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Initial Comments

The survey team entered the facility on 12/1/25 to
conduct a recertification and complaint investigation
survey and were unable to return to the facility on
12/5/25 due to adverse winter weather threats of
freezing rain/ice causing unsafe travel conditions.
Additional information was obtained remotely on
12/5/25. The survey team returned to the facility on
12/6/25 and completed the survey on 12/6/25. Additional
information was obtained remotely on 12/9/25.
Therefore, the survey exit date was changed to 12/9/25.
The facility was found in compliance with the
requirement CFR 483.73 Emergency Preparedness. Event
ID#1DC141-H1.

INITIAL COMMENTS

The survey team entered the facility on 12/1/25 to
conduct a recertification and complaint investigation
survey and were unable to return to the facility on
12/5/25 due to adverse winter weather threats of
freezing rain/ice causing unsafe travel conditions.
Additional information was obtained remotely on
12/5/25. The survey team returned to the facility on
12/6/25 and completed the survey on 12/6/25. Additional
information was obtained remotely on 12/9/25.
Therefore, the exit date was changed to 12/9/25. Event
ID#1DC141-H1.

The following intakes were investigated NC002576628,
NC002612761, NC002622836, NC002683416, NC002684655,
NC00263810, NC002644752, NC002644978, NC00867876,
NC00868071, NC00868082, NC00868084, NC00868085,
NC00868086, NC00868087, NC00868089, NC00868090,
NC00868091, NC00868093, NC00868094, NC00868100, and
NC00868101.

13 of the 38 complaint allegations resulted in
deficiency.

Free from Abuse and Neglect

CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and Exploitation

E0000

FO000

FO600

Address how corrective action will be accomplished for 01/05/2026
those residents found to have been affected by the

deficient practice.

On 4/5/25 Resident #101 was immediately assessed by

12/31/2025

12/31/2025

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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The resident has the right to be free from abuse,
neglect, misappropriation of resident property, and
exploitation as defined in this subpart. This includes
but is not limited to freedom from corporal punishment,
involuntary seclusion and any physical or chemical
restraint not required to treat the resident's medical
symptoms.

8483.12(a) The facility must-

8483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or involuntary
seclusion;

This REQUIREMENT is NOT MET as evidenced by:

Based on record review and interviews with staff, the
facility failed to protect a resident’s right to be

free from verbal abuse by staff for 1 of 5 residents
reviewed for abuse (Resident #101).

The findings included:

Resident #101 was admitted to the facility on 10/17/24
with diagnoses including cerebral vascular accident
(stroke). He was discharged from the facility to the
community on 9/19/25.

Resident #101's annual Minimum Data Set (MDS) dated
8/04/25 indicated he was cognitively intact, had no
behaviors or signs of depression, and propelled himself
in his wheelchair independently.

A facility Investigation Report dated 4/08/25

documented that on 4/05/25 at 1:40 PM, Housekeeper #1
started cursing at him because he wasn’'t moving his
wheelchair down the hallway and had blocked her cart.
Housekeeper #1 was witnessed cursing at the resident
and was escorted out of the building during the
investigation. The facility investigation found two

other employees heard the interaction and confirmed
Housekeeper #1 did curse at the resident. The facility
substantiated verbal abuse.

Nurse Aide (NA) #5's written witness statement dated
4/05/25 documented that when Resident #101 was coming
down the hallway in his wheelchair, Housekeeper #1 came
behind him and stated for him to “Move out of the way
mFRRRRfriik move b****” and then proceeded to push

her housekeeping cart to his wheelchair to move him out
of the way.

On 4/5/25 Director of Nursing/designee ensured
Houskeeper #1 was suspended and immediately removed
from schedule.

On 4/5/25 at close of investigation the same day, the
Housekeeping Director ensured employee was also
immediately terminated from employment.

Address how the facility will identify other residents
having the potential to be affected by the same
deficient practice.

All residents have the potential to be affected.

On 4/5/25, in-house assessments of all residents with a
BIMS of 8 or below were completed by Unit Manager #1.
No concerns noted. All residents with BIMS above 8 were
interviewed by Licensed Social Worker #1 to ensure all
residents were treated with dignity and respect and

free from misappropriation of resident property. No
additional concerns noted.

Address what measures will be put into place or
systemic changes made to ensure that the deficient
practice will not recur.

On 12/23/25, all facility staff completed a post test
on Abuse and Neglect.

On 12/23/25, the Activity Director completed education
with residents on Abuse, Neglect, and Misappropriation
of Resident Property in the resident council meeting.

On 12/23/25, all facility staff received training on
the Abuse, Neglect, and Misappropriation of Resident
Property by Director of Nursing.

As of 1/2/25, 100% of the facility staff have received
the in service on Abuse, Neglect, and Misappropriation
of Resident Property Policy and the Abuse Post test.

The Director of Nursing, Staff Development Coordinator,
Housekeeping Director, Therapy Director, and Dietary
Manager will ensure that any newly hired staff (staff,

to including agency will be in-serviced and not allowed
to work until the training is completed.)

Indicate how the facility plans to monitor its
performance to make sure that solutions are sustained.
Include dates when corrective action will be completed.
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SS=D licensed nurse. No injuries observed.
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In a phone interview on 12/08/25 at 1:33 PM NA #5

stated Resident #101 had been propelling his wheelchair
independently down the hallway. The hallway was crowded
because other residents were on the other side of the
hallway waiting to go outside to smoke. Housekeeper #1
got upset because Resident #101 was in her way. She
started cussing at him in a threatening tone for him to
move, which then made the resident angry. She then
pushed her housekeeping cart into the back of his
wheelchair. The other aide who witnessed the incident,

NA #2, helped her to separate Housekeeper #1 and
Resident #101. Once he was taken to his room, he calmed
down and was back to baseline.

NA #2's written witness statement dated 4/05/25
documented that when NA #2 was passing out trays for
lunch, Resident #101 was coming down the hall.
Housekeeper #1 was behind him. She told him to move out
of her way but Resident #101 did not hear her.
Housekeeper #1 then shouted that “y’all need to learn
how to get the f*** out the d*** way” and pushed her
cart to the side. She yanked the resident’s wheelchair,
which upset the resident. Resident #101 got up out of
his wheelchair and stated he would “knock her out.”
Housekeeper #1 stated he “wasn’t going to do s***
mrrrrxfrikrk t grabbed her housekeeping cart again and
said, “what the f*** you going to do” and then pushed
her housekeeping cart into the resident. She then
stated, “you need to get your black a** back to your
room and get out of the way.”

In a phone interview on 12/09/25 at 3:34 PM NA #2
stated she was passing out meal trays and Housekeeper
#1 wanted to get past Resident #101, who was propelling
himself in the wheelchair. Housekeeper #1 began cussing
at him, telling him to get out of her way. Housekeeper

#1 threatened Resident #101, stating if he didn't get

out of the way, she would run into him with her cart

and make him. She then pushed her cart into the back of
the wheelchair. NA #2 and NA #5 separated the
housekeeper from the Resident and NA #2 took Resident
#101 back to his room. She stated once he calmed down,
he was back to his baseline.

Resident #101 was unable to be interviewed.
Attempts to contact Housekeeper #1 were unsuccessful.

In a phone interview on 12/08/25 at 11:31 AM the
facility Clinical Consultant stated the facility
substantiated that Housekeeper #1 verbally abused and
threatened Resident #101 with harm. She stated
Housekeeper #1 was let go from the facility.

Quality Assurance Performance Improvement Plan
initiated: 12/31/25

The Facility Administrator or designee will monitor
signs and symptoms of Abuse, Neglect, and
Misappropriation of Resident Property weekly to ensure
residents are free from Abuse and Neglect. This will be
documented on a facility Quality Assurance tool for
monitoring Abuse and Neglect. This will be completed
weekly for 4 weeks, then monthly times 3. Reports will
be presented to the Monthly Quality Assurance Committee
by the Administrator or Director of Nursing to ensure
corrective action is completed as appropriate.
Compliance will be monitored and ongoing auditing
program reviewed at the weekly Quality Assurance
Meeting.

Completion date: 1/5/25
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CFR(s): 483.12
§483.12

The resident has the right to be free from abuse,
neglect, misappropriation of resident property, and
exploitation as defined in this subpart. This includes
but is not limited to freedom from corporal punishment,
involuntary seclusion and any physical or chemical
restraint not required to treat the resident's medical
symptoms.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review, observations, and resident,
staff and Medical Director interviews, the facility

failed to protect a resident’s right to be free from
misappropriation property and exploitation for 2 of 6
residents (Resident #103 and Resident #4) reviewed for
abuse, neglect and/or misappropriation of
property/exploitation. (1) In November 2024, Resident
#103 reported her debit card account had been depleted
to $9.34 after giving Nurse Aide (NA) #3 her debit card
to pay her (NA #3’s) light bill. The unauthorized
spending to Resident #103’s debit card totaled
$2265.15. (2) In July 2025, NA #2 told Resident #4 she
needed money to feed her children and Resident #4 gave
NA #2 $65 dollars and was not reimbursed by the
facility.

Findings included:

1. Resident #103 was admitted to the facility on
6/11/2024 with diagnoses that included dementia.

The quarterly Minimum Data Set (MDS) assessment dated
10/14/2024 indicated Resident #103 was moderately
cognitively impaired.

An initial report dated 11/24/2024 alleging
misappropriation of property for Resident #103 was
completed by the former Director of Nursing #1 and
faxed to the State Agency. The initial report recorded

deficient practice.
Resident #103 no longer resides in the facility.

On 11/24/24 Facility Administrator ensured NA #2 was
immediately suspended.

On 12/5/24 at close of investigation the Administrator
ensured NA #2 was also terminated from employment.

On 12/12/24 the Facility Administrator also ensured
Resident #103 received all funds back via corporate
check.

Address how the facility will identify other residents
having the potential to be affected by the same
deficient practice.

All residents have the potential to be affected.

On 11/24/24, in-house assessments of all residents with

a BIMS of 8 or below were completed by facility

Licensed Nurses. No concerns noted. All residents with
BIMS above 8 were interviewed by Licensed Social Worker
to ensure all residents were treated with dignity and
respect and free from misappropriation of resident
property. No additional concerns noted. This was
completed on 11/25/24.

On 12/23/25, in-house assessments of all residents with

a BIMS of 8 or below were completed by facility

Licensed Nurses. No concerns noted. All residents with
BIMS above 8 were interviewed by Licensed Social Worker
to ensure all residents were treated with dignity and
respect and free from misappropriation of resident
property. No additional concerns noted. This was
completed on 12/24/24.

Address what measures will be put into place or
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In a phone interview on 12/09/25 at 4:09 PM the

Administrator stated the facility had substantiated

verbal abuse and formulated a Corrective Action Plan.

The facility submitted a corrective action plan that

was not acceptable to the State Agency. The plan did

not include sufficient systemic changes and monitoring.
F0602 Free from Misappropriation/Exploitation F0602 | Address how corrective action will be accomplished for 01/05/2026
SS=D those residents found to have been affected by the
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misappropriation of property on 11/24/2024 at 5:00pm
when Resident #103 stated an employee, Nurse Aide (NA)
#3 , had borrowed money from Resident #103. The
facility’s initial report indicated the local law

enforcement was notified of Resident #103’s allegation

on 11/24/2024 at 5:30pm.

Resident #103’s written statement dated 11/24/2024 at
5:05pm when interviewed by the former Director of
Nursing #1 stated NA #3 had told Resident #103 that her
(NA#3) light bill was a little over $100.00 and

Resident #103 had given NA #3 her (Resident #103) debit
card to pay the light bill. Resident #103 stated there

was a balance of $1900.00 on the debit card when she
loaned NA #3 the debit card (date not recorded) and
stated NA#3 brought the debit card back to Resident
#103 the next day(date not recorded). Resident #103
stated on Friday (date unknown) when checking the
balance on the debit card, there was a balance of only
$9.34. Resident #103 stated she asked NA #3 why she
spent all of Resident#103’s money and NA #3 did not
have an explanation.

Attempts to interview Resident #103 were unsuccessful.

In NA #3's written statement taken by the former
Director of Nursing #1 on 11/24/2024, NA #3 reported
Resident #103 asked NA #3 to take the debit card to
Walmart to get Resident #103 some drinks, snacks and
fruit. NA #3 stated Resident #103 told her to get her
(NA#3) something as well and a gift for NA #3's kids
since it was the holidays and stated she (NA#3) got the
items and some meat for herself from Walmart that
totaled to a couple hundred dollars. NA #3 stated she
gave Resident #103 a hundred-dollar bill for the items
bought at Walmart because Resident #103 was going home
for Thanksgiving and needed some cash. The former
Director of Nursing wrote in NA #3 statement that NA #3
was explained she was suspended pending the
investigation of Resident #103's allegation for
misappropriation of property.

Attempts to interview NA #3 were unsuccessful.

A written statement from NA #4 on 11/24/2024 stated
Resident #103 approached and pulled her to the side to

ask if she was still friends with NA #3. When NA #4
answered “yes”, Resident #103 asked NA #4 to call NA #3
and ask NA#3 when she planned to give Resident #103
back her money. When NA #4 asked Resident #103 what she
meant, Resident #103 told NA #4 she gave NA #3 a debit
card because NA #3 told Resident #103 that she needed
help paying the rent. Resident #103 stated she was

practice will not recur.

On 12/23/25, all facility staff completed a post test
on Abuse, Neglect, and Misappropriation of Resident
Property. This was completed on 1/2/26

On 12/23/25, the Activity Director completed education
of Resident Property. This was complete on 12/23/25.

On 12/23/25, the facility Social Services Director
offered all alert and oriented residents a lock box
that could be kept at bedside. 2 out of 54 residents
decided to keep lock box at bedside. On 12/24/25 the
facility Administrator assured all residents that
requested a lock box, received a lock box with a key.

On 12/23/25, all facility staff received training on
the Abuse, Neglect, and Misappropriation of Resident
Property. This was completed on 1/2/26.

The Director of Nursing and the Staff Development

Neglect, and Misappropriation of Resident Property
Policy on 12/23/25. This was completed on 1/2/26

As of 1/2/26, 100% of all working facility staff have
received the in service on the above.

Director will ensure that any newly hired staff, to
including agency will be in-serviced and not allowed to
work until the training is completed.

Indicate how the facility plans to monitor its

Quality Assurance Performance Improvement Plan
initiated: 12/31/25

The Facility Administrator or designee will monitor for
Misappropriation of Resident Property by offering lock

residents are free from Abuse, Neglect, and
Misappropriation of Resident Property. This will be
documented on a facility Quality Assurance tool for
monitoring Abuse, Neglect, and Misappropriation of
resident property. This will be completed weekly for 4

to the weekly Quality Assurance committee by the
Administrator or Director of Nursing to ensure

with residents on Abuse, Neglect, and Misappropriation

Coordinator assured all staff were reeducated on Abuse,

The Director of Nursing, Staff Development Coordinator,
Dietary Manager, Housekeeping Director, and the Therapy

performance to make sure that solutions are sustained.
Include dates when corrective action will be completed.

boxes and monitoring for missing items weekly to ensure

weeks, then monthly times 3. Reports will be presented
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SS=D trying to be nice and told NA #3 that NA #3 could use corrective action is completed as appropriate.
some of the money on the debit card but would not say Compliance will be monitored and ongoing auditing
how much money was allowed. NA #4 stated the amount program reviewed at the weekly Quality Assurance
used was way over $1900.00 and informed Resident #103 Meeting. The weekly Quality Assurance Meeting is
that this needed to be reported to someone in attended by the Administrator, Director of Nursing,
Administration. NA #4 stated she contacted and informed Minimum Data Set Coordinator, Therapy, Health
NA #3 Resident #103 wanted to see her about Resident Information Manager, and the Dietary Manager.

#103's money. NA #4 stated NA #3 did say she used
Resident #103’s debit card and never confirmed or
denied taking extra money from Resident #103. NA #4 Completion date: 1/5/26
stated when Resident #103 asked who she should report
the incident to if Resident #103 did not get her money
back on Monday (11/25/24), NA #4 told her to see the
former Director of Nursing #1. NA #4 reported that she
informed Nurse #2 of the conversation with Resident
#103 and contacted the former Director of Nursing #1 of
the conversation with Resident #103 on 11/24/2024.

In a phone interview with NA #4 on 12/5/2025 at 8:12
am, she recalled how Resident #103 coming to her on
11/24/2024 stating she didn’t know what supervisor to
go to tell that she had loaned her (Resident #103)

debit card to NA #3 for a certain amount of money
(amount unknown). She stated Resident #103 told her NA
#3 brought back Resident #103's debit card and NA #3
had spent more than the amount of money (unknown
amount) she had loaned NA #3 on the debit card. NA #4
stated Resident #103 wanted to talk with NA #3 to try

to get the money back. NA #4 stated NA #3 did not
answer the phone when she called NA #3. She explained
although Resident #103 was upset her money was gone
from the debit card account, Resident #103 didn’t want
to get NA #3 into any trouble. NA #4 stated she
informed Nurse #2 of Resident #103’s allegation of
money spent with her debit card and notified the former
Director of Nursing #1 via phone. NA #4 recalled
receiving educational in-services after reporting the
incident for abuse, neglect and misappropriation of
property and receiving gifts from residents.

In a written statement by Nurse #2 dated 11/25/2024,
Nurse #2 stated Resident #103 informed Nurse #2 on
11/24/2024 that she let NA #3 use her (Resident #103)
debit card to pay for NA #3’s electric bill that was

due because NA #3 was pitiful. Resident #103 informed
Nurse #2 that initially the debit card had $1900.00 and
NA #3 returned the debit card on Thursday night (date
unknown). Nurse #2 stated Resident #103 reported
calling her bank to inquire of the debit card balance

on Friday morning (date unknown) and was shocked and
mad there was only $9.34. Nurse #2 reported Resident
#103 stated when she (Resident #103) confronted NA #3
(date unknown) about the money spent on the debit card,
NA #3 told Resident #103 she would give $50.00 back to
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Resident #103 and Resident #103 got mad because
Resident #103 knew NA #3 had spent more than $50.00
from Resident #103’s debit card.

In a phone interview with Nurse #2 on 12/3/2025 at 7:21
pm, she stated Resident #103 was alert and oriented and
told her on 11/24/2024 that the reason Resident #103
gave NA #3 her debit card was because NA#3's family
needed the money and NA #3 was to pay her back the
money. Nurse #2 stated the Administrator, Director of
Nursing and the Assistant Director of Nursing were
notified upon learning Resident #103 was upset because
her money had been drained (spent) from the debit card.
She explained NA #3 was notified by the Administration
team not to report to work on 11/24/2024, and Resident
#103 was reimbursed for the lost money on the debit
card. She stated Resident #103 was observed interacting
with staff and residents with no changes in behaviors
and staff received educational in-services on abuse,
neglect and misappropriation of property and receiving
gifts.

A police report for debit card fraud dated 11/24/2025

at 6:56 pm recorded Resident #103 reported NA #3 had
used Resident #103's debit card and took $1900.00. The
police officer recorded NA #3 stated Resident #103 had
given her permission to use the debit card months ago
to purchase food for herself and Resident #103. NA #3
reported after purchasing the groceries at Walmart, she
returned the debit card to Resident #103. The police
report stated Resident #103 was unable to provide any
statements and/or proof money was missing from the
debit card account.

A review of the expenditures reported by the debit
card’s bank on 11/25/2024 included the following:

- On 10/23/2024, $442.45 spent at Piggly Wiggly (a
grocery store)

- 0On 11/2/2024, $506.50 spent at Walmart (retail store)
- On 11/2/2024. $49.69 spent at Walmart

-On 11/2/24, $87.06 spent at Dollar General (retail
store)

-On 11/3/24, $107.61 spent at Wal-Mart

- On 11/3/2024, $60.00 spent at Cricket Wireless
(mobile phone store)

- On 11/4/2024, $5.09 spent at Piggy Wiggly
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Continued from page 7
-On 11/16/24, $887.85 spent at Real Estate
Agent-Managers (rental company)

-On 11/18/24, $118.90 spent at Real Estate- 530 Nunn
Road (rental company)

The facility’s investigation report dated 11/26/2024

and signed by former Director of Nursing #1 recorded
Resident #103 reported on 11/24/2024 at 5:00 pm she had
given a debit card to NA #3 to pay for her (NA #3)

light bill that NA #3 had told her was a little over
$100.00. Resident #103 reported NA #3 took her debit
card and brought the debit card back the next day (date
unknown). Resident #103 stated there was a $1900.00
balance on the debit card when Resident #103 loaned the
debit card to NA #3. Resident #103 stated on Friday
(date unknown) when she called the bank to check the
balance of the debit card, there was a balance of $9.34
on the debit card. Resident #103 reported she asked NA
#3 why she spent all of her (Resident #103) money and
NA #3 did not have an explanation. NA #3 was suspended
pending the investigation on 11/24/2024. On 11/25/2024,
Resident #103 and Administrator contacted the bank of
the debit card and was provided a list of unauthorized
transactions that totaled $2264.85 that the facility
reimbursed Resident #103. Resident #103 was issued a
new debit card and educated by the former Director of
Nursing #1 not to give or loan her debit card to any

staff member or resident. The investigation report
recorded no physical injury or harm and no mental
anguish to Resident #103 and the former Director of
Nursing #1 monitored the social well-being of Resident
#103 for 72 hours with no negative findings. Resident
#103's requested the local police department filed
charges against NA #3. NA #3 was terminated on
11/26/2024. The investigation report reported Resident
#103's allegation of misappropriation or property was
substantiated and the investigation report was faxed to
the State Agency on 11/27/2024.

A psychiatric provider note dated 12/5/2024 recorded
Resident #103 had mild dementia and was alert, oriented
and in good spirits. Resident #103 had adjusted well to
the facility with no acute psychiatric complaints noted

or reported recently.

A review of check invoice dated 12/5/2024 for
misappropriated funds due to employee theft in the
amount of $2265.15 was requested by the Administrator
for Resident #103.

A copy of a corporate check to Resident #103 dated
12/12/2024 was in the amount for $2265.15.
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F0602 Continued from page 8 F0602
SS=D In a phone interview with the former Director of

Nursing #1 on 12/5/2025 at 3:00pm, she stated Resident
#103 had given her debit card to NA #3 to purchase some
groceries for Resident #103 and NA #3 had returned the
debit card to Resident #103. She recalled when Resident
#103 checked the balance on the debit card, there was
unexplained money missing off the debit card. She

stated it appeared NA #3 had used the debit card over a
period of time in November 2024 without the permission
of Resident #103 to use. She stated NA #3 was
suspending pending investigation and was terminated at
the end of the investigation. She stated the local

police and state agency were notified and facility
reimbursed Resident #103 money. She reported skin
assessments were conducted on residents with BIMS less
than 8 and resident interviews were conducted on a BIMS
greater than 8 with no further issue identified with
misappropriation of property and/or exploitation. She
stated education on receiving gifts and

misappropriation of property was provided to the staff.

In a phone interview with the previous Administrator on
12/3/2025 at 3:31 pm, he stated Resident #103 gave NA
#3 the debit card to buy her (Resident #103) groceries
and NA #3 was not given permission to purchase items
for herself (NA #3). He explained NA #3 was not given
permission by Resident #103 to spend the amount of
money not related for Resident #103’s needs on the
debit card. He stated the employee was suspended during
the investigation of the allegation for

misappropriation of property and terminated immediately
upon completion of the investigation. He stated the
facility refunded Resident #103 with a check in the
amount of money identified as unauthorized use and
Resident #103 was satisfied with the resolution of
refunding her money.

The facility provided a plan of correction that was not
acceptable to the State Agency as the facility did not
conduct a systemic approach to prevent future incidents
of misappropriation of residents’ property.

2. A review of the facility’s policy titled “Abuse,
Neglect, and Misappropriation of Property” dated
5/27/16 and last reviewed on 1/31/25 revealed in part
the definition of exploitation as taking advantage of a
resident for personal gain.

Resident #4 was admitted to the facility on 10/29/24
with diagnoses that included heart failure,
hypertension, diabetes, seizure disorder, depression,
and schizophrenia.
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F0602 Continued from page 9 F0602
sSS=D Review of the quarterly Minimum Data Set (MDS)
assessment dated 6/17/25 revealed Resident #4 was
cognitively intact.

An initial allegation report dated 7/29/25 was sent

from the facility to the State Agency alleging
misappropriation of Resident #4's property. Details of

the allegation stated NA #2 asked Resident #4 for money
to feed her children.

The facility’s investigation report dated 8/4/25 was

sent from the facility to the State Agency. The
investigation report recorded that Resident #4 did give
NA #2 money to feed her children. NA #2 was suspended
pending the investigation, her employment was
terminated on 8/1/25. The allegation was substantiated
by facility staff.

An interview was conducted with Resident #4 on 12/3/25
at 10:10 AM. Resident #4 stated she did remember the
incident when NA #2 came into her room and asked her
for $20.00 to feed her children. Resident #4 said she

did not feel $20.00 would be enough to feed her
children so she gave her $65.00. She went on to say NA
#2 stated she would pay Resident #4 back, but she did
not. The facility did not reimburse Resident #4 or

offer to reimburse her. Resident #4 indicated NA #2

told Resident #4 to tell the staff she was picking up

food for Resident #4 so she would not get fired.
Resident #4 never saw NA #2 again. Resident #4 stated
this incident made her feel angry.

In an interview with the Social Services Director on
12/3/25 at 9:45 AM, she stated she could not remember
the staff member that made her aware of the incident
when NA #2 asked Resident #4 for money. She did not
know if the funds were reimbursed to Resident #4.

An interview with the Assistant Director of Nursing was
conducted on 12/3/25 at 10:20 AM, she stated she could
not recall the name of the staff member that reported

to her that a staff member had borrowed $20.00 to
$30.00 from Resident #4 and did not repay the resident.
She added she reported it to the Administrator and the
Director of Nursing immediately after learning of the
incident.

An interview was conducted with the Administrator on
12/3/25 at 10:30 AM, he stated the incident was
reported to the Administrator and the Director of
Nursing. The Director of Nursing and the Assistant
Director of Nursing then went to interview Resident #4.
Resident #4 reported that NA #2 asked Resident #4 for
money to feed her children. The Administrator added it

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DC141-H1 Facility ID: 923213 If continuation sheet Page 10 of 27



PRINTED: 01/20/2026
FORM APPROVED
OMB NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

IDENTIFICATION NUMBER:
345365

A. BUILDING
B. WING

12/09/2025

NAME OF PROVIDER OR SUPPLIER

Signature Healthcare of Kinston

STREET ADDRESS, CITY, STATE, ZIP CODE
907 Cunningham Road , Kinston, North Carolina, 28501

(X4) ID
PREFIX
TAG

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

ID PROVIDER'S PLAN OF CORRECTION
PREFIX
TAG CROSS-REFERENCED TO THE

(EACH CORRECTIVE ACTION SHOULD BE

APPROPRIATE DEFICIENCY)

(X5)
COMPLETION
DATE

F0602
SS=D

FO609
SS=D

Continued from page 10

was the facility policy to replace missing items or
money. He added the facility did not replace the money
that was taken as he felt Resident #4 gave it freely.

In a follow-up interview with the Administrator on
12/3/25 at 3:45 PM, he stated he was not sure if the
facility offered to replace the money that was taken.

In this case he felt Resident #4 gave NA #2 the money
voluntarily and that was why it would not have been
reimbursed.

An interview with the Medical Director was held on
12/3/25 at 11:20 AM. She remembered that this incident
was reported to her. She did not feel this incident
caused any harm to the resident.

The facility provided a plan of correction for past
non-compliance. The plan could not be accepted by the
State Agency.

Reporting of Alleged Violations
CFR(s): 483.12(b)(5)(i)(A)(B)(c)(1)(4)

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

8483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or mistreatment,
including injuries of unknown source and
misappropriation of resident property, are reported
immediately, but not later than 2 hours after the
allegation is made, if the events that cause the
allegation involve abuse or result in serious bodily
injury, or not later than 24 hours if the events that
cause the allegation do not involve abuse and do not
result in serious bodily injury, to the administrator

of the facility and to other officials (including to

the State Survey Agency and adult protective services
where state law provides for jurisdiction in long-term
care facilities) in accordance with State law through
established procedures.

8483.12(c)(4) Report the results of all investigations
to the administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey Agency,
within 5 working days of the incident, and if the
alleged violation is verified appropriate corrective
action must be taken.

F0602

FO0609

On 12/6/25 the Current Administrator and New Director
of Nursing were educated by Regional Nurse Consultant
on the Abuse, Neglect, and Misappropriation of resident
property policy with emphasis on the importance of
notifying the Department of Health and Human Services
as well as Adult Protective Services.

On 12/29/25 the current Administrator notified Adult
Protective Services related to Resident #103, Resident
#101, and Resident #74 past allegations for abuse,
neglect, misappropriation of property and/or
exploitation.

On 12/31/25 Nursing Administration was reeducated on
the importance of timely reporting of allegations of
abuse to Department of Health and Human Services and
Adult Protective Services (APS). This education was
completed by Regional Nurse Consultant and Director of
Nursing (DON).

On 12/31/25 all Department Managers were reeducated on
the Abuse, Neglect, and Misappropriation of Resident
policy with additional emphasis on timely reporting,
components required for the completion of

investigations, and the immediate steps necessary to
ensure resident safety at time of alleged abuse, as

well as Reporting to department of Health and Human
Service and Adult Protected Services. This education

was provided by Regional Nurse Consultant and DON.

01/05/2026

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

Event ID: 1DC141-H1

Facility ID: 923213

If continuation sheet Page 11 of 27




PRINTED: 01/20/2026
FORM APPROVED
OMB NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

345365

IDENTIFICATION NUMBER:

A. BUILDING
B. WING

12/09/2025

NAME OF PROVIDER OR SUPPLIER

Signature Healthcare of Kinston

STREET ADDRESS, CITY, STATE, ZIP CODE
907 Cunningham Road , Kinston, North Carolina, 28501

Based on record review and staff interviews, the

facility failed to report allegations of abuse and
misappropriation of property/exploitation to Adult
Protective Services (APS) for 3 of 6 residents reviewed
for abuse, neglect, misappropriation of property and/or
exploitation (Resident #103, Resident #101 and Resident
#74).

Findings included:

The facility's Abuse, Neglect and Misappropriation of
Property policy statement last reviewed 1/31/2025
indicated the facility Administrator was responsible

for reporting all investigation results of abuse,

neglect and misappropriation of property to applicable
State agencies as required by Federal and State law.

1. Resident #103 was admitted to the facility on
6/11/2024.

An initial report dated 11/24/2024 for misappropriation
of property was completed by the former Director of
Nursing #1 and faxed to the State Agency. The initial
report recorded the facility became aware on 11/24/2024
at 5:00 pm that Resident #108 alleged an employee,
Nurse Aide (NA) #3 had borrowed money from Resident
#103. The facility’s initial report indicated the local

law enforcement was notified of Resident #103's
allegation on 11/24/2024 at 5:30 pm. There was no
documentation that APS was notified of the allegation
of misappropriation of property and/or exploitation.

The facility’s investigation report dated 11/26/2024

and signed by former Director of Nursing #1 recorded
Resident #103 had given a debit card to NA #3 to pay
for her (NA#3) light bill that NA #3 had told her was a
little over $100.00. Resident #103 stated there was a
$1900.00 balance on the debit card when Resident #103
loaned the debit card to NA #3. Resident #103 stated NA
#3 brought the debit card back and when Resident #103
checked the balance on the debit card days later, there
was a balance of $9.34 on the debit card. The
investigation report recorded the allegation was
substantiated, and the facility reimbursed Resident

#103 a total of $2264.85 for documented unauthorized
use of Resident #103'’s debit card. The investigation
report was faxed to the State Agency on 11/27/2024, and
there was no documentation that APS was notified of the
allegation of misappropriation of property and/or
exploitation on the investigation report.

In a phone interview with the former Director of

90 days of Facility Initial/5-day reports Department of
Health & Human Services to all allegations of abuse
reported were all reported to Adult Protective
Services. Findings were: 5 out of 5 reported were
reported as required.

This audit was completed on 12/29/25

On 12/23/25, the Director of Nursing and Staff
Development coordinator in serviced all Staff

(including nursing, housekeeping, dietary, and Therapy)
on the policy of Abuse, Neglect, and Misappropriation
of Resident Property with emphasis on immediate steps
taken to protect the resident, timely reporting to the
Abuse Coordinator, timely reporting to Department of
Health & Human Services and Adult Protective Services,
Components of thorough investigations, and the
importance of treating each resident with dignity and
respect. This was completed by 1/2/26

On 12/24/25 all staff completed an Abuse, Neglect, and
Misappropriation post test to ensure their
understanding was reached on the facility abuse policy.
This was completed by 1/2/26

The Director of Nursing, Staff Development Coordinator,
Dietary Manager, Housekeeping Director, and Therapy
Director will ensure any newly hired staff will

complete

the in-service training prior to being allowed to work.

The Regional Nurse Consultant will review all

allegations of Abuse, Neglect, and Misappropriation to
ensure appropriate and timely reporting of alleged

abuse, to the Department of Health and Human Services,
and Adult Protective Services of all abuse weekly times
four, then monthly times two months using the Facility
Abuse Reporting Quality Assurance tool.

All Reports will be presented to the Monthly QA
committee by the Administrator or Director of Nursing
to ensure corrective action is initiated as

appropriate.

Date of Compliance: 1/5/26
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F0609 Continued from page 12 F0609
SS=D Nursing #1 on 12/5/2025 at 3:00pm, she stated she
remembered the investigation into the allegation of
misappropriation of property and/or exploitation for
Resident #103. She stated the State Agency and local
law enforcement were notified and she could not recall
if the APS was notified. She stated APS should have
been notified of the allegation of misappropriation of
property and stated the Administration at the time
would have been responsible for notifying APS.

In a phone interview with the previous Administrator on
12/3/2025 at 3:31 pm, he explained he did not know what
the facility’s policy was for notifying APS when

Resident #103 reported the allegation of
misappropriation of property and/or exploitation on
11/24/2024. He stated he could not say that APS was not
notified or notified if it was not recorded on the
investigation report. The previous Administrator stated
APS should have been notified of the allegation.

In an interview with the State Signature Clinical
Coordinator on 12/6/2025 at 9:55am she stated APS
should have been notified of Resident #103’s allegation
of misappropriation of property and/or exploitation and
was unable to recall if APS was notified.

An attempt to interview APS was unsuccessful.

2. Resident # 101 was admitted to the facility on
10/17/24 with diagnoses including cerebral vascular
accident (stroke). He was discharged from the facility
on 9/19/25.

A facility Investigation Report dated 4/08/25
documented that on 4/05/25 at 1:40 PM, Housekeeper #1
started cursing at him because he wasn’t moving his
wheelchair down the hallway and had blocked her cart.
Housekeeper #1 was witnessed cursing at the resident,
and was escorted out of the building during the
investigation. The facility investigation found two

other employees heard the interaction and confirmed
Housekeeper #1 did curse at the resident. The facility
substantiated verbal abuse. The report documented that
Adult Protective Services (APS) had not been notified.

Nurse Aide (NA) #5’s written witness statement dated
4/05/25 documented that when Resident #101 was coming
down the hallway in his wheelchair, Housekeeper #1 came
behind him and stated for him to “Move out of the way
mrrrrrkfrikkk moye h****” and then proceeded to push

her housekeeping cart to his wheelchair to move him out
of the way.
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F0609 Continued from page 13 F0609
SS=D In a phone interview on 12/08/25 at 1:33 PM NA #5

stated Resident #101 had been propelling his wheelchair
independently down the hallway. The hallway was crowded
because other residents were on the other side of the
hallway waiting to go outside to smoke. Housekeeper #1
got upset because Resident #101 was in her way. She
started cussing at him in a threatening tone for him to
move, which then made the resident angry. She then
pushed her housekeeping cart into the back of his
wheelchair. The other aide who witnessed the incident,

NA #2, helped her to separate Housekeeper #1 and
Resident #101. Once he was taken to his room, he calmed
down and was back to baseline.

NA #2's written witness statement dated 4/05/25
documented that when NA #2 was passing out trays for
lunch, Resident #101 was coming down the hall.
Housekeeper #1 was behind him. She told him to move out
of her way but Resident #101 did not hear her.
Housekeeper #1 then shouted that “y'all need to learn
how to get the f*** out the d*** way” and pushed her
cart to the side. She yanked the resident’s wheelchair,
which upset the resident. Resident #101 got up out of
his wheelchair and stated he would “knock her out.”
Housekeeper #1 stated he “wasn’t going to do s***
mxrxxxfrxxxx ® grabbed her housekeeping cart again and
said “what the f*** you going to do” and then pushed
her housekeeping cart into the resident. She then
stated “you need to get your black a** back to your
room and get out of the way.”

In a phone interview on 12/09/25 at 3:34 PM NA #2
stated she was passing out meal trays and Housekeeper
#1 wanted to get past Resident #101, who was propelling
himself in the wheelchair. Housekeeper #1 began cussing
at him, telling him to get out of her way. Housekeeper

#1 threatened Resident #101, stating if he didn’t get

out of the way, she would run into him with her cart

and make him. She then pushed her cart into the back of
the wheelchair. NA #2 and NA #5 separated the
housekeeper from the Resident and NA #2 took Resident
#101 back to his room. She stated once he calmed down,
he was back to his baseline.

Resident #101 was unable to be interviewed.
Attempts to contact Housekeeper #1 were unsuccessful.

In a phone interview on 12/08/25 at 11:31 AM the
facility Clinical Consultant stated the facility
substantiated that Housekeeper #1 verbally abused and
threatened Resident #101 with harm. She stated
Housekeeper #1 was let go from the facility.
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In a phone interview on 12/09/25 at 4:09 PM the
Administrator stated the facility had substantiated
verbal abuse.

In a phone interview on 12/09/25 at 4:05 PM, the
Administrator stated former Director of Nursing #2 had
been responsible for notifying APS and he wasn’t sure

if it was done. He stated he relied on her

documentation that APS had not been notified and stated
they should have been.

Attempts to contact former Director of Nursing #2 were
unsuccessful.

3. Resident #74 was admitted to the facility on 1/05/23
with diagnoses including bipolar disorder and anxiety
disorder.

A Facility Investigation Report dated 2/07/25
documented Resident #74 alleged Nurse Aide (NA) #5 had
taken a 4-carat diamond gold and platinum ring that she
had purchased online approximately one year prior. She
stated she had shown the ring to NA #5 and the next
morning the ring was gone. The investigation noted
Resident #74 did see or know who took the ring but said
NA #5 was the only person that knew it where it was
located. The investigation report documented Adult
Protective Services (APS) was not notified of the
allegation.

In a phone interview with the previous Administrator on
12/3/2025 at 3:31 pm, he explained he did not know what
the facility’s policy was for notifying APS for the
allegation of misappropriation of property and/or
exploitation. He stated he could not say that APS was
not notified or notified if it was not recorded on the
investigation report. The previous Administrator stated
APS should have been notified of the allegation.

Accuracy of Assessments

CFR(s): 483.20(g)(h)(1)()

8483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the resident's

status.

8483.20(h) Coordination. A registered nurse must
conduct or coordinate each assessment with the
appropriate participation of health professionals.

FO0609

F0641

Corrective action for resident(s) affected by the
alleged deficient practice:

On 12/5/25 Resident #4 Section N 0450D on the MDS was
Modified to ensure accuracy by Patricia Sipes, RN MDS
Coordinator.

On 12/29/25 education was provided to the MDS Nurses
regarding accurate coding of resident’s Gradual dose
Reduction coding on 9/17/2025. Education provided by:
Abby Walsh, RN Clinical Reimbursement Specialist

01/02/2026
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SS=B §483.20(i) Certification. Corrective action for residents with the potential to

be affected by alleged deficient practice:
8483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed.

On 12/29/25 the Senior Director of Clinical

8483.20(i)(2) Each individual who completes a portion Reimbursement and the Clinical Reimbursement Specialist

of the assessment must sign and certify the accuracy of audited all current residents on antipsychotic

that portion of the assessment. medications, last MDS assessment to ensure accuracy of
section N0450D. These audits were completed on
12/29/2025.

8483.20(j) Penalty for Falsification.
On 12/31/2025 the Senior Director of Clinical
§483.20(j)(1) Under Medicare and Medicaid, an Reimbursement completed Modifications on section NO450D)]
individual who willfully and knowingly- for two current residents due to coding accuracy. No

other inaccuracy was noted on the MDS Assessment Audit.
(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 Measures/Systemic changes to prevent reoccurrence of
alleged deficient practice:

(i) 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 On 12/29/25 the Clinical reimbursement Specialist

each assessment. in-serviced the MDS nurses on the accuracy of
assessments, the RAI Manual Chapter 3 Section N for

§483.20(j)(2) Clinical disagreement does not constitute Gradual Dose Reduction (GDR) for MDS and the importance

a material and false statement. of reviewing all documentation during MDS look back

period. This was completed on 12/29/2025.
This REQUIREMENT is NOT MET as evidenced by:

Based on record review and staff interviews, the Monitoring Procedure to ensure that the plan of
facility failed to accurately code the physician’s correction is effective, and that specific deficiency
documented gradual dose reduction (GDR) as clinically cited remains corrected and/or in compliance with
contraindicated on the Minimum Data Set (MDS) regulatory requirements.

assessment for 1 of 31 residents reviewed for MDS
assessment accuracy (Resident #4).
The Clinical Reimbursement Specialist or designee will

The findings included: monitor 3 residents Section N0450D (GDR coding)
compliance utilizing the F641 Quality Assurance Tool,

Resident #4 was admitted to the facility on 10/29/24. weekly x 4 weeks, and monthly x 2 months. The tool will
monitor facility identified concerns that need to be

A review of the psychiatric provider note dated 9/5/25 addressed by the QA committee. Reports will be

revealed an attempted dosage reduction to the presented to the weekly Quality Assurance committee by

psychotropic regiment was likely to impair the the Director of Nurses to ensure corrective action is

resident’s function and exacerbate underlying initiated as appropriate.

psychiatric condition. confirmed she had completed that
section of the MDS for the 9/17/25 assessment.
Compliance date: 1/2/26
The annual MDS dated 9/17/25 for Resident #4 indicated
a GDR had not been documented by the physician as
clinically contraindicated.

An interview was conducted with MDS Nurse #1 on 12/5/25
at 10:55 AM who confirmed she had completed the
Medication section of the MDS for Resident #4's 9/17/25
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F0641 Continued from page 16 F0641
SS=B assessment. She stated the physician documented GDR as
clinically contraindicated was marked “no” which was an
error on her part and should have been marked “yes”.
An interview with Administrator was held on 12/5/25 at
11:05 AM. He stated his expectation was for MDS
assessments to be accurate.
F0645 PASARR Screening for MD & ID F0645 | 1.How the corrective action will be accomplished for 01/02/2026
SS=D residents found to have been affected
CFR(s): 483.20(k)(1)-(3)
On 12/5/25 Resident #18 Preadmission Screening and
§483.20(k) Preadmission Screening for individuals with Resident Review (PASRR) screening was resubmitted to
a mental disorder and individuals with intellectual the Medicaid Uniform Screening Tool (MUST) due to
disability. change in resident condition.
On 12/6/25 Resident # 18 discharged to the community.
8483.20(k)(1) A nursing facility must not admit, on or
after January 1, 1989, any new residents with: 2. How the facility will identify other residents
having the potential to be affected
(i) Mental disorder as defined in paragraph (k)(3)(i)
of this section, unless the State mental health On 12/15/25 All current residents were reviewed to
authority has determined, based on an independent identify those with PASRR Level | and/or Level Il
physical and mental evaluation performed by a person or determinations by the Director of Social Services. This
entity other than the State mental health authority, was completed on 12/15/25.
prior to admission,
On 12/10/25 the Facility Administrator reeducated the
(A) That, because of the physical and mental condition Interdisciplinary Team (IDT) on the PASRR Level 1 and 2
of the individual, the individual requires the level of process and it being the responsibility of the Director
services provided by a nursing facility; and of Social Services to ensure appropriate resubmission
when necessary. This was completed on 12/10/25.
(B) If the individual requires such level of services,
whether the individual requires specialized services; All residents in the facility with PASRR Level |
or screenings have the potential to be affected by the
alleged deficient practice.
(ii) Intellectual disability, as defined in paragraph
(k)(3)(ii) of this section, unless the State On 12/23/25 the Social Services Director conducted a
intellectual disability or developmental disability facility-wide audit of all admissions and current
authority has determined prior to admission- residents to confirm:
(A) That, because of the physical and mental condition
of the individual, the individual requires the level of PASRR Level | screening completion
services provided by a nursing facility; and
Presence of Level Il evaluations when triggered
(B) If the individual requires such level of services,
whether the individual requires specialized services Incorporation of PASRR recommendations into care plans
for intellectual disability. and referrals
8483.20(k)(2) Exceptions. For purposes of this section- Any resident identified without proper PASRR Level 1
and 2 coordination would have been immediately reviewed
() The preadmission screening program under and corrected.
paragraph(k)(1) of this section need not provide for
determinations in the case of the readmission to a Findings were: 3 residents with PASRR Level 1 met the
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SS=D nursing facility of an individual who, after being criteria needed for resubmission to NC MUST process.
admitted to the nursing facility, was transferred for
care in a hospital. These were all completed on 12/30/25.
(ii) The State may choose not to apply the preadmission
screening program under paragraph (k)(1) of this 3. What measures will be put into place or systemic
section to the admission to a nursing facility of an changes will be made to ensure the deficient practice
individual- will not recur
(A) Who is admitted to the facility directly from a On 12/15/25 the Facility Administrator reeducated the
hospital after receiving acute inpatient care at the Interdisciplinary team (IDT) on the Admission process,
hospital, PASRR levels 1 and 2, and the Care Planning policies to
require:
(B) Who requires nursing facility services for the
condition for which the individual received care in the
hospital, and PASRR Level 1 and 2 verification prior to admission
(C) Whose attending physician has certified, before IDT review of PASRR Level 1 and 2 determinations upon
admission to the facility that the individual is likely admission, quarterly, annually, and with any
to require less than 30 days of nursing facility significant change during Clinical Meeting.

services.
Documentation of PASRR Level 1 and 2 recommendations in
the comprehensive care plan

8483.20(k)(3) Definition. For purposes of this section-

(i) An individual is considered to have a mental Admissions, Social Services, Nursing, and the MDS
disorder if the individual has a serious mental Coordinator will review PASRR Level 1 and 2 status
disorder defined in 483.102(b)(1). during pre-admission screening and care plan meetings.
(i) An individual is considered to have an A PASRR Level 1 and 2 tracking system was implemented
intellectual disability if the individual has an to monitor screenings, determinations, recommendations,
intellectual disability as defined in §483.102(b)(3) or and required follow-up referrals.

is a person with a related condition as described in
435.1010 of this chapter.
4. How the corrective actions will be monitored to

This REQUIREMENT is NOT MET as evidenced by: ensure the deficient practice will not recur

Based on record review and staff interviews, the The Administrator will audit all new admissions weekly
facility failed to submit a request for an evaluation for four (4) weeks, then monthly for three (3) months
for a Level Il Preadmission Screening and Resident to ensure:

Review (PASRR) for a resident who was admitted to the
facility with serious mental health diagnoses for 1 of

1 resident reviewed for PASRR (Resident #18). PASRR Level 1 and 2 documentation is present

Findings included: PASRR Level 1 and 2 recommendations are communicated o
the IDT

A PASRR Level 1 Determination Notification Letter dated

8/11/25 indicated Resident #18 had a Level | PASRR with Care plans and referrals reflect PASRR Level 1 and 2

no expiration date and no mental or behavioral health requirements

restrictions.

The hospital’'s discharge summary dated 8/23/25 included All audit results will be reviewed by the QAPI
bipolar disorder as a secondary diagnosis for Resident Committee Monthly. Identified issues will be corrected
#18 and recorded Resident #18’s psychiatric history immediately, and trends will result in additional staff
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disorder (PTSD) and depression that included
significant anxiety and trauma history.

Resident #18 was admitted to the facility on 8/23/25
with diagnoses including a bipolar disorder, an anxiety
disorder, depression, PTSD and tremors.

Physician progress notes dated 8/27/25 recorded
Resident #18 had an history of bipolar disorder.

Psychiatric physician notes dated 8/28/25 recorded
Resident #18 had a history of depression, anxiety and
PTSD, and Resident #18 reported a history of a bipolar
disorder. Resident #18 was receiving scheduled
Fluoxetine (antidepressant), Mirtazapine
(antidepressant), Bupropion (antidepressant), Buspirone
(antianxiety medication) and Primidone
(anticonvulsant). The resident also had an as needed
(PRN) order for Lorazepam (antianxiety medication) and
Hydroxyzine (an antihistamine medication effective in
treating anxiety) .

The admission Minimum Data Set (MDS) assessment dated

8/29/25 indicated Resident #18 was not currently
considered by the state level Il PASRR process to have
a serious mental illness or intellectual disability.

The MDS indicated Resident #18 was cognitively intact
and Resident #18's active psychiatric /mood disorders
included a bipolar disorder, anxiety, depression and
PTSD. Resident #18 had received anticonvulsive
medications, antianxiety medication and antidepressant
medications during the MDS assessment period.

Resident #18'’s care plan dated 9/2/25 included a focus
for the alteration in Resident #18’s mood as evidenced
by a bipolar disorder, anxiety, depression. The care
plan was updated on 10/22/25 to include Resident #18
complained of seeing and hearing things that were not
present. Interventions included consulting with
psychiatry, reporting changes in mood to the physician
and providing non-pharmacological interventions prior
to initiation or increasing of psychotropic

medications. The care plan included a focus for PTSD
and the interventions included observing and reporting
for signs and symptoms of re-traumatization that
included anxiety, avoidance, depression, sleep
disturbance and new or worsening behaviors. The care
plan also indicated Resident #18 was a risk for drug
related side effects due to the use of psychotropic
medications that included antianxiety, anticonvulsants
and antidepressants. Interventions included assessing
and recording the effectiveness of drug treatment and
monitoring and reporting signs of sedation,

5. Date of compliance

1/2/26
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SS=D consisted of bipolar disorder, post-traumatic stress education or process revision.
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F0645 Continued from page 19 F0645
SS=D anticholinergic (reduced involuntary muscle movements)
and /or extrapyramidal (drug-induced movement disorders
primarily associated with antipsychotic medications)
symptoms. There was no care plan that referenced a
PASRR Level Il.

A medical provider note dated 10/23/25 recorded
Resident #18 was having mild hallucinations and was
receiving multiple psychiatric medications and pain
medications. A routine order for Quetiapine
(antipsychotic used to treat depression in patients

with a bipolar disorder) was ordered on 9/5/25 and the
dosage was increased from 25 milligrams (mg) to 50mg
daily.

A psychiatric progress note dated 11/20/25 recorded
Resident #18’s had increased hallucinations at night.
Melatonin (medication for insomnia/difficulty sleeping)

and Mirtazapine for bipolar disorder were discontinued

as possible contributors to the hallucinations and
Quetiapine was increased to 100mg at night for PTSD and
nightmare disorder. The psychiatric progress notes also
recorded Lorazepam prn had been changed to a scheduled
dose of Clonazepam (antianxiety medication) three times

a day on 8/28/25.

There was no Level Il PASRR evaluation found in
Resident #18’s electronical medical record (EMR).

On 12/3/2025 at 10:24 am, the Social Worker was unable
to provide documentation that a request for an

evaluation for a Level Il PASRR had been submitted for
Resident #18.

An interview was conducted with the Social Worker on
12/4/25 at 2:52 pm. She explained that Resident #18 had
a PASRR Level | screening at the hospital that

indicated he did not have a serious mental illness. She
stated she assumed the hospital entered all of Resident
#18’s diagnoses including anxiety, depression, PTSD and
bipolar disorder into the Medicaid Uniform Screening
Tool (MUST) that would have triggered a PASRR Level Il
evaluation if necessary to be completed at that time.

She further explained that she thought if a PASRR Level
Il determination evaluation was necessary, then it

would have been completed at that time. She stated she
was unable to see the information entered into MUST by
the hospital for Resident #18's PASRR Level |
determination. The Social Worker revealed she had not
submitted a request for a Level Il PASRR determination
evaluation for Resident #18 since admission to the
facility based on Resident #18's diagnoses, medications
changes or report of hallucinations.
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SS=D During an interview with the Administrator on 12/4/25
at 3:03 pm, when asked if Resident #18 needed a PASRR
Level Il determination screening based on diagnoses of
bipolar disorder, anxiety, depression and PTSD he
stated he would have to defer answering the question to
the Social Worker because he did not know.
An interview with the State Signature Clinical
Coordinator was conducted on 12/4/25 at 3:45 pm. She
stated Resident #18 was admitted with the prior
diagnoses of a bipolar disorder, anxiety, depression
and PTSD. She explained since the PASRR Level |
determination letter did not identify Resident #18 to
have a serious mental iliness and Resident #18 did not
meet the criteria for significant change; the facility
had not submitted a PASRR Level Il determination
evaluation.
F0695 Respiratory/Tracheostomy Care and Suctioning F0695 | On 12/3/25The Director of Nursing ensured an Ambu bag 01/05/2026
SS=D was placed at resident #8 bedside.

CFR(s): 483.25(i)
On 12/3/25 The Director of Nursing re-educated Nurse #1
§ 483.25(i) Respiratory care, including tracheostomy on the Importance of ensuring all residents with a

care and tracheal suctioning. tracheostomy have an Ambu bag at bedside per physician
order. This education was completed on 12/3/25.

The facility must ensure that a resident who needs

respiratory care, including tracheostomy care and On 12/17/25 The Director of Nursing ensured Nurse # 1
tracheal suctioning, is provided such care, consistent was reeducated and received hands on training to ensure
with professional standards of practice, the competency on Tracheostomy care for resident #8. This

comprehensive person-centered care plan, the residents
goals and preferences, and 483.65 of this subpart.

competency was completed on 12/17/25 by Unit Manager.

This REQUIREMENT is NOT MET as evidenced by: On 12/3/25 the Director of Nursing and Nursing
Administration audited all current residents in the

Based on observations, record review, and staff and facility with a tracheostomy to ensure all had an Ambu

Medical Director interview, the (a) facility failed to bag at bedside.

ensure that required emergency tracheostomy (trach)

equipment, including an Ambu bag (self-inflating bag The result was: 2 out of 2 tracheostomy residents

that pushes air into lungs), was kept at the bedside as received an Ambu bag. This was completed on 12/3/25.

ordered and as required by facility policy and (b)

failed to ensure infection-control practices were On 12/17/25 All licensed nurses completed a competency

followed during tracheostomy care for 1 of 2 residents on appropriate tracheostomy care. This was completed on

reviewed for tracheostomy care (Resident #8). 12/18/25.

Findings included:
On 12/17/25 all Licensed nurses were reeducated on the

(a) A review of the facility’s Tracheostomy Policy importance of ensuring all residents with a
revealed that, for emergency management, an emergency Tracheostomy receive an Ambu bag at bedside for
tracheostomy tube and an Ambu bag were required to be emergencies. This was completed on 12/18/25.

kept at the resident’s bedside.
On 12/17/25 All licensed nurses completed a competency
A review of standing admission orders included maintain on appropriate tracheostomy care. This was completed by
trach equipment at the bedside at all times, including 12/23/25.

the obturator (An obturator is a curved rod that fits
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into the trachea during tracheostomy), a spare trach
tube, and an Ambu bag.

On 10/13/2025 Resident #8 was admitted with diagnoses
including respiratory failure and tracheostomy status.

A tracheostomy is a surgically created opening (stoma)
in the windpipe (trachea).

A review of the admission Minimum Data Set (MDS) dated
10/02/2025, showed that trach care, suctioning, and
oxygen therapy had been recorded under respiratory
treatments at the time of admission.

A review of Care Plan dated 10/13/2025 revealed
resident at risk for adverse outcomes related to trach
including increased oral secretions and dislodgement.
Interventions included ensuring trach straps secure and
suction per medical doctor orders.

On 12/01/2025 at 11:15 am, Resident #8 was observed
lying in bed with a trach in place. Four spare trach
tubes and an obturator were present in the bedside
table; however, no Ambu bag was at the bedside or in
the bedside table.

On 12/03/2025 at 11:41 am, another observation showed
that no Ambu bag was present in Resident #8’s room,
bedside table or in bathroom.

During an interview on 12/03/2025 at 11:52 am, Nurse #1
acknowledged that there had not been an Ambu bag at the
bedside and stated the Ambu bag may be on the crash
cart. When asked to locate it on the crash cart, Nurse

#1 was unable to locate an Ambu bag.

During an interview with the Director of Nursing (DON)
on 12/03/2025 at 12:20 pm, the DON stated she had not
known the facility’s trach policy. At 12:23 pm, the DON
accompanied the surveyor to the resident’'s room and
confirmed that there was not an Ambu bag at the
bedside. The DON looked at bedside, in bedside table,
in closet, in bathroom and in roommate’s closet. The
DON stated that there should be an Ambu bag on the
crash cart. The DON agreed that the Ambu bag was not
immediately visible to a person approaching the crash
cart. The DON then cut the crash cart's red tag and
located an Ambu bag inside the cart. DON stated she was
not sure why Nurse #1 was unable to locate the Ambu
bag.

On 12/03/2025 at 4:30 pm, maintenance staff provided a
measurement showing that the distance between the crash
cart and the resident’s room had been 143 feet one way.

in-service on Importance of importance of performing
appropriate Tracheostomy care and ensuring there is an
Ambu bag at bedside at all times for emergencies. The
Director of Nursing will ensure that all new licensed
nursing staff will receive this education in facility
orientation. Trach Care competency will be addressed in
orientation by new hire return demonstrations with the
DON or SDC.

The Director of Nursing or designee will complete
random tracheostomy care and cleaning observations 3
times a week for 4 weeks to ensure appropriate
tracheostomy care is being received. The Director of
Nursing or designee will monitor to ensure all

residents requiring an Ambu have Ambu bags at bedside
during clinical rounding. This will occur weekly for 4
weeks and then monthly for 3 months using a Residents
Tracheostomy care monitoring QA tool. Reports will be
presented to the weekly QA committee by the
Administrator or Director of Nursing to ensure

corrective action is initiated as appropriate.

Compliance will be monitored, and the ongoing auditing
program reviewed at the Monthly QAPI meeting.

Date of compliance

1/5/26
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SS=D
An interview on 12/04/2025 at 11:28 am with the Medical
Director revealed that the admission order for the Ambu
bag was a standing order for a trach. Medical Director
felt it would be okay if Ambu bag was kept on crash

cart if nursing staff knew where to locate it. The

Medical Director found it concerning nursing staff

unable to locate Ambu bag on crash cart.

(b) On 12/4/2025 at 11:00 am, an observation of
tracheostomy care for Resident #8 showed Nurse #1
brought supplies into the room, placing them on the
bedside table, and performing hand hygiene. Nurse #1
opened the trach kit on the bedside table and requested
a Nursing Assistant (NA) #3 to hand her a cup, which NA
#3 retrieved from a cart outside the room. Nurse #1
placed the cup on the bedside table, opened normal
saline, and poured it into the cup. Nurse #1 put on
sterile gloves from the trach kit and placed the

sterile drape on the resident’s lap. When the resident
attempted to touch the drape, Nurse #1 held the
resident’s hands down while wearing sterile gloves,
contaminating the sterile gloves. Without changing
gloves or reestablishing sterility, Nurse #1 moved the
cup of saline from the bedside table to the resident’s
lap, placing it onto the drape and continuing the
procedure. While continuing to wear the contaminated
sterile gloves, Nurse #1 lifted the resident’s head and
removed the old Velcro trach ties, applied new ties,
removed the old dressing, cleaned the stoma site with
normal saline and long cotton-tipped applicators,
removed the inner cannula, inserted a new cannula, and
disposed of supplies. After discarding gloves and
supplies, Nurse #1 obtained a suctioning kit, put on
sterile gloves from the package, and performed
suctioning. At no time during the observation did Nurse
#1 stop the procedure, change gloves, or re-establish
sterility after contaminating the sterile gloves by
touching the resident’s hands and moving non-sterile
items. Nurse #1 stated she was trained by another nurse
on the floor on how to do tracheostomy care. She stated
that she shadowed another nurse for about four days
prior to doing tracheostomy care and working on the
floor.

An interview on 12/04/2025 at 11:28 AM with the Medical
Director revealed that it would be concerning if

nursing staff did not use sterile techniques performing
trach care.

On 12/4/2025 at 2:26 pm an interview with Staff
Development Coordinator revealed that staff received
three to four days of training for tracheostomy care.
She revealed that new nurses are trained by the more
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experienced floor nurses. All nurses receive annual
refresher training. Staff Development Coordinator
stated that she did not follow up to ensure staff were
trained correctly and that she only intervened if a
deficiency came to her attention. She stated that Nurse
#1 observed doing the trach care was a new nurse and
had tracheostomy care training on 11/11/2025. The
training consisted of the nurses being signed off for
competency. She provided a copy of the Tracheostomy
Care Competency which says that the nurse is to
establish a sterile field. She agreed that the nurse
broke the sterile field and did not follow the steps
outlined in the competency while doing Resident #8’s
tracheostomy care.

An interview 12/4/2025 at 3:01 pm with the DON revealed
that it was important for nurses to follow proper

protocol when doing tracheostomy care. She stated she
did not know the exact policy for that facility as she

was new to the facility but agreed establishing a

sterile field was an important step.

Menus Meet Resident Nds/Prep in Adv/Followed

CFR(s): 483.60(c)(1)-(7)

8483.60(c) Menus and nutritional adequacy.

Menus must-

8483.60(c)(1) Meet the nutritional needs of residents
in accordance with established national guidelines.;

8483.60(c)(2) Be prepared in advance;

8483.60(c)(3) Be followed,;

8483.60(c)(4) Reflect, based on a facility's reasonable
efforts, the religious, cultural and ethnic needs of

the resident population, as well as input received from
residents and resident groups;

8483.60(c)(5) Be updated periodically;

8483.60(c)(6) Be reviewed by the facility's dietitian
or other clinically qualified nutrition professional
for nutritional adequacy; and

FO0695

F0803

Address how corrective action will be accomplished for
those residents found to have been affected by the
deficient practice.

On 12/3/25 resident #80 received puree bread by the
Regional Manager.

Address how the facility will identify other residents
having the potential to be affected by the same
deficient practice.

All residents have the potential to be affected.

On 12/3/25 the Regional Manager reviewed tray accuracy
for all pureed diet residents during the affected meal
service to ensure all resident requiring it had the

pureed bread.

No other residents were affected by the alleged
deficient practice.

Address what measures will be put into place or
systemic changes made to ensure that the deficient
practice will not recur.

Dietary staff were reeducated by the Regional Manager
on 12/6/25 on ensure all residents on Mechanically
altered diets receive all items per tray card Menus and
Substitution Policy.

01/05/2026
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SS=D On 12/3/25 tray line checklists were implemented by the
8483.60(c)(7) Nothing in this paragraph should be regional dietary manager to verify menu compliance
construed to limit the resident's right to make prior to service.
personal dietary choices.
All Dietary new hires will receive education as part of
This REQUIREMENT is NOT MET as evidenced by: their orientation process starting 1/2/26.
Based on observations, record reviews, and interviews
with staff, the facility failed to follow the approved Indicate how the facility plans to monitor its
menu for 1 of 7 residents on a pureed diet (Residents performance to make sure that solutions are sustained.
#80). Include dates when corrective action will be completed.
The findings included: Dietary manager will conduct 5 modified-diet tray
audits per day to ensure all residents with a modified
diet have all the items listed on the tray ticket
The Week 2 dietitian approved menu indicated residents weekly for 4 weeks, then monthly for 2 months. All
on a pureed diet were to receive pureed cornbread. audit results will be reviewed by the QAPI Committee
Monthly. Identified issues will be corrected
immediately, and trends will result in additional staff
Resident #80 was admitted to the facility on 3/28/24 education or process revision.
with diagnoses including dysphagia (difficulty
swallowing).
Completion date: 1/5/26
Resident #80’s physician orders dated 11/19/25
documented he was to receive a pureed diet.
During an observation of tray line on 12/03/25 at 12:07
PM, Cook #1 plated Resident #80’s meal which included
pureed chicken, pureed broccoli, and pureed candied
yams. There was no pureed cornbread or pureed bread
product available to serve and none was observed on his
tray. Resident #80’s tray was then covered and put into
the dining room cart for service.
In an interview on 12/03/25 at 12:08 PM, Cook #1 stated
she forgot to make a pureed bread item to serve.
In an interview on 12/03/25 at 12:09 PM, the Corporate
Dietary Manager (DM) confirmed Cook #1 did not serve a
pureed bread option and after surveyor intervention,
asked the Regional Dietary Manager to make some for
service.
Attempts to reach the Registered Dietitian were
unsuccessful.
F0809 Frequency of Meals/Snacks at Bedtime FO809 | Address how corrective action will be accomplished for 01/05/2026
SS=F those residents found to have been affected by the
CFR(s): 483.60(f)(1)-(3) deficient practice.
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8483.60(f) Frequency of Meals On 12/1/25 residents were offered snacks during delayed
meal service by assigned licensed nurses.
§483.60(f)(1) Each resident must receive and the
facility must provide at least three meals daily, at On 12/1/25 extra dietary staff were sent to the
regular times comparable to normal mealtimes in the facility by the Regional Dietary Manager to address
community or in accordance with resident needs, staffing issues resulting from staffing shortage.
preferences, requests, and plan of care.
Address how the facility will identify other residents
having the potential to be affected by the same
8483.60(f)(2) There must be no more than 14 hours deficient practice.
between a substantial evening meal and breakfast the
following day, except when a nourishing snack is served All residents have the potential to be affected.
at bedtime, up to 16 hours may elapse between a
substantial evening meal and breakfast the following On 12/2/25 meal service logs were implemented by the
day if a resident group agrees to this meal span. regional dietary manager to monitor meal delivery
times.
§483.60(f)(3) Suitable, nourishing alternative meals On 12/30/25 the Administrator reviewed the past 14 days
and snacks must be provided to residents who want to of meal delivery logs.
eat at non-traditional times or outside of scheduled
meal service times, consistent with the resident plan 1 out of 42 delivery times were observed to be over 30
of care. mins late due to cook being sent home due to illness.
On 12/30/25 reeducation was provided by Regional
This REQUIREMENT is NOT MET as evidenced by: Dietary Manager on the Importance of keeping Meal
Delivery times per schedule and it was completed on
Based on observations, record review, and interviews 1/2/26.
with staff, the facility failed to provide 1 of 3 meals
observed at the regular scheduled times (lunch Address what measures will be put into place or
12/01/25). The lunch meal was served 2 hours after the systemic changes made to ensure that the deficient
posted mealtimes to the dining room and all 5 halls. practice will not recur.
The findings included: On 12/31/25 all dietary staff A dietary contingency
plan with education was implemented to include:
The posted mealtimes documented lunch service in the
dining room was to begin at 12:00 PM, the 500 hall at An on-call staffing list
12:15 PM, the 400 Hall at 12:30 PM, the 300 Hall at
12:45 PM, the 200 Hall at 1:00 PM, and the 100 Hall at Education on disposable dishware protocol by the
1:15 PM. Regional Manager
Education on Nourishing snack protocol by the Regional
Observation of the lunch meal service on 12/01/25 Manager
revealed the lunch meal trays arrived at 2:15 PM in the
dining room, at 2:20 on the 500 Hall, at 2:23 PM on the Education on compliance with meal span requirements by
400 Hall, at 2:25 PM on the 300 Hall, at 2:32 PM on the the Regional Manager
200 Hall, and at 2:40 PM on the 100 Hall.
The completed date on 1/2/26
In an interview on 12/01/25 at 2:21 PM, the Regional
Dietary Manager (acting as the interim dietary manager) The Dietary Manager will ensure all new hires in the
confirmed the lunch trays were still being plated in dietary department will receive the education as part
the kitchen and had not been served to the 300, 200, of their orientation process starting 1/2/26.
and 100 Halls. She stated the lunch meal was being
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dishes from the dinner meal on 11/20/25 had not been
washed because the dietary aides who were working that
night had quit without notice, so the dishes had to be
washed the morning of 12/01/25. As a result, breakfast
was served 2 hours late at approximately 10:00 AM,
which affected when the dishes would be ready to use to
serve lunch.

In an interview on 12/3/25 at 10:30 AM, the
Administrator stated he was aware of dining service
being late in the past and the facility had been trying
to address the concern, but staffing had not been
identified as the reason for late meals.

performance to make sure that solutions are sustained.
Include dates when corrective action will be completed.

Meal service delivery log times will be reviewed by the
Administrator or designee daily M-F for 30 days, weekly
for 3 weeks, and monthly for 2 months.

All audit results will be taken to and reviewed by the
QAPI Committee Monthly. Identified issues will be
corrected immediately, and trends will result in
additional staff education or process revision.

Completion date: 1/5/25
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