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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted an annual 

recertification survey, at the facility, from 11/12/23 

through 11/15/23.  During the survey the SA 

determined the facility was not in compliance with 

the requirements of participation in Medicare and 

Medicaid and cited F561, F565, F623, F625, 

F645, F656, F677, F690, F697, F727 and F812. 

The facility was licensed for 180 beds and had a 

census of 136 at the time of the survey.

 

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 12/8/23

SS=D

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

12/06/2023Electronically Signed

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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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 observation, staff and resident 

interview, record review, and facility policy review, 

the facility failed to honor residents' rights or 

choices by not completing wound care in time for 

the resident to enjoy the activities of his choice for 

one (1) of two (2) residents sampled for choices. 

(Resident #32)

Findings include:

A record review of the facility's policy "Resident 

and Patient Rights", revised 09/01/2017, revealed 

" ... It is the policy of The Company that all 

employees will conduct themselves in a 

professional manner at all times, respecting the 

rights of each resident ..."

A record review of the facility's policy "Resident 

Rights" dated 11/30/2014, revealed " ... Ensure 

that residents' rights are known to all staff ..."

A record review of the facility's resident handout 

"Know Your Rights", undated, revealed " ... As a 

long-term care resident, the federal government 

protects your right to ... accommodation of 

medical, physical, psychological, & (and) social 

needs ... participate in all aspects of your care ... 

participate in social, religious, & community 

activities ..."

On 11/12/23 at 11:35 AM, during an observation 

and interview, Resident #32 was lying in bed 

watching television.  He explained that he had 

 This Plan of Correction does not 

constitute admission or agreement by the 

Provider of the truth, of the facts alleged 

or conclusions set forth in the statement 

of deficiencies.  This Plan of Correction is 

prepared solely because it is required by 

the provision of State and Federal Laws.

1. On November 15, 2023, Licensed 

Social Worker interviewed Resident #32 

for preferred time to get up.

Director of Nursing inserviced Certified 

Nursing Assistant (CNA) #5 on facility 

policy "Residents Rights" on November 

15, 2023.

2.  All residents that have wound care 

have the potential to be affected.

3.  Beginning November 20, 2023 and 

ending November 21, 2023, Social 

Service Director and Licensed Social 

Worker interviewed 134 residents for 

preferred time to get up.

Beginning November 16, 2023 and ending 

December 6, 2023, Director of Clinical 

Services inserviced all facility staff on 

facility policy "Resident Rights".

4.  Beginning November 15, 2023, 

Administrator, Social Service Director or 

Licensed Social Worker will monitor 

satisfactory get up time for five (5) 
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F 561 Continued From page 2 F 561

wound care daily and then the staff would assist 

him up out of bed.  He said the staff were slow 

with completing the care and he had not been 

able to get up for the day until 11:00 AM or 12:00 

PM. He stated that he wanted to be up and out of 

bed daily before 10:00 AM because he liked to 

visit with other residents and make his rounds 

throughout the facility.  He explained that he 

desired and chose to be up earlier each day.   

On 11/12/23 at 02:00 PM, during an observation 

and interview with Licensed Practical Nurse 

(LPN)#5/Wound Care Coordinator, she explained 

that she had been told Resident #32 liked his 

wound care to be performed early in the day, but 

she was unsure if wound care had been 

completed yet.  She confirmed that Resident #32 

was still in his bed.   

On 11/13/23 at 09:45 AM, during an observation 

and interview, Resident #32 was lying in bed.  He 

explained he had been at the facility for many 

years and had always received wound care early 

in the morning so that he could get up early, 

socialize, and work on his crafts.  He stated that 

he had discussed the complaint with everyone 

including the wound care nurses, the Certified 

Nurse Aides (CNAs), the Director of Nursing 

(DON), and the Administrator, but he continued to 

have to stay in bed waiting for wound care until 

later in the day.   

On 11/13/23 at 03:25 PM, during an interview with 

CNA #5, she explained Resident #32 required two 

staff members to assist with transferring him to 

his wheelchair.  She stated Resident #32 had 

requested for his wound care to be completed 

before getting out of bed daily and he wanted to 

be up around 10 AM or 10:30 AM.  She said he 

residents three (3) times per week for four 

(4) weeks, then monthly times three (3) 

months and quarterly thereafter.  Findings 

will be brought to the Quality Assurance 

Performance Improvement Committee 

(QAPI) by Social Service Director monthly 

for three months beginning December 6, 

2023 to determine effectiveness and 

necessary changes as indicated.
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had to wait for wound care all the time, even 

when the wound care nurses were told that the 

resident was waiting.  CNA #5 commented that 

Resident #32 liked to be a social butterfly and 

visited other residents.  He also enjoyed attending 

church services, but he was unable to attend 

yesterday because he was waiting for his wound 

care to be completed.    

At 03:45 PM on 11/13/23, during an interview with 

Registered Nurse (RN)#1, she confirmed that on 

most days Resident #32 did not get up as early 

as he wished due to wound care not being done 

early enough.  RN #1 stated that Resident #32 

"likes to get up and socialize with other residents 

and he also works on his crafts."  On the 

weekends, Resident #32 likes to get up and 

attend church services, but he missed church on 

most days because he was still in bed.  RN #1 

stated that on the weekends, there was only one 

treatment nurse, and it took longer for all the 

wounds to be completed.   

On 11/14/23 at 09:25 AM, during an observation 

and interview, Resident #32 was lying in bed.  He 

explained he had not had wound care today.  He 

reported that he had asked and asked for the 

wound care nurses to please come and complete 

his care early in the morning because he wanted 

to get up and work on his crafts.  He enjoys 

building lights, bowls, and other items out of 

popsicle sticks and likes to get up early enough to 

work on his crafts.  He state if he could get up 

early, it would only take about a week for him to 

complete one of his projects, but recently he had 

not been able to work on the crafts.  He explained 

he was told the wound nurses would start on the 

other end of the building and it took longer to get 

to him. He stated that he had rights and he 
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wanted to be respected just like any other 

resident. He further stated the facility usually had 

two (2) wound care nurses and it should not take 

all morning to have his wound care completed. 

On 11/14/23 at 10:20 AM, during an interview with 

LPN #5, she explained the facility had two (2) full 

time wound care nurses that complete wound 

care for the entire facility, and that she also 

assisted with the care.  She explained that wound 

care is prioritized based on the condition of the 

dressings, resident with appointments, and the 

condition of the wounds.   She reported if a 

resident had requested to have his wound care 

done first thing in the morning, and that was his 

preference, he had a right to get his wound care 

completed early. She stated that residents had 

rights and their choices would play into whose 

wound care was completed first.  She confirmed 

the wound care nurses were aware Resident #32 

requested to have his care completed early.    

On 11/15/23 at 11:00 AM, during an interview with 

the Director of Nursing (DON), she explained she 

was aware that Resident #32 was very sociable 

and enjoyed socializing with other residents.  She 

confirmed the resident had a right or choice to 

manage or request for his wound care to be 

completed early in the day so he could attend the 

activities of his choice.  The DON said that 

sometimes, due to unseen circumstances, wound 

care might be delayed, but that should not 

happen regularly.  She expected staff to always 

respect residents' rights and choices and to meet 

the residents' needs. 

On 11/15/23 at 12:30 PM, during an interview with 

the Administrator, she explained the residents 

have the right to choose and voice their requests 
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to accommodate their needs.  She expected staff 

to always honor and respect the residents' 

choices and rights and to work with the resident 

to meet their needs.

A record review of the "Admission Record" 

revealed the facility admitted Resident #32 on 

05/03/20 with a diagnosis of Paraplegia and 

Pressure Ulcer of Right and Left Buttock.

 

A record review of the Annual Minimum Data Set 

(MDS), with an Assessment Reference Date 

(ARD) of 06/08/23 revealed Resident #32 had a 

Brief Interview for Mental Status (BIMS) score of 

15, which indicated he was cognitively intact.  

Section F revealed it was very important for the 

resident to do things with groups of people, do his 

favorite activities, go outside, and participate in 

religious services.

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 

F 565 12/8/23

SS=D
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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:

 Based on staff and resident interview, record 

review and facility policy review, the facility failed 

to promptly resolve grievances regarding food 

complaints and inform residents of the progress 

towards a resolution for four (4) of seven (7) 

residents reviewed regarding grievances.  

Resident #22, Resident #32, Resident #64, and 

Resident #84

Findings Include:

Review of the facility policy titled, 

"Complaint/Grievance", revised 10/24/22, 

revealed, "Policy:  The Center will support each 

resident's right to voice a complaint/grievance 

without fear of discrimination or reprisal. The 

center will make prompt efforts to resolve the 

complaint/grievance and informed the resident of 

progress towards resolution ...The resident 

 1. Resident #22, Resident #32, Resident 

#64 and Resident #84 were interviewed 

for food preferences by Administrator in 

Training on November 15, 2023.

Resident #22, Resident #32, Resident #64 

and Resident #84, food preferences were 

updated on November 17, 2023 by 

Dietary Manager.

Inservice with Dietary Manager regarding 

Grievance / Complaint process and 

honoring food preferences, facility policy 

"Food Delivery and Service", and facility 

policy "Meal Service" by Administrator on 

November 15, 2023.

Administrator provided inservice training 

on Social Service Director and Licensed 
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should have reasonable expectations of care and 

services and the center should address those 

expectations in a timely, reasonable, and 

consistent manner ...Procedure ...4. The 

grievance follow-up should be completed in a 

reasonable time frame; this should not exceed 14 

days ..."

During the resident council meeting on 11/13/23 

at 2:15 PM, four (4) of the seven (7) residents in 

attendance revealed that they have complained 

about the food at every resident council meeting.  

Resident #32 stated that sometimes the food is 

okay and sometimes it is not, but it is talked about 

at every resident meeting.  Resident #22 stated 

that the food is not worth eating and she gets 

tired of eating the same thing.  Resident #84 

stated that she has requested more variety and 

some fresh fruit. She confirmed that they had 

talked about it at the resident council meetings, 

but nothing had changed.  Resident #64 agreed 

with the other residents that the food is not 

usually good and that they get tired of having the 

same thing all the time. She revealed that she 

feels like they have too many starches and that all 

of this had been discussed at the most recent 

resident council meetings.  Resident #64 stated 

that any complaints from the resident council 

meeting are carried to whatever department it is 

about, but the residents are not told of any 

resolutions for a complete month until the 

resident council meets again.  She stated that no 

facility staff has followed up with them individually 

to let them know what they were doing to fix the 

issue and they have never had to sign anything 

from facility staff.  All residents present revealed 

that they know how to file a grievance, but the 

council meeting is when they usually discuss 

grievances.

Social Worker on facility policy "Grievance 

/Complaint" 

2.  All residents have the potential to be 

affected.

3.  Beginning November 15, 2023 and 

ending November 17, 2023, Administrator 

in Training interviewed all resident for food 

preferences.  Food preference forms were 

given to Dietary Manager on November 

20, 2023 to update food preferences in 

the Dietary Meal Tray system.  Six (6) of 

126 residents food preferences were 

updated.

Administrator / Director of Clinical 

Services inserviced all staff on facility 

policy "Grievance / Complaint" and 

honoring likes and dislikes beginning 

November 16, 2023 and ending 

December 7, 2023.

Food Committee Meeting was held with 

residents in Resident Council Meeting on 

November 30, 2023 by Dietary Manager.

Inservice with all Department Heads on 

resolving grievances in an timely manner 

and communicating outcome with 

residents was completed by the 

Administrator on December 6, 2023.

Dietary Manager inserviced all dietary 

staff on facility policy "Food Delivery and 

Service" and honoring food preferences 

beginning November 21, 2023 and ending 

December 1, 2023.
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An interview on 11/13/23 at 3:30 PM, with the 

Director of Nurses (DON) revealed that she can 

understand the complaints about food and that 

the residents have reported the food issues to 

her, but she did not document the concerns or 

resolutions. She revealed that the complaints 

from the resident council meeting were given to 

whatever department the complaint was 

regarding to work on the issue.    

An interview on 11/14/23 at 10:00 AM, with Social 

Services #1, he stated that he attended the 

resident council meetings and when the residents 

have a complaint, it was documented on the 

resident council meetings form and given to that 

specific department. He admitted that the 

complaints were not followed up on until the next 

resident council meeting which was a month later.  

He stated the residents often complain about the 

food.  He admitted that when the same complaint 

is discussed frequently, it should be written up as 

a grievance so it can be documented and 

followed up on.

An interview on 11/14/23 at 10:50 AM, with the 

Administrator, confirmed that she knew the 

residents complained about food often and they 

had been working on getting the menu changed. 

She revealed that the changed menu must be 

approved, and it has not been approved yet.  She 

stated that they had been trying for a couple of 

months to get it finalized, but it's a process.  She 

stated they can't really get fresh fruit because it 

spoils too quickly, but they do provide bananas 

for residents. She stated that they will discuss it 

with the dietary manager, and he will make 

changes, but the residents were not made aware 

of the changes until the next resident council 

4.  Beginning November 15,2023, 

Administrator or Dietary Manager will 

monitor five (5) residents for honoring 

food preferences three (3) times per week 

times four (4) weeks, then monthly times 

three (3) months and quarterly thereafter.  

Findings will be brought to the Quality 

Assurance Performance Improvement 

Committee (QAPI) by Dietary Manager 

monthly for three (3) months beginning on 

December 6, 2023 to determine 

effectiveness and necessary changes as 

indicated.
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meeting.  She confirmed that with food being an 

ongoing issue that it should have been written up 

as a grievance, documented, and the residents 

given feedback regarding the resolution.

An interview on 11/15/23 at 9:00 AM, with Social 

Services #2 confirmed that Social Services #1 

handles the resident council meetings.  She 

stated that when complaints happen at the 

meetings, he writes them down and gives them to 

the department it is about.  The department head 

writes up a resolution, but it is not discussed with 

the residents until the next resident council 

meeting.  She stated the Administrator also 

receives a copy of the resident council minutes.  

She revealed that if the residents are having the 

same complaints over and over, then the 

grievance is not being resolved.

An interview on 11/15/23 at 9:30 AM, with the 

Dietary Manager confirmed that when complaints 

about the food come in from the resident council 

meetings, he writes up a plan of correction, and if 

it is within his power to correct it, he will.  He 

stated that the resident council minutes do not 

indicate the name of the resident who 

complained, so he does not talk to the specific 

resident regarding the complaint.  He revealed 

that the only fruit he could get was bananas and 

pre-chopped melons.  He stated that the food 

company he can order from is not a produce 

company.  He stated that he knows the residents 

have been wanting a different menu or more 

variety and that they have been working on 

getting that menu changed and approved by 

corporate for about a year.  He stated he has very 

little power to change menus because he has an 

order guide to go by and he cannot veer from 

that.
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Resident #22

Record review of Resident #22's "Admission 

Record" revealed the resident was admitted to 

the facility on 7/22/10 with a medical diagnosis 

that included Type 2 Diabetes Mellitus without 

complications.

Record review of Resident #22's Quarterly 

Minimum Data Set (MDS) with an Assessment 

Reference Date (ARD) of 10/9/23 revealed she 

had a Brief Interview for Mental Status (BIMS) 

score of 14, which indicated she was cognitively 

intact.

Resident #32

Record review of Resident #32's "Admission 

Record" revealed the resident was admitted to 

the facility on 5/3/20 with a medical diagnosis that 

included Paraplegia.

Record review of Resident #32's Quarterly MDS 

with an ARD of 9/4/23 revealed in he had a BIMS 

score of 15, which indicated he was cognitively 

intact.

Resident #64

Record review of Resident #64's "Admission 

Record" revealed the resident was admitted to 

the facility on 7/13/20 with a medical diagnosis 

that included Spinal Stenosis, Lumbar Region 

with Neurogenic Claudication.

Record review of Resident #64's Quarterly MDS 

with an ARD of 8/28/23 revealed she had BIMS 

score of 15, which indicated she was cognitively 
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intact.  

Resident #84

Record review of Resident #84's "Admission 

Record" revealed the resident was admitted to 

the facility on 7/18/20 with medical diagnosis that 

included Osteoarthritis.

Record review of Resident #84's Comprehensive 

MDS with an ARD of 10/18/23 revealed she had a 

BIMS score of 15, which indicated she was 

cognitively intact.

F 623 Notice Requirements Before Transfer/Discharge

CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer. 

Before a facility transfers or discharges a 

resident, the facility must-

(i) Notify the resident and the resident's 

representative(s) of the transfer or discharge and 

the reasons for the move in writing and in a 

language and manner they understand. The 

facility must send a copy of the notice to a 

representative of the Office of the State 

Long-Term Care Ombudsman.

(ii) Record the reasons for the transfer or 

discharge in the resident's medical record in 

accordance with paragraph (c)(2) of this section; 

and

(iii) Include in the notice the items described in 

paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice. 

(i) Except as specified in paragraphs (c)(4)(ii) and 

(c)(8) of this section, the notice of transfer or 

discharge required under this section must be 

made by the facility at least 30 days before the 

F 623 12/8/23

SS=D
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resident is transferred or discharged.

(ii) Notice must be made as soon as practicable 

before transfer or discharge when-

(A) The safety of individuals in the facility would 

be endangered under paragraph (c)(1)(i)(C) of 

this section;

(B) The health of individuals in the facility would 

be endangered, under paragraph (c)(1)(i)(D) of 

this section;

(C) The resident's health improves sufficiently to 

allow a more immediate transfer or discharge, 

under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is 

required by the resident's urgent medical needs, 

under paragraph (c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30 

days.

§483.15(c)(5) Contents of the notice. The written 

notice specified in paragraph (c)(3) of this section 

must include the following:

 (i) The reason for transfer or discharge;

(ii) The effective date of transfer or discharge;

(iii) The location to which the resident is 

transferred or discharged;

(iv) A statement of the resident's appeal rights, 

including the name, address (mailing and email), 

and telephone number of the entity which 

receives such requests; and information on how 

to obtain an appeal form and assistance in 

completing the form and submitting the appeal 

hearing request;

(v) The name, address (mailing and email) and 

telephone number of the Office of the State 

Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual 

and developmental disabilities or related 

disabilities, the mailing and email address and 
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telephone number of the agency responsible for 

the protection and advocacy of individuals with 

developmental disabilities established under Part 

C of the Developmental Disabilities Assistance 

and Bill of Rights Act of 2000 (Pub. L. 106-402, 

codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental 

disorder or related disabilities, the mailing and 

email address and telephone number of the 

agency responsible for the protection and 

advocacy of individuals with a mental disorder 

established under the Protection and Advocacy 

for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice. 

If the information in the notice changes prior to 

effecting the transfer or discharge, the facility 

must update the recipients of the notice as soon 

as practicable once the updated information 

becomes available.

§483.15(c)(8) Notice in advance of facility closure 

In the case of facility closure, the individual who is 

the administrator of the facility must provide 

written notification prior to the impending closure 

to the State Survey Agency, the Office of the 

State Long-Term Care Ombudsman, residents of 

the facility, and the resident representatives, as 

well as the plan for the transfer and adequate 

relocation of the residents, as required at § 

483.70(l).

This REQUIREMENT  is not met as evidenced 

by:

 Based on interviews, record review, and facility 

policy review, the facility failed notify the Resident 

and/or Resident Representative in writing, in a 

language they could understand, of hospital 

transfers for two (2) of two (2) sampled residents 

reviewed for hospitalization. Residents #75 and 

 1.  Resident #75 and Resident #87 was 

provided a Hospital Transfer Letter on 

November 16, 2023 by Social Service 

Director. 

Administrator inserviced Social Service 
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#87

Findings Include:

Review of the facility's policy titled, 

"Transfer/Discharge Notification & Right to 

Appeal," revised 10/24/22, revealed, "Transfer 

and discharges of residents, initiated by the 

center (facility initiated) will be conducted 

according to Federal and/or State regulatory 

requirements ... Notice Before Transfer: Before a 

center transfers or discharges a resident the 

center must: Notify the resident and resident 

representative(s) of the transfer or discharge and 

the reason for the moving in writing (in a 

language and manner they understand). The 

center must send a copy of the notice to a 

representative of the Office of the State 

Long-Term Care Ombudsman. Record the 

reason for the transfer or discharge in the 

residence medical record ..."

Resident #75

A record review of the "Admission Record" for 

Resident #75 revealed the facility admitted the 

resident to the facility on 4/13/22. The resident's 

diagnoses included Hypotension, Type 2 

Diabetes Mellitus, and Heart Failure.

A record review of the facility's, "General 

Progress Note," dated 2/9/23, for Resident #75, 

revealed the resident complained of severe pain 

to the right shoulder, right hip, and right arm, that 

was unrelieved with pain medication. The 

resident was sent to the local hospital ER 

(Emergency Room) for evaluation.

Resident #87

Director and Licensed Social Worker on 

facility policy "Transfer / Discharge 

Notification and Right to Appeal" on 

November 16, 2023.

2.  All residents have the potential to be 

affected.

3.  Beginning November 16, 2023 and 

ending November 17, 2023, Social 

Service Director completed audit on 

residents that have been transferred to 

the hospital for the period of May 15, 2023 

to November 15, 2023.  Social Services 

issued ninety-two (92) Hospital Transfer 

Letters on November 17, 2023.

$.  Beginning November 15, 2023, 

Administrator will audit Hospital Transfer 

Form for residents that are transferred to 

the hospital weekly times four (4) weeks, 

then monthly times three (3) months and 

quarterly thereafter.  Findings will be 

brought to the Quality Assurance 

Performance Improvement Committee 

(QAPI) by Administrator monthly for three 

(3) months beginning December 6, 2023 

to determine effectiveness and necessary 

changes as indicated.
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A record review of the "Admission Record" for 

Resident #87 revealed the facility admitted the 

resident to the facility on 1/1/22, with diagnoses 

that included Cardiac arrest, Hypertension, and 

Heart disease.

A record review of "Nurses Notes," dated 6/11/23, 

revealed Resident #87 was transferred to a local 

hospital ER for decreased LOC (Level of 

Consciousness) and elevated heart rate.

During an interview on 11/15/23 at 10:10 AM, the 

Licensed Social Worker (LSW) confirmed he 

failed to send the hospital transfer notification to 

the Resident or the Resident's representatives. 

The LSW said he did not know it was his 

responsibility to send the letters. The LSW 

explained he thought the Business Office 

Manager (BOM) was responsible for sending the 

letters out.

During an interview on 11/15/23 at 10:18 AM, the 

(BOM) revealed she only sends the monthly 

hospital transfer notifications to the ombudsman. 

The BOM stated the social worker is responsible 

for mailing those notifications to the Resident or 

Resident Representatives.

In an interview on 11/15/23 at 11:23 AM, the 

Social Services Director (SSD) explained that she 

did not know Social Services was responsible for 

sending out the hospital transfer notifications. The 

SSD revealed she was unaware that the new 

BOM was not sending the transfer notifications to 

the Resident or resident Representatives, as the 

previous BOM had always sent them. 

In an interview on 11/15/23 at 11:31 AM with the 

FORM CMS-2567(02-99) Previous Versions Obsolete YNBO11Event ID: Facility ID: 24GC If continuation sheet Page  16 of 50



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  12/12/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255092 11/15/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1530 BROAD AVE
COASTAL HEALTH AND REHABILITATION CENTER

GULFPORT, MS  39501

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 623 Continued From page 16 F 623

Director of Nursing (DON), she stated she is not 

responsible for the transfer letters. The DON 

confirmed the nurses call the families explaining 

the reason the resident was sent to the ER, 

however, Social Services is responsible for 

sending out the letters. 

During an interview on 11/15/23 at 11:47 AM, the 

Administrator confirmed the hospital transfer 

notifications have not been sent to the Resident 

and Resident Representatives because of a 

break in communication within the facility. The 

Administrator confirmed that the new BOM was 

unaware that the previous manager had been 

responsible for sending the notifications and the 

Administrator admitted that she had not clarified 

who was responsible for sending the hospital 

notifications.

F 625 Notice of Bed Hold Policy Before/Upon Trnsfr

CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a 

nursing facility transfers a resident to a hospital or 

the resident goes on therapeutic leave, the 

nursing facility must provide written information to 

the resident or resident representative that 

specifies-

(i) The duration of the state bed-hold policy, if 

any, during which the resident is permitted to 

return and resume residence in the nursing 

facility;

(ii) The reserve bed payment policy in the state 

plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding 

bed-hold periods, which must be consistent with 

paragraph (e)(1) of this section, permitting a 

F 625 12/8/23

SS=D
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resident to return; and

(iv) The information specified in paragraph (e)(1) 

of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At 

the time of transfer of a resident for 

hospitalization or therapeutic leave, a nursing 

facility must provide to the resident and the 

resident representative written notice which 

specifies the duration of the bed-hold policy 

described in paragraph (d)(1) of this section.

This REQUIREMENT  is not met as evidenced 

by:

 Based on interview, record review, and facility 

policy review, the facility failed to provide the 

Resident or the Resident Representative (RR), 

written notification of the bed hold policy at the 

time of transfer for two (2) of two (2) sampled 

residents reviewed for hospitalization. Residents 

#75 and #87

Findings Include:

Review of the facility's, "Bed hold Policy," revised 

11/1/2017, revealed, "Policy: Resident or 

Resident Representative will be notified on 

admission, and at the time of transfer (to the 

hospital or therapeutic leave) of the bed hold 

policies, according to federal and our state 

requirements ... Procedure:  ... 2. At the time of 

transfer to the hospital or therapeutic leave, the 

center will provide a copy of notification of bed 

hold. Requirement at time of transfer is met if the 

resident's copy of the notice is sent with other 

papers accompanying the resident to the hospital. 

3. The resident and/or resident representative to 

sign the Bed Hold Authorization, if possible, or if 

not available, telephone authorization may be 

used and documented in the clinical record or on 

 1.  Resident #75 and Resident #87 were 

provided a Bed Hold Notice by Social 

Service Director on November 16, 2023.

Administrator inserviced Social Service 

Director and Licensed Social Worker on 

facility policy "Bed Hold Notice" on 

November 16, 2023.

2.  All residents have bed hold have the 

potential to be affected.

3.  Beginning November 16, 2023 and 

ending November 17, 2023, Social 

Service Director completed an audit of 

residents that have been transferred to 

the hospital for the period of May 15, 2023 

to November 15, 2023.  Social Service 

Director issued the Bed Hold Notice for 

ninety-two (92) residents that had not 

received a Bed Hold Notice for the six (6) 

month period on November 17, 2023.

4.  Beginning November 15, 2023, 

Administrator will audit Bed Hold Notice 

for residents that are transferred to the 
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a bed hold authorization form ...."

Resident #75

A record review of the "Admission Record" for 

Resident #75 revealed the facility admitted the 

resident to the facility on 4/13/22. The resident's 

diagnoses included Hypotension, Type 2 

Diabetes Mellitus, and Heart Failure.

A record review of the facility's, "General 

Progress Note," dated 2/9/23, for Resident #75, 

revealed the resident complained of severe pain 

to the right shoulder, right hip, and right arm, that 

was unrelieved with pain medication. The 

resident was sent to the local hospital ER 

(Emergency Room) for evaluation.

Resident #87

A record review of the "Admission Record" for 

Resident #87 revealed the facility admitted the 

resident to the facility on 1/1/22, with diagnoses 

that included Cardiac arrest, Hypertension, and 

Heart disease.

A record review of "Nurses Notes," dated 6/11/23, 

revealed Resident #87 was transferred to a local 

hospital ER for decreased LOC (Level of 

Consciousness) and elevated heart rate.

In an interview on 11/15/23 at 10:10 AM, with the 

facility's Licensed Social Worker (LSW), he 

confirmed he failed to send bed hold notifications 

to the Residents or Resident Representatives. 

The LSW said he did not know it was his 

responsibility to send out the bed hold notification 

letters. The LSW explained he thought the 

Business Office Manager (BOM) was responsible 

hospital weekly times four (4) weeks, then 

monthly times three (3) months and 

quarterly thereafter.  Findings will be 

brought to the Quality Assurance 

Performance Committee (QAPI) by Social 

Service Director monthly for three (3) 

months beginning December 6, 2023 to 

determine effectiveness and necessary 

changes as indicated.
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for sending the letters out.

In an interview on 11/15/23 at 10:18 AM, with the 

(BOM), she revealed she does not send the bed 

hold letters to the Resident or Resident 

Representatives. The BOM said the Social 

Worker is responsible for mailing the bed holds 

letters, explaining the policy.

During an interview on 11/15/23 at 11:23 AM, the 

Social Services Director (SSD), she explained 

that she did not know Social Services was 

responsible for sending the bed hold letters. The 

SSD said the previous BOM has always sent 

them out. 

On 11/15/23 at 11:31 AM, in an interview with the 

Director of Nursing (DON), she said she is not 

responsible for the bed hold letters going to the 

Resident of Resident Representatives. She 

revealed the nurses call the families, explaining 

the reason the resident was sent to the ER. She 

stated the that Social Services is responsible for 

sending the letters.

In an interview on 11/15/23 at 11:47 AM, the 

Administrator confirmed the bed hold letters have 

not been sent to the Resident and Resident 

representatives. The Administrator revealed that 

there had been a break in communication within 

the facility. She stated that when the previous 

BOM left, the new BOM was unaware that the 

bed hold notifications had been being sent from 

her office. The Administrator admitted that she 

had failed to clarify who was responsible for 

sending the bed hold notifications.

F 645 PASARR Screening for MD & ID

CFR(s): 483.20(k)(1)-(3)

F 645 12/8/23

SS=D
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§483.20(k) Preadmission Screening for 

individuals with a mental disorder and individuals 

with intellectual disability.

§483.20(k)(1) A nursing facility must not admit, on 

or after January 1, 1989, any new residents with:

(i) Mental disorder as defined in paragraph (k)(3)

(i) of this section, unless the State mental health 

authority has determined, based on an 

independent physical and mental evaluation 

performed by a person or entity other than the 

State mental health authority, prior to admission,

(A) That, because of the physical and mental 

condition of the individual, the individual requires 

the level of services provided by a nursing facility; 

and

(B) If the individual requires such level of 

services, whether the individual requires 

specialized services; or

(ii) Intellectual disability, as defined in paragraph 

(k)(3)(ii) of this section, unless the State 

intellectual disability or developmental disability 

authority has determined prior to admission-

(A) That, because of the physical and mental 

condition of the individual, the individual requires 

the level of services provided by a nursing facility; 

and

(B) If the individual requires such level of 

services, whether the individual requires 

specialized services for intellectual disability.

§483.20(k)(2) Exceptions. For purposes of this 

section-

(i)The preadmission screening program under 

paragraph(k)(1) of this section need not provide 

for determinations in the case of the readmission 

to a nursing facility of an individual who, after 

FORM CMS-2567(02-99) Previous Versions Obsolete YNBO11Event ID: Facility ID: 24GC If continuation sheet Page  21 of 50



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  12/12/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255092 11/15/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1530 BROAD AVE
COASTAL HEALTH AND REHABILITATION CENTER

GULFPORT, MS  39501

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 645 Continued From page 21 F 645

being admitted to the nursing facility, was 

transferred for care in a hospital.

(ii) The State may choose not to apply the 

preadmission screening program under 

paragraph (k)(1) of this section to the admission 

to a nursing facility of an individual-

(A) Who is admitted to the facility directly from a 

hospital after receiving acute inpatient care at the 

hospital,

(B) Who requires nursing facility services for the 

condition for which the individual received care in 

the hospital, and

(C) Whose attending physician has certified, 

before admission to the facility that the individual 

is likely to require less than 30 days of nursing 

facility services.

§483.20(k)(3) Definition.  For purposes of this 

section-

(i) An individual is considered to have a mental 

disorder if the individual has a serious mental 

disorder defined in 483.102(b)(1).

(ii) An individual is considered to have an 

intellectual disability if the individual has an 

intellectual disability as defined in §483.102(b)(3) 

or is a person with a related condition as 

described in 435.1010 of this chapter.

This REQUIREMENT  is not met as evidenced 

by:

 Based on interview, record review, and facility 

policy review, the facility failed to accurately 

complete a Pre-Admission Screening (PAS) by 

not identifying a mental disorder resulting in no 

Level II referral for evaluation for (1) of seven (7) 

residents reviewed for Preadmission Screening 

and Resident Review (PASRR). Resident #62 

The findings included:

 1.  On November 14, 2023, Admission 

Personnel completed and updated 

Preadmission Screening and Resident 

Review (PASRR) on Resident #62.

Admission Personnel were educated on 

facility policy "Pre Admission Screening 

and Resident Review on November 16, 

2023 by Administrator.
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A record review of facility policy "Preadmission 

Screening and Resident Review (PASRR)", 

revised 11/08/21 revealed " Policy: The center will 

assure that all Serious Mentally Ill (SMI) and 

Intellectually Disabled (ID) residents receive 

appropriate pre-admission screening 

...Procedure: 1.  It is the responsibility of the 

center to assess and assure that the appropriate 

preadmission screenings, either Level I or Level 

II, are conducted ... 4. If it is learned after 

admission that a PASRR level 2 screening is 

indicated it will be the responsibility of Social 

Services coordinate and/or inform the appropriate 

agency to conduct the screening and obtain the 

results ..."  

Record review of the "Discharge Summary" from 

the local hospital dated 6/6/17 revealed an 

admission and discharge diagnosis of 

"Schizophrenia." Discharge medications included 

Trazadone and Risperdal.

A record review of the "Admission Record" 

revealed the facility initially admitted Resident #62 

on 06/06/17 with a diagnosis of Schizophrenia, 

and he was readmitted by the facility on 

11/1/2017. 

A record review of the "PAS Summary and 

Physician Certification", dated 8/5/2017, for 

Resident #62 indicated that the resident did not 

have a diagnosis of a major mental illness and 

did not take any psychotropic medications, 

although Schizophrenia was listed as a primary 

diagnosis. 

On 11/13/23 at 02:10 PM, during an interview with 

the Director of Nursing, she explained Resident 

#62's PAS was completed incorrectly and a Level 

2.  All residents have the potential to be 

affected.

3.  Administrator in Training completed 

and audit on PASRR for 134 residents 

beginning November 21, 2023 and ending 

November 22, 2023.  Five (5) of 134 

residents PASR were updated by 

Admission Personnel beginning 

December 2, 2023 and ending December 

4, 2023.

4.  Beginning November 15, 2023, 

Administrator will audit new PASRR 

weekly times four (4) weeks, then monthly 

times three (3) months and quarterly 

thereafter.  Findings will be brought to the 

Quality Assurance Performance 

Improvement Committee by Administrator 

monthly for three months beginning 

December 6, 2023 to determine 

effectiveness and necessary changes as 

indicated.
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II Screening was not completed for the resident.  

On 11/13/23 at 02:30 PM, during an interview with 

the Discharge Planner, she reviewed the PAS for 

Resident #62 and confirmed he had a diagnosis 

of Schizophrenia on admission and the form was 

not accurate.  She explained the staff member 

who completed Resident #62's Pre-Screening on 

07/28/2017 was longer working at the facility.  

On 11/15/23 at 12:30 PM, during an interview with 

the Administrator, she explained she was aware 

that the PAS was not completed accurately and 

that the staff member who had completed the 

PAS no longer worked at the facility.  She stated 

the person currently responsible for completing 

the PAS for residents had been trained and 

completed the forms correctly to ensure Level II 

assessments were completed for the residents.

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 

F 656 12/8/23

SS=G
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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.

(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 interviews, record review, and facility 

policy review, the facility failed to develop and/or 

implement comprehensive care plans regarding 

incontinent care, Activities of Daily Living (ADLs), 

and pain for four (4) of 27 sampled residents.  

Resident #1, Resident #46, Resident #109, and 

Resident #127  

Findings include:

 1,  Nail Care was provided to Resident #1 

by Treatment Licensed Practical Nurse 

(LPN) on November 14, 2023.

Resident #1 Care plan was reviewed on 

November 15, 2023 by Minimum Data 

Nurse (MDS),  No changes needed to 

care plan.
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A review of the facility's policy "Plans of Care", 

revised 9/25/2017, revealed " ...Policy:   An 

individualized person-centered plan of care will be 

established by the interdisciplinary team (IDT) 

with the resident and/or representatives to the 

extent practicable and updated in accordance 

with the state and federal regulatory requirements 

.... Procedure:  Develop a comprehensive plan of 

care for each resident that includes measurable 

objective and timetable to meet the resident's 

medical, nursing, mental, and psychosocial needs 

that are identified in the comprehensive 

assessment.  Develop and implement an 

Individualized Person-Centered comprehensive 

plan of care by the Interdisciplinary Team ... as 

determined by the resident's needs ... within 

seven (7) days after completion of 

comprehensive assessment (MDS) ..."

Resident #1

On 11/12/23 at 11:48 AM, during an observation, 

Resident #1's fingernails on both hands were 

long, jagged, and dirty.

On 11/12/23 at 3:40 PM, during an interview with 

Certified Nursing Aide (CNA) #3, she stated that 

Resident #1 sometimes fights when they try to cut 

her nails, but she will let them cut one or two.

On 11/13/23 at 4:55 PM, during an interview with 

the Director of Nursing (DON), she stated that 

long, dirty nails could lead to infection, pain, or 

skin breakdown. She explained that if the resident 

resists care, the staff should wait and go back 

after 15 minutes to try again.  The DON stated 

that nail care should be included as part of the 

daily bath /shower care and if not done, the care 

Resident #46 was provided a shower by 

Certified Nursing Assistant (CNA) on 

November 13, 2023.

Resident #46 Plan of Care was reviewed 

on November 15, 2023 by Minimum Data 

Nurse (MDS).  No changes needed to 

plan of care.

Resident #109 monitoring began for 

changes of condition beginning on 

November 14, 2023 and ending on 

November 15, 2023 by Director of Clinical 

Services (DCS).  No adverse findings.

Resident #109 Plan of Care was reviewed 

on November 15, 2023 by Minimum Data 

Nurse (MDS).  No changes needed to 

plan of care.

Resident #127 was administered pain 

medication on November 14, 2023 by 

Registered Nurse (RN).

Resident #127 Plan of Care was 

implemented on November 15, 2023 by 

Minimum Data Nurse (MDS).

Director of Clinical Services conducted 

inservice with Certified Nursing Assistant 

(CNA) #3, CNA #6, Minimum Data Set 

(MDS) Nurse #1, MDS Nurse #2 on facility 

policy "Plan of Care" on November 15, 

2023.

2.  All residents have the potential to be 

affected.

3.  All residents Plan of Care was audited 

for Nail Care on November 15, 2023 and 
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plan for the resident was not followed.

Record review of the comprehensive care plan 

for Resident #1, undated revealed "Focus...Self 

Care Deficit ...Interventions/Tasks ...Nail Care as 

needed". Resident #1's Mood and Behavior care 

plan revealed "Focus...High risk for altered mood 

and behavior patterns ...episodes of declining 

...care ...Interventions/Tasks ...When (proper 

name of Resident #1) becomes agitated, 2 staff 

members to reapproach in 10-15 mins (minutes) 

and allow ...to calm down- offer soda of choice."

Record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

02/21/2008 with diagnoses that included 

Hemiplegia and Hemiparesis following 

unspecified Cerebrovascular Disease affecting 

left non-dominate side, Unspecified Dementia, 

Cognitive Communication Deficit, and Primary 

Osteoarthritis, left hand.

Record review of the Comprehensive Minimum 

Data Set (MDS) with an Assessment Reference 

Date (ARD) of 9/1/23, revealed Resident #1 had 

a Brief Interview for Mental Status (BIMS) score 

as not obtained because Resident #1 was 

rarely/never understood. Review of Section GG 

revealed a score of 01 that indicated Resident #1 

was dependent for all aspects of showering / 

bathing. Dependent indicated the helper does 

ALL the effort. Resident does none of the effort to 

complete the activity. The assistance of two (2) or 

more helpers is required for the resident to 

complete the activity.

Resident #46

Record review of the comprehensive care plan, 

Shower / Bath on November 21, 2023 by 

Minimum Data Set (MDS) Licensed 

Practical Nurse (LPN)  and MDS 

Registered Nurse (RN).   Four (4) of 134 

Plans of Care was updated Shower / Bath 

and thirty-two (32) of 134 Plan of Care 

was updated regarding Nail Care.

All residents Plan of Care was audited for 

Pain by MDS LPN and MDS RN on 

November 15, 2023.  One (1) of 134 Plan 

of Care was updated for Pain.

Director of Clinical Services inserviced all 

facility staff beginning November 16, 2023 

and ending December 6, 2023 on facility 

policy "Plan of Care".

Care plan audit for incontinent care was 

completed on November 21, 2023 MDS 

RN and MDS LPN.  Three (3) of 134 

residents plan of care was updated 

regarding incontinent care.

MDS LPN updated CNA computerized 

task to include Nail Care on 134 residents 

on November 15, 2023.

4.  Beginning November 15, 2023, 

Director of Clinical Services or Unit 

Manager will monitor three (3) Plans of 

Care three (3) times weekly for four (4) 

weeks, then monthly times three (3) 

months and quarterly thereafter.  Findings 

will be brought to the Quality Assurance 

Performance Improvement Committee 

(QAPI) by Director of Clinical Services 

monthly for three (3) months beginning 

December 6, 2023 to determine 

FORM CMS-2567(02-99) Previous Versions Obsolete YNBO11Event ID: Facility ID: 24GC If continuation sheet Page  27 of 50



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  12/12/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255092 11/15/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1530 BROAD AVE
COASTAL HEALTH AND REHABILITATION CENTER

GULFPORT, MS  39501

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 656 Continued From page 27 F 656

undated, for Resident #46 revealed "Focus" 

...High risk for self care deficit 

...Interventions/Tasks ...Showers 3X (times) week 

and prn (as needed)."

Record review of the "Documentation Survey 

Report" for November 2023, for Resident #46, 

revealed the "Intervention/Task" of "Shower/Bath" 

indicated she received showers or baths on 

11/3/23, 11/6/23 and 11/13/23. There was no 

documentation that she received a bath or 

shower on 11/1/23, 11/8/23, or 11/10/23.  

On 11/12/23 at 11:50 AM, in an interview with 

Resident #46, she revealed she had not had a 

bath in a week and was told she can only 

shampoo her hair once a week.

On 11/14/23 at 12:40 PM, in an interview and 

record review with the Director of Nursing (DON), 

she confirmed if Resident #46 got a bath or 

shower, it should be documented on the task in 

the computer.  After reviewing the CNA 

Documentation Survey Report, the DON 

confirmed Resident #46 did not get a shower as it 

was scheduled and there is no documentation 

that the resident refused the care.

An interview, on 11/14/23 at 2:00 PM, with the 

DON confirmed that the resident's care plan was 

not followed for a shower three times (3x) week 

and as needed (prn).

On 11/14/23 at 2:45 PM, in an interview with CNA 

#6, she confirmed there was a span of six (6) 

days that Resident #46 did not have a shower 

documented as given or refused.

An interview, on 11/14/23 at 03:27 PM, with 

effectiveness and necessary changes as 

indicated.
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Licensed Practical Nurse (LPN) #4 revealed that 

the care plan is in place to provide information 

tailored to the care to be provided to the resident.

Record review of the "Admission Record" 

revealed the facility admitted Resident #46 on 

1/30/23 with diagnoses that included Mild 

Cognitive Impairment, Muscle Weakness, and 

Unsteadiness on Feet.

Review of the Quarterly MDS with an ARD of 

10/26/23 revealed Resident #46 had a BIMS 

score of 15, which indicated she was cognitively 

intact.

Resident #109

Record review of the comprehensive care plan, 

undated, for Resident #109 revealed "Focus" 

(Proper Name of Resident #109) has bowel and 

bladder incontinence ... Interventions/Tasks 

...Clean peri(perineal) area with each 

incontinence episode ..."

On 11/14/23 at 09:46 AM, during an observation, 

Certified Nursing Assistant (CNA #2) provided 

incontinent care for Resident #109.  The CNA 

wiped the resident's buttocks with a disposable 

wipe and her gloves became visibly soiled with 

stool. She then placed an incontinent pad and 

clean brief underneath the resident, turned the 

resident, and cleansed the perineal area, while 

wearing the same visibly soiled gloves. 

During an interview on 11/15/23 at 10:15 AM, with 

the Director of Nursing (DON), she confirmed 

CNA #2 failed to follow the care plan by not 

providing incontinent care in a manner to prevent 

infections.  
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During an interview with License Practical Nurse 

(LPN) #4 on 11/15/23 at 10:30 AM, she stated 

that she expected the staff to follow the care plan 

by providing care to prevent infections. 

Record review of the "Admission Record" 

revealed the facility admitted Resident #109 on 

6/14/23 with a diagnosis of Type 2 Diabetes 

Mellitus.

Record review of the Quarterly Minimum Data Set 

(MDS) with an Assessment Reference Date 

(ARD) of 9/18/23 revealed Resident #109's 

cognitive skills for daily decision making were 

severely impaired.  Review of section GG 

revealed Resident # 109 required Substantial 

Maximal assistance with toileting hygiene.

Resident #127

During an observation and interview on 11/14/23 

at 10:45 AM, Resident #127 was sitting on her 

bed crying.  She complained that she had been 

without any pain medications because her last pill 

was given to her at 6:00 PM on 11/13/23.  She 

described her pain as generalized and "hurting all 

over".  She rated her pain as a "10" on a "0-10" 

numerical pain scale with 10 being severe pain. 

Record review of the "Order Summary Report" 

with active orders as of 11/14/2023, revealed 

Resident #127 had a Physician's Order, dated 

8/27/2023, for "Norco Oral Tablet 10-325 MG 

(milligrams) ...Give 1 tablet by mouth every 6 

hours as needed for pain management." 

A record review of the comprehensive care plans 

for Resident #127 revealed there was no care 
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plan focus which addressed pain management or 

narcotic medications for the resident.

At 12:00 PM on 11/14/2023, during an interview 

with Licensed Practical Nurse (LPN)#4 (care plan 

nurse), she revealed that a care plan for Resident 

#127 had not been developed or implemented 

regarding pain management.  She confirmed the 

care plan should have outlined what needs to be 

done to manage the resident's pain and it would 

help organize and prioritize the caregiving 

activities.    

At 10:30 AM on 11/15/23, during an interview with 

the DON, she explained she expected all 

residents have a completed Comprehensive Plan 

of Care to address all the residents' needs 

identified in the comprehensive assessment and 

confirmed the resident should have had a care 

plan to manage the resident's pain and to notify 

the Physician if concerns arise. 

Record review of the "Admission Record" 

revealed the facility admitted Resident #127 on 

08/18/2023 with diagnoses including Age-Related 

Physical Debility and Polyosteoarthritis.  

A record review of the Admission Minimum Data 

Set (MDS), with an Assessment Reference Date 

(ARD) of 08/29/23, revealed Resident #127 had a 

Brief Interview for Mental Status (BIMS) score of 

15, which indicated she was cognitively intact. 

Review of Section J revealed Resident #127 

received pain medication in the last 5 days, and 

during the "Pain Assessment Interview", the 

resident indicated she had occasional pain, rated 

as "05" on a Numeric rating scale of 00-10.  

Review of Section N revealed Resident #127 had 

received seven (7) days of opioid medications 
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during the last seven (7) days.

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 12/8/23

SS=D

 Based on observation, staff and resident 

interviews, facility policy review, and record 

review, the facility failed to provide activities of 

daily living (ADLs) related to nail care and 

bathing/ showers for two (2) of 136 residents 

observed during the initial tour. Resident #1 and 

Resident #46 

Findings include:

Review of the facility policy titled, "Activities of 

Daily Living", dated 2/1/22, revealed, "Policy:  To 

encourage resident choice and participation in 

activities as of daily living (ADL) and provide 

oversight, cueing, and assistance as necessary. 

ADLs include bathing, dressing, grooming, 

hygiene, toileting, and eating. Procedure:  1. CNA 

(Certified Nurse Aide) will review the resident 

Kardex for information on individual care needs 

and preferences ...4. CNA will document care 

provided in the medical record."

Resident #1

An observation, on 11/12/23 at 11:48 AM, 

revealed Resident #1's fingernails on both hands 

were long, jagged, and dirty.

 1.  Resident #1 nails were trimmed and 

filed by Treatment Licensed Practical 

Nurse (LPN) on November 14, 2023.

Director of Clinical Services conducted 

inservice with Certified Nursing Assistant 

(CNA) #3 on facility policy "Nail Care" on 

November 14, 2023.

Resident #46  was given a shower by 

Certified Nursing Assistant on November 

13, 2023.

Director of Clinical Services conducted an 

inservice with CNA #6 on facility policy 

"Activities of Daily Living Care" on 

November 13, 2023.

2.  All residents have the potential to be 

affected.

3.  Shower schedule was audited for 134 

residents by Minimum Data Nurse(MDS) 

Licensed Practical Nurse and MDS 

Registered Nurse (RN) on November 21, 

2023. Four (4) of 134 residents shower 

schedule were updated by MDS LPN on 

November 21, 2023.
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Record review of Comprehensive Care Plan, 

undated, for Resident #1 indicated she should 

receive "Nail care as needed."   

An observation and interview, on 11/12/23 at 3:40 

PM, with Registered Nurse (RN) #1 and Certified 

Nursing Aide (CNA) #3, confirmed Resident #1's 

nails were too long. She confirmed the left 

thumbnail was approximately one (1) inch long 

and was against the palm of her hand, but not 

pressing, and no skin breakdown. She stated 

there was a slight foul odor from the resident's 

hand. CNA #3 revealed Resident #1 sometimes 

fights when they try to cut her nails, but she will 

let them cut one or two.

An interview, on 11/13/23 at 4:55 PM, with the 

Director of Nursing (DON) revealed the staff had 

cut Resident #1's fingernails. She stated that 

long, dirty nails could lead to infection, pain, or 

skin breakdown. The DON stated the nurses, and 

the Unit Managers, should be monitoring resident 

care.  She stated the staff should encourage the 

resident, and if she is resistant, they should wait 

and go back after 15 minutes and try again. Nail 

care should be included as part of the daily bath 

/shower care.

Record review of the "Visual Bedside Kardex 

Report", as of 11/15/23, revealed "Resident Care" 

included "Nail care as needed."

Record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

02/21/2008 with diagnoses that included 

Hemiplegia and Hemiparesis following 

unspecified Cerebrovascular Disease affecting 

left non-dominate side, Unspecified Dementia, 

Cognitive Communication Deficit, and Primary 

Nail Care Audit was completed on 134 

residents by Treatment Nurse LPN on 

November 16, 2023.  Four (4) of 134 

residents received nail care by Treatment 

Nurse LPN.

Director of Clinical Services inserviced all 

nursing staff beginning November 15, 

2023 and ending December 7, 2023 on 

facility policy "Nail Care and ADL Care".

4.  Beginning November 15, 2023, 

Director of Clinical Services or Unit 

Manager will monitore Nail Care and 

Showers for five (5) residents three (3) 

times per week for four (4) weeks, then 

monthly for three (3) months and quarterly 

thereafter.  Findings will be brought to the 

Quality Assurance Performance 

Improvement Committee (QAPI) by 

Director of Clinical Services monthly for 

three months beginning on December 6, 

2023 to determine effectiveness and 

necessary changes as indicated.
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Osteoarthritis, left hand.

Record review of the Minimum Data Set (MDS) 

with an Assessment Reference Date (ARD) of 

9/1/23, revealed Resident #1 had a Brief 

Interview for Mental Status (BIMS) score as not 

obtained because Resident #1 was rarely/never 

understood. Review of Section GG revealed a 

score of 01 that indicated Resident #1 was 

dependent for all aspects of showering / bathing. 

Dependent indicated the helper does ALL the 

effort. Resident does none of the effort to 

complete the activity. Or the assistance of two (2) 

or more helpers is required for the resident to 

complete the activity.

Resident #46

An interview, on 11/12/23 at 11:50 AM, with 

Resident #46 revealed she had not had a bath in 

a week and was told she can only shampoo her 

hair once a week.

An interview, on 11/14/23 at 12:40 PM, with the 

Director of Nursing (DON) confirmed if Resident 

#46 got a bath or shower it should be 

documented on the task in the computer, but 

sometimes they (CNA's) are still documenting on 

a paper record. Following review of the CNA 

Documentation Survey Report with the DON, she 

confirmed the resident did not get her shower as 

it was scheduled and there is no documentation 

that the resident refused the care.

An interview and observation, on 11/14/23 at 

02:45 PM, with CNA #6 revealed that she has 

cared for Resident #46 at times but is not 

assigned to her regularly. She stated that she 

gave Resident #46 a shower on Sunday night but 
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did not chart it. She stated that she knows if you 

don't chart it that means you didn't do it. CNA #6 

confirmed there was a span of six (6) days that 

the resident did not have a shower/bath 

documented as given or refused.

Record review of Comprehensive Care Plan for 

Resident #46 indicated she should receive 

showers "3x (three times) week and prn (as 

needed)."   

Record review of the "Documentation Survey 

Report" for November 2023, for Resident #46, 

revealed the "Intervention/Task" of "Shower/Bath" 

indicated she received showers or baths on 

11/3/23, 11/6/23 and 11/13/23. There was no 

documentation that she received a bath or 

shower on 11/1/23, 11/8/23, or 11/10/23.  

Record review of the "Admission Record" 

revealed the facility admitted Resident #46 on 

1/30/23 with diagnoses that included 

Atherosclerotic Heart Disease, mild Cognitive 

Impairment, Muscle Weakness, Unsteadiness on 

Feet, and Chronic Obstructive Pulmonary 

Disease.

Review of the Quarterly MDS with an ARD of 

10/26/23 revealed Resident #46 had a BIMS 

score of 15, which indicated she was cognitively 

intact.

F 690 Bowel/Bladder Incontinence, Catheter, UTI

CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that 

resident who is continent of bladder and bowel on 

admission receives services and assistance to 

F 690 12/8/23

SS=D
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maintain continence unless his or her clinical 

condition is or becomes such that continence is 

not possible to maintain.

§483.25(e)(2)For a resident with urinary 

incontinence, based on the resident's 

comprehensive assessment, the facility must 

ensure that-

(i) A resident who enters the facility without an 

indwelling catheter is not catheterized unless the 

resident's clinical condition demonstrates that 

catheterization was necessary;

(ii) A resident who enters the facility with an 

indwelling catheter or subsequently receives one 

is assessed for removal of the catheter as soon 

as possible unless the resident's clinical condition 

demonstrates that catheterization is necessary; 

and

(iii) A resident who is incontinent of bladder 

receives appropriate treatment and services to 

prevent urinary tract infections and to restore 

continence to the extent possible.

§483.25(e)(3) For a resident with fecal 

incontinence, based on the resident's 

comprehensive assessment, the facility must 

ensure that a resident who is incontinent of bowel 

receives appropriate treatment and services to 

restore as much normal bowel function as 

possible.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, interviews, record review, 

and facility policy review, the facility failed to 

provide incontinent care in a manner to prevent 

infection for one (1) of four (4) incontinence care 

observations. (Resident # 109)

Findings include:

 1.  Resident #109 was provided 

incontinence care by Certified Nursing 

Assistant (CNA) on November 14, 2023.

November 14, 2023, monitoring began on 

Resident I109 for change of condition by 

Director of Clinical Services and ended on 
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Review of the facility's policy, "Perineal Care", 

revised 9/5/2017, revealed, " ...Procedure ... 

Wash, rinse and dry skin ...On female residents, 

wash from front to back, to avoid urethral or 

vaginal contamination ..."

During an observation on 11/14/23 at 09:46 AM, 

Certified Nursing Assistant (CNA) #2 provided 

incontinent care for Resident #109.  During the 

care, CNA #2 wiped the resident's buttocks with a 

disposable wipe and her gloves became visibly 

soiled with stool. She then placed an incontinent 

pad and clean brief underneath the resident, 

turned the resident, and cleansed the perineal 

area, while wearing the same visibly soiled 

gloves. 

During an interview on 11/15/23 at 10:00 AM, with 

CNA #2, she confirmed she failed to change her 

gloves while providing incontinent care to 

Resident #109. CNA #2 said she thought she had 

wiped the stool off her gloves onto the soiled 

brief. CNA #2 confirmed that by cleansing the 

resident's perineal area with gloves soiled with 

stool, Resident #109 could get an infection. She 

confirmed that she had received training on 

changing gloves when they were visibly soiled.   

During an interview on 11/15/23 at 10:15 AM, with 

the Director of Nursing (DON), she stated the 

CNA should have changed her gloves after 

cleansing the stool off the resident's buttocks and 

before cleansing the resident's perineal area to 

prevent infection. She explained that she 

expected staff to provide incontinent care in a 

manner to prevent infections.

Record review of the "Admission Record" 

November 15, 2023 with no adverse 

findings. 

Director of Clinical Services conducted 

inservice on November 14, 2023 with CNA 

#2 on facility policy "Perineal Care."

Licensed Practical Nurse (LPN) Unit 

Manager completed skills checkoff for 

incontinent care with CNA 32 on 

November 15, 2023.

2.  All incontinent residents have the 

potential to be affected.

3.  Director of Clinical Services inserviced 

all nursing staff on facility policy "Perineal 

Care" beginning November 16, 2023 and 

ending December 7, 2023.

Director of Clinical Services, Infection 

Control Preventionist, Registered Nurse 

Unit Manager or Licensed Practical Nurse 

Unit Manger completed skills checkoff for 

incontinent care for all nursing staff 

beginning November 17, 2023 and ending 

December 7, 2023.

4.  November 15, 2023, Director of 

Clinical Services, Unit Manager RN or 

Unit Manager LPN will monitor incontinent 

care on three (3) residents three (3) times 

per week for four (4) weeks, then monthly 

for three months and quarterly thereafter.  

Findings will be brought to the Quality 

Assurance Performance Improvement 

Committee (QAPI) by Director of Clinical 

Services monthly for three (3) months 

beginning on December 6, 2023 to 
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revealed the facility admitted Resident #109 on 

6/14/23 with a diagnosis of Type 2 Diabetes 

Mellitus.

Record review of the Quarterly Minimum Data Set 

(MDS) with an Assessment Reference Date 

(ARD) of 9/18/23 revealed Resident #109's 

cognitive skills for daily decision making were 

severely impaired.  Review of section GG 

revealed Resident # 109 required substantial 

maximal assistance with toileting hygiene.

determine effectiveness and necessary 

changes as indicated.

F 697 Pain Management

CFR(s): 483.25(k)

§483.25(k) Pain Management.  

The facility must ensure that pain management is 

provided to residents who require such services, 

consistent with professional standards of practice, 

the comprehensive person-centered care plan, 

and the residents' goals and preferences.

This REQUIREMENT  is not met as evidenced 

by:

F 697 12/8/23

SS=G

 Based on observations, staff and resident 

interviews, record review, and facility policy 

review, the facility failed to administer pain 

medication as ordered for one (1) of 27 sampled 

residents. (Resident #127)

Findings include:

A review of the facility's policy "Pain Management 

Guideline" revised 8/28/2017, revealed " ... The 

center strives to improve patient/resident comfort 

and minimize pain in order to help a resident 

attain or maintain his or her highest practicable 

level of well-being ...Purpose:  To ensure 

residents receive the treatment and care in 

accordance with professional standards of 

 1.  Resident #127 was administered pain 

medication on November 14, 2023 by 

Registered Nurse #1.

Resident #127 monitoring began for 

change of condition beginning November 

14, 2023 and ending November 17, 2023.  

No adverse findings.

Resident #127 pain assessment was 

completed on November 14, 2023 by 

Director of Clinical Services.

Director of Clinical Services conducted 

inservice with Registered Nurse #1 on 

facility policy "Pain Management 
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practice, the comprehensive care plan, and the 

resident's choices related to pain management 

..."

On 11/14/23 at 10:45 AM, during an observation 

and interview, Resident #127 was sitting on her 

bed crying.  Her face was flushed, and she was 

wringing her hands.  Resident #127 complained 

that she had been without any pain medications 

because her last pill was given to her at 06:00 PM 

on 11/13/23.  She explained that she had been 

taking pain medications for many years and 

described her pain as generalized and "hurting all 

over".  She rated her pain as a "10" on a "0-10" 

numerical pain scale, with 10 being the most 

severe. 

At 10:50 AM on 11/14/23, during an interview with 

Registered Nurse (RN) #1, she explained that 

Resident #127 had a Physician's Order for pain 

medication to be administered PRN (as needed).  

She confirmed that Resident #127 usually 

requested her pain medication to be administered 

every six (6) hours.  RN #1 reported Resident 

#127 had asked for pain medication and had 

rated her pain at a 5-6 on the 0-10 pain scale, but 

she had taken her last dose on 11/13/23 at 06:00 

PM and she was out of pain medication.  She 

stated that she had called the facility's Nurse 

Practitioner (NP) yesterday, but she did not 

answer the phone and did not return her call.  RN 

#1 confirmed that she did not attempt to get a 

prescription for the pain medication by calling the 

Physician and she did not notify the Director of 

Nursing (DON) that Resident #127 did not have 

any pain medication.  She explained the usual 

procedure is that before a resident is completely 

out of their narcotic medication, the nurse would 

write in the "Nurse Practitioner Communication 

Guidelines" on November 14, 2023.

November 14, 2023, pain medication was 

received for resident #127.

2.  All residents receiving pain medication 

have the potential to be affected.

3.  Registered Nurse completed audit on 

November 14, 2023 on all residents that 

are prescribed pain medication for 

availability.  No issues were identified.

Director of Clinical Services and 

Registered Nurse Unit Manager 

completed pain assessments on residents 

that were receiving pain medication 

beginning November 15, 2023 and ending 

November 20, 2023.  No adverse findings.

Director of Clinical Services inserviced 

Registered Nurses and Licensed Practical 

Nurses on facility policy "Pain 

Management Guidelines" and Omnicell 

Services.

Audit completed by Director of Clinical 

Services on November 17, 2023 

regarding RN and LPN access to 

Omnicell.  Two (2) nurses were added 

access to Omnicell.

4.  Beginning November 15, 2023, 

Director of Clinical Services, RN Unit 

Manager or LPN Unit Manager will audit 

(5) residents twice per week for Pain 

Medication availability for four weeks, then 

monthly times three months and quarterly 

thereafter.   Finding will be brought to the 
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Log" that the resident needed a new written 

prescription.  RN #1 explained the facility had a 

backup pharmacy and an automated medication 

management system (Omnicell), but the 

prescribed narcotic required a new prescription to 

obtain the pain medication, and she did not have 

one. 

At 11:20 AM on 11/14/23, during an interview and 

observation with the Director of Nurses (DON) 

revealed Resident #127 was in the hallway in her 

wheelchair and was crying. The DON assisted 

Resident #127 back to her room.  The resident 

continued to cry and told the DON that her pain 

was unbearable and rated her pain at a "10 and 

over" and that she had not received any pain 

medication since 6:00 PM the night before.    

At 11:45 AM on 11/14/23, during an interview with 

the DON, she explained she expected her staff to 

re-order medications in a timely manner so that 

medications can be administered as prescribed.  

She explained the NP had been at the facility on 

11/13/23 and had written narcotic prescriptions 

for other residents.  She reported a nurse had 

placed a request in the communication log for the 

NP on 11/12/23, but somehow it had gotten 

missed.  The facility protocol was to communicate 

with the NP through the Communication Log 

when a resident required a new prescription for a 

narcotic medication.  She said the NP was usually 

at the facility three (3) times a week and the 

facility had an Omnicell with medications 

available at all times, including narcotics such as 

Norco.    

At 09:20 AM on 11/15/23, during an interview with 

Licensed Practical Nurse (LPN) #6, she explained 

she was Resident #127's nurse on 11/12/23 and 

Quality Assurance Performance 

Committee (QAPI) by Director of Clinical 

Services monthly for three months 

beginning on December 6, 2023 to 

determine effectiveness and necessary 

changes as indicated.
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had placed a request for a new prescription for 

Norco in the communication log for the NP.  She 

confirmed that the usual practice was that before 

a resident runs out of a narcotic, the nurse should 

request a new prescription on the communication 

log.  She confirmed the NP came to the facility 

two (2) or three (3) times a week, and the facility 

had an Omnicell with extra medications.  She 

said that if there was a prescription written for a 

narcotic that needed to be gotten out of the 

Omnicell, the pharmacy must be called to get a 

special code, and the device required that two (2) 

nurses remove the narcotic.  LPN #6 admitted 

that she does not have access to the Omnicell, 

but the facility always had two (2) nurses in the 

building that had access.  LPN #6 stated that 

Resident #127 asked for her narcotic medication 

exactly every six (6) hours.  

At 10:30 AM on 11/15/23, during an interview with 

the DON, she explained that she expected staff to 

call the Physician to obtain new prescriptions as 

needed to ensure residents do not run out of their 

medications.  She expected all residents to 

receive medications as ordered to manage the 

residents' pain and to notify the Physician if 

concerns arose. 

At 12:20 PM on 11/15/23, during a phone 

interview with the NP, she explained she visited 

the facility at least three (3) times a week and 

wrote new narcotic prescriptions on those days.  

She explained that sometimes things got missed.  

She stated the facility had contacted her 

yesterday and she sent a new prescription 

immediately.  She reported the Physician took call 

on weekends and would write any needed 

prescriptions.  She stated that she was very 

familiar with Resident #127 and the resident was 
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under the care of a cardiologist who did not want 

the resident to be on a scheduled dose of 

narcotics.  She confirmed that Resident #127 

asked for her pain medication every six (6) hours, 

and she expected the resident to receive the 

medication as ordered.    

At 12:30 PM on 11/15/23, during an interview with 

the Administrator, she explained the facility 

always had an Omnicell available that was 

stocked with narcotics and other medications.  

She expected the staff to order medications 

before a resident ran out of medication.    

Record review of the "Admission Record" 

revealed the facility admitted Resident #127 on 

08/18/2023 with diagnoses including Age-Related 

Physical Debility and Polyosteoarthritis.  

Record review of the "Order Summary Report" 

with active orders as of 11/14/2023, revealed 

Resident #127 had a Physician's Order, dated 

9/27/2023, for "Norco Oral Tablet 10-325 MG 

(milligrams) ...Give 1 tablet by mouth every 6 

hours as needed for pain management." 

A record review of the Admission Minimum Data 

Set (MDS), with an Assessment Reference Date 

(ARD) of 08/29/23, revealed Resident #127 had a 

Brief Interview for Mental Status (BIMS) score of 

15, which indicated she was cognitively intact. 

Review of Section J revealed Resident #127 

received pain medication in the last 5 days, and 

during the "Pain Assessment Interview", the 

resident indicated she had occasional pain, rated 

as "05" on a Numeric rating scale of 00-10.  

Review of Section N revealed Resident #127 had 

received seven (7) days of Opioid medications 

during the last seven (7) days.    
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A record review of the facility's "Nurse Practitioner 

Communication Log" revealed that LPN #6 had 

documented that Resident #127 had a 

"Concern/Assessment" of "Norco oral tablet 

10/325 script (prescription) needed, dated 

11/12/23 ..."

A record review of the facility's "Controlled 

Substances Proof of Use" form, dated 11/07/23, 

revealed Resident #127 received 27 tablets of 

"Hydrocodone-Acet(Acetaminophen) on 11/7/23 

and the last dose was used on 11/13/23 at 1800 

(6:00 PM).  There were no other medication 

cards or "Controlled Substances Proof of Use" 

forms that indicated Norco was delivered, 

received, or administered to the resident after 

11/13/23 at 6:00 PM.

F 727 RN 8 Hrs/7 days/Wk, Full Time DON

CFR(s): 483.35(b)(1)-(3)

§483.35(b) Registered nurse

§483.35(b)(1) Except when waived under 

paragraph (e) or (f) of this section, the facility 

must use the services of a registered nurse for at 

least 8 consecutive hours a day, 7 days a week.

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

paragraph (e) or (f) of this section, the facility 

must designate a registered nurse to serve as the 

director of nursing on a full time basis.

§483.35(b)(3) The director of nursing may serve 

as a charge nurse only when the facility has an 

average daily occupancy of 60 or fewer residents.

This REQUIREMENT  is not met as evidenced 

by:

F 727 12/8/23

SS=D

 Based on record review and staff interview, the  1.  Administrator conducted an inservice 
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facility failed to provide Registered Nurse (RN) 

coverage on 4/16/23 for at least 8 hours in a 

24-hour period for one (1) of 25 staffing days 

reviewed.  

Findings Include:

Record review of a typed statement on facility 

letterhead, signed by the facility's Administrator, 

revealed the facility did not have a policy 

regarding RN coverage.   

Record review of the "Staffing Grid", completed 

by the facility, with dates from 4/1/23 through 

6/24/23, indicated the number of RNs for all shifts 

on 4/16/23 was zero (0).  

An interview on 11/14/23 at 12:00 PM, with the 

Administrative Assistant (AA), confirmed that 

there was no RN on duty on 4/16/23 because the 

scheduled RN had called in and the facility did not 

replace the RN. The AA stated she was aware of 

the requirement to have an RN in the facility for at 

least eight (8) hours. She explained that the "on 

call" nurse kept the "on call" phone during that 

time and the facility had since discovered that the 

on-call nurses were receiving "call outs" but were 

not replacing the staff, therefore she took over 

the responsibility of the "on call" phone in May of 

2023.  

An interview on 11/14/23 at 1:30 PM, with the 

Director of Nurses (DON) confirmed that there 

should have been an RN on duty for at least 8 

hours on 4/16/23, but there was no RN at the 

facility on that date.  She stated that she had only 

been at the facility for a few weeks and that not 

having an RN in the facility on that day was not 

good. 

with Administrative Assistant and Director 

of Clinical Services regarding requirement 

for daily Registered Nurse coverage to 

include finding coverage if scheduled 

Registered Nurse (RN) calls off on 

November 15, 2023.

2.  All residents have the potential to be 

affected.

3.  Administrator inserviced On Call 

Nurses on requirement for daily 

Registered Nurse coverage and to notify 

Director of Clinical Services if scheduled 

RN call off on November 16, 2023.

4.  Beginning November 15, 2023, 

Administrator will monitor Registered 

Nurse coverage daily times four weeks, 

then monthly times three months and 

quarterly thereafter.  Findings will be 

brought to the Quality Assurance 

Performance Improvement Committee 

(QAPI) by Administrator monthly for three 

(3) months beginning on December 6, 

2023 to determine effectiveness and 

necessary changes as indicated.
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An interview on 11/14/23 at 4:20 PM, with the 

Administrator confirmed that the facility should 

have an RN on duty for at least 8 hours in a 

24-hour day.  She revealed the purpose of having 

an RN on duty for at least 8 hours is to meet 

regulations, but also in case there are resident 

care needs that are required to be completed by 

an RN.   

An interview on 11/15/23 at 9:45 AM, with the 

DON, revealed the purpose of having an RN in 

the facility for at least 8 hours a day was for 

leadership, assessments, and Intravenous (IV) 

therapy. She stated that the facility did not have a 

policy regarding the RN requirement, but it was in 

the facility assessment, and they understand that 

it is a regulation.

Record review of the "Facility Assessment Tool", 

dated 1/19/23, revealed, " ...Staffing 

Plan...Example #2...Describe your general 

staffing plan to ensure that you have sufficient 

staff to meet the needs of the residents at any 

given time...RN - 3 ..."

F 812 Food Procurement,Store/Prepare/Serve-Sanitary

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

§483.60(i) Food safety requirements.

The facility must -

§483.60(i)(1) - Procure food from sources 

approved or considered satisfactory by federal, 

state or local authorities.

(i) This may include food items obtained directly 

from local producers, subject to applicable State 

and local laws or regulations.

(ii) This provision does not prohibit or prevent 

F 812 12/8/23

SS=F
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facilities from using produce grown in facility 

gardens, subject to compliance with applicable 

safe growing and food-handling practices.

(iii) This provision does not preclude residents 

from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and 

serve food in accordance with professional 

standards for food service safety.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, staff interview and facility 

policy review, the facility failed to provide a safe 

and clean dietary department as evidenced by a 

dirty ice machine,  out of date/expired food and 

unlabeled/undated foods in the refrigerators and 

dry storage area for one (1) of two (2) kitchen 

tours during the survey.   

Findings include:

Review of the facility's policy, "Cleaning 

Schedules", effective 11/30/2014, revealed, " 

...Policy:  The Dietary Department will adhere to 

cleaning schedules to maintain a clean and 

sanitary department and prevent the growth of 

bacteria ...Procedure ...Refrigerators/Freezers - 

wipe out, straighten and insure that everything is 

covered, labeled, dated and stored properly ... Ice 

Machine - wipe out and around door and outside 

...Storage Guidelines ...3. All opened packages of 

lunch meat or cheese must be tightly wrapped in 

plastic wrap, or sealed in a zip lock bag, and 

dated with date opened... 5. All dairy products 

must be used by "Use by" date, with the 

exception of soft cheeses such as cottage and 

ricotta. 6.  Use following guide for storage time 

...Cheese (soft) Maximum Storage Time 7 

(seven) days ...Luncheon meats Maximum 

 1.  Dietary Manager discarded on 

November 12, 2023 the following:  one 

gallon expired unopened milk, one 32oz 

unopened expired Ricotta cheese, 1/3 

bag of grated carrot / cabbage mix 

opened / undated, 2.5 quarts of chili in 

container not labeled / not dated, one 

package of undated opened ham, one full 

loaf and two half loaves of cinnamon 

bread not labels / dated, on half of a five 

pound bag of opened lettuce not labeled / 

dated and one gallon jar and one 2/3 jar 

of expire yellow mustard.

Storage bins were cleaned and scoop 

stored properly on November 12, 2023 by 

Dietary Manager.

Administrator conducted inservice with 

Dietary Manager on facility policy "Storage 

Bins, Ice Machine and Scoops and 

Storage Guidelines and Cleaning 

Schedule" on November 12, 2023.

Administrator conducted inservice with 

Maintenance Director regarding facility 

policy "Ice Machine and Scoop" on 

November 12, 2023.
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Storage Time 3-5 days loosely wrapped ...Dry 

goods ...4.  Opened packages must be dated with 

a "use by" date of three months from the date 

opened. Package may be stored in NSF (National 

Safety Foundation) approved container with tight 

fitting lid, a zip lock bag or closed with a plastic tie 

...Leftovers 1. Leftovers must be labeled, dated 

and stored in NSF approved containers, zip-lock 

bags or tightly wrapped in plastic wrap 

...Refrigerated Foods 1.  All commercially 

packaged foods which require refrigeration after 

opening must be dated when received and dated 

a second time when opened. Opened containers 

may be kept for 3 (three) months unless 

otherwise specified by the manufacturer. 

Examples of such foods include, but are not 

limited to: mayonnaise, mustard, pickles, pickle 

relish, salad dressings, Jelly and maraschino 

cherries ...3. All opened packages of lunch meat 

must be wrapped in plastic and dated with a "use 

by" date of 5 (five) days from date opened ..."

Review of the facility's policy, "Storage Bins, 

Food", effective 01/2007, revealed, "Policy:  Food 

storage bins will be clean and sanitized according 

to established standards.  Frequency will be 

noted on the facility cleaning schedule ..."

Review of the facility's policy, "Ice Machine & 

(and) Scoops", revised 01/2009, revealed, "Ice 

machine will be cleaned and sanitized biannually.  

Ice scoops will be cleaned and sanitized daily ..."

Initial kitchen tour on 11/12/23 at 10:20 AM, 

revealed numerous foods in the refrigerators that 

had been opened but not labeled/dated and foods 

that were past their use by/expiration date. These 

included:

* One (1) gallon of unopened milk - expiration 

Maintenance Director cleaned Ice 

Machine on November 13, 2023.

2.  All residents have the potential to be 

affected.

3.  Dietary Manager inserviced all Dietary 

Employees on facility policy "Storage Bins, 

Ice Machine and Scoops and Storage 

Guidelines and Cleaning Schedule" 

beginning November 12, 2023 and ending 

November 15, 2023.

Dietary Manager audited cleaning 

schedules on November 12, 2023, added 

storage bin cleaning and cleaning of ice 

machine inside door and outside weekly 

and as needed.

4.  Dietary Manager or Administrator will 

monitor dietary cleaning schedule, 

refrigerator and dry storage areas for 

labels / date and no expired foods 

beginning November 15, 2023 five times a 

week for four weeks, then monthly for 

three months and quarterly thereafter.  

Findings will be brought to the Quality 

Assurance Performance Improvement 

Committee (QAPI) by Dietary Manager 

monthly for three months beginning 

December 6, 2023 to determine 

effectiveness and necessary changes as 

indicated.
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date 10/31/23

*32-ounce Ricotta cheese unopened - expiration 

date 2/2022

*1/3 of a bag of grated carrot/cabbage mix 

opened /undated

*2.5 quarts of chili in a container - not labeled 

/dated

*(1) open package of sandwich ham - not dated

*(1) full loaf and two (2) opened loaves of 

cinnamon bread - not labeled /dated

*One half (1/2) of a five (5) pound bag of opened 

lettuce - not labeled /dated

*(1) gallon jar and one 2/3 full jar best used by 

date 7/20/23 of yellow mustard.

A tour of the dry goods storage area revealed 

opened/undated food items which included: 

*(1) 68-ounce box of chocolate frosting mix, 

opened and partially used, not dated

* Three (3) bags of dry pasta not dated

*(1) gallon jug of Worcestershire sauce that was 

three-fourths full with the top covered with    

plastic wrap due to the bottle top missing. 

An observation and interview on 11/12/23 at 

10:27 AM, with Dietary Staff #1 confirmed the 

large bins holding rice, flour, and sugar were dirty 

with buildup and splatters over the top and sides. 

The sugar bin was one fourth full, and the scoop 

was stored in the sugar. He stated the bins 

needed cleaning and the scoop stored in the 

sugar was not sanitary. He confirmed the 

unlabeled, out of date foods in the walk-in 

refrigerator and stand-alone refrigerator. He 

stated this could cause numerous health 

problems.

An observation and interview, on 11/12/23 at 

10:30 AM, with the Dietary Manager (DM) 
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confirmed the foods in the refrigerator and dry 

storage were out of date and /or not properly 

labeled and dated. He stated that proper dating 

and labeling should be done so the food is not a 

hazard and make anyone sick. The DM stated 

that he and the staff are responsible for checking 

the food for proper labeling, dating and expiration.

An interview, on 11/12/23 at 10:50 AM, with 

Dietary Staff #2, revealed she worked the night of 

11/10/23 and placed the left over chili in the 

refrigerator. She stated that she remembered 

making a sticker for it but guessed she never put 

it on. She stated that she and the other dietary 

staff are responsible for checking and labeling 

foods in the refrigerator.

An observation and interview, on 11/12/23 at 

11:00 AM, with Dietary Staff #1, revealed the 

entire inside of the lid of the ice machine was 

covered with a coat of brownish substance. 

Dietary Staff #1 wiped down the inside of the lid 

and confirmed it was removed easily. He stated 

that it should be cleaned daily. He stated that this 

was a big bacteria issue.

An interview, on 11/12 23 at 11:10 AM, with the 

Administrator (ADM), revealed that issues in the 

dietary department could cause sickness in the 

residents. She stated that the dietary staff is 

ultimately responsible for keeping the dietary 

department clean, including the ice machine.

An interview, on 11/15/23 at 9:45 AM, with the 

Dietary Manager (DM), revealed that he thought 

Maintenance was in charge of the day-to-day 

cleaning and wiping down of the ice machine, but 

confirmed if his staff noticed build-up on it they 

should wipe it down or notify Maintenance. 
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An interview, on 11/15/23 at 10:00 AM, with 

Maintenance Staff #1, revealed that he checks 

the ice machine daily five days a week. He stated 

he checks to make sure it is running properly and 

that the ice is clean and doesn't have any specks 

in it. He stated that the dietary department staff 

are responsible for the daily wiping down of the 

machine. He confirmed that he probably should 

have noticed the brown build up on the inside of 

the ice machine lid.

An interview, on 11/15/23 at 11:00 AM, with the 

Director of Nursing (DON), revealed there were 

no cleaning schedules posted in the dietary 

department.

Record review of the facility's "In-service sign in 

sheet", dated 6/9/2023, revealed the facility 

provided training to the dietary staff on the topic 

of "proper labeling and dating items in coolers 

and dry storage."
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