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F0000 F0000 03/10/2026INITIAL COMMENTS 

The surveyor entered the facility on 2/25/26 to 
complete a complaint investigation survey. The survey 
team was onsite 2/25/26 through 2/26/26, Additional 
information was obtained offsite on 2/27/26, 3/2/26 and
3/3/26. Therefore, the exit date was 3/3/26. Event ID#
1F1C4D-H1. 

The following intakes were investigated: 2785769, 
2748142, and 2749040. 

Four of the four complaint allegations did not result 
in deficiency. 

 

F0580 F0580

SS = D

03/20/2026Notify 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 

The facility sets forth the following plan of 
correction to remain in compliance with all federal and
state regulations. The facility has taken or will take
the actions set forth in the plan of correction. The 
following plan of correction constitutes the facility’s
allegation of compliance. All deficiencies cited have 
been or will be corrected by the date or dates 
indicated. 

F. 580 

Corrective action for the resident found to have been 
affected by the deficient practice: 

Resident #1 no longer resides in the facility. 

Corrective action for other residents having the 
potential to be affected by the same deficient 
practice: 

All residents who do not take their medications as 
ordered have the potential to be affected by the 
deficiency. On 3/11/2026, the Assistant Director of 
Nursing (ADON), Staff Development Coordinator (SDC), 
and Unit Managers initiated review of all residents to
ensure no one missed taking medications without 
notifying the physician. The review was completed on 
3/17/2026 and there were no issues noted. 

Systemic changes made to ensure that the deficient 
practice will not recur: 

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
§483.15(c)(2) is available and provided upon request to
the physician. 

(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 record review and interviews with staff and 
Physician, the facility failed to consult with the 
physician when a resident was unable to swallow his 
medications. This was for 1 of 3 sampled residents 
reviewed for medical care during acute illness 
(Resident # 1). 

The findings included: 

Resident # 1 was admitted to the facility on 2/20/26 
after being hospitalized for altered mental status 
which was partially attributed to multifocal stroke (a
stroke affecting multiple areas of the brain). 
According to the 2/20/26 hospital discharge summary, 
dated 2/20/26, the resident also had additional 
diagnoses of multiple myeloma (cancer of the bone 
marrow plasma cells), atrial fibrillation, chronic 
pain, and depression. 

On 2/20/26 at 5:58 PM, Nurse # 1 documented Resident #
1 was admitted to the facility at 5:45 PM and was alert

Continued from page 1

On 3/11/2026, education was initiated by the Staff 
Development Coordinator for all licensed nurses on 
consulting a physician when a resident has missed 
and/or failed to take their medications as ordered. 
Education will be completed by 3/18/2026. 

Any licensed nurses who have not received education 
will not be allowed to work until education indicated 
above has been completed. All newly hired licensed 
nurses will be educated by the SDC during new hire 
orientation. 

Plans to monitor its performance to make sure that 
solutions are sustained: 

The Administrator introduced an observation tool on 
3/13/2026 to be utilized by Unit Managers to observe 
any residents who do not take and/or missed their 
medications that the provider was notified. This audit
will be completed weekly x 4 weeks then monthly for 3 
months. The Results will be reported to the Quality 
Assurance Performance Improvement Committee (QAPI) for
further recommendations as needed or until compliance 
is maintained. 

Date of Compliance: 3/20/2026 
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Continued from page 2
but confused. 

On 2/20/26 the following medication orders were entered
into Resident # 1’s record: 

Calcium 600 + D3 Plus minerals tablet by mouth every 
day. 

Cyanocobalamin tablet 1000 micrograms every day (A form
of B12). 

Pantoprazole Sodium Delayed Release 40 mg every day 
(used for gastroesophageal reflux disease). 

Apixaban 5 mg every twelve hours for atrial 
fibrillation (Apixaban is an anticoagulant used to 
prevent clot formation which can occur with atrial 
fibrillation when blood pools in the heart). 

On 2/20/26 Resident # 1’s physician documented he saw 
Resident # 1 and in addition to having a history of 
stroke, the physician noted the resident had a history
of dysphagia. 

Review of Resident # 1’s February 2026 Medication 
Administration Record (MAR) revealed Resident # 1’s 
medications were initialed as administered on 2/21/26 
as ordered. 

Medication Aide # 1, who initialed she administered 
morning medications on 2/21/26, was interviewed on 
2/25/26 at 5:02 PM and reported she had crushed 
Resident # 1’s medications, placed them in applesauce,
and the resident took them without difficulty. 

Nurse # 3, who initialed she administered evening 
medications on 2/21/26, was interviewed on 2/25/26 at 
1:25 PM and reported the resident took his medications
without problems. Nurse # 3 did not specify if the 
resident took the medications whole or crushed. 

On 2/22/26 Nurse # 2 documented on the February 2026 
MAR that Resident # 1’s Calcium, Cyanocobalamin, 
Pantoprazole and Apixaban were not administered at 9:00
AM when they were scheduled to have been administered.

On 2/22/26 at 7:52 PM, Nurse # 2 documented in a 
progress note that Resident # 1 had refused all his 
medications due to difficulty swallowing. 

Nurse # 2 was interviewed on 2/26/26 at 9:05 AM and 
reported the following information. She had cared for 
Resident # 1 from 7:00 AM to 7:00 PM on 2/22/26. In the
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Continued from page 3
morning, Resident # 1 could not take his medication. 
Resident # 1’s RP (Responsible Party) was present that
morning and Resident # 1 drank from a straw for the RP.
The RP also pointed to an empty blue bowl and reported
Resident # 1 had eaten some dry cereal. She (Nurse # 2)
tried to give him his medication, but he would hold the
water in his mouth and not swallow. The water seemed to
pool in his mouth. The RP wanted her (Nurse # 2) to try
giving the medications in applesauce and she also tried
that, but he held the applesauce in his cheek and would
not swallow. She spent a long time at the bedside 
talking to the RP and trying to see if the resident 
would swallow, but he would not. Eventually, they (she
and the RP) turned his head, and she (the nurse) wiped
the medications out of his mouth, and he spit also to 
remove them. She was not sure if it was a behavioral 
issue or if he just could not swallow. Nurse #2 
indicated she held his medication all day and she did 
not call the provider and consult with the provider 
about the missed medications or swallowing difficulty.

Review of Resident # 1’s February 2026 MAR revealed 
Resident # 1’s evening medications were initialed as 
given. One of the medications administered on the 
evening of 2/22/26 was the resident’s evening dose of 
Apixaban. 

On 2/25/26 at 8:37 PM Nurse # 4, who had initialed the
administration of evening medications on 2/22/26, was 
interviewed and reported the following information. She
crushed the resident’s medications and gave them in 
applesauce. It took some time to get him to swallow the
medications, but she went slow and he was able to 
swallow the medications. She also gave him sips of 
water which he was able to drink. 

On 2/23/26 (Monday) Unit Manager # 1 made a late entry
notation at 10:10 AM in Resident # 1’s medical record 
noting Resident # 1 appeared restless, was not eating,
drinking or taking his morning medications. The 
physician had been consulted and an order obtained on 
2/23/26 to transfer the resident to the hospital. 

The DON (Director of Nursing) was not available for 
interview during the survey. 

The facility’s corporate Nurse Consultant was 
interviewed on 2/26/26 at 3:45 PM regarding whether the
physician should be notified if a resident could not 
swallow medications and reported that the physician 
should have been contacted on 2/22/26 about the missed
medications. 

On 3/3/26 at 11:28 PM, Resident # 1’s physician was 
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Continued from page 4
interviewed and reported the staff should have 
consulted him when the resident could not swallow his 
medications. The physician reported that the resident 
was not harmed by the facility’s failure to call him. 
The Physician reported he reviewed an EKG 
(Electrocardiogram) which was completed the following 
day on 2/23/26 for Resident # 1 and the resident had a
normal heart rhythm. The physician reported it was his
opinion that one dose of a missed anticoagulant had not
led to further problems with atrial fibrillation or 
stroke. The physician also reported the resident had 
both dementia and a history of strokes and it was 
anticipated that he might wax and wane at times. 

F0770 F0770

SS = D

03/20/2026Laboratory Services 

CFR(s): 483.50(a)(1)(i) 

§483.50(a) Laboratory Services. 

§483.50(a)(1) The facility must provide or obtain 
laboratory services to meet the needs of its residents.
The facility is responsible for the quality and 
timeliness of the services. 

(i) If the facility provides its own laboratory 
services, the services must meet the applicable 
requirements for laboratories specified in part 493 of
this chapter. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review, and interviews with staff, 
Nurse Practitioner (NP), and contracted lab company, 
the facility failed to ensure labs to check the 
resident’s medical condition following a 
hospitalization stay within the last month were 
completed as ordered by the provider. This was for 1 of
3 sampled residents reviewed for medical care following
acute illness (Resident #4). 

The findings included: 

Record review revealed Resident # 4 was initially 
admitted to the facility on 6/12/19. Resident # 4 had 
diagnoses of chronic kidney disease, diabetes, anemia,
polyneuropathy, and congestive heart failure. 

Review of Resident # 4’s record revealed she was most 
recently readmitted to the facility on 2/9/26 after a 
hospitalization and followed by a health care group who
provided primary oversight and care for medical issues
in addition to the resident’s physician. 

F770 D 

Corrective action the residents found to have been 
affected by the deficient practice: 

Resident #4 labs were completed on 2/26/26. 

Corrective action for other residents having the 
potential to be affected by the same deficient 
practice: 

All residents with orders for lab work have the 
potential to be affected. All residents with orders for
lab work were audited to ensure labs were obtained as 
ordered. There were no issues noted. This audit was 
completed by the Assistant Director of Nursing (ADON),
Unit Managers (UM), Staff Development Coordinator (SDC)
and Infection Preventionist (IP) on 3/13/26. 

Systemic changes made to ensure that the deficient 
practice will not recur: 

The UM will bring the lab book for his/her assigned 
unit to the daily clinical meeting Monday-Friday to 
review lab orders were drawn as ordered. The 
Interdisciplinary Team (IDT) to include but not limited
to the Director of Nursing (DON), ADON, UM, SDC and IP
will review each resident with lab orders chart for lab
results per the provider orders. On Saturday and 
Sunday, the weekend nurse supervisor will review the 
lab book for each unit to ensure the labs were drawn as
ordered. Any missing lab draw will be placed in the lab
book to be drawn at next available lab draw unless 
ordered otherwise by the provider. The SDC and/or 
designee will educate all licensed nurses on the lab 
draw process to ensure labs are drawn as ordered. Any 
licensed nurse will not be allowed to work until 
education is received. Any newly hired licensed nurse 
will be educated during new hire orientation. The 
Administrator and ADON in-serviced the lab supervisor 
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Continued from page 5
On 2/16/26 Resident # 4 had an annual Minimum Data Set
assessment completed noting she was cognitively intact.

On 2/20/26 the NP documented a clinic note noting that
she had received a call from a nurse who reported 
Resident # 4 was short of breath without hypoxia (low 
levels of oxygen in the body’s tissues) and had a 
feeling of abdominal fullness. She was functionally at
her baseline. Medication changes were made and labs 
were ordered. 

A review of orders, which were entered in the 
resident’s record on 2/20/26, included: 

CBC (complete blood count) with differential 

BMP (basic metabolic panel) 

BNP/NT proBNP (B-type Natriuretic Peptide which 
measures hormones released by the heart when stressed)

During an interview on 2/27/26 at 11:17 AM with 
Resident # 4’s NP the NP reported the lab work had been
ordered to help plan Resident # 4’s care, monitor the 
resident’s kidney function, anemia, and risk for 
infection. She had expected the lab work to be 
completed the next routine blood draw after she ordered
it on 2/20/26. 

The Risk Manager for the facility’s lab company was 
interviewed on 2/26/26 at 3:29 PM and again on 3/2/26 
at 2:25 PM and reported the following information. The
lab company provided routine lab services six days per
week. The only day they did not provide routine lab 
drawings was on Sunday morning. For an order that was 
given on a Friday (such as for Resident # 4’s 2/20/26 
order) the lab phlebotomist should have drawn it on 
Saturday morning if the requisition was in the book for
it to be drawn. The phlebotomist arrived sometime after
midnight on lab days and drew blood in the early 
morning hours. 

There was one notation which was entered by the Unit 
Manager on 2/24/26 at 8:59 AM noting the labs were 
unable to be obtained. The NP was notified and the labs
would be done the next lab draw. 

Resident # 4 was interviewed on 2/25/26 at 9:05 AM and
reported the following. She had recently returned from
the hospital due to a new diagnosis of congestive heart

Continued from page 5
to ensure the phlebotomists sign off on the labs that 
are drawn daily as assigned per the daily lab draw 
sheet in each lab book. The lab supervisor will educate
the phlebotomists on the sign-off process. 

Plans to monitor its performance to make sure that 
solutions are sustained: 

All lab orders will be audited to ensure that they are
drawn as ordered. This audit will be completed by the 
DON or designee 5x week x 4 weeks, 3x weekly x 4 weeks
and weekly x 4 weeks. These audits will begin on 
3/19/26. Results will be reported by the DON to the 
Quality Assurance Performance Improvement Committee 
(QAPI) monthly x 3 months for further resolution as 
needed. 

Date of Compliance: March 3/20/2026 
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Continued from page 6
failure. She was dealing with being more short of 
breath and was very tired. While hospitalized she had 
required blood and they were supposed to have drawn 
labs recently, but they had not been done. One of the 
nurses told her that she had refused the blood work on
the morning of 2/24/26 when she was asleep. She may 
have done so in her sleep but did not recall. The next
morning (2/25/26) one of the nurses had told her that 
she was glad they got her blood work done. She had 
looked at her arms, saw no cotton balls to indicate she
had a lab stick, and did not recall a blood draw in the
early morning hours. 

During a follow up interview with Resident # 4 on 
2/26/26 at 2:15 PM, Resident # 4 reported she still had
no lab work drawn. 

Resident # 4’s Unit Manager (Unit Manager # 2) was 
interviewed on 2/26/26 at 2:25 PM and reported on the 
morning of 2/24/26 the phlebotomist had noted she was 
not able to obtain the labs. On the morning of 2/25/26
the phlebotomist had signed off she had drawn the blood
work, and they thought it had been done. 

The Phlebotomist was not available for interview during
the investigation. 

During the interviews with the Risk Manager for the 
facility’s lab company on 2/26/26 at 3:29 PM and again
on 3/2/26 at 2:25 PM the Risk Manager further reported
the following information. If a phlebotomist was unable
to draw blood from a resident two days in a row, then 
the phlebotomist was to notify a nurse and also notify
their lead team phlebotomist so a second phlebotomist 
could go out. The phlebotomist, who was designated for
Resident # 4’s facility, was not available for 
interview. She (the Lab Company’s Risk Manager) was not
sure why the blood had not been drawn and the 
phlebotomist who had been responsible for drawing the 
labs could not be interviewed by her at the current 
time. When the phlebotomist was at the facility it was
the procedure that the phlebotomist checked the 
facility’s lab book which had requisitions under a tab
for the date they were due. There was also a lab sheet
at the front of each day’s lab requisitions. The 
phlebotomist was to sign that she had drawn the labs on
the lab sheet. During the interview on 2/26/26 at 3:29
PM the Lab Risk Manager reported the lab would get the
blood work done that day (2/26/26). 
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On 3/2/26 the Administrator provided copies of lab 
sheets/logs which had been left for the phlebotomist. A
review of a “lab tracking form” dated 2/21/26 
(Saturday) revealed Resident # 4’s name appeared on the
form with her room number along with other residents 
listed on the form/log which needed labs collected. 
Resident # 4’s name and room number were the only 
information on the form about Resident # 4. There was 
no notation by Resident # 4’s name noting Resident # 4
had refused or the phlebotomist had been unable to draw
the labs. The phlebotomist had initialed at the top of
the form under the date of 2/21/26. Review of a lab 
tracking form dated 2/24/26 (Tuesday) revealed Resident
# 4’s room number, name, and labs to be drawn were 
listed along with other residents on the log who had 
scheduled labs for that morning (2/24/26). There was 
one notation which read, “unable” by Resident # 4’s 
name and no further explanation. The lab phlebotomist 
signed her initials and the date of 2/24/26 at the top
of this form. On 2/25/25 (Wednesday) Resident # 4’s 
name and labs to be drawn again appeared on the lab 
tracking form with the Phlebotomist’s initials at the 
top of the page. There was no notation that the 
resident had refused or the labs were not drawn. 

During a follow-up interview with Resident # 4’s Unit 
Manager (Unit Manager # 2) on 3/2/26 at 3:00 PM the 
Unit Manager reported the following information. When 
the phlebotomist signs at the top of the page and makes
no notation that the labs were not done by their name,
then this indicates that the labs were done. The labs 
had not been done prior to 2/26/26. Residents, who were
under the care of the provider’s group, were visited 
daily by a nurse within the provider’s group. Each day
when the labs did not come back the facility had 
alerted this nurse who in turn alerted the NP about the
delay. 

The Director of Nursing was not available for interview
during the survey. 

The Administrator and the Nurse Consultant were 
interviewed on 3/3/26 at 3:58 PM and reported the 
following information. The Administrator reported that
he expected labs to be done timely and did not offer a
timeframe he considered to be timely. He pointed out 
that the facility lab sheets indicated the labs were 
done excluding on one date on which the resident 
refused. The Nurse Consultant reported that the 
clinical team reviewed labs daily to make sure they 
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were done, and this had been being done for Resident #
4. By their system which required the phlebotomist to 
put her initials at the top of the lab sheets, it was 
indicated to them that the labs had been drawn on 
2/21/26 and 2/25/25. If the resident had refused or the
phlebotomist could not draw the blood for a reason, 
there should have been a notation by her name. 
According to the Nurse Consultant, each day the NP had
been notified. 

During the interview with Resident # 4’s NP on 2/27/26
at 11:17 AM, the NP reported when the labs, which were
ordered on 2/20/26, were completed on 2/26/26, they 
were stable and the resident had not been harmed in any
way by the delay in obtaining the labs. 
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