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F0000 F0000INITIAL COMMENTS 

A complaint investigation survey was conducted on 
01/29/26. Additional information was obtained offsite 
through 02/05/26; therefore, the exit date was changed
to 02/05/26. Event ID# 1E339C-H1. The following intakes
were investigated 2727632, 2696036, 2695947, 2731058, 
2689001, 2685679, 2705830, 2712383, 2694738, and 
2722074. 

1 of the 23 complaint allegations resulted in 
deficiency. 

 

F0580 F0580

SS = D

Notify of Changes (Injury/Decline/Room, etc.) 

CFR(s): 483.10(g)(14)(i)-(iv)(15) 

§483.10(g)(14) Notification of Changes. 

(i) A facility must immediately inform the resident; 
consult with the resident's physician; and notify, 
consistent with his or her authority, the resident 
representative(s) when there is- 

(A) An accident involving the resident which results in
injury and has the potential for requiring physician 
intervention; 

(B) A significant change in the resident's physical, 
mental, or psychosocial status (that is, a 
deterioration in health, mental, or psychosocial status
in either life-threatening conditions or clinical 
complications); 

(C) A need to alter treatment significantly (that is, a
need to discontinue an existing form of treatment due 
to adverse consequences, or to commence a new form of 
treatment); or 

(D) A decision to transfer or discharge the resident 
from the facility as specified in §483.15(c)(1)(ii). 

(ii) When making notification under paragraph 
(g)(14)(i) of this section, the facility must ensure 
that all pertinent information specified in 
§483.15(c)(2) is available and provided upon request to
the physician. 

 

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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Continued from page 1

(iii) The facility must also promptly notify the 
resident and the resident representative, if any, when
there is- 

(A) A change in room or roommate assignment as 
specified in §483.10(e)(6); or 

(B) A change in resident rights under Federal or State
law or regulations as specified in paragraph (e)(10) of
this section. 

(iv) The facility must record and periodically update 
the address (mailing and email) and phone number of the
resident 

representative(s). 

§483.10(g)(15) 

Admission to a composite distinct part. A facility that
is a composite distinct part (as defined in §483.5) 
must disclose in its admission agreement its physical 
configuration, including the various locations that 
comprise the composite distinct part, and must specify
the policies that apply to room changes between its 
different locations under §483.15(c)(9). 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, record review, and staff and 
Nurse Practitioner interviews, the facility failed to 
notify the Physician/Nurse Practitioner when a resident
did not receive his prescribed medication, Gabapentin,
for diabetic polyneuropathy (a chronic nerve disorder 
caused by long-term high blood sugar in diabetes, 
leading to damage of multiple peripheral nerves, 
especially in the feet and legs) for 1 of 3 residents 
reviewed for notification (Resident #1). 

The findings included: 

Resident #1 was admitted to the facility on 10/24/25 
with diagnoses that included diabetes mellitus with 
diabetic polyneuropathy. 

A Physician order dated 10/24/25 revealed an order for
Gabapentin (used to treat neuropathy), oral tablet 800
milligrams (mg), give one tablet by mouth three times a
day related to diabetes mellitus. 

Review of Resident #1’s Medication Administration 
Record (MAR) for January 2026 revealed an order for 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1E339C-H1 Facility ID: 923302 If continuation sheet Page 2 of 13



PRINTED: 02/24/2026

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:
345138

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

02/05/2026

NAME OF PROVIDER OR SUPPLIER

Lenoir Health and Rehabilitation Center

STREET ADDRESS, CITY, STATE, ZIP CODE

322 Nuway Circle , Lenoir, North Carolina, 28645

(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

F0580 F0580

SS = D
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Gabapentin oral tablet 800 mg, one tablet by mouth 
three times a day for diabetes mellitus. The medication
was marked as not administered on 1/26/26 for the 8:00
AM dose (Medication Aide #2) and the 8:00 PM dose 
(Nurse #1); on 1/27/26 for the 8:00 PM dose (Nurse #1);
on 1/28/26 for the 8:00 AM (Nurse #2), 12:00 PM (Nurse
#2), and 8:00 PM doses; and on 1/29/26 for the 8:00 AM
and 12:00 PM doses (Medication Aide #1). 

On 2/04/26 at 2:15 PM, an interview was conducted with
Medication Aide #2. During the interview, she stated on
1/26/26 at 8:00 AM Resident #1’s Gabapentin was not in
the medication cart to administer. The interview 
revealed she reordered Resident #1’s medication in the
electronic charting system but did not recall who she 
let know the resident did not receive his medication. 

On 1/29/26 at 2:00 PM, an interview was conducted with
Nurse #1. During the interview, she stated Resident 
#1’s medication was not in the medication cart on the 
two night shifts she had worked on 1/26/26 and 1/27/26.
The interview revealed she documented on Resident #1’s
MAR that the medication was not administered and did 
not notify a provider that Resident #1 had missed doses
of his prescribed medication, but she did not notify 
the provider because it had also been missed during the
first shift and she thought the provider was aware. 

An observation conducted on 1/29/26 at 11:52 AM with 
Medication Aide (MA) #1 revealed MA #1 preparing 
Resident #1’s 12:00 PM medication. During the 
observation, MA #1 stated Resident #1’s medication, 
Gabapentin 800 mg, had been missing from the medication
cart for at least three days. She explained that she 
had reordered the medication on 1/29/26 and let the 
Nurse on duty know (Nurse #2); however, it still was 
not in the medication cart, and she did not know why. 
The interview revealed as a Medication Aide, she would
not notify a provider if a resident had missed a 
medication and she stated she told Nurse #2. 

On 1/29/26 at 1:03 PM, an interview was conducted with
Nurse #2. During the interview, she stated on 1/28/26 
the 8:00 AM dose of Gabapentin 800 mg was not in the 
medication cart for Resident #1. Nurse #2 stated that 
she did not notify the Nurse Practitioner or medical 
provider that Resident #1 had missed his medication 
because she thought it was just a pharmacy delay and 
the medication would be back in stock soon. 

On 1/29/26 at 2:35 PM, an interview was conducted with
Unit Manager #1. During the interview, she stated she 
worked five to six days each week during first shift. 
Unit Manager #1 stated no staff member had come to her
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to let her know Resident #1 was missing medication. 
Unit Manager #1 stated she would have also called the 
Nurse Practitioner or Medical Director to let them know
Resident #1’s medication was not in the facility and 
would have followed up with the Pharmacy. 

On 1/29/26 at 5:10 PM, an interview was conducted with
the Nurse Practitioner. During the interview, she 
stated she was unaware Resident #1 had missed doses of
the medication Gabapentin. She explained he was taking
the medication because he had a wound on his foot and 
could have adverse effects from not taking it, such as
pain. The Nurse Practitioner stated missed doses of the
medication would be significant for Resident #1’s pain
control. The Nurse Practitioner stated the facility 
should have notified her, and she would have called the
Pharmacy and found out what the issue was with 
delivering his medication or ordered a substitute 
medication. 

On 2/04/26 at 3:14 PM, an interview was conducted with
the Director of Nursing and Administrator. During the 
interview, the Director of Nursing stated the protocol
for staff was to notify the Nurse Practitioner first, 
up until 5:00 PM daily, and if it were after 5:00 PM, 
to notify the on-call provider. The Director of Nursing
stated nursing staff should have notified the Nurse 
Practitioner when Resident #19 missed his first dosage
of the medication. The Administrator stated she also 
expected the nursing staff to notify the Nurse 
Practitioner immediately if a resident had not received
their prescribed medication. 

F0755 F0755

SS = D

Pharmacy Srvcs/Procedures/Pharmacist/Records 

CFR(s): 483.45(a)(b)(1)-(3) 

§483.45 Pharmacy Services 

The facility must provide routine and emergency drugs 
and biologicals to its residents, or obtain them under
an agreement described in §483.70(f). The facility may
permit unlicensed personnel to administer drugs if 
State law permits, but only under the general 
supervision of a licensed nurse. 

§483.45(a) Procedures. A facility must provide 
pharmaceutical services (including procedures that 
assure the accurate acquiring, receiving, dispensing, 
and administering of all drugs and biologicals) to meet
the needs of each resident. 
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Continued from page 4
§483.45(b) Service Consultation. The facility must 
employ or obtain the services of a licensed pharmacist
who- 

§483.45(b)(1) Provides consultation on all aspects of 
the provision of pharmacy services in the facility. 

§483.45(b)(2) Establishes a system of records of 
receipt and disposition of all controlled drugs in 
sufficient detail to enable an accurate reconciliation;
and 

§483.45(b)(3) Determines that drug records are in order
and that an account of all controlled drugs is 
maintained and periodically reconciled. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, record review, and staff and 
Pharmacist interviews, the facility failed to follow up
with the pharmacy to ensure the availability and 
delivery of a resident’s prescribed medication. The 
facility did not contact the pharmacy to verify the 
status of the resident’s medication when it was 
unavailable in the medication cart, resulting in total
of 8 missed doses of Gabapentin over a 4-day period. 
The deficient practice occurred for 1 of 3 residents 
reviewed for medication errors (Resident #1). 

The findings included: 

Resident #1 was admitted to the facility on 10/24/25 
with diagnoses that included diabetes mellitus with 
diabetic polyneuropathy (a chronic nerve disorder 
caused by long-term high blood sugar in diabetes, 
leading to damage of multiple peripheral nerves, 
especially in the feet and legs). 

A Physician order dated 10/24/25 revealed an order for
Gabapentin (used to treat neuropathy) oral tablet 800 
milligrams (mg), give one tablet by mouth three times a
day related to diabetes mellitus. 

Review of Resident #1’s MAR for January 2026 revealed 
an order for Gabapentin oral tablet 800 mg, one tablet
by mouth three times a day for diabetes mellitus. The 
medication was marked as not administered on 1/26/26 
for the 8:00 AM dose (Medication Aide #2) and 8:00 PM 
dose (Nurse #1); on 1/27/26 for the 8:00 PM dose (Nurse
#1); on 1/28/26 for the 8:00 AM (Nurse #2), 12:00 PM 
(Nurse #2), and 8:00 PM doses; and on 1/29/26 for the 
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Continued from page 5
8:00 AM and 12:00 PM doses (Medication Aide #1). 

On 2/04/26 at 2:15 PM, an interview was conducted with
Medication Aide #2. During the interview, she stated on
1/26/26 at 8:00 AM Resident #1’s Gabapentin was not in
the medication cart to administer. The interview 
revealed she reordered Resident #1’s medication in the
electronic charting system but did not recall who she 
let know the resident did not receive his medication. 

On 1/29/26 at 2:00 PM, an interview was conducted with
Nurse #1. During the interview, she stated Resident 
#1’s medication was not in the medication cart on the 
two-night shifts she had worked on 1/26/26 and 1/27/26.
She stated the facility had a medication dispensing 
machine; however, she knew the machine did not have 
enough Gabapentin to cover Resident #1’s prescribed 
dosage. Nurse #1 explained she had not reordered the 
medication from the pharmacy because it had also been 
missed on day shift, and they would typically be the 
ones who would reorder a medication from the pharmacy 
and she had not contacted the pharmacy to check on the
resident’s medication. 

On 1/29/26 at 1:03 PM, an interview was conducted with
Nurse #2. During the interview, she stated on 1/28/26 
the 8:00 AM dose of Gabapentin 800 mg was not in the 
medication cart for Resident #1. She explained that 
Medication Aides were typically on the cart and could 
not pull medication from the dispensing machine located
in the medication storage room. She stated it was hard
to remember but “felt” like they were trying to “piece”
his medication together using the medication dispensing
machine, and he eventually refused his 12:00 PM dose so
she didn’t attempt to get it from the medication 
dispensing machine. Nurse #2 stated the facility was 
experiencing issues with the Pharmacy obtaining 
medication. She explained the nursing staff would 
reorder medication, they wouldn’t hear back from 
pharmacy, and then the medication would not be 
delivered. Nurse #2 stated she was unaware Resident #2
had missed several doses of the medication and had not
personally contacted the pharmacy to check on Resident
#1’s medication status. 

An observation conducted on 1/29/26 at 11:52 AM with 
Medication Aide (MA) #1 revealed MA #1 preparing 
Resident #1’s 12:00 PM medication. During the 
observation, MA #1 stated Resident #1’s medication 
Gabapentin 800 mg had been missing from the medication
cart for at least 3 days. She explained that she had 
reordered the medication that day (1/29/26) and let the
Nurse on duty know (Nurse #2). MA #1 stated, “he’s 
alert so he knows he isn’t getting it.” MA #1 explained
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Continued from page 6
on 1/29/26 Resident #1 had missed his 8:00 AM dose and
12:00 PM dose because the medication was unavailable. 

On 1/29/26 at 5:19 PM, an observation and interview 
were conducted with Nurse #2 of the medication 
dispensing machine located in the medication storage 
room at the nurse’s station. The machine had no 100 mg
Gabapentin in stock and only (2) 300 mg Gabapentin in 
stock. Nurse #2 confirmed that the in-stock medication
wouldn’t have covered one of Resident #1’s scheduled 
doses of Gabapentin. 

On 1/29/26 at 2:35 PM, an interview was conducted with
Unit Manager #1. During the interview, she stated she 
worked 5 to 6 days each week during first shift. Unit 
Manager #1 stated no staff member had come to her to 
let her know Resident #1 was missing medication. She 
explained she could pull the medication from the 
medication dispensing machine if it was unavailable on
the medication cart. Unit Manager #1 stated she would 
have also called the Nurse Practitioner or Medical 
Director to let them know Resident #1’s medication was
not in the facility and would have followed up with the
Pharmacy. 

On 1/29/26 at 1:33 PM, an interview conducted with the
Pharmacist revealed the Pharmacy sent a 30-day supply 
of Gabapentin (90 tablets) to the facility on 1/09/26.
He explained that supply was enough Gabapentin 
medication for Resident #1 until 2/09/26. The 
Pharmacist stated the facility had attempted to 
re-order the medication on 1/26/26; however, it was too
soon to refill the medication because insurance would 
only allow the medication to be reordered 7 days prior
to the 30-day period (02/02/26). The Pharmacist 
explained the facility could have called and requested
the medication and billed it to the facility, as other
facilities often did; however, based on his records, no
staff member from the facility had called to check on 
the status of Resident #1’s medication. The Pharmacy 
delivered to the facility twice a day and could have 
sent the medication to the facility the same day. The 
Pharmacist indicated the Pharmacy was closed on 1/26/26
but could have filled the prescription the following 
day on 1/27/26. 

On 1/30/26 at 11:10 AM, an interview was conducted with
the Director of Nursing (DON). The DON stated it was 
the nurse’s responsibility to reorder the medication 
from the pharmacy, which could be done through the 
electronic charting system. She explained on 1/26/26 
the medication was reordered by the facility; however,
the pharmacy was closed due to weather conditions and 
reopened on 1/27/26 at lunchtime. The DON stated the 
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medication could have been delivered to the facility on
the night of 1/27/26 if the nursing staff had called 
the Pharmacy to check on the medication. The DON stated
she could have provided the pharmacy with an override 
for the medication so it would have been filled, 
billing it to the facility. She stated she was unaware
Resident #1 did not have his medication until 1/29/26.
The DON stated the Pharmacy was good about stocking the
medication dispensing machine and had done so prior to
the week of 1/26/26. The DON indicated the Pharmacy had
not come back to restock the medication dispensing 
machine yet for the week but would expect them to come
soon. 

On 2/04/26 at 3:14 PM, an interview was conducted with
the Administrator. During the interview she stated 
nursing staff should have called Pharmacy the next day
after not receiving Resident #1’s medication. She 
stated he was prescribed a high dose of Gabapentin and
the back-up medication dispensing machine would not 
cover his dosage; it had to come from Pharmacy. The 
Administrator stated Resident #1 should not be missing
doses of his medication and expected staff members to 
follow up when medication was not in the facility. 

F0760 F0760

SS = G

Residents are Free of Significant Med Errors 

CFR(s): 483.45(f)(2) 

The facility must ensure that its- 

§483.45(f)(2) Residents are free of any significant 
medication errors. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, record review, staff, resident, 
Nurse Practitioner, Medical Director, Pharmacist, and 
Regional Pharmacy Consultant interviews, the facility 
failed to ensure a resident was free of significant 
medication errors when they failed to administer the 
medication Gabapentin for diabetic polyneuropathy (a 
chronic nerve disorder caused by long-term high blood 
sugar in diabetes, leading to damage of multiple 
peripheral nerves, especially in the feet and legs) for
1 of 3 residents reviewed for medication errors 
(Resident #1). Resident #1 missed a total of 8 doses of
Gabapentin over a 4-day period. Resident #1 stated the
pain in his legs was extremely bad and rated his pain 
at a 10 on a 0-10 scale (0 is no pain 10 is worst 
pain). Resident #1 also stated he experienced 
“twitching” in his legs that kept him from sleeping for
3 nights. 
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Continued from page 8
The findings included: 

Resident #1 was admitted to the facility on 10/24/25 
with diagnoses that included diabetes mellitus with 
diabetic polyneuropathy. 

A Physician order dated 10/24/25 revealed an order for
Gabapentin (used to treat neuropathy) oral tablet 800 
milligrams (mg), give one tablet by mouth three times a
day related to diabetes mellitus. 

Resident #1’s admission Minimum Data Set (MDS) 
assessment dated 10/30/25 revealed Resident #1 was 
cognitively intact. He was assessed as having frequent
pain present during the assessment period that 
occasionally interfered with therapy activities and 
frequently interfered with day-to-day activities. 
Resident #1’s pain intensity was assessed at a level 6
on a 0–10 scale. 

Review of a physician order dated 12/18/25 read; 
Oxycodone-Acetaminophen 10-325 mg 1 tablet by mouth 4 
times a day. Additionally, the order read, 
Oxycodone-Acetaminophen 10-325 mg 1 tablet by mouth 
every 8 hours as needed and the resident may have it 2
hours before or 2 hours after scheduled dose. 

Further review of Resident #1’s MAR for January 2026 
revealed an order for Gabapentin oral tablet 800 mg, 
one tablet by mouth three times a day for diabetes 
mellitus. The medication was marked as not administered
on 1/26/26 for the 8:00 AM dose (Medication Aide #2) 
and 8:00 PM dose (Nurse #1); on 1/27/26 for the 8:00 PM
dose (Nurse #1); on 1/28/26 for the 8:00 AM (Nurse #2),
12:00 PM (Nurse #2), and 8:00 PM (Nurse #3) doses; and
on 1/29/26 for the 8:00 AM and 12:00 PM doses 
(Medication Aide #1). 

On 1/29/25 at 12:46 PM an interview was attempted with
Nurse #3 with no return phone call received. 

On 2/04/26 at 2:15 PM, an interview was conducted with
Medication Aide #2. During the interview, she stated on
1/26/26 at 8:00 AM Resident #1’s Gabapentin was not in
the medication cart to administer. The interview 
revealed she reordered Resident #1’s medication in the
electronic charting system but did not recall who she 
let know the resident did not receive his medication. 

Review of Resident #1’s MAR for January 2026 revealed 
the medication Gabapentin was scheduled to be 
administered on 1/26/26 at 8:00 PM and 1/27/26 at 8:00
PM and was coded with a (9) as not administered by 
Nurse #1. 
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On 1/29/26 at 2:00 PM, an interview was conducted with
Nurse #1. During the interview, she stated Resident 
#1’s medication was not in the medication cart on the 
two-night shifts she had worked on 1/26/26 and 1/27/26.
She stated the facility had a medication dispensing 
machine; however, she knew the machine did not have 
enough Gabapentin to cover Resident #1’s prescribed 
dosage. She explained she had not reordered the 
medication from the pharmacy because it had also been 
missed on day shift, and they would typically be the 
ones who would reorder a medication from the pharmacy.
Nurse #1 stated Resident #1 would typically come to her
if he were in pain and request his as needed 
medication. Nurse #1 did not recall Resident #1 stating
he had a pain level of 10 or experiencing twitching in
his legs. 

Review of Resident #1’s MAR for January 2026 revealed 
the medication was scheduled to be administered on 
1/28/26 and was coded with a (9) as not administered by
Nurse #2 for the 8:00 AM dose and coded with a (2) as 
the resident refused for the 12:00 PM dose. 

On 1/29/26 at 1:03 PM, an interview was conducted with
Nurse #2. During the interview, she stated on 1/28/26 
the 8:00 AM dose of Gabapentin 800 mg was not in the 
medication cart for Resident #1. She stated it was hard
to remember but “felt” like they were trying to “piece”
his medication together using the medication dispensing
machine, and he eventually refused his 12:00 PM dose so
she didn’t attempt to get it from the medication 
dispensing machine. Nurse #2 stated the facility was 
experiencing issues with the Pharmacy obtaining 
medication. She explained the nursing staff would 
reorder a medication, they wouldn’t hear back from 
pharmacy, and then the medication would not be 
delivered. Nurse #2 stated she was unaware Resident #2
had missed several doses of the medication and had not
personally contacted the pharmacy to check on Resident
#1’s medication status. Resident #1 did not report a 
pain level of 10 or experiencing twitching in his legs
during her shift. 

An observation conducted on 1/29/26 at 11:52 AM with 
Medication Aide (MA) #1 revealed MA #1 preparing 
Resident #1’s 12:00 PM medication. During the 
observation, MA #1 stated Resident #1’s medication 
Gabapentin 800 mg had been missing from the medication
cart for at least 3 days. She explained that she had 
reordered the medication on 1/29/26 and let the Nurse 
on duty know (Nurse #2). MA #1 stated, “he’s alert so 
he knows he isn’t getting it.” MA #1 explained on 
1/29/26 Resident #1 had missed his 8:00 AM dose and 
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Continued from page 10
12:00 PM dose because the medication was unavailable. 

Review of the Medication Administration Record (MAR) 
for January 2026 revealed an order for Oxycodone- 
Acetaminophen tablet 10-325 mg give one (1) tablet by 
mouth every 8 hours for pain as needed (PRN) and the 
resident may have it 2 hours before or 2 hours after 
scheduled dose. The Oxycodone- Acetaminophen was 
initialed as administered on 1/26/26 at 5:20 AM and 
3:35 PM with a pain rating of a 9 on a 0-10 scale. The
order was initialed as administered on 1/27/26 at 6:50
PM with a pain rating of 2 on a 0-10 scale. Resident #1
also received Oxycodone-Acetaminophen tablet 10-325 mg
one (1) tablet by mouth four times a day for pain 
scheduled. The pain assessment using a 0-10 scale or 
non-verbal scoring every shift revealed on 1/26/26 
during day shift Resident #1’s pain level was rated at
a 2 and during night shift rated at a 2. On 1/27/26 
Resident #1’s pain level was rated as a 2 for day shift
and a 0 for night shift. Resident #1’s pain level was 
rated at 0 during day and night shift on 1/28/26 and 
1/29/26. 

On 1/29/26 at 5:19 PM, an observation and interview 
were conducted with Nurse #2 of the medication 
dispensing machine located in the medication storage 
room at the nurse’s station. The machine had no 100 mg
Gabapentin in stock and only (2) 300 mg Gabapentin in 
stock. Nurse #2 confirmed that the in-stock medication
wouldn’t have covered one of Resident #1’s scheduled 
doses of Gabapentin. 

On 1/29/26 at 5:20 PM, an interview was conducted with
Resident #1. Resident #1 stated he had been having 
issues not receiving his medication Gabapentin in the 
facility and had not received it for a week. He 
explained he was taking the medication for nerve pain 
because he had neuropathy. Resident #1 stated, “the 
pain in my legs is extremely bad, I would rate it as a
10 on a 0–10 scale during the day and at night.” He 
stated he was up all night due to “twitching” pain and
had not slept in at least 3 nights. Resident #1 stated
he didn’t understand how someone could be in a facility
and not receive their medication and that he had never
refused his medication. He stated he would ask staff 
members about his medication, and they told him they 
would check on it; however, they never returned to the
room. 

On 1/29/26 at 2:35 PM, an interview was conducted with
Unit Manager #1. During the interview, she stated she 
worked 5 to 6 days each week during first shift. Unit 
Manager #1 stated no staff member had come to her to 
let her know Resident #1 was missing medication. She 
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Continued from page 11
explained she could pull the medication from the 
medication dispensing machine if it was unavailable on
the medication cart. Unit Manager #1 stated she would 
have also called the Nurse Practitioner or Medical 
Director to let them know Resident #1’s medication was
not in the facility and would have followed up with the
Pharmacy. 

On 1/29/26 at 1:33 PM, an interview conducted with the
Pharmacist revealed the Pharmacy sent a 30-day supply 
of Gabapentin (90 tablets) to the facility on 1/09/26.
He explained that supply was enough Gabapentin 
medication for Resident #1 until 2/09/26. The 
Pharmacist stated the facility had attempted to 
re-order the medication on 1/26/26; however, it was too
soon to refill the medication because insurance would 
only allow the medication to be reordered 7 days prior
to the 30-day period (02/02/26). The Pharmacist 
explained the facility could have called and requested
the medication and billed it to the facility, as other
facilities often did; however, based on his records, no
staff member from the facility had called to check on 
the status of Resident #1’s medication. The Pharmacy 
delivered to the facility twice a day and could have 
sent the medication to the facility the same day. The 
Pharmacist indicated the Pharmacy was closed on 1/26/26
but could have filled the prescription the following 
day on 1/27/26. 

On 1/30/26 at 12:47 PM, an interview was conducted with
the Regional Pharmacy Consultant. During the interview,
she stated if Resident #1 took the medication 
Gabapentin for diabetic nerve pain and did not receive
the medication for several doses, Resident #1 would 
experience the reoccurrence of the pain sensation. She
stated he may have psychological dependence on the 
medication because it can have sedating effects, making
it difficult to sleep without it, especially if taking
a large dosage such as 800 mg three times a day. The 
interview revealed Gabapentin was also prescribed for 
mood disorders and had a calming effect on patients. 
She stated that without the medication, mood, 
behaviors, and sleep may be disrupted. 

On 1/29/26 at 5:10 PM, an interview was conducted with
the Nurse Practitioner. During the interview she stated
she was unaware Resident #1 had missed doses of the 
medication Gabapentin. She explained he was taking the
medication because he had a wound on his foot and could
have adverse effects from not taking it, such as pain.
The Nurse Practitioner stated missed doses of the 
medication would be significant for Resident #1’s pain
control. The Nurse Practitioner stated Resident #1 
received scheduled and as needed Oxycodone and it would
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Continued from page 12
have helped with his pain control however, the 
medications focus on different nerve receptors and the
Oxycodone may or may not have resolved the missed doses
of the residents Gabapentin but possibly could have 
helped. 

On 1/30/26 at 2:20 PM, an interview was conducted with
the Medical Director. During the interview, he stated 
missing doses of the medication Gabapentin would have 
affected Resident #1’s pain level. The Medical Director
stated Resident #1 had other options for pain 
management. 

On 1/30/26 at 11:10 AM, an interview was conducted with
the Director of Nursing (DON). The DON stated it was 
the nurse’s responsibility to reorder the medication 
from the pharmacy, which could be done through the 
electronic charting system. She explained on 1/26/26 
the medication was reordered by the facility; however,
the pharmacy was closed due to weather conditions and 
reopened on 1/27/26 at lunchtime. The DON stated the 
medication should have been delivered to the facility 
on the night of 1/27/26, and if it did not arrive, the
nursing staff should have called the Pharmacy on 
1/28/26 to check on the status of the medication. She 
stated she was unaware Resident #1 did not have his 
medication until 1/29/26 and they were able to get him
the Gabapentin for the 8:00 PM dose on 1/29/26. The DON
stated the Pharmacy was good about stocking the 
medication dispensing machine and had done so prior to
the week of 1/26/26. The DON indicated the Pharmacy had
not come back to restock the medication dispensing 
machine yet for the week but would expect them to come
soon. 

On 1/30/26 at 12:49 PM, an interview was conducted with
the Administrator. During the interview she stated 
nursing staff should have called Pharmacy the next day
after not receiving Resident #1’s medication. She 
stated he was prescribed a high dose of Gabapentin and
the back-up medication dispensing machine would not 
cover his dosage; it had to come from Pharmacy. The 
Administrator stated Resident #1 should not be missing
doses of his medication and expected staff members to 
follow up when medication was not in the facility. 
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