
PRINTED: 02/10/2026

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:
345014

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

01/10/2026

NAME OF PROVIDER OR SUPPLIER

Linden Place Center for Nursing and Rehabilitation

STREET ADDRESS, CITY, STATE, ZIP CODE

1201 Carolina Street , Greensboro, North Carolina, 27401

(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

E0000 E0000Initial Comments 

An unannounced recertification and complaint 
investigation survey was conducted from 1/5/26 through
1/10/26. The facility was found in compliance with the
requirement CFR 483.73, Emergency Preparedness. Event 
ID #1DF69C-H1. 

 

F0000 F0000INITIAL COMMENTS 

A recertification and complaint investigation survey 
was conducted from 1/5/26 to 1/10/26. Event ID 
#1DF69C-H1. The following intakes were investigated: 
2711932, 2705861, 2696559, 2694984, 2690420, 2708236, 
2663787, 2661066, 2622134, 2323617, 765344, 765339, 
765346, 2565178, 2578042, 2623608, 765320, 2685065, 
767649, and 765022. 

16 of the 48 complaint allegations resulted in a 
deficiency. 

 

F0565 F0565

SS = D

Resident/Family Group and Response 

CFR(s): 483.10(f)(5)(i)-(iv)(6)(7) 

§483.10(f)(5) The resident has a right to organize and
participate in resident groups in the facility. 

(i) The facility must provide a resident or family 
group, if one exists, with private space; and take 
reasonable steps, with the approval of the group, to 
make residents and family members aware of upcoming 
meetings in a timely manner. 

(ii) Staff, visitors, or other guests may attend 
resident group or family group meetings only at the 
respective group's invitation. 

(iii) The facility must provide a designated staff 
person who is approved by the resident or family group
and the facility and who is responsible for providing 
assistance and responding to written requests that 
result from group meetings. 

(iv) The facility must consider the views of a resident
or family group and act promptly upon the grievances 
and recommendations of such groups concerning issues of

 

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
resident care and life in the facility. 

(A) The facility must be able to demonstrate their 
response and rationale for such response. 

(B) This should not be construed to mean that the 
facility must implement as recommended every request of
the resident or family group. 

§483.10(f)(6) The resident has a right to participate 
in family groups. 

§483.10(f)(7) The resident has a right to have family 
member(s) or other resident representative(s) meet in 
the facility with the families or resident 
representative(s) of other residents in the facility. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review, staff and resident interviews,
the facility failed to act upon group grievances, 
resolve repeat grievances, and/or communicate the 
facility's efforts to address grievances voiced during
Resident Council meetings for 2 of 3 months reviewed 
(November 2025 and December 2025). 

The findings included: 

Resident Council minutes completed on 10/14/25 by the 
previous Activities Director, Activities Director #1, 
revealed the following grievances were expressed: staff
had poor attitudes and used foul language, medications
were dropped off and left in resident rooms, call 
lights not in reach, staff observed voicing 
confidential resident information in public areas, 
unsanitary shower rooms and bathrooms, and lack of 
communication regarding room changes. 

A review of the grievances for October 2025 revealed 
one grievance form completed by the Administrator on 
10/14/25 that corresponded to the Resident Council 
minutes dated 10/14/25. This form revealed no mention 
of the grievances voiced by the Resident Council 
related to staff voicing confidential resident 
information in public areas, unsanitary shower rooms 
and bathrooms, and lack of communication regarding room
changes. 

Multiple attempts were made to interview Activities 
Director #1, but attempts were not successful. 

Resident Council minutes completed on 11/18/25 by the 
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Continued from page 2
current Activities Director, Activities Director #2, 
indicated a review of old business and follow up on 
grievances/concerns were read and approved as 
corrected. However, there was no evidence the specific
grievances voiced during the 10/14/25 meeting related 
to staff voicing confidential resident information in 
public areas, unsanitary shower rooms and bathrooms, 
and lack of communication regarding room changes were 
discussed, addressed, and/or resolved. The 11/18/25 
minutes noted a repeat grievance from the October 2025
Resident Council meeting related to staff being rude 
(previously voiced as staff having poor attitudes and 
using foul language). Additionally, the following new 
grievances were expressed: call lights not answered on
2nd and 3rd shift, bugs observed, staff turning off 
call lights and leaving the room without returning, 
residents not being told who their assigned nursing 
assistant was for that shift, and noise levels (staff)
being too loud on the hallways. 

A review of the grievances for November 2025 revealed 
one grievance form completed by the Administrator on 
11/18/25 that corresponded to the Resident Council 
minutes dated 11/18/25. This form revealed 
documentation of the concerns related to staff turning
off call lights and leaving the room without returning,
residents not being told who their assigned nursing 
assistant was for that shift, and noise levels being 
too loud on the hallways. However, there was no 
indication of an investigation, interventions, and/or a
resolution to these specific grievances expressed by 
the Resident Council. 

Resident Council minutes completed on 12/16/25 by 
Activities Director #2 indicated a review of old 
business and follow up on grievances/concerns were read
and approved as corrected. However, there was no 
evidence of the specific grievances voiced during the 
12/16/25 Resident Council meeting related to staff 
turning off call lights and leaving the room without 
returning, residents not being told who their assigned
nursing assistant was for that shift, and noise levels
being too loud on the hallways. The 12/16/25 minutes 
included a repeat grievance from the October 2025 
Resident Council meeting related to leaving medications
in residents’ rooms (previously voiced as medications 
being dropped off and left in resident rooms). 
Additionally, the following new grievances were 
expressed: staff not responding to residents in a 
timely manner, staff using personal phones while in 
resident rooms and on the hall, and staff rushing 
residents when eating. 

A Resident Council meeting was held on 1/7/26 at 11:00
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Continued from page 3
AM with Resident #20 (the Resident Council President),
Resident #5, Resident #55, Resident #11 and Resident 
#12. During the meeting, all residents voiced that the
Resident Council had made repeated grievances month 
after month which had not been fully addressed or 
resolved. 

An interview with Activities Director #2 on 1/9/26 at 
1:07 PM revealed that she completed the Resident 
Council minutes and then provided a copy of the minutes
to the Administrator after each Resident Council 
meeting. She further indicated that the follow-up 
process for grievances voiced during the Resident 
Council meetings was for the Administrator to address 
all Resident Council concerns and then provide her with
the follow-up so that she could review it with the 
Resident Council members at the next meeting. 
Activities Director #2 further revealed that she was 
not aware that the grievance follow-up that she 
provided to the Resident Council during the November 
2025 and December 2025 Resident Council meetings did 
not address all the grievances that were voiced during
the previous month’s meeting. Activities Director #2 
did not know why this had not been completed and that 
this was an oversight. 

An interview with the Administrator on 1/10/26 at 9:39
AM revealed that the Resident Council grievance process
was for the Activities Director to document any 
Resident Council members’ concerns in the minutes, and
then the Administrator would initiate a grievance form.
The Administrator further explained that the Resident 
Council grievances were discussed at the next morning 
meeting with all department heads and the department 
heads were responsible for addressing any Resident 
Council concerns in their areas and report the 
resolution to him (the Administrator). The 
Administrator indicated he would document the 
resolution on the grievance form or attach 
documentation to the form so that the Activities 
Director could follow up with the Resident Council 
members at their next meeting. The Administrator 
indicated that these actions should have been taken to
address all the Resident Council members’ concerns. He
indicated he felt this was an oversight. 

F0578 F0578

SS = D

Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir 

CFR(s): 483.10(c)(6)(8)(g)(12)(i)-(v) 

§483.10(c)(6) The right to request, refuse, and/or 
discontinue treatment, to participate in or refuse to 
participate in experimental research, and to formulate
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Continued from page 4
an advance directive. 

§483.10(c)(8) Nothing in this paragraph should be 
construed as the right of the resident to receive the 
provision of medical treatment or medical services 
deemed medically unnecessary or inappropriate. 

§483.10(g)(12) The facility must comply with the 
requirements specified in 42 CFR part 489, subpart I 
(Advance Directives). 

(i) These requirements include provisions to inform and
provide written information to all adult residents 
concerning the right to accept or refuse medical or 
surgical treatment and, at the resident's option, 
formulate an advance directive. 

(ii) This includes a written description of the 
facility's policies to implement advance directives and
applicable State law. 

(iii) Facilities are permitted to contract with other 
entities to furnish this information but are still 
legally responsible for ensuring that the requirements
of this section are met. 

(iv) If an adult individual is incapacitated at the 
time of admission and is unable to receive information
or articulate whether or not he or she has executed an
advance directive, the facility may give advance 
directive information to the individual's resident 
representative in accordance with State law. 

(v) The facility is not relieved of its obligation to 
provide this information to the individual once he or 
she is able to receive such information. Follow-up 
procedures must be in place to provide the information
to the individual directly at the appropriate time. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, staff interviews and record 
review, the facility failed to maintain accurate and 
consistent advance directive information throughout 
both the electronic medical record and paper record 
kept at the nursing station for 1 of 32 residents 
reviewed for advance directives (Resident #96). 

The findings included: 

Resident #96 was admitted to the facility on 12/17/25 
with cumulative diagnoses which included cancer and 
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Continued from page 5
generalized muscle weakness. 

On 1/5/26 at 10:15 AM, a 3-ring binder containing paper
copies of the residents’ advance directives was 
observed at the nursing station. A review of Resident 
96’s record kept in this binder revealed it included a
signed “Do Not Resuscitate” (DNR) form dated 12/15/25 
and printed on bright yellow/orange-colored paper 
indicating the resident had a DNR status with “No 
Expiration Date.” Further review of the 3-ring advance
directive binder revealed it also contained a Medical 
Order for Scope of Treatment (MOST) form dated 12/18/25
and signed by the resident’s Nurse Practitioner. This 
MOST form indicated cardiopulmonary resuscitation (CPR)
was to be attempted if the resident had no pulse and 
was not breathing. 

Resident #96's most recent Minimum Data Set (MDS) was 
an admission assessment dated 12/22/25. A review of the
MDS assessment revealed Resident #96 had moderately 
impaired cognition. 

A review of Resident #96's physician’s orders in her 
electronic medical record (EMR) revealed an order was 
received on 12/23/25 for the resident to have a code 
status of CPR. 

The resident’s care plan included an area of focus 
initiated on 12/29/25 which read, “Advance 
Directive-Resident is a full code.” 

An interview was conducted on 1/6/26 at 4:00 PM with 
the facility’s Director of Nursing (DON) in the 
presence of the Administrator. During the interview, 
inquiry was made as to who was responsible to obtain 
information on advance directives for newly admitted 
and current residents. The DON and Administrator 
reported that the facility’s Social Worker (SW) assumed
this responsibility. 

An interview was conducted on 1/6/26 at 4:23 PM with 
the SW. When asked what the process involved for 
obtaining an advance directive for a newly admitted 
resident, the SW stated she would typically try to 
address the advance directive either on the day of or 
the day after the resident’s admission to the facility.
If the resident had intact cognition, she would go over
the form with the resident. If the resident did not 
have intact cognition, she would involve the family as
well. Once the resident or designated family member 
signed the advance directive, the form would be put in
a physician’s box kept within the Nursing Supervisor's
office so the provider could review it the next day 
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Continued from page 6
he/she was in the office. The SW stated that to her 
knowledge, the nursing staff completed the process of 
documenting and retaining the orders for a resident’s 
advance directive. 

On 1/6/26 at 4:27 PM and upon request, the SW was 
accompanied as she reviewed Resident #96’s DNR and MOST
forms stored in the advance directive binder stored at
the Nursing Station. When asked, the SW acknowledged 
there was potential for confusion with both forms kept
in this binder. She reported she would need to follow 
the facility’s protocol to clarify the resident’s and 
family’s wishes for her advance directive. 

An interview was conducted on 1/9/26 at 3:58 PM with 
Nurse #3. Nurse #3 was identified as the nurse assigned
to care for Resident #96. When asked where she would 
look to find a resident's advance directive in the case
of an emergency, she reported she would go to the first
resource she could access. Nurse #3 reported she could
find information on a resident’s advance directive 
either in the 3-ring binder stored at the Nursing 
Station or in the resident's electronic medical record.

An interview was conducted on 1/9/26 at 3:15 PM with 
the facility’s Director of Nursing (DON) in the 
presence of the Administrator and Regional Nurse 
Consultant to follow up with the concern identified for
Resident #96’s advance directive. At that time, the DON
and Regional Consultant reported the “Do Not 
Resuscitate” (DNR) form printed on bright 
yellow/orange-colored paper should not have been in the
advance directive binder kept at the nursing station. 
They reported the facility did not use that form and 
surmised it must have come from the hospital. When 
asked, it was agreed that storing the two contradictory
advance directives (DNR and MOST forms) in the binder 
containing the advance directives would be potentially
confusing in the event of an emergency. 

F0584 F0584

SS = E

Safe/Clean/Comfortable/Homelike Environment 

CFR(s): 483.10(i)(1)-(7) 

§483.10(i) Safe Environment. 

The resident has a right to a safe, clean, comfortable
and homelike environment, including but not limited to
receiving treatment and supports for daily living 
safely. 
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Continued from page 7
The facility must provide- 

§483.10(i)(1) A safe, clean, comfortable, and homelike
environment, allowing the resident to use his or her 
personal belongings to the extent possible. 

(i) This includes ensuring that the resident can 
receive care and services safely and that the physical
layout of the facility maximizes resident independence
and does not pose a safety risk. 

(ii) The facility shall exercise reasonable care for 
the protection of the resident's property from loss or
theft. 

§483.10(i)(2) Housekeeping and maintenance services 
necessary to maintain a sanitary, orderly, and 
comfortable interior; 

§483.10(i)(3) Clean bed and bath linens that are in 
good condition; 

§483.10(i)(4) Private closet space in each resident 
room, as specified in §483.90 (e)(2)(iv); 

§483.10(i)(5) Adequate and comfortable lighting levels
in all areas; 

§483.10(i)(6) Comfortable and safe temperature levels.
Facilities initially certified after October 1, 1990 
must maintain a temperature range of 71 to 81°F; and 

§483.10(i)(7) For the maintenance of comfortable sound
levels. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observations and staff interviews, the 
facility failed to maintain in good repair a resident’s
room door and bathroom sink in 1 of 11 resident rooms 
and 1 of 11 resident bathrooms on 1 of 2 halls whose 
room and/or bathroom was observed to have environmental
concerns (Resident #48). 

The findings included: 

1) An initial observation of Resident #48’s room was 
conducted on 1/5/26 at 1:10 PM. This observation 
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Continued from page 8
revealed the door latch on the door to the resident’s 
room did not secure the door so that it would remain 
closed. 

Accompanied by the facility’s Maintenance Director, an
observation of the door to Resident #48’s room was 
conducted on 1/8/26 at 4:00 PM. When the Maintenance 
Director was shown the door latch and strike plate on 
the resident’s door, he reported having worked on the 
door in the past. However, he acknowledged the repair 
did not appear to have fixed the problem. The 
Maintenance Director was observed as he attempted 
several times to close the door, but the door would not
latch so that it would remain closed. The Director 
stated the door would likely need to be replaced. 

An interview was conducted on 1/9/26 at 3:15 PM with 
the facility’s Administrator, Director of Nursing 
(DON), and Regional Nurse Consultant to discuss the 
environmental concerns that had been identified. When 
asked about the concern related to Resident #48’s door
not latching, the Administrator and Regional Nurse 
Consultant agreed that they would expect residents to 
be able to close the door to their room. 

2) An initial observation of Resident #48’s bathroom 
was conducted on 1/5/26 at 1:10 PM. This observation of
the bathroom revealed the sink had approximately one to
two inches of standing water (not draining) in the 
sink. 

Accompanied by the facility’s Maintenance Director, an
observation of Resident #48’s bathroom sink was 
conducted on 1/8/26 at 4:00 PM. At that time, one to 
two inches of standing water (not draining) was 
observed at the bottom of the sink. When the Director 
was informed a similar observation was made of the 
bathroom sink on 1/5/26, he responded by stating the 
sink would need to be fixed to ensure it drained 
properly. 

An interview was conducted on 1/9/26 at 3:15 PM with 
the facility’s Administrator, Director of Nursing 
(DON), and Regional Nurse Consultant to discuss the 
environmental concerns that had been identified. When 
asked about the concern related to Resident #48’s 
bathroom sink, the Administrator reported that he and 
the Maintenance Director fixed that sink drain on the 
evening of 1/8/26. Upon further inquiry, the 
Administrator acknowledged failure of the sink to drain
water did not create a homelike atmosphere. 

F0628 F0628
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Continued from page 9

CFR(s): 483.15(c)(2)(iii)(3)-(6)(8)(d)(1)(2); 
483.21(c)(2) 

§483.15(c)(2) Documentation. 

When the facility transfers or discharges a resident 
under any of the circumstances specified in paragraphs
(c)(1)(i)(A) through (F) of this section, the facility
must ensure that the transfer or discharge is 
documented in the resident's medical record and 
appropriate information is communicated to the 
receiving health care institution or provider. 

(iii) Information provided to the receiving provider 
must include a minimum of the following: 

(A) Contact information of the practitioner responsible
for the care of the resident. 

(B) Resident representative information including 
contact information 

(C) Advance Directive information 

(D) All special instructions or precautions for ongoing
care, as appropriate. 

(E) Comprehensive care plan goals; 

(F) All other necessary information, including a copy 
of the resident's discharge summary, consistent with 
§483.21(c)(2) as applicable, and any other 
documentation, as applicable, to ensure a safe and 
effective transition of care. 

§483.15(c)(3) Notice before transfer. 

Before a facility transfers or discharges a resident, 
the facility must- 

(i) Notify the resident and the resident's 
representative(s) of the transfer or discharge and the
reasons for the move in writing and in a language and 
manner they understand. The facility must send a copy 
of the notice to a representative of the Office of the
State Long-Term Care Ombudsman. 

(ii) Record the reasons for the transfer or discharge 
in the resident's medical record in accordance with 
paragraph (c)(2) of this section; and 

(iii) Include in the notice the items described in 
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Continued from page 10
paragraph (c)(5) of this section. 

§483.15(c)(4) Timing of the notice. 

(i) Except as specified in paragraphs (c)(4)(ii) and 
(c)(8) of this section, the notice of transfer or 
discharge required under this section must be made by 
the facility at least 30 days before the resident is 
transferred or discharged. 

(ii) Notice must be made as soon as practicable before
transfer or discharge when- 

(A) The safety of individuals in the facility would be
endangered under paragraph (c)(1)(i)(C) of this 
section; 

(B) The health of individuals in the facility would be
endangered, under paragraph (c)(1)(i)(D) of this 
section; 

(C) The resident's health improves sufficiently to 
allow a more immediate transfer or discharge, under 
paragraph (c)(1)(i)(B) of this section; 

(D) An immediate transfer or discharge is required by 
the resident's urgent medical needs, under paragraph 
(c)(1)(i)(A) of this section; or 

(E) A resident has not resided in the facility for 30 
days. 

§483.15(c)(5) Contents of the notice. The written 
notice specified in paragraph (c)(3) of this section 
must include the following: 

(i) The reason for transfer or discharge; 

(ii) The effective date of transfer or discharge; 

(iii) The location to which the resident is transferred
or discharged; 

(iv) A statement of the resident's appeal rights, 
including the name, address (mailing and email), and 
telephone number of the entity which receives such 
requests; and information on how to obtain an appeal 
form and assistance in completing the form and 
submitting the appeal hearing request; 

(v) The name, address (mailing and email) and telephone
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Continued from page 11
number of the Office of the State Long-Term Care 
Ombudsman; 

(vi) For nursing facility residents with intellectual 
and developmental disabilities or related disabilities,
the mailing and email address and telephone number of 
the agency responsible for the protection and advocacy
of individuals with developmental disabilities 
established under Part C of the Developmental 
Disabilities Assistance and Bill of Rights Act of 2000
(Pub. L. 106-402, codified at 42 U.S.C. 15001 et seq.);
and 

(vii) For nursing facility residents with a mental 
disorder or related disabilities, the mailing and email
address and telephone number of the agency responsible
for the protection and advocacy of individuals with a 
mental disorder established under the Protection and 
Advocacy for Mentally Ill Individuals Act. 

§483.15(c)(6) Changes to the notice. 

If the information in the notice changes prior to 
effecting the transfer or discharge, the facility must
update the recipients of the notice as soon as 
practicable once the updated information becomes 
available. 

§483.15(c)(8) Notice in advance of facility closure 

In the case of facility closure, the individual who is
the administrator of the facility must provide written
notification prior to the impending closure to the 
State Survey Agency, the Office of the State Long-Term
Care Ombudsman, residents of the facility, and the 
resident representatives, as well as the plan for the 
transfer and adequate relocation of the residents, as 
required at § 483.70(l). 

§483.15(d) Notice of bed-hold policy and return- 

§483.15(d)(1) Notice before transfer. Before a nursing
facility transfers a resident to a hospital or the 
resident goes on therapeutic leave, the nursing 
facility must provide written information to the 
resident or resident representative that specifies- 

(i) The duration of the state bed-hold policy, if any,
during which the resident is permitted to return and 
resume residence in the nursing facility; 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DF69C-H1 Facility ID: 953201 If continuation sheet Page 12 of 38



PRINTED: 02/10/2026

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:
345014

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

01/10/2026

NAME OF PROVIDER OR SUPPLIER

Linden Place Center for Nursing and Rehabilitation

STREET ADDRESS, CITY, STATE, ZIP CODE

1201 Carolina Street , Greensboro, North Carolina, 27401

(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

F0628 F0628

SS = B

Continued from page 12

(ii) The reserve bed payment policy in the state plan,
under § 447.40 of this chapter, if any; 

(iii) The nursing facility's policies regarding 
bed-hold periods, which must be consistent with 
paragraph (e)(1 ) of this section, permitting a 
resident to return; and 

(iv) The information specified in paragraph (e)(1) of 
this section. 

§483.15(d)(2) Bed-hold notice upon transfer. At the 
time of transfer of a resident for hospitalization or 
therapeutic leave, a nursing facility must provide to 
the resident and the resident representative written 
notice which specifies the duration of the bed-hold 
policy described in paragraph (d)(1) of this section. 

§483.21(c)(2) Discharge Summary 

When the facility anticipates discharge, a resident 
must have a discharge summary that includes, but is not
limited to, the following: 

(i) A recapitulation of the resident's stay that 
includes, but is not limited to, diagnoses, course of 
illness/treatment or therapy, and pertinent lab, 
radiology, and consultation results. 

(ii) A final summary of the resident's status to 
include items in paragraph (b)(1) of §483.20, at the 
time of the discharge that is available for release to
authorized persons and agencies, with the consent of 
the resident or resident's representative. 

(iii) Reconciliation of all pre-discharge medications 
with the resident's post-discharge medications (both 
prescribed and over-the-counter). 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review, and Ombudsman and staff 
interviews, the facility failed to notify the Ombudsman
in writing of residents transfer to the hospital for 2
of 2 emergency hospitalization transfers reviewed for 
hospitalization (Resident #99 and Resident #88). 

The findings included: 

1. Resident #99 was admitted to the facility on 
12/8/25. 
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Continued from page 13

The nursing progress note dated 12/10/25 revealed 
Resident #99’s was out of the facility at an 
appointment and was transferred to the hospital for 
further evaluation due to chest pain. 

The medical record indicated Resident #99 was 
discharged from the facility on 12/10/25 and did not 
return to the facility. 

The facility was unable to provide documentation 
regarding notification to the Ombudsman of Resident 
#99's transfer to the hospital. 

An interview was conducted with the Social Worker on 
1/9/26 at 10:37 AM and revealed she was hired in 
October of 2025, and she had not sent the Ombudsman 
office any notifications regarding emergency transfers
as it was not her responsibility. The Social Worker 
stated she did not know who was supposed to complete 
the notification for emergency transfers to the 
Ombudsman. 

An interview was conducted with the interim Ombudsman 
on 1/9/26 at 4:42PM and she indicated the facility had
not notified the ombudsman office of any resident 
emergency transfers to the hospital since September of
2025. 

An interview was conducted with the Administrator on 
1/9/26 at 2:01 PM who revealed he was not aware the 
facility had not notified the Ombudsman office of 
emergency transfers since September of 2025 and it was
the Social Worker’s responsibly to notify the Ombudsman
of any emergency transfers to the hospital. 

2.a. Resident # 88 was admitted to the facility on 
5/7/25. 

The nursing progress note dated 11/13/25 revealed 
Resident #88 was transferred to the hospital per family
member’s request for seizures. 

The medical record indicated Resident #88 was 
discharged from the facility on 11/13/25 and returned 
to the facility on 11/19/25, 

The facility was unable to provide documentation 
regarding notification to the Ombudsman of Resident 
#88s transfer to the hospital. 

b. The nursing progress note dated 12/7/25 revealed 
Resident #88 was transferred to the hospital for 
further evaluation of seizure-like activity. 
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Continued from page 14

The medical record indicated Resident #88 was 
discharged from the facility on 12/7/25 and returned to
the facility on 12/11/25. 

The facility was unable to provide documentation 
regarding notification to the Ombudsman of Resident 
#88s transfer to the hospital. 

An interview was conducted with the Social Worker on 
1/9/26 at 10:37 AM and revealed she was hired in 
October of 2025, and she had not sent the Ombudsman 
office any notifications regarding emergency transfers
as it was not her responsibility. The Social Worker 
stated she did not know who was supposed to complete 
the notification for emergency transfers to the 
Ombudsman. 

An interview was conducted with the interim Ombudsman 
on 1/9/26 at 4:42PM and she indicated the facility had
not notified the ombudsman office of any resident 
emergency transfers to the hospital since September of
2025. 

An interview was conducted with the Administrator on 
1/9/26 at 2:01 PM who revealed he was not aware that 
the facility had not notified the Ombudsman office of 
emergency transfers since September of 2025 and it was
the Social Worker’s responsibly to notify the Ombudsman
of any emergency transfers to the hospital. 

F0640 F0640

SS = B

Encoding/Transmitting Resident Assessments 

CFR(s): 483.20(f)(1)-(4) 

§483.20(f) Automated data processing requirement- 

§483.20(f)(1) Encoding data. Within 7 days after a 
facility completes a resident's assessment, a facility
must encode the following information for each resident
in the facility: 

(i) Admission assessment. 

(ii) Annual assessment updates. 

(iii) Significant change in status assessments. 

(iv) Quarterly review assessments. 

(v) A subset of items upon a resident's transfer, 
reentry, discharge, and death. 

(vi) Background (face-sheet) information, if there is 
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Continued from page 15
no admission assessment. 

§483.20(f)(2) Transmitting data. Within 7 days after a
facility completes a resident's assessment, a facility
must be capable of transmitting to the CMS System 
information for each resident contained in the MDS in a
format that conforms to standard record layouts and 
data dictionaries, and that passes standardized edits 
defined by CMS and the State. 

§483.20(f)(3) Transmittal requirements. Within 14 days
after a facility completes a resident's assessment, a 
facility must electronically transmit encoded, 
accurate, and complete MDS data to the CMS System, 
including the following: 

(i)Admission assessment. 

(ii) Annual assessment. 

(iii) Significant change in status assessment. 

(iv) Significant correction of prior full assessment. 

(v) Significant correction of prior quarterly 
assessment. 

(vi) Quarterly review. 

(vii) A subset of items upon a resident's transfer, 
reentry, discharge, and death. 

(viii) Background (face-sheet) information, for an 
initial transmission of MDS data on resident that does
not have an admission assessment. 

§483.20(f)(4) Data format. The facility must transmit 
data in the format specified by CMS or, for a State 
which has an alternate RAI approved by CMS, in the 
format specified by the State and approved by CMS. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review and staff interviews, the 
facility failed to transmit Minimum Data Set (MDS) 
assessments within the regulated timeframe for 2 of 32
residents reviewed for MDS assessments (Resident # 1 
and # 30). 

Findings included: 
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Continued from page 16
1. Resident #1 was admitted to the facility on 05/12/25
with diagnoses that included type 2 diabetes and 
hypertension. 

Resident #1’s quarterly MDS with an assessment 
reference date (ARD, the last day of the look back 
period) of 11/14/25 was completed on 11/26/25 and had 
not been transmitted. 

The MDS coordinator was not available for interview. 

An interview was conducted on 01/10/26 at 11:34 a.m. 
with the Director of Nursing (DON). She verified 
Resident #1’s MDS quarterly MDS dated 11/14/25 had not
been transmitted. The DON indicated there was a 
“glitch” in the system and it should have automatically
transmitted when the assessment was completed. 

On 01/10/26 at 11:40 a.m. an interview was conducted 
with the Administrator. He indicated it was his 
expectation for all MDS assessments to be transmitted 
on time. 

2. Resident #30’s electronic medical record (EMR) 
indicated the resident was admitted to the facility on
9/11/25 and was discharged on 9/18/25. 

Review of Resident #30’s EMR revealed a discharge MDS 
with an assessment reference date (ARD, the last day of
the look back period) of 9/18/25 was signed as 
completed by the facility’s MDS nurse on 10/3/25. 
However, the Discharge MDS was not reported as having 
been transmitted or accepted by the Centers for 
Medicare and Medicaid Services (CMS) System. 

An interview was conducted on 1/6/26 at 4:00 PM with 
the facility’s Director of Nursing (DON) in the 
presence of the Administrator. At that time, the DON 
and Administrator reported the MDS nurse was 
unavailable. The DON reviewed Resident #30’s records 
and acknowledged the 9/18/25 Discharge MDS had not been
transmitted to CMS. 

An interview was conducted on 1/9/26 at 3:15 PM with 
the facility’s Administrator, Director of Nursing 
(DON), and Regional Nurse Consultant to discuss the 
concerns that had been identified to date. When asked 
about the failure to transmit Resident #30’s 9/18/25 
Discharge MDS, the DON reported that the MDS nurse 
should have been monitoring a print-out which would 
have shown whether the MDS assessments were 
successfully transmitted and accepted. Upon further 
inquiry, the DON reported Resident #30’s Discharge MDS
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Continued from page 17
should have been transmitted within 14 days of the 
Assessment Reference Date (ARD) of 9/18/25. 

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 
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 staff interviews and record reviews, the 
facility failed to accurately code the Minimum Data Set
(MDS) assessment in the areas of Preadmission Screening
and Resident Review (PASRR, a review to determine if 
the resident needs specialized services and nursing 
home care) Level II status (Resident #2) and Hospice 
services (Resident #17). This occurred for 2 of 32 
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Continued from page 18
residents whose MDS assessments were reviewed (Resident
#2 and Resident #17). 

The findings included: 

1. Resident #2’s electronic medical record (EMR) 
included a PASRR Level II Determination Notification 
letter issued 11/22/23 which had no expiration date. 

Resident #2 was admitted to the facility on 11/27/23 
with a cumulative diagnosis which included 
schizophrenia and major depressive disorder. 

The resident’s care plan included an area of focus 
which reported the resident had a Level II PASRR status
related to a serious mental illness and related 
condition due to schizophrenia (Initiated 3/25/25). 

Resident #2’s most recent annual Minimum Data Set (MDS)
dated 11/15/25 reported Resident #2 was not considered
by the state Level II PASRR process to have a serious 
mental illness and/or intellectual disability or 
related condition. 

An interview was conducted on 1/9/26 at 3:15 PM with 
the facility’s Director of Nursing (DON), 
Administrator, and Regional Nurse Consultant to discuss
concerns that had been identified to date. When asked 
about the failure to identify Resident #2 as having a 
PASRR Level II status on his 11/15/25 annual MDS 
assessment, the DON reported she thought it may have 
been a “corporate” MDS nurse who completed this 
assessment. This MDS nurse was not available for an 
interview. 

An interview was conducted on 1/10/26 at 12:45 PM with
the facility's Social Worker (SW). Upon inquiry, the SW
reviewed Resident #2's PASRR status and confirmed he 
had a PASRR Level II status. 

2. Resident #17 was admitted to the facility on 
08/23/2019 with a diagnosis of cerebrovascular disease
(CVA). 

A review of Resident #17’s care plan, last updated on 
06/14/2024, noted a terminal prognosis related to CVA 
and enrollment in hospice services. 

Resident # 17’s physician orders dated 06/12/2024 
confirmed hospice admission, and a hospice 
recertification (continued dates of coverage for 
hospice services) dated 10/27/2025 covered the period 
from 11/25/2025 to 01/23/2026. 
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Continued from page 19
A review of Resident #17’s hospice physician order 
dated 10/27/25 read in part the hospice certification 
period was 11/25/25 to 01/23/26. 

A review of Resident #17’s quarterly MDS assessment 
dated 11/02/2025 did not reflect hospice services. 

The MDS Coordinator was unavailable for interview. 

On 01/10/2026 at 11:25 AM, during an interview with the
Director of Nursing (DON) she verified that Resident 
#17 was receiving hospice care and the 11/02/2025 MDS 
should have been coded accordingly. 

F0656 F0656

SS = D

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). 

(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. 
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Continued from page 20
(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 observations, record review, and resident 
interviews and staff interviews, the facility failed to
develop a comprehensive care plan in the areas of use 
of a colostomy bag and urinary catheter (Resident #52),
dialysis treatment (Resident #14), and discharge goal 
(Resident #65) for 3 of 32 residents whose care plans 
were reviewed. 

The findings included: 

1.Resident #52 was admitted to the facility on 
10/27/2025 with diagnoses that included necrotizing 
fasciitis, other specified soft tissue disorders, and 
rectal hemorrhage. The resident was admitted with a 
colostomy bag and a urinary catheter. 

A review of Resident #52’s physician orders dated 
10/27/2025 revealed orders for catheter care, including
checking the placement of the catheter strap every 
shift and monitoring urinary catheter output every 
shift. Physician orders dated 10/29/2025 directed staff
to check and empty the resident’s colostomy bag every 
shift and replace it as needed. 

A review of Resident #52’s care plan dated 10/28/2025 
revealed that no care plan had been developed for 
colostomy bag care or indwelling urinary catheter care.

The admission Minimum Data Set (MDS) assessment dated 
10/31/2025 indicated that Resident #52 was cognitively
intact and that she had both an indwelling urinary 
catheter and an ostomy bag in place. 

A review of Resident #52’s Care Area Assessment (CAA) 
summary revealed it was completed on 01/10/2026 by the
MDS Coordinator on 11/4/2025. Further review indicated
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Continued from page 21
Urinary Incontinence and Indwelling Catheter was a 
triggered care area. It was indicated in the CAA 
summary that urinary incontinence and indwelling 
catheter would be addressed in the care plan to 
minimize risks. 

The MDS Coordinator, who was responsible for the care 
plan, was not available for interview during the 
survey. 

An interview with the Director of Nursing (DON) and the
Administrator was conducted on 1/10/2026 at 12:10 PM. 
The interview was conducted with the DON and 
Administrator because the Minimum Data Set (MDS) nurse
was out on leave and not available for interview. 
During the review of Resident #52’s care plan, the DON
stated that a care plan should have been developed for
both the colostomy bag and the indwelling urinary 
catheter by the MDS Coordinator and was unsure why 
these areas were omitted. The Administrator agreed that
both the colostomy and indwelling urinary catheter 
should have been included in Resident #52’s care plan 
and could not provide a reason for the omission. 

2. Resident #14 was admitted to the facility on 9/26/25
with diagnoses that included end stage renal disease. 

Review of Resident #14’s Physician orders showed the 
following orders in place: 

9/29/25 Dialysis Arteriovenous (AV) shunt-Monitor Every
Shift for thrill and bruit. 

9/29/25 Dialysis AV shunt-Monitor Every Shift for signs
and symptoms of bleeding. 

9/29/25 Kidney Center Monday-Wednesday-Friday chair 
time at 7:05 AM. 

The comprehensive care plan last reviewed on 10/1/25 
revealed no interventions or goals related to dialysis
treatment. 

The admission Minimum Data Set (MDS) assessment dated 
10/2/25 revealed Resident #14 was cognitively intact 
and received dialysis treatment. 

An interview with Resident #14 on 1/6/26 at 12:45 PM 
revealed he received dialysis treatment 3 times a week
since his admission to the facility. 

An attempt was made to interview the MDS Nurse, however
she was unavailable for interview. 
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Continued from page 22

On 1/9/26 at 9:33 AM an interview was conducted with 
the Director of Nursing. She indicated Resident #14 
went to dialysis as ordered and that the MDS Nurse was
responsible for the development of care plans. She said
a dialysis care plan should have been added to Resident
#14’s care plan and that the MDS Nurse normally created
a dialysis care plan for any resident who received 
dialysis treatment and that this must have been an 
oversight. 

The Administrator stated on 1/9/26 at 9:40 AM that 
Resident #14 should have a care plan developed which 
included dialysis treatment. 

3. Resident #65 was admitted to the facility on 
11/18/25 with diagnoses that included metabolic 
encephalopathy. 

An Admission MDS assessment dated 11/24/25 revealed 
Resident #65 was moderately cognitively impaired and 
participated in discharge planning with a goal to 
return to the community. 

A social work progress note dated 12/2/25 revealed the
Social Worker and Resident #65’s emergency contact 
discussed a plan to seek placement at an assisted 
living facility. 

The comprehensive care plan dated 12/4/25 revealed no 
interventions or goals related to discharge planning. 

An interview was conducted with Resident #65 on 1/5/26
at 12:26 PM and he indicated that he requested 
assistance from the facility Social Worker and his 
emergency contact with placement in an assisted living
facility or back to his home. 

Multiple attempts were made to interview Resident #65’s
emergency contact but attempts were not successful. 

An interview was conducted with the Social Worker on 
1/7/26 at 1:30 PM. She indicated she was responsible 
for discharge planning and developing discharge 
planning care plans. The Social Worker indicated she 
was aware of Resident #65’s request to discharge back 
to the community and that his emergency contact was in
support of transitioning Resident #65 to an assisted 
living facility. The Social Worker further revealed she
did not know why she did not include a discharge focus
area on Resident #65's care plan and that it must have
been an oversight. 
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Continued from page 23
On 1/9/26 at 9:34 AM during an interview with the 
Director of Nursing, she stated the Social Worker was 
responsible for the development of discharge care 
plans. The DON further revealed that a discharge care 
plan should have been added to Resident #65's 
comprehensive care plan and that it must have been an 
oversight. 

An interview was conducted with the Administrator on 
1/8/26 at 1:56 PM. The Administrator indicated that the
Social Worker was responsible for discharge planning 
and should have had a discharge planning focus area 
included in Resident #65’s care plan. 

F0677 F0677

SS = D

ADL Care Provided for Dependent Residents 

CFR(s): 483.24(a)(2) 

§483.24(a)(2) A resident who is unable to carry out 
activities of daily living receives the necessary 
services to maintain good nutrition, grooming, and 
personal and oral hygiene; 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observations, record review, resident 
interview and staff interviews, the facility failed to
shave facial hair for 1 of 4 residents reviewed for 
activities of daily living (ADL) (Resident #65). 

The findings included: 

Resident #65 was admitted to the facility 11/18/25 with
diagnoses that included metabolic encephalopathy, needs
assistance with personal care and muscle weakness. 

The admission Minimum Data Set (MDS) assessment 
completed on 11/24/25 documented Resident #65 was 
moderately cognitively impaired and required 
supervision or touching assistance with personal 
hygiene needs. 

A care plan developed on 12/4/25 documented Resident 
#65 required staff supervision/touching assistance with
personal hygiene and included the goal that Resident 
#65 would improve current level of function in ADL 
through the next review. Interventions included 
Resident #65 required assistance by staff with personal
hygiene. 

Resident #65 was observed on 1/5/26 at 12:26 PM. 
Resident #65 had a full beard that was approximately an
inch in length and a mustache approximately 1/2 inch in
length, which covered the full top lip and curled 
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Continued from page 24
toward the inside of his lip toward his mouth. 

An interview was conducted with Resident #65 on 1/5/26
at 12:27 PM and he indicated he had made several 
requests to the nursing assistants that he would like 
to have his mustache trimmed. He indicated that he was
not concerned about the length of his beard only the 
length of the mustache as it was so long it was growing
toward his mouth which bothered him and he was 
frustrated that nobody had assisted him with his 
requests. Resident #65 further revealed the nursing 
assistants told him that someone would come to trim his
mustache, but it had been several weeks, and his 
mustache still had not been trimmed. 

An observation of Resident #65 was conducted on 1/7/26
at 10:20 AM. Resident #65 had a full beard 
approximately an inch in length and a mustache 
approximately 1/2 inch in length, which covered the 
full top lip and curled toward the inside of his lip 
toward his mouth. 

Nursing Assistant (NA) #1 was interviewed on 1/7/26 at
10:20 AM and she reported she had worked with Resident
#65 regularly and was his assigned nursing assistant. 
She further revealed that Resident #65 required staff 
assistance for facial hair trimming and he had 
requested to have his mustache trimmed for a while and
that it had not been done. NA #1 explained it was her 
understanding that because Resident #65’s mustache and
beard was so long it required the use of clippers and 
not a razor, therefore the Transportation Aide was 
responsible for trimming his facial hair. NA 
#1indicated she had reported this request to the 
Transportation Aide but did not recall when and did not
know why it had not been done. 

An interview was conducted with Nurse #2 on 1/7/26 at 
10:26 AM. Nurse #2 reported that she was not aware of 
Resident #65’s requests to have his mustache trimmed 
but the nursing assistants normally shaved men’s facial
hair per the resident’s preference. Nurse #2 further 
revealed if nursing staff felt a resident’s facial hair
was too long then the staff notified the Transportation
Aide to come and use the clippers to trim the long 
facial hair. Nurse #2 reported she was not aware why 
Resident #65’s facial had not been trimmed. 

An interview was conducted with the Transportation Aide
on 1/7/26 at 11:51 AM and she indicated that she helped
at times with trimming men’s facial hair, but it was 
the responsibility of the nursing assistants to trim 
all facial hair or to notify her if her assistance was
needed. The Transportation Aide revealed she was never
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Continued from page 25
made aware by any staff member that Resident #65 had 
requested to have his facial hair trimmed. 

The Director of Nursing (DON) was interviewed on 1/7/26
at 1:08 PM and she reported nursing assistants were 
responsible for providing facial hair trimming and 
clippers were available to all nursing staff. The DON 
further revealed that if the nursing assistants did not
have access to the clippers for any reason or felt 
uncomfortable providing the assistance they were 
expected to notify the DON or the Transportation Aide 
that assistance with facial hair trimming was needed. 

The Administrator was interviewed by phone on 1/7/26 at
2:00 PM. The Administrator reported he did not know why
Resident #65’s facial hair had not been trimmed, and he
expected the staff to complete all ADL care for all 
residents. 

F0686 F0686
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Treatment/Svcs to Prevent/Heal Pressure Ulcer 

CFR(s): 483.25(b)(1)(i)(ii) 

§483.25(b) Skin Integrity 

§483.25(b)(1) Pressure ulcers. 

Based on the comprehensive assessment of a resident, 
the facility must ensure that- 

(i) A resident receives care, consistent with 
professional standards of practice, to prevent pressure
ulcers and does not develop pressure ulcers unless the
individual's clinical condition demonstrates that they
were unavoidable; and 

(ii) A resident with pressure ulcers receives necessary
treatment and services, consistent with professional 
standards of practice, to promote healing, prevent 
infection and prevent new ulcers from developing. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, record review, and staff and 
Nurse Practitioner interviews, the facility failed to 
obtain a physician order for the treatment of a stage 3
pressure ulcer and failed to set a pressure relieving 
air mattress to the correct setting for 1 of 3 
residents reviewed for pressure ulcers (Resident #17).

The findings included: 

Resident #17 was admitted to the facility on 08/23/19 
with diagnosis that included cerebral vascular disease,
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Continued from page 26
type 2 diabetes, hypertension, pressure ulcer of sacral
region, and peripheral vascular disease. 

The care plan revised on 08/29/25 revealed Resident #17
had a pressure ulcer on her coccyx and was at risk for
further breakdown related to failure to thrive and 
disease process. The goal was Resident #17’s pressure 
ulcer would show signs of healing and remain free from
infection. Interventions included assessing resident 
for risk of skin breakdown, keeping skin clean and dry
as possible, and skin assessments as indicated. Weekly
treatment documentation to include measurement of each
area of skin breakdown's width, length, depth, type of
tissue and exudate, administer treatments as ordered 
and monitor for effectiveness, 

The admission Minimum Data Set (MDS) dated 11/02/25 
revealed that Resident #17 had severe cognitive 
impairment and was dependent for activities of daily 
living. Further review of the MDS indicated Resident 
had no rejection of care and no pressure ulcers during
the assessment period. 

a. A review of Resident #17’s weekly skin review dated
12/23/25 indicated Resident had pressure ulcers to her
left buttock and sacrum. 

A review of the wound measurements, documented by the 
Wound Care Nurse on 12/23/25 were for a stage 3 
pressure ulcer that measured 6.5 cm (centimeters) long,
5.0 cm wide and 0.1 cm depth on the sacrum and a stage
3 pressure ulcer that measured 2.5 cm long, 3.0 cm 
wide, and 0.1cm depth on the left buttock. 

A review of the physician orders for Resident #17 
revealed and order dated 12/24/25 to cleanse the left 
buttock with Dakin’s/normal saline, apply honey fiber 
to the wound bed, cover with a silicone super absorbent
pad, daily and PRN (as needed) and an order dated 
12/24/25 to cleanse the sacrum with Dakin’s/normal 
saline, apply honey fiber to the wound bed, cover with
a silicone super absorbent pad daily and PRN. There was
no treatment order for the right buttock. 

A review of Resident #17’s weekly pressure wound 
observation tool dated 12/29/25 revealed Resident had a
stage 3 pressure ulcer to her left buttock, and a stage
3 to her sacrum. 

A review of the wound measurements, documented by the 
Wound Care Nurse on 12/29/25 were for a stage 3 
pressure ulcer that measured 2.5 cm long, 3.0 cm wide 
and 0.1cm depth on the left buttock and a stage 3 
pressure ulcer that measured 6.5 cm long, 5.0 cm wide,
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Continued from page 27
and 0.1cm depth on the sacrum. 

A review of Resident #17’s weekly skin review dated 
01/05/26 indicated Resident had a stage 3 pressure 
ulcer to sacrum and stage 3 pressure ulcer to left 
gluteal fold. 

A review of the wound measurements, documented by the 
Wound Care Nurse on 01/05/26 were for a stage 3 
pressure ulcer that measured 2.0 cm long, 2.5 cm wide 
and 0.1cm depth on the left buttock and a stage 3 
pressure ulcer that measured 6.0 cm long, 4.0 cm wide,
and 0.1 cm depth on the sacrum. 

A review of Resident #17’s weekly skin review dated 
01/07/26 indicated Resident had a stage 3 pressure 
ulcer to right buttock. 

A review of the wound measurements, documented by the 
Wound Care Nurse on 01/07/26 were for a stage 3 
pressure ulcer that measured 5.0 cm long, 4.0 cm wide 
and 0.1 cm depth on the right buttock. 

A review of Treatment Administration Record (TAR) for 
December 2025 and January 2026 reflected the Wound Care
Nurse provided wound care to Resident #17's sacral area
and left buttock beginning on 12/23/25. There was no 
documentation for a treatment order in December 2025 
for the pressure ulcer on the right buttock. 

During an observation on 01/07/26 at 9:53 AM of wound 
care provided by the Wound Care Nurse an observation 
was made of pressure ulcers to Resident #17’s left 
buttock, right buttock and sacral area. No concerns 
were identified with the wound care provided. 

During an interview with the Wound Care Nurse on 
01/07/26 at 11:00 AM she indicated Resident #17 had 
wounds to her left buttock, right buttock and sacrum. 
She stated the wounds were identified on12/23/25 during
a skin check. Wound Care Nurse indicated she had been 
providing wound care to the left buttock, right buttock
and the sacrum and did not realize there was not an 
order in place for the right buttock. She stated, “all
the wounds were identified on 12/23/25 and I have been
treating them all since then, I don’t know what 
happened, just forget to put the order in, I will get 
an order now.” 

A further review of the physician orders revealed an 
order dated 01/07/26 to cleanse the right buttock with
Dakin’s/normal saline, apply Santyl to slough areas, 
then sprinkle collagen particles on the granulated 
tissue, next, cover with a silicone super absorbent 
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Continued from page 28
pad, daily and PRN (as needed). 

Review of Resident #17’s January 2026 TAR revealed an 
order dated 01/07/26 to cleanse the right buttock with
Dakin’s/normal saline, apply Santyl to slough areas, 
then sprinkle collagen particles on the granulated 
tissue, next, cover with a silicone super absorbent 
pad, daily and PRN. The treatment to the pressure ulcer
on Resident #17’s was first documented as completed on
01/08/26. 

01/07/26 at 11:05 AM an interview was conducted with 
the Director of Nursing (DON), and she indicated she 
was not aware there was not an order or documentation 
of Resident #17’s pressure ulcer to the right buttock.

An interview was conducted with the Nurse Practitioner
(NP) on 01/10/26 at 2:15 PM and she indicated she was 
aware of Resident #17’s pressure ulcers to her right 
buttock, left buttock and sacrum, however she was not 
aware that there was no order in place for the 
treatment of the right buttock. The NP stated, “I will
write the order now.” 

b. On 01/05/26 an observation was conducted of Resident
#17 in bed, and the pressure-relieving air mattress was
set at 350 pounds (lbs.). 

A review of Resident #17’s medical record revealed 
Resident’s weight on 12/04/25 was 133.5 lbs. 

On 01/06/26 at 8:58 AM an observation was made of 
Resident #17 in bed and the pressure relieving air 
mattress was set at 350 lbs. 

An interview was conducted on 01/07/26 at 10:29 AM with
Nurse #2 and she indicated she was the Nurse assigned 
to Resident #17 on 01/07/24 and was not aware that she
was responsible for checking the weight setting on the
pressure-relieving mattress, but she would find out. 

An interview was conducted with the Wound Care Nurse on
01/07/26 at 9:57 AM and she indicated it was the Nurse
on the hall’s responsibility to ensure the weight set 
on the pressure relieving mattress was at the correct 
weight. Nurse #1 stated she would check Resident’s 
weight and get the setting corrected on the pressure 
relieving mattress. 

01/07/26 at 11:07 AM during an interview the DON 
indicated she would provide training to the Nurses to 
ensure they were aware of their responsibility in 
making sure the setting on the pressure relieving 
mattresses was accurate. 
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Respiratory/Tracheostomy Care and Suctioning 

CFR(s): 483.25(i) 

§ 483.25(i) Respiratory care, including tracheostomy 
care and tracheal suctioning. 

The facility must ensure that a resident who needs 
respiratory care, including tracheostomy care and 
tracheal suctioning, is provided such care, consistent
with professional standards of practice, the 
comprehensive person-centered care plan, the residents'
goals and preferences, and 483.65 of this subpart. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observations, staff interviews, and record 
reviews, the facility failed to post cautionary signage
outside the resident’s room to indicate supplemental 
oxygen was in use for 1 of 1 resident reviewed for 
respiratory care (Resident #88). 

The findings included: 

Resident #88 was admitted to the facility on 5/7/25 
with a diagnosis of systolic (congestive) heart 
failure. 

The resident’s most recent Minimum Data Set (MDS) was a
quarterly assessment dated 11/25/25. The MDS reported 
Resident #88 had severely impaired cognition. 

Review of the resident’s electronic medical record 
(EMR) census revealed the resident was sent out to the
hospital on 12/7/25 with re-entry to the facility on 
12/11/25. 

Resident #88’s Physician’s Orders included an order 
received on 12/11/25 for supplemental oxygen to be 
provided via nasal cannula at 2 liters per minute as 
needed for shortness of breath to maintain an oxygen 
saturation rate greater than 90%. 

During an observation conducted on 1/5/26 at 10:15 AM 
of Resident #88, the resident was observed lying in bed
with supplemental oxygen provided to her via a nasal 
cannula. There was no signage to indicate oxygen was in
use on or near the entrance to the resident’s room. 

Additional observations were made on 1/5/26 at 11:42 
AM, 12:26 PM and 1:54 PM as the resident remained in 
her bed with supplemental oxygen provided via nasal 
cannula. These observations also revealed there was no
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Continued from page 30
signage to indicate oxygen was in use on or near the 
entrance to the resident’s room. 

On 1/5/26 at 3:55 PM, a “No Smoking” sign was observed
to be posted on the right side of the main entrance 
door to the facility. The sign did not specifically 
indicate that supplemental oxygen was in use within the
facility. 

Resident #88’s EMR included a nursing progress note 
dated 1/6/26 at 8:58 AM which indicated the resident 
was sent out to the hospital for evaluation. 

A Nursing Note dated 1/8/26 at 6:08 PM reported 
Resident #88 returned to the facility from the 
hospital. 

Resident #88’s Physician’s Orders included an order 
received on 1/8/26 for supplemental oxygen to be 
provided via nasal cannula at 2 liters per minute as 
needed for shortness of breath to maintain an oxygen 
saturation rate greater than 90%. 

An observation was conducted on 1/9/26 at 9:47 AM as 
Resident #88 was lying in her bed with the head of bed
raised. She had supplemental oxygen provided to her via
a nasal cannula. There was no oxygen signage on the 
door or near the entrance to the resident’s room to 
indicate oxygen was in use. 

An interview was conducted on 1/9/26 at 3:15 PM with 
the facility’s Director of Nursing (DON), 
Administrator, and Regional Nurse Consultant to discuss
concerns identified to date, including the failure to 
post oxygen signage at the entrance to Resident #88's 
room. When asked, the DON and Administrator reported 
the staff member responsible for ensuring oxygen 
signage was posted by a resident's door was the Medical
Records/Central Supply clerk. The DON confirmed the 
resident had returned to the facility the previous day
(1/8/26) and added that being on the supplemental 
oxygen was fairly new for this resident. 

On 1/9/26 at 3:52 PM, an interview was conducted with 
the facility's Medical Records/Central Supply clerk. 
Upon inquiry, the clerk reported she has worked at the
facility since 2017, but only in this position since 
February of 2025. When asked who was responsible to 
ensure oxygen signage was posted near the entrance to 
the room for a resident receiving supplemental oxygen,

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1DF69C-H1 Facility ID: 953201 If continuation sheet Page 31 of 38



PRINTED: 02/10/2026

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:
345014

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

01/10/2026

NAME OF PROVIDER OR SUPPLIER

Linden Place Center for Nursing and Rehabilitation

STREET ADDRESS, CITY, STATE, ZIP CODE

1201 Carolina Street , Greensboro, North Carolina, 27401

(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

F0695 F0695

SS = D

Continued from page 31
the clerk stated she thought the nursing staff was 
responsible for this. The clerk reported the nurses 
would alert her if a resident was on supplemental 
oxygen so she could make sure that all the necessary 
supplies were available on the floor to meet his/her 
needs. 

An interview was conducted on 1/9/26 at 3:58 PM with 
Nurse #3. Nurse #3 was identified as the hall nurse 
assigned to care for Resident #88's on first shift 
(7:00 AM – 7:00 PM). When asked who would be 
responsible for posting oxygen signage near the 
entrance to a resident’s room if he/she was receiving 
supplemental oxygen, the nurse stated she thought it 
would be the hall charge nurse on each shift. When 
asked, Nurse #3 stated she was the hall charge nurse on
this date. 

An interview was conducted on 1/10/26 at 11:05 AM with
Unit Manager #1. When asked, Unit Manager #1 reported 
that if she knew in advance that a resident was being 
admitted with orders for the use of supplemental 
oxygen, she would prep the room for the resident and 
put up the oxygen signage. Upon further inquiry, the 
manager reported it was unclear to her as to who would
be responsible to ensure oxygen signage was posted for
a resident if the facility was not informed in advance
that he/she required supplemental oxygen or for a 
resident who had new orders for supplemental oxygen. 

An interview was conducted on 1/10/26 at 9:25 AM with 
the facility's Nurse Practitioner (NP). During the 
interview, the NP confirmed that Resident #88 was using
the supplemental more often than she initially did. 
When the NP was informed of the facility’s failure to 
provide oxygen signage at the entrance of the 
resident’s room, the NP stated, "I do think it's 
important.” 

F0759 F0759

SS = D

Free of Medication Error Rts 5 Prcnt or More 

CFR(s): 483.45(f)(1) 

§483.45(f) Medication Errors. 

The facility must ensure that its- 

§483.45(f)(1) Medication error rates are not 5 percent
or greater; 

This REQUIREMENT is NOT MET as evidenced by: 
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Based on observations, staff interviews, and record 
reviews, the facility failed to have a medication error
rate of less than 5% as evidenced by 2 medication 
errors out of 25 opportunities, resulting in a 
medication error rate of 8% for 2 of 6 residents 
observed during the medication administration 
observations (Resident #11 and Resident #33). 

The findings included: 

1. Breo Ellipta is an aerosol powder for inhalation 
used for the management of chronic obstructive 
pulmonary disease (COPD) and/or asthma. The 
manufacturer’s Full Prescribing Information for the 
Breo Ellipta inhaled medication included 
"Administration Information." These instructions read,
in part: “After inhalation, the patient should rinse 
his/her mouth with water without swallowing to help 
reduce the risk of oropharyngeal candidiasis [a 
superficial yeast infection of the mouth, also known as
oral thrush].” 

On 1/7/26 at 8:33 AM, Medication Aide (Med Aide) #2 was
observed as she prepared and administered ten (10) 
medications to Resident #11. The medications 
administered to the resident included 200 – 25 
micrograms (mcg) per actuation of Breo Ellipta aerosol
powder given as one puff by mouth. After Resident #11 
inhaled one puff of the Breo Ellipta, Med Aide #2 
offered him water to drink. The resident accepted it 
and was observed as he drank and swallowed the water 
immediately after the Breo Ellipta inhaler was 
administered. Med Aide #2 did not prompt the resident 
to rinse his mouth with water and then spit the water 
out after using this inhaled medication. 

A review of Resident #11’s current orders revealed a 
medication order was initiated on 12/24/25 for 200 – 25
micrograms (mcg) per actuation of Breo Ellipta aerosol
powder to be given as one puff by mouth one time a day
for reactive airway disease. A notation was included in
the order to “rinse mouth and spit after use.” 

An interview was conducted on 1/7/26 at 11:08 AM with 
Med Aide #2 in the presence of Nurse #2. Nurse #2 was 
the hall nurse assigned to care for Resident #11. 
During the interview, Nurse #2 pulled up Resident #11’s
January 2026 Medication Administration Record (MAR) and
reviewed his physician’s order for the Breo Ellipta. 
The nurse confirmed Resident #11's orders included a 
notation for the resident to rinse and spit after using
the Breo Ellipta. When asked, Med Aide #2 recalled the
resident drank and swallowed water after the Breo 
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Ellipta was administered. She acknowledged she did not
prompt him to rinse and spit the water out. Nurse #2 
explained to the med aide why this was important, 
stating that failure of a resident to rinse/spit after
using Breo Ellipta could cause thrush. 

An interview was conducted on 1/9/26 at 3:15 PM with 
the facility’s Director of Nursing (DON), 
Administrator, and Regional Nurse Consultant to discuss
the concerns that had been identified to date. When 
asked, the DON reported she would expect the nursing 
staff administering a steroid inhaler to remind the 
resident to rinse and spit water out after the 
inhaler's administration. 

2. On 1/7/26 at 8:28 AM, Medication Aide (Med Aide) #2
was observed as she prepared and administered four (4)
medications to Resident #33. The medications 
administered to the resident included one tablet of a 
combination medication containing a multivitamin with 
minerals taken from a stock medication bottle stored on
the medication cart. 

A review of Resident #33’s current physician’s orders 
revealed a medication order was initiated on 7/17/24 
for a multivitamin to be given as one tablet by mouth 
one time a day for vitamin deficiency. 

An interview was conducted on 1/7/26 at 11:08 AM with 
Med Aide #2 in the presence of Nurse #2. Nurse #2 was 
the hall nurse assigned to care for Resident #33. 
During the interview, Nurse #2 pulled up Resident #33’s
January 2026 Medication Administration Record (MAR) and
reviewed his physician’s order for the multivitamin. At
that time, Nurse #2 confirmed the order indicated 
Resident #33 was supposed to receive a multivitamin 
without the minerals added. When the med aide stated 
she wasn't sure there was a stock bottle on the 
medication cart that contained only multivitamins 
(without minerals), Nurse #2 stated there was. The 
nurse cautioned Med Aide #2, stating that she would 
need to look at the bottle more carefully to ensure she
was pulling the right stock bottle from the medication
cart prior to administering a medication. 

An interview was conducted on 1/9/26 at 3:15 PM with 
the facility’s Director of Nursing (DON), 
Administrator, and Regional Nurse Consultant to discuss
the concerns that had been identified to date. When the
medication errors were discussed, the DON stated she 
would need to be sure the nursing staff was educated on
these concerns. 

F0761 F0761

SS = E

Label/Store Drugs and Biologicals  
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Continued from page 34

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. 

§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 observations and staff interviews, the 
facility failed to: 1) Label a medication with the 
minimum required information (including the resident’s
name) stored on 1 of 2 medication (med) carts (North 
Hall Med Cart #2); 2) Discard expired medications 
stored in 1 of 1 medication storeroom (North Hall 
Medication Storeroom) and on 1 of 2 medication carts 
observed (North Hall Med Cart #2); and 3) Date 
medications as to when they were opened to allow for 
the determination of the shortened expiration date for
medications stored in 1 of 1 medication storeroom 
(North Hall Medication Storeroom). 

The findings included: 

1. An observation was conducted on 1/5/25 at 2:45 PM 
with Medication (Med) Aide #1 of the North Hall 
Medication Storeroom. The observation revealed the 
following medications were stored in the Medication 
Storeroom: 
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Continued from page 35
a. One (1) unopened, single-use vial of Arexy for 
injection (a vaccine for Respiratory Syncytial Virus or
RSV) dispensed by the pharmacy on 4/4/25 for Resident 
#48 was stored in the medication storeroom 
refrigerator. The manufacturer’s expiration date was 
10/15/25, indicating the medication was kept past its 
expiration date. 

b. The manufacturer's storage instructions for a 
multi-dose vial of Tuberculin PPD (Purified Protein 
Derivative) injectable solution (used for skin testing
in the diagnosis of tuberculosis) indicated that once 
opened, the product should be discarded after 30 days.

One (1) opened, multi-dose vial of Tuberculin PPD 
injectable solution dispensed from the pharmacy on 
10/10/25 was stored in the med room refrigerator. 
Neither the vial nor the manufacturer box it was stored
in were labeled as to when the vial had been opened to
allow for the determination of its shortened expiration
date. 

A second opened, multi-dose vial of Tuberculin PPD 
injectable solution dispensed from the pharmacy on 
11/3/25 was stored in the med room refrigerator. A 
pharmacy auxiliary sticker placed on the vial indicated
the PPD injectable solution was opened on 11/19/25 
(indicative of a shortened expiration date of 
12/19/25). 

c. An intravenous (IV) solution of 100 milliliters (ml)
of 0.9% sodium chloride (normal saline) solution 
compounded with 2 grams (g) of cefazolin (an IV 
antibiotic) was dispensed from the pharmacy on 12/22/25
for Resident #83. The pharmacy labeling placed on the 
IV bag indicated the stop date for this medication was
12/24/25. The pharmacy labeling also read, "Discard 
After 12/31/25." The labeling on the IV solution 
revealed the medication was kept past its expiration 
date. 

d. A stock box containing 11 expired hemorrhoidal 
suppositories was stored on the shelf of the medication
storeroom. The manufacturer’s expiration date of July 
2025 was printed on both the box and packaging of the 
individual suppositories. 

e. A stock box containing seven 21 milligram (mg) 
Nicotine Transdermal System Patches was stored on the 
shelf of the medication storeroom. The manufacturer’s 
expiration date of August 2025 was printed on both the
box and packaging of the individual patches, indicating
the patches were expired. 
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Continued from page 36
f. Two opened stock bottles of 500 mg Vitamin C tablets
were stored on the shelf of the medication storeroom. 
Each of the opened bottles appeared to contain 
approximately 200 tablets. Both stock bottles of the 
Vitamin C tablets were identified as being expired. One
bottle had a manufacturer expiration date of August 
2025. The second bottle of Vitamin C tablets had a 
manufacturer expiration date of November 2025. 

g. One unopened, 6-ounce stock bottle of a Sore Throat
Spray was observed to be stored on a shelf in the 
medication storeroom. The manufacturer’s expiration 
date of the spray bottle was November 2025 (indicative
of the medication being expired). 

On 1/5/26 at 3:12 PM, Unit Manager #2 reviewed the 
storeroom medications identified as having a med 
storage concern and confirmed the labeled information 
(including expiration dates) noted for the medications
was accurate. Unit Manager #2 was observed as she 
collected these medications for removal from the 
medication storeroom. 

2. An observation was conducted of the North Hall 
Medication Cart #2 on 1/5/25 at 3:20 PM with Med Aide 
#3. The observation revealed the following medications
were stored on the medication cart: 

a. One - 6-ounce bottle of a Sore Throat Spray was 
observed to be stored on the medication cart. The spray
bottle was opened and appeared to have 5.5 ounces of 
solution remaining in the bottle. However, the spray 
bottle was not labeled with a resident’s name. When Med
Aide #3 was asked who the bottle of Sore Throat Spray 
belonged to, the med aide stated that she did not know.
It was also noted at that time that the spray bottle 
was expired with a manufacturer’s expiration of 
December 2025. 

b. One – 60 milliliter (ml) bottle of 10 grams (g) per
15 milliliters (ml) lactulose dispensed from the 
pharmacy on 5/29/25 for Resident #6 was stored on the 
medication cart. The pharmacy labeling indicated this 
medication had a stop date of 5/30/25 and a notation 
made on the labeling to "Discard after 11/28/25." This
medication was identified as having expired. 

During the medication cart observation conducted on 
1/5/26 at 3:20 PM, Med Aide #3 showed the expired 
throat spray (without the resident information on its 
label) and the lactulose identified as being expired. 
The med aide reported she did not have any questions 
and was observed as she pulled the medications from the
med cart to share with her supervisor and/or the 
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Continued from page 37
Director of Nursing (DON). 

An interview was conducted on 1/9/26 at 3:15 PM with 
the facility’s Director of Nursing (DON), 
Administrator, and Regional Nurse Consultant to discuss
the concerns that were identified to date. The DON 
acknowledged the concern about medication storage had 
been previously discussed and the Central Supply Clerk
was identified as assuming responsibility for 
monitoring the expiration dates of medications stored 
in the medication storeroom. The nurses and medication
aides on night shift were typically responsible for 
checking the expiration dates for medications stored on
the med carts with the Unit Managers and DON herself 
monitoring the med carts on a weekly basis. The DON 
indicated that after she became aware of the issues 
identified in the medication storeroom and first 
medication cart checked during the survey, the 
remaining storage areas were audited to ensure there 
were no further concerns with the storage of 
medications. 
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