PRINTED: 12/06/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255232 B. WiNG 11/06/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

302 ALCORN DRIVE

CORNERSTONE REHABILITATION AND HEALTHCARE CENTER
CORINTH, MS 38834

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

The State Agency (SA) conducted an annual
recertification survey along with two (2) complaint
investigations (Cl MS #23117 and Cl MS #23203)
at the facility on 10/30/23 through 11/06/23. The
SA determined the facility was not in compliance
with requirements for participation in Medicare
and Medicaid and cited regulatory deficiencies at
F604, F677, and F880. The SA determined the
facility was not in compliance with CI MS #23117
and cited F600. The SA determined the facility
was not in compliance with CI MS #23203 and
cited F600, F610, F656, F803 and F835.

The SA identified an Immediate Jeopardy (IJ) and
Substandard Quality of Care (SQC) that began
on 06/17/23, when the facility neglected to ensure
a resident received the adequate care and
services after Resident #13 became
unresponsive and required hospitalization and it
was discovered at the Emergency Room (ER)
that he had a golf ball size food bolus in the
oropharynx area that was removed. Resident #13
returned to the facility after hospitalization on
06/20/23 and the facility neglected to review the
hospital admission paperwork to have knowledge
that the resident had choked and was
experiencing dysphagia. Resident #13 choked
again on 08/20/23 and required the Heimlich
Maneuver and a large piece of meat was
removed from his airway. Resident #13 was
served a regular texture diet on 10/25/23 and
became unresponsive and without a pulse and
respirations and required life sustaining
measures and was transported to the hospital
where they removed a large food bolus in his
oropharynx prior to mechanical ventilation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/29/2023

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 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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The facility failed to review Resident #13's prior
incidents and hospital visit records and failed to
ensure diet orders were correct for Resident #13
to prevent further choking incidents. The facility's
failure to recognize the reoccurring concerns of
choking with Resident #13 and failure to serve
the correct diet to prevent further episodes of
choking placed this resident and other residents
at risk in a situation that was likely to cause
serious harm, injury, impairment or death.

IJ and SQC existed at:

42 CFR 483.12 Freedom from Abuse, Neglect,
and Exploitation - F600, Scope and Severity (S/S)
"

IJ existed at:

42 CFR 483.21(b)(1) Develop Comprehensive
Care Plans- F656 - S/S - "J"

42 CFR 483.60(c)(3)(5) Menus and nutritional
adequacy F803 - S/S - "J"

42 CFR 483.70 Administration - F835 - S/S - "J"

On 11/02/23 at 3:35 PM, the SA notified the
facility's Administrator of the 1J and SQC and
provided the facility with the IJ templates.

The facility submitted an acceptable Removal
Plan on 11/03/23, in which the facility alleged all
corrective actions to remove the IJ were
completed on 11/03/23 and the IJ was removed
on 11/04/23.

The SA validated the Removal Plan on 11/06/23
and determined the |1J was removed on 11/04/23,
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prior to exit. Therefore, the S/S for 42 CFR
483.12 Freedom from Abuse, Neglect, and
Exploitation - (F600), 42 CFR 483.21(b)(1)
Develop Comprehensive Care Plans - (F656), 42
CFR 483.60(c)(3)(5) Menus and nutritional
adequacy - (F803), and 42 CFR 483.70
Administration - (F835) were lowered from a S/S
of "J" to a S/S of "D", while the facility develops a
plan of correction to monitor the effectiveness of
the systemic changes to ensure the facility
sustains compliance with regulatory
requirements.

The facility census was 86 at the time of entrance
and the facility held a license for 95 beds.

F 604 | Right to be Free from Physical Restraints F 604 12/5/23
SS=D | CFR(s): 483.10(e)(1), 483.12(a)(2)

§483.10(e) Respect and Dignity.
The resident has a right to be treated with respect
and dignity, including:

§483.10(e)(1) The right to be free from any
physical or chemical restraints imposed for
purposes of discipline or convenience, and not
required to treat the resident's medical symptoms,
consistent with §483.12(a)(2).

§483.12

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-
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§483.12(a)(2) Ensure that the resident is free
from physical or chemical restraints imposed for
purposes of discipline or convenience and that
are not required to treat the resident's medical
symptoms. When the use of restraints is
indicated, the facility must use the least restrictive
alternative for the least amount of time and
document ongoing re-evaluation of the need for
restraints.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, record
review and facility policy review the facility failed
to prevent a resident from being physically
restrained in a bed that was up against the wall
with bilateral 4 side rails up, a large foam wedge
cushion in the bed, with a straight back chair and
a wheelchair pushed up next to the bed for one
(1) of two (2) residents reviewed for restraints.
Resident #41

Findings include:

Review of the facility policy titled, "Physical
Restraints and Involuntary Seclusion” with a
review date of 3/2023 revealed "...Intent
...Patients/Residents have the right to be free
from any physical restraint imposed for purposes
of discipline or convenience and when not
required to treat the patient's /resident's medical
condition. Patients/Residents have the right to
function at their highest practicable level in the
least restrictive environment possible..."

An observation and attempted interview on
10/30/23 at 10:25 AM, revealed Resident #41
lying in bed. The bed was pushed up against the
wall on one side, had one-fourth (%4) side rails up
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F 604
Right to be Free from Physical Restraints

1. The facility failed to ensure that the
resident was free from physical restraints
for purposes of discipline or convenience.
Resident #41 bed was against the wall
with bilateral side rails up, a large wedge
cushion in the bed, and a straight back
chair and wheelchair were pushed up next
to the bed. On 10/30/2023, the Director of
Nurses immediately removed the straight
back chair and wheelchair from the
bedside. On 10/30/2023, Nursing Staff
were in-serviced on resident being free
from physical restraints. The Occupational
Therapist evaluated resident for smaller
wedge cushion to use while in bed on
10/31/2023, and resident was picked up
on Occupational Therapy services for
positioning.

2. Each of the 86 residents in the facility
has the potential to be affected.

3. All staff members, including
contracted staff were in-serviced on
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bilaterally, and an approximately 3 feet long foam
wedge cushion lying in the bed on the side that
was away from the wall, a straight back chair was
pushed up against the side of the bed below the
1/4 side rail and a wheelchair was pushed up
beside the straight back chair. An attempted
interview revealed the resident was pleasant but
confused with disorganized speech.

An observation on 10/30/23 at 11:15 AM,
revealed Resident #41 lying in bed with her feet
up on the wall beside the bed, the foam wedge
was pushed toward the end of the bed, straight
back chair remained pushed up next to the bed
and a wheelchair parked next to the straight back
chair.

An observation on 10/30/23 at 3:00 PM, revealed
that Resident #41 was lying in bed and the foam
wedge cushion had been pushed to the foot of
the bed, and the straight back chair was next to
bed with wheelchair beside the straight back chair
as previously observed.

An interview and observation on 10/30/23 at 4:30
PM, with Registered Nurse (RN) #1 confirmed
that the foam wedge in the resident's bed was
larger than normal and stated she was not sure
why the chairs were there previously or why the
wedge was being used but admitted that it would
be hard for the resident to get out of bed with all
those things blocking her. This observation
revealed the straight back chair and wheelchair
had been moved away from the side of the bed,
but the large foam wedge was still in the bed.

An interview and observation on 10/30/23 at 4:45
PM, with the Director of Nurses (DON) confirmed
that the foam wedge that was in Resident #41's

Residents being free from physical
restraints for purposes of discipline or
convenience on 11/7/2023 by the
Assistant Director of Nurses.

4. Beginning 11/10/2023, the Director of
Nurses will audit 2 (two) random rooms
per each hall, totaling 6 (six) rooms for
residents being free from physical
restraints while in bed 3 (three) times
weekly for 2 (two) weeks, then weekly for
4 (four) weeks, then monthly for 3 (three)
months. The report of audit findings will
be reviewed by Administrator weekly and
brought to the Quality
Assurance/Performance Improvement
Committee for monthly review
recommendations for 4 (four) months
starting on November 30, 2023. The
Director of Nurses will be responsible for
monitoring and compliance.
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bed was larger than what they normally used for
positioning. She confirmed that she noticed the
straight back chair next to the resident's bed at
lunch, but a nurse was sitting in it and feeding the
resident at that time. She confirmed with the 1/4
side rail, bed against the wall, large foam wedge
in the bed and a straight back chair pushed next
to the bed then the resident would not be able to
get out of bed and it should not have been that
way. She confirmed that it was considered as
restraining the resident to stay in the bed.

An interview on 11/1/23 at 10:30 AM, with
Certified Nursing Assistant (CNA) #4 confirmed
that Resident #41 did have a large foam wedge in
her bed with 1/4 side rails, a straight back chair
pushed next to the end of the bed with a
wheelchair pushed up next to the straight back
chair. She revealed that the wedge was being
used to keep the resident turned in the bed but
admitted that it was larger than most. She stated
she put the straight back chair there after
breakfast and parked the wheelchair beside it and
did not think about it keeping the resident from
getting out of bed. She confirmed that the
resident would not have been able to get out of
bed with all of that in the bed and beside the bed.

Record review of Resident #41's "Admission
Record" revealed the resident was admitted to
the facility on 10/14/22 with medical diagnoses
that included Unspecified Dementia, Unspecified
Severity, without Behavioral Disturbance,
Psychotic Disturbance, Mood Disturbance and
Anxiety.

Record review of Resident #41's Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of 10/2/23 revealed in Section C a Brief
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§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
(i) 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.

(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and
desired outcomes.
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Interview for Mental Status (BIMS) score of 06,
which indicate the resident is severely cognitively
impaired and in Section GG that the resident
needed "partial to moderate assistance with
walking".
F 656 | Develop/Implement Comprehensive Care Plan F 656 12/5/23
SS=J | CFR(s): 483.21(b)(1)(3)
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(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 staff interviews, record review, and
facility policy review the facility failed to implement
a care plan for for two (2) of 18 care plans
reviewed as evidenced by

(1) the facility failed to develop and implement a
care plan for a resident with a history of choking
on 6/17/23 and 8/20/23 resulting in the resident
experiencing a choking episode on 10/25/23
which required Cardiopulmonary Resuscitation
and hospitalization with a poor recovery
prognosis. Resident #13.

(2) the facility also failed to implement a care plan
regarding shaving and nail care for a resident that
required assistance with ADL's (Activities of Daily
Living) for Resident #30.

The facility failed to implement care plans for
Resident #13 following a choking incident on
06/17/23 with required hospitalization for three (3)
days and removal of a food bolus from his
oropharynx and on 08/20/23 choking incident that

F656

Develop/Implement Comprehensive Care
Plan

1. The facility failed to develop and
implement a care plan for a resident with
a choking history and to implement a care
plan regarding shaving and nail care for a
resident requiring assistance with ADL’S
(Activities of daily living). On 11/3/2023,
the Regional Case Mix Nurse and
Regional Clinical Services Nurse
in-serviced the Interdisciplinary Team on
the Care Plan process, including updating
Care Plans, CNA (Certified Nurse
Assistant) Kardex, Following the Care
Plan and Care Plan Meetings. On
11/3/2023, the Director of Nurses
in-serviced all Nursing Staff on ADL
(Activity of Daily Living) care and following
the Care Plan to ensure residents
requiring assistance were provided with
proper care. Resident #30 was showered,
shaved and nails trimmed on 11/4/2023
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required the Heimlich maneuver to remove the
food bolus from his oropharynx in the facility. This
failure to implement a care plan resulted in the
resident not receiving services to prevent choking
episodes. The resident's diet was changed on
8/21/23 to Consistent Carbohydrate Diet (CCD)
mechanical soft. The resident's diet changed on
8/31/23 to CCD with chopped meats and the
Certified Nursing Assistants (CNA) were to chop
the resident's meat when the tray was served.
The meal tickets were never changed to include
the CNA to chop meats. On 10/25/23 in the
evening, Resident #13 was served an Italian
Sausage link that was five (5) to six (6) 1 Y2 inch
chunks of meat and the resident was found in his
bed, unable to breath and without a pulse or
respirations. The facility performed
Cardiopulmonary Resuscitation (CPR) for
approximately ten (10) minutes and Resident #13
was transported to the local hospital where he
remained on life support.

The facilities failure to implement the care plan to
sit up at meals, supervision, and to serve the
correct diet order to a resident with a known
history of choking in the facility and dysphagia
resulted in Resident #13 choking on 10/25/23 and
required life saving measures and remained in
the hospital on the ventilator at the time of the
survey. This failure resulted in harm for Resident
#13 and placed other residents at risk in a
situation that was likely to cause serious harm,
injury, impairment or death.

The situation was identified as an Immediate
Jeopardy (1J) that began on 6/17/23, when the
facility failed to implement care plans for a
resident with dyphasia who had a history of
choking.

per documented plan of care. On
11/3/2023, All staff were in-serviced on
serving the right diet according to resident
care plan. The facility could not update
Resident # 13’s care plan due to the
resident did not return to the facility.

2. Each of the 86 residents in the facility
has the potential to be affected.

3. On 11/2/2023, Audit was completed
by Regional Clinical Services Nurses and
Director of Nurses on 24 (twenty-four)
hour report from 6/1/2023 to 11/1/2023 to
ensure no other incidents of choking or
harm were documented and unreported to
Administration, with negative findings. On
11/7/2023, Audit was completed by
Administrator and Director of Nurses on
all residents for ADL (activity of daily
living) cleanliness, shaving and nailcare.
Residents were all groomed with a
well-kept appearance.

4. On 11/3/2023, the 24 (twenty-four)
hour report was printed and fully reviewed
after the stand-up meeting by the clinical
team. All areas of concern are brought
back to the stand-down meeting at the
end of the day to ensure the follow-up has
been completed. The Director of
Nurses/Assistant Director of Nurses is
responsible for compliance. Effective
11/10/2023, the Medical Records Director
and Wound Care Nurse will conduct
audits on 6 (six) residents for proper ADL
(Activity of Daily Living) to ensure
cleanliness, shaving and nailcare have
been provided 3 (three) times weekly
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On 11/2/23 at 3:35 PM, the State Agency notified
the facility's Administrator of the IJ and provided
the Administrator with the IJ templates.

The facility submitted an acceptable Removal
Plan on 11/3/23, in which the facility alleged all
corrective actions were completed to remove the
IJ on 11/03/23 and the IJ was removed on
11/4/23.

The State Agency (SA) validated the removal plan
on 11/06/23, prior to exit. and the scope and
severity for F656 was lowered to a "D", while the
facility develops and implements a plan of
correction and monitors the effectiveness of the
systemic changes to ensure the facility sustains
compliance with regulatory requirements.

Findings include:

Review of the facility's policy, titled Care Plans,
Comprehensive Person-Centered dated 10-2022:
Reviewed Jan 2023 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 1 ...The Interdisciplinary Team
(IDT), in conjunction with the resident and his/her
family or legal representative, develops and
implements a comprehensive, person-centered
care plan for each resident. 2. The care plan
interventions are derived from a thorough
analysis of the information gathered as part of the
comprehensive assessment. 3. The IDT includes:
a. The attending physician; b. A registered nurse
who has responsibility for the resident; c. A nurse

times 2 (two) weeks, then weekly times 4
(four) weeks, and then monthly times 3
(three) months. On 11/10/2023, The
Assistant Director of Nurses will conduct
an audit on six residents to monitor for
meals being served according to resident
care plan 3 (three) times weekly times 2
(two), then weekly times 4 (four) weeks,
and then monthly times 3 (three) months.
The report of audit findings will be brought
to Quality Assurance/Performance
Improvement Committee for review and
recommendations monthly for 4 (four)
months starting on 11/30/2023. The
Administrator will be responsible for
monitoring and compliance.
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aide who has responsibility for the resident; a
member of the food and nutrition services staff; e.
The resident and the resident's legal
representative (to the extent practicable); and f.
Other appropriate staff or professionals as
determined by the resident's needs or as
requested by the resident ..."

Resident #13
Cross Reference F600

Record review of Resident #13's care plan
revealed "Focus: The resident has risk for
nutritional problem or potential nutritional problem
r/t (related to) ...DYSPHAGIA following CVA
(cerebrovascular accident) ...Interventions ...
CCD diet, Chopped Meat texture, Thin
Consistency (undated) CNA to Chop meats. Date
initiated 10/26/23 ...Monitor/document/report PRN
(as needed) any s/sx (signs/symptoms) of
dysphagia: Pocketing, Choking, Coughing,
Drooling, Holding food in mouth, Several attempts
at swallowing, Refusing to eat, Appears
concerned during meals. Date initiated:
06/26/2023 ...Provide and serve diet as ordered.
Date initiated: 06/26/2023 ...Resident to be up in
w/c (wheelchair) for all meals d/t (due to)
aspiration precautions Date initiated: 08/25/2023
...Staff to assist patient with self-feeding with all
meals Date initiated: 06/26/2023 ..."

Record review of Resident #13's care plan
"Focus: The resident has an ADL (activity of daily
living) self-care performance deficit ...
Interventions ...EATING: The resident requires
(supervision assistance) by (1) staff to eat. Date
initiated 8/25/23 ..."

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255232 B. WING 11/06/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
302 ALCORN DRIVE
CORNERSTONE REHABILITATION AND HEALTHCARE CENTER
CORINTH, MS 38834
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 656 | Continued From page 10 F 656

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: V4T311

Facility ID: 02Cl

If continuation sheet Page 11 of 34




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/06/2023
FORM APPROVED
OMB NO. 0938-0391

Record review of Resident #13's care plan
"Focus: | have alteration in my respiratory status
r/t ...08/20/23-choking episode noted during meal
on meat ..."

Record review of "Progress Notes," dated
08/23/23 at 10:16 AM stated, "Resident is to be
gotten up for meals in W/C (wheelchair). Record
review of "Progress Note" dated 08/21/23 at
13:48 PM revealed, "It was reported to ST
(Speech Therapy) that the patient got choked
while eating meat the previous day. Also nurse
reports patient had difficulty while taking meds
today."

Record review of Resident #13's meal ticket,
dated 8/30/23, all meals CCD-Mechanical Soft.
Review of the Dinner meal ticket revealed-
"Ground Italian Sausage, brown gravy, parmesan
noodles, broccoli florets chopped and sliced
pears." The same meal was served on 10/25/23
the evening that the resident choked, and review
of the dinner meal ticket revealed, "ltalian
Sausage, Parmesan noodles, Broccoli florets,
sliced pears."

During an interview on 11/1/23 at 2:05 PM, with
CNA #7 revealed she never saw on the electronic
charting guide for Resident #13 that directed the
CNA to chop meats. She revealed facility CNA
tablets are how CNAs know how to chart for the
residents and what they are supposed to get, but
that was not showing on the tablets.

During an interview, on 11/1/23 at 2:15 PM, with
CNA #4 revealed I've never seen chopped meats

listed on the tablets that we use to document.

During an interview on 11/1/23 at 2:35 PM, the
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Minimum Data Set (MDS) nurse updated the care
plan on 8/25/23 to be up in w/c for all meals and
stated that she put it in there when he had his
quarterly MDS. She revealed | think we also may
have talked about it in the morning meeting, but
I'm not sure.

During an interview on 11/1/23 at 4:00 PM,
Registered Nurse (RN) #2 revealed on 8/20/23
was the Nurse Supervisor when the resident
choked that night and stated they put in a diet
order change the next day for chopped meats
and confirmed the order put in for care plans for
him to be set up in the wheelchair was due to the
choking episode on 8/20/23. She revealed she
was unaware of the choking episode for Resident
#13 in June and stated we have a daily stand-up
meeting where all disciplines attend including the
Administrator, DON, and Assistant Director of
Nursing (ADON). She confirmed I'm not sure if it
was discussed in the morning stand-up meeting
or the clinical standards meeting about him
choking on 8/20/23 but all the nursing knew about
it and his care plan to be up in his wheelchair for
all meals.

During an interview on 11/01/23 at 4:15 PM, the
DON confirmed after the 10/25/23 incident she
instructed Resident #13's care plan to be updated
to make sure it read for the "CNA to chop meats"
was reflected on his meal tickets and that she
was the one that put it on his 10/25/23 meal ticket
for "CNA to chop meats," and confirmed that it
was not on there for the CNA to see that day. She
confirmed it was not on the care plan before
10/25/23 and it should have been.

During an interview on 11/2/23 at 8:30 AM, the
DON revealed she was not aware that the
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resident had a choking episode in June orin
August and revealed she didn't know that the
care plan was updated in June for the staff to
assist him with all meals or the care plan updated
in August for him to be up in the wheelchair for all
meals. She revealed the Interdisciplinary Team
(IDT) team is involved in care plan meetings and
confirmed the care plan was not being followed.
She revealed she is usually informed of any
changes during the stand-up meeting each
morning and revealed, "l don't know how the
incident in June and August was missed". The
DON stated, "l guess it was a breakdown in
communication”". The DON confirmed she did
instruct the staff to update the Resident's care
plan on 10/26/23 for the CNA to Chop the meat.
She revealed when it is in the care plan it pulls to
the CNA's Kardex. She confirmed it was not in
the care plan prior to the incident on 10/25/23 and
it should have been. She confirmed that the
CNAs would not have any way of knowing how to
chop the meats until they corrected it on
10/26/23.

During an interview on 11/2/23 at 12:07 PM, the
Social Worker revealed they normally keep
sign-in sheets for the care plan meeting, but she
does not have one for the 8/25/23 quarterly care
plan meeting. She stated when she had the care
plan meeting with Resident #13, it was just the
two of them. She revealed if the family is coming,
then all necessary disciplines will meet with the
family.

During an interview on 11/2/23 at 12:15 PM, the
MDS nurse revealed she was not at Resident
#13's quarterly care plan meeting on 8/25/23 and
revealed she usually does not attend the resident
care plan meetings only if she is requested to
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attend. She revealed she did put in the care plan
in August that the resident was to be up in
wheelchair (w/c) for all meals related to (d/t)
aspiration precautions and that was probably
because we discussed it in the morning meeting
about his choking episode in August. She stated
the morning meetings consist of all department
heads, including the DON and the Administrator,
we discuss anything from the 24-hour report that
is significant. She stated, "I'm sure everyone was
aware of him choking which was a significant
issue."

Record review of Resident #13's Admission
Record revealed he was admitted to the facility on
05/16/2022 with diagnoses that included
Transient Cerebral Ischemic Attack, Dysphagia,
Altered Mental Status, and Unspecified
Dementia.

Record review of the Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of
Aug 25, 2023, revealed Resident #13 had a Brief
Interview for Mental Status (BIMS) score of 07,
which indicated the resident had a severe
cognitive impairment. The assessment further
indicated under Section GG that Resident #13
required for eating, supervision, or touching
assistance- Helper provides verbal cues and/or
touching/steadying and/or contact guard
assistance as resident completes activity.
Assistance may be provided throughout the
activity or intermittently. The assessment further
indicated under Section K that Resident #13 had
Coughing or choking during meals or when
swallowing medication and complaints of difficulty
or pain with swallowing.
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Resident #30

Record review of Resident #30's care plans
revealed the resident had a care plan that
indicated the resident has an ADL self-care deficit
related to a CVA (Cerebrovascular Accident) and
left sided weakness, encephalopathy and
dementia with an initiation date of 3/15/22. The
interventions for this care plan included that the
resident required total assistance by one staff
with bathing/showering and extensive assistance
by one staff with personal hygiene.

During an observation and interview on 10/30/23
at 11:30 AM, revealed Resident #30 had facial
hair that was approximately 3/4 inch long on the
resident's chin and sides of his face. Bilateral
fingernails were approximately 1/2 inch long and
had a brown substance under 4 nails. Resident
#30 stated that he was not sure when he was last
shaved or when his nails were last trimmed.

During an observation and interview on 10/31/23
at 9:15 AM, revealed Resident #30 with no
change in appearance from the previous day. He
stated he is supposed to be shaved when he is
showered but it doesn't always happen. He
revealed he likes his nails trimmed and has tried
to cut them himself with a pair of toenail clippers.
He revealed the treatment nurse trimmed them
once before.

During an observation and interview on 10/31/23
at 9:25 AM, with Certified Nurse Assistant (CNA)
#2 revealed she is assigned to Resident #30
today. She confirmed that the resident looked like
he had not been shaved in a while and that his
fingernails were long and needed to be trimmed.
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During an interview on 11/1/23 at 3:50 PM with
Licensed Practical Nurse (LPN) #4 revealed the
purpose of the care plans were to see what is
needed to care for the residents and to make
sure those needs are met. He stated that all staff
have access to the care plans including the
CNA's. He revealed that if a resident was
supposed to be shaved and was not then their
care plan was not implemented.

During an interview on 11/1/23 at 4:00 PM with
CNA #5 revealed the CNA's have access to the
care plans and the resident care plans are to be
followed for care needed and to make sure
everything goes as it is supposed to. She
confirmed that if a resident was not shaved and
needed assistance then the resident's care plan
would not have been implemented.

Record review of Resident #30's "Admission
Record" revealed the resident was admitted to
the facility on 3/15/22 with medical diagnoses that
included Major Depressive Disorder and Need for
Assistance with Personal Care.

Record review of Resident #30's Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of 8/28/23 revealed in Section C a Brief
Interview for Mental Status (BIMS) score of 11,
which indicated the resident is moderately
cognitively intact and in Section GG that the
resident needs substantial/maximal assistance
with showers/bathe self.

The Facility submitted the following Removal
Plan:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255232 B. WING 11/06/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
302 ALCORN DRIVE
CORNERSTONE REHABILITATION AND HEALTHCARE CENTER
CORINTH, MS 38834
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 656 | Continued From page 16 F 656

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: V4T311

Facility ID: 02Cl

If continuation sheet Page 17 of 34




PRINTED: 12/06/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255232 B. WiNG 11/06/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

302 ALCORN DRIVE
CORINTH, MS 38834

CORNERSTONE REHABILITATION AND HEALTHCARE CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 656 | Continued From page 17 F 656

1. On 10/26/2023 at 3:00pm, the Minimum Date
Set (MDS) Nurse audited diet orders for residents
that require chop meats and ensured that it is on
the Kardex and Care Plan. Results noted five
residents on chopped meats and five corrections
were made to pull to the Kardex and Care Plan by
the MDS Nurse.

2. 0On 10/26/2023 at 3:00pm, Nurse Educator
initiated an in-service to nursing staff to supervise
residents who require a chopped diet.

3. On 10/26/2023 at 7:30pm, Staff Development
Coordinator initiated an in-service to all staff on
Abuse/Neglect, Vulnerable Adults Act and
Resident Rights.

4. On 10/27/2023 at 8:00am, Nurse Educator
initiated in-services with nursing staff on verify a
meal ticket, identify diet textures, fluid
consistencies, Choking/Relief of foreign body
obstructing airway, Heimlich Maneuver
Competency, Crash Carts (location and how they
are stocked).

5. On 10/27/2023 at 1:00pm, Speech Therapy
evaluation was requested on residents that
remain in facility on chopped meats by
Administration and Medical Director.

6. On 10/28/2023 at 8:00am, Speech Therapy
evaluated four residents with chopped meats with
no change noted in each residents Care Plan.
Each resident was found to be safe on a chopped
meat diet. Residents that are in hospital will be
evaluated per Speech on return to facility.

7.0n 11/1/2023 at 11:22am, Medical Director
gave orders to change all chopped meat diets to
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Mechanical Soft. Orders were changed on
residents remaining in the facility with a chopped
meat order, Responsible Parties of residents
were notified, and dietary recommendations were
turned into dietary department.

8. On 11/1/2023 at 1:00pm, Minimum Date Set
(MDS) Nurse updated diets for all residents in
facility on Mechanical Soft diet on Kardex and
Care Plan.

9. On 11/1/2023 at 1:00pm, Nurse Educator
initiated in-services to nursing staff to notify
Director of Nurses of all transfers out of facility,
giving a resident full assessment and
documenting on each resident transferred out,
making sure when passing trays, the meal ticket
matches what is on the tray, chopped

meat will no longer be provided it will be ground
meat consistency (Mechanical Soft), and choking
verses seizure (similarity and differences).

10. On 11/1/2023 at 5:00pm, Emergency AD
HOC Quality Assurance Meeting was held.
Administrator in-serviced that paperwork on all
transfers will be obtained and reviewed by the
Interdisciplinary Team in morning stand up
meeting. Those present were the Administrator,
Director of Nurses, Assistant Social Services,
Medical Records Clerk, Wound Nurse, Business
office Managers, Housekeeping Supervisor,
Nurse Educator, Social Services Director,
Maintenance Director, Minimum Data Set (MDS)
Nurse, Assistant Director of Nurses, Activity
Director, Staff Development Coordinator, Human
Resources, Respiratory Therapy, Regional
Dietary Manager, Infection Preventionist, and the
Medical Director.
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11. On 11/2/2023 at 4:00pm, Regional Clinical
Services Nurse and Director of Nursing initiated
an audit to review twenty-four-hour report from
6/1/2023 to 11/1/2023 to ensure no other
incidents of choking or harm were documented
and unreported to Administration.

12. The Regional Clinical Services Nurse
in-serviced Administrator, Director of Nursing,
and Assistant Director of Nursing on proper use
of the twenty-four-hour report, Proper Reporting,
and Proper Investigation on 11/3/2023 at
10:00am. The twenty-four-hour report will be
printed each morning and taken to the daily
stand-up meeting for review for all discipline
documentation effective 11/3/2023.

13. The weekend Registered Nurse was
in-serviced on 11/1/2023 at 1:00pm to notify
Director of Nurses with all transfers and incidents
by the Nurse educator.

14. The Regional Clinical Services counseled the
Administrator, Director or Nurses and Assistant
Director of Nursing on investigation being timely
and thorough on 11/3/2023 at 10:00am.

15. The Regional Clinical Services Nurse and
Regional Case Mix Nurse in-serviced
Administrator, Director of Nurses, Assistant
Director of Nurses, Staff Development, Minimum
Data Set (MDS) Nurses, Medical Records,
Wound Nurse, Nurse Educator, Social Services
Director, Assistant Social Services Director,
Business Office Managers and Therapy on
reviewing care plans in Care Plan Meeting on
11/3/2023 at 4:00pm.

16. All in-services that have been initiated will

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255232 B. WING 11/06/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
302 ALCORN DRIVE
CORNERSTONE REHABILITATION AND HEALTHCARE CENTER
CORINTH, MS 38834
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 656 | Continued From page 19 F 656

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: V4T311

Facility ID: 02Cl

If continuation sheet Page 20 of 34




PRINTED: 12/06/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255232 B. WiNG 11/06/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

302 ALCORN DRIVE
CORINTH, MS 38834

CORNERSTONE REHABILITATION AND HEALTHCARE CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 656 | Continued From page 20 F 656

have 100% completion by 11/3/2023. NO
employees will be allowed to work until
in-serviced.

The facility alleges that all corrective actions were
completed as of 11/3/2023 and the Immediate
Jeopardy removed on 11/4/2023.

The state Survey Agency (SA) validated the
removal of the immediacy.

1. The State Agency (SA) validated through
record review and interview on 11/06/23 at 9:12
AM with the Minimum Date Set (MDS) Nurse that
the diet orders were audited for residents that
require chop meats and ensured that it is on the
Kardex and Care Plan. Results noted five
residents on chopped meats and five corrections
were made to pull to the Kardex and Care Plan by
the MDS Nurse.

2. The SA validated on 11/06/23 at 9:24 AM
through record review and interview that the
Nurse Educator initiated an in-service to nursing
staff to supervise residents who require a
chopped diet.

3. The SA validated on 11/06/23 at 9:24 AM
through interview and record review that the Staff
Development Coordinator initiated an in-service
to all staff on Abuse/Neglect, Vulnerable Adults
Act and Resident Rights.

4. The SA validated on 11/06/23 at 9:27 AM
through interview that the Nurse Educator
initiated in-services with nursing staff on verify a
meal ticket, identify diet textures, fluid
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consistencies, Choking/Relief of foreign body
obstructing airway, Heimlich Maneuver
Competency, Crash Carts (location and how they
are stocked). Record review of these in-services
were validated by the SA.

5. The SA validated Speech Therapy evaluation
was requested on residents that remain in facility
on chopped meats by Administration and Medical
Director.

6. The SA validated through interviews and record
review on 11/06/23 that Speech Therapy
evaluated four residents with chopped meats with
no change noted in each residents Care Plan.
Each resident was found to be safe on a chopped
meat diet. Residents that are in hospital will be
evaluated per Speech on return to facility.

7. The SA validated through interview and record
review on 11/06/23 with the Medical Director that
he gave orders to change all chopped meat diets
to Mechanical Soft. Orders were changed on
residents remaining in the facility with a chopped
meat order, Responsible Parties of residents
were notified, and dietary recommendations were
turned into dietary department.

8. The SA validated through record review and
interview on 11/06/23 with the Minimum Date Set
(MDS) Nurse that updated diets for all residents
in facility on Mechanical Soft diet are on Kardex
and Care Plan.

9. The SA validated that the Nurse Educator
initiated in-services to nursing staff to notify
Director of Nurses of all transfers out of facility,
giving a resident full assessment and
documenting on each resident transferred out,
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making sure when passing trays, the meal ticket
matches what is on the tray, chopped meat will
no longer be provided it will be ground meat
consistency (Mechanical Soft), and choking
verses seizure (similarity and differences).

10. The SA validated through record review and
interviews on 11/06/23 that an Emergency AD
HOC Quality Assurance Meeting was held.
Administrator in-serviced that paperwork on all
transfers will be obtained and reviewed by the
Interdisciplinary Team in morning stand up
meeting. Those present were the Administrator,
Director of Nurses, Assistant Social Services,
Medical Records Clerk, Wound Nurse, Business
office Managers, Housekeeping Supervisor,
Nurse Educator, Social Services Director,
Maintenance Director, Minimum Data Set (MDS)
Nurse, Assistant Director of Nurses, Activity
Director, Staff Development Coordinator, Human
Resources, Respiratory Therapy, Regional
Dietary Manager, Infection Preventionist and
Medical Director.

11. The SA validated through interview on
11/06/23 with the Regional Clinical Services
Nurse and Director of Nursing initiated an audit to
review twenty-four-hour report from 6/1/2023 to
11/1/2023 to ensure no other incidents of choking
or harm were documented and unreported to
Administration.

12. The SA validated through record review and
interview on 11/06/23 that the Regional Clinical
Services Nurse in-serviced Administrator,
Director of Nursing, and Assistant Director of
Nursing on proper use of the twenty-four-hour
report, Proper Reporting, and Proper
Investigation on 11/3/2023 at 10:00am. The
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twenty-four-hour report will be printed each
morning and taken to the daily stand-up meeting
for review for all discipline documentation
effective 11/3/2023.

13. The SA validated through record review and
interview on 11/06/23 that the weekend
Registered Nurse was in-serviced on 11/1/2023
at 1:00pm to notify Director of Nurses with all
transfers and incidents by the Nurse educator.

14. The SA validated through record review and
interview on 11/06/23 with the Regional Clinical
Services that she counseled the Administrator,
Director or Nurses and Assistant Director of
Nursing on investigation being timely and
thorough on 11/3/2023 at 10:00am.

15. The SA validated through record review and
interview on 11/06/23 that the Regional Clinical
Services Nurse and Regional Case Mix Nurse
in-serviced Administrator, Director of Nurses,
Assistant Director of Nurses, Staff Development,
Minimum Data Set (MDS) Nurses, Medical
Records, Wound Nurse, Nurse Educator, Social
Services Director, Assistant Social Services
Director, Business Office Managers and Therapy
on reviewing care plans in Care Plan Meeting on
11/3/2023 at 4:00pm.

16. All in-services that have been initiated will
have 100% completion by 11/3/2023. NO
employees will be allowed to work until in-service
is completed.

F 677 | ADL Care Provided for Dependent Residents F 677 12/5/23
SS=D | CFR(s): 483.24(a)(2)

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

Based on observation, staff and resident
interview, record review and facility policy review
the facility failed to provide shaving and nail care
for a resident requiring assistance with ADL's
(Activities of Daily Living) for one (1) of four (4)
residents reviewed for ADL's. Resident #30

Findings Include:

Review of the facility policy titled, "Activities of
Daily Living (ADLs), Supporting" with a revision
date of 3/2018 revealed under "Policy Statement
...Residents who are unable to carry out activities
of daily living independently will receive the
services necessary to maintain good nutrition,
grooming and personal and oral hygiene..."

An observation and interview on 10/30/23 at
11:30 AM, revealed Resident #30 had facial hair
that was approximately 3/4 inch long on the
resident's chin and sides of his face. Bilateral
fingernails were approximately 1/2 inch long and
had a brown substance under 4 nails. Resident
#30 stated that he was not sure when he was last
shaved or when his nails were last trimmed.

An observation and interview on 10/31/23 at 9:15
AM, revealed Resident #30 with no change in
appearance from the previous day. He stated he
is supposed to be shaved when he is showered
but it doesn't always happen. He revealed he
likes his nails timmed and has tried to cut them
himself with a pair of toenail clippers. He revealed

F 677
ADL Care Provided for Dependent
Residents

1. The facility failed to provide shaving
and nailcare on Resident #30 who
required assistance with ADLs (Activity of
Daily Living). On 11/4/2023, Certified
Nursing Assistant performed shower with
personal hygiene on resident #30. On
11/3/2023, the Director of Nurses
in-serviced all Nursing Staff on ADL
(Activity of Daily Living) care according to
the plan of care. On 11/7/2023, All
residents were assessed for personal
hygiene and nailcare completion by
Director of Nurses. Negative findings
were corrected immediately on 11/7/2023.

2. Each of the 86 residents in the facility
has the potential to be affected in
receiving Activity of Daily Living Care.

3. On 11/10/2023 current nursing staff
were in-serviced by the Assistant Director
of Nurses on completion with
documentation of ADL (Activity of Daily
Living) care to include any refusals. On
11/10/2023, the MDS (Minimum Data Set)
Nurse completed an audit on current
resident ADL (Activity of Daily Living) care
plans and Kardex were reviewed to
ensure proper bathing and ADL (Activity of
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the treatment nurse trimmed them once before. Daily Living) care were reflected. Any
residents that were found with concerns
An observation and interview on 10/31/23 at 9:25 were corrected immediately.
AM, with Certified Nurse Assistant (CNA) #2
revealed she is assigned to Resident #30 today. 4. Beginning 11/10/2023, Audits by
She confirmed that the resident looked like he Medical Records for review of ADL
had not been shaved in a while and that his (Activity of Daily Living) documentation
fingernails were long and needed to be trimmed. using Point of Care on (6) six residents 3
(three) times weekly for 2 (two) weeks,
An observation and interview on 10/31/23 at 9:40 weekly times 2 (two) weeks and then
AM, with Licensed Practical Nurse (LPN) #3 monthly for 3 (three) months. On
confirmed that Resident #30 looked like it had 11/10/2023, the IDT (Interdisciplinary
been a while since he was shaved and that his Team) will audit their Nexion Neighbor
fingernails were long and revealed that could Rounds residents are receiving proper
cause a skin tear. assistance in completing ADL (Activity of
Daily Living) Care. Beginning November
Record review of Resident #30's "Admission 30, 2023, report of findings will be
Record" revealed the resident was admitted to submitted to the Quality Assurance
the facility on 3/15/22 with medical diagnoses that Performance Improvement for review and
included Major Depressive Disorder and Need for recommendation monthly for 3 (three)
Assistance with Personal Care. months. The Director of Nurses is
responsible for monitoring and
Record review of Resident #30's Minimum Data compliance.
Set (MDS) with an Assessment Reference Date
(ARD) of 8/28/23 revealed in Section C a Brief
Interview for Mental Status (BIMS) score of 11,
which indicated the resident is moderately
cognitively intact and in Section GG that the
resident needs substantial/maximal assistance
with showers/bathe self.
F 880 | Infection Prevention & Control F 880 12/5/23
SS=F | 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
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development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
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;

(i) 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.
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(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
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 interview, record F880 F

review and facility policy review, the facility failed Infection Prevention and Control

to prevent the possibility of the spread of infection

as evidenced by: 1. On 10/30/2023, the facility failed to
post signage for visitors to have

1) not posting signage for visitors to have knowledge of COVID-19 outbreak in

knowledge that the building was in a COVID-19 facility, identify signs and symptoms of

outbreak and failed to identify signs and iliness, and signage on isolated resident

symptoms of illness for two (2) of six (6) survey room doors indicating

days and Transmission-based precautions. The
Infection Control Preventionist audited all

2) failed to post signage on isolated residents isolated residents and posted signage on

room doors indicating TBP (transmission-based room doors on 10/30/2023. The

precautions) for four (4) of four (4) resident rooms Administrator posted signage on entrance

on isolation. Resident #55, Resident #280, door alerting visitors of the COVID-19

Resident #281 and Resident #282 outbreak and requesting if they are

experiencing signs and symptoms of
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Findings include:

Record review of the facility policy titled "Covid-19
Policy and Procedures" with a revision date of
5/12/23, revealed... "Source Control / Masking: ...
For all PUI (persons under investigation),
Quarantine and Isolation rooms: Post signs on
the door or wall outside of the resident room that
clearly describe the type of precautions needed
and PPE (personal protective equipment).” ...
Also revealed under, "Core Principles of Covid-19
Infection Prevention ... Instructional signage
throughout the facility and proper visitor education
on Covid-19 signs and symptoms, infection
control precautions, and other applicable facility
practices (e.g., use of face covering or mask,
specified entries, exits and routes to designated
areas, hand hygiene) ... Facility should provide
guidance (e.g., posted signs at entrances) about
recommended actions for visitors who have a
positive viral test for Covid-19, symptoms of
Covid-19 or have had close contact with
someone with Covid-19...."

Record review of the facility policy titled,
"Isolation-Categories of Transmission-Based
Precautions" with a revision date of September
2022 revealed under, "Policy Interpretation and
Implementation ... 5. When a resident is placed
on transmission-based precautions, appropriate
notification is placed on the room entrance door
and on the front of the chart so that personnel
and visitors are aware of the need for and the
type of precaution. a. The signage informs the
staff of the type of CDC (Centers for Disease
Control and Prevention) precaution(s),
instructions for use of PPE (Personal Protective
Equipment), and/or instructions to see a nurse
before entering the room." ...

COVID-19 to please refrain from visiting.

2. Each of the 86 residents in the facility
has the potential to be affected.

3. All staff members, including
contracted staff were in-serviced by the
Infection Preventionist/Assistant Director
of Nurses on 11/1/2023 on the posting of
signage on resident room doors,
symptoms of illness and signage for
visitors for knowledge of a COVID 19
outbreak in facility.

4. Beginning 11/6/2023, Infection
Preventionist/Assistant Director of Nurses
will audit facility Entrance and isolated
resident rooms for signage being posted 3
(three) times weekly for 2 (two)

Weeks, then weekly for 4 (four) weeks,
then monthly for 3 (three) months. The
report of audit findings will be reviewed by
Administrator weekly and brought to the
Quality Assurance/Performance
Improvement Committee for monthly
review recommendations for 4 (four)
months starting on November 30, 2023.
The Infection Control
Preventionist/Assistant Director of Nursing
will be responsible for monitoring and
compliance.
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On initial entry to the facility on 10/30/23 at 10:08
AM, the Survey Agent (SA) observed there were
no signs announcing to visitors not to enter the
facility with signs and symptoms of illness or
exposure to Covid-19. A chalkboard was located
next to the front entrance that read, "Covid-19
cases in the building: 4 (four), mask not
mandatory at this time."

An interview with the Administrator (ADM) on
10/30/23 at 10:16 AM, revealed they had two (2)
residents with Covid-19 in the facility. She
revealed the Covid-19 outbreak started on
10/3/23 with the staff and 10/10/23 with the
residents. She revealed a total of seven (7) staff
members and 11 residents have tested positive
for Covid-19 during the outbreak.

An observation of Resident # 280's door on
10/30/23 at 10:19 AM, revealed PPE hanging on
the door. There was no isolation sign to notify the
staff or visitors what type of precautions were
needed or the required PPE.

An interview with the Respiratory Therapist (RT)
on 10/30/23 at 10:21 AM, revealed she was
unsure what type of isolation precaution Resident
#280 was ordered. She confirmed there should
be a sign on the door to notify visitors and staff of
the type of precaution and the PPE required to
prevent the spread of infection.

An interview with the Front Desk Receptionist on
10/30/23 at 2:42 PM, confirmed that the facility
does not have signs posted to notify visitors, if
they were experiencing signs of illness or
exposure to Covid-19, not to enter the facility.
She revealed they used to have a screening
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process where visitors could sign in and answer
questions related to symptoms or exposure, but
they stopped that several months ago.

An observation of B-Hall on 10/30/23 at 10:35
AM, revealed Resident # 55, Resident #280,
Resident #281 and Resident #282 with PPE
hanging on the doors and no isolation signs to
indicate the residents were on TBP
(transmission-based precautions).

An observation and interview with the Infection
Preventionist (IP) on 10/30/23 at 10:38 AM,
confirmed that Residents # 55, Resident #280,
Resident #281 and Resident #282 did not have
an isolation sign on the door that indicated the
residents were in transmission-based
precautions. She revealed the purpose of having
a sign on the residents' door was to notify the
staff and visitors of the infection and what type of
PPE they should wear to prevent the spread of
infection.

An observation and interview with Certified Nurse
Aide (CNA) # 2 on 10/30/23 at 10:52 AM, while
dressing out in PPE (Personal Protective
Equipment) for Resident #281 revealed she
applied a gown, surgical mask, and gloves.
Interview inquired how she knew what type of
PPE to apply, since there was no sign on the
door. CNA #2 stated, "l just put on what they have
on the door (PPE)."

An interview with the Infection Preventionist (IP)
on 10/31/23 at 3:25 PM, confirmed the facility had
no screening process on entrance despite the
facility being in Covid-19 outbreak status. She
revealed that she followed the facility Corporate
Policy for Infection Control, and they were told
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screening was no longer required. She revealed
they were testing the residents and staff only if
they showed signs of iliness. The IP
acknowledged posting signs visible to the visitors
was a good idea and should be done to prevent
the spread of infection.

An interview with the Director of Nursing (DON)
on 11/01/23 at 3:05 PM, revealed it was important
to post TBP (transmission-based precaution)
signage along with the type of PPE required so
that the infection was not transmitted to other
residents or staff. She confirmed that the facility
did not have entrance signage or any type of
screening process for visitors experiencing signs
and symptoms of iliness, or exposure not to enter
the building. She confirmed these measures
should be in place to prevent the transmission of
infection.

Resident #55

Record review of Resident # 55's Admission
Record revealed an admission date of 2/07/23
with medical diagnoses that included Seizures,
Personal History of Traumatic Brain Injury,
Tracheostomy Status, Gastrostomy Status and
Persistent Vegetative State.

Record review of the Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of
8/11/23 revealed, under section C, a Brief
Interview for Mental Status (BIMS) score of 99,
which indicates Resident #55 was unable to
complete the interview.

Record review of Resident #55's Care Plans
revealed, "10/22/23-I tested positive for
covid....Intervention/Task ... Isolation
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Precautions:... droplet..."
Resident #280

Record review of Resident #280's Admission
Record revealed an admission date of 10/23/23
with medical diagnoses that included Enterocolitis
due to Clostridium Difficile, Chronic Obstructive
Pulmonary Disease, Type 2 Diabetes Mellitus,
and Unspecified Systolic (Congestive) Heart
Failure.

Record review of Resident #280's Order
Summary Report revealed orders dated 10/23/23,
"Clarithromycin oral tablet 500 MG (milligrams)
give 1 (one) tablet by mouth two times daily
related to Enterocolitis Due to Clostridium
Difficile, Not Specified As Recurrent for 14 days
... Metronidazole oral tablet 500 MG (milligrams)
give 1 (one) tablet by mouth every 8 hours related
to Enterocolitis Due To Clostridium Difficile, No
Specified As Recurrent for 30 days ...
Vancomycin HCL (Hydrochloride) Oral Capsule
250 MG (milligram) give 1 (one) capsule by
mouth every 6 hours related to Enterocolitis Due
To Clostridium Difficile, No Specified As
Recurrent for 30 days".

Record review of the Care Plans for Resident #
280 revealed, "l was admitted with Dx (diagnosis)
of C. Difficile (Clostridium Difficile)." Also revealed
under, "Tasks ... Contact Isolation ..."

Record review of the MDS with an ARD of
10/30/23 revealed under section C, a BIMS score
of 15, which indicates Resident # 280 is
cognitively intact.

Resident # 281
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Record review of the Admission Record for
Resident # 281 revealed an admission date of
10/19/23 and medical diagnoses that included
Enterocolitis due to Clostridium Difficile, Cerebral
Infarction, Acute Embolism and Thrombosis of
Deep Veins of Left Upper Extremity, Type 2
Diabetes Mellitus and Malignant Neoplasm of
Unspecified Bronchus or Lung.

Record review of the Care Plans for Resident #
281 revealed, "l tested positive for COVID
10/23/23".

Record review of MDS with an ARD of 10/26/23
revealed under section C, a BIMS score of 11,
which indicates Resident #281 is moderately
cognitively impaired.

Resident #282

Record review of Resident # 282's Admission
Record revealed an admission date of 10/16/23
with medical diagnoses that included Chronic
Obstructive Pulmonary Disease, Scabies, Acute
Bronchitis, Atrial Fibrillation and Type 2 Diabetes
Mellitus.

Record review of Resident # 282's Order
Summary Report revealed an order dated
10/28/23, "Droplet Precautions every shift for
MRSA (Methicillin Resistant Staphylococcus
Aureus) in sputum".

Record review of the MDS with an ARD of
10/23/23 revealed under section C, a BIMS score
of 14, which indicates Resident #282 was
cognitively intact.
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