:30 PM revealed she would expect her 
nursing staff to be checking the carts and reading all
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manufactures’ guidelines for proper medication storage.
The DON stated if the bottle indicated the nasal spray
needed to be stored upright, then the bottle should be
stored upright. 

F0880 F0880

SS = D

Infection Prevention & Control 

CFR(s): 483.80(a)(1)(2)(4)(e)(f) 

§483.80 Infection Control 

The facility must establish and maintain an infection 
prevention and control program designed to provide a 
safe, sanitary and comfortable environment and to help
prevent the development and transmission of 
communicable diseases and infections. 

§483.80(a) Infection prevention and control program. 

The facility must establish an infection prevention and
control program (IPCP) that must include, at a minimum,
the following elements: 

§483.80(a)(1) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, staff, 
volunteers, visitors, and other individuals providing 
services under a contractual arrangement based upon the
facility assessment conducted according to §483.71 and
following accepted national standards; 

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, but are
not limited to: 

(i) A system of surveillance designed to identify 
possible communicable diseases or 

infections before they can spread to other persons in 
the facility; 

(ii) When and to whom possible incidents of 
communicable disease or infections should be reported;

(iii) Standard and transmission-based precautions to be
followed to prevent spread of infections; 

(iv)When and how isolation should be used for a 
resident; including but not limited to: 

(A) The type and duration of the isolation, depending 
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upon the infectious agent or organism involved, and 

(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances. 

(v) The circumstances under which the facility must 
prohibit employees with a communicable disease or 
infected skin lesions from direct contact with 
residents or their food, if direct contact will 
transmit the disease; and 

(vi)The hand hygiene procedures to be followed by staff
involved in direct resident contact. 

§483.80(a)(4) A system for recording incidents 
identified under the facility's IPCP and the corrective
actions taken by the facility. 

§483.80(e) Linens. 

Personnel must handle, store, process, and transport 
linens so as to prevent the spread of infection. 

§483.80(f) Annual review. 

The facility will conduct an annual review of its IPCP
and update their program, as necessary. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, record review, and staff 
interviews, the facility failed to follow their 
infection control policy and procedures for Enhanced 
Barrier Precautions (EHB) during high contact care for
a resident with an indwelling urinary catheter, when a
nurse aide and a nurse were providing catheter care 
without wearing personal protective equipment (PPE) to
include a gown for 2 of 6 staff observed for infection
control practices (Nurse Aide #1 and Nurse #2). 

Findings included: 

The facility policy titled, “Enhanced Barrier 
Precautions” dated 06/13/2024 stated in part: EBP are 
used in conjunction with standard precautions to reduce
the risk for multi drug resistant organism transmission
during high contact resident care activities. Includes
the use of both gowns and gloves. High contact resident
care activities were listed as: dressing, bathing, 
showering, transferring, changing linens, providing 
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hygiene, changing briefs and assisting with toileting,
device care or use, central lines, urinary catheter, 
feeding tube, tracheostomy and wound care, any skin 
opening requiring a dressing. 

An observation of catheter care was conducted with 
Nurse Aide (NA) #1 on 09/17/25 at 10:20 AM. Nurse Aide
#1 entered Resident #1’s room, closed the door, washed
her hands and applied gloves that were on the wall 
located near the door. The PPE to include gowns was 
noted hanging on the back of the door. Nurse Aide #1 
did not apply a gown. Nurse Aide #1 proceeded to lift 
Resident #1’s gown and lowered his brief to access the
indwelling urinary catheter. Nurse Aide #1 provided 
care to catheter but never applied a gown. Nurse Aide 
#1 noted there was bloody urine in the tubing of the 
catheter and in the catheter bag and stated she would 
notify Nurse #2. Nurse Aide #1 secured the brief back 
on the resident and lowered his gown. She removed her 
gloves and washed her hands. 

An interview was conducted with Nurse Aide #1 on 
09/17/25 at 10:30 AM. Nurse Aide #1 stated when asked 
why she did not apply a gown during the catheter care;
she stated she was just focusing on getting the care 
done and forgot to put the gown on. Nurse Aide #1 
reviewed the signage on the door for Enhanced Barrier 
Precautions and stated she should have put a gown on 
while providing catheter care. 

An observation was conducted of Nurse #2 assessing 
Resident #1’s indwelling urinary catheter on 09/17/25 
at 10:35 AM. Nurse #2 entered Resident #1’s room, 
washed her hands, and applied gloves. Nurse #2 did not
apply a gown. Nurse #2 was observed lifting Resident 
#1’s gown and lowering his brief to assess the 
insertion site of the indwelling catheter. Once she was
finished assessing the site, she secured the brief, 
lowered the gown, and disposed of her gloves and washed
her hands. 

An interview was conducted with Nurse #2 on 09/17/25 at
10:40 AM. Nurse #2 reported she was flustered and 
forgot to apply a gown. Nurse #2 stated she should have
applied a gown since she was assessing the indwelling 
urinary catheter. 

An interview with the Staff Development Coordinator 
(SDC) on 09/17/25 at 10:50 AM. The SDC stated both 
staff members should have applied a gown while 
providing care to Resident #1’s urinary catheter. The 
SDC stated both staff members have been educated on the
importance and adherence of the Enhanced Barrier 
Precautions, but she would reinforce the education. 
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An interview with the Director of Nursing (DON) on 
09/17/25 at 3:30 PM revealed she would have expected 
both staff members to apply the appropriate PPE to 
include gowns whenever providing care to an indwelling
urinary catheter. She stated the Enhanced Barrier 
Precaution policy was in place to protect other 
residents and staff members from infection. 
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