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E0000 E0000Initial Comments 

An unannounced recertification and complaint 
investigation survey was conducted on 03/22/26 through
03/26/26. The facility was found in compliance with the
requirement CFR 483.73, Emergency Preparedness. Event 
ID # 1F5585-H1. 

 

F0000 F0000INITIAL COMMENTS 

A recertification and complaint investigation survey 
was conducted from 03/22/26 through 03/26/26. Event ID#
1F5585-H1. The following intakes were investigated 
#2603698 and #887210. 

5 of the 5 complaint allegations did not result in 
deficiency. 

 

F0552 F0552
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04/14/2026Right to be Informed/Make Treatment Decisions 

CFR(s): 483.10(c)(1)(4)(5) 

§483.10(c) Planning and Implementing Care. 

The resident has the right to be informed of, and 
participate in, his or her treatment, including: 

§483.10(c)(1) The right to be fully informed in 
language that he or she can understand of his or her 
total health status, including but not limited to, his
or her medical condition. 

§483.10(c)(4) The right to be informed, in advance, of
the care to be furnished and the type of care giver or
professional that will furnish care. 

§483.10(c)(5) The right to be informed in advance, by 
the physician or other practitioner or professional, of
the risks and benefits of proposed care, of treatment 
and treatment alternatives or treatment options and to
choose the alternative or option he or she prefers. 

This REQUIREMENT is NOT MET as evidenced by: 

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

Residents #12 and #26 no longer reside at the facility.
Residents #1, 3, 4, 12, 13, and 16’s psychotropic 
medication therapy informed consent forms were obtained
and uploaded to the electronic medical record by the 
Director of Nursing on 3/25/2026. 

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

An audit was completed by Director of Nursing on 
4/8/2026 for current residents to ensure consent is 
obtained and the appropriate resident or responsible 
party is informed on the risks, benefits, and treatment
alternatives of each psychotropic medication in 
advance. 

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

Education was provided to all nursing staff on 
3/26/2026 of the required “DHC Psychotropic Medication
Consent Form”, located under the observation tool in 

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

Based on record review, and staff and Physician 
interviews the facility failed to obtain consent and 
inform the resident or Responsible Party in advance of
the risks and benefits of psychotropic medications 
(medications that alter brain chemicals and are used to
treat conditions such as anxiety and depression and 
include the medications classified as antidepressants)
prior to initiation for 7 of 7 residents reviewed for 
unnecessary medications (Residents #13, #4, #16,#1,#26,
#12, #3). 

Findings included: 

a). Resident #13 was admitted on 2/12/26 with a 
diagnosis of depression. 

Review of Resident #13's physician orders revealed an 
order dated 2/13/26 for the antidepressant medication 
duloxetine delayed release 30 milligrams (mg) twice per
day for depression. 

A review of Resident #13's electronic medical record 
(EMR) indicated no documentation that the resident or 
resident representative was informed in advance of the
risks or benefits of initiating the psychotropic 
antidepressant medication duloxetine prescribed for 
depression. 

Review of Resident #13’s admission Minimum Data Set 
(MDS) assessment dated 2/19/26 indicated that the 
resident was cognitively intact and received an 
antidepressant medication. 

A review of Resident #13’s electronic Medication 
Administration Record from February 2026 and March 2026
revealed that the resident received the antidepressant
duloxetine as ordered. 

b). Resident #4 was admitted on 9/21/22 with diagnosis
which included stroke and depression. 

A review of Resident #4’s physician orders revealed an
order dated 8/24/24 for the psychotropic antidepressant
medication sertraline (antidepressant) 75 milligrams at
bedtime for depression. 

Review of Resident #4’s quarterly Minimum Data Set 

Continued from page 1
MatrixCare. 

Staff that did not receive this in-service on 3/26/2026
will be required to review in-service before their next
nursing shift. 

At time of admission and ongoing, nursing staff or 
designee will obtain consent and inform the resident or
responsible party in advance of the risks, benefits, 
and treatment alternatives of each psychotropic 
medication ordered. 

Indicate how the facility plans to monitor its 
performance to make sure that solutions are sustained.

Director of Nursing or designee will audit each 
admission to ensure the nursing staff has successfully
obtained consent and has informed the resident or 
responsible party in advance of the risks, benefits, 
and treatment alternatives of each psychotropic 
medication ordered. 

Director of Nursing or designee will complete an 
“Adherence Audit Tool”, which will be signed off by 
Administrator or designee weekly for 2 months to ensure
psychotropic medications are supported by resident or 
responsible party consent. Associated psychotropic 
consents will be reviewed during Interdisciplinary Team
meetings weekly for 2 months. 

The Director of Nursing or designee will be responsible
for monitoring compliance and presenting audit findings
as a point of reference at QA Committee meetings on 
4/7/2026, 4/15/2026, then monthly for 3 months and 
thereafter. 

Include dates when corrective action will be completed.

4/14/2026. 
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Continued from page 2
assessment dated 2/3/26 indicated that the resident had
mild cognitive impairment and received an 
antidepressant on a regular basis during the assessment
period. 

A review of Resident #4’s physician orders revealed an
order dated 3/11/26 for the psychotropic antidepressant
medication amitriptyline 25 milligrams at bedtime for 
insomnia. 

A review of Resident #4's electronic medical record 
(EMR) indicated no documentation that the resident or 
resident representative was informed in advance of the
risks or benefits of initiating the psychotropic 
antidepressant medications sertraline or amitriptyline.

A review of Resident #4’s electronic Medication 
Administration Record for March 2026 revealed that the
resident received the psychotropic antidepressant 
medication amitriptyline daily as ordered. 

c). Resident #16 was admitted on 8/25/25 with diagnosis
which included stroke and depression. 

A review of Resident #16’s physician orders revealed an
order dated 8/25/25 for the psychotropic antidepressant
medication sertraline 150 milligrams daily for 
recurrent depressive disorder. The order was 
discontinued on 1/19/26. 

Review of Resident #16’s quarterly Minimum Data Set 
(MDS) assessment dated 12/1/25 indicated that the 
resident was cognitively intact and received an 
antidepressant during the past 7 days. 

A review of Resident #16’s electronic Medication 
Administration Record from 8/25/25 through 1/19/26 
revealed that the resident received the psychotropic 
antidepressant medication sertraline daily as ordered.

A review of Resident #16’s physician orders revealed an
order dated 1/19/26 for the psychotropic antidepressant
medication sertraline 100 milligrams daily. 

A review of Resident #16’s electronic Medication 
Administration Record for 1/19/26 through 3/24/26 
revealed that the resident received the psychotropic 
antidepressant medication sertraline daily as ordered.

A review of Resident #16's electronic medical record 
(EMR) indicated no documentation that the resident or 
resident representative was informed in advance of the
risks or benefits of initiating the psychotropic 
antidepressant medication sertraline. 
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Continued from page 3

d). Resident #1 was admitted on 3/4/26 with diagnosis 
which included major depressive disorder, anxiety, 
falls and muscle weakness. 

Review of Resident #1's electronic health record 
revealed a physician order dated 3/4/26 for the 
psychotropic antidepressant medications trazadone 50 
milligrams at bedtime as needed for insomnia and 
bupropion hydrochloride sustained release 12 hour 150 
milligrams once per day for depression. 

A review of Resident #1's electronic medical record 
(EMR) indicated no documentation that the resident or 
resident representative was informed in advance of the
risks or benefits of initiating the psychotropic 
antidepressant medications trazadone and bupropion. 

Review of Resident #1's electronic Medication 
Administration Record for March 2026 revealed that 
resident received the psychotropic antidepressant 
medications bupropion 150 milligrams once per day daily
and received trazadone as needed on 3/4/26, 3/5/26, 
3/9/26, 3/17/26 and 3/18/26. 

A review of Resident #1's admission Minimum Data Set 
(MDS) assessment dated 3/11/26 indicated that the 
resident was cognitively intact and received an 
antidepressant during the last 7 days. 

e.) Resident #26 was admitted to the facility on 
3/13/26 with diagnoses including dementia and insomnia.

A physician’s order dated 3/13/26 for Resident #26 
revealed to continue Trazodone (an antidepressant 
medication) 50 milligrams (mg) at bedtime for insomnia.

The Minimum Data Set (MDS) admission assessment dated 
3/19/26 revealed Resident #26 was cognitively intact 
and received an antidepressant medication. 

A review of the Medication Administration Record (MAR)
dated March 2026 revealed Resident #26 received 
Trazodone 50 mg tablets as ordered by the Physician 
from 3/13/26 through 3/24/26. 

A review of the electronic medical record contained no
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Continued from page 4
documentation that Resident #26 or his Responsible 
Party (RP) was provided information regarding: the name
of the medication, the purpose of the medication, risks
and benefits, alternatives, and the right to refuse. 
There was no signed informed consent form and no 
progress note documenting an informed consent 
discussion. 

f). Resident #12 was admitted to the facility on 
3/10/26 with a diagnosis of major depression. 

A physician’s order dated 3/10/26 for Resident #12 
revealed to continue Prozac (an antidepressant 
medication) 10 mgs by mouth once a day. 

The Minimum Data Set admission assessment dated 3/16/26
revealed Resident #12 was cognitively intact and 
received an antidepressant medication. 

A review of the Medication Administration Record dated
March 2026 revealed Resident #12 received Prozac 10 mg
tablets as ordered by the Physician from 3/11/26 
through 3/24/26. 

A review of the electronic medical record contained no
documentation that Resident #12 or his Responsible 
Party (RP) was provided information regarding: the name
of the medication, the purpose of the medication, risks
and benefits, alternatives, and the right to refuse. 
There was no signed informed consent form and no 
progress note documenting an informed consent 
discussion. 

g). Resident #3 was admitted to the facility on 4/25/23
with a diagnosis of major depression. 

A physician’s order dated 3/23/25 for Resident #3 
revealed Duloxetine (an antidepressant medication) 20 
mg tablets by mouth twice a day for major depressive 
disorder. 

The Minimum Data Set annual assessment dated 3/2/26 
revealed Resident #3 was cognitively intact and 
received an antidepressant medication. 
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Continued from page 5
A review of the Medication Administration Record dated
March 2025 through March 2026 revealed Resident #3 
received Prozac 10 mg tablets twice a day as ordered by
the Physician. 

A review of the electronic medical record contained no
documentation that Resident #3 or her Responsible Party
(RP) was provided information regarding: the name of 
the medication, the purpose of the medication, risks 
and benefits, alternatives, and the right to refuse. 
There was no signed informed consent form and no 
progress note documenting an informed consent 
discussion. 

During an interview on 3/23/26 at 3:15 PM the Case 
Manager stated that she was not aware that consents 
were required for psychotropic medications and she did
not obtain consents prior to the medications being 
initiated. 

During an interview with the Director of Nursing (DON)
on 3/23/26 at 3:30 PM she stated that she was not aware
that consent was required for psychotropic medications.
The DON stated that the facility had not been obtaining
informed consent prior to initiating psychotropic 
medications, and they did not currently have consent 
forms in place. 

During a phone interview on 3/25/26 at 3:45 PM the 
Physician stated that she was unaware that consent had
not been obtained prior to initiating a psychotropic 
medication. The Physician stated that obtaining 
informed consent from the resident and/or the 
Responsible Party was essential prior to initiating 
psychotropic medications. 

F0580 F0580

SS = D

04/14/2026Notify 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; 

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

Director of Nursing immediately notified Medical 
Director regarding resident #13’s multiple missed doses
of antibiotic therapy on 3/23/2026. 

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

An audit was completed by the Director of Nursing on 
4/10/2026 to ensure nursing staff appropriately 
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Continued from page 6

(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. 

(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 staff and Physician 
interviews, the facility failed to notify the Physician
when Resident #13 missed 8 doses of the antibiotic 

Continued from page 6
notified provider and documented response in the 
progress note for any missed medication doses due to 
“drug not available.” 

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

Education was provided by the Director of Nursing on 
3/25/2026 to all nursing staff regarding standard nurse
practice. Education inclusive of mandatory notification
to the provider when "drug not available" for 
collaborative opportunity ensuring provider orders are
executed as intended to include hold, and/or 
alternative medication therapies. 

Staff that did not receive this in-service on 3/25/2026
will be required to review in-service before their next
nursing shift. 

Director of Nursing or designee we will be required to
perform a daily EMAR administration audit 
utilizing “Electronic Medical Administration Record 
Compliance Report” in Matrix to ensure MD notification
is completed and documented. Associated audit will be 
completed 5x/week for 3 weeks, and then 1x/week for an
additional 3 weeks. Thereafter, audits will be 
performed as needed and continue based on findings. 

Indicate how the facility plans to monitor its 
performance to make sure that solutions are sustained.

Director of Nursing or designee will review and sign 
off on appropriate report, “EMAR Administration 
Compliance Report” 5x/week to ensure nursing staff or 
designee appropriately executes provider notifications
as intended. 

Director of Nursing or designee will be responsible for
monitoring compliance and present audit findings as a 
point of reference at the QA Committee meetings on 
4/7/2026, 4/15/2026, then monthly for 3 months. 

Include dates when corrective action will be completed.

4/14/2026. 
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Continued from page 7
doxycycline for 1 of 1 resident reviewed for 
notification (Resident #13). 

Findings included: 

Resident #13 was admitted on 2/12/26 with diagnosis 
which included chronic osteomyelitis (bone infection) 
and diabetes. 

Review of a physician order dated 2/13/26 indicated 
Resident #13 was ordered doxycycline 100 milligrams 
(mg) by mouth twice per day indefinitely for chronic 
osteomyelitis. 

Review of Resident #13's Medication Administration 
Record (MAR) for March 2026 revealed the following 
documentation for the medication doxycycline 100 mg 
twice a day. 

On 3/9/26 the lunch dose was documented by Nurse #6 as
the medication was unavailable and the medication was 
not administered. 

On 3/9/26 PM (evening) dose was documented by Nurse #1
as the medication was unavailable and the medication 
was not administered. There was no documentation in the
nursing progress notes that the physician was notified
of the missed medication. 

On 3/10/26 lunch dose was documented by Nurse #7 as the
medication was unavailable and the medication was not 
administered. There was no documentation in the nursing
progress notes that the physician was notified of the 
missed medication. 

On 3/10/26 PM dose was documented by Nurse #1 as 
waiting pharmacy delivery and the medication was not 
administered. 

On 3/11/26 lunch dose was documented by Nurse #5 as the
medication was unavailable, awaiting pharmacy refill 
and the medication was not administered. 

On 3/11/26 PM dose was documented by Nurse #2 as the 
medication was unavailable and the medication was not 
administered. 

On 3/12/26 lunch dose was documented by Nurse #7 as 
medication was unavailable and the medication was not 
administered. 
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Continued from page 8

On 3/12/26 PM dose was documented by Nurse #2 as 
medication was unavailable and the medication was not 
administered. 

An interview conducted with Nurse #6 on 3/23/26 at 
11:20 AM revealed that she was assigned to Resident #13
on 3/9/26 from 7:00 AM to 7:00 PM and she did not 
administer the prescribed antibiotic. Nurse #6 stated 
that she did not call the physician to report the 
medication was not administered and she did not recall
why she did not report this to the physician. 

Attempts were made to interview Nurse #1 via telephone
with voicemail messages left on 3/24/26 and 3/25/26 
with no return call received. 

Attempts were made to interview Nurse #7 via telephone
with voicemail messages left on 3/24/26 and 3/25/26 
with no return call received. 

An interview with Nurse #5 on 3/25/26 at 1:50 PM 
revealed that she was assigned to Resident #13 on 
3/11/26 from 7:00 AM to 7:00 PM. She stated that the 
doxycycline was not available for Resident #13 on 
3/11/26, and she did not notify the physician that the
resident did not receive the prescribed dose. Nurse #5
stated that she did not think it was necessary to 
inform the physician that the resident did not receive
the prescribed antibiotic. 

An interview was conducted with Nurse #2 on 3/25/26 at
12:15 PM. Nurse #2 was assigned to resident #13 on 
3/11/26 and 3/12/26 from 7:00 PM to 7:00 AM. Nurse #2 
stated that the medication doxycycline was unavailable
for Resident #13 on 3/11/26 so she did not administer 
it. Nurse #2 stated that she did not inform the 
physician that the antibiotic doxycycline was not 
administered as ordered on 3/11/26 and 3/12/26. Nurse 
#2 acknowledged that she should have informed the 
physician of the missed doses of antibiotic, but at the
time she did not realize it was necessary. 

An interview with the Director of Nursing (DON) on 
3/25/26 at 2:30 PM revealed that she expected 
medications to be administered as ordered by the 
physician. The DON stated she would expect nursing 
staff to notify the provider when a medication was not
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Continued from page 9
available so that an alternate medication could be 
prescribed, if necessary. 

An interview conducted with the Physician on 3/25/26 at
3:45 PM revealed that she was unaware that Resident #13
had missed 8 doses of the prescribed antibiotic. The 
Physician stated that medications should be available 
and administered as ordered. The Physician further 
stated that if a medication was not available the 
provider should be notified to determine if another 
medication should be ordered. 

F0727 F0727

SS = F

04/13/2026RN 8 Hrs/7 days/Wk, Full Time DON 

CFR(s): §483.35(b)(1)-(3) 

§483.35(b) Registered Nurse 

§483.35(b)(1)Except when waived under paragraph (e) or
(f) of this section, the facility must use the services
of a registered nurse for at least 8 consecutive hours
a day, 7 days a week. 

§483.35(b)(2) Except when waived under paragraph (e) or
(f) of this section, the facility must designate a 
registered nurse to serve as the director of nursing on
a full time basis. 

§483.35(b)(3) The director of nursing may serve as a 
charge nurse only when the facility has an average 
daily occupancy of 60 or fewer residents. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record reviews and staff interviews, the 
facility failed to schedule a Registered Nurse (RN) for
at least eight consecutive hours per day seven days a 
week for 9 of 172 days reviewed for sufficient staffing
(4/12/25, 4/25/25, 4/26/25, 5/9/25, 6/7/25, 6/8/25, 
8/2/25, 8/3/25 and 9/21/25). 

Finding included: 

The Payroll Based Journal (PBJ) report for the Federal
Fiscal third quarter of 2025 (April, May, June) and the
Federal Fiscal fourth quarter of 2025 (July, August, 
September) reported the facility was without RN 
coverage for eight consecutive hours per day. 

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

Administrator or designee will ensure that a Registered
Nurse (RN) is scheduled for at least 8 consecutive 
hours per day, seven days a week to adhere to 
sufficient staffing standards. 

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

An audit was completed on 3/30/2026 for all working 
schedules for the next 30 days by Administrator to 
securely schedule a Registered Nurse (RN) on-site to 
ensure sufficient staffing. 

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

Facility has previously self-identified RN staffing 
gaps, performance improvement plan was implemented on 
2/18/2026 by Administrator. 

Director of Nursing was educated on 2/18/2026, if the 
facility fails to schedule or utilize a Registered 
Nurse (RN) for at least 8 consecutive hours per day 
seven days a week, the Director of Nursing will be 
deployed on-site to ensure sufficient RN staffing. 

Education was provided to the central scheduler by the
Administrator on 4/1/2026. This training was provided 
to ensure sufficient scheduling of Registered Nurses to
have appropriate nursing coverage on-site (8 
consecutive RN hours per day, seven days a week) at 
Davis Health and Wellness at Cambridge Village. 

Indicate how the facility plans to monitor its 
performance to make sure that solutions are sustained.
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Continued from page 10

A review of the daily census posting sheets for the 
months of 4/12/25 to 9/30/25, indicated a consistent 
census less than 60 residents in the facility and no RN
coverage for eight consecutive hours for the following
dates: 4/12/25, 4/25/25, 4/26/25, 5/9/25, 6/7/25, 
6/8/25, 8/2/25, 8/3/25, 9/21/25. 

A review of the daily nursing staffing sheets for the 
months of 4/1/25 to 9/30/25 indicated there was no RN 
scheduled for at least eight consecutive hours for the
following dates: 4/12/25, 4/25/25, 4/26/25, 5/9/25, 
6/7/25, 6/8/25, 8/2/25, 8/3/25, 9/21/25. 

There was no RN recorded as working eight consecutive 
hours on the timecard records reviewed for the 
following dates 4/12/25, 4/25/25, 4/26/25, 5/9/25, 
6/7/25, 6/8/25, 8/2/25, 8/3/25, 9/21/25. 

During an interview with the Administrator on 3/26/26 
at 8:55 AM, she stated that she was responsible for 
ensuring that an RN was scheduled to work eight 
consecutive hours each day in the facility. She 
acknowledged that since beginning her role last year, 
she had been aware of ongoing difficulties in 
maintaining this required RN coverage. She explained 
that the facility relied on agency nurses for RN 
shifts, and when an agency RN failed to report for a 
scheduled shift, she was often unable to secure a 
replacement and the previous Director of Nursing was 
unavailable, resulting in gaps in the required eight 
consecutive hours of RN coverage. The Administrator 
reported that she had since hired additional Registered
Nurses and had a new Director of Nursing who understood
the responsibility to ensure consistent RN coverage. 

Continued from page 10

The Administrator or designee will audit the staffing 
sheets daily to ensure a Registered Nurse (RN) is 
scheduled for at least 8 consecutive hours per day, 
seven days a week. 

This audit tool is a “live” tracking excel document 
shared with the Chief of Operations and Payroll 
Specialist. Administrator or designee will mark dates 
when an LPN is working as the floor nurse, and the 
Director of Nursing must be on-site for 8 consecutive 
hours and appropriately coded to the RN hours. 

The Administrator or designee will be required to 
report any shifts missing an RN to the central 
scheduler before scheduled shift to utilize agency RNs
if needed. 

Weekly meetings will be held with central scheduler to
review any holes/discrepancies in the designated 
scheduling platform. The scheduling process and RN 
coverage audit tool will be managed and kept up to date
by Administrator/designee. 

The Administrator or designee will be responsible for 
monitoring compliance and presenting audit findings as
a point of reference at QA Committee meetings on 
4/7/2026, 4/15/2026, then monthly for 3 months. 

Include dates when corrective action will be completed.

4/13/2026 

F0755 F0755

SS = D

04/14/2026Pharmacy 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 

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

Director of Nursing notified Medical Director regarding
resident #13’s missed doses of antibiotic therapy on 
3/23/2026. 

Associated order was immediately clarified by Medical 
Director to include prophylactic utilization with no 
end date. Pharmacy acknowledges receipt of order 
clarification on 3/23/2026 by Director of Nursing 
ensuring ample supply of medication maintained. 

Address how the facility will identify other residents
having the potential to be affected by the same 
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Continued from page 11
assure the accurate acquiring, receiving, dispensing, 
and administering of all drugs and biologicals) to meet
the needs of each resident. 

§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 record review and interviews with staff, the 
Pharmacy Manager and the Physician, the facility failed
to obtain the antibiotic doxycycline, which was 
prescribed for Resident #13 twice daily for the 
treatment of chronic osteomyelitis (a bone infection).
As a result, Resident #13 missed a total of eight doses
of the medication on 3/9/26, 3/10/26, 3/11/26, and 
3/12/26. According to the Physician, the resident did 
not experience an adverse outcome; however, the failure
to provide the prescribed antibiotic placed the 
resident at risk for potential complications. This 
occurred for 1 of 1 resident reviewed for pharmacy 
services. 

Findings included: 

Resident #13 was admitted on 2/12/26 with diagnosis 
which included chronic osteomyelitis and diabetes. 

Review of a physician order dated 2/13/26 indicated 
Resident #13 was ordered doxycycline 100 milligrams 
(mg) by mouth twice per day indefinitely for chronic 
osteomyelitis. 

Review of Resident #13's Medication Administration 
Record (MAR) for March 2026 revealed the following 
documentation for the doxycycline 100 mg twice a day. 

Continued from page 11
deficient practice. 

Director of Nursing completed an audit for current 
residents on 4/10/2026 of missed medication doses due 
to “drug not available” and ensure the nursing staff 
administers all medications as ordered by the provider.

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

Education provided to all nursing staff on 3/25/2026 
regarding standard nurse practice for appropriate 
execution of provider orders and adherence to 
reordering protocol. 

Pharmacy participates in this initiative by emailing 
comprehensive weekly audits to the Director of Nursing
or designee, titled “Refill Report Document”, 
referencing inventory levels for medications, prompting
immediate attention. 

Staff that did not receive this in-service on 3/25/2026
will be required to review in-service before their next
nursing shift. 

Indicate how the facility plans to monitor its 
performance to make sure that solutions are sustained.

The “Refill Report Document” is reviewed by Director of
Nursing weekly, those due for refill will prompt 
Director of Nursing or designee to ensure medications 
are reordered timely. 

Director of Nursing will utilize the “Guardian Hub 
Request Refills Report” 3x/week to verify inventory 
status for associated medications. Associated audit 
will be completed 3x/week for 3 weeks, and then 1x/week
for an additional 3 weeks. Thereafter, audits will be 
performed as needed and continue based on findings. 

The Director of Nursing or designee will be responsible
for monitoring compliance and presenting audit findings
as a point of reference at QA Committee meetings on 
4/7/2026, 4/15/2026, then monthly for 3 months 
thereafter. 

Include dates when corrective action will be completed.

4/14/2026. 
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Continued from page 12

On 3/9/26 the lunch dose was documented by Nurse #6 as
the medication was unavailable and the medication was 
not administered. 

On 3/9/26 PM (evening) dose was documented by Nurse #1
as the medication was unavailable and the medication 
was not administered. 

On 3/10/26 lunch dose was documented by Nurse #7 as the
medication was unavailable and the medication was not 
administered. 

On 3/10/26 PM dose was documented by Nurse #1 as 
waiting pharmacy delivery and the medication was not 
administered. 

On 3/11/26 lunch dose was documented by Nurse #5 as the
medication was unavailable, awaiting pharmacy refill 
and the medication was not administered. 

On 3/11/26 PM dose was documented by Nurse #2 as the 
medication was unavailable and the medication was not 
administered. 

On 3/12/26 lunch dose was documented by Nurse #7 as 
medication was unavailable and the medication was not 
administered. 

On 3/12/26 PM dose was documented by Nurse #2 as 
medication was unavailable and the medication was not 
administered. 

An interview conducted with Nurse #6 on 3/23/26 at 
11:20 AM revealed that she was assigned to Resident #13
on 3/9/26 from 7:00 AM to 7:00 PM and she did not 
administer the prescribed antibiotic. She stated that 
the doxycycline was not available for Resident #13 on 
3/9/26 in the resident’s medication cabinet. She 
acknowledged that she did not check the automated 
medication dispensing machine and she did not contact 
the pharmacy to obtain the medication from the local 
back up pharmacy. Nurse #6 stated that she did not 
recall why she did not call the pharmacy to obtain the
medication doxycycline for Resident #13. 

Attempts were made to interview Nurse #1 via telephone
with voicemail messages left on 3/24/26 and 3/25/26 
with no return call received. 

Attempts were made to interview Nurse #7 via telephone
with voicemail messages left on 3/24/26 and 3/25/26 
with no return call received. 
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Continued from page 13

An interview with Nurse #5 on 3/25/26 at 1:50 PM 
revealed that she was assigned to Resident #13 on 
3/11/26 from 7:00 AM to 7:00 PM. She stated that the 
doxycycline was not available for Resident #13 on 
3/11/26 in the resident’s medication cabinet, and she 
did not check the automated medication dispensing 
machine and did not contact the pharmacy to obtain the
medication from the local back up pharmacy. Nurse #5 
stated that she documented awaiting pharmacy refill as
she assumed that the medication would be delivered 
later that day or the next day. 

An interview was conducted with Nurse #2 on 3/25/26 at
12:15 PM. Nurse #2 reported that she was assigned to 
Resident #13 on 3/11/26 and 3/12/26 for the 7:00 PM to
7:00 AM shift. She stated that the doxycycline was 
unavailable on 3/11/26 and therefore she did not 
administer it. Nurse #2 stated that when she determined
the doxycycline was not in Resident #13’s medication 
cabinet, she checked the automated medication 
dispensing machine however the correct dose of the 
medication was not available in the machine. Nurse #2 
acknowledged that she did not contact the pharmacy on 
3/11/26 to obtain the medication but did place a call 
on 3/12/26. She also stated that she did not request 
that the medication be sent through the backup system.
Nurse #2 reported that she informed the pharmacy the 
medication was not available in the facility and was 
told that the pharmacy had the order listed as once per
day instead of twice daily. She acknowledged that she 
should have requested immediate delivery to ensure that
Resident #13 did not miss any doses. She further stated
that she did not report to the Director of Nursing or 
Physician that there was a discrepancy with the 
frequency of the medication between the pharmacy and 
the facility. 

Attempts were made to interview Nurse #7 with voicemail
messages left with no return call received. 

An interview with the Director of Nursing (DON) on 
3/25/26 at 2:30 PM revealed that she expected 
medications to be administered as ordered by the 
physician. The DON stated she would expect nursing 
staff to notify the pharmacy when a medication was not
available in the facility so that the medication could
be obtained through the local backup pharmacy. The DON
further explained that the facility utilized an 
automated medication �dispensing machine that housed an
emergency supply of select medications. She stated that
once the nurses determined the medication was not in 
the resident’s medication cabinet, they should have 
checked the automated dispensing machine. If the 
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Continued from page 14
medication was not available there, the next step 
should have been to contact the pharmacy to obtain the
medication from the local backup pharmacy. The DON 
stated that she had since learned that the automated 
medication-dispensing machine did not contain the 
correct dose of doxycycline. 

An interview conducted with the Physician on 3/25/26 at
3:45 PM revealed that she was unaware that Resident #13
had missed 8 doses of the prescribed antibiotic. The 
Physician stated that medications should be available 
and administered as ordered. The Physician indicated 
that there was a potential for the infection that the 
antibiotic was ordered to treat to worsen if it was not
administered for several days. 

An interview with the Pharmacy Manager was conducted on
3/26/26 at 12:00 PM. The Pharmacy Manager stated that 
the pharmacy had systems in place to ensure medications
were available daily, including twice �daily deliveries
and backup processes when necessary. The Pharmacy 
Manager indicated that if the pharmacy was notified 
that the doxycycline was not available in the facility,
it would have been sent to the facility through the 
backup system. The Pharmacy Manager was unable to 
explain why the pharmacy had entered the order for 
doxycycline as once daily rather than twice daily. He 
stated that the pharmacy reconciled the orders sent to
the pharmacy with what was entered by the nursing staff
into the computer, after which a label was generated 
and the prescription was filled. He indicated that 
although missing eight doses of doxycycline was not 
expected to result in a significant clinical outcome, 
there was a potential risk for worsening of the 
infection for which the medication had been prescribed.

F0756 F0756

SS = D

04/15/2026Drug Regimen Review, Report Irregular, Act On 

CFR(s): 483.45(c)(1)(2)(4)(5) 

§483.45(c) Drug Regimen Review. 

§483.45(c)(1) The drug regimen of each resident must be
reviewed at least once a month by a licensed 
pharmacist. 

§483.45(c)(2) This review must include a review of the
resident's medical chart. 

§483.45(c)(4) The pharmacist must report any 
irregularities to the attending physician and the 
facility's medical director and director of nursing, 

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

Director of Nursing notified provider of failure to 
execute pharmacist recommendation, that was also signed
and authorized by provider. This order was changed in 
the electronic medical record for resident #8 and 
reported as a medication error by Director of Nursing 
by 3/25/2026. 

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

An audit was completed by Director of Nursing in tandem
with Registered Pharmacy Consultant on 3/25/2026 and 
ongoing, seeking additional anomalies. 
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Continued from page 15
and these reports must be acted upon. 

(i) Irregularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph (d)
of this section for an unnecessary drug. 

(ii) Any irregularities noted by the pharmacist during
this review must be documented on a separate, written 
report that is sent to the attending physician and the
facility's medical director and director of nursing and
lists, at a minimum, the resident's name, the relevant
drug, and the irregularity the pharmacist identified. 

(iii) The attending physician must document in the 
resident's medical record that the identified 
irregularity has been reviewed and what, if any, action
has been taken to address it. If there is to be no 
change in the medication, the attending physician 
should document his or her rationale in the resident's
medical record. 

§483.45(c)(5) The facility must develop and maintain 
policies and procedures for the monthly drug regimen 
review that include, but are not limited to, time 
frames for the different steps in the process and steps
the pharmacist must take when he or she identifies an 
irregularity that requires urgent action to protect the
resident. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review, and staff interviews the 
facility failed to act on the Consultant Pharmacist’s 
monthly medication regimen review and change the 
frequency of Resident #8’s hydroxyzine 25 milligrams 
(an antihistamine used to treat anxiety, allergic 
reactions, and induce sleep) from three times a day to
twice a day after the physician signed to change the 
medication order. This occurred for 1 of 2 residents 
reviewed for medication administration (Resident #8). 

Findings included: 

Resident #8 was admitted to the facility on 7/8/22 with
diagnoses including pruritus (persistent itching). 

A physician’s order dated 7/10/23 for Resident #8 
revealed hydroxyzine 25 milligram tablets three times a
day for pruritus. 

Continued from page 15

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

Re-training of existing system protocol was completed 
by the Clinical Compliance Administrator on 3/23/2026 
to the Director of Nursing to ensure adherence moving 
forward. 

Pharmacy will send “Consultant Pharmacist’s Medication
Regimen Review” to the Director of Nursing or designee
monthly. 

Director of Nursing or designee delineates 
recommendations appropriately. If no provider response
is secured within 72 hours, DON or designee will 
follow-up to ensure execution as pharmacist 
recommendation intended. 

Indicate how the facility plans to monitor its 
performance to make sure that solutions are sustained.

The Director of Nursing will partner closely with 
assigned Pharmacy Consultant for monthly reviews and 
monitoring compliance. 

The Director of Nursing or designee will be responsible
for monitoring compliance and presenting audit findings
as a point of reference at QA Committee meetings on 
4/7/2026, 4/15/2026, then monthly for 3 months and 
thereafter. 

Include dates when corrective action will be completed.

4/15/2026 
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Continued from page 16
The Consultant’s Pharmacist’s Medication Regimen Review
dated 1/12/26 noted that the Physician signed the 
pharmacy consult report on 12/12/25 to change Resident
#8’s hydroxyzine to 25 milligrams every morning and 
midday and discontinue three times a day. This order 
was not changed in the electronic medical record. 
Please correct and report the medication error. 

Review of Resident #8’s Medication Administration 
Record (MAR) dated 12/12/25 through 1/18/26 revealed 
Resident #8 continued to receive hydroxyzine 25 mgs 
three times a day as evidenced by the nurse’s 
signatures. 

The physician’s order was updated by the Director of 
Nursing on 1/19/26 and entered into Resident #8’s 
electronic medical record for hydroxyzine 25 mgs twice
a day morning and midday. 

During an interview on 3/25/26 at 2:35 PM the Director
of Nursing (DON) stated the Consultant Pharmacist 
emailed her the medication regimen reviews each month.
The DON stated the process now included that once she 
received the monthly Pharmacy reports, she would 
address the nursing recommendations and place the 
physician recommendations in the Physician’s notebook 
for review unless there was something that needed 
immediate attention then she would call the Physician.
Once the Physician signed off on any medication order 
changes from the Pharmacy recommendations the DON would
make the order change in the resident’s electronic 
medical record. The DON stated she was new to the 
facility in December 2025 and did not realize the 
importance of addressing the pharmacy reviews promptly
and therefore there was a delay in addressing the 
December (2025) reports. She stated she did not 
implement the new order to reduce the hydroxyzine 25 mg
dose to twice a day until she was notified by the 
Consultant Pharmacist the following month (January 
2026) that she had not changed the frequency. The DON 
stated she should have acted on the Pharmacy reports 
once she received them. 

During an interview on 3/26/26 at 11:00 AM the Clinical
Compliance Administrator stated that the Consultant 
Pharmacist’s medication regimen reviews should be 
addressed as soon as the DON received the monthly 
reports. She indicated the DON had received education 
on the importance of addressing the medication regimen
reviews promptly. 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 1F5585-H1 Facility ID: 130545 If continuation sheet Page 17 of 25



PRINTED: 04/23/2026

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:
345568

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/26/2026

NAME OF PROVIDER OR SUPPLIER

Davis Health and Wellness Center at Cambridge Village

STREET ADDRESS, CITY, STATE, ZIP CODE

83 Cavalier Drive STE 200 , Wilmington, North Carolina, 28405

(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

F0756 F0756

SS = D

Continued from page 17

The Consultant Pharmacist was on leave during the 
survey and unavailable for an interview. 

F0760 F0760

SS = D

04/15/2026Residents 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 record review, and residents, staff, Physician
and Pharmacy Manager interviews, the facility failed to
ensure residents were free from significant medication
errors when 1.) Eight doses of the antibiotic 
doxycycline, prescribed twice daily for the treatment 
of chronic osteomyelitis (bone infection), were omitted
on 3/9/26, 3/10/26, 3/11/26 and 3/12/26 for Resident 
#13. 2.) Resident #5 received 15 milligrams (mg) of 
mirtazapine (a psychotropic medication primarily 
prescribed for depression) instead of the 
physician �ordered 7.5 mg dose. 3.) Resident #8 
continued to receive hydroxyzine 25 mg (an 
antihistamine that directly affects the central nervous
system and used to treat anxiety, allergic reactions, 
and induce sleep) three times a day instead of the 
reduced dose of twice a day. The residents did not 
experience any significant outcome, however this 
failure placed Resident #13 at risk for potential 
complications, and the potential for altered sedation 
levels, and an increased risk of adverse effects for 
Resident #5 and Resident #8. This occurred for 3 of 3 
residents reviewed for medication administration 
(Resident #13, Resident #5, and Resident #8). 

Findings included: 

1.) Resident #13 was admitted on 2/12/26 with diagnosis
which included chronic osteomyelitis and diabetes. 

Review of a physician order dated 2/13/26 indicated 
Resident #13 was ordered doxycycline 100 milligrams 
(mg) by mouth twice per day indefinitely for chronic 
osteomyelitis. 

Review of Resident #13's admission Minimum Data Set 
assessment dated 2/19/26 indicated the resident was 

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

Resident #5 no longer resides at the facility. Resident
#8 and #13’s associated med errors were reported by the
Director of Nursing on 3/25/2026. The provider and 
consultant pharmacist were notified of the associated 
med errors on 3/25/2026. 

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

An audit was completed by Director of Nursing in tandem
with Registered Pharmacy Consultant on 3/25/2026. An 
additional two residents were identified, total of 
three residents affected by the failure to adhere to 
system, resulting in non-execution of pharmacy 
recommendations. 

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

Education provided to all nursing staff by the Director
of Nursing on 3/23/2026 to ensure safe, accurate, and 
timely implementation of provider orders through proper
receipt, transcription, and verification. 

Staff that did not receive this in-service on 3/23/2026
will be required to review in-service before their next
nursing shift. 

Nursing staff or designee are expected to adhere to the
three-step process. This includes admitting nurse or 
designee will receive and enter admission orders from 
transfer facility. Nurse at time of admission will 
verify order entry and accuracy. Subsequent shift staff
nurse will complete associated audit to ensure orders 
are verified and entered Matrix accurately. 

Indicate how the facility plans to monitor its 
performance to make sure that solutions are sustained.

Audit tool developed by Director of Nursing on 
4/15/2026 to include verification of all admission and
new orders, ensuring transcription accuracy. 

Associated audit will be completed by the nursing staff
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Continued from page 18
cognitively intact and received an antibiotic. 

Review of Resident #13's Medication Administration 
Record (MAR) for March 2026 revealed the following 
documentation for the medication doxycycline 100 mg 
twice a day. 

On 3/9/26 the lunch dose was documented by Nurse #6 as
the medication was unavailable and the medication was 
not administered. 

On 3/9/26 PM (evening) dose was documented by Nurse #1
as the medication was unavailable and the medication 
was not administered. 

On 3/10/26 lunch dose was documented by Nurse #7 as the
medication was unavailable and the medication was not 
administered. 

On 3/10/26 PM dose was documented by Nurse #1 as 
waiting pharmacy delivery and the medication was not 
administered. 

On 3/11/26 lunch dose was documented by Nurse #5 as the
medication was unavailable, awaiting pharmacy refill 
and the medication was not administered. 

On 3/11/26 PM dose was documented by Nurse #2 as the 
medication was unavailable and the medication was not 
administered. 

On 3/12/26 lunch dose was documented by Nurse #7 as 
medication was unavailable and the medication was not 
administered. 

On 3/12/26 PM dose was documented by Nurse #2 as 
medication was unavailable and the medication was not 
administered. 

An interview conducted with Nurse #6 on 3/23/26 at 
11:20 AM revealed that the pharmacy normally delivered
to the facility in the afternoon and at night. Nurse #6
acknowledged that she was assigned to Resident #13 on 
3/9/26 from 7:00 AM to 7:00 PM and did not administer 
the prescribed antibiotic. Nurse #6 stated that she did
not recall why she did not call the pharmacy to obtain
the ordered medication for Resident #13. 

Attempts were made to interview Nurse #1 via telephone
with voicemail messages left on 3/24/26 and 3/25/26 

Continued from page 18
and submitted to the Director of Nursing 6x/weekly. 
Audits will be completed 6x/week for 6 weeks and then 
monthly for 3 months. Nursing staff or designee will be
responsible for contacting the provider to ensure 
proper notifications and/or clarifications are 
completed. 

The Director of Nursing or designee will be responsible
for monitoring compliance and presenting audit findings
as a point of reference at QA Committee meetings on 
4/7/2026, 4/15/2026, then monthly for 3 months and 
thereafter. 

Include dates when corrective action will be completed.

4/15/2026 
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Continued from page 19
with no return call received. 

Attempts were made to interview Nurse #7 via telephone
with voicemail messages left on 3/24/26 and 3/25/26 
with no return call received. 

An interview with Nurse #5 on 3/25/26 at 1:50 PM 
revealed that she was assigned to Resident #13 on 
3/11/26 from 7:00 AM to 7:00 PM. She stated that the 
medication doxycycline was not available for Resident 
#13 on 3/11/26, and she did not contact the pharmacy to
obtain the medication. 

An interview was conducted with Nurse #2 on 3/25/26 at
12:15 PM. Nurse #2 was assigned to Resident #13 on 
3/11/26 and 3/12/26 from 7:00 PM to 7:00 AM. Nurse #2 
stated that the medication doxycycline was unavailable
for Resident #13 on 3/11/26 so she did not administer 
it. Nurse #2 stated that she thought that the 
medication would come from the pharmacy and indicated 
that the medication was not available in the facility’s
back up medication system. Nurse #2 stated that on 
3/12/26 when the medication was again not available, 
she called the pharmacy to find out where it was. Nurse
#2 stated that the pharmacy stated that they thought 
the medication was ordered once per day and did not 
think that the prescription should have run out. Nurse
#2 stated that she informed the pharmacy that the 
medication was ordered twice per day. 

An interview with the Pharmacy Manager was conducted on
3/26/26 at 12:00 PM. The Pharmacy Manager stated that 
the pharmacy had systems in place to ensure medications
were available daily, including regular deliveries and
backup processes when needed. He indicated that 
although missing eight doses of the antibiotic 
doxycycline was not expected to result in a significant
clinical outcome, there was a potential risk for 
worsening of the infection for which the medication was
prescribed. 

An interview with the Director of Nursing (DON) on 
3/25/26 at 2:30 PM revealed that she expected 
medications to be administered as ordered by the 
physician. The DON stated she would expect nursing 
staff to contact the pharmacy to obtain any medication
that was not available. 

An interview conducted with the Physician on 3/25/26 at
3:45 PM revealed that she was unaware that Resident #13
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Continued from page 20
had missed 8 doses of the prescribed antibiotic. The 
Physician stated that not administering prescribed 
doses of an antibiotic was a significant medication 
error that needed to be addressed. The Physician stated
that medications should be available and administered 
as ordered. The Physician indicated that there was a 
potential for the infection that the antibiotic was 
ordered to treat to worsen if it was not administered 
for several days. 

2.) Resident #5 was admitted to the facility on 2/27/26
with diagnoses including major depression and 
Parkinson’s disease. 

Resident #5’s hospital discharge summary dated 2/27/26
revealed medication orders for Mirtazapine 15 
milligrams (mg) take one half tablet by mouth at 11:00
PM. 

A review of Resident #5’s electronic medical record 
revealed on 2/27/26 the Director of Nursing entered an
order for Mirtazapine 15 mgs by mouth at bedtime for 
dementia associated with Parkinson’s disease. 

The Medication Administration Record (MAR) dated 
2/27/26 through 3/10/26 revealed that Mirtazapine 15 mg
tablets were administered to Resident #5 nightly as 
evidenced by the nurses’ signatures. 

Review of Resident #5's electronic medical record from
2/27/26 through 3/10/26 contained no documentation 
indicating the mirtazapine dose had been changed, 
clarified, or corrected by the prescriber. 

The Minimum Data Set (MDS) admission assessment dated 
3/4/26 revealed Resident #5 was cognitively intact and
received antidepressant medication. 

During an interview on 3/23/26 Resident #5 stated he 
felt pretty good, he was scheduled to discharge home 
tomorrow (3/24/26). He indicated he was not aware of 
the dosage of his medications and stated he had no 
concerns regarding his medications. 

During an interview on 3/24/26 at 2:00 PM the Director
of Nursing (DON) stated she entered the order for 
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Continued from page 21
Resident #5’s mirtazapine. She entered one tablet (15 
mg) of mirtazapine instead of one-half tablet (7.5 mg).
The DON stated they had a two-step system to verify 
that physician orders were entered accurately. This 
included that the admission nurse entered medication 
orders from the hospital discharge summary, if the 
admission nurse was not available the DON would enter 
the medication orders which was what happened when 
Resident #5 was admitted. Then a second nurse, which 
was typically the residents assigned nurse, was 
responsible for double checking the orders to ensure 
accuracy. The DON stated she transcribed the order 
wrong, and the two-step process was missed, and a 
second check was not done for this order. She stated 
she did not know who the second nurse was who should 
also have verified the orders. She was notified of the
medication error by the Consultant Pharmacist and 
corrected the dose on 3/10/26. The DON stated Resident
#5 has had no change in condition and was to be 
discharged home today. 

During a phone interview on 3/26/26 at 12:00 PM the 
Pharmacy Manager stated receiving 15 mgs of mirtazapine
instead of 7.5 mgs was generally considered safe and 15
mgs was considered to be a low dose. He stated 
mirtazapine had dose dependent effects and sometimes 
lower doses were more sedating than higher doses. 

During a phone interview on 3/25/26 at 3:30 PM the 
Physician stated Resident #5 receiving mirtazapine 15 
mgs instead of 7.5 mgs would cause no concern and 
Resident #5 had not experienced any outcome from 
receiving the medication. 

3.) Resident #8 was admitted to the facility on 7/8/22
with diagnoses including pruritus (persistent itching).

A physician's order dated 7/10/23 for Resident #8 
revealed hydroxyzine 25 milligrams (mg) three times a 
day for pruritus. 

The Consultant Pharmacist’s Medication Regimen Review 
dated 1/12/26 noted that the Physician signed the 
pharmacy consult report from 12/12/25 to change 
Resident #8’s hydroxyzine to 25 mg every morning and 
midday and discontinue three times a day. This order 
was not changed in the electronic medical record. 
Please correct and report the medication error. 
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Continued from page 22

Review of Resident #8’s Medication Administration 
Record (MAR) dated 12/12/25 through 1/18/26 revealed 
Resident #8 continued to receive hydroxyzine 25 mgs 
three times a day as evidence by the nurses’ 
signatures. 

The physician's order was updated by the Director of 
Nursing on 1/19/26 and entered into Resident #8's 
electronic medical record for hydroxyzine 25 mgs twice
a day morning and midday. 

The Minimum Data Set (MDS) quarterly assessment dated 
1/9/26 revealed Resident #8 had moderately impaired 
cognition. 

During an interview on 3/25/26 at 10:00 AM Resident #8
stated she took hydroxyzine for itching. She indicated
she did not know the dosage or how often it was given 
but stated the medication helped with itching. Resident
#8 stated she did not feel the medication made her 
excessively drowsy. 

During an interview on 3/25/26 at 2:35 PM the Director
of Nursing (DON) stated she started working in the 
facility in November 2025 and was new to the role of 
DON. She received the medication regimen reviews 
monthly that were done by the Consultant Pharmacist. 
The DON stated she did not realize the importance of 
addressing the pharmacy reviews promptly and therefore
there was a delay in addressing the December (2025) 
reports. She stated she did not implement the new order
to reduce the hydroxyzine 25 mg dose to twice a day 
until she was notified by the Consultant Pharmacist the
following month (January 2026) that she had not changed
the frequency. The DON stated Resident #8 continued to
receive hydroxyzine 25 mg three times a day until she 
corrected the order on 1/19/26. The DON stated Resident
#8 has had no change in her condition from receiving 
the medication. 

The Consultant Pharmacist was on leave during the 
survey and unavailable for an interview. 

During a phone interview on 3/26/26 at 12:00 PM the 
Pharmacy Manager stated due to the length of time 
Resident #8 had received the hydroxyzine 25 mgs it 
would have no clinical effects on the resident for 
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Continued from page 23
continuing to receive the medication three times a day.
He stated a dose reduction was indicated due to the 
length of time Resident #8 had been receiving the 
medication. 

During a phone interview on 3/26/26 at 3:30 PM the 
Physician stated Resident #8 was a long-term care 
resident and had received hydroxyzine for itching for a
long period. She stated Resident #8 had not experienced
any outcome and had no change in condition. 

F0812 F0812

SS = E

04/14/2026Food Procurement,Store/Prepare/Serve-Sanitary 

CFR(s): 483.60(i)(1)(2) 

§483.60(i) Food safety requirements. 

The facility must - 

§483.60(i)(1) - Procure food from sources approved or 
considered satisfactory by federal, state or local 
authorities. 

(i) This may include food items obtained directly from
local producers, subject to applicable State and local
laws or regulations. 

(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable safe 
growing and food-handling practices. 

(iii) This provision does not preclude residents from 
consuming foods not procured by the facility. 

§483.60(i)(2) - Store, prepare, distribute and serve 
food in accordance with professional standards for food
service safety. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observations and staff interviews, the 
facility failed to discard expired food items stored in
1 of 2 reach �in refrigerators. This deficient practice
had the potential to affect the safety of food served 
to residents. 

Findings included: 

During the initial tour of the Kitchen on 03/22/26 at 

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

All kitchen refrigerators were immediately inspected on
3/23/2026 by the Dietary Manager. All expired food 
items were discarded immediately. No residents consumed
expired food. 

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

A complete audit of all kitchen refrigerators was 
completed on 3/24/2026 by the Dietary Manager. Any 
additional expired or unlabeled items were removed and
discarded at that time. 

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

Education provided to all dietary staff on mandatory 
labeling and the importance of immediately disposing 
any expired or unlabeled food on 4/3/2026. 

Dietary staff that did not receive this in-service on 
4/3/2026 will be required to review in-service before 
their next shift. 

Dietary Manager implemented a refrigerator audit tool 
on 4/1/2026 that includes daily checks by dietary staff
and supervisory audits conducted at least 1x/week by 
Dietary Manager or designee. 

Indicate how the facility plans to monitor its 
performance to make sure that solutions are sustained.

Kitchen refrigerators are inspected daily, and dietary
staff is required to appropriately document findings. 
Dietary staff or designee will be required to sign off
on the associated daily audit tool/log. Additionally, 
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Continued from page 24
10:20 AM along with Cook #1 the following expired food
items were observed in the reach-in refrigerator: 

- A plastic container of sauerkraut that was opened 
with a discard date of 2/24/26. 

- A plastic container of canned pears that was opened 
with a discard date of 3/12/26. 

- A plastic container of canned tuna that was opened 
with a discard date of 3/19/26. 

- A plastic container of canned pork and beans that was
opened with a discard date of 3/21/26. 

During an interview on 3/22/26 at 10:25 AM Cook #1 
stated all kitchen staff were responsible for checking
for and discarding expired foods. He stated he was the
weekend cook and had not gone through the refrigerator
this morning (3/22/26) to check it. He stated he also 
worked yesterday (3/21/26) and the expired food items 
were overlooked. 

During an interview on 03/24/26 at 12:42 PM the Dietary
Manager stated perishable foods were to be discarded 
after 3 days and staff should have removed the foods 
from the refrigerator on the discard date. He stated 
the kitchen staff were aware of this. 

During an interview on 03/24/26 at 12:52 PM the 
Administrator stated she expected the kitchen staff to
check for expired foods daily and remove any foods by 
the discard date. 

Continued from page 24
weekly supervisory audits will be completed by Dietary
Manager or designee for 3 weeks. 

The Administrator or designee will be responsible for 
monitoring compliance and presenting audit findings as
a point of reference at QA Committee meetings on 
4/7/2026, 4/15/2026, then monthly for 3 months and then
present findings quarterly for 6 months. 

Include dates when corrective action will be completed.

4/14/2026 
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