
A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/16/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

255110 09/21/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

3701 JOANNE DRIVE
MS CARE CENTER OF ALCORN COUNTY, INC-SNF

CORINTH, MS  38834

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted an annual 

recertification survey at the facility from 9/18/23 

through 9/21/23.  During the survey the SA 

determined that the facility was not in compliance 

with Medicare and Medicaid requirements of 

participation and cited F561, F565, F578, F656, 

F677, F725 and F880.

The census at the time of the survey was 101 

with a bed capacity of 119.

 

F 561 Self-Determination

CFR(s): 483.10(f)(1)-(3)(8)

§483.10(f) Self-determination.

The resident has the right to and the facility must 

promote and facilitate resident self-determination 

through support of resident choice, including but 

not limited to the rights specified in paragraphs (f)

(1) through (11) of this section.

§483.10(f)(1) The resident has a right to choose 

activities, schedules (including sleeping and 

waking times), health care and providers of health 

care services consistent with his or her interests, 

assessments, and plan of care and other 

applicable provisions of this part.

§483.10(f)(2) The resident has a right to make 

choices about aspects of his or her life in the 

facility that are significant to the resident.

§483.10(f)(3) The resident has a right to interact 

with members of the community and participate in 

community activities both inside and outside the 

facility.

§483.10(f)(8) The resident has a right to 

F 561 11/3/23

SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

10/11/2023Electronically Signed
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F 561 Continued From page 1 F 561

participate in other activities, including social, 

religious, and community activities that do not 

interfere with the rights of other residents in the 

facility.

This REQUIREMENT  is not met as evidenced 

by:

 Based on resident and staff interviews, record 

review, and facility policy review, the facility failed 

to honor a resident's preference to get up and 

attend morning activities for one (1) of 24 

residents sampled. Resident #40

Findings Include:

Review of the facility policy titled, "Resident 

Rights" undated, revealed "Policy: Facility will 

ensure the resident has the right to a dignified 

existence, self-determination, and communication 

with and access to persons and services inside 

and outside the facility. Facility will treat each 

resident with respect and dignity and care for 

each resident in a manner and in an environment 

that promotes maintenance or enhancement of 

their quality of life, recognizing each resident's 

individuality. The facility will protect and promote 

the rights of each resident ..."

An interview on 09/18/23 at 3:21 PM, with 

Resident # 40 revealed that she sometimes 

missed morning activity due to the assigned aide 

being too busy to get her up in time. The resident 

revealed that this is something that she likes to 

do and did not want to miss activities.

An interview on 9/19/23 at 4:15 PM, with the 

Activity Director, revealed Resident # 40 has 

missed several morning activities due to the staff 

not getting her up in time. She revealed that she 

has addressed the issue with the charge nurse on 

 F 561

1) On 09/22/23, the Director of Nursing 

(DON) visited with resident #40 to ensure 

her preference to get out of bed at 

9:00AM was met.  The Resident Care 

Management System was updated to 

reflect Resident #40 wishes to be gotten 

up at 9:00AM daily to attend morning 

Activities. Resident #40 was offered a 

room on a different hall.  Resident #40 

choose to move to a different room of her 

choice. On 10/05/23, the Quality 

Assurance Performance Improvement 

Licensed Practical Nurse completed an 

audit via questionnaire of residents 

preferred time of getting out of bed.  On 

10/05/23 the Facility Nurse Unit Managers 

completed updates to Resident Care 

Management System to reflect the 

Residents preferred time to be gotten up. 

Resident preferences related to the time 

they want to be gotten out of bed will be 

assessed and updated during admission 

and upon request to ensure residents are 

getting out of bed when desired. 

    

2) Residents who require assistance 

getting out of bed, and have a preferred 

time of getting out of bed each morning 

have the potential to be affected.  

3) On 09/25/23 the Staff Development 

FORM CMS-2567(02-99) Previous Versions Obsolete EMUB11Event ID: Facility ID: 02AC If continuation sheet Page  2 of 34



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/16/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

255110 09/21/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

3701 JOANNE DRIVE
MS CARE CENTER OF ALCORN COUNTY, INC-SNF

CORINTH, MS  38834

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 561 Continued From page 2 F 561

the floor and so far, there has not been a 

resolution. She stated, "It's only in the morning 

that she doesn't always get to come."

An interview with the Director of Nursing (DON) 

on 9/19/23 at 4:25 PM, confirmed she was aware 

that Resident # 40 had missed some morning 

activities due to staff not getting her up. She 

revealed the aides do get the resident up as soon 

as they can, but it's not always before morning 

activity. 

An interview on 9/20/23 at 8:30 AM with Resident 

# 40 revealed she prefers to get up after 

breakfast.

An interview with the Director of Nursing (DON) 

on 9/21/23 at 9:20 AM, revealed she felt like the 

facility did not honor Resident # 40's preference 

to get up after breakfast and attend activities, but 

that they tried to the best of their ability. 

Record review of the "Face Sheet" for Resident 

#40 revealed the resident was admitted to the 

facility on 3/08/22 with medical diagnoses that 

included Chronic Kidney Disease, Major 

Depressive Disorder, Type 2 Diabetes Mellitus 

and Essential (Primary) Hypertension. 

Record review of the Minimum Data Set (MDS) 

with an Assessment Reference Date (ARD) of 

9/05/23 revealed, under "section C," a Brief 

Interview for Mental Status (BIMS) score of 15, 

which indicated Resident #40 is cognitively intact.  

Also revealed under "section F," an interview for 

Activity Preferences indicated that it is "very 

important" for the resident to do her favorite 

activities.

Coordinator Licensed Practical Nurse 

completed education with facility direct 

care nursing staff on honoring Resident 

Rights related to the time the Resident is 

gotten out of bed.  On 10/05/23 the Staff 

Development Coordinator completed 

education with current facility direct care 

nursing staff on the Right to Dignified 

Existence and Resident’s right to 

determine the time they get up in the 

morning.   

4) Beginning 10/16/2023 the Facility 

Nurse Unit Managers will monitor five (5) 

residents for preferred time of getting out 

of bed weekly for four (4) weeks then, 

monthly for four (4) months, then 

Quarterly ongoing.  Facility Nurse Unit 

Managers will relay results of monitoring 

to the   Director of Nursing.  The Director 

of Nursing will present the results of 

monitoring to the Quality Assurance 

Performance Improvement Committee 

monthly starting 11/01/23, and changes to 

the plan will be made as necessary to 

maintain compliance with resident rights 

to self-determination. The Quality 

Assurance Performance Improvement 

Licensed Practical Nurse is responsible 

for ensuring compliance.   

 Completion Date: 11/03/23
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F 565 Resident/Family Group and Response

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

§483.10(f)(5) The resident has a right to organize 

and participate in resident groups in the facility.

(i) The facility must provide a resident or family 

group, if one exists, with private space; and take 

reasonable steps, with the approval of the group, 

to make residents and family members aware of 

upcoming meetings in a timely manner.

(ii) Staff, visitors, or other guests may attend 

resident group or family group meetings only at 

the respective group's invitation.

(iii) The facility must provide a designated staff 

person who is approved by the resident or family 

group and the facility and who is responsible for 

providing assistance and responding to written 

requests that result from group meetings.

(iv) The facility must consider the views of a 

resident or family group and act promptly upon 

the grievances and recommendations of such 

groups concerning issues of resident care and life 

in the facility.

(A) The facility must be able to demonstrate their 

response and rationale for such response.

(B) This should not be construed to mean that the 

facility must implement as recommended every 

request of the resident or family group.

§483.10(f)(6) The resident has a right to 

participate in family groups.

§483.10(f)(7) The resident has a right to have 

family member(s) or other resident 

representative(s) meet in the facility with the 

families or resident representative(s) of other 

residents in the facility.

This REQUIREMENT  is not met as evidenced 

by:

F 565 11/3/23

SS=E
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F 565 Continued From page 4 F 565

 Based on staff and resident interview, record 

review and facility policy review the facility failed 

to resolve resident's grievances as evidence by 

recurring grievances mentioned in the last three 

(3) resident council meetings with no documented 

resolution follow-up for five (5) of eight (8) 

residents present during the resident council 

meeting. Resident #7, Resident #17, Resident 

#40, Resident #64, and Resident #82.

Findings Include:

Record review of the facility policy titled, 

"Grievance Policy" with a revision date of 

November 2016 revealed  "Procedure...This 

facility grievance policy ensures the prompt 

resolution of all grievances regarding the 

residents' rights...To ensure the prompt resolution 

of all grievances regarding the residents' rights, 

this facility will: A reasonable expected time frame 

for completing the review of the grievance...The 

right to obtain a written decision regarding his or 

her grievance;" This review revealed under 

"Grievance Official...4.b...Issuing written 

grievance decisions to the resident.."

During the resident council meeting held on 

9/19/23 at 2:30 PM, with eight residents present, 

Resident #7, Resident #82, Resident #17, and 

Resident #40 complained that their food was 

cold.  Resident #17 stated that she thinks the 

food is cold because the trays sit on the hall too 

long before they deliver them and that is because 

they do not have enough staff. Resident #82, 

Resident #17, Resident #40, and Resident #64 

revealed that the facility does not have enough 

staff and it takes too long to get their call lights 

answered most of the time.  Resident #40 

revealed there had been two times in the last 

 F565 

1) Resident/Family Group and Response 

Corrective Action for Affected Residents 

#7, #17, #40, #64 and #82, were 

addressed on 9/29/2023 by the Social 

Services Licensed Practical Nurse who 

conducted the Resident Council meeting 

to follow up on concerns identified during 

survey as cold food because trays are 

sitting on the hall too long because the 

facility does not have enough staff, the 

length of time it takes for Call lights to be 

answered, and housekeeping not 

sweeping and mopping under the bed. 

     

2) All residents receiving meals and 

housekeeping services have the potential 

to be affected by this alleged deficient 

practice. 

3) On 10/04/2023, the facility Quality 

Assurance Performance Improvement 

Licensed Practical Nurse In-serviced all 

Nursing Staff on passing meal trays, and 

answering Resident Call Lights in a timely 

manner.  On 10/04/2023 the facility 

Quality Assurance Performance 

Improvement Licensed Practical Nurse 

In-serviced all Housekeeping Staff on the 

use of the Daily Housekeeping Cleaning 

List form with emphasis related to 

sweeping and mopping under the 

Resident beds. 

  

4) Beginning 10/11/2023 Facility Nurse 

Unit Managers will monitor five (5) 

residents daily for receiving food at the 
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month that she used her call light, and it took 

almost an hour for someone to come. Resident 

#82 agreed with her and stated that he had 

waited 40 minutes before. Resident #17 stated 

that the lack of staffing is the main issue with 

most of their problems. Resident #82 stated that 

he agreed with that, and that turnover with staff 

was bad.  Resident #82 revealed that once you 

get used to a Certified Nurse Assistant (CNA) and 

they get used to you then they're gone and there 

is a new one that does not know anything. 

Resident #17 and Resident #40 revealed that 

housekeeping did not sweep or mop under their 

beds or chairs.  All residents present revealed 

that all these issues had been discussed at 

previous resident council meetings over the last 

few months. All residents present revealed that 

grievances or complaints during resident council 

were not followed up on and that they did not get 

a resolution to their grievances.  They revealed 

that no staff member ever came to them to let 

them know what was being done to fix the issues. 

Record review of the Resident Council Meeting 

Minutes revealed the following:

The meeting dated 6/23/23 revealed that the food 

was cold; housekeeping was not sweeping and 

mopping under the beds and CNAs were not 

answering their call lights.

The meeting dated 7/28/23 revealed that the food 

was cold; housekeeping needed to clean the 

bathrooms better and CNAs were not answering 

their call lights.

The meeting dated 8/29/23 revealed that 

housekeeping does not clean their bathrooms or 

mop and CNAs were not answering their call 

lights.

An interview on 9/19/23 at 4:30 PM, with the 

proper temperature, call light audits will be 

conducted on all shifts, weekly for four (4) 

weeks, then monthly for four (4) months, 

and quarterly ongoing. Beginning 

10/11/2023 the Housekeeping Supervisor 

will monitor five (5) resident rooms weekly 

for four (4) weeks, and monthly ongoing to 

ensure the floor is clean under the 

Resident’s bed.  The Director of Nursing 

and the Housekeeping Supervisor will 

present the results of monitoring to the 

Quality Assurance Performance 

Committee monthly starting 11/01/2023.  

Changes to the plan will be made as 

necessary to maintain compliance. The 

Quality Assurance Performance 

Improvement Licensed Practical Nurse is 

responsible for ensuring compliance.
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Administrator confirmed that some of these 

issues he was aware of from past resident 

council meetings.  He revealed that he does go 

around and talk with the residents but agreed that 

following up on the complaints regarding the 

resolution would be beneficial. He stated that they 

talk about the resident council meeting minutes in 

the stand-up meeting and the Quality Assurance 

(QA) meetings if needed.  He stated that the 

residents' food should not be cold and confirmed 

that staffing had been an issue and that he had 

emailed his owner last week in hopes of getting a 

raise for the CNA's, in hopes that they could 

retain staff. 

An interview on 9/20/23 at 7:00 AM, with the 

Director of Nurses (DON) confirmed that some of 

the complaints that were mentioned in the 

resident council meeting on 9/19/23 she was 

aware of like the dietary and staffing concerns.  

She revealed that she had spoken with the 

Administrator about their need for more staffing 

or an increase in pay for the CNA's and 

confirmed that the Administrator was working on 

that issue. She revealed that any issues with the 

nursing department that comes up during the 

resident council meetings are brought to her and 

she handles them but admitted that she has 

never went back to the resident council group that 

complained to do a follow up regarding the 

resolution or to let them know what they are 

working on.

An interview on 9/20/23 at 8:05 AM, with Social 

Services revealed that she holds the monthly 

resident council meetings, and any complaints 

are put on a form for each department and given 

to that department head.  She revealed that she 

does not give the Administrator or the DON a 
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copy of the minutes unless the complaints are 

pertaining to them.  She confirmed she does not 

follow up to see if the complaint had been 

resolved, but they do talk about it in the next 

resident council meeting. She stated that she is 

the facilities Grievance Officer, and she handles 

those formal grievances.  She revealed that she 

does not follow-up with the residents personally to 

make sure the grievance is resolved. She 

admitted that it would be a good idea for her to 

follow-up with the grievances and document it on 

their grievance form.  She also revealed it would 

be a good idea for her to make the administrator 

aware of any repetitive complaints during the 

monthly resident council meetings.  

Resident #7

Record review of Resident #7's "Face Sheet" 

revealed the resident was admitted to the facility 

on 5/21/23 with medical diagnosis that included 

Essential Hypertension.

Record review of Resident #7's Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD) of 6/29/23 revealed in "Section C" a Brief 

Interview for Mental Status (BIMS) score of 10, 

which indicated the resident is moderately 

cognitively impaired.

Resident #17

Record review of Resident #17's "Face Sheet" 

revealed the resident was admitted to the facility 

on 10/27/21 with medical diagnoses that included 

Diaphragmatic Hernia without obstruction or 

gangrene. 

Record review of Resident #17's MDS with an 
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ARD of 7/24/23 revealed in "Section C" a BIMS 

score of 13, which indicated the resident is 

cognitively intact.

Resident #40

Record review of Resident #40's "Face Sheet" 

revealed the resident was admitted to the facility 

on 3/8/22 with medical diagnoses that included 

Diabetes Mellitus due to underlying condition with 

foot ulcer. 

Record review of Resident #40's MDS with an 

ARD of 9/5/23 revealed in "Section C" a BIMS 

score of 15, which indicated the resident is 

cognitively intact.

Resident #64

Record review of Resident #64's "Face Sheet" 

revealed the resident was admitted to the facility 

on 5/31/22 with medical diagnoses that included 

Spinal Stenosis, lumbar region with neurogenic 

claudication.

Record review of Resident #64's MDS with an 

ARD of 8/20/23 revealed in "Section C" a BIMS 

score of 15, which indicated the resident is 

cognitively intact.

Resident #82

Record review of Resident #82's "Face Sheet" 

revealed the resident was admitted to the facility 

on 1/11/23 with medical diagnoses that included 

Benign Prostatic Hyperplasia with lower Urinary 

Tract symptoms. 

Record review of Resident #82's MDS with an 
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ARD of 7/16/23 revealed in "Section C" a BIMS 

score of 15, which indicated the resident is 

cognitively intact.

F 578 Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir

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

§483.10(c)(6) The right to request, refuse, and/or 

discontinue treatment, to participate in or refuse 

to participate in experimental research, and to 

formulate an advance directive.

§483.10(c)(8) Nothing in this paragraph should be 

construed as the right of the resident to receive 

the provision of medical treatment or medical 

services deemed medically unnecessary or 

inappropriate. 

§483.10(g)(12) The facility must comply with the 

requirements specified in 42 CFR part 489, 

subpart I (Advance Directives). 

(i) These requirements include provisions to 

inform and provide written information to all adult 

residents concerning the right to accept or refuse 

medical or surgical treatment and, at the 

resident's option, formulate an advance directive. 

(ii) This includes a written description of the 

facility's policies to implement advance directives 

and applicable State law. 

(iii) Facilities are permitted to contract with other 

entities to furnish this information but are still 

legally responsible for ensuring that the 

requirements of this section are met. 

(iv) If an adult individual is incapacitated at the 

time of admission and is unable to receive 

information or articulate whether or not he or she 

has executed an advance directive, the facility 

may give advance directive information to the 

individual's resident representative in accordance 

F 578 11/3/23

SS=D
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with State law. 

(v) The facility is not relieved of its obligation to 

provide this information to the individual once he 

or she is able to receive such information. 

Follow-up procedures must be in place to provide 

the information to the individual directly at the 

appropriate time.

This REQUIREMENT  is not met as evidenced 

by:

 Based on resident and staff interviews, record 

review, and facility policy review, the facility failed 

provide the resident with the choice for end-of-life 

care for one (1) of 32 residents sampled.  

Resident #72

Findings include:

Record review of facility policy titled, "Advanced 

Directive Policy", undated, revealed, "This facility 

recognizes the resident's rights under state law to 

accept or refuse medical treatment and to 

formulate advance directive such as a Living Will, 

Durable Power of Attorney for health care, and 

decisions regarding resuscitation ....Upon 

admission it is assumed that every resident will 

receive cardiopulmonary resuscitation (CPR) 

unless there is a physician order to the contrary 

and/or written directives from the resident..."

An interview with the Director of Nursing on 

9/21/23 at 7:55 AM, revealed Resident #72 did 

not have a Power of Attorney (POA) directive in 

place and was cognitive and was able to choose 

his code status.  She confirmed the facility failed 

to verify his code status when he became able to 

express his desire for end-of-life care.

An interview with Resident #72 on 9/21/23 at 9:45 

AM revealed his desire for end-of-life care was to 

 F578

1) Resident #72’s code status was 

confirmed and signed by Resident #72 on 

10/05/2023.  Resident #72’s electronic 

medical record was updated on 

10/09/2023 by the Social Worker 

Licensed Practical Nurse.  Current 

resident medical records were audited by 

the Social Worker Licensed Practical 

Nurse on 10/05/2023 to ensure that the 

code status was accurately documented 

in the electronic medical record. 

2) Current residents have the potential to 

be affected by this alleged deficient 

practice. 

3) Licensed nurses were in-serviced on 

10/09/23 by the Staff Development 

Licensed Practical Nurse through SNF 

Clinic on the facility process for ensuring 

that each resident’s code status is 

accurately documented in the electronic 

medical record as of 10/11/23. Newly 

hired staff nurses will be educated by the 

Staff Development Licensed Practical 

Nurse upon hire on the facility process for 

accurately documenting each resident’s 

code status in the electronic medical 
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F 578 Continued From page 11 F 578

not be resuscitated.  

During an interview on 9/21/23 at 9:55 AM, the 

Administrator confirmed it was the resident's right 

to decide their code choice for end-of-life care.  

He stated Resident #72 was cognitive and the 

facility had the responsibility to ensure that end of 

life care was discussed with the resident and that 

the resident was given the opportunity to express 

and verify his decision.  He confirmed it was the 

facility's responsibility to ensure the residents' 

wishes were honored.

Interview with the Admission Coordinator on 

9/21/23 at 10:05 AM, confirmed the admission 

packet was done prior to Resident #72's 

admission.  He stated he met with the resident 

and family prior to the resident's admission and 

the code status was completed at that time by the 

family.  He stated he did not meet with the 

resident once he was admitted and was able to 

make his own decisions on end-of-life care.

Record review of Resident #72's Resident 

Consent for CPR (Cardiopulmonary 

Resuscitation) dated 6/8/23 revealed the 

Resident's Representative signed the consent 

and marked "I consent to a Do Not Resuscitate 

(DNR) order."

Record review of Physician's Order dated and 

signed by physician on 6/8/23 revealed "DNR".

Record review of Resident #72's electronic 

Physician's Orders revealed an order for DNR 

dated 6/9/23.

Record review of Resident #72's "Face Sheet" 

revealed he was admitted to the facility on 6/9/23.  

record. 

4) The Social Worker Licensed Practical 

Nurse will utilize a Quality Assurance 

monitoring tool to ensure ongoing 

compliance of resident code status 

beginning on 10/09/23.  Beginning the 

week of 10/16/2023, the Social Worker 

Licensed Practical Nurse will randomly 

audit 5 resident electronic medical records 

related to code status weekly for Four (4) 

weeks, then monthly for four (4) months.  

Variances will be corrected at the time of 

observation and additional education 

provided when indicated.  Social Worker 

Licensed Practical Nurse Audit results will 

be reported to the Director of Nursing.  

The Director of Nursing will present the 

results of monitoring to the Quality 

Assurance Performance Improvement 

Committee monthly starting 11/01/23, and 

changes to the plan will be made as 

necessary to maintain compliance.  The 

Director of Nursing is responsible for 

ensuring compliance.
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F 578 Continued From page 12 F 578

Diagnoses included Acute Respiratory Failure 

with Hypoxia, Rhabdomyolysis, Hypertension, 

and Acute Kidney Failure.

Record review of Resident #72's Minimum Data 

Set (MDS) with Assessment Reference Date 

(ARD) of 6/16/23 revealed a Brief Interview for 

Mental Status (BIMS) score of 15 which indicated 

the resident was cognitively intact.

F 656 Develop/Implement Comprehensive Care Plan

CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develop and 

implement a comprehensive person-centered 

care plan for each resident, consistent with the 

resident rights set forth at §483.10(c)(2) and 

§483.10(c)(3), that includes measurable 

objectives and timeframes to meet a resident's 

medical, nursing, and mental and psychosocial 

needs that are identified in the comprehensive 

assessment. The comprehensive care plan must 

describe the following -

(i) The services that are to be furnished to attain 

or maintain the resident's highest practicable 

physical, mental, and psychosocial well-being as 

required under §483.24, §483.25 or §483.40; and

(ii) Any services that would otherwise be required 

under §483.24, §483.25 or §483.40 but are not 

provided due to the resident's exercise of rights 

under §483.10, including the right to refuse 

treatment under §483.10(c)(6).

(iii) Any specialized services or specialized 

rehabilitative services the nursing facility will 

provide as a result of PASARR 

recommendations. If a facility disagrees with the 

findings of the PASARR, it must indicate its 

rationale in the resident's medical record.

F 656 11/3/23

SS=D
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(iv)In consultation with the resident and the 

resident's representative(s)-

(A) The resident's goals for admission and 

desired outcomes.

(B) The resident's preference and potential for 

future discharge. Facilities must document 

whether the resident's desire to return to the 

community was assessed and any referrals to 

local contact agencies and/or other appropriate 

entities, for this purpose.

(C) Discharge plans in the comprehensive care 

plan, as appropriate, in accordance with the 

requirements set forth in paragraph (c) of this 

section.

§483.21(b)(3) The services provided or arranged 

by the facility, as outlined by the comprehensive 

care plan, must-

(iii) Be culturally-competent and trauma-informed.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, staff interviews, record 

review, and facility policy review, the facility failed 

to develop and implement a care plan related to 

nail care for one (1) or 24 residents sampled. 

Resident #54

Findings Include:

Record review of the facility policy titled "Care 

Plans, Comprehensive Person-Centered" 

undated, revealed "Policy Statement: A 

comprehensive, person-centered care plan that 

includes measurable objectives and timetables to 

meet the resident's physical, psychosocial and 

functional needs is developed and implemented 

for each resident. Policy Interpretation and 

Implementation ... 2. The care interventions are 

derived from a thorough analysis of the 

information gathered as part of the 

 F656 

1) Nail care was provided for Resident 

#54 by her Certified Nursing Assistant, 

and was observed by the facility 

Admissions Registered Nurse on 

09/19/2023.  The care plan for Resident 

#54 was reviewed by the Minimum Date 

Set Registered Nurse and updated on 

10/09/2023 for nail care as needed.  PRN 

Nail Care was added to all resident’s 

current Care Plan by the Minimum Date 

Set Registered Nurse 0n 10/10/2023. 

     

2) All Residents with self-care deficit 

related to nail care have the potential to 

be affected by this alleged deficient 

practice.  

3) Licensed Nurses and Certified Nursing 
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comprehensive assessment ..." 

Record review of the care plans for Resident #54 

revealed under, "Self-care deficit:  ... shampoo, 

shower/bath: two (2) times a week. 

Fingernail/toenails cleaned and checked."

An observation on 9/19/23 at 3:20 PM, of 

Resident # 54 revealed a dark brown substance 

underneath all the fingernails on the left hand. 

An interview with the Director of Nursing (DON) 

on 9/19/23 at 4:05 PM, confirmed the aides were 

responsible for cleaning Resident # 54's nails with 

bathing and anytime they were dirty and revealed 

dirty nails could lead to an infection. 

An interview with the Minimum Data Set (MDS) 

Nurse on 9/21/23 at 8:15 AM, revealed the 

purpose of the care plan was to ensure the 

residents were getting adequate care and identify 

their risk. She revealed all the staff, including the 

aides, have access to the care plan. She 

acknowledged Resident # 54's care plan should 

have nail care as needed (PRN) to ensure the 

nails remained clean every day.

An interview with the DON on 9/21/23 at 9:35 AM, 

revealed the care plan should be resident 

centered. She confirmed the care plan was what 

staff followed to know what the residents' needs 

were. The DON revealed she couldn't say 

whether staff followed Resident #54's care plan 

but confirmed nail care was for as needed (PRN) 

to cover every day.

Record review of the "Face Sheet" revealed 

Resident # 54 was admitted to the facility on 

10/18/22 with medical diagnoses that included 

Assistants were in-serviced on 

09/21/2023, on the need to ensure that all 

Residents with self-care deficit related to 

nail care receive nail care as needed to 

ensure that their fingernails are clean.  

4) Minimum Data Set Registered Nurses 

will monitor care plan interventions related 

to nail care during the initial resident 

assessment, quarterly care conferences, 

and during changes to the care plan 

related to Resident’s change in condition.  

The Variances will be corrected by the 

Minimum Data Set Registered Nurses at 

the time of observation and additional 

education provided to Nursing staff when 

indicated.  Beginning the week of 

10/16/2023, the Minimum Data Set 

Registered Nurses will audit resident care 

plans related to nail care weekly for four 

(4) weeks then, monthly for four (4) 

months, and quarterly ongoing.  Beginning 

the week of 10/16/2023 the Quality 

Assurance Performance Improvement 

Licensed Practical Nurse will make 

observation of Resident fingernails weekly 

for four (4) weeks then, monthly for four 

(4) months, and quarterly ongoing.  The 

Quality Assurance Performance 

Improvement Licensed Practical Nurse 

will present the results of monitoring to the 

Director of Nursing as audits are 

completed.  The Director of Nursing will 

present the results of monitoring to the 

Quality Assurance Performance 

Improvement Committee monthly starting 

11/01/23, and changes to the plan will be 

made as necessary to maintain 
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Unspecified Dementia and Bipolar Disorder. 

Record review of Resident #54's Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD) of  revealed  "Section C" under "C0100," 

that resident was "rarely/never understood."

compliance.  The Director of Nursing is 

responsible for ensuring compliance.

F 677 ADL Care Provided for Dependent Residents

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

§483.24(a)(2) A resident who is unable to carry 

out activities of daily living receives the necessary 

services to maintain good nutrition, grooming, and 

personal and oral hygiene;

This REQUIREMENT  is not met as evidenced 

by:

F 677 11/3/23

SS=D

 Based on observation, staff interviews, record 

review and facility policy review, the facility failed 

to perform nail care for a resident dependent on 

staff for one (1) of 24 residents sampled. 

Resident #54

Findings Include:

Record review of the facility policy titled 

"Fingernails/Toenails, Care of" undated revealed 

"Purpose: The purposes of this procedure are to 

clean the nail bed, to keep nails trimmed, and to 

prevent infection ...General Guidelines 1. Nail 

care includes daily cleaning and regular 

trimming..."  

An observation on 9/19/23 at 3:20 PM, of 

Resident # 54 revealed a dark brown substance 

underneath all the fingernails on her left hand. 

An observation and interview on 9/19/23 at 3:25 

PM, with Certified Nurse Aide (CNA) # 1 

confirmed Resident # 54 had a brown substance 

 F677

1) Nail Care was provided to Resident #54 

on the 09/19/2023 by the Treatment 

Licensed Practical Nurse to remove the 

brown substance underneath all nails on 

the left hand, and ensure nails on the right 

hand were clean.  Nail Care PRN was 

added to Resident #54 Care Plan on 

10/09/2023 by the Minimum Data Set 

Registered Nurse.  A nail care audit was 

completed on all residents in the facility on 

09/19/2023 by the Facility Admissions 

Registered Nurse.   

2) Residents that reside in the facility and 

require the staff to provide nail care have 

the potential to be affected by this alleged 

deficient practice.

  

3) Nursing Staff was in-serviced on 

10/01/2023 by the Quality Assurance 

Performance Improvement Licensed 
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underneath the nails on the left hand. She stated, 

"They need cleaning," and revealed the aides 

were responsible for cleaning the residents' nails 

while bathing and when needed.

An observation and interview on 9/19/23 at 3:35 

PM, with Licensed Practical Nurse (LPN) # 1 

confirmed a brown substance under Resident 

#53's nails on the left hand. She revealed the 

aides were responsible for cleaning the residents' 

nails anytime they were dirty. 

An interview with the Director of Nursing (DON) 

on 9/19/23 at 4:05 PM, confirmed the aides were 

responsible for cleaning Resident # 54's nails 

while bathing and anytime they are dirty and 

revealed dirty nails could lead to an infection. 

Record review of the "Face Sheet" revealed 

Resident # 54 was admitted to the facility on 

10/18/22 with medical diagnoses that included 

Unspecified Dementia and Bipolar Disorder.

Record review of the Minimum Data Set (MDS) 

with an Assessment Reference Date (ARD) of 

7/22/23 revealed, under "section C," that the 

"Cognitive Skills for Daily Decision-Making" are 

severely impaired. Also revealed under "section 

G," Activities of Daily Living (ADL) Assistance, the 

resident required extensive assistance with 

personal hygiene.

Practical Nurse related to Activities of 

Daily Living which included providing nail 

care to Residents when giving baths and 

as needed. Nursing Staff received 

additional in-service by the Quality 

Assurance Performance Improvement 

Licensed Practical Nurse related to nail 

care on 10/05/2023.

4) Beginning 10/16/2023 A Nail Care Audit 

will be completed on all Residents by the 

Quality Assurance Performance 

Improvement Licensed Practical Nurse 

weekly for four (4) weeks then, monthly 

for four (4) months, then quarterly 

ongoing.   The Quality Assurance 

Performance Improvement Licensed 

Practical Nurse will present the results of 

monitoring to the Director of Nursing as 

audits are completed.  The Director of 

Nursing will make report to the Quality 

Assurance Performance Improvement 

Committee monthly meeting starting 

11/01/2023, and changes to the plan will 

be made as necessary to maintain 

compliance.

F 725 Sufficient Nursing Staff

CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff. 

The facility must have sufficient nursing staff with 

the appropriate competencies and skills sets to 

provide nursing and related services to assure 

F 725 11/3/23

SS=D
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resident safety and attain or maintain the highest 

practicable physical, mental, and psychosocial 

well-being of each resident, as determined by 

resident assessments and individual plans of care 

and considering the number, acuity and 

diagnoses of the facility's resident population in 

accordance with the facility assessment required 

at §483.70(e).

§483.35(a)(1) The facility must provide services 

by sufficient numbers of each of the following 

types of personnel on a 24-hour basis to provide 

nursing care to all residents in accordance with 

resident care plans:

(i) Except when waived under paragraph (e) of 

this section, licensed nurses; and

(ii) Other nursing personnel, including but not 

limited to nurse aides.

§483.35(a)(2) Except when waived under 

paragraph (e) of this section, the facility must 

designate a licensed nurse to serve as a charge 

nurse on each tour of duty.

This REQUIREMENT  is not met as evidenced 

by:

 Based on resident, family, and staff interviews, 

record review, and facility policy review,

the facility failed to ensure adequate staff for the 

care of the residents as evidenced by not 

answering call lights, getting the residents up and 

not delivering meal trays in a timely manner for 

nine (9) of 105 residents reviewed. Resident #6, 

Resident #7, Resident #17, Resident #40, 

Resident #54, Resident#59, Resident #64, 

Resident #74, and Resident #82.

Findings Include:

Record review of the facility policy titled "Nursing 

 F725

1) Nurse Agency Contracts were updated 

on 09/21/23 to utilize supplemental 

staffing as needed to meet the needs of 

our Residents.  The facility will continue to 

utilize contract staffing to supplement 

staffing levels as needed, until new hires 

can be recruited, hired, and be fully 

oriented.  The Director of Nursing, 

Assistant Director of Nursing, and the 

Staff Development Licensed Practical 

Nurse will address call-ins with individual 

employees as needed.  The facility Staff 
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Services" with a revision date of 9/2022 revealed 

" ... Sufficient Nursing Services: The facility will 

have sufficient nursing staff with the appropriate 

competencies and skills sets to provide nursing 

and related services to assure resident safety, 

and attain or maintain the highest practicable 

physical, mental, and psychosocial well-being of 

each resident, as determined by their resident 

assessments and individual plan of care and 

considering the number, acuity and diagnoses of 

the facility's resident population as stated in the 

facility assessment ..."  

Record review of the Resident Council Meeting 

Minutes revealed in the meeting dated 6/23/23 

and 7/28/23 revealed that CNAs were not 

answering their call lights and the food was cold. 

The meeting dated 8/29/23 revealed CNAs were 

not answering their call lights.

An interview with the Director of Nursing (DON) 

on 9/18/23 at 10:15 AM, revealed staffing has 

been an issue for the facility.

Resident #6

An interview on 9/18/23 at 12:10 PM, with 

Resident # 6's daughter, revealed the facility had 

staffing problems and did not have enough help. 

She stated, "The facility has been so short-staffed 

at times and especially on the weekends." She 

revealed that she came to the facility every day 

and had witnessed several call lights going off 

and no one would be available to answer them.

Record review of Resident # 6's Face Sheet 

revealed the resident was admitted to the facility 

on 5/03/23 with medical diagnoses that included 

Alzheimer's Disease. 

Development Nurse will monitor the 

facility’s electronic application portal to 

respond to all applicants timely. The 

facility Receptionist will provide any 

walk-in applicants with an application, and 

notify the Staff Development Nurse that 

an application has been received.  On 

10/13/2023, the facility Administrator 

received approval to increase the starting 

base salary for Certified Nursing 

Assistants from $12.00 Per Hour to 

$15.00 Per Hour.  The increase in pay 

rate for Certified Nursing Assistants will 

take effect starting on our next pay period 

on 10/23/2023.    

2) All residents have the potential to be 

affected by this alleged deficient practice.   

3) Staff attendance / call-ins was 

addressed by the Staff Development 

Licensed Practical Nurse on 10/05/2023 

during an in-service to all staff.  The 

Administrator and Director of Nursing 

provided education to the Assistant 

Director of Nursing and Staff 

Development Licensed Practical Nurse on 

maintaining the appropriate level of 

staffing to meet the needs of our 

Residents on 10/13/2023.    

4) Beginning the week of 10/16/2023 the 

Assistant Director of Nursing, and the 

Staff Development Licensed Practical 

Nurse will monitor staffing levels daily, to 

ensure that appropriate staffing levels are 

met to meet the needs of our Residents.  

Beginning the week of 10/16/2023 Weekly 

audits will be completed by the Assistant 
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Record review of Resident #6's Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD) of 8/23/23, "Section C,"revealed a Brief 

Interview for Mental Status (BIMS) score of 04, 

indicating the resident was severely cognitively 

impaired. 

Resident #7

During the Resident Council meeting on 9/19/23 

at 2:30 PM, Resident #7 complained that the food 

was cold. 

Record review of Resident #7's Face Sheet 

revealed the resident was admitted to the facility 

on 5/21/23 with medical diagnoses that included 

Essential Hypertension. 

Record review of Resident #7's MDS with an ARD 

of 6/29/23 revealed, under "Section C," a BIMS 

score of 10, which indicated the resident was 

moderately cognitively impaired.

Resident #17

In the Resident Council meeting on 9/19/23 at 

2:30 PM, Resident #17 complained that the food 

was cold. Resident #17 stated that she thought 

the food was cold because the trays sit on the hall 

too long before they deliver them, and that was 

because they do not have enough staff. Resident 

#17 stated that the lack of staffing was the main 

issue with most of their problems.

Record review of Resident #17's Face Sheet 

revealed the resident was admitted to the facility 

on 10/27/21 with medical diagnoses that included 

Diaphragmatic Hernia without obstruction or 

gangrene. 

Record review of Resident #17's MDS with an 

Director of Nursing to ensure that 

appropriate staffing levels are maintained.  

Beginning the week of 10/16/2023 the 

Staff Development Licensed Practical 

Nurse will monitor the total amount of new 

employees hired each week, and report to 

the Director of Nursing.  Beginning the 

week of 10/16/2023  the Assistant Director 

of Nursing will report staffing levels to the 

Director of Nursing daily for four (4) weeks 

then, monthly for four (4) months, and 

quarterly ongoing  The Director of Nursing 

will make report to the Quality Assurance 

Performance Improvement Committee 

monthly meeting beginning the week of 

11/01/2023, and ongoing. Changes to the 

plan will be made as necessary to 

maintain compliance.  The Director of 

Nursing is responsible for ensuring 

compliance.
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ARD of 7/24/23 revealed, under "Section C," a 

BIMS score of 13, which indicated the resident 

was cognitively intact.

Resident #40

An interview on 9/18/23 at 3:10 PM, with Resident 

#40 revealed she had waited for up to an hour on 

two separate occasions for someone to come 

change her brief. She revealed she pushed the 

call light, and no one came, so she called the 

administrator on his cell phone to try to get some 

help. She revealed that the residents don't get the 

care they need. The resident revealed that she 

sometimes missed morning activity due to the 

assigned aide being too busy to get her up in 

time. 

During an interview on 9/19/23 at 2:30 PM, during 

Resident Council, Resident #40, revealed that the 

facility does not have enough staff, and it takes 

too long to get their call lights answered most of 

the time. Resident #40 revealed there had been 

twice in the last month that she used her call light, 

and it took almost an hour for someone to come. 

Resident #40 also complained that the food was 

cold. 

An interview on 9/19/23 at 4:15 PM, with the 

Activity Director, revealed Resident # 40 has 

missed several morning activities due to the staff 

not getting her up in time. She revealed that she 

has addressed the issue with the charge nurse on 

the floor and so far, there has not been a 

resolution. She stated, "It's only in the morning 

that she doesn't always get to come."

An interview with the Director of Nursing (DON) 

on 9/19/23 at 4:25 PM, confirmed she was aware 

that Resident # 40 had missed some morning 

activities due to staff not getting her up. She 
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revealed the aides do get the resident up as soon 

as they can, but it's not always before morning 

activity.

Record review of Resident #40's Face Sheet 

revealed the resident was admitted to the facility 

on 3/8/22 with medical diagnoses that included 

Diabetes Mellitus due to underlying condition with 

foot ulcer.

Record review of Resident #40's MDS with an 

ARD of 9/5/23 revealed, under "Section C," a 

BIMS score of 15, which indicated the resident 

was cognitively intact.

Resident #54

An interview on 9/19/23 at 8:12 AM, with Resident 

# 54's husband revealed he had asked staff for 

help to get his wife up since he arrived at the 

facility around 7AM. He revealed he had asked 

Licensed Practical Nurse (LPN) # 2, and she had 

been unable to find any staff to assist. He stated, 

"They just don't have any help." He confirmed 

that they do not have any staff to change briefs 

when it's needed and on weekends it was worse 

than the weekdays and last Saturday (9/16/23) 

while he was at the facility, his wife did not get her 

brief changed like she was supposed to. 

An interview with LPN # 2 on 9/19/23 at 8:20 AM, 

confirmed that she had been trying to find a staff 

member to help Resident #54 get up and had 

been unable to find anyone. She revealed that 

she was unable to get the resident up by herself 

because the resident required a lift and 2 staff 

assistance.  

Record review of Resident # 54's Investigation 

Notes dated 4/06/23 conducted by the Director of 
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Nursing revealed, "It was reported to me by 

Resident # 54's husband that his wife hadn't been 

changed in over 4 hours. I went to the 

administrator's office to watch the cameras. 

Nurse Aide (NA) # 2 went into the room from 

545a until 553a. NA # 2 went back into room from 

605-615a. She came out with a bag in her hand 

and threw it into the trash. Resident's Roommate 

is continent. LPN # 2 went into the room at 

737am. Resident # 54's husband arrived at facility 

at 742am .... Tray at 803a. Resident # 54's 

husband feeds his wife. Trays were picked up 

completely and taken off hall at 853am. At 

934am-946a, Certified Nurse Aide # 3 went into 

room and came out with trash bag in her hand. 

LPN # 3 completed body audit due to over 2 

hours passing since being changed. Body audit 

clear."

Record review of Resident # 54's Face Sheet 

revealed the resident was admitted to the facility 

on 10/18/23 with medical diagnoses that included 

Unspecified Dementia.

Record review of Resident #54's MDS with an 

ARD of 7/22/23 revealed, "Section C," Cognitive 

Skills for Daily Decision Making are severely 

impaired. 

Resident #59

An interview on 09/18/23 at 12:00 PM, with 

Resident #59 revealed the facility did not have 

enough staff to care for the residents. He 

revealed he had waited for 30 minutes to 1 hour 

to get his call light answered and had to get his 

own ice at times. 

Record review of Resident #59's Face Sheet 

revealed the resident was admitted to the facility 
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on 9/09/19 with medical diagnoses that included 

Encounter for Surgical Aftercare Following 

Surgery on the Circulatory System. 

Record review of Resident #59's MDS with an 

ARD of 7/28/23 revealed, "Section C," a BIMS 

score of 15, which indicated the resident was 

cognitively intact. 

Resident # 64

During a Resident Council meeting on 9/19/23 at 

2:30 PM, Resident #64 revealed that the facility 

does not have enough staff, and it takes too long 

to get their call lights answered most of the time.

Record review of Resident #64's Face Sheet 

revealed the resident was admitted to the facility 

on 5/31/22 with medical diagnoses that included 

Spinal Stenosis, lumbar region with neurogenic 

claudication. 

Record review of Resident #64's MDS with an 

ARD of 8/20/23 revealed  "Section C" a BIMS of 

score of 15, which indicated the resident was 

cognitively intact.

Resident # 74

An interview with Resident #74 on 09/18/23 at 

10:35 AM, revealed she had frequent urination 

and had trouble getting staff to carry her to the 

bathroom. She revealed that this morning, she 

had her call light on, and nobody came. She 

revealed the nurse finally came in and went and 

got an aide to assist. 

Record review of Resident #74's Face Sheet 

revealed the resident was admitted to the facility 

on 10/20/22 with medical diagnoses that included 

Abnormalities of gait and mobility and 
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Unspecified Dementia.

Record review of Resident #74's MDS with an 

ARD of 7/23/23 revealed in "Section C" a BIMS of 

score of 13, which indicated the resident was 

cognitively intact.

Resident # 82

During a Resident Council meeting on 9/19/23 at 

2:30 PM, Resident #82 revealed that the facility 

does not have enough staff, and it takes too long 

to get their call lights answered most of the time. 

He stated that he had waited 40 minutes before 

his call light was answered. Resident #82 stated 

that the lack of staffing was the main issue with 

most of their problems and that turnover with the 

staff was bad. Resident #82 revealed that once 

you get used to a CNA and they get used to you, 

then they're gone and there is a new one that 

does not know anything. Resident #82 also 

complained that the food was cold.  

Record review of Resident #82's Face Sheet 

revealed the resident was admitted to the facility 

on 1/11/23 with medical diagnoses that included 

Benign Prostatic Hyperplasia with lower Urinary 

Tract symptoms, Difficulty walking and Lack of 

Coordination. 

Record review of Resident #82's MDS with an 

ARD of 07/16/23 revealed a BIMS score of 15 

which indicated the resident was cognitively 

intact.

An observation on 09/19/23 at 8:00 AM, of the 

300 hall revealed the breakfast trays sitting on 

hall cart with no staff to help pass them out. 

An observation on 9/19/23 at 8:10 AM, of the 300 
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hall revealed Certified Nurse Aide (CNA) #4 

began to get trays to take to the resident's rooms 

and she was the only staff member passing trays 

and later called for help from the desk to get 

some staff to help her in order to get the trays to 

the residents.

An interview with CNA # 5 on 9/19/23 at 8:25 AM, 

revealed she got pulled to the floor this morning 

and was the transportation aide. 

An interview on 9/19/23 at 4:30 PM, with the 

Administrator confirmed that staffing had been an 

issue, and he had emailed his owner last week 

regarding the staffing issue.

An interview with DON on 9/19/23 at 4:35 PM, 

revealed she was aware of the resident and 

family complaints regarding staffing. She 

revealed they usually try to staff eight aides total 

for the building but no less than seven. Inquired 

from the DON whether the facility had enough 

staff to meet the residents' needs, and she 

replied, "Yes, but I don't disagree that we need 

more help." She revealed a lot of the aides do 

work extra hours, and they do give incentives and 

bonuses, but agreed that staffing has been a big 

issue. She revealed the facility does the nurse 

aide classes and recently the administrator 

requested a raise for the aides, which was still in 

the process. The DON revealed that Resident 

#54's husband had not come to her to report any 

concerns about the resident getting up. She 

revealed he had come to her several months ago 

to report that his wife was not being changed in a 

timely manner. She revealed after she did an 

investigation and she concluded the resident had 

not been changed in three hours. 
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An interview on 9/20/23 at 7:00 AM, with the DON 

confirmed that she was aware of some of the 

complaints that were mentioned in the resident 

council meeting on 9/19/23 about staffing. She 

confirmed that she had spoken with the 

Administrator about their need for more staffing 

or an increase in pay for the aides in the past few 

weeks.

An interview with LPN #1 on 9/20/23 at 8:45 AM, 

confirmed that staffing had been a struggle. She 

revealed on day shift they usually have seven or 

eight aides. She revealed they do have call ins 

and occasionally the aides on the schedule just 

don't show up. Inquired whether the facility had 

enough staff to meet the needs of the residents, 

and she replied, "It can be a struggle at times; 

We have some residents that are more 

demanding at times." She revealed there may be 

an occasion where a resident's call light might go 

off for 30 minutes, but in those instances the aide 

typically answers the call light and turns it off 

while notifying the resident they are tied up and 

will be back. She revealed the aides are also 

responsible for giving their assigned residents a 

shower.

An interview on 9/21/23 at 8:35 AM, with Nurse 

Aide (NA) #6 revealed she was working on 300 

hall today and assigned to rooms 307-314. She 

confirmed that they do not have enough staff to 

care for the residents and that they do have 

trouble getting the meal trays passed out timely 

because her partner was assigned to work in the 

main dining room. She revealed they sometimes 

work short because of call ins. Inquired whether 

they have enough staff to adequately care for the 

residents, and she replied, "Today yes, other 

day's no." She revealed that she doesn't think the 
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residents get the proper care and stated, "They 

won't get any extra care such as nail care."

An interview with Nurse Aide (NA) # 7 on 9/21/23 

at 9:15 AM, revealed he had been working on the 

floor for about a month and that they do not have 

enough staff to care for the residents. He stated, 

"We can't keep people." He revealed we can't 

care for the residents the way they need to be 

cared for. 

An interview with DON on 9/21/23 at 9:30 AM, 

revealed that they did not use agency for 

additional staff, but they may reconsider because 

the staff were tired and overworked. Inquired 

whether the residents were receiving proper care, 

and she replied, "We do the bare minimum, but 

we don't go above, and beyond, which is what 

these residents deserve."

An interview with the Administrator on 9/21/23 at 

11:20 AM, revealed that the facility lost two more 

aides recently. He revealed that he recently got 

with the owner about increasing the pay for the 

aides and that staffing had been a concern, but 

they were addressing it.

F 880 Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an 

infection prevention and control program 

designed to provide a safe, sanitary and 

comfortable environment and to help prevent the 

development and transmission of communicable 

diseases and infections.

§483.80(a) Infection prevention and control 

F 880 11/3/23

SS=E
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program. 

The facility must establish an infection prevention 

and control program (IPCP) that must include, at 

a minimum, the following elements: 

§483.80(a)(1) A system for preventing, identifying, 

reporting, investigating, and controlling infections 

and communicable diseases for all residents, 

staff, volunteers, visitors, and other individuals 

providing services under a contractual 

arrangement based upon the facility assessment 

conducted according to §483.70(e) and following 

accepted national standards;

§483.80(a)(2) Written standards, policies, and 

procedures for the program, which must include, 

but are not limited to:

(i) A system of surveillance designed to identify 

possible communicable diseases or 

infections before they can spread to other 

persons in the facility;

(ii) When and to whom possible incidents of 

communicable disease or infections should be 

reported;

(iii) Standard and transmission-based precautions 

to be followed to prevent spread of infections;

(iv)When and how isolation should be used for a 

resident; including but not limited to:

(A) The type and duration of the isolation, 

depending upon the infectious agent or organism 

involved, and 

(B) A requirement that the isolation should be the 

least restrictive possible for the resident under the 

circumstances.  

(v) The circumstances under which the facility 

must prohibit employees with a communicable 

disease or infected skin lesions from direct 

contact with residents or their food, if direct 
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contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed 

by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents 

identified under the facility's IPCP and the 

corrective actions taken by the facility. 

§483.80(e) Linens.  

Personnel must handle, store, process, and 

transport linens so as to prevent the spread of 

infection.  

§483.80(f) Annual review.  

The facility will conduct an annual review of its 

IPCP and update their program, as necessary.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, staff interviews, record 

review, and facility policy review the facility failed 

to perform medication administration using proper 

hand hygiene, failed to ensure a multi-use 

glucometer was properly cleaned and disinfected, 

and failed to wear masks in the resident halls in 

the facility during a COVID-19 outbreak for two 

(2) of four (4) survey days.

Findings Include:

Review of the facility policy titled, "Infection 

Prevention and Control Program" with no revision 

date revealed "Policy: This facility has established 

and maintains an infection prevention and control 

program designed to provide a safe, sanitary, and 

comfortable environment and to help prevent the 

development and transmission of communicable 

diseases and infections..."

Review of the facility policy titled, "Personal 

 F880

1) Licensed Practical Nurse #5 was 

in-serviced on 09/19/2023 by the Director 

of Nursing on the correct procedures to 

clean and disinfect glucometers after 

each use. All Licensed Nurses were 

in-serviced on 09/20/2023 by the Staff 

Development Nurse on the proper steps 

to clean and disinfect glucometers after 

each use, and proper hand hygiene.   The 

Policy and Procedure to clean 

glucometers was updated on 10/04/2023 

to wipe down the glucometer vigorously 

with a disinfect wipe, then cover the 

glucometer with a second disinfect wipe 

for two (2) minutes.   Licensed Practical 

Nurse #4 and Certified Nursing Assistant 

#8 were in-serviced by the Infection 

Preventionist on 09/20/2023 on the 

requirement to wear face mask during a 

Covid-19 outbreak.   LPN #6 was 
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Protective Equipment" with no revision date 

revealed "Policy: This facility promotes 

appropriate use of personal protective equipment 

to prevent the transmission of pathogens to 

residents, visitors, and other staff ..."

Review of the facility policy titled, "Glucometer 

Disinfection" undated, revealed "Policy: The 

purpose of this procedure is to provide guidelines 

for the disinfection of capillary-blood sampling 

devices to prevent transmission of blood borne 

disease to residents and employees ... 3. The 

glucometers should be disinfected with a wipe 

pre-saturated with an EPA registered healthcare 

disinfectant that is effective against HIV (Human 

immunodeficiency viruses), Hepatitis C, and 

Hepatitis B virus. Surfaces are to remain wet for 2 

minutes..."

Review of the facility policy titled, "Hand Hygiene" 

undated, revealed "Policy:  All staff will perform 

proper hand hygiene procedures to prevent the 

spread of infection to other personnel, residents, 

and visitors..."

Observation and interview on entry into the facility 

on 9/18/23 at 10:15 AM, signage indicated the 

facility was in a COVID-19 outbreak, with the 

need to wear a mask. Interview with the Director 

of Nurses (DON) at this time confirmed the facility 

was in a COVID-19 outbreak with four (4) positive 

residents and eight (8) staff members.

An observation and interview on 09/19/23 at 4:45 

PM, revealed LPN #5 performed an Accu-Check 

on a resident in room 107B using a multi-use 

glucometer. Upon her return to the medication 

cart, she obtained two disposable wipes from the 

purple top germicidal cleaner container, LPN #5 

in-serviced by the Director of Nursing on 

09/20/2023 on properly performing hand 

hygiene during medication administration.  

On 09/20/2023 all Staff was in-serviced on 

proper technique to perform hand 

hygiene.  The step-by-step procedure to 

clean glucometers was added to the 

Licensed Nurses orientation packet and 

yearly Skills Check off for Licensed 

Nursing Staff on 10/04/2023 by the Staff 

Development Licensed Practical Nurse.

  

2) All Residents residing in the facility 

have the potential to be affected by this 

alleged deficient practice related to 

improper glucometer cleaning and 

improper hand hygiene.  

3) All Licensed Nurses were in-serviced 

on 09/20/2023 by the Staff Development 

Nurse on the proper steps to clean and 

disinfect glucometers after each use.  All 

Licensed Nursing staff was in-serviced on 

the updated policy and procedure related 

to cleaning glucometers on 10/04/2023.  

All staff were in-serviced on 09/20/2023 

by the Staff Development Nurse on the 

requirement to wear face mask during 

Covid-19 outbreaks.  

4) Beginning 10/16/2023 The Quality 

Assurance Performance Improvement 

Licensed Practical Nurse will audit four (4) 

facility Licensed Practical Nurses weekly 

for four (4) weeks, then monthly for four 

(4) months and quarterly ongoing related 

glucometer disinfecting and proper hand 
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cleaned the glucometer with a wipe briskly on the 

front, back, and sides for approximately 30 

seconds and then placed the glucometer in a 

clear plastic cup sitting on the medication cart, 

she then wiped the barrier tray and placed in the 

bottom drawer of her cart and disposed of the two 

wipes. Interview at that time about the proper 

cleaning and disinfecting time for the glucometer, 

LPN #5 revealed, "I think it's for about one (1) 

minute. I didn't clean it for a minute, did I?" After 

further discussion and observation of the 

Germicidal cleaner labeling, LPN #5 revealed the 

proper time is two (2) minutes for disinfecting and 

confirmed she failed to clean for the proper time. 

She revealed the glucometer not being properly 

cleaned for the recommended amount of time 

could cause the glucometer to not be disinfected 

properly. 

An interview on 09/19/23 at 5:05 PM, the DON 

confirmed that the proper time for cleaning the 

glucometer is two minutes, and it is supposed to 

be cleaned and sanitized with the purple top 

cleaner wipe. She revealed a failure to properly 

clean could lead to cross-contamination of any 

blood-borne infections. The DON revealed the 

LPN is a new nurse but has been trained in the 

proper technique for cleaning the glucometers. 

An observation and interview on 9/20/23 at 6:00 

AM, with the Infection Preventionist it was 

revealed that Licensed Practical Nurse (LPN) #4 

was walking on the 300 hall with no mask. 

Interview with LPN #4 revealed, "Even though I'm 

vaccinated?"  The Infection Preventionist 

informed LPN #4 that when she was walking in 

the hall, talking, or caring for a resident she 

needed to wear a mask to prevent the spread of 

infection. Continued observation at this time 

hygiene during medication administration.  

The Infection Preventionist Registered 

Nurse will monitor all employees for the 

use of face masks during Covid-19 

outbreaks in the facility weekly for four (4) 

weeks, then monthly for four (4) months 

and quarterly ongoing.  Findings will be 

turned in to the Director of Nursing for 

review weekly for four (4) weeks then, 

monthly for four (4) months and quarterly 

ongoing.  The Quality Assurance 

Performance Improvement Licensed 

Practical Nurse will present the results of 

monitoring to the Director of Nursing as 

audits are completed.  The Director of 

Nursing will make report to the Quality 

Assurance Performance Improvement 

Committee monthly meeting starting 

11/01/2023, and changes to the plan will 

be made as necessary to maintain 

compliance.  The Quality Assurance 

Performance Improvement Licensed 

Practical Nurse is responsible for 

compliance.
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revealed Certified Nurse Assistant (CNA) #8 

came out of the nurse's station on the 200 hall 

with no mask, went to the day room and walked 

back down the 200 hall.  At this time, the Infection 

Preventionist informed CNA #8 to put a mask on. 

An interview at this time with CNA #8 confirmed 

she did not have a mask on. When asked if she 

had been in-serviced to wear a mask, she replied, 

"Someone may have mentioned it".  CNA #8 

confirmed she was aware the facility was in a 

COVID-19 outbreak, and replied "Yes," and 

stated that the purpose of wearing a mask was, 

"to prevent or decrease the spread of COVID-19". 

An interview on 9/20/23 at 7:00 AM, with the DON 

confirmed that staff members should be wearing 

a mask while in the facility since the facility is in a 

COVID-19 outbreak to prevent the spread of 

COVID-19.

An observation on 09/20/23 at 8:15 AM, revealed 

LPN #6 failed to wash his hands or use hand 

sanitizer prior to preparing medications for a 

resident in room number 409A. LPN #6 entered 

room number 409A and set the tray barrier on the 

overbed table. LPN #6 did not wash his hands 

before giving the medications, he completed the 

medication administration and exited the room. 

LPN #6 failed to wash his hands or use hand 

sanitizer upon return to the medication cart.  

An interview on 09/20/23 at 8:35 AM, LPN #6 

confirmed that he didn't wash or sanitize his 

hands prior to preparing medications and failed to 

perform hand hygiene before giving the 

medications and upon return to the medication 

cart. LPN #6 confirmed that by not utilizing proper 

hand hygiene that his hands could spread 

infections between residents, and he knew that 
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hand washing was a very important thing to do. 

An interview on 09/20/23 at 8:45 AM, with the 

Assistant Director of Nurses (ADON) revealed it 

is our policy that staff properly wash their hands 

especially while passing medications. She 

confirmed that not washing hands could easily 

spread infection between residents. 

Record review and interview on 9/20/23 at 11:00 

AM, the DON confirmed LPN #4 attended facility 

inservices related to using Personal Protective 

Equipment (PPE) on 6/1/23 and Employee mask 

usage on 4/3/23 and CNA #8 attended inservices 

on Infection Control and Barrier Precautions on 

6/30/23.
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