
PRINTED: 10/13/2025

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:
255269

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

10/02/2025

NAME OF PROVIDER OR SUPPLIER

OXFORD HEALTH & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1301 BELK BOULEVARD , OXFORD, Mississippi, 38655

(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

F0000 F0000INITIAL COMMENTS 

The State Agency (SA) conducted two (2) Complaint 
Investigations (CI MS #2582659 and CI MS #2594516) at 
the facility from 10/1/25 through 10/2/25. During the 
survey, the SA determined the facility was not in 
compliance with the requirements of participation in 
Medicare and Medicaid. The SA investigated CI MS 
#2582659 for neglect and quality of care and cited no 
citations for that complaint. The SA investigated CI MS
#2594516 and cited F697 for pain management. 

The census at the time of the survey was 100 with a 
license for 120 beds. 

 

F0697 F0697

SS = G

Pain Management 

CFR(s): 483.25(k) 

§483.25(k) Pain Management. 

The facility must ensure that pain management is 
provided to residents who require such services, 
consistent with professional standards of practice, the
comprehensive person-centered care plan, and the 
residents' goals and preferences. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on resident representative and staff interview, 
record review, and facility policy review, the facility
failed to ensure pain management was provided for a 
resident that had diagnoses that included pain and 
chronic pain for one (1) of six (6) residents sampled.
Resident #1 

Findings include: 

Record review of facility policy titled, “Pain 
Management” with a revised date of 3/10/25, revealed, 
“The facility must ensure that pain management is 
provided to residents who require such services, 
consistent with professional standards of practice, the
comprehensive person-centered care plan, and the 
residents’ goals and preferences...” 

During a phone interview on 10/1/25 at 12:17 PM, 

 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90 
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days 
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program 
participation.
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Continued from page 1
Resident #1’s representative revealed the resident had
multiple wounds and was on antibiotics and was admitted
to the facility from the hospital late in the evening 
on 7/25/25 and was sent back to the hospital on 8/6/25
and passed away on 8/25/25. She stated when the 
resident returned to the hospital it was determined 
that she had a decreased blood supply to her lower body
and this caused excruciating pain. She stated that 
during the facility stay, the resident requested her 
pain medication and several times she did not receive 
it at all, or it was given long after it was requested.
She stated it was unacceptable for the resident to have
been in such severe pain and to not have the ordered 
medication given to her timely. 

A phone interview with Licensed Practical Nurse (LPN) 
#1 on 10/2/25 at 8:30 AM, revealed she was the nurse 
that admitted Resident #1 to the facility. She stated 
the resident had multiple wounds and complained of 
severe pain on admission, but she did not have pain 
medication available to administer to the resident. She
confirmed she did not follow the process of obtaining 
pain medications for a resident with pain and she did 
not contact the pharmacy or the physician. She revealed
a pain scale score was not checked or documented, but 
the resident had “significant pain” during part of her
shift, and when the medication arrived around 3:00 AM,
the resident was asleep. She stated the resident's 
condition was “a sad situation” and “she had pain from
the moment she was admitted till she left that shift”.

An interview with the Director of Nursing (DON) on 
10/1/25 at 2:30 PM and 10/2/25 at 9:35 AM, revealed 
Resident #1 was admitted to the facility with multiple
wounds and cellulitis of the perineum. She stated the 
facility had a system in place to allow medications to
be obtained any time day or night through their 
medication dispensing system which could be accessed 
prior to medications delivered by their pharmacy. She 
acknowledged if a pain medication was needed, the 
on-call pharmacy provided a code for the narcotic to be
obtained from the dispensing system. If no prescription
was available, the provider would be notified to send a
hard copy of prescription to the pharmacy so the staff
could obtain the needed medication for the residents. 
After Resident #1’s admission "Health Status Note" by 
LPN #1 which indicated the resident was having pain and
medications were not available, was reviewed by the 
DON, she acknowledged this should not have occurred 
since the medication was available in their dispensing
system. She acknowledged that a pain level score was 
not documented by LPN #1, but the nurse had documented
in the progress note that the resident was experiencing
pain. She acknowledged that each resident has the right
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Continued from page 2
to receive the care necessary and it was her 
expectation that each staff member follows the process
to obtain the needed medications for each resident. She
confirmed the nurse, therefore the facility, failed to
follow the procedure for obtaining medication for a 
resident experiencing pain. 

Record review of Resident #1’s “Health Status Note” 
dated 7/25/25 at 9:30 PM, revealed, “Resident is 
complaining of pain at this time, but no medications 
are on hand for her.” This was signed by LPN #1. 

Record review of Resident #1’s “Order Summary Report” 
revealed an order dated 7/25/25 for 
Hydrocodone-Acetaminophen Tablet 5-325 milligram (mg) 
give one tablet by mouth every 8 hours as needed for 
pain. 

Record review of the Electronic Medication 
Administration Record (EMAR) revealed Resident #1 did 
not receive the ordered pain medication on 7/25/25. 

Record review of facility’s “Inventory” list for 
medications in the dispensing system revealed that 
Resident #1’s ordered medication, 
Hydrocodone/Acetaminophen 5-325 mg was available in the
facility's medication dispensing system. 

Record review of Resident #1’s “Admission Record” 
revealed an admission date of 7/25/25, with diagnoses 
that included cellulitis of perineum, pressure ulcer, 
pain, and chronic pain. 

Record review of the Minimum Data Set (MDS) with an 
Assessment Reference Date (ARD) of 8/1/25 revealed a 
Brief Interview for Mental Status (BIMS) score of 13 
indicating Resident #1 was cognitively intact. 
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