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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted an annual 

recertification survey, as well as Complaint 

Investigations (CI), MS #23421 and MS #23434, 

at the facility from 11/27/23 through 12/5/23. 

During the survey, the SA determined the facility 

was not in compliance with the requirements for 

participation in Medicare and Medicaid and cited 

F561, F677, F688, F806, F880, and F887. The 

SA investigated the complaints related to 

Pressure Ulcer (PUs) and cited F600, F656, 

F657, F686, and F726.  

The SA identified an Immediate Jeopardy (IJ) and 

Substandard Quality of Care (SQC) that began 

on 8/29/23 when Resident #53, who had existing 

PUs, was admitted to the facility, and was not 

assessed by a qualified nurse or practitioner until 

9/18/23, causing the PU to worsen.  

The facility's failure to provide wound 

assessments, documentation, and wound care 

treatment,  develop and revise comprehensive 

care plan interventions, and ensure staff were 

competent with PU assessments, documentation, 

and treatments related to the prevention of skin 

breakdown and wound care resulted in harm to 

Resident #53 and Resident #89 and put all other 

residents at risk for skin breakdown in a situation 

that was likely to result in serious harm, injury, 

impairment, or death.

The IJ and SQC existed at:

42 CFR §483.12 Freedom from Abuse, Neglect, 

and Exploitation - F600 - Scope/Severity "J"

42 CFR §483.25 (b) (1) Pressure Ulcers - F686 - 

Scope/Severity "J"

 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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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 
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F 000 Continued From page 1 F 000

The IJ existed at:

42 CFR §483.21(b) Comprehensive Care Plans - 

F656 - Scope/Severity "J"

42 CFR §483.21(b) Comprehensive Care Plans - 

F657 - Scope/Severity "J"

42 CFR §483.35 (a) (3) Nursing Services - F726 - 

Scope/Severity "J"

The facility Administrator was notified of the IJ 

and SQC on 12/1/23 at 2:55 PM. 

The facility provided an acceptable Removal Plan 

on 12/4/23, in which they alleged all corrective 

actions to remove the IJ were completed on 

12/4/23 and the IJ removed on 12/5/23.

The SA validated the Removal Plan on 12/5/23 

and determined the IJ was removed on 12/5/23, 

prior to exit. Therefore, the scope and severity for 

42 CFR §483.12 Freedom from Abuse, Neglect, 

and Exploitation - F600, 42 CFR §483.25 (b) (1) 

Pressure Ulcers - F686, 42 CFR §483.21(b) 

Comprehensive Care Plans - F656, 42 CFR 

§483.21(b) Comprehensive Care Plans - F657, 

and 42 CFR §483.35 (a) (3) Nursing Services - 

F726 were lowered from a "J" to a "D" while the 

facility develops a plan of correction to monitor 

the effectiveness of the systemic changes to 

ensure the facility sustains compliance with 

regulatory requirements.

The census at the time of survey was 89, and the 

facility held a license for 120 beds.

F 561 Self-Determination

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

F 561 1/2/24

SS=D
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§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 

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, as evidenced by the resident having to 

remain in his room despite his request to get up 

to socialize and participate in activities for one (1) 

of twenty-two (22) sampled residents.  Resident 

#41

 1. On 11/29/2023, assigned Unit 

Manager and assigned Certified Nursing 

Assistant (CNA) attempted to assist 

Resident #41 with getting up for afternoon 

activities. Resident #41 declined, stating 

that he did not feel up to it, but would try 

again tomorrow. On 11/29/2023, Activity 

Director engaged with resident performing 

in room activity. On 11/30/2023, Resident 
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Findings include:

A record review of the facility policy titled, 

"Resident Rights & (And) Dignity Management", 

revised 05/2022, revealed " ...6. 

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 ...b. 

The resident has the right to make choices about 

aspects of his or her life in the facility that are 

significant to the resident ..."

On 11/28/23 at 4:36 PM, in an interview with 

Resident #41, he indicated a desire to get up 

more often to socialize and participate in 

activities. He revealed it had been months since 

he had gotten out of his bed. He stated that when 

he asked his assigned Certified Nurse Aide 

(CNA), they brushed him off by saying "OK", but 

they never came back to get him up.  Resident 

#41 expressed that he felt helpless because he 

could not get up by himself and had to depend on 

staff for assistance.

On 11/29/23 at 9:40 AM, in an interview with 

Registered Nurse (RN) Unit Manager #1, he 

stated that the list of residents who want to get up 

daily usually included those who go to dialysis 

and therapy. Residents who are not on that list, 

but are on his assigned unit, are approached 

once a week by himself to see if they want to get 

up.  He will then update the list with any new 

requests. RN Unit Manager #1 explained that the 

CNAs ask the residents about getting up every 

morning when they come in to provide care. He 

indicated that the list is updated once he learned 

who wants to get up from the CNAs. He claimed 

that no residents outside the current "get-up" list 

#41 was assisted by staff and attended 

Activities.

2. Facility assessed 95 residents on 

12/14/2023 and determined 57 residents 

require assistance transferring from bed 

or assistance to Activities have the 

potential to be affected.

3. Facility Quality Assurance 

Performance Improvement 

(QAPI)Committee (consisting of 

Administrator, Director of Nursing (DON), 

Infection Control Preventionist (IFCP), 

Medical Director (MD), Social Services 

(SS), Activity Director (AD), Assistant 

Director of Nursing (ADON), Certified 

Dietary Manager(CDM), and Therapy 

Director (DOR)) met on 12/20/2023 to 

review cited regulation. The facility policy 

on Resident Rights in participation of 

Activities of choice was reviewed and no 

changes were made.

 On 12/20/2023, all present Certified 

Nursing Assistants (CNA) , Licensed 

Practical Nurses (LPN), and Registered 

Nurses (RN) for all Morning, Evening, and 

Night shifts were in-serviced by Nurse 

Educator on Resident Self-Determination 

and Resident Rights as it pertains to the 

resident has the right to be assisted to 

Activities and Facility Events. Staff will be 

in-serviced prior to receiving resident care 

assignment.

 40 residents of the 57 residents who 

require assistance transferring from bed 

or requires assistance to Activities, were 

determined to be interviewable. On 

12/14/2023, 100% of the 40 residents 
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have wanted to get up.

On 11/29/23 at 10:02 AM, during an interview with 

Resident # 41, which was witnessed by RN Unit 

Manager #1, he reiterated his wish to get up at 

least once a day merely to get out of the room or 

to participate in activities. RN Unit Manager #1 

said he would add Resident # 41 to the list.

On 11/29/23 at 10:16 AM, in an interview with the 

Director of Nursing, (DON) she stated that 

residents getting up and out of their rooms was a 

team effort, which included various departments. 

She explained she relied on those departments to 

ensure that the residents' needs were satisfied in 

that area. During her weekly rounds, however, if a 

resident indicated that they wish to get up, she 

assured that staff would honor that request. The 

DON confirmed that the CNA supervisors should 

update the resident get-up list weekly and stated 

that she was unaware that any residents' request 

to get up was ignored by staff.

On 11/29/23 at 12:49 PM, in an interview with 

CNA #4/Lead CNA, she revealed that she 

checked with each resident daily to see whether 

they wanted to get up or not.  CNA #4 

acknowledged that the resident get-up list had not 

been updated and planned to update today 

(11/29/23) with the names of residents who 

wanted to get up every day or at least a few days 

out of the week. She admitted there was no 

process or documentation in place to track when 

residents are asked to get up or when they 

refuse. 

A record review of Resident #41's "Admission 

Record" revealed he was admitted by the facility 

on 3/26/18 and had a diagnosis of Cerebral 

were audited by Social Services and 

determined that all resident rights as they 

pertain assistance in attending and 

participation in activities are being 

provided. 

4. Social Services (SS) will continue 

weekly assessments beginning 12/14/23 

by way of interview/observation for all 

residents who require assistance 

transferring from bed or requires 

assistance to Activities weekly for a period 

of 6 months to determine Resident Rights 

are being met. Any concerns identified will 

be noted, assessed and corrected 

immediately through Nursing 

Administration. 

Facility will reconcile the results of these 

interviews with the daily Activity 

Attendance Log in the weekly High Risk 

Meeting beginnng 12/14/2023 for a period 

of 6 months to determine all residents 

identified are assisted to and able to 

participate in any and all activities of 

choice. Any concerns identified will be 

noted, assessed and corrected 

immediately.

SS will report the results of these 

interviews and activity attendance logs will 

be monitored and reported monthly in 

QAPI Meeting beginning on 1/2/2024 to 

determine continued compliance for a 

period of 6 months. Any concerns 

identified will be noted, assessed and 

corrected immediately.
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Infarction.  

A record review of the Quarterly Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD) of 09/25/23 revealed that Resident #41 

had a Brief Interview for Mental Status (BIMS) 

score of 15, which indicated he was cognitively 

intact.

F 600 Free from Abuse and Neglect

CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and 

Exploitation

The resident has the right to be free from abuse, 

neglect, misappropriation of resident property, 

and exploitation as defined in this subpart.  This 

includes but is not limited to freedom from 

corporal punishment, involuntary seclusion and 

any physical or chemical restraint not required to 

treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or 

physical abuse, corporal punishment, or 

involuntary seclusion;

This REQUIREMENT  is not met as evidenced 

by:

F 600 1/2/24

SS=J

 Based on observation, interviews, record review, 

and facility policy review, the facility failed to 

protect the residents' right to be free from neglect 

for five (5) of 22 residents reviewed as evidenced 

by facility staff:

1. Did not provide Pressure Ulcer (PU) 

assessments and care and treatment to prevent 

complications and worsening of PUs (Resident 

#53 and Resident #89) 

 1. Resident #53 was identified and 

assessed by a Registered Nurse(RN). 

Resident was found to have proper wound 

care treatment for the prevention of 

development and worsening of new and 

existing pressure ulcers as determined by 

Wound care Physician,via Telehealth visit 

on 12/2/2023. Resident was successfully 

discharged home from Facility on 

12/7/2023. 
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F 600 Continued From page 6 F 600

2. Turn and reposition a resident (Resident #87) 

3. Ensure incontinent residents were clean and 

dry (Resident #1 and Resident #31).     

The facility's neglect to provide wound 

assessments, documentation, and wound care 

treatment resulted in harm to Resident #53 and 

Resident #89 and put all other residents at risk for 

skin breakdown in a situation that was likely to 

result in serious harm, injury, impairment, or 

death.

The situation was determined to be an Immediate 

Jeopardy (IJ) and Substandard Quality of Care 

(SQC) that began on 8/29/23 when Resident #53, 

who had existing PUs, was admitted to the 

facility, and was not assessed by a qualified 

nurse or practitioner until 9/18/23, causing the 

wound to worsen.   

The facility Administrator was notified of the IJ 

and SQC and was presented with an IJ Template 

on 12/1/23 at 2:55 PM. The facility provided an 

acceptable Removal Plan on 12/4/23, in which 

they alleged all corrective action to remove the IJ 

was completed on 12/4/23 and the IJ was 

removed on 12/5/23. 

The SA validated the Removal Plan on 12/5/23 

and determined the IJ was removed on 12/5/23, 

prior to exit.  Therefore, the scope and severity 

for  42 CFR 483.12 Freedom from Abuse, 

Neglect, and Exploitation F600 was lowered from 

a "J" to a "D" while the facility develops a plan of 

correction to monitor the effectiveness of the 

systemic changes to ensure the facility sustains 

compliance with regulatory requirements.

Findings include:

Resident #89 returned to the facility on 

12/13/2023 and was assessed for wounds 

by Wound Care Physician via Telehealth 

visit on 12/13/2023. All treatment orders 

for Resident #89 were provided and are 

currently maintained. 

2. An audit of 95 residents on 12/1/2023 

determined  95 have the potential for skin 

breakdown.

3. Facility Quality Assurance and 

Performance Improvement (QAPI) 

Committee (consisting of Administrator, 

Director of Nursing (DON), Infection 

Control Preventionist (IFCP), Medical 

Director (MD), Social Services (SS), 

Activity Director (AD), Assistant Director 

of Nursing (ADON), Certified Dietary 

Manager (CDM), and Therapy Director 

(DOR)) met on 12/20/2023 to review cited 

regulation. QAPI Committee reviewed the 

policy,  Resident Abuse and Neglect and 

Treatment/Prevention of Pressure Ulcers  

with no recommended changes to the 

policy. 

127 Facility Staff members were 

inserviced on 12/1/2023 on Abuse and 

Neglect using the Facility Educational 

Web Portal. 

A 100% body audit of 95 residents was 

conducted on 12/4/2023 by Director of 

Nursing (DON), Wound Care RN, 

Assistant Director of Nursing (ADON), RN 

Unit Manager #1 and RN Unit Manager 

#2. The results of that audit determined 

there were no new areas noted/untreated 

nor without updated Physician Orders.

On 12/1/2023, Facility conducted training 

for all 3 Treatment Nursing Staff, Including 

2 Unit Managers, ADON, and DON by 
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A review of the facility's policy "Freedom of 

Abuse, Neglect, and Exploitation Standard", 

revised 11/2019, revealed " ... The purpose of this 

written Freedom of Abuse, Neglect, and 

Exploitation Standard is to outline the preventive 

and action steps taken to reduce the potential for 

abuse, mistreatment and neglect of residents  ... 

Neglect means failure of the facility, its 

employees ...to provide ...services to a resident 

that are necessary to avoid physical harm, pain, 

mental anguish, or emotional distress ..."

Resident #53 

During an observation and interview, on 11/28/23 

at 10:30 AM, Resident #53 was sitting up in his 

wheelchair and he stated that he had a large 

wound on his bottom.  He commented that he 

thought he would have additional wounds after 

this past weekend, because he had to lay in bed 

in his bowel movements and urine for long 

periods of time on the night shift. 

At 2:00 PM on 11/28/23, during the resident 

council meeting, the residents complained that it 

took a long period of time on the night shift for 

staff to answer call lights and change them.  

Resident #53 attended the resident council 

meeting and stated that he could validate those 

complaints because it happened to him all the 

time.  He explained that the bandage to his 

wound would come off and the nurses did not 

redo the wound care or replace the bandage.   

During an interview with Licensed Practical Nurse 

(LPN) #1/Wound Care Nurse, on 11/28/23 at 3:15 

PM, he explained that when a resident was 

admitted to the facility, the initial body 

Outsourced Qualified Trainer on proper 

assessment, staging, and wound care 

necessary to prevent the development 

and worsening of new and existing 

pressure ulcers. 

4. Trained Unit Mangers / Nursing 

Management will be responsible for 

conducting weekly body assessments on 

100% of residents beginning on 12/4/2023 

for the purpose of assessing, staging, and 

providing wound care necessary to 

prevent the development and worsening 

of new and existing pressure ulcers . 

Weekly body assessments will be 

reviewed by the Interdisciplinary Team 

during weekly High-Risk Meeting 

beginning 12/14/2023 for a period of 1 

year to assure full compliance in 

assessing, staging, and wound care 

necessary to prevent the development 

and worsening of new and existing 

pressure ulcers. 

The DON will report all findings to the 

Facility QAPI Committee beginning on 

1/2/2024, who will review and evaluate 

Facility Body Audits Monthly for a period 

of 1 year to determine compliance in 

proper assessment, staging, and wound 

care necessary to prevent the 

development and worsening of new and 

existing pressure ulcers as a part of 

continued agenda. Any concerns 

identified will be noted, assessed and 

corrected immediately.
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assessment was completed by Registered Nurse 

(RN) #3 (RN)/Admission Nurse, and she staged, 

measured, and documented Pressure Ulcers 

(PUs).  LPN #1 reported that he provided a 

resident list to the Wound Care Physician of 

residents that he needed to see.  The Wound 

Care Physician assessed and measured PUs 

weekly on Mondays and LPN #1 added the 

physician's measurements to the Wound/Skin 

Log.  He stated that he began documenting on 

the Wound/Skin logs when RN #4, who was the 

previous wound care nurse, left the facility on 

10/4/23.  LPN #1 explained that a "Random Skin 

Sweep" was a skin assessment that could be 

used at any time to document any newly identified 

skin issues.  He further explained that a "Weekly 

Skin Sweep" had to be completed by an RN 

whenever a nurse documented on the Medication 

Administration Record (MAR) that the resident 

had a skin issue.  LPN #1 confirmed that 

Resident #53 had only one (1) PU on his bottom 

that he had upon admission to the facility.  He 

reported that the resident was currently seen by 

the Wound Care Physician.  

   

A record review of the "Admission Record" 

revealed the facility admitted Resident #53 on 

08/29/23 with diagnoses including Acute and 

Chronic Respiratory Failure with Hypoxia, and 

Chronic Obstructive Pulmonary Disease. 

Record review of the facility's "Brief Interview for 

Mental Status (BIMS) Evaluation", dated 12/2/23, 

revealed a score of 13, which indicated Resident 

#53 was cognitively intact.

A record review of the "Random Skin Sweep" 

dated 08/29/23, which was the date of admission, 

revealed Resident #28 had a "Pressure" area to 
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the "Left buttock" that measured 8 centimeters 

(cm) length, 5 cm width, and 4 cm depth and a 

"Skin Tear" to the "Right lateral foot" that 

measured 3 cm length, 6 cm width, and the depth 

was listed as "UTD" (Unable To Determine).  

"Skin Impairment Findings" revealed "Skin 

injuries as listed above.  Left buttock cleaned with 

NS (Normal Saline), calcium alginate rope, and 

bordered gauze applied.  Right lateral foot 

cleaned with NS and bordered gauze applied.  

(Proper Name of Wound Care Physician) to F/U 

(Follow Up) with resident." The document was 

signed by RN #4, who was the previous Wound 

Care Nurse for the facility and was no longer 

employed by the facility.

A record review of "Braden Scale for Predicting 

Pressure Sore Risk", dated 08/29/23, revealed 

Resident #53 had a score of 13, which indicated 

he had a moderate risk of developing PUs.

A review of the medical record revealed there 

was no other Random or Weekly Skin Sweeps 

documented.

During an interview at 4:00 PM on 11/28/23, with 

the Director of Nursing (DON), she explained that 

PU wound documentation and skin assessments 

were to be completed weekly on the Wound/Skin 

Log by LPN #1.

A record review of the facility's "Wound/Skin Log", 

dated 9/04/23, revealed Resident #53 had a 

Stage IV PU to his Left Buttock that measured 7 

cm X 2 cm X 10.75 cm.  These measurements 

were documented six (6) days after Resident 

#53's admission to the facility and indicated the 

PU had increased in depth.  The log also 

indicated the resident had a Stage IV PU to his 
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Right Lateral Foot that measured 2 cm X 1.5 cm 

X and the "D (cm)" was UTD. This wound had 

been classified upon admission as a "Skin Tear" 

and this was the first documentation that the area 

was a "Pressure" type and "Stage" IV.  The 

"Wound/Skin Log" documentation did not indicate 

who had completed the logs and did not include a 

description of the PU characteristics, the 

progress toward healing and identification of 

potential complications, if infections was present, 

the presence of pain, or a description of 

dressings and treatment.

A record review of the facility's "Wound/Skin Log", 

dated 9/11/23, revealed Resident #53 had a 

Stage IV PU to his left buttock that measured 6.2 

cm x 1.6 cm x 10.6 cm and had a "Type or Stage" 

of PVD (Peripheral Vascular Disease) to his right 

foot that measured 1.7 cm x 1.5 cm x UTD.  The 

documentation of PVD was inconsistent with the 

"Wound/Skin Log" dated 9/4/23, which indicated 

the wound to the right foot was a PU.

A record review of the "Order Recap Report", with 

"Order Date:  08/29/2023 - 11/30/2023), revealed 

Resident #53 had a Physician's Order, dated 

9/18/23, for "Wound consult with skilled wound 

care surgical group ..." 

A record review of a "Surgical Note", dated 

09/18/23, revealed Resident #53 was seen by the 

Wound Care Physician 20 days after he was 

admitted to the facility.  The Physician visited the 

resident because he was asked for his opinion on 

how to manage the wound located at the left 

buttock and sacrum.  The "Wound Location" was 

listed as "Left Buttock and Sacrum", and the 

"Etiology" was listed as "Pressure injury/ulcer - 

Wound Stage:  4 - Pressure Injury".  The note 
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also revealed that the wound area measured 6.2 

cm x 1.6 cm x 10.5 cm, which was deeper than 

the initial measurement upon admission.  The 

wound required the Physician to perform a 

muscle tissue debridement, which was the 

removal of dead tissue from the wound.  The 

wound description indicated that the wound had 

undermining (separation of the wound edges 

from the surrounding healthy tissue) of 13 cm, 

had no odor, and had a copious amount of 

serosanguineous (thin fluid with a light pink tinge) 

exudate.  The tissue of the wound was 20% 

slough (nonviable skin tissue), 80% granulation 

(development of new skin tissue), and there was 

no necrotic or dead tissue present in the wound.  

This was the first wound assessment that 

included a complete wound description of the PU 

characteristics for Resident # 53 since the 

resident was admitted to the facility on 8/29/23.    

The wound progress was listed as 

"Undetermined:  first visit".  The wound to the 

Right Lateral Foot was listed as "PVD".  The 

"Assessment and Plan" revealed, "The patient 

has a wound found on the left buttock and 

sacrum ...there was a sign of tissue decline which 

will entail continuing supervision and will likely 

require future debridement ...continue offloading 

...turn per facility protocol. A low air loss mattress 

is recommended ..." 

A record review of the "Order Recap Report", with 

"Order Date:  08/29/2023 - 11/30/2023), revealed 

Resident #53 had a Physician's Order, dated 

8/29/23 and discontinued on 9/19/23, for "Sacrum 

pressure injury - clean with NS, Pat dry, apply 

Calcium Alginate and cover with bordered gauze 

daily and prn (as needed) for soiled or 

dislodgement ..."  
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During an observation and interview with Certified 

Nurse Aide (CNA) #14 and Resident #53 at 5:05 

AM on 11/29/23, she explained that she was 

going to change Resident #53.  Resident #53 

commented that was the second time he had 

seen staff all night and he had not been changed 

since about 11 PM.  The observation revealed 

that Resident #53's brief was saturated and there 

was no protective bandage noted covering the 

PU, nor was there a bandage in his brief 

indicating the bandage had become dislodged 

during the night.  CNA #14 provided incontinence 

care and applied a clean brief, but the PU to the 

sacrum/buttocks did not have a bandage on it, 

which left the packed wound exposed.  CNA #14 

confirmed that the resident's brief had been 

saturated and there was no bandage on the PU 

wound.  She stated she was unsure of the last 

time she had changed his brief or when the 

bandage had come off the resident.  She said 

would notify the nurse that the resident did not 

have a bandage on his PU.  CNA #14 explained 

that they did not document when residents are 

turned on the "tasks", but Resident #53 was good 

about turning himself.  She confirmed that 

Resident #53 was incontinent of bowel and 

bladder.   

During an interview with Registered Nurse (RN) 

#5, at 5:25 AM on 11/29/23, she explained the 

CNAs should round every two (2) hours to ensure 

residents were clean and dry, but she did not 

check behind them to confirm the rounds are 

completed.  She confirmed CNA #14 had let her 

know that Resident #53's bandage was off his PU 

site, and she advised that she would replace the 

dressing after she completed her medication 

pass.     
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During an interview with RN #3/Admission Nurse, 

at 8:25 AM on 11/29/23, she explained she was 

not a wound care nurse.  She stated that she had 

been helping with the assessment of new 

wounds, admissions, and hospital returns or any 

other residents the wound care nurse needed 

help with.  She confirmed that she only measured 

the wounds and she attempted to assess them, 

but she did not feel comfortable about staging 

PUs.  She said that the Wound Care Physician 

assessed all wounds until they were healed, and 

that LPN #1 printed the physician's assessment 

and that would become part of the resident's 

medical record.  She confirmed that she had 

never staged PUs and that when a resident was 

admitted to the facility with an existing PU, the 

facility used the hospital's discharge wound 

orders and staging documentation. 

During an interview with the Director of Nursing, 

on 11/29/23 at 3:00 PM, she explained she did 

not know who completed the Wound/Skin Logs 

before LPN #1 took over after RN #4 had left.  

She said that different nurses had helped and 

had completed the logs but there was no 

signature or identifying information to indicate 

who completed the measurements.  She 

explained that as far as she knows, those logs 

were completed with the measurements from the 

Wound Care Physician's weekly assessments 

which are completed when he rounds.  She 

confirmed the logs indicated PU measurements 

but did not include any other assessment 

information regarding the wounds.  She said that 

she received a copy of the PU logs weekly, but 

she did not review the logs to determine if the 

PUs were healing or deteriorating, and she did 

not keep the logs on file.  The DON stated that 

LPN #1 provided the Wound Care Physician with 
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a list of residents that needed to be seen during 

his weekly visits, but she was unsure how or who 

determined which residents should be seen by 

the physician.    

During an interview with LPN #1, on 11/30/23 at 

10:35 AM, he explained that if a resident was 

admitted to the facility with an existing PU and 

had wound treatment orders from the hospital, he 

would not always refer that resident to the Wound 

Care Physician.  He reported the facility did not 

have a protocol on when a resident should be 

seen by the Wound Care Physician.  He stated 

that if a wound was not responding to the 

treatment orders, he would notify the Wound 

Care Physician and schedule a consultation for 

the next Monday.  LPN #1 stated that RN #3 

documented measurements on the Wound/Skin 

Log for the residents that the Wound Care 

Physician did not see.  He explained that when a 

new wound was identified, he got an RN to 

assess the area and he relied on the RN to 

complete the Random Skin Sweep 

documentation.  He explained when Resident #53 

was admitted to the facility, he was not referred to 

the Wound Care Physician immediately because 

the resident had treatment orders for wound care 

that came with him from the hospital.  However, 

when he noticed that the wound was not 

responding to the treatment, he referred the 

resident to the Wound Care Physician.  He 

confirmed Resident #53's wound was deep with 

tunneling and undermining present.  He was not 

aware that the RNs had not documented anything 

on the Wound/Skin logs.      

During an interview with the Assistant Director of 

Nursing (ADON), at 11:10 AM on 11/30/23, she 

explained she was not involved in Resident #53's 
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wound care and had never observed his PU.  The 

facility had a Wound Care Physician that came 

every Monday, and the Nurse Practitioner was in 

the facility Monday through Friday.  She explained 

that a PU assessment and documentation should 

include the PU stage, measurement, description 

of the appearance of the PU, drainage, odor, and 

healing or deterioration of the PU.  All PU wounds 

and notifications must be documented, and if it 

was not documented, then it was not completed.  

The ADON said that she was unsure of the 

protocol regarding notifying or consulting with the 

Wound Care Physician when a resident acquired 

a new PU, but she knew he was provided with a 

list of residents that he needed to visit.  She 

explained that the facility conducts a "Stand Up" 

meeting every morning during the week and 

discussed all concerns in the facility, including PU 

concerns.  The ADON stated she was unaware 

that RN #3 was not comfortable in staging PUs, 

but there were other RNs in the facility that could 

assist, and RN #3 should have asked them for 

help.  The ADON said that if a PU was not staged 

or assessed appropriately, the wounds may not 

be treated appropriately and may worsen. 

During an interview with the DON, at 12:00 PM on 

11/30/23, she explained she expected the nurse 

to call the Physician or Wound Care Physician if a 

wound worsened in any way.  She also expected 

all PU assessments and findings to be 

documented in the medical record, and that if 

there was no documentation, then it was not done 

and that she was aware that documentation was 

a problem.  The DON explained that any changes 

in a resident or a resident's PU should be 

documented.  She confirmed that the facility did 

not have a system in place to determine when a 

resident required a consultation with the Wound 

FORM CMS-2567(02-99) Previous Versions Obsolete 94BG11Event ID: Facility ID: 25CG If continuation sheet Page  16 of 143



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  01/08/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255326 12/05/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1116 FOREST AVENUE
PINE FOREST HEALTH AND REHABILITATION

JACKSON, MS  39206

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 600 Continued From page 16 F 600

Care Physician.  LPN #1 was responsible for 

communicating with the Wound Care Physician, 

who was available as needed.  LPN #1 completed 

the wound/skin logs weekly, but the DON was 

unaware that PUs were not completely assessed 

if they are not being seen by the Wound Care 

Physician.  She thought every resident with a 

wound was seen by the Wound Care Physician 

but was not aware of the system.  She was not 

aware that RN #3 was not comfortable with 

staging wounds, because she has been 

completing admission wound assessments for a 

long time.  The DON said she would have put 

someone else in the position that was more 

comfortable if she had known.  She confirmed 

that RN #3 has just recently been filling in with 

wound assessments other an admission 

assessments since RN #4 had been employed at 

the facility.   There were other RNs in the facility 

that could assess and measure if RN #3 had 

asked for help.  The DON was not aware 

Resident #53 was not seen by the Wound Care 

Physician and that his wound had gotten deeper 

from the time he was admitted on 8/29/23 until he 

was seen by the Wound Care Physician on 

9/18/23.  She reported since there was no longer 

a RN in wound care, other RNs assisted in 

completing Wound/Skin logs as necessary.   

Resident #89

During a phone interview with the Complainant, 

on 11/28/23 at 12:20 PM, she explained she 

became involved when the resident was admitted 

to an acute care hospital from the facility with a 

diagnosis of Sepsis (serious condition in which 

the body responds improperly to infection) related 

to a PU to the sacrum.  She explained the 
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hospital physicians were concerned that the 

facility's staff were not turning and repositioning 

the resident as often as needed and not keeping 

him dry and clean. She reported the resident's 

brother and sister had voiced concerns to her and 

the physicians that staff were not turning Resident 

#89 frequently and the resident remained wet for 

long periods of time.  The Complainant advised 

that Resident #89 required wound surgery during 

his hospital stay and he currently remained in the 

acute care hospital at the time of the interview.

   

During a phone interview with the Resident 

Representative (RR), on 11/28/23 at 01:00 PM, , 

he explained Resident #89, who was his brother, 

had been in the facility for six (6) weeks and had 

gotten a bad wound that became septic and 

required surgery.  He explained he stayed at the 

facility for long periods of time to be with brother 

and the staff did not turn or change him enough.  

The staff would not touch the resident for hours, 

and when they finally came to change him, 

Resident #89 would be soaked with urine.  He 

said that his brother did not have any wounds 

when he was admitted to the facility and that he 

did not have a catheter.  He explained the facility 

discussed inserting a catheter on the day the 

resident was so sick and was transported to the 

hospital.  The RR felt like if the facility had kept 

his brother dry and had turned him often, he 

would not have gotten the PU.   

A record review of the "Admission Record" 

revealed the facility admitted Resident #89 on 

09/28/23 with diagnoses that included Traumatic 

Subdural Hemorrhage with Loss of 

Consciousness of Unspecified Duration. 

A record review of the Admission Minimum Data 
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Set (MDS), with an Assessment Reference Date 

(ARD) of 10/5/23, revealed Resident #89 required 

a Staff Assessment for Mental Status and his 

cognition was severely impaired.  A review of 

Section GG revealed that Resident #89 was 

dependent on staff for all functional abilities.  A 

review of Section M revealed Resident #89 was 

at risk for developing pressure ulcers/injuries, but 

he did not have any unhealed pressure 

ulcers/injuries.  

A record review of the "Braden Scale for 

Predicting Pressure Sore Risk", dated 9/28/23, 

revealed Resident #89 had a score of 12 which 

indicated he had a high risk of developing PUs.

A record review of the "Nursing Random Skin 

Sweep", dated 09/28/23, which was the date of 

admission to the facility for Resident #89, 

revealed he had skin tears to his left ear, left 

upper chest, and right upper chest.  The 

document was signed by RN #4, the previous 

Wound Care Nurse.  There was no 

documentation regarding any skin or PUs to the 

resident's sacrum or buttocks.  

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

9/28/23 for "Weekly skin assessments ..."  

Review of the report revealed there were no 

Physician Orders that addressed any skin issues 

or PU treatments to the sacrum upon Resident 

#89's admission date of 9/28/23. 

 

A record review of the "Wound/Skin Log", dated 

10/8/23 (Sunday), which was 10 days after the 

Resident #89 was admitted to the facility, 

revealed he had a PU to the sacrum that 
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measured 6.5 cm x 4.0 cm x UTD.  The onset 

date was recorded as "9/28/23" which was the 

date of admission and conflicted with the 

"Nursing Random Skin Sweep" that was 

completed on 9/28/23 and the Physician's Orders.  

This was the first documentation that referred to 

the PU.  The "Wound /Skin Log documentation 

did not include a description of the PU 

characteristics, the progress toward healing, 

identification of potential complications, if 

infections were present, or the presence of pain.  

There was no indication of who had completed 

the wound/skin log.  

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

10/10/23 and ended on 11/8/23, for "Sacrum 

Pressure Injury - Clean with NS, Pat dry apply 

Zinc Oxide and cover with bordered gauze daily 

and prn ..." This order was received two (2) days 

after the wound/skin log, dated 10/8/23, indicated 

Resident #89 had a PU that measured 6.5 cm x 

4.0 cm x UTD.

 

A record review of the "Weekly Skin Sweep", 

dated 10/12/23, revealed Resident #89 had a PU 

to the sacrum that measured 2.0 cm length, 1.0 

cm width, and UTD for the depth.  The 

measurements conflicted with the measurements 

documented on the "Wound/Skin Log" that had 

been completed four (4) days prior.  The 

documentation did not include a description of the 

PU characteristics, the progress toward healing, 

identification of potential complications, if 

infections were present, or the presence of pain.  

The document was signed by RN #3, the 

Admission Nurse.
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A record review of the "Wound/Skin Log", dated 

10/16/23, revealed Resident #89 had a PU to the 

sacrum that measured 6 cm x 4 cm x UTD, which 

indicated an increase in the size of the wound 

from the "Weekly Skin Sweep" completed on 

10/12/23, which was four (4) days prior.  The 

onset date was recorded as "9/28/23".  The 

"Wound /Skin Log documentation did not include 

a description of the PU characteristics, the 

progress toward healing, identification of potential 

complications, if infections were present, or the 

presence of pain.  There was no indication of who 

had completed the wound/skin log.

A record review of the "Wound/Skin Log", dated 

10/23/23, revealed Resident #89 had a PU to the 

sacrum that measured 6.25 cm x 4 cm x UTD.  

The onset date was recorded as "9/28/23".  The 

measurements indicated the wound had 

increased in size since the log dated 10/16/23.  

The "Wound /Skin Log documentation did not 

include a description of the PU characteristics, 

the progress toward healing, identification of 

potential complications, if infections were present, 

or the presence of pain.  There was no indication 

of who had completed the wound/skin log.

A record review of the "Wound/Skin Log", dated 

11/6/23, revealed Resident #89 had a PU to the 

sacrum that measured 6.5 cm x 4.2 cm x UTD.  

The measurements indicated the wound had 

increased in size from the documentation on the 

log dated 10/23/23.  The onset date was recorded 

as "9/28".  The "Wound /Skin Log documentation 

did not include a description of the PU 

characteristics, the progress toward healing, 

identification of potential complications, if 

infections were present, or the presence of pain.  

There was no indication of who had completed 
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the wound/skin log.  There was an additional 

"Wound/Skin Log', dated 11/6/23, which indicated 

Resident #89 had a PU to the sacrum that 

measured 6.5 cm x 4.5 cm x UTD and the onset 

date was "9/28/23".

A record review of the "Weekly Skin Sweep", 

dated 11/8/23, revealed Resident #89 had a PU 

to the sacrum that measured 3.0 cm length, 2.0 

cm width, and UTD for the depth.  These 

measurements were inconsistent with the 

measurements provided two (2) days prior on the 

wound/skin log dated 11/6/23.  

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

11/8/23, for "Sacrum Pressure Injury - clean with 

NS, pat dry apply Santyl/Calcium Alginate and 

cover with bordered gauze daily and prn ...", and 

a Physician's Order, dated 11/9/23, for "Low air 

loss mattress for sacral wound".  There was a 

Physician Order, dated 11/13/23, to "consult 

skilled wound care for evaluation of sacrum 

wound ..." 

A record review of a "Surgical Note", dated 

11/13/23, revealed Resident #89 was seen by the 

Wound Care Physician.  The Physician visited the 

resident for management of wounds located on 

the sacrum. The "Wound Location" was listed as 

"Sacrum", and the "Etiology" was listed as 

"Pressure injury/ulcer - Wound Stage:  4 - 

Pressure Injury".  The note also revealed that the 

wound measured 6.0 cm x 4.0 cm x UTD prior to 

his debridement, and 6.0 cm x 4.0 cm x 0.5 cm 

after the debridement procedure.  The wound 

required the Physician to perform a muscle tissue 

debridement with the "Preoperative Indications" 
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listed as "Biofilm, Devitalized tissue, and Slough.  

There were no signs of infection.  The wound 

description indicated that the wound had no odor 

and had a moderate amount of serosanguineous 

exudate.  The Peri wound area was unhealthy 

and unstable.   The tissue of the wound was 80% 

slough and 20% granulation.  This was the first 

wound assessment that included a complete 

wound description of the PU characteristics, for 

Resident # 89, which was 36 days after the PU 

was first documented on the Wound/Skin Log 

dated 10/8/23.   

During an interview with RN #3/Admission Nurse, 

at 8:25 AM on 11/29/23, she confirmed that she 

had completed the Weekly Skin Sweep for 

Resident #89 on 10/12/23 and that she did not 

stage the PU or provide descriptive 

characteristics of the PU.  She explained that she 

had assumed the wound care team would follow 

Resident #89, but she did not follow up to ensure 

he was seen by the team.  She explained that the 

wound care team at that time consisted of LPN 

#1 and the Wound Care Physician. She was 

unable to recall what the PU looked like when she 

had measured it.  She confirmed that she only 

measured the PU and did not complete or 

document a full assessment of the wound.  She 

said she was unaware that the Wound Care 

Physician was not seeing the resident when she 

completed the documentation on 10/12/23.      

During an interview with the DON, on 11/29/23 at 

3:00 PM, she explained she was not aware that 

RN #3 had not assessed or staged the PU to the 

sacrum for Resident #89 and that the Wound 

Care Physician had not assessed or staged the 

PU for more than four (4) weeks after the PU was 

first identified by facility staff on 10/8/23.   
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During an interview with the Administrator and the 

DON, at 3:10 PM on 11/29/23, the Administrator 

explained that he could not determine who had 

completed the Wound/Skin logs that were 

provided.  He explained that RN #4 was the 

previous wound care nurse and her last day at 

the facility was 10/04/23.  The DON and the 

Administrator were unable to explain the PU 

measurement inconsistencies of the Wound/Skin 

logs and the Weekly Skin Sweeps for Resident 

#89.  

During an interview with LPN #1, on 11/30/23 at 

10:35 AM, he explained when Resident #89 was 

admitted to the facility, he did not have any PUs.  

He was unable to recall how he found out that 

Resident #89 had a PU, but he did recall asking 

RN #3 to measure the wound.  LPN #1 described 

the PU when he first saw it as measuring 

approximately 2 cm x 3 cm, the area was 

discolored, but the skin was intact.  He thought 

the wound was classified as "Moisture Associated 

Skin Damage" (MASD), because whenever he 

provided the treatments to the sacrum, Resident 

#89 was soiled with urine.  He stated that he had 

instructed CNAs that the resident needed to be 

kept dry, changed in a timely manner, and turned 

more frequently, however he did not conduct and 

document a formal in-service.  LPN #1 said that 

Resident #89's family would be with the resident 

daily and he would talk to them regarding 

resident's PU, but he never completed any 

documentation regarding the PU.  LPN #1 said 

that when the wound was first found, the 

physician was notified, and new orders were 

received for zinc oxide, because the skin was 

intact.  He stated that he continued to treat the 

PU with zinc oxide and did not notify the Wound 
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Care Physician that the wound size was 

increasing.  He confirmed he had no 

documentation of the wounds, including the 

progression or deterioration of the wound.  When 

he noticed the PU to the sacrum had slough, he 

notified the Wound Care Physician and received 

orders to discontinue the zinc oxide and start a 

new treatment.  He said that he felt like the PU 

measurements obtained on the Random and 

Weekly Skin Sweeps were accurate because he 

assisted RN #3/Admissions Nurse when she 

measured the wounds.  He confirmed Resident 

#89's wound had deteriorated and increased in 

size from the time it was first identified on 9/28/23 

until the time he was seen by the Wound Care 

Physician on 11/13/23.  He confirmed that on 

11/13/23, the PU to the sacrum was classified as 

a Stage IV.  LPN #1 stated that he would not 

have done anything differently with the resident 's 

wound.  He confirmed that Resident #89 did not 

have a low air loss mattress to help with pressure 

reduction until 11/9/23.    

During an interview with the Assistant Director of 

Nursing (ADON), at 11:10 AM on 11/30/23, she 

explained she was unaware that Resident #89 

had a PU because she was not involved in his 

care.  She stated that it appeared someone 

dropped the ball, but she didn't know who.  She 

explained that for a resident to develop a Stage 4 

PU in less than two (2) months of admission, the 

resident did not receive adequate care and 

should have been referred to the Wound Care 

Physician before a month had passed, especially 

since the resident had comorbidities, restricted 

mobility, and was at a high risk for skin 

breakdown. 

During an interview with the DON, at 12:00 PM on 
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11/30/23, she stated she was not aware that 

Resident #89's PU had increased in size before 

the Wound Care Physician had gotten involved 

with his care.   

During a phone interview with the Nurse 

Practitioner (NP), at 12:45 PM on 11/30/23, she 

explained that she had not observed Resident 

#89's PU, but she would have if she were asked 

to do so.The NP stated that she reviewed the 

Wound/Skin Logs, but not in detail.     

During a phone interview with the Wound Care 

Physician, at 1:25 PM on 11/30/23, he confirmed 

that he saw Resident #89 on 11/13/23 for the first 

time.  He stated the resident was not very alert or 

responsive and had comorbidities, restricted 

mobility, a tracheostomy, and had thinning skin.  

He said that when he observed the PU on 

11/13/23, the sacrum was noted with devitalized 

tissue, consisting of slough and granulation, and 

was unstageable due to the slough.  The wound 

was debrided and then staged as a Stage IV PU.  

He understood from the wound care nurse that 

the PU started out as MASD, but he felt the 

etiology of the wound was pressure due to his 

restricted mobility and the resident was 

completely dependent upon staff for offloading. 

He stated that all wounds should be assessed by 

the facility's protocol.  He said that he rounded 

weekly at the facility and conducted complete 

assessments of the wounds for residents on his 

list.  Hestated that he was available via Tele-Med 

and could make visits as needed to the facility. 

During a phone interview with the Medical 

Director, at 1:50 PM on 11/30/23, he explained 

that he never observed Resident #89's PU.  He 

stated he was available to the facility staff for any 
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questions or concerns about residents and 

wounds. The staff usually informed him when a 

resident's condition worsened, and he discussed 

any PU or wound issues with the Wound Care 

Physician through the electronic medical records 

portal.  He stated that wounds should be 

assessed daily and if there were any changes, 

the facility should notify the physician and 

document accordingly.

 

During an interview with LPN #6 /Weekend 

Wound Care Nurse, on 12/02/23 at 10:05 AM, 

she stated that Resident #89's PU started out 

with redness and then had slough in the wound.  

She confirmed that she did not notify the Wound 

Care Physician or the Attending Physician 

regarding the change in the wound.  She stated 

that Resident #89 was dependent upon staff for 

turning and repositioning.  

Resident # 87

During an observation on 11/27/23 at 10:27 AM, 

Resident #87 was lying in bed with the head of 

bed elevated. He was positioned on his back at a 

45-degree angle.  The resident was nonverbal 

and unable to make his needs known.   

During an interview on 11/28/23 at 9:00 AM, with 

the resident's sister, she complained that the 

facility was not providing good care to her brother. 

She reported that she came to the facility to visit 

him daily and the staff failed to turn and reposition 

him.  She stated that she was concerned that he 

may get a pressure sore or pneumonia.  Resident 

#87 had been on his back for two (2) hours, since 

7:00 AM. 

During an observation on 11/28/23 at 1:00 PM 
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and 3:00 PM, Resident #87 was positioned on his 

back with the head of the bed elevated.   

During an observation on 11/29/23 at 05:00 AM, 

Resident #87 was positioned on his back with 

head of the bed elevated to a 45-degree angle.   

During an interview on 11/29/23 at 5:15 AM, with 

CNA #2, she confirmed the facility did not have a 

turning schedule, and turning was not 

documented as part of their "tasks.CNA #2 said 

she had not turned the resident. 

During observations on 11/29/23 at 08:00 AM and 

10:30 AM, Resident #87 was positioned on his 

back with the head of the bed elevated.   

During an interview on 11/29/23 at 11:00 AM, with 

the DON, she confirmed the facility did not have a 

schedule for residents to be turned, but she 

would consider implementing one. 

A record review of the "Admission Record" 

revealed the facility admitted Resident #87 on 

08/07/23 with diagnoses including Nontraumatic 

Intracerebral Hemorrhage, Chronic Respiratory 

Failure with Hypoxia, and Hemiplegia and 

Hemiparesis.

A record review of the Quarterly MDS with an 

ARD of 11/10/23 revealed Resident #87's 

cognition was severely impaired. 

Resident #1

On 11/29/23 at 5:15 AM, during an observation of 

Resident #1 and interview with CNA #13, 

Resident #1's brief was saturated with urine and 

had a strong urine odor.  CNA #13 stated that she 
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was not assigned to the resident but confirmed 

that the resident's brief was saturated with urine 

and had a strong urine odor.

On 11/29/23 at 8:49 AM, in an interview with LPN 

#2/Unit Manager, she stated that Resident #1 

was incontinent of bowel and bladder, and she 

expected all staff to make rounds every two (2) 

hours to turn residents and keep them clean and 

dry.   

Record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

8/11/23 with diagnoses that included Hemiplegia 

and Hemiparesis following Cerebral Infarction 

affecting Left non dominant side and Morbid 

Severe Obesity.

Record review of the MDS with an ARD of 

10/12/23 revealed Resident #1 required a staff 

assessment for mental status and her cognition 

was severely impaired. A review of Section G 

revealed Resident #1 required total dependence 

by staff for toileting.   

Resident #31

On 11/27/23 at 2:40 PM, in an observation and 

interview with Resident #31,  revealed there was 

a urine odor noted in the room and the resident 

stated that she stayed wet for long periods of 

time.   

On 11/29/23 at 5:22 AM, an observation and 

interview with CNA #13 and Resident #31, 

revealed the resident's brief was heavily soiled, 

and there was a strong urine odor. Resident #31 

stated she was changed once last night before 

she fell asleep and that she usually got changed 
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once on the 11 PM to 7 AM shift.  CNA #13 stated 

she was not the CNA for the resident, but she 

confirmed that Resident #31's brief was heavily 

soiled urine and had a strong urine odor. 

Record review of the "Admission Record" 

revealed the facility admitted Resident #31 on 

6/23/23 with a diagnoses that included Traumatic 

Brain Injury.  

Record Review of the Quarterly MDS with an 

ARD of 9/26/23 revealed Resident #31 had a 

BIMS score of 15, which indicated she was 

cognitively intact.  A review of Section G revealed 

she was dependent upon staff for toileting 

hygiene. 

On 11/29/23 at 10:42 AM, in an interview with the 

DON, she stated that she expected the CNAs to 

complete rounds every two hours or every hour, if 

a resident required it more often.  She explained 

that when residents are wearing a heavily 

saturated brief, it could cause skin breakdown, 

urinary tract infections, or other infections. She 

stated if a resident had a wound, it could delay 

wound healing.

On 12/01/23 at 9:40 AM, in an interview with CNA 

#1/Lead CNA, she stated that she worked on all 

halls and all shifts at the facility.  She explained 

that she expected the CNAs to make rounds 

every two (2) hours and change the resident if 

needed.  She stated that if a resident was found 

to have a heavily saturated brief and had a strong 

urine odor, she would think that the resident had 

not been changed all night. 

The facility provided an acceptable Removal Plan 

on 12/4/23, in which they alleged all corrective 
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action to remove the IJ was completed on 12/4/23 

and the IJ was removed on 12/5/23. 

Removal Plan

On December 1st, 2023, at approximately 

3:30pm Pine Forest Health and Rehabilitation 

received 5 Immediate Jeopardies during an 

Annual and Complaint Survey from the 

Mississippi Department of Health Licensure and 

Certification and provided the facility with the 

Immediate Jeopardy Templates. 

Brief Summary of Events:

Pine Forest Health and Rehabilitation failed to put 

into place appropriate interventions to ensure 

proper assessment, staging, treatment and 

clinical care plans to treat and prevent the 

development and worsening of new and existing 

pressure ulcers.

Corrective Actions:

1. An Emergency QAPI Meeting was held at 

approximately 12/1/2023 at 5 PM to review the 

cited deficient practices and to determine a root 

cause analysis for the lack of appropriate 

interventions. This meeting included the 

Administrator, Director of Nursing/lnfection 

Preventionist, Medical Director, Respiratory 

Director, & Business Office Manager. The 

following items were reviewed, coordinated, and 

corrected to allege compliance and remove the 

Immediate Jeopardy. The root cause analysis 

determined the cause of these occurrences was 

the facility's failure to be properly train staff on the 

policies for assessing, staging, preventing, and 

communicating wound and skin care issues for 
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residents who could be at risk for skin breakdown 

or are already noted with skin/wound breakdown.

2. The facility did a complete policy review on 

Care Planning Standard, Skin Management 

Standard, and Employee Competency Standard. 

The facility conducted 100% in-services and 

education using outsourced, Qualified Trainers 

and Online Software as it pertains to each 

department and the correlated policies pertaining 

to the immediate jeopardies. The facility also did 

a 100% inservice on all staff on the Identification 

and Reporting of Resident Abuse and Neglect. 

No individual was allowed to work beginning at 

approximately 7PM on 12/1/2023 until they were 

able to successfully complete all prescribed 

In-services.

3. The facility outsourced a Qualified RN Trainer 

to properly train with return demonstration all 

individuals who are responsible for the 

assessment, staging, and provision of wound 

care for the Facility. Upon completion and 

approximately 7:30PM on 12/1/2023, the Facility 

began to conduct body audits on 100% of 

in-house residents to determine proper 

assessment, staging, and treatment of wounds 

and finished on 12/4/2023. All noted pressure 

areas were assessed, staged, and determined to 

have a proper assessment. The wound care 

physician was notified of all findings and 

coordinated a Telehealth Visit on all residents with 

pre-existing wounds to confirm appropriate 

assessment, staging, and treatment of all existing 

pressure ulcers. There were no changes noted 

after having concluded all consult Telehealth 

visits. The attending physician and facility Medical 

Director was then notified of all Wound Care 

Physician's Assessments and concurred with 

FORM CMS-2567(02-99) Previous Versions Obsolete 94BG11Event ID: Facility ID: 25CG If continuation sheet Page  32 of 143



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  01/08/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255326 12/05/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1116 FOREST AVENUE
PINE FOREST HEALTH AND REHABILITATION

JACKSON, MS  39206

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 600 Continued From page 32 F 600

prescribed consultation on all noted patients. 

Resident #53 was determined to have a pressure 

ulcer in an optimal condition of healing. Resident 

#89 remains in the hospital.

4. Both MDS Nurses were immediately trained 

following the QAPI Meeting regarding the ability to 

properly develop and/or revise resident care 

plans interventions for residents with pressure 

ulcers, ensuring those who were admitted to the 

facility without pressure ulcers did not acquire 

pressure ulcers and that existing pressure ulcers 

did not get worse, or residents did not develop 

complications from pressure wounds. After 

completing each Telehealth visit from Wound 

Care Physician and receiving noted confirmation 

for Medical Director/Attending Physician on all 

residents with Pressure ulcers, the facility began 

assessing and updating all care plans on 

12/1/2023 and completed 12/4/2023 on 

coordination with development and prevention of 

pressure ulcers according to the prescribed 

orders. Resident #53 was noted to have a proper 

care plan regarding his healing pressure ulcer. 

Resident #89 remains in the hospital.

5. The facility determined to move forward by 

having the trained Unit RN Managers conduct 

weekly body audits on all residents as it pertains 

to their individual Units A & B and report the 

assessment of those daily audits to the Wound 

Care Team, consisting of the Wound Care 

Physician, Treatment Nurse, MDS Nurse, and 

Director of Nursing. All new admits/readmitting 

residents will their initial assessment conducted 

by the Unit Manager, who will be responsible for 

communicating the results of the audit to the 

Wound Care Team, Consisting of the Wound 

Care Physician, Treatment Nurse, MDS Nurse 
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and Director of Nursing. The Director of Nursing 

has been delegated to report the reconciliation of 

this weekly review in High Risk and monitored 

monthly for no less than 1 year by the QAPI 

Committee.

6. The Facility alleges compliance on 12/5/2023. 

The facility alleges that all corrective actions to 

remove the Immediate Jeopardy were completed 

on 12/4/2023 and the Immediate Jeopardy was 

removed on 12/5/2023.

The SA validated the facility's Corrective Actions 

on 12/5/23:

The SA validated through interviews and record 

review that an Emergency QAPI meeting was 

held on 12/01/2023 with all members in 

attendance. 

The SA validated through interviews and record 

reviews all policies on Care Planning Standards, 

Skin Management Standards, and Employee 

Competency Standards were reviewed with no 

corrections made.  The facility conducted 100% 

in-services and education including Identification 

and Reporting of Resident Abuse and Neglect.  

The SA validated through interviews and record 

reviews the facility outsourced a Qualified RN 

Trainer to properly train and return demonstration 

all individuals who are responsible for the 

assessment, staging, and provision of wound 

care for the Facility. The facility completed 100% 

body audits of in-house residents to determine 

proper assessment, staging, and treatment of 

wounds and finished on 12/04/23. The Wound 

Care Physician was notified of all findings and 

coordinated a Telehealth Visit on all residents with 

FORM CMS-2567(02-99) Previous Versions Obsolete 94BG11Event ID: Facility ID: 25CG If continuation sheet Page  34 of 143



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  01/08/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255326 12/05/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1116 FOREST AVENUE
PINE FOREST HEALTH AND REHABILITATION

JACKSON, MS  39206

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 600 Continued From page 34 F 600

pre-exiting wounds to confirm appropriate 

assessment, staging, and treatment of all exiting 

pressure ulcers. The Medical Director was 

notified of all findings. Resident #53 was 

determined to have a pressure ulcer in an optimal 

condition of healing.  Resident #89 remains in the 

hospital.

The SA validated through interviews and record 

reviews both MDS Nurses were immediately 

trained following the QAPI meeting regarding the 

proper development and/or revise resident care 

plans interventions for residents with pressure 

ulcers, ensuring those who were admitted to the 

facility without pressure ulcers did not acquire 

pressure ulcers and that existing pressure ulcers 

did not get worse, or residents did not develop 

complications from pressure wounds. The facility 

assessed and updated all care plans and 

completed them on 12/04/23.  

The SA validated through interviews and record 

reviews the facility trained Unit RN Managers 

conduct weekly body audits on all resident as it 

pertains to their individual Units A and B and 

report the assessment of those daily audits to the 

Wound Care Team, consisting of the Wound 

Care Physician, Treatment Nurse, MDS Nurse, 

and DON.  The DON has been delegated to 

report the reconciliation of this weekly review in 

High Risk and monitored monthly for no less than 

one (1) year by the QAPI Committee.

The SA validated through interviews and record 

reviews and no associate can return to work until 

they have received this in-service training.

The SA validated that all corrective actions were 

completed on 12/04/2023 and the IJ was 
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removed as of 12/05/2023.

F 656 Develop/Implement Comprehensive Care Plan

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

§483.21(b) Comprehensive Care Plans

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

implement a comprehensive person-centered 

care plan for each resident, consistent with the 

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

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

objectives and timeframes to meet a resident's 

medical, nursing, and mental and psychosocial 

needs that are identified in the comprehensive 

assessment. The comprehensive care plan must 

describe the following -

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

or maintain the resident's highest practicable 

physical, mental, and psychosocial well-being as 

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

(ii) Any services that would otherwise be required 

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

provided due to the resident's exercise of rights 

under §483.10, including the right to refuse 

treatment under §483.10(c)(6).

(iii) Any specialized services or specialized 

rehabilitative services the nursing facility will 

provide as a result of PASARR 

recommendations. If a facility disagrees with the 

findings of the PASARR, it must indicate its 

rationale in the resident's medical record.

(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 

F 656 1/2/24

SS=J

FORM CMS-2567(02-99) Previous Versions Obsolete 94BG11Event ID: Facility ID: 25CG If continuation sheet Page  36 of 143



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  01/08/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255326 12/05/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1116 FOREST AVENUE
PINE FOREST HEALTH AND REHABILITATION

JACKSON, MS  39206

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 36 F 656

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 implement 

comprehensive care plan interventions as 

evidenced by:  (1) the failure to develop 

comprehensive care plan interventions for 

residents with pressure ulcers (PUs) (Resident 

#53 and Resident #89), (2) the failure to ensure a 

resident was turned and repositioned (Resident # 

87), (3) the failure to ensure residents were clean 

and dry (Resident #1 and #31), and  (4) the 

failure to ensure nail care was provided to 

dependent residents (Resident #23 and Resident 

#41), for six (6) of 22 care plans reviewed.  

The facility's failure to develop comprehensive 

care plan interventions related to the prevention 

of skin breakdown and PU care resulted in harm 

to Resident #53 and Resident #89 and put all 

other residents at risk for skin breakdown in a 

situation that was likely to result in serious harm, 

injury, impairment, or death.

The facility's failure to put Resident #53, Resident 

#89, and all other residents who are at risk for 

skin breakdown at risk for serious harm, injury, 

impairment, or death.

 1. Resident #53 was identified and 

assessed by a Registered Nurse on 

12/1/2023. Resident was found to have 

proper wound care treatment for the 

prevention of development and worsening 

of new and existing pressure ulcers as 

determined by Wound care Physician via 

Telehealth visit on 12/2/2023. Resident 

#53 Care plan was reviewed and properly 

updated from Telehealth consult to assure 

development with resident centered 

comprehensive care plan interventions to 

prevent further pressure ulcers, existing 

pressure ulcers do not get worse, and 

resident does not develop complications 

from pressure wounds. Resident #53 was 

successfully discharged home on 

12/7/2023.

 Resident #89 returned to the facility on 

12/13/2023 and assessed for wounds by 

wound care physician via Telehealth visit 

on 12/13/2023. All wound care for 

Resident #89 was care planned according 

to physician�s orders.

2. A body audit of 95 resident was 

completed on 12/1/2023 and zero 

residents were determined to have the 
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The situation was determined to be an Immediate 

Jeopardy (IJ)  that began on 8/29/23 when 

Resident #53, who had existing PUs, was 

admitted to the facility, and was not assessed by 

a qualified nurse or practitioner until 9/18/23, 

causing the wound to worsen.   

The facility Administrator was notified of the IJ 

and was presented with an IJ Template on 

12/1/23 at 2:55 PM.   The facility provided an 

acceptable Removal Plan on 12/4/23, in which 

they alleged all corrective action to remove the IJ 

was completed on 12/4/23 and the IJ was 

removed on 12/5/23. 

The State Agency (SA) validated the Removal 

Plan on 12/5/23 and determined that the IJ was 

removed on 12/5/23, prior to exit. Therefore, the 

scope and severity for 42 CFR 483.21(b) 

Comprehensive Care Plans F656 was lowered 

from a "J" to a "D" while the facility develops a 

plan of correction to monitor the effectiveness of 

the systemic changes to ensure the facility 

sustains compliance with regulatory 

requirements.

Findings include:

A record review of the facility's policy 

"Comprehensive Care Plan" revised 03/2019, 

revealed, " ... It is the policy of this facility to 

develop and implement a comprehensive 

person-centered care plan for each resident, 

consistent with resident rights, that includes 

measurable objectives and timeframes to meet a 

resident's medical, nursing, and mental and 

psychological needs that are identified in the 

resident's comprehensive assessment ..."

potential to be affected.

3. Facility Quality Assurance 

Performance Improvement (QAPI) 

Committee (consisting of Administrator, 

Director of Nursing (DON), Infection 

Control Preventionist (IFCP), Medical 

Director (MD), Social Services (SS), 

Activity Director (AD), Assistant Director 

of Nursing (ADON), Certified Dietary 

Manager (CDM), and Therapy Director 

(DOR)) met on 12/20/2023 to review cited 

regulation. QAPI Committee reviewed the 

policy,  Care Planning  with no 

recommended changes to the policy. 

 All 9 residents with existing pressure 

areas or with potential for pressure areas 

will have resident centered 

comprehensive care plan interventions for 

treatment of pressure ulcers and/or the 

prevention of pressure ulcers were 

determined to be up to date with physician 

orders on 12/2/2023.

On 12/1/2023, both Minimal Data Set 

(MDS) Coordinators will successfully 

completed Educational Training via web 

portal on development of resident 

centered comprehensive care plan 

interventions for residents with pressure 

ulcers, ensuring those who were admitted 

to the facility without pressure ulcers did 

not acquire pressure ulcers, pressure 

ulcers did not get worse, or residents did 

not develop complications from pressure 

wounds.

4. Trained Unit Mangers and Nurse 

Management in their absence will be 

responsible for conducting weekly body 
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Resident #53

A record review of Resident #53's 

"Comprehensive Care Plan" undated, revealed a 

"Focus: The resident has Stage 4 pressure ulcer 

to Left Buttocks ...Desired Outcome: The 

resident's will Pressure ulcer will show signs of 

healing and remain free from infection by/through 

review date ...Interventions/Tasks: Administer 

treatments as ordered and monitor for 

effectiveness, Monitor/document/report to MD 

(Medical Doctor) PRN (As Needed) changes in 

skin status:  appearance, color, wound healing, 

s/sx (signs and symptoms), wound size (length X 

width X depth), stage, Sacrum and left buttock 

pressure injury State 4-clean with NS (Normal 

Saline), pat dry, pack with Dakin's solution ¼ 

strength soaked kerlix and cover with bordered 

gauze daily and prn for soiled or dislodgement ..."  

There were no other interventions developed to 

stabilize, reduce, or remove underlying risk 

factors for PUs or to prevent the development of 

additional PUs.

At 9:00 AM on 11/29/23, during an interview with 

Licensed Practical Nurse (LPN) #1/Wound Care 

Nurse, he stated that Resident #53 was admitted 

to the facility with a PU.

A record review of the "Admission Record" 

revealed the facility admitted Resident #53 on 

08/29/23 with diagnoses including Acute and 

Chronic Respiratory Failure with Hypoxia, and 

Chronic Obstructive Pulmonary Disease. 

A record review of the Comprehensive Minimum 

Data Set (MDS), with an Assessment Reference 

Date (ARD) of 09/05/23 revealed Resident #53 

had a Brief Interview for Mental Status (BIMS) 

assessments on 100% of residents as 

part of their ongoing weekly assignments 

beginning on 12/10/2023 and on all new 

admissions and readmissions for the 

purpose of assessing, staging, and 

providing wound care necessary to 

prevent the development and worsening 

of new and existing pressure ulcers in 

order to develop resident centered 

comprehensive care plan interventions for 

residents with pressure ulcers, ensuring 

those who were admitted to the facility 

without pressure ulcers did not acquire 

pressure ulcers, pressure ulcers did not 

get worse, or residents did not develop 

complications from pressure wounds. 

Beginning 12/7/2023 MDS Director will 

report  Weekly body assessments and 

care plans weekly to the Interdisciplinary 

Team during weekly High-Risk Meeting. 

Care Plan interventions are effective and 

no new or worsening Pressure Ulcers 

have been reported. 

MDS Director will report all findings to The 

Facility QAPI Committee beginning 

1/2/2023 who will review and evaluate 

Facility Body Audits Monthly to determine 

compliance in developing resident 

centered comprehensive care plan 

interventions for residents with pressure 

ulcers, ensuring those who were admitted 

to the facility without pressure ulcers did 

not acquire pressure ulcers, pressure 

ulcers did not get worse, or residents did 

not develop complications from pressure 

wounds for a period of 6 months. Any 

concerns identified will be noted, 

assessed and corrected immediately.
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score of 6, which indicated he had severe 

cognitive impairment.  Further review  revealed 

that he required extensive assistance with bed 

mobility and toilet use, was always incontinent of 

urine and bowel, he was at risk of developing 

PUs, and had one (1) unstageable PU that was 

present upon admission to the facility.   

Record review of Resident #53's "Brief Interview 

for Mental Status (BIMS) Evaluation" with an 

effective date of 12/02/23 revealed a BIMS 

Summary score of 13, which indicated Resident 

#53 was cognitively intact. 

   

A record review of "Braden Scale for Predicting 

Pressure Sore Risk", dated 08/29/23, revealed 

Resident #53 had a score of 13, which indicated 

he was at moderate risk for developing a PU.

Resident #89

A record review of the Comprehensive Care Plan 

undated, revealed a "Focus : Resident is at risk 

for impairment to skin due to Immobility, 

Incontinence... Desired Outcome: Residents will 

remain free of complications if skin is impaired 

through next review date. Interventions... 

Preventative skin care measures..."  

Record review of the care plan undated, revealed 

"Focus : The resident has potential/actual 

impairment to skin integrity r/t (related to) Stage 4 

to sacrum. Desired Outcome: The resident's 

pressure injury of the (sacrum) will be healed by 

review date.  Interventions/Tasks: 

Identify/document potential causative factors and 

eliminate/resolve where possible, Keep skin clean 

and dry, Monitor/document location, size and 

treatment of skin injury.  Report abnormalities, 
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failure to heal, s/sx of infection, macerations etc. 

to MD, Wound care as ordered by MD (santyl, 

Calcium Alginate, bordered Foam..."  There were 

no other interventions developed to stabilize, 

reduce, or remove underlying risk factors for PUs 

or to prevent the development of additional PUs.

A record review of the "Admission Record" 

revealed the facility admitted Resident #89 on 

09/28/23 with diagnoses including Traumatic 

Subdural Hemorrhage with Loss of 

Consciousness of Unspecified Duration. 

A record review of the Comprehensive Minimum 

Data Set (MDS), with an Assessment Reference 

Date (ARD) of 10/05/23 revealed Resident #89 

required a staff assessment of mental status, 

which indicated his cognitive skills were severely 

impaired.  Further review revealed that he was 

dependent upon staff for functional abilities, was 

always incontinent of urine and bowel, he was at 

risk of developing PUs, and had no PUs upon 

admission to the facility.  

A record review of Resident #89's "Braden Scale 

for Predicting Pressure Sore Risk", dated 

09/28/23, revealed he had a score of 12, which 

indicated he was at high risk for developing a PU.  

A record review of the "Random Skin Sweep", 

dated 9/28/23, the date Resident #89 was 

admitted to the facility, revealed he did not have 

any PUs.

A record review of the "Wound/Skin Log", dated 

10/8/23, revealed Resident #89 had a PU to the 

sacrum.

On 11/30/23 at 10:35 AM, during an interview with 
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LPN #1, he explained that he reviewed 

Physician's Orders to complete treatments for the 

residents and he did not use or review the 

resident's care plans.  He stated that care plan 

interventions are completed by the Registered 

Nurses (RNs) and the purpose of the 

interventions was to instruct the staff on how to 

provide care to the resident.   

 

At 11:35 AM on 11/30/23, during an interview with 

LPN #4/Care Plan Nurse, she explained the 

purpose of the care plan is to provide care for the 

residents, and all care plans should be 

resident-centered and individualized for the 

residents.  She stated that she and Registered 

Nurse (RN) # 2/MDS Coordinator, build resident 

care plans, including interventions, by using the 

electronic health record care plan library.  LPN #4 

said they also review the Braden's Scale to help 

with care planning for residents at risk for PU 

development and for residents who currently had 

PUs.  She explained that every staff member 

should use the care plan to assure adequate care 

was provided for the resident.  LPN #4 reviewed 

Resident #53's PU care plan and confirmed there 

were no interventions that addressed prevention 

for further skin breakdown or the development of 

additional PUs.  LPN #4 reviewed Resident #89's 

PU care plan and confirmed that although there 

were some preventive measures in place, the 

interventions did not include everything including 

supplements, weights, and was not resident 

centered.  She confirmed the intervention of 

"Preventative skin care measures" was too vague 

and should be more specific for the staff to know 

how to care for the resident. 

At 12:00 PM on 11/30/23, during an interview with 

the Assistant Director of Nursing (ADON), she 
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explained the facility had two (2) Care Plan 

Nurses that complete care plans for the 

residents.  She stated that the Braden Scale was 

completed by staff on each resident upon 

admission and care plans are developed based 

on the results of the assessment.  She reported 

that any resident who was at risk for a PU, or had 

a current PU, should have a care plan for 

prevention of skin breakdown or for additional PU 

development.  She confirmed that all care plans 

should be resident-centered and contain 

interventions to provide the needs of the resident.  

She stated that she expected resident care plans 

to have appropriate interventions in place to 

provide adequate care to the residents.  

On 12/01/23 at 11:00 AM, during an interview with 

RN #2/MDS Coordinator/Care Plan Nurse, she 

explained the purpose of the care plan was to 

know what care the resident needed and she 

expected all staff to follow the care plan.  She 

stated that she used Physician Orders and other 

assessments to develop care plan interventions 

to meet the resident's needs.  RN #2 reviewed 

Resident #53's care plan and confirmed the PU 

care plan interventions did not contain measures 

to prevent further skin breakdown and the 

development of additional PUs.  RN #2 reviewed 

Resident #89's care plan and confirmed the 

interventions for preventative skin care measures 

should be more resident centered and reported 

preventative skin care measures should be used 

for all residents.  

Resident # 87

A record review of Resident #87's 

Comprehensive Care Plan revealed a "Focus" of 

"Resident is at risk for impairment to skin due to 
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immobility" and had "Interventions/Tasks" 

including "Incontinent care q (every) 2 hours and 

as needed" and "Turn and reposition q 2 hours 

and as needed".

A record review of the "Admission Record" 

revealed the facility admitted Resident #87 on 

08/07/23 with diagnoses including Nontraumatic 

Intracerebral Hemorrhage, Chronic Respiratory 

Failure with Hypoxia, and Hemiplegia and 

Hemiparesis.

On 11/27/23 at 10:27 AM, during an observation, 

Resident #87 was lying in bed positioned on his 

back with the head of the bed elevated to  

approximately a 45 degree angle. 

On 11/28/23 at 9:00 AM, during an interview with 

the resident's sister, she complained that the 

facility was not providing good care to her brother. 

She reported that she came to the facility to visit 

him daily and the staff failed to turn and reposition 

him.  She stated that Resident #87 had been on 

his back for two (2) hours, since 7:00 AM. 

On 11/28/23 at 1:00 PM and 3:00 PM, during an 

observation, Resident #87 was positioned on his 

back with the head of the bed elevated.   

On 11/29/23 at 8:00 AM and 10:30 AM, during 

observations, Resident #87 was positioned on his 

back with the head of the bed elevated.   

On 11/29/23 at 11:00 AM, in an interview with the 

DON, she confirmed the facility did not have a 

schedule for residents to be turned.    

Resident #1
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Record review of the care plan for Resident #1 

revealed a "Focus" of "(Proper Name of Resident 

#1) has bladder incontinence and is at risk for 

complications" and "Interventions/Tasks" included 

" ...Check (Proper Name) every 2-3 hours and as 

required for incontinence.  Wash, rinse and dry 

perineum.  Change clothing PRN after 

incontinence episodes..."

Record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

8/11/23 with diagnoses that included Hemiplegia 

and Hemiparesis following Cerebral Infarction 

affecting Left non dominant side and Morbid 

Severe Obesity.

During an observation and interview on 11/29/23 

at 5:15 AM, with CNA #13, revealed Resident 

#1's brief was saturated with urine and had a 

strong urine odor.  CNA #13 stated that she was 

not assigned to the resident but confirmed that 

the resident's brief was saturated with urine and 

had a strong urine odor.

In an interview with LPN #2/Unit Manager, on 

11/29/23 at 8:49 AM, she stated that Resident #1 

was incontinent of bowel and bladder, and she 

expected all staff to make rounds every two (2) 

hours to turn residents and keep them clean and 

dry.   

Resident #31

Record review of the care plan revealed Resident 

#31 had a "Focus" of "The resident has bladder 

and bowel incontinence r/t Impaired Mobility", with 

"Interventions/Tasks" including " ...Change 

(every2 hours) and prn", and "Check resident and 

as required for incontinence ..."
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Record review of the "Admission Record" 

revealed the facility admitted Resident #31 on 

6/23/23 with a diagnosis of Traumatic Brain 

Injury.  

Record review of the Quarterly MDS with an ARD 

of 9/26/23 revealed Resident #31 had a BIMS 

score of 15, which indicated she was cognitively 

intact.  A review of Section G revealed she was 

dependent upon staff for toileting hygiene. 

An observation and interview with Resident #31, 

on 11/27/23 at 2:40 PM,  revealed there was a 

urine odor noted.  Resident #31 stated that she 

stayed wet for long periods of time.   

An observation and interview with CNA #13 on 

11/29/23 at 5:22 AM, Resident #31 stated that 

she was changed once last night before she went 

to sleep, and she got changed once on the 11 PM 

to 7 AM shift.  The resident's brief was heavily 

soiled, and there was a strong urine odor.  CNA 

#13 stated she was not the CNA for the resident, 

but she confirmed that Resident #31's brief was 

heavily soiled with urine and had a strong urine 

odor. 

In an interview with the DON on 11/29/23 at 10:42 

AM, she stated that she expected the CNAs to 

complete rounds every two hours or every hour, if 

a resident required it more often.  

At 9:40 AM on 12/01/23, in an interview with CNA 

#1/Lead CNA, she stated that she worked on all 

halls and all shifts at the facility.  She explained 

that she expected the CNAs to make rounds 

every two (2) hours and change the resident if 

needed.  She stated that if a resident was found 
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to have a heavily saturated brief and had a strong 

urine odor, she would think that the resident had 

not been changed all night. 

Resident #23

A record review of the care plan for Resident #23 

revealed a "Focus" of "The resident has an ADL 

(Activities of Daily Living) self care performance 

deficit r/t activity intolerance, impaired balance, 

Limited Mobility", with "Interventions/Tasks" of " 

...Check nail length and trim and clean on bath 

day and as necessary," and "The resident 

requires extensive assistance ...with personal 

hygiene ..."

A record review of Resident #23's "Admission 

Record" revealed she was admitted to the facility 

on 10/13/22 with diagnoses that included Muscle 

wasting and atrophy, Rheumatoid Arthritis, 

Osteoarthritis, and Muscle Weakness.

 

A record review of the Quarterly MDS with an 

ARD of 9/15/22 revealed that Resident #23 had a 

BIMS core of 15, which indicated that the resident 

is cognitively intact.  SECTION G revealed she is 

not ambulatory and requires extensive assistance 

for bed mobility, dressing, and personal hygiene.

During an observation and interview on 11/27/23 

at 10:56 AM, Resident #23's fingernails were 

jagged and approximately ¼ of an inch past the 

tips of her fingers. Her hair was matted at the 

ends, appearing nappy. Resident #23 stated that 

she did not like her long fingernails and wished 

staff would comb her hair and trim her nails 

regularly. She indicates the staff has not cut her 

nails or done her hair in several weeks. 
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During an observation on 11/28/23 at 3:42 PM, 

Resident #23's hair was uncombed, and her nails 

were long and jagged.

 During an observation on 11/29/23 at 8:23 AM, 

Resident #23's hair was not combed, and her 

nails were not cut.  

Resident #41

Record review of the care plan for Resident #41 

revealed "Focus (Proper Name of Resident #41) 

has an ADL Self Care Performance Deficit r/t 

Activity Intolerance, Hemiplegia, Impaired 

balance, Stroke ...Interventions ...Check nail 

length and trim and clean on bath day and as 

necessary ..." 

 Record review of the care plan revealed "Focus 

(Resident # 41's Proper Name) requires 

assistance with ADL's related to cognitive 

impairment, decreased mobility, HX (History) of 

Cerebral Infarction ...Interventions ...Staff to 

assist with ADL's..." 

In an observation and interview on 11/27/23 at 

12:17 PM, Resident #41 was lying in bed.  His 

hair was not combed, fingernails were long and 

jagged, and his face was unshaven.   Resident 

#41 stated that he wanted his nails clipped and to 

be groomed on a consistent schedule. He stated 

that staff have not done it as frequently as he 

would have liked.

Record review of Resident #41's "Admission 

Record" revealed he was admitted to the facility 

on 3/26/18 with diagnoses including Lack of 

Coordination, Contracture of Right Hand and 

Stiffness in Right Hand.  
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A record review of the Quarterly MDS with an 

ARD of 09/25/23 revealed that Resident #41 had 

a Brief Interview for Mental Status (BIMS) score 

of 15, which indicates that the resident is 

cognitively intact.  

In an interview with Resident #41 on 11/28/23 at 

4:36 PM, he stated that staff had not cut his nails 

or combed his hair.

During an interview on 11/29/23 at 10:02 AM, with 

Resident #41 and the RN #1/Unit Manager, 

Resident #41 reiterated that he wished to have 

his nails clipped, beard shaved, and hair combed 

every week. RN #1 said he would get this done 

for the resident immediately.

On 11/30/23 at 11:35 AM, during an interview with 

Licensed Practical Nurse #4 (LPN)/Care Plan 

Nurse, she stated every staff member should use 

the care plan to assure adequate care is provided 

for the residents.  

On 11/30/23 at 12:00 PM, during an interview with 

the DON, she explained that she expected staff to 

follow the residents' care plans to provide the 

best care for all residents.   

On 12/01/23 at 11:00 AM, during an interview with 

RN #2/MDS Coordinator/Care Plan Nurse, she 

stated that she expected all staff to follow the 

care plans to be able to provide adequate care for 

the residents.   

The facility provided an acceptable Removal Plan 

on 12/4/23, in which they alleged all corrective 

action to remove the IJ was completed on 12/4/23 

and the IJ was removed on 12/5/23 which 
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included: 

On December 1st, 2023, at approximately 

3:30pm Pine Forest Health and Rehabilitation 

received 5 Immediate Jeopardies during an 

Annual and Complaint Survey from the 

Mississippi Department of Health Licensure and 

Certification and provided the facility with the 

Immediate Jeopardy Templates. 

Brief Summary of Events:

Pine Forest Health and Rehabilitation failed to put 

into place appropriate interventions to ensure 

proper assessment, staging, treatment and 

clinical care plans to treat and prevent the 

development and worsening of new and existing 

pressure ulcers.

Corrective Actions:

1. An Emergency QAPI Meeting was held at 

approximately 12/1/2023 at 5 PM to review the 

cited deficient practices and to determine a root 

cause analysis for the lack of appropriate 

interventions. This meeting included the 

Administrator, Director of Nursing/lnfection 

Preventionist, Medical Director, Respiratory 

Director, & Business Office Manager. The 

following items were reviewed, coordinated, and 

corrected to allege compliance and remove the 

Immediate Jeopardy. The root cause analysis 

determined the cause of these occurrences was 

the facility's failure to be properly train staff on the 

policies for assessing, staging, preventing, and 

communicating wound and skin care issues for 

residents who could be at risk for skin breakdown 

or are already noted with skin/wound breakdown.
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2. The facility did a complete policy review on 

Care Planning Standard, Skin Management 

Standard, and Employee Competency Standard. 

The facility conducted 100% in-services and 

education using outsourced, Qualified Trainers 

and Online Software as it pertains to each 

department and the correlated policies pertaining 

to the immediate jeopardies. The facility also did 

a 100% inservice on all staff on the Identification 

and Reporting of Resident Abuse and Neglect. 

No individual was allowed to work beginning at 

approximately 7PM on 12/1/2023 until they were 

able to successfully complete all prescribed 

In-services.

3. The facility outsourced a Qualified RN Trainer 

to properly train with return demonstration all 

individuals who are responsible for the 

assessment, staging, and provision of wound 

care for the Facility. Upon completion and 

approximately 7:30PM on 12/1/2023, the Facility 

began to conduct body audits on 100% of 

in-house residents to determine proper 

assessment, staging, and treatment of wounds 

and finished on 12/4/2023. All noted pressure 

areas were assessed, staged, and determined to 

have a proper assessment. The wound care 

physician was notified of all findings and 

coordinated a Telehealth Visit on all residents with 

pre-existing wounds to confirm appropriate 

assessment, staging, and treatment of all existing 

pressure ulcers. There were no changes noted 

after having concluded all consult Telehealth 

visits. The attending physician and facility Medical 

Director was then notified of all Wound Care 

Physician's Assessments and concurred with 

prescribed consultation on all noted patients. 

Resident #53 was determined to have a pressure 

ulcer in an optimal condition of healing. Resident 
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#89 remains in the hospital.

4. Both MDS Nurses were immediately trained 

following the QAPI Meeting regarding the ability to 

properly develop and/or revise resident care 

plans interventions for residents with pressure

ulcers, ensuring those who were admitted to the 

facility without pressure ulcers did not acquire 

pressure ulcers and that existing pressure ulcers 

did not get worse, or residents did not develop 

complications from pressure wounds. After 

completing each Telehealth visit from Wound 

Care Physician and receiving noted confirmation 

for Medical Director/Attending Physician on all 

residents with Pressure ulcers, the facility began 

assessing and updating all care plans on 

12/1/2023 and completed 12/4/2023 on 

coordination with development and prevention of 

pressure ulcers according to the prescribed 

orders. Resident #53 was noted to have a proper 

care plan regarding his healing pressure ulcer. 

Resident #89 remains in the hospital.

5. The facility determined to move forward by 

having the trained Unit RN Managers conduct 

weekly body audits on all residents as it pertains 

to their individual Units A & B and report the 

assessment of those daily audits to the Wound 

Care Team, consisting of the Wound Care 

Physician, Treatment Nurse, MDS Nurse, and 

Director of Nursing. All new admits/readmitting 

residents will their initial assessment conducted 

by the Unit Manager, who will be responsible for 

communicating the results of the audit to the 

Wound Care Team, Consisting of the Wound 

Care Physician, Treatment Nurse, MDS Nurse 

and Director of Nursing. The Director of Nursing 

has been delegated to report the reconciliation of 

this weekly review in High Risk and monitored 
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monthly for no less than 1 year by the QAPI 

Committee.

6. The Facility alleges compliance on 12/5/2023. 

The facility alleges that all corrective actions to 

remove the Immediate Jeopardy were completed 

on 12/4/2023 and the Immediate Jeopardy was 

removed on 12/5/2023.

The SA validated the facility's Corrective Actions 

on 12/5/23:

The SA validated through interviews and record 

review on 12/5/2023 that an Emergency QAPI 

meeting was held on 12/01/2023 with all 

members in attendance. 

The SA validated through interviews and record 

reviews all policies on Care Planning Standards, 

Skin Management Standards, and Employee 

Competency Standards were reviewed with no 

corrections made.  The facility conducted 100% 

in-services and education including Identification 

and Reporting of Resident Abuse and Neglect.  

The SA validated through interviews and record 

reviews the facility outsourced a Qualified RN 

Trainer to properly train and return demonstration 

all individuals who are responsible for the 

assessment, staging, and provision of wound 

care for the Facility. The facility completed 100% 

body audits of in-house residents to determine 

proper assessment, staging, and treatment of 

wounds and finished on 12/04/23. The Wound 

Care Physician was notified of all findings and 

coordinated a Telehealth Visit on all residents with 

pre-exiting wounds to confirm appropriate 

assessment, staging, and treatment of all exiting 

pressure ulcers. The Medical Director was 
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notified of all findings. Resident #53 was 

determined to have a pressure ulcer in an optimal 

condition of healing.  Resident #89 remains in the 

hospital.

The SA validated through interviews and record 

reviews both MDS Nurses were immediately 

trained following the QAPI meeting regarding the 

proper development and/or revise resident care 

plans interventions for residents with pressure 

ulcers, ensuring those who were admitted to the 

facility without pressure ulcers did not acquire 

pressure ulcers and that existing pressure ulcers 

did not get worse, or residents did not develop 

complications from pressure wounds. The facility 

assessed and updated all care plans and 

completed them on 12/04/23.  

The SA validated through interviews and record 

reviews the facility trained Unit RN Managers 

conduct weekly body audits on all resident as it 

pertains to their individual Units A and B and 

report the assessment of those daily audits to the 

Wound Care Team, consisting of the Wound 

Care Physician, Treatment Nurse, MDS Nurse, 

and DON.  The DON has been delegated to 

report the reconciliation of this weekly review in 

High Risk and monitored monthly for no less than 

one (1) year by the QAPI Committee.

The SA validated through interviews and record 

reviews and no associate can return to work until 

they have received this in-service training.

The SA validated that all corrective actions were 

completed on 12/04/2023 and the IJ was 

removed as of 12/05/2023.

F 657 Care Plan Timing and Revision F 657 1/2/24

SS=J
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CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans

§483.21(b)(2) A comprehensive care plan must 

be-

(i) Developed within 7 days after completion of 

the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that 

includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the 

resident.

(C) A nurse aide with responsibility for the 

resident.

(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of 

the resident and the resident's representative(s). 

An explanation must be included in a resident's 

medical record if the participation of the resident 

and their resident representative is determined 

not practicable for the development of the 

resident's care plan.

(F) Other appropriate staff or professionals in 

disciplines as determined by the resident's needs 

or as requested by the resident.

(iii)Reviewed and revised by the interdisciplinary 

team after each assessment, including both the 

comprehensive and quarterly review 

assessments.

This REQUIREMENT  is not met as evidenced 

by:

 Based on interviews, record review, and facility 

policy review, the facility failed to revise 

resident-centered comprehensive care plan 

interventions for residents with Pressure Ulcers 

(PUs) to prevent worsening or complications from 

PUs for two (2) of 22 care plans reviewed.  

(Resident #53 and Resident #89).

 1. Resident #53 was identified and 

assessed by a Registered Nurse on 

12/1/2023. Resident was found to have 

proper wound care treatment for the 

prevention of development and worsening 

of new and existing pressure ulcers as 

determined by Wound care Physician,via 

Telehealth visit on 12/2/2023. Resident 
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The facility's failure to revise comprehensive care 

plan interventions related to PU care put Resident 

#53, Resident #89, and all other residents with 

skin breakdown in a situation that was likely to 

cause serious harm, injury, impairment, or death.

The situation was determined to be an Immediate 

Jeopardy (IJ) that began on 8/29/23 when 

Resident #53, who had existing PUs, was 

admitted to the facility, and was not assessed by 

a qualified nurse or practitioner until 9/18/23, 

causing a PU to worsen.   

The facility Administrator was notified of the IJ 

and was presented with an IJ Template on 

12/1/23 at 2:55 PM.   The facility provided an 

acceptable Removal Plan on 12/4/23, in which 

they alleged all corrective action to remove the IJ 

was completed on 12/4/23 and the IJ was 

removed on 12/5/23. 

The State Agency (SA) validated the Removal 

Plan on 12/5/23 and determined that the IJ was 

removed on 12/5/23, prior to exit. Therefore, the 

scope and severity for 42 CFR 483.21(b) 

Comprehensive Care Plans F657 was lowered 

from a "J" to a "D" while the facility develops a 

plan of correction to monitor the effectiveness of 

the systemic changes to ensure the facility 

sustains compliance with regulatory 

requirements.

Findings include:

A record review of the facility's policy 

"Comprehensive Care Plan" revised 03/2019, 

revealed, " ... It is the policy of this facility to 

develop and implement a comprehensive 

person-centered care plan for each resident 

#53 Care plan was reviewed and 

considered  updated as determined from 

Telehealth consult to assure development 

with resident centered comprehensive 

care plan interventions to prevent further 

pressure ulcers, existing pressure ulcers 

do not get worse, and resident did not 

develop complications from pressure 

wounds. Resident #53 was successfully 

discharged home on 12/7/2023.

 Resident #89 returned to the facility on 

12/13/2023 and assessed for wounds by 

Wound care physician via Telehealth visit 

on 12/13/2023. All wound care was care 

planned according to physician�s orders.

2. An audit of 95 resident was completed 

on 12/1/2023 and zero residents were 

determined to have the potential to be 

affected.

3. Facility Quality Assurance 

Performance Improvement (QAPI) 

Committee (consisting of Administrator, 

Director of Nursing (DON), Infection 

Control Preventionist (IFCP), Medical 

Director (MD), Social Services (SS), 

Activity Director (AD), Assistant Director 

of Nursing (ADON), Certified Dietary 

Manager (CDM), and Therapy Director 

(DOR)) met on 12/20/2023 to review cited 

regulation. QAPI Committee reviewed the 

policy,  Revision of Care Planning  with no 

recommended changes to the policy. 

 Facility confirmed assessment, staging, 

and wound care necessary to prevent the 

development and worsening of new and 

existing pressure ulcers with Wound care 

physician, Wound Care Physician via 

Telehealth visit on 12/2/2023. All resident 

care plans for residents with existing 
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...Policy Explanation and Compliance Guidelines 

...8. The comprehensive care plan will be 

reviewed and revised by the interdisciplinary team 

after each comprehensive and quarterly MDS 

(Minimum Data Set) assessment ..."

A record review of the facility's policy "Skin 

Management Standards", revised 04/2021, " ... 

Wound Documentation and Tracking ...Procedure 

...4. Care plans are reviewed and revised as 

needed consistent with overall plan of care.  

Aggressive wound management with plan of 

healing ..."

Resident #53 

A record review of Resident #53's 

"Comprehensive Care Plan" undated revealed a 

"Focus" of "The resident has Stage 4 pressure 

ulcer to Left Buttocks ...", with 

"Interventions/Tasks" that included, "Sacrum and 

Left Buttock Pressure Injury Stage 4-Clean with 

NS (Normal Saline), Pat Dry, Pack with Dakin's 

Solutions ¼ strength soaked kerlix and cover with 

bordered gauze daily and prn (as needed) for 

soiled or dislodgement."  The care plan did not 

reflect the current physician's order dated 

11/1/23.  

A record review of the "Order Recap Report", with 

"Order Date:  08/29/2023 - 11/30/2023", revealed 

Resident #53 had a discontinued Physician's 

Order, with an order date of 10/16/23 and an end 

date of 11/1/23, for "Sacrum and Left Buttock 

pressure injury Stage 4 - clean with NS, Pat dry, 

pack with Dakins solution ¼ strength soaked 

kerlix and cover with bordered gauze daily and 

prn for soiled or dislodgement ..."  The current 

care plan did not reflect that the order for Dakins 

pressure areas or with potential for 

pressure areas had resident centered 

comprehensive care plan interventions for 

treatment of pressure ulcers and/or the 

prevention of pressure ulcers were 

determined to be up to date with physician 

orders on 12/2/2023.

On 12/1/2023, Both Minimal Data Set 

(MDS) Coordinators successfully 

completed Educational Training via Online 

Web Portal on development of resident 

centered comprehensive care plan 

interventions for residents with pressure 

ulcers, ensuring those who were admitted 

to the facility without pressure ulcers did 

not acquire pressure ulcers, pressure 

ulcers did not get worse, or residents did 

not develop complications from pressure 

wounds.

4. Beginning on 12/1/2023, Unit 

Mangers will be responsible for 

conducting weekly body assessments on 

100% of residents as part of their ongoing 

assigned responsibilites for the purpose of 

assessing, staging, and providing wound 

care necessary for revising resident 

centered comprehensive care plan 

interventions for residents with pressure 

ulcers to prevent worsening or 

complications from pressure ulcers. 

Weekly body assessments will be 

reviewed by the Interdisciplinary Team 

during weekly High-Risk Meeting 

beginning on 12/7/2023. Care Plan 

interventions are effective an no new or 

worsening Pressure Ulcers were reported.

Beginning 1/2/2024, The Facility QAPI 

Committee will review and evaluate 

Facility Body Audits Monthly to determine 
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was discontinued on 11/1/23.

A record review of the "Order Recap Report", with 

an "Order Date:  08/29/2023 - 11/30/2023", 

revealed Resident #53 had a current Physician's 

Order, dated 11/1/23 for "Sacrum and Left 

Buttock pressure injury Stage 4 - clean with NS, 

Pat dry, apply Calcium Alginate and cover with 

bordered gauze daily and prn (as needed) for 

soiled or dislodgement ..."  The current care plan 

was not revised to include the current order dated 

11/1/23 for Calcium Alginate.

At 9:00 AM on 11/29/23, during an interview with 

Licensed Practical Nurse (LPN) #1/Wound Care 

Nurse, confirmed Resident #53 had a Pressure 

Ulcer to his sacrum that he had when he was 

admitted to the facility.    

A record review of the "Admission Record" 

revealed the facility admitted Resident #53 on 

08/29/23 with diagnoses including Acute and 

Chronic Respiratory Failure with Hypoxia, and 

Chronic Obstructive Pulmonary Disease. 

In an interview on 11/30/23 at 10:35 AM, with LPN 

#1, he explained that he reviewed Physician's 

Orders to complete treatments for the residents 

and he did not use or review the resident's care 

plans.  He stated that care plan interventions are 

completed by the Registered Nurses (RNs) and 

the purpose of the interventions was to instruct 

the staff on how to provide care to the resident.  

He reviewed Resident #53's wound care plan and 

confirmed the wound care plan had not been 

revised to include the most recent wound care 

orders. 

Resident #89

compliance in in the revision of resident 

centered comprehensive care plan 

interventions for residents with pressure 

ulcers to prevent worsening or 

complications from pressure ulcers for a 

period of 6 months. Any concerns 

identified will be noted, assessed and 

corrected immediately.
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A record review of the Comprehensive Care Plan 

for Resident #89 revealed a "Focus" of "Resident 

is at risk for impairment to skin due to Immobility, 

Incontinence", with "Interventions/Tasks" that 

included, "10/11/23 treatment to sacrum wound 

(clean with ns, pat dry, apply zinc oxide and cover 

with bordered gauze daily." The care plan focus 

intervention was not revised to reflect the current 

Physician's Order for wound care dated 11/8/23.  

The Comprehensive Care Plan also included a  

"Focus" of "The resident has potential/actual 

impairment to skin integrity r/t (related to) Stage 4 

to sacrum", which included  "Interventions/Tasks" 

of "Wound care as ordered by MD (Medical 

Doctor) (santyl, Calcium Alginate, bordered 

Foam", but neither care plan was revised to 

include the intervention of a low air loss mattress 

as ordered on 11/9/23.  

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

10/10/23 and ended on 11/8/23, for "Sacrum 

Pressure Injury - Clean with NS, Pat dry apply 

Zinc Oxide and cover with bordered gauze daily 

and prn ..."

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

11/8/23, for "Sacrum Pressure Injury - clean with 

NS, pat dry apply Santyl/Calcium Alginate and 

cover with bordered gauze daily and prn ...", and 

a Physician's Order, dated 11/9/23, for "Low air 

loss mattress for sacral wound".  

A record review of Resident #89's "Admission 
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Record" revealed the facility admitted resident on 

09/28/23 with the diagnoses of Traumatic 

Subdural Hemorrhage with Loss of 

Consciousness of Unspecified Duration. 

In an interview with the Assistant Director of 

Nursing (ADON) at 11:10 AM on 11/30/23, she 

explained the facility had two (2) Care Plan 

Nurses that completed care plans.  She stated 

that when a wound care order was changed, she 

expected the care plan to be revised to ensure 

proper wound care was completed because if the 

interventions are not updated, the wrong care 

could be provided.   

At 11:35 AM on 11/30/23, during an interview with 

LPN #4/Care Plan Nurse, she explained the care 

plans were mostly updated when the Minimum 

Data Set (MDS) were due, but they try to revise 

and update care plans as needed to provide the 

care for the residents.  She stated that every staff 

member should use the care plan to assure 

adequate care was provided for the resident, but 

if the care plan was not revised or updated, 

inadequate care could be provided. The Care 

Plan Nurse reviewed the Comprehensive Care 

Plans and confirmed the care plan had not been 

revised to include the most current wound care 

orders.    She also confirmed that Resident #89's 

care plan had not been revised to include the 

intervention of a low air loss mattress.   

At 12:00 PM on 11/30/23, during an interview with 

the Director of Nursing (DON), she explained she 

expected all residents' care plans to be revised 

and updated to provide the best care for all 

residents.  She expected staff to revise and 

update the care plan any time wound care 

changes to assure adequate care was provided. 
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On 12/01/23 at 11:00 AM, during an interview with 

RN#2 /MDS Coordinator/Care Plan Nurse, she 

explained she usually completed the care plans 

for the "Skilled" residents.  She stated that she 

tried to update the care plans as needed.  She 

explained that the purpose of the care plan was 

to know what care the resident needed.  She 

confirmed that if the care plan were not revised or 

updated, it would be hard to follow and provide 

adequate care for the resident.  She explained 

that when she developed resident care plans, she 

used the physician's orders and revised the care 

plan as new orders were entered.  She stated 

that sometimes she may not get back to the care 

plan to revise it until the next MDS Assessment.  

RN #2 reviewed Resident #53's and Resident 

#89's care plans and confirmed the wound care 

plans did not include the most recent wound care 

orders and Resident #89's care plan was not 

revised to include the intervention of a low air loss 

mattress.

The facility provided an acceptable Removal Plan 

on 12/4/23, in which they alleged all corrective 

action to remove the IJ was completed on 12/4/23 

and the IJ was removed on 12/5/23.

 

Removal Plan

On December 1st, 2023, at approximately 

3:30pm Pine Forest Health and Rehabilitation 

received 5 Immediate Jeopardies during an 

Annual and Complaint Survey from the 

Mississippi Department of Health Licensure and 

Certification and provided the facility with the 

Immediate Jeopardy Templates. 

Brief Summary of Events:

Pine Forest Health and Rehabilitation failed to put 

into place appropriate interventions to ensure 
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proper assessment, staging, treatment and 

clinical care plans to treat and prevent the 

development and worsening of new and existing 

pressure ulcers.

Corrective Actions:

1. An Emergency QAPI Meeting was held at 

approximately 12/1/2023 at 5 PM to review the 

cited deficient practices and to determine a root 

cause analysis for the lack of appropriate 

interventions. This meeting included the 

Administrator, Director of Nursing/lnfection 

Preventionist, Medical Director, Respiratory 

Director, & Business Office Manager. The 

following items were reviewed, coordinated, and 

corrected to allege compliance and remove the 

Immediate Jeopardy. The root cause analysis 

determined the cause of these occurrences was 

the facility's failure to be properly train staff on the 

policies for assessing, staging, preventing, and 

communicating wound and skin care issues for 

residents who could be at risk for skin breakdown 

or are already noted with skin/wound breakdown.

2. The facility did a complete policy review on 

Care Planning Standard, Skin Management 

Standard, and Employee Competency Standard. 

The facility conducted 100% in-services and 

education using outsourced, Qualified Trainers 

and Online Software as it pertains to each 

department and the correlated policies pertaining 

to the immediate jeopardies. The facility also did 

a 100% inservice on all staff on the Identification 

and Reporting of Resident Abuse and Neglect. 

No individual was allowed to work beginning at 

approximately 7PM on 12/1/2023 until they were 

able to successfully complete all prescribed 

In-services.
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3. The facility outsourced a Qualified RN Trainer 

to properly train with return demonstration all 

individuals who are responsible for the 

assessment, staging, and provision of wound 

care for the Facility. Upon completion and 

approximately 7:30PM on 12/1/2023, the Facility 

began to conduct body audits on 100% of 

in-house residents to determine proper 

assessment, staging, and treatment of wounds 

and finished on 12/4/2023. All noted pressure 

areas were assessed, staged, and determined to 

have a proper assessment. The wound care 

physician was notified of all findings and 

coordinated a Telehealth Visit on all residents with 

pre-existing wounds to confirm appropriate 

assessment, staging, and treatment of all existing 

pressure ulcers. There were no changes noted 

after having concluded all consult Telehealth 

visits. The attending physician and facility Medical 

Director was then notified of all Wound Care 

Physician's Assessments and concurred with 

prescribed consultation on all noted patients. 

Resident #53 was determined to have a pressure 

ulcer in an optimal condition of healing. Resident 

#89 remains in the hospital.

4. Both MDS Nurses were immediately trained 

following the QAPI Meeting regarding the ability to 

properly develop and/or revise resident care 

plans interventions for residents with pressure 

ulcers, ensuring those who were admitted to the 

facility without pressure ulcers did not acquire 

pressure ulcers and that existing pressure ulcers 

did not get worse, or residents did not develop 

complications from pressure wounds. After 

completing each Telehealth visit from Wound 

Care Physician and receiving noted confirmation 

for Medical Director/Attending Physician on all 

residents with Pressure ulcers, the facility began 
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assessing and updating all care plans on 

12/1/2023 and completed 12/4/2023 on 

coordination with development and prevention of 

pressure ulcers according to the prescribed 

orders. Resident #53 was noted to have a proper 

care plan regarding his healing pressure ulcer. 

Resident #89 remains in the hospital.

5. The facility determined to move forward by 

having the trained Unit RN Managers conduct 

weekly body audits on all residents as it pertains 

to their individual Units A & B and report the 

assessment of those daily audits to the Wound 

Care Team, consisting of the Wound Care 

Physician, Treatment Nurse, MDS Nurse, and 

Director of Nursing. All new admits/readmitting 

residents will their initial assessment conducted 

by the Unit Manager, who will be responsible for 

communicating the results of the audit to the 

Wound Care Team, Consisting of the Wound 

Care Physician, Treatment Nurse, MDS Nurse 

and Director of Nursing. The Director of Nursing 

has been delegated to report the reconciliation of 

this weekly review in High Risk and monitored 

monthly for no less than 1 year by the QAPI 

Committee.

6. The Facility alleges compliance on 12/5/2023. 

The facility alleges that all corrective actions to 

remove the Immediate Jeopardy were completed 

on 12/4/2023 and the Immediate Jeopardy was 

removed on 12/5/2023.

The SA validated the facility's Corrective Actions 

on 12/5/23:

The SA validated through interviews and record 

review that an Emergency QAPI meeting was 

held on 12/01/2023 with all members in 

FORM CMS-2567(02-99) Previous Versions Obsolete 94BG11Event ID: Facility ID: 25CG If continuation sheet Page  64 of 143



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  01/08/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255326 12/05/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1116 FOREST AVENUE
PINE FOREST HEALTH AND REHABILITATION

JACKSON, MS  39206

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 657 Continued From page 64 F 657

attendance. 

The SA validated through interviews and record 

reviews all policies on Care Planning Standards, 

Skin Management Standards, and Employee 

Competency Standards were reviewed with no 

corrections made.  The facility conducted 100% 

in-services and education including Identification 

and Reporting of Resident Abuse and Neglect.  

The SA validated through interviews and record 

reviews the facility outsourced a Qualified RN 

Trainer to properly train and return demonstration 

all individuals who are responsible for the 

assessment, staging, and provision of wound 

care for the Facility. The facility completed 100% 

body audits of in-house residents to determine 

proper assessment, staging, and treatment of 

wounds and finished on 12/04/23. The Wound 

Care Physician was notified of all findings and 

coordinated a Telehealth Visit on all residents with 

pre-exiting wounds to confirm appropriate 

assessment, staging, and treatment of all exiting 

pressure ulcers. The Medical Director was 

notified of all findings. Resident #53 was 

determined to have a pressure ulcer in an optimal 

condition of healing.  Resident #89 remains in the 

hospital.

The SA validated through interviews and record 

reviews both MDS Nurses were immediately 

trained following the QAPI meeting regarding the 

proper development and/or revise resident care 

plans interventions for residents with pressure 

ulcers, ensuring those who were admitted to the 

facility without pressure ulcers did not acquire 

pressure ulcers and that existing pressure ulcers 

did not get worse, or residents did not develop 

complications from pressure wounds. The facility 
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assessed and updated all care plans and 

completed them on 12/04/23.  

The SA validated through interviews and record 

reviews the facility trained Unit RN Managers 

conduct weekly body audits on all resident as it 

pertains to their individual Units A and B and 

report the assessment of those daily audits to the 

Wound Care Team, consisting of the Wound 

Care Physician, Treatment Nurse, MDS Nurse, 

and DON.  The DON has been delegated to 

report the reconciliation of this weekly review in 

High Risk and monitored monthly for no less than 

one (1) year by the QAPI Committee.

The SA validated through interviews and record 

reviews and no associate can return to work until 

they have received this in-service training.

The SA validated that all corrective actions were 

completed on 12/04/2023 and the IJ was 

removed as of 12/05/2023.

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 1/2/24

SS=D

 Based on observations, interviews, record 

reviews, and facility policy review, the facility 

failed to provide adequate and appropriate 

Activities of Daily Living (ADL) care for two (2) of 

twenty-two (22) sampled dependent residents. 

Residents #23 and #41.

 1. On 11/28/2023, Resident #41 and 

Resident #23 were assisted by Unit Lead 

Certified Nursing Assistant (CNA) to 

shower. They were assisted with 

grooming of hair and other Activities of 

Daily Living (ADL). Upon completion, 

Registered Nurse (RN) Unit Manager 
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Findings include:

Review of the facility's policy "Resident Hygiene 

"and a revision date of 8/21 revealed ...Bath and 

Shower Standard.  Bathe each resident daily 

...Bathing includes ...in addition, resident's 

fingernails and toenails will be trimmed when 

needed, as well as shaving facial hair. 

Resident #23

On 11/27/23 at 10:56 AM, observation and 

interview of Resident #23's fingernails revealed 

fingernails to be jagged and approximately ¼ of 

an inch past the tips of her fingers. Her hair was 

matted at the ends, appearing nappy. Resident 

#23 stated that she did not like her long 

fingernails and wished staff would comb her hair 

and trim her nails regularly. She indicates the 

staff has not cut her nails or done her hair in 

several weeks. 

On 11/28/23 at 3:42 PM, an observation of 

Resident # 23 revealed her hair to be uncombed 

and her nails long and jagged.

 On 11/29/23 at 8:23 AM, an observation of  

Resident # 23 revealed her hair was not combed, 

and her nails were not cut.

Record review of the "Order Audit Report" 

revealed an order date 10/17/22 "Provide weekly 

nail care on (Thursday) ..." 

Record review of Resident #23's "Admission 

Record" revealed she was admitted to the facility 

on 10/13/22 with diagnoses including Muscle 

wasting and atrophy, Rheumatoid Arthritis, 

Osteoarthritis, and Muscle Weakness.

completed resident nail care for both 

residents and reported no injury to 

resident #41 nor Resident #23.

2. All 95 residents require some level of 

assistance with ADLs and have the 

potential to be affected. 

3. Facility Quality Assurance 

Performance Improvement (QAPI) 

Committee (consisting of Administrator, 

Director of Nursing (DON), Infection 

Control Preventionist (IFCP), Medical 

Director (MD), Social Services (SS), 

Activity Director (AD), Assistant Director 

of Nursing (ADON), Certified Dietary 

Manager (CDM), and Therapy Director 

(DOR)) met on 12/20/2023 to review cited 

regulation. QAPI Committee reviewed the 

policy,  Resident Assistance with ADLs 

Pertaining to Grooming/Hygiene  with no 

recommended changes to the policy. 

On 12/20/2023, Director of Nursing 

conducted an in-service for present direct 

care staff on morning, evening and night 

shifts on the provision of ADL care, 

including but not limited to hair care, facial 

hair, hygiene, and nail care. Remaining 

staff will be in-serviced prior to receiving 

resident care assignment.

On 12/11/2023, a complete audit of 95 

residents was conducted by Director of 

Nursing, Assistant Director of Nursing, RN 

Unit Manager #1 and RN Unit Manager 

#2. The results of that audit were 4 

residents presenting a need for nail care 

and/or facial grooming. All 4 residents 

were immediately shaven, and/or received 

fingernail care on 12/20/2023. 
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A record review of the Quarterly Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD) 09/15/22 revealed that Resident #23 had a 

Brief Interview for Mental Status (BIMS) score of 

15, which indicates that the resident is cognitively 

intact.  SECTION G  revealed she is not 

ambulatory and requires extensive assistance for 

bed mobility, dressing, and personal hygiene.

Resident # 41

On 11/27/23 at 12:17 PM, in an observation and 

interview with Resident # 41, revealed he was 

watching television while lying in bed. His hair 

was not combed. His fingernails were long and 

jagged. His face was unshaven. According to 

Resident #41, he wants his nails clipped and to 

be groomed on a consistent schedule. He stated 

that staff have not done it as frequently as he 

would have liked. 

On 11/28/23 at 4:36 PM, in an interview with 

Resident # 41, he stated staff still had not come 

in to comb his hair or  cut his nails.

A record review of the Order Audit Report 

revealed a physician order dated 2/22/2022 

"Provide nail care once weekly on TUESDAY ..." 

On 11/29/23 at 9:46 AM, in an interview with the 

RN Unit Manager #1, he stated he was not aware 

of doctor orders requiring weekly nail care for 

residents. He mentioned that the activity 

department usually clips the non-diabetic 

fingernails. He revealed that the Certified Nursing 

Assistants (CNAs) are tasked with grooming 

activities, including shaving and combing the 

residents' hair during their morning care routine.

4. On 12/13/2023, Unit Managers will 

begin daily documented audits for 12 

weeks on in-house residents as it pertains 

to providing ADL care, including but not 

limited to hair care, facial hair, hygiene, 

and nail care. The Unit Manager will 

supervise and resolve any findings and 

report daily to the Director of Nursing 

(DON). Beginning 12/13/2023 The DON 

and ADON will conduct up to 5 audits per 

week on resident presentation as it 

pertains to ADL Assistance with grooming, 

hygiene, and overall resident/family 

satisfaction for a total of 12 weeks.  The 

DON will communicate results of daily 

audits and weekly audits during weekly 

High Risk Meeting for 12 weeks beginning 

on 12/14/2023.

Nurse Educator will continue to conduct 

and report initial/annual training for all 

Direct Care staff on proper ADL Care as it 

pertains to grooming, nail care, and 

hygiene. 

Any concerns identified will be assessed 

and corrected by the nurse management 

staff and brought to the attention of the 

QAPI Committee.

Beginning 1/2/2024, The Facility QAPI 

Committee will review the results of all the 

reported audits and monitor for 

effectiveness and continued compliance 

for 6 months. Any concerns identified will 

be noted, assessed and addressed 

immediately.
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On 11/29/23 at 10:02 AM, during an interview with 

Resident # 41, which was witnessed by 

Registered Nurse (RN) Unit Manager #1, he 

reiterated his wish to have his nails clipped, beard 

shaved, and hair combed every week. RN Unit 

Manager #1 said he would get his grooming done 

immediately.

On 11/29/23 at 10:22 AM, in an interview with the 

Director of Nursing, she stated it is the Unit 

Manager's responsibility to cut the residents' 

nails. She will, however, cut them if she finds a 

need on her weekly rounds. She emphasized that 

the Unit Manager should oversee grooming and 

expects them to alert her if the CNAs need to do 

it. The DON states that now that she knows a 

problem exists, she will conduct in-services with 

employees to ensure they start addressing it 

regularly.

On 11/29/23 at 1:26 PM, in an interview with CNA 

#3, she verified that CNAs are responsible for 

grooming residents and trimming their nails if they 

are not diabetic. According to her, that is intended 

to be done during the morning care routine.

On 11/30/23 at 10:15 AM, during an interview, the 

Administrator admitted that he was unaware of 

the residents' lack of grooming and the nurses' 

failure to follow doctors' orders for cutting nails. 

The Administrator indicated that not following a 

doctor's orders could potentially cause adverse 

consequences for the resident.

Record review of Resident #41's "Admission 

Record" revealed he was admitted to the facility 

on 3/26/18 with diagnoses including Aphasia 

following Intracerebral Hemorrhage, Lack of 
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Coordination, Contracture of Right Hand, 

Glaucoma and Stiffness in Right Hand.

A record review of the Quarterly Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD)  of  09/25/23 revealed that Resident #41 

had a Brief Interview for Mental Status (BIMS) 

score of 15, which indicates that the resident is 

cognitively intact.

F 686 Treatment/Svcs to Prevent/Heal Pressure Ulcer

CFR(s): 483.25(b)(1)(i)(ii)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.  

Based on the comprehensive assessment of a 

resident, the facility must ensure that-

(i) A resident receives care, consistent with 

professional standards of practice, to prevent 

pressure ulcers and does not develop pressure 

ulcers unless the individual's clinical condition 

demonstrates that they were unavoidable; and

(ii) A resident with pressure ulcers receives 

necessary treatment and services, consistent  

with professional standards of practice, to 

promote healing, prevent infection and prevent 

new ulcers from developing.

This REQUIREMENT  is not met as evidenced 

by:

F 686 1/2/24

SS=J

 Based on observation, interview, record review, 

and facility policy review, the facility failed to 

ensure residents were assessed and received 

care and treatment for Pressure Ulcers (PUs) to 

prevent complications and worsening of PUs for 

two (2) of four (4) residents reviewed for PUs.  

Resident #53 and Resident #89.  

The facility's failure to provide wound 

assessments, documentation, and wound care 

 1. Resident #53 was identified and 

assessed by a Registered Nurse(RN). 

Resident was found to have proper wound 

care treatment for the prevention of 

development and worsening of new and 

existing pressure ulcers as determined by 

Wound care Physician, via Telehealth visit 

on 12/2/2023. Resident was successfully 

discharged home from Facility on 

12/7/2023. 
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treatment resulted in harm to Resident #53 and 

Resident #89 and put all other residents at risk for 

skin breakdown in a situation that was likely to 

result in serious harm, injury, impairment, or 

death.

The situation was determined to be an Immediate 

Jeopardy (IJ) and Substandard Quality of Care 

(SQC) that began on 8/29/23 when Resident #53, 

who had existing PUs, was admitted to the facility 

and was not assessed by a qualified nurse or 

practitioner until 9/18/23, causing the wound to 

worsen.   

The facility Administrator was notified of the IJ 

and SQC and was presented with an IJ Template 

on 12/1/23 at 2:55 PM. The facility provided an 

acceptable Removal Plan on 12/4/23, in which 

they alleged all corrective action to remove the IJ 

was completed on 12/4/23 and the IJ removed on 

12/5/23. 

The SA validated the Removal Plan on 12/5/23 

and determined the IJ was removed on 12/5/23, 

prior to exit.  Therefore, the scope and severity 

for 42 CFR 483.25 (b) (1) (i) (ii) Pressure Ulcers 

was lowered from a "J" to a "D", while the facility 

develops a plan of correction to monitor the 

effectiveness of the systemic changes to ensure 

the facility sustains compliance with regulatory 

requirements. 

Findings include:

Resident #53 

On 11/28/23 at 10:30 AM, during an observation 

and interview, Resident #53 was sitting up in his 

wheelchair and he stated that he had one (1) 

Resident #89 returned to the facility on 

12/13/2023 and was assessed for wounds 

by Wound Care Physician via Telehealth 

visit on 12/13/2023. All treatment orders 

for Resident #89 were provided and are 

currently maintained. 

2. An audit of 95 residents on 12/1/2023 

determined 95 have the potential for skin 

breakdown.

3. Facility Quality Assurance 

Performance Improvement (QAPI) 

Committee (consisting of Administrator, 

Director of Nursing (DON), Infection 

Control Preventionist (IFCP), Medical 

Director (MD), Social Services (SS), 

Activity Director (AD), Assistant Director 

of Nursing (ADON), Certified Dietary 

Manager (CDM), and Therapy Director 

(DOR)) met on 12/20/2023 to review cited 

regulation. QAPI Committee reviewed the 

policy,  Resident Abuse and Neglect and 

Treatment/Prevention of Pressure Ulcers  

with no recommended changes to the 

policy. 

A 100% body audit of 95 residents was 

conducted on 12/4/2023 by Director of 

Nursing (DON), Wound Care RN, 

Assistant Director of Nursing (ADON), RN 

Unit Manager #1 and RN Unit Manager 

#2. The results of that audit determined 

there were no new areas noted/untreated 

nor without updated Physician Orders.

On 12/1/2023, Facility conducted training 

for all 3 Treatment Nursing Staff, Including 

2 Unit Managers, ADON, and DON by 

Outsourced Qualified Trainer on proper 

assessment, staging, and wound care 

necessary to prevent the development 

and worsening of new and existing 
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large wound to his bottom.  He commented that 

he thought he would have additional wounds after 

this past weekend, because he had to lay in bed 

in his bowel movements and urine for long 

periods of time on the night shift. 

On 11/28/23 at 3:15 PM, during an interview with 

Licensed Practical Nurse (LPN) #1/Wound Care 

Nurse, he explained that when a resident was 

admitted to the facility, the initial body 

assessment was completed by Registered Nurse 

(RN) #3 (RN)/Admission Nurse, and she staged, 

measured, and documented Pressure Ulcers 

(PUs).  LPN #1 reported that he provided a 

resident list to the Wound Care Physician of 

residents that he needed to see.  The Wound 

Care Physician assessed and measured PUs 

weekly on Mondays and LPN #1 added the 

physician's measurements to the Wound/Skin 

Log.  He stated that he began documenting on 

the Wound/Skin logs when RN #4, who was the 

previous wound care nurse, left the facility on 

10/4/23.  LPN #1 explained that a "Random Skin 

Sweep" was a skin assessment that could be 

used at any time to document any newly identified 

skin issues.  He further explained that a "Weekly 

Skin Sweep" had to be completed by an RN 

whenever a nurse documented on the Medication 

Administration Record (MAR) that the resident 

had a skin issue.  LPN #1 confirmed that 

Resident #53 had only one (1) PU on his bottom 

that he had upon admission to the facility.  He 

reported that the resident was currently seen by 

the Wound Care Physician.     

A record review of the "Admission Record" 

revealed the facility admitted Resident #53 on 

08/29/23 with diagnoses including Acute and 

Chronic Respiratory Failure with Hypoxia, and 

Chronic Obstructive Pulmonary Disease. 

pressure ulcers. 

4. Beginning 12/4/2023, Trained Unit 

Mangers or Nursing Management will be 

responsible for conducting weekly body 

assessments as part of their ongoing 

assigned duties on 100% of residents for 

the purpose of assessing, staging, and 

providing wound care necessary to 

prevent the development and worsening 

of new and existing pressure ulcers. 

Beginning 12/7/2023, Weekly body 

assessments will be reviewed by the 

Interdisciplinary Team during weekly 

High-Risk Meeting to assure full 

compliance in assessing, staging, and 

wound care necessary to prevent the 

development and worsening of new and 

existing pressure ulcers. Any concerns 

identified will be noted, assessed and 

corrected immediately.   

Beginning 1/2/2024, The Director of 

Nursing will report monthly to The Facility 

QAPI Committee, who will review and 

evaluate Facility Body Audits Monthly to 

determine compliance in proper 

assessment, staging, and wound care 

necessary to prevent the development 

and worsening of new and existing 

pressure ulcers as a part of continued 

agenda for a period of 1 year. Any 

concerns identified will be noted, 

assessed and corrected immediately.
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Record review of the facility's "Brief Interview for 

Mental Status (BIMS) Evaluation", dated 12/2/23, 

revealed a score of 13, which indicated Resident 

#53 was cognitively intact.

A record review of the "Random Skin Sweep" 

dated 08/29/23, which was the date of admission, 

revealed Resident #28 had a "Pressure" area to 

the "Left buttock" that measured 8 centimeters 

(cm) length, 5 cm width, and 4 cm depth and a 

"Skin Tear" to the "Right lateral foot" that 

measured 3 cm length, 6 cm width, and the depth 

was listed as "UTD" (Unable To Determine).  

"Skin Impairment Findings" revealed "Skin 

injuries as listed above.  Left buttock cleaned with 

NS (Normal Saline), calcium alginate rope, and 

bordered gauze applied.  Right lateral foot 

cleaned with NS and bordered gauze applied.  

(Proper Name of Wound Care Physician) to F/U 

(Follow Up) with resident." The document was 

signed by RN #4, who was the previous Wound 

Care Nurse for the facility and was no longer 

employed by the facility.

A record review of "Braden Scale for Predicting 

Pressure Sore Risk", dated 08/29/23, revealed 

Resident #53 had a score of 13, which indicated 

he had a moderate risk of developing PUs.

A review of the medical record revealed there 

was no other Random or Weekly Skin Sweeps 

documented.

At 4:00 PM on 11/28/23, during an interview with 

the Director of Nursing (DON), she explained that 

PU wound documentation and skin assessments 

were to be completed weekly on the Wound/Skin 

Log by LPN #1.
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A record review of the facility's "Wound/Skin Log", 

dated 09/04/23, revealed Resident #53 had a 

Stage IV PU to his Left Buttock that measured 7 

cm X 2 cm X 10.75 cm.  These measurements 

were documented six (6) days after Resident 

#53's admission to the facility and indicated the 

PU had increased in depth.  The log also 

indicated the resident had a Stage IV PU to his 

Right Lateral Foot that measured 2 cm X 1.5 cm 

X and the "D (depth) (cm)" was UTD. This wound 

had been classified upon admission as a "Skin 

Tear" and this was the first documentation that 

the area was a "Pressure" type and "Stage" IV.  

The "Wound/Skin Log" documentation did not 

indicate who had completed the logs and did not 

include a description of the PU characteristics, 

the progress toward healing and identification of 

potential complications, if infections were present, 

the presence of pain, or a description of 

dressings and treatment.

A record review of the facility's "Wound/Skin Log", 

dated 9/11/23, revealed Resident #53 had a 

Stage IV PU to his left buttock that measured 6.2 

cm x 1.6 cm x 10.6 cm and had a "Type or Stage" 

of PVD (Peripheral Vascular Disease) to his right 

foot that measured 1.7 cm x 1.5 cm x UTD.  The 

documentation of PVD was inconsistent with the 

"Wound/Skin Log" dated 9/4/23, which indicated 

the wound to the right foot was a PU.

A record review of the "Order Recap Report", with 

"Order Date:  08/29/2023 - 11/30/2023), revealed 

Resident #53 had a Physician's Order, dated 

9/18/2023, for "Wound consult with skilled wound 

care surgical group ..." 

A record review of a "Surgical Note", dated 
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09/18/23, revealed Resident #53 was seen by the 

Wound Care Physician 20 days after he was 

admitted to the facility.  The Physician visited the 

resident because he was asked for his opinion on 

how to manage the wound located at the left 

buttock and sacrum.  The "Wound Location" was 

listed as "Left Buttock and Sacrum", and the 

"Etiology" was listed as "Pressure injury/ulcer - 

Wound Stage:  4 - Pressure Injury".  The note 

also revealed that the wound area measured 6.2 

cm x 1.6 cm x 10.5 cm, which was deeper than 

the initial measurement upon admission.  The 

wound required the Physician to perform a 

muscle tissue debridement, which was the 

removal of dead tissue from the wound.  The 

wound description indicated that the wound had 

undermining (separation of the wound edges 

from the surrounding healthy tissue) of 13 cm, 

had no odor, and had a copious amount of 

serosanguineous (thin fluid with a light pink tinge) 

exudate.  The tissue of the wound was 20% 

slough (nonviable skin tissue), 80% granulation 

(development of new skin tissue), and there was 

no necrotic or dead tissue present in the wound.  

This was the first wound assessment that 

included a complete wound description of the PU 

characteristics for Resident # 53 since the 

resident was admitted to the facility on 8/29/23.    

The wound progress was listed as 

"Undetermined:  first visit".  The wound to the 

Right Lateral Foot was listed as "PVD".  The 

"Assessment and Plan" revealed, "The patient 

has a wound found on the left buttock and 

sacrum ...there was a sign of tissue decline which 

will entail continuing supervision and will likely 

require future debridement ...continue offloading 

...turn per facility protocol. A low air loss mattress 

is recommended ..." 
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A record review of the "Order Recap Report", with 

"Order Date:  08/29/2023 - 11/30/2023), revealed 

Resident #53 had a Physician's Order, dated 

8/29/23 and discontinued on 9/19/23, for "Sacrum 

pressure injury - clean with NS, Pat dry, apply 

Calcium Alginate and cover with bordered gauze 

daily and prn (as needed) for soiled or 

dislodgement ..."  

At 5:05 AM on 11/29/23, during an observation 

and interview with Certified Nurse Assistant 

(CNA) #14 and Resident #53, the CNA explained 

that she was going to change him.  Resident #53 

commented that was the second time he had 

seen staff all night and he had not been changed 

since about 11 PM.  The observation revealed 

that Resident #53's brief was saturated and there 

was no protective bandage noted covering the 

PU, nor was there a bandage in his brief 

indicating the bandage had become dislodged 

during the night.  CNA #14 provided incontinence 

care and applied a clean brief, but the PU to the 

sacrum/buttocks did not have a bandage on it, 

which left the packed wound exposed.  CNA #14 

confirmed that the resident's brief had been 

saturated and there was no bandage on the PU 

wound.  She stated she was unsure of the last 

time she had changed his brief or when the 

bandage had come off the resident.  She said 

would notify the nurse that the resident did not 

have a bandage on his PU.    

At 5:25 AM on 11/29/23, during an interview with 

RN #5, she explained the CNAs should round 

every two (2) hours to ensure residents were 

clean and dry, but she did not check behind them 

to confirm the rounds are completed.  She 

confirmed CNA #14 had let her know that 

Resident #53's bandage was off his PU site, and 

FORM CMS-2567(02-99) Previous Versions Obsolete 94BG11Event ID: Facility ID: 25CG If continuation sheet Page  76 of 143



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  01/08/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255326 12/05/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1116 FOREST AVENUE
PINE FOREST HEALTH AND REHABILITATION

JACKSON, MS  39206

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 686 Continued From page 76 F 686

she advised that she would replace the dressing 

after she completed her medication pass.     

At 8:25 AM on 11/29/23, during an interview with 

RN #3/Admission Nurse, she explained she was 

not a wound care nurse.  She stated that she had 

been helping with the assessment of new 

wounds, admissions, and hospital returns or any 

other residents the wound care nurse needed 

help with.  She confirmed that she only measured 

the wounds and she attempted to assess them, 

but she did not feel comfortable about staging 

PUs.  She said that the Wound Care Physician 

assessed all wounds until they were healed, and 

that LPN #1 printed the physician's assessment 

and that would become part of the resident's 

medical record.  She confirmed that she had 

never staged PUs and that when a resident was 

admitted to the facility with an existing PU, the 

facility used the hospital's discharge wound 

orders and staging documentation. 

On 11/29/23 at 3:00 PM, during an interview with 

the DON, she explained she did not know who 

completed the Wound/Skin Logs before LPN #1 

took over after RN #4 had left.  She said that 

different nurses had helped and had completed 

the logs but there was no signature or identifying 

information to indicate who completed the 

measurements.  She explained that as far as she 

knows, those logs were completed with the 

measurements from the Wound Care Physician's 

weekly assessments which are completed when 

he rounds.  She confirmed the logs indicated PU 

measurements but did not include any other 

assessment information regarding the wounds.  

She said that she received a copy of the PU logs 

weekly, but she did not review the logs to 

determine if the PUs were healing or 
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deteriorating, and she did not keep the logs on 

file.  The DON stated that LPN #1 provided the 

Wound Care Physician with a list of residents that 

needed to be seen during his weekly visits, but 

she was unsure how or who determined which 

residents should be seen by the physician.    

On 11/30/23 at 10:35 AM, during an interview with 

LPN #1, he explained that if a resident was 

admitted to the facility with an existing PU and 

had wound treatment orders from the hospital, he 

would not always refer that resident to the Wound 

Care Physician.  He reported the facility did not 

have a protocol on when a resident should be 

seen by the Wound Care Physician.  He stated 

that if a wound was not responding to the 

treatment orders, he would notify the Wound 

Care Physician and schedule a consultation for 

the next Monday.  LPN #1 stated that RN #3 

documented measurements on the Wound/Skin 

Log for the residents that the Wound Care 

Physician did not see.  He explained that when a 

new wound was identified, he got an RN to 

assess the area and he relied on the RN to 

complete the Random Skin Sweep 

documentation.  He explained when Resident #53 

was admitted to the facility, he was not referred to 

the Wound Care Physician immediately because 

the resident had treatment orders for wound care 

that came with him from the hospital.  However, 

when he noticed that the wound was not 

responding to the treatment, he referred the 

resident to the Wound Care Physician.  He 

confirmed Resident #53's wound was deep with 

tunneling and undermining present.  He was not 

aware that the RNs had not documented anything 

on the Wound/Skin logs.      

At 11:10 AM on 11/30/23, during an interview with 
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the Assistant Director of Nursing (ADON), she 

explained she was not involved in Resident #53's 

wound care and had never observed his PU.  The 

facility had a Wound Care Physician that came 

every Monday, and the Nurse Practitioner was in 

the facility Monday through Friday.  She explained 

that a PU assessment and documentation should 

include the PU stage, measurement, description 

of the appearance of the PU, drainage, odor, and 

healing or deterioration of the PU.  All PU wounds 

and notifications must be documented, and if it 

was not documented, then it was not completed.  

The ADON said that she was unsure of the 

protocol regarding notifying or consulting with the 

Wound Care Physician when a resident acquired 

a new PU, but she knew he was provided with a 

list of residents that he needed to visit.  She 

explained that the facility conducts a "Stand Up" 

meeting every morning during the week and 

discussed all concerns in the facility, including PU 

concerns. The ADON stated she was unaware 

that RN #3 was not comfortable in staging PUs, 

but there were other RNs in the facility that could 

assist and RN #3 should have asked them for 

help.  The ADON said that if a PU was not staged 

or assessed appropriately, the wounds may not 

be treated appropriately and may worsen. 

At 1:10 PM on 11/30/23, during an interview with 

RN #3, she reported she did not tell the DON that 

she was not comfortable staging wounds.  She 

confirmed she did not know the protocol or 

system for a resident being admitted with an 

existing PU or for a resident who acquired a PU 

while in the facility to be referred to the Wound 

Care Physician. She stated she was only filling in 

since there was no RN currently in the wound 

care role.  She stated that she had not been 

asked to assess any wounds, but only to 
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measure wounds. She confirmed that the facility 

had daily stand-up meetings, but wounds were 

not discussed in detail until the monthly Quality 

Assurance (QA) meetings. 

At 12:00 PM on 11/30/23, during an interview with 

the DON, she explained she expected the nurse 

to call the Physician or Wound Care Physician if a 

wound worsened in any way.  She also expected 

all PU assessments and findings to be 

documented in the medical record, and that if 

there was no documentation, then it was not done 

and that she was aware that documentation was 

a problem.  The DON explained that any changes 

in a resident or a resident's PU should be 

documented.  She confirmed that the facility did 

not have a system in place to determine when a 

resident required a consultation with the Wound 

Care Physician.  LPN #1 was responsible for 

communicating with the Wound Care Physician, 

who was available as needed.  LPN #1 completed 

the wound/skin logs weekly, but the DON was 

unaware that PUs were not completely assessed 

if they are not being seen by the Wound Care 

Physician.  She thought every resident with a 

wound was seen by the Wound Care Physician 

but was not aware of the system.  She was not 

aware that RN #3 was not comfortable with 

staging wounds, because she has been 

completing admission wound assessments for a 

long time.  The DON said she would have put 

someone else in the position that was more 

comfortable if she had known.  She confirmed 

that RN #3 has just recently been filling in with 

wound assessments other than admission 

assessments since RN #4 left employment at the 

facility. There were other RNs in the facility that 

could assess and measure if RN #3 had asked 

for help.  The DON was not aware Resident #53 
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was not seen by the Wound Care Physician and 

that his wound had gotten deeper from the time 

he was admitted on 8/29/23 until he was seen by 

the Wound Care Physician on 9/18/23.  She 

reported since there was no longer a RN in 

wound care, other RNs assisted in completing 

Wound/Skin logs as necessary.   

At 1:25 PM on 11/30/23, during a phone interview 

with the Wound Care Physician, he confirmed 

that he was a consultant for the facility and was 

not involved in resident care plan or facility 

meetings.  He stated LPN #1 faxed a list to his 

office of residents that he needed to see when he 

comes to the facility.  He did not know the 

facility's policy regarding wound care or the 

system the facility used to determine which 

residents he should see, but he felt the wound 

care nurse (LPN #1) knew to consult him if a 

wound worsened and he could be consulted at 

any time via Tele-Med (Telephone Medical) 

services.  

Resident #89

On 11/28/23 at 12:20 PM, during a phone 

interview with the Complainant, she explained 

she became involved when the resident was 

admitted to an acute care hospital from the facility 

with a diagnosis of Sepsis (serious condition in 

which the body responds improperly to infection) 

related to a PU to the sacrum.  She explained the 

hospital physicians were concerned that the 

facility's staff were not turning and repositioning 

the resident as often as needed and not keeping 

him dry and clean. She reported the resident's 

brother and sister had voiced concerns to her and 

the physicians that staff were not turning Resident 

#89 frequently and the resident remained wet for 
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long periods of time. The Complainant advised 

that Resident #89 required wound surgery during 

his hospital stay and he currently remained in the 

acute care hospital at the time of the interview.   

On 11/28/23 at 1:00 PM, during a phone interview 

with the Resident Representative (RR), he 

explained Resident #89, who was his brother, had 

been in the facility for six (6) weeks and had 

gotten a bad wound that became septic and 

required surgery.  He explained he stayed at the 

facility for long periods of time to be with brother 

and the staff did not turn or change him enough.  

The staff would not touch the resident for hours, 

and when they finally came to change him, 

Resident #89 would be soaked with urine.  He 

said that his brother did not have any wounds 

when he was admitted to the facility and that he 

did not have a catheter.  He explained the facility 

discussed inserting a catheter on the day the 

resident was so sick and was transported to the 

hospital.  The RR felt like if the facility had kept 

his brother dry and had turned him often, he 

would not have gotten the PU.   

A record review of the "Admission Record" 

revealed the facility admitted Resident #89 on 

09/28/23 with diagnoses that included Traumatic 

Subdural Hemorrhage with Loss of 

Consciousness of Unspecified Duration. 

A record review of the Admission Minimum Data 

Set (MDS), with an Assessment Reference Date 

(ARD) of 10/5/23, revealed Resident #89 required 

a Staff Assessment for Mental Status and his 

cognition was severely impaired.  A review of 

Section GG revealed that Resident #89 was 

dependent on staff for all functional abilities.  A 

review of Section M revealed Resident #89 was 
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at risk for developing pressure ulcers/injuries, but 

he did not have any unhealed pressure 

ulcers/injuries.  

A record review of the "Braden Scale for 

Predicting Pressure Sore Risk", dated 9/28/23, 

revealed Resident #89 had a score of 12 which 

indicated he had a high risk of developing PUs.

A record review of the "Nursing Random Skin 

Sweep", dated 09/28/23, which was the date of 

admission to the facility for Resident #89, 

revealed he had skin tears to his left ear, left 

upper chest, and right upper chest.  The 

document was signed by RN #4, the previous 

Wound Care Nurse.  There was no 

documentation regarding any skin or PUs to the 

resident's sacrum or buttocks.  

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

9/28/23 for "Weekly skin assessments ..."  

Review of the report revealed there were no 

Physician Orders that addressed any skin issues 

or PU treatments to the sacrum upon Resident 

#89's admission date of 9/28/23.  

A record review of the "Wound/Skin Log", dated 

10/8/23 (Sunday), which was 10 days after the 

Resident #89 was admitted to the facility, 

revealed he had a PU to the sacrum that 

measured 6.5 cm x 4.0 cm x UTD.  The onset 

date was recorded as "9/28/23" which was the 

date of admission and conflicted with the 

"Nursing Random Skin Sweep" that was 

completed on 9/28/23 and the Physician's Orders.  

This was the first documentation that referred to 

the PU.  The "Wound /Skin Log documentation 
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did not include a description of the PU 

characteristics, the progress toward healing, 

identification of potential complications, if 

infections were present, or the presence of pain.  

There was no indication of who had completed 

the wound/skin log.  

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

10/10/23 and ended on 11/8/23, for "Sacrum 

Pressure Injury - Clean with NS, Pat dry apply 

Zinc Oxide and cover with bordered gauze daily 

and prn ..." This order was received two (2) days 

after the wound/skin log, dated 10/8/23, indicated 

Resident #89 had a PU that measured 6.5 cm x 

4.0 cm x UTD. 

A record review of the "Weekly Skin Sweep", 

dated 10/12/23, revealed Resident #89 had a PU 

to the sacrum that measured 2.0 cm length, 1.0 

cm width, and UTD for the depth.  The 

measurements conflicted with the measurements 

documented on the "Wound/Skin Log" that had 

been completed four (4) days prior.  The 

documentation did not include a description of the 

PU characteristics, the progress toward healing, 

identification of potential complications, if 

infections were present, or the presence of pain.  

The document was signed by RN #3, the 

Admission Nurse.

A record review of the "Wound/Skin Log", dated 

10/16/23, revealed Resident #89 had a PU to the 

sacrum that measured 6cm x 4 cm x UTD, which 

indicated an increase in the size of the wound 

from the "Weekly Skin Sweep" completed on 

10/12/23, which was four (4) days prior.  The 

onset date was recorded as "9/28/23".  The 
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"Wound /Skin Log documentation did not include 

a description of the PU characteristics, the 

progress toward healing, identification of potential 

complications, if infections were present, or the 

presence of pain.  There was no indication of who 

had completed the wound/skin log.

A record review of the "Wound/Skin Log", dated 

10/23/23, revealed Resident #89 had a PU to the 

sacrum that measured 6.25 cm x 4 cm x UTD.  

The onset date was recorded as "9/28/23".  The 

measurements indicated the wound had 

increased in size since the log dated 10/16/23.  

The "Wound /Skin Log documentation did not 

include a description of the PU characteristics, 

the progress toward healing, identification of 

potential complications, if infections were present, 

or the presence of pain.  There was no indication 

of who had completed the wound/skin log.

A record review of the "Wound/Skin Log", dated 

11/6/23, revealed Resident #89 had a PU to the 

sacrum that measured 6.5 cm x 4.2 cm x UTD.  

The measurements indicated the wound had 

increased in size from the documentation on the 

log dated 10/23/23.  The onset date was recorded 

as "9/28".  The "Wound /Skin Log documentation 

did not include a description of the PU 

characteristics, the progress toward healing, 

identification of potential complications, if 

infections were present, or the presence of pain.  

There was no indication of who had completed 

the wound/skin log.  There was an additional 

"Wound/Skin Log', dated 11/6/23, which indicated 

Resident #89 had a PU to the sacrum that 

measured 6.5 cm x 4.5 cm x UTD and the onset 

date was "9/28/23."

A record review of the "Weekly Skin Sweep", 
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dated 11/8/23, revealed Resident #89 had a PU 

to the sacrum that measured 3.0 cm length, 2.0 

cm width, and UTD for the depth.  These 

measurements were inconsistent with the 

measurements provided two (2) days prior on the 

wound/skin log dated 11/6/23.  

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

11/8/23, for "Sacrum Pressure Injury - clean with 

NS, pat dry apply Santyl/Calcium Alginate and 

cover with bordered gauze daily and prn ...", and 

a Physician's Order, dated 11/9/23, for "Low air 

loss mattress for sacral wound".  There was a 

Physician Order, dated 11/13/23, to "consult 

skilled wound care for evaluation of sacrum 

wound ..."

A record review of a "Surgical Note", dated 

11/13/23, revealed Resident #89 was seen by the 

Wound Care Physician.  The Physician visited the 

resident for management of wounds located on 

the sacrum. The "Wound Location" was listed as 

"Sacrum", and the "Etiology" was listed as 

"Pressure injury/ulcer - Wound Stage:  4 - 

Pressure Injury".  The note also revealed that the 

wound measured 6.0 cm x 4.0 cm x UTD prior to 

his debridement, and 6.0 cm x 4.0 cm x 0.5 cm 

after the debridement procedure.  The wound 

required the Physician to perform a muscle tissue 

debridement with the "Preoperative Indications" 

listed as "Biofilm, Devitalized tissue, and Slough.  

There were no signs of infection.  The wound 

description indicated that the wound had no odor 

and had a moderate amount of serosanguineous 

exudate.  The Peri wound area was unhealthy 

and unstable.   The tissue of the wound was 80% 

slough and 20% granulation.  This was the first 
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wound assessment that included a complete 

wound description of the PU characteristics, for 

Resident # 89, which was 36 days after the PU 

was first documented on the Wound/Skin Log 

dated 10/8/23. A low air loss mattress is 

recommended ..." 

At 3:00 PM on 11/28/23, during an interview with 

the DON, she explained Resident #89 was sent 

to the hospital on 11/16/23 because he was in 

respiratory distress.

A record review of the "Internal Medicine H & P 

(History and Physical), dated 11/16/23, revealed 

Resident #9's History or Present Illness (HPI) as " 

... presents from his nursing facility with fever and 

tachycardia (increased heart rate) ... appears to 

have increased work of breathing  ... heart rates 

were noted to be in the 120's to 130's ..."  Date 

review of the recent labs revealed Resident #89 

had an abnormal white blood cell count.  The 

"Physical Exam" revealed, " ...Skin:  Sacral ulcer 

covered with bandage ..."  A review of the 

"Assessment/Plan" revealed ... Sepsis, suspected 

secondary to sacral decubitus ulcer ...Bone 

culture with moderate growth ..."  Review of the 

"Indication for Surgery" was necrosis (death of 

body tissue) and the "Procedure: sharp excisional 

debridement sacral wound including bone 5 x 6.5 

x 3 ..."

At 8:25 AM on 11/29/23, during an interview with 

RN #3/Admission Nurse she confirmed that she 

had completed the Weekly Skin Sweep for 

Resident #89 on 10/12/23 and that she did not 

stage the PU or provide descriptive 

characteristics of the PU.  She explained that she 

had assumed the wound care team would follow 

Resident #89, but she did not follow up to ensure 
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he was seen by the team.  She explained that the 

wound care team at that time consisted of LPN 

#1 and the Wound Care Physician. She was 

unable to recall what the PU looked like when she 

had measured it.  She confirmed that she only 

measured the PU and did not complete or 

document a full assessment of the wound.  She 

said she was unaware that the Wound Care 

Physician was not seeing the resident when she 

completed the documentation on 10/12/23.      

On 11/29/23 at 3:00 PM, during an interview with 

the DON, she explained she was not aware that 

RN #3 had not assessed or staged the PU to the 

sacrum for Resident #89 and that the Wound 

Care Physician had not assessed or staged the 

PU for more than four (4) weeks after the PU was 

first identified by facility staff on 10/8/23.   

At 3:10 PM on 11/29/23, during an interview with 

the Administrator and the DON, the Administrator 

explained that he could not determine who had 

completed the Wound/Skin logs that were 

provided.  He explained that RN #4 was the 

previous wound care nurse and her last day at 

the facility was 10/04/23.  The DON and the 

Administrator were unable to explain the PU 

measurement inconsistencies of the Wound/Skin 

logs and the Weekly Skin Sweeps for Resident 

#89.  

On 11/30/23 at 10:35 AM, during an interview with 

LPN #1, he explained when Resident #89 was 

admitted to the facility, he did not have any PUs.  

He was unable to recall how he found out that 

Resident #89 had a PU, but he did recall asking 

RN #3 to measure the wound.  LPN #1 described 

the PU when he first saw it as measuring 

approximately 2 cm x 3 cm, the area was 
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discolored, but the skin was intact.  He thought 

the wound was classified as "Moisture Associated 

Skin Damage" (MASD), because whenever he 

provided the treatments to the sacrum, Resident 

#89 was soiled with urine.  He stated that he had 

instructed CNAs that the resident needed to be 

kept dry, changed in a timely manner, and turned 

more frequently, however he did not conduct and 

document a formal in-service.  LPN #1 said that 

Resident #89's family would be with the resident 

daily and he would talk to them regarding 

resident's PU, but he never completed any 

documentation regarding the PU.  LPN #1 said 

that when the wound was first found, the 

physician was notified, and new orders were 

received for zinc oxide, because the skin was 

intact.  He stated that he continued to treat the 

PU with zinc oxide and did not notify the Wound 

Care Physician that the wound size was 

increasing.  He confirmed he had no 

documentation of the wounds, including the 

progression or deterioration of the wound.  When 

he noticed the PU to the sacrum had slough, he 

notified the Wound Care Physician and received 

orders to discontinue the zinc oxide and start a 

new treatment.  He said that he felt like the PU 

measurements obtained on the Random and 

Weekly Skin Sweeps were accurate because he 

assisted RN #3/Admissions Nurse when she 

measured the wounds.  He confirmed Resident 

#89's wound had deteriorated and increased in 

size from the time it was first identified on 9/28/23 

until the time he was seen by the Wound Care 

Physician on 11/13/23.  He confirmed that on 

11/13/23, the PU to the sacrum was classified as 

a Stage IV.  LPN #1 stated that he would not 

have done anything differently with the resident 's 

wound.  He confirmed that Resident #89 did not 

have a low air loss mattress to help with pressure 
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reduction until 11/9/23.    

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

the Assistant Director of Nursing (ADON), she 

explained she was unaware that Resident #89 

had a PU because she was not involved in his 

care.  She stated that it appeared someone 

dropped the ball, but she didn't know who.  She 

explained that for a resident to develop a Stage 4 

PU in less than two (2) months of admission, the 

resident did not receive adequate care and 

should have been referred to the Wound Care 

Physician before a month had passed, especially 

since the resident had comorbidities, restricted 

mobility, and was at a high risk for skin 

breakdown. 

At 12:00 PM on 11/30/23, during an interview with 

DON, she stated she was not aware that 

Resident #89's PU had increased in size before 

the Wound Care Physician had gotten involved 

with his care.   

At 12:45 PM on 11/30/23, during a phone 

interview with the Nurse Practitioner NP), she 

explained that she had not observed Resident 

#89's PU, but she would have if she were asked 

to do so.  The NP stated that she reviewed the 

Wound/Skin Logs, but not in detail.     

At 1:25 PM on 11/30/23, during a phone interview 

with the Wound Care Physician, he confirmed 

that he saw Resident #89 on 11/13/23 for the first 

time.  He stated the resident was not very alert or 

responsive and had comorbidities, restricted 

mobility, a tracheostomy, and had thinning skin.  

He said that when he observed the PU on 

11/13/23, the sacrum was noted with devitalized 

tissue, consisting of slough and granulation, and 
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was unstageable due to the slough.  The wound 

was debrided and then staged as a Stage IV PU.  

He understood from the wound care nurse that 

the PU started out as MASD, but he felt the 

etiology of the wound was pressure due to his 

restricted mobility and the resident was 

completely dependent upon staff for offloading. 

He stated that all wounds should be assessed by 

the facility's protocol.  He said that he rounded 

weekly at the facility and conducted complete 

assessments of the wounds for residents on his 

list.  He stated that he was available via Tele-Med 

and could make visits as needed to the facility. 

At 1:50 PM on 11/30/23, during a phone interview 

with the Medical Director, he explained that he 

never observed Resident #89's PU.  He stated he 

was available to the facility staff for any questions 

or concerns about residents and wounds. The 

staff usually informed him when a resident's 

condition worsened, and he discussed any PU or 

wound issues with the Wound Care Physician 

through the electronic medical records portal.  He 

stated that wounds should be assessed daily and 

if there were any changes, the facility should 

notify the physician and document accordingly.

 

On 12/02/23 at 10:05 AM, during an interview 

with LPN #6 /Weekend Wound Care Nurse, she 

stated that Resident #89's PU started out with 

redness and then had slough in the wound.  She 

confirmed that she did not notify the Wound Care 

Physician or the Attending Physician regarding 

the change in the wound.  She stated that 

Resident #89 was dependent upon staff for 

turning and repositioning.  

Review of the facility's policy, "Skin Management 

Standard", revised April 2021, revealed " 
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Approach to Skin Management: Purpose: The 

purpose of the skin management standards is to 

...assist each facility with prevention and 

management of wounds ... The timely 

identification and documentation of potential 

risks, implementation of preventive 

measurements, consistent wound care and 

tracking of the progress of all wounds until healed 

are essential ... The goals ...are to prevent the 

formation of pressure ulcers, promote healing 

and to prevent the deterioration of existing 

pressure ulcers ...Pressure Ulcer Risk 

Assessment All residents will be assessed for risk 

using the Braden Skin assessment tool... with 

change of condition... Prevention/Body Audits All 

residents will be checked for skin condition 

changes and/or alterations on a daily basis or 

during routine care by the certified nursing 

assistant. Any change in skin condition will be 

reported to the licensed nurse. All residents will 

receive a head-to-toe body audit by a licensed 

nurse on admission ...weekly for four weeks, 

upon change in condition, after newly acquired 

pressure injury and quarterly.  Any change in 

resident's skin condition will be documented and 

immediately reported to the supervising nurse ... 

The licensed nurse is responsible for notifying the 

Wound Care/Treatment Nurse and/or the Director 

of Nursing (DON) of changes in a resident's skin 

condition. The Wound Care/Treatment Nurse is 

responsible for reviewing Body Audits at least on 

a weekly basis and PRN (as needed) on 

residents and for implementing appropriate 

treatment interventions, per physician order ... 

Skin/Wound Alert Procedure ...The nurse that 

evaluates the resident, based on the findings of 

the staff, will document the assessment in the 

electronic medical record and will notify the 

Wound Care/Treatment Nurse, physician, and 
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responsible party of the condition ... The Director 

of Nursing will be notified of any resident admitted 

with or developing, Stage II, III, IV +/- 

non-stageable wound, by the Wound 

Care/Treatment Nurse and/or licensed nurse ...b. 

the physician shall evaluate the resident's wound 

on his/her next visit  ... c.  the physician will 

assess residents with Stage III, Stage IV and 

non-stageable wound routinely and as needed ... 

g. The Director of Nursing will assess all 

residents with Stage II, Stage III, Stage IV and 

non-stageable wounds on at least a weekly basis.  

Wound rounds will be conducted weekly with the 

DON, Wound Nurse and other assigned staff on 

all resident wounds to evaluate status and 

treatment effectiveness ...Routine Preventative 

Care ...1. All individuals at risk should have a 

systematic skin inspection at least one a week 

...recommends a minimum skin check of at least 

weekly by a licensed nurse.  Findings will be 

documented in the medical record ...Routine 

preventive interventions include ...a. an approved 

pressure redistribution mattress ...b. Turning and 

repositioning as a clinical condition dictates ...g. 

Incontinence management for residents with 

incontinence ...h. Good skin care (clean, dry skin) 

...Wound Documentation Tracking ...It is the 

standard of this facility to monitor the status of 

each individual wound and provide information to 

the interdisciplinary team to assist determining 

the most appropriate treatment modalities.  

Procedure 1.  Complete documentation of the 

wound assessment in the medical record, 

numbering each wound.  2.  Utilizing the 

information contained in the Weekly Wound 

Reports review and discuss each wound 

individually at the weekly High-Risk Meeting ..."
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The facility provided an acceptable Removal Plan 

on 12/4/23, in which they alleged all corrective 

action to remove the IJ was completed on 12/4/23 

and the IJ was removed on 12/5/23. 

Removal Plan

On December 1st, 2023, at approximately 

3:30pm Pine Forest Health and Rehabilitation 

received 5 Immediate Jeopardies during an 

Annual and Complaint Survey from the 

Mississippi Department of Health Licensure and 

Certification and provided the facility with the 

Immediate Jeopardy Templates. 

Brief Summary of Events:

Pine Forest Health and Rehabilitation failed to put 

into place appropriate interventions to ensure 

proper assessment, staging, treatment and 

clinical care plans to treat and prevent the 

development and worsening of new and existing 

pressure ulcers.

Corrective Actions:

1. An Emergency QAPI Meeting was held at 

approximately 12/1/2023 at 5 PM to review the 

cited deficient practices and to determine a root 

cause analysis for the lack of appropriate 

interventions. This meeting included the 

Administrator, Director of Nursing/lnfection 

Preventionist, Medical Director, Respiratory 

Director, & Business Office Manager. The 

following items were reviewed, coordinated, and 

corrected to allege compliance and remove the 

Immediate Jeopardy. The root cause analysis 

determined the cause of these occurrences was 

the facility's failure to be properly train staff on the 

policies for assessing, staging, preventing, and 
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communicating wound and skin care issues for 

residents who could be at risk for skin breakdown 

or are already noted with skin/wound breakdown.

2. The facility did a complete policy review on 

Care Planning Standard, Skin Management 

Standard, and Employee Competency Standard. 

The facility conducted 100% in-services and 

education using outsourced, Qualified Trainers 

and Online Software as it pertains to each 

department and the correlated policies pertaining 

to the immediate jeopardies. The facility also did 

a 100% inservice on all staff on the Identification 

and Reporting of Resident Abuse and Neglect. 

No individual was allowed to work beginning at 

approximately 7PM on 12/1/2023 until they were 

able to successfully complete all prescribed 

In-services.

3. The facility outsourced a Qualified RN Trainer 

to properly train with return demonstration all 

individuals who are responsible for the 

assessment, staging, and provision of wound 

care for the Facility. Upon completion and 

approximately 7:30PM on 12/1/2023, the Facility 

began to conduct body audits on 100% of 

in-house residents to determine proper 

assessment, staging, and treatment of wounds 

and finished on 12/4/2023. All noted pressure 

areas were assessed, staged, and determined to 

have a proper assessment. The wound care 

physician was notified of all findings and 

coordinated a Telehealth Visit on all residents with 

pre-existing wounds to confirm appropriate 

assessment, staging, and treatment of all existing 

pressure ulcers. There were no changes noted 

after having concluded all consult Telehealth 

visits. The attending physician and facility Medical 

Director was then notified of all Wound Care 
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Physician's Assessments and concurred with 

prescribed consultation on all noted patients. 

Resident #53 was determined to have a pressure 

ulcer in an optimal condition of healing. Resident 

#89 remains in the hospital.

4. Both MDS Nurses were immediately trained 

following the QAPI Meeting regarding the ability to 

properly develop and/or revise resident care 

plans interventions for residents with pressure 

ulcers, ensuring those who were admitted to the 

facility without pressure ulcers did not acquire 

pressure ulcers and that existing pressure ulcers 

did not get worse, or residents did not develop 

complications from pressure wounds. After 

completing each Telehealth visit from Wound 

Care Physician and receiving noted confirmation 

for Medical Director/Attending Physician on all 

residents with Pressure ulcers, the facility began 

assessing and updating all care plans on 

12/1/2023 and completed 12/4/2023 on 

coordination with development and prevention of 

pressure ulcers according to the prescribed 

orders. Resident #53 was noted to have a proper 

care plan regarding his healing pressure ulcer. 

Resident #89 remains in the hospital.

5. The facility determined to move forward by 

having the trained Unit RN Managers conduct 

weekly body audits on all residents as it pertains 

to their individual Units A & B and report the 

assessment of those daily audits to the Wound 

Care Team, consisting of the Wound Care 

Physician, Treatment Nurse, MDS Nurse, and 

Director of Nursing. All new admits/readmitting 

residents will their initial assessment conducted 

by the Unit Manager, who will be responsible for 

communicating the results of the audit to the 

Wound Care Team, Consisting of the Wound 
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Care Physician, Treatment Nurse, MDS Nurse 

and Director of Nursing. The Director of Nursing 

has been delegated to report the reconciliation of 

this weekly review in High Risk and monitored 

monthly for no less than 1 year by the QAPI 

Committee.

6. The Facility alleges compliance on 12/5/2023. 

The facility alleges that all corrective actions to 

remove the Immediate Jeopardy were completed 

on 12/4/2023 and the Immediate Jeopardy was 

removed on 12/5/2023.

The SA validated the facility's Corrective Actions 

on 12/5/23:

The SA validated through interviews and record 

review that an Emergency QAPI meeting was 

held on 12/01/2023 with all members in 

attendance. 

The SA validated through interviews and record 

reviews all policies on Care Planning Standards, 

Skin Management Standards, and Employee 

Competency Standards were reviewed with no 

corrections made.  The facility conducted 100% 

in-services and education including Identification 

and Reporting of Resident Abuse and Neglect.  

The SA validated through interviews and record 

reviews the facility outsourced a Qualified RN 

Trainer to properly train and return demonstration 

all individuals who are responsible for the 

assessment, staging, and provision of wound 

care for the Facility. The facility completed 100% 

body audits of in-house residents to determine 

proper assessment, staging, and treatment of 

wounds and finished on 12/04/23. The Wound 

Care Physician was notified of all findings and 
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coordinated a Telehealth Visit on all residents with 

pre-exiting wounds to confirm appropriate 

assessment, staging, and treatment of all exiting 

pressure ulcers. The Medical Director was 

notified of all findings. Resident #53 was 

determined to have a pressure ulcer in an optimal 

condition of healing.  Resident #89 remains in the 

hospital.

The SA validated through interviews and record 

reviews both MDS Nurses were immediately 

trained following the QAPI meeting regarding the 

proper development and/or revise resident care 

plans interventions for residents with pressure 

ulcers, ensuring those who were admitted to the 

facility without pressure ulcers did not acquire 

pressure ulcers and that existing pressure ulcers 

did not get worse, or residents did not develop 

complications from pressure wounds. The facility 

assessed and updated all care plans and 

completed them on 12/04/23.  

The SA validated through interviews and record 

reviews the facility trained Unit RN Managers 

conduct weekly body audits on all resident as it 

pertains to their individual Units A and B and 

report the assessment of those daily audits to the 

Wound Care Team, consisting of the Wound 

Care Physician, Treatment Nurse, MDS Nurse, 

and DON. The DON has been delegated to report 

the reconciliation of this weekly review in High 

Risk and monitored monthly for no less than one 

(1) year by the QAPI Committee.

The SA validated through interviews and record 

reviews and no associate can return to work until 

they have received this in-service training.

The SA validated that all corrective actions were 
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completed on 12/04/2023 and the IJ was 

removed as of 12/05/2023.

F 688 Increase/Prevent Decrease in ROM/Mobility

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

§483.25(c) Mobility.  

§483.25(c)(1) The facility must ensure that a 

resident who enters the facility without limited 

range of motion does not experience reduction in 

range of motion unless the resident's clinical 

condition demonstrates that a reduction in range 

of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of 

motion receives appropriate treatment and 

services to increase range of motion and/or to 

prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility 

receives appropriate services, equipment, and 

assistance to maintain or improve mobility with 

the maximum practicable independence unless a 

reduction in mobility is demonstrably unavoidable.

This REQUIREMENT  is not met as evidenced 

by:

F 688 1/2/24

SS=D

 Based on observation, interviews, and record 

review the facility failed to provide the care and 

services necessary for a resident with limited 

range of motion as evidenced by failure to apply a 

right elbow extensor splint to a resident's arm for 

one (1) of 22 sampled residents. Resident #87.

 

Findings Include:

During an observation on 11/27/23 at 10:27 AM, 

revealed Resident #87 lying in bed with the head 

of bed elevated and lying on his back at a 45 

degree angle. Resident #87's right arm was bent 

 1. On 11/30/2023 Resident #87 had 

splint device applied to right elbow by 

Director of Rehabilitation (DOR). An order 

was added to the Treatment 

Administration Record (TAR) on 

11/30/2023 requiring the splint to be 

applied by nursing at 10AM and removed 

at 2PM daily and the requiring signature of 

completion by assigned Unit Nurse was 

still needed. Resident #87 continues to 

have splint applied to right elbow per 

physician order. On 11/30/2023, Licensed 

Practical Nurse (LPN)#2, LPN#5, and 
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and had no splint or any device on his arm. 

During an interview on 11/28/23 at 9:00 AM, with 

Resident #87's sister she complained that the 

facility has not been putting the resident's right 

arm extensor splint on. The sister said she is 

afraid Resident #87 will decline. The State 

Agency (SA) observed the splint in the chest of 

drawers in the resident's room.

During an observation on 11/28/23 at 1:00 PM, 

observed the resident lying in bed on his back 

with the head of bed elevated. The resident did 

not have his split on his right arm. 

On 11/29/23 at 5:00 AM, 8:00 AM, and 10:30 AM 

observed Resident #87 lying in bed on his back at 

approximately a 45° angle. The resident did not 

have an arm splint on. The splint was located in 

the chest of drawers. 

Interview on 11/29/23 at 11:00 AM, with the 

Director of Nursing (DON) said she did not know 

the staff was not putting the resident's splint on 

every day. The DON also confirmed the splint 

was not on the Certified Nursing Assistant (CNA) 

task sheets or the Medication Administration 

Record to be signed off by the nurse.

In an interview on 11/29/23 1:21 PM, with CNA #5 

confirmed she was in-serviced on when and how 

to put the splint on. CNA#5 said she didn't put the 

splint on because he thought the therapy 

department was putting the splint on.

During an interview on 11/29/23 at 1:45 PM, with 

License Practical Nurse (LPN) #2 charge nurse 

said she did not know the resident needed a 

splint. LPN #2 said she thought therapy was 

Certified Nursing Assistant (CNA) #5, 

were individually in-serviced by Director of 

Nursing on the use of interventional 

treatment, documentation, and monitoring 

for residents with existing contractures 

and/or residents who are at risk for 

contractures due to increased/decreased 

range in motion. 

2. A screening of 95 residents was 

conducted on 12/1/2023 and 26 residents 

with prescribed treatment interventions for 

contractures and/or increased/decreased 

Range of Motion have the ability to be 

affected by this deficient practice. 

3. Facility Quality Assurance 

Performance Improvement (QAPI) 

Committee (consisting of Administrator, 

Director of Nursing (DON), Infection 

Control Preventionist (IFCP), Medical 

Director (MD), Social Services (SS), 

Activity Director (AD), Assistant Director 

of Nursing (ADON), Certified Dietary 

Manager(CDM), and Therapy Director 

(DOR)) met on 12/20/2023 to review cited 

regulation. QAPI Committee reviewed the 

policy,  Personal Care  with no 

recommended changes to the policy. 

DON, ADON, and Unit Managers 

conducted a screening of 95 residents on 

12/11/2023 and determined 26 residents 

requiring treatments pertaining to 

increased/decreased Range of Motion, 

including the treatment of contractures. All 

26 residents were determined to have 

proper interventions in place according to 

their physician�s order.  All 26 

interventions were added to the Treatment 

Administration Record (TAR) requiring 
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putting the splint on. 

Interview on 11/30/23 at 10:30 AM, with the 

Administrator revealed he did not know the 

resident's splint was not being put on. The 

Administrator said he expects the staff to put the 

splint on the residents according to the 

physician's orders.

During an interview on 11/30/23 at 10:45 AM, with 

the Physical Therapy Assistant (PTA) said she 

went in the residents room on Monday and 

noticed the splint was not on. The PTA said she 

put it on at 1:00 PM and took it off at 4:00 PM. 

The therapist confirmed the splint had not been 

put on by her the rest of the week. The therapist 

said the resident needs to wear the splint to keep 

the arm from getting tight and contracted. The 

PTA said the CNAs were trained on stretching the 

resident's arm and place the splint on daily for 

four hours. 

Observation on 11/30/23 at 2:00 PM, observed 

the resident lying in bed on his back with the head 

of bed elevated. The resident did not have his 

split on his right arm.  

Record review of Resident #87's Physicians 

Orders revealed an order dated 11/07/23 "Apply a 

right elbow extensor splint to be worn for up to 

four (4) hours a day. Please perform hygiene and 

skin inspection daily, Once a day."

Record review of Resident #87's Progress Note 

written by the Physical Therapist Assistant (PTA) 

Director dated 11/20/23 at 11:09 AM revealed the 

nurse aide was able to understand and 

demonstrate understanding of the splinting 

technique and schedule. The instructions were 

assigned unit nurse�s signature for 

auditing/monitoring purposes.

All present Direct Care Staff for Morning, 

Evening, and Night Shifts were in-serviced 

on 12/20/2023 by Director Of Nursing on 

effective treatment, documentation, and 

monitoring of residents with contractures 

and/or who are at risk for contractures 

due to increased/decreased range of 

motion. Remaining Direct Care Staff will 

be in-serviced prior to receiving resident 

care assignment.

4. Beginning on 12/14/2023, all residents 

will be screened weekly by the Assigned 

Unit Manager or Nursing Administration in 

their absence using the Weekly Skin 

Sweep/Body Audit as part of their regular 

ongoing assignment. Any new contracture 

and/or decreased range in motion will be 

reported in Standup Meeting to Director of 

Nursing and Director of Rehabilitation to 

ensure proper physician 

orders/interventions/treatments are 

prescribed, maintained and monitored 

effectively according to Plan of Correction

Beginning on 12/14/2024, Nursing 

Administration (Director of 

Nursing/Assistant Director of Nursing) will 

assess 3 residents per day, 3 days a 

week, for 12 weeks to ensure appropriate 

application of splint/device is sustained. 

The results of these assessments will be 

reported by DON weekly in High-Risk 

Meeting for 12 week beginning on 

12/14/2023.
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dated 11/17/23 and indicated CNAs were 

educated on passive stretch to right elbow. 

Applying soft splint times four (4) hours and 

performing skin checks and hygiene after 

application daily.

Record review of Resident #87's "Admission 

Record" revealed an admission date of 08/07/23 

with diagnoses that included Respiratory Failure 

with hypoxia, Hemiplegia and hemiparesis, and 

Tracheostomy.

Record review of the Quarterly Minimum Data Set 

(MDS) with an Assessment Reference Date 

(ARD)  of 11/10/23 revealed Resident #87 is 

severely impaired and impaired range of motion 

(ROM) to one side upper extremity.

 Beginning 1/2/2024,The Quality 

Assurance and Performance 

Improvement (QAPI) Committee will 

evaluate audits monthly for 6 months to 

ensure compliance is maintained. Any 

concerns identified will be noted, 

assessed and corrected immediately.

F 726 Competent Nursing Staff

CFR(s): 483.35(a)(3)(4)(c)

§483.35 Nursing Services

The facility must have sufficient nursing staff with 

the appropriate competencies and skills sets to 

provide nursing and related services to assure 

resident safety and attain or maintain the highest 

practicable physical, mental, and psychosocial 

well-being of each resident, as determined by 

resident assessments and individual plans of care 

and considering the number, acuity and 

diagnoses of the facility's resident population in 

accordance with the facility assessment required 

at §483.70(e).

§483.35(a)(3) The facility must ensure that 

licensed nurses have the specific competencies 

and skill sets necessary to care for residents' 

needs, as identified through resident 

assessments, and described in the plan of care. 

F 726 1/2/24

SS=J
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§483.35(a)(4) Providing care includes but is not 

limited to assessing, evaluating, planning and 

implementing resident care plans and responding 

to resident's needs.

§483.35(c) Proficiency of nurse aides.

The facility must ensure that nurse aides are able 

to demonstrate competency in skills and 

techniques necessary to care for residents' 

needs, as identified through resident 

assessments, and described in the plan of care.

This REQUIREMENT  is not met as evidenced 

by:

 Based on interviews, record review, and facility 

policy review, the facility failed to ensure the 

clinical staff were educated and trained on 

staging Pressure Ulcers (PUs), providing 

complete and accurate wound assessments, and 

implementing appropriate treatments for identified 

wounds for two (2) of four (4) residents reviewed 

for PU care.  Resident # 53 and Resident #89.

The facility's failure to ensure staff were 

competent with PU assessments, documentation, 

and treatments resulted in harm to Resident #53 

and Resident #89 and put all other residents at 

risk for skin breakdown in a situation that was 

likely to result in serious harm, injury, impairment, 

or death.

The situation was determined to be an Immediate 

Jeopardy (IJ) that began on 8/29/23 when 

Resident #53, who had existing PUs, was 

admitted to the facility, and was not assessed by 

a qualified nurse or practitioner until 9/18/23, 

causing the wound to worsen.   

The facility Administrator was notified of the IJ 

 1. On 12/1/2023 Facility conducted 

training for all 3 Treatment Nursing Staff 

by Outsourced Qualified Trainer on proper 

assessment, staging, and wound care 

necessary to prevent the development 

and worsening of new and existing 

pressure ulcers. 

2. An audit of 95 resident was completed 

on 12/1/2023 and zero residents were 

determined to have the potential to be 

affected as all pressure ulcers were 

determined to be properly staged and 

confirmed by Wound Care Physician.

3. Facility Quality Assurance 

Performance Improvement (QAPI) 

Committee (consisting of Administrator, 

Director of Nursing (DON), Infection 

Control Preventionist (IFCP), Medical 

Director (MD), Social Services (SS), 

Activity Director (AD), Assistant Director 

of Nursing (ADON), Certified Dietary 

Manager (CDM), and Therapy Director 

(DOR)) met on 12/20/2023 to review cited 

regulation. QAPI Committee reviewed the 

policy/procedure , Staff Competency   with 
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and was presented with an IJ Template on 

12/1/23 at 2:55 PM.   The facility provided an 

acceptable Removal Plan on 12/4/23, in which 

they alleged all corrective action to remove the IJ 

was completed on 12/4/23 and the IJ was 

removed on 12/5/23. 

The SA validated the Removal Plan on 12/5/23 

and determined the IJ was removed on 12/5/23, 

prior to exit.  Therefore, the scope and severity 

for 42 CFR 483.35 (a) (3) Nursing Services was 

lowered from a "J" to a "D", while the facility 

develops a plan of correction to monitor the 

effectiveness of the systemic changes to ensure 

the facility sustains compliance with regulatory 

requirements. 

Findings Include:

A record review of the facility's policy, "Employee 

Competency Standard", revised 1/2020, revealed 

" ... In-service training classes are conducted to 

provide associates with ongoing knowledge 

concerning their job responsibilities, methods, 

and procedures to follow when implementing 

assigned duties  ... current information regarding 

the provision of quality of care ... Orientation 

includes topics and information which contribute 

to positive resident care  ..."

Resident #53

During an interview on 11/28/23 at 3:15 PM, with 

Licensed Practical Nurse (LPN) #1/Wound Care 

Nurse, he explained that when a resident was 

admitted to the facility, the initial body 

assessment was completed by Registered Nurse 

(RN) #3 (RN)/Admission Nurse, and she staged, 

measured, and documented Pressure Ulcers 

no recommended changes to the 

policy/procedure. 

4. Beginning 12/4/2023 Nurse Educator 

will begin tracking and monitoring 

completion of all initial/annual competency 

trainings on proper assessment, staging, 

and wound care necessary to prevent the 

development and worsening of new and 

existing pressure ulcers the weekly High 

Risk Meeting starting 12/7/2023 for a 

period of 1 year. Any concerns identified 

will be noted, assessed and corrected 

immediately.  

Beginning 1/2/2024, The Nurse Educator 

will report monthly monitoring to The 

Facility QAPI Committee will review and 

evaluate Staff competencies monthly to 

determine compliance in proper 

assessment, staging, and wound care 

necessary to prevent the development 

and worsening of new and existing 

pressure ulcers as a part of the standard 

agenda for a period of 1 year. Any 

concerns identified will be noted, 

assessed and corrected immediately.
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(PUs).  LPN #1 reported that the Wound Care 

Physician assessed and measured PUs weekly 

on Mondays and LPN #1 added the physician's 

measurements to the Wound/Skin Log.  He 

stated that he began documenting on the 

Wound/Skin logs when RN #4, who was the 

previous wound care nurse, left the facility on 

10/4/23.  LPN #1 confirmed that Resident #53 

had only one (1) PU on his bottom that he had 

upon admission to the facility.  LPN #1 explained 

that a "Random Skin Sweep" was a skin 

assessment that could be used at any time to 

document any newly identified skin issues.  He 

further explained that a "Weekly Skin Sweep" had 

to be completed by an RN whenever a nurse 

documented on the Medication Administration 

Record (MAR) that the resident had a skin issue.  

A record review of the "Admission Record" 

revealed the facility admitted Resident #53 on 

08/29/23 with diagnoses including Acute and 

Chronic Respiratory Failure with Hypoxia, and 

Chronic Obstructive Pulmonary Disease.

A record review of the "Random Skin Sweep" 

dated 08/29/23, which was the date of admission, 

revealed Resident #28 had a "Pressure" area to 

the "Left buttock" that measured 8 centimeters 

(cm) length, 5 cm width, and 4 cm depth and a 

"Skin Tear" to the "Right lateral foot" that 

measured 3 cm length, 6 cm width, and the depth 

was listed as "UTD" (Unable To Determine).  

"Skin Impairment Findings" revealed "Skin 

injuries as listed above.  (Proper Name of Wound 

Care Physician) to F/U (Follow Up) with resident." 

The document was signed by RN #4, who was 

the previous Wound Care Nurse for the facility 

and was no longer employed by the facility.
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On 11/28/23 at 4:00 PM, during an interview with 

the Director of Nursing (DON), she explained that 

PU wound documentation and skin assessments 

were to be completed weekly on the Wound/Skin 

Log by LPN #1.

A record review of the facility's "Wound/Skin Log", 

dated 09/04/23, revealed Resident #53 had a 

Stage IV PU to his Left Buttock that measured 7 

cm X 2 cm X 10.75 cm.  These measurements 

were documented six (6) days after Resident 

#53's admission to the facility and indicated the 

PU had increased in depth.  The log also 

indicated the resident had a Stage IV PU to his 

Right Lateral Foot that measured 2 cm X 1.5 cm 

X and the "D (cm)" was UTD. This wound had 

been classified upon admission as a "Skin Tear" 

and this was the first documentation that the area 

was a "Pressure" type and "Stage" IV.  The 

"Wound/Skin Log" documentation did not indicate 

who had completed the logs and did not include a 

description of the PU characteristics, the 

progress toward healing and identification of 

potential complications, if infections were present, 

the presence of pain, or a description of 

dressings and treatment.

A record review of the facility's "Wound/Skin Log", 

dated 9/11/23, revealed Resident #53 had a 

Stage IV PU to his left buttock that measured 6.2 

cm x 1.6 cm x 10.6 cm and had a "Type or Stage" 

of PVD (Peripheral Vascular Disease) to his right 

foot that measured 1.7 cm x 1.5 cm x UTD.  The 

documentation of PVD was inconsistent with the 

"Wound/Skin Log" dated 9/4/23, which indicated 

the wound to the right foot was a PU.

A record review of the "Order Recap Report", with 

"Order Date:  08/29/2023 - 11/30/2023), revealed 
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Resident #53 had a Physician's Order, dated 

9/18/23, for " ...Wound consult with skilled wound 

care surgical group ..." 

A record review of a "Surgical Note", dated 

09/18/23, revealed Resident #53 was seen by the 

Wound Care Physician 20 days after he was 

admitted to the facility.  The Physician visited the 

resident because he was asked for his opinion on 

how to manage the wound located at the left 

buttock and sacrum.  The "Wound Location" was 

listed as "Left Buttock and Sacrum", and the 

"Etiology" was listed as "Pressure injury/ulcer - 

Wound Stage:  4 - Pressure Injury".  The note 

also revealed that the wound area measured 6.2 

cm x 1.6 cm x 10.5 cm, which was deeper than 

the initial measurement upon admission.  The 

wound required the Physician to perform a 

muscle tissue debridement, which was the 

removal of dead tissue from the wound.  The 

wound description indicated that the wound had 

undermining (separation of the wound edges 

from the surrounding healthy tissue) of 13 cm, 

had no odor, and had a copious amount of 

serosanguineous (thin fluid with a light pink tinge) 

exudate.  The tissue of the wound was 20% 

slough (nonviable skin tissue), 80% granulation 

(development of new skin tissue), and there was 

no necrotic or dead tissue present in the wound.  

This was the first wound assessment that 

included a complete wound description of the PU 

characteristics for Resident # 53 since the 

resident was admitted to the facility on 8/29/23.    

On 11/29/23 at 5:05 AM, during an observation 

and interview with Certified Nurse Assistant 

(CNA) #14 and Resident #53, the CNA explained 

that she was going to change him.  Resident #53 

commented that was the second time he had 
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seen staff all night and he had not been changed 

since about 11 PM.  The observation revealed 

that Resident #53's brief was saturated and there 

was no protective bandage noted covering the 

PU, nor was there a bandage in his brief 

indicating the bandage had become dislodged 

during the night.  CNA #14 provided incontinence 

care and applied a clean brief, but the PU to the 

sacrum/buttocks did not have a bandage on it, 

which left the packed wound exposed.  CNA #14 

confirmed that the resident's brief had been 

saturated and there was no bandage on the PU 

wound.  She stated she was unsure of the last 

time she had changed his brief or when the 

bandage had come off the resident.  She said 

would notify the nurse that the resident did not 

have a bandage on his PU.    

On 11/29/23 at 5:25 AM, during an interview with 

RN #5, she explained the CNAs should round 

every two (2) hours to ensure residents were 

clean and dry, but she did not check behind them 

to confirm the rounds are completed.  She 

confirmed CNA #14 had let her know that 

Resident #53's bandage was off his PU site, and 

she advised that she would replace the dressing 

after she completed her medication pass.     

On 11/29/23 at 8:25 AM, during an interview with 

RN #3/Admission Nurse, she explained she was 

not a wound care nurse.  She stated that she had 

been helping with the assessment of new 

wounds, admissions, and hospital returns or any 

other residents the wound care nurse needed 

help with.  She confirmed that she only measured 

the wounds and she attempted to assess them, 

but she did not feel comfortable about staging 

PUs. She confirmed that she had never staged 

PUs and that when a resident was admitted to the 
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facility with an existing PU, the facility used the 

hospital's discharge wound orders and staging 

documentation. 

At 3:00 PM on 11/29/23, during an interview with 

the DON, she explained she did not know who 

completed the Wound/Skin Logs before LPN #1 

took over after RN #4 had left.  She said that 

different nurses had helped and had completed 

the logs but there was no signature or identifying 

information to indicate who completed the 

measurements.  She explained that as far as she 

knows, those logs were completed with the 

measurements from the Wound Care Physician's 

weekly assessments which are completed when 

he rounds.  She confirmed the logs indicated PU 

measurements but did not include any other 

assessment information regarding the wounds.  

She said that she received a copy of the PU logs 

weekly, but she did not review the logs to 

determine if the PUs were healing or 

deteriorating, and she did not keep the logs on 

file.  The DON stated that LPN #1 provided the 

Wound Care Physician with a list of residents that 

needed to be seen during his weekly visits, but 

she was unsure how or who determined which 

residents should be seen by the physician.    

At 10:35 AM on 11/30/23, during an interview with 

LPN #1, he explained that if a resident was 

admitted to the facility with an existing PU and 

had wound treatment orders from the hospital, he 

would not always refer that resident to the Wound 

Care Physician.  He reported the facility did not 

have a protocol on when a resident should be 

seen by the Wound Care Physician.  LPN #1 

stated that RN #3 documented measurements on 

the Wound/Skin Log for the residents that the 

Wound Care Physician did not see.  He explained 
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when Resident #53 was admitted to the facility, 

he was not referred to the Wound Care Physician 

immediately because the resident had treatment 

orders for wound care that came with him from 

the hospital.  However, when he noticed that the 

wound was not responding to the treatment, he 

referred the resident to the Wound Care 

Physician.  He confirmed Resident #53's wound 

was deep with tunneling and undermining 

present.  He was not aware that the RNs had not 

documented anything on the Wound/Skin logs.      

On 11/30/23 at 11:10 AM, during an interview with 

the Assistant Director of Nursing (ADON), she 

explained she was not involved in Resident #53's 

wound care and had never observed his PU.  She 

explained that a PU assessment and 

documentation should include the PU stage, 

measurement, description of the appearance of 

the PU, drainage, odor, and healing or 

deterioration of the PU.  All PU wounds and 

notifications must be documented, and if it was 

not documented, then it was not completed.  The 

ADON said that she was unsure of the protocol 

regarding notifying or consulting with the Wound 

Care Physician when a resident acquired a new 

PU, but she knew he was provided with a list of 

residents that he needed to visit.  The ADON 

stated she was unaware that RN #3 was not 

comfortable in staging PUs, but there were other 

RNs in the facility that could assist, and RN #3 

should have asked them for help.  The ADON 

said that if a PU was not staged or assessed 

appropriately, the wounds may not be treated 

appropriately and may worsen. 

On 11/30/23 at 12:00 PM, during an interview with 

the DON, she explained she expected the nurse 

to call the Physician or Wound Care Physician if a 
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wound worsened in any way.  She also expected 

all PU assessments and findings to be 

documented in the medical record, and that if 

there was no documentation, then it was not done 

and that she was aware that documentation was 

a problem.  The DON explained that any changes 

in a resident or a resident's PU should be 

documented.  She confirmed that the facility did 

not have a system in place to determine when a 

resident required a consultation with the Wound 

Care Physician.  LPN #1 was responsible for 

communicating with the Wound Care Physician, 

who was available as needed.  LPN #1 completed 

the wound/skin logs weekly, but the DON was 

unaware that PUs were not completely assessed 

if they are not being seen by the Wound Care 

Physician.  She thought every resident with a 

wound was seen by the Wound Care Physician 

but was not aware of the system.  She was not 

aware that RN #3 was not comfortable with 

staging wounds, because she has been 

completing admission wound assessments for a 

long time.  The DON said she would have put 

someone else in the position that was more 

comfortable if she had known.  She confirmed 

that RN #3 has just recently been filling in with 

wound assessments other than admission 

assessments since RN #4 had left employment at 

the facility.  There were other RNs in the facility 

that could assess and measure if RN #3 had 

asked for help.  The DON was not aware 

Resident #53 was not seen by the Wound Care 

Physician and that his wound had gotten deeper 

from the time he was admitted on 8/29/23 until he 

was seen by the Wound Care Physician on 

9/18/23.  She reported since there was no longer 

a RN in wound care, other RNs assisted in 

completing Wound/Skin logs as necessary.   
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On 11/30/23 at 1:10 PM, during an interview with 

RN #3/Admission Nurse, she reported she did not 

tell the DON that she was not comfortable staging 

wounds.  She confirmed she did not know the 

protocol or system for a resident being admitted 

with an existing PU or for a resident who acquired 

a PU while in the facility to be referred to the 

Wound Care Physician. She stated she was only 

filling in since there was no RN currently in the 

wound care role.  She stated that she had not 

been asked to assess any wounds, but only to 

measure wounds.  She confirmed that the facility 

had daily stand-up meetings, but wounds were 

not discussed in detail. 

Resident #89

At 1:00 PM, on 11/28/23 during a phone interview 

with the Resident Representative (RR), he 

explained Resident #89, who was his brother, had 

been in the facility for six (6) weeks and had 

gotten a bad wound that became septic and 

required surgery.  He explained he stayed at the 

facility for long periods of time to be with his 

brother and the staff did not turn or change him 

enough.  The staff would not touch the resident 

for hours, and when they finally came to change 

him, Resident #89 would be soaked with urine.  

He said that his brother did not have any wounds 

when he was admitted to the facility. The RR felt 

like if the facility had kept his brother dry and had 

turned him often, he would not have gotten the 

PU.   

A record review of the "Admission Record" 

revealed the facility admitted Resident #89 on 

09/28/23 with diagnoses that included Traumatic 

Subdural Hemorrhage with Loss of 

Consciousness of Unspecified Duration. 
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A record review of the Admission MDS, with an 

ARD of 10/5/23, revealed Resident #89 required 

a Staff Assessment for Mental Status and his 

cognition was severely impaired.  A review of 

Section GG revealed that Resident #89 was 

dependent on staff for all functional abilities.  A 

review of Section M revealed Resident #89 was 

at risk for developing pressure ulcers/injuries, but 

he did not have any unhealed pressure 

ulcers/injuries.  

A record review of the "Nursing Random Skin 

Sweep", dated 09/28/23, which was the date of 

admission to the facility for Resident #89, 

revealed he had skin tears to his left ear, left 

upper chest, and right upper chest.  The 

document was signed by RN #4, the previous 

Wound Care Nurse.  There was no 

documentation regarding any skin or PUs to the 

resident's sacrum or buttocks.  

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

9/28/23 for "Weekly skin assessments ..."  

Review of the report revealed there were no 

Physician Orders that addressed any skin issues 

or PU treatments to the sacrum upon Resident 

#89's admission date of 9/28/23.  

A record review of the "Wound/Skin Log", dated 

10/8/23 (Sunday), which was 10 days after the 

Resident #89 was admitted to the facility, 

revealed he had a PU to the sacrum that 

measured 6.5 cm x 4.0 cm x UTD.  The onset 

date was recorded as "9/28/23" which was the 

date of admission and conflicted with the 

"Nursing Random Skin Sweep" that was 
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completed on 9/28/23 and the Physician's Orders.  

This was the first documentation that referred to 

the PU.  The "Wound /Skin Log documentation 

did not include a description of the PU 

characteristics, the progress toward healing, 

identification of potential complications, if 

infections were present, or the presence of pain.  

There was no indication of who had completed 

the wound/skin log.  

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

10/10/23 and ended on 11/8/23, for "Sacrum 

Pressure Injury - Clean with NS, Pat dry apply 

Zinc Oxide and cover with bordered gauze daily 

and prn ..." This order was received two (2) days 

after the wound/skin log, dated 10/8/23, indicated 

Resident #89 had a PU that measured 6.5 cm x 

4.0 cm x UTD. 

A record review of the "Weekly Skin Sweep", 

dated 10/12/23, revealed Resident #89 had a PU 

to the sacrum that measured 2.0 cm length, 1.0 

cm width, and UTD for the depth.  The 

measurements conflicted with the measurements 

documented on the "Wound/Skin Log" that had 

been completed four (4) days prior.  The 

documentation did not include a description of the 

PU characteristics, the progress toward healing, 

identification of potential complications, if 

infections were present, or the presence of pain.  

The document was signed by RN #3, the 

Admission Nurse.

A record review of the "Wound/Skin Log", dated 

10/16/23, revealed Resident #89 had a PU to the 

sacrum that measured 6 cm x 4 cm x UTD, which 

indicated an increase in the size of the wound 
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from the "Weekly Skin Sweep" completed on 

10/12/23, which was four (4) days prior.  The 

onset date was recorded as "9/28/23".  The 

"Wound /Skin Log documentation did not include 

a description of the PU characteristics, the 

progress toward healing, identification of potential 

complications, if infections were present, or the 

presence of pain.  There was no indication of who 

had completed the wound/skin log.

A record review of the "Wound/Skin Log", dated 

10/23/23, revealed Resident #89 had a PU to the 

sacrum that measured 6.25 cm x 4 cm x UTD.  

The onset date was recorded as "9/28/23".  The 

measurements indicated the wound had 

increased in size since the log dated 10/16/23.  

The "Wound /Skin Log documentation did not 

include a description of the PU characteristics, 

the progress toward healing, identification of 

potential complications, if infections were present, 

or the presence of pain.  There was no indication 

of who had completed the wound/skin log.

A record review of the "Wound/Skin Log", dated 

11/6/23, revealed Resident #89 had a PU to the 

sacrum that measured 6.5 cm x 4.2 cm x UTD.  

The measurements indicated the wound had 

increased in size from the documentation on the 

log dated 10/23/23.  The onset date was recorded 

as "9/28".  The "Wound /Skin Log documentation 

did not include a description of the PU 

characteristics, the progress toward healing, 

identification of potential complications, if 

infections were present, or the presence of pain.  

There was no indication of who had completed 

the wound/skin log.  There was an additional 

"Wound/Skin Log', dated 11/6/23, which indicated 

Resident #89 had a PU to the sacrum that 

measured 6.5 cm x 4.5 cm x UTD and the onset 
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date was "9/28/23".

A record review of the "Weekly Skin Sweep", 

dated 11/8/23, revealed Resident #89 had a PU 

to the sacrum that measured 3.0 length, 2.0 

width, and UTD for the depth.  These 

measurements were inconsistent with the 

measurements provided two (2) days prior on the 

wound/skin log dated 11/6/23.  

A record review of the "Order Recap Report" with 

"Order Date: 09/28/2023 -11/30/2023" revealed 

Resident #89 had a Physician's Order, dated 

11/8/23, for "Sacrum Pressure Injury - clean with 

NS, pat dry apply Santyl/Calcium Alginate and 

cover with bordered gauze daily and prn ...", and 

a Physician's Order, dated 11/9/23, for "Low air 

loss mattress for sacral wound".  There was a 

Physician Order, dated 11/13/23, to "consult 

skilled wound care for evaluation of sacrum 

wound ..." 

A record review of a "Surgical Note", dated 

11/13/23, revealed Resident #89 was seen by the 

Wound Care Physician.  The Physician visited the 

resident for management of wounds located on 

the sacrum and right elbow.  The "Wound 

Location" was listed as "Sacrum", and the 

"Etiology" was listed as "Pressure injury/ulcer - 

Wound Stage:  4 - Pressure Injury".  The note 

also revealed that the wound measured 6.0 cm x 

4.0 cm x UTD prior to his debridement, and 6.0 

cm x 4.0 cm x 0.5 cm after the debridement 

procedure.  The wound required the Physician to 

perform a muscle tissue debridement with the 

"Preoperative Indications" listed as "Biofilm, 

Devitalized tissue, and Slough.  There were no 

signs of infection.  The wound description 

indicated that the wound had no odor and had a 

moderate amount of serosanguineous exudate.  
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The Peri wound area was unhealthy and 

unstable.   The tissue of the wound was 80% 

slough and 20% granulation.  This was the first 

wound assessment that included a complete 

wound description of the PU characteristics, for 

Resident # 89, which was 36 days after the PU 

was first documented on the Wound/Skin Log 

dated 10/8/23.   

At 8:25 AM on 11/29/23, during an interview with 

RN #3/Admission Nurse, she confirmed that she 

had completed the Weekly Skin Sweep for 

Resident #89 on 10/12/23 and that she did not 

stage the PU or provide descriptive 

characteristics of the PU.  She explained that she 

had assumed the wound care team would follow 

Resident #89, but she did not follow up to ensure 

he was seen by the team.  She explained that the 

wound care team at that time consisted of LPN 

#1 and the Wound Care Physician. She was 

unable to recall what the PU looked like when she 

had measured it.  She confirmed that she only 

measured the PU and did not complete or 

document a full assessment of the wound.  She 

said she was unaware that the Wound Care 

Physician was not seeing the resident when she 

completed the documentation on 10/12/23.      

At 3:00 PM on 11/29/23, during an interview with 

the DON, she explained she was not aware that 

RN #3 had not assessed or staged the PU to the 

sacrum for Resident #89 and that the Wound 

Care Physician had not assessed or staged the 

PU for more than four (4) weeks after the PU was 

first identified by facility staff on 10/8/23.   

On 11/29/23 at 3:10 PM, during an interview with 

the Administrator and the DON, the Administrator 

explained that he could not determine who had 
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completed the Wound/Skin logs that were 

provided.  The DON and the Administrator were 

unable to explain the PU measurement 

inconsistencies of the Wound/Skin logs and the 

Weekly Skin Sweeps for Resident #89.  

At 10:35 AM on 11/30/23, during an interview with 

LPN #1, he explained when Resident #89 was 

admitted to the facility, he did not have any PUs.  

He was unable to recall how he found out that 

Resident #89 had a PU. LPN #1 described the 

PU when he first saw it as measuring 

approximately 2 cm x 3 cm, the area was 

discolored, but the skin was intact.  He thought 

the wound was classified as "Moisture Associated 

Skin Damage" (MASD), because whenever he 

provided the treatments to the sacrum, Resident 

#89 was soiled with urine.  He stated that he had 

instructed CNAs that the resident needed to be 

kept dry, changed in a timely manner, and turned 

more frequently, however he did not conduct and 

document a formal in-service.  LPN #1 said that 

Resident #89's family would be with the resident 

daily and he would talk to them regarding 

resident's PU, but he never completed any 

documentation regarding the PU.  LPN #1 said 

that when the wound was first found, the 

physician was notified, and new orders were 

received for zinc oxide, because the skin was 

intact.  He stated that he continued to treat the 

PU with zinc oxide and did not notify the Wound 

Care Physician that the wound size was 

increasing.  He confirmed he had no 

documentation of the wounds, including the 

progression or deterioration of the wound.  When 

he noticed the PU to the sacrum had slough, he 

notified the Wound Care Physician and received 

orders to discontinue the zinc oxide and start a 

new treatment.  He said that he felt like the PU 
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measurements obtained on the Random and 

Weekly Skin Sweeps were accurate because he 

assisted RN #3/Admissions Nurse when she 

measured the wounds.  He confirmed Resident 

#89's wound had deteriorated and increased in 

size from the time it was first identified on 9/28/23 

until the time he was seen by the Wound Care 

Physician on 11/13/23.  He confirmed that on 

11/13/23, the PU to the sacrum was classified as 

a Stage IV.  LPN #1 stated that he would not 

have done anything differently with the resident 's 

wound.  He confirmed that Resident #89 did not 

have a low air loss mattress to help with pressure 

reduction until 11/9/23.    

On 11/30/23 at 11:10 AM, during an interview with 

the Assistant Director of Nursing (ADON), she 

explained she was unaware that Resident #89 

had a PU because she was not involved in his 

care.  She stated that it appeared someone 

dropped the ball, but she didn't know who.  She 

explained that for a resident to develop a Stage 4 

PU in less than two (2) months of admission, the 

resident did not receive adequate care and 

should have been referred to the Wound Care 

Physician before a month had passed, especially 

since the resident had comorbidities, restricted 

mobility, and was at a high risk for skin 

breakdown. 

On 11/30/23 at 1:10 PM, during an interview with 

RN #3/Admission Nurse, she reported she did not 

tell the DON that she was not comfortable staging 

wounds.  She confirmed she did not know the 

protocol or system for a resident being admitted 

with an existing PU or for a resident who acquired 

a PU while in the facility to be referred to the 

Wound Care Physician. She stated she was only 

filling in since there was no RN currently in the 
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wound care role.  She stated that she had not 

been asked to assess any wounds, but only to 

measure wounds.  She confirmed that the facility 

had daily stand-up meetings, but wounds were 

not discussed in detail. 

On 11/30/23, at 12:00 PM during an interview with 

DON, she stated she was not aware that 

Resident #89's PU had increased in size before 

the Wound Care Physician had gotten involved 

with his care.   

On 11/30/23 at 01:25 PM, during a phone 

interview with the Wound Care Physician, he 

confirmed that he saw Resident #89 on 11/13/23 

for the first time. The Wound Care Physician 

stated that he felt the etiology of the wound was 

pressure due to his restricted mobility and the 

resident was completely dependent upon staff for 

offloading. He stated that all wounds should be 

assessed by the facility's protocol.  

At 1:50 PM on 11/30/23, during a phone interview 

with the Medical Director, he explained that he 

never observed Resident #89's PU. He stated 

that wounds should be assessed daily and if there 

were any changes, the facility should notify the 

physician and document accordingly.

 

At 10:05 AM on 12/02/23, during an interview with 

LPN #6 /Weekend Wound Care Nurse, she 

stated that Resident #89's PU started out with 

redness and then had slough in the wound.  She 

confirmed that she did not notify the Wound Care 

Physician or the Attending Physician regarding 

the change in the wound.  She stated that 

Resident #89 was dependent upon staff for 

turning and repositioning.  
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The facility provided an acceptable Removal Plan 

on 12/4/23, in which they alleged all corrective 

action to remove the IJ was completed on 12/4/23 

and the IJ was removed on 12/5/23. 

Removal Plan

On December 1st, 2023, at approximately 

3:30pm Pine Forest Health and Rehabilitation 

received 5 Immediate Jeopardies during an 

Annual and Complaint Survey from the 

Mississippi Department of Health Licensure and 

Certification and provided the facility with the 

Immediate Jeopardy Templates. 

Brief Summary of Events:

Pine Forest Health and Rehabilitation failed to put 

into place appropriate interventions to ensure 

proper assessment, staging, treatment and 

clinical care plans to treat and prevent the 

development and worsening of new and existing 

pressure ulcers.

Corrective Actions:

1. An Emergency QAPI Meeting was held at 

approximately 12/1/2023 at 5 PM to review the 

cited deficient practices and to determine a root 

cause analysis for the lack of appropriate 

interventions. This meeting included the 

Administrator, Director of Nursing/lnfection 

Preventionist, Medical Director, Respiratory 

Director, & Business Office Manager. The 

following items were reviewed, coordinated, and 

corrected to allege compliance and remove the 

Immediate Jeopardy. The root cause analysis 

determined the cause of these occurrences was 

the facility's failure to be properly train staff on the 

policies for assessing, staging, preventing, and 
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communicating wound and skin care issues for 

residents who could be at risk for skin breakdown 

or are already noted with skin/wound breakdown.

2. The facility did a complete policy review on 

Care Planning Standard, Skin Management.

 Standard, and Employee Competency Standard. 

The facility conducted 100% in-services and 

education using outsourced, Qualified Trainers 

and Online Software as it pertains to each 

department and the correlated policies pertaining 

to the immediate jeopardies. The facility also did 

a 100% inservice on all staff on the Identification 

and Reporting of Resident Abuse and Neglect. 

No individual was allowed to work beginning at 

approximately 7PM on 12/1/2023 until they were 

able to successfully complete all prescribed 

In-services.

3. The facility outsourced a Qualified RN Trainer 

to properly train with return demonstration all 

individuals who are responsible for the 

assessment, staging, and provision of wound 

care for the Facility. Upon completion and 

approximately 7:30PM on 12/1/2023, the Facility 

began to conduct body audits on 100% of 

in-house residents to determine proper 

assessment, staging, and treatment of wounds 

and finished on 12/4/2023. All noted pressure 

areas were assessed, staged, and determined to 

have a proper assessment. The wound care 

physician was notified of all findings and 

coordinated a Telehealth Visit on all residents with 

pre-existing wounds to confirm appropriate 

assessment, staging, and treatment of all existing 

pressure ulcers. There were no changes noted 

after having concluded all consult Telehealth 

visits. The attending physician and facility Medical 

Director was then notified of all Wound Care 
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Physician's Assessments and concurred with 

prescribed consultation on all noted patients. 

Resident #53 was determined to have a pressure 

ulcer in an optimal condition of healing. Resident 

#89 remains in the hospital.

4. Both MDS Nurses were immediately trained 

following the QAPI Meeting regarding the ability to 

properly develop and/or revise resident care 

plans interventions for residents with pressure

ulcers, ensuring those who were admitted to the 

facility without pressure ulcers did not acquire 

pressure ulcers and that existing pressure ulcers 

did not get worse, or residents did not develop 

complications from pressure wounds. After 

completing each Telehealth visit from Wound 

Care Physician and receiving noted confirmation 

for Medical Director/Attending Physician on all 

residents with Pressure ulcers, the facility began 

assessing and updating all care plans on 

12/1/2023 and completed 12/4/2023 on 

coordination with development and prevention of 

pressure ulcers according to the prescribed 

orders. Resident #53 was noted to have a proper 

care plan regarding his healing pressure ulcer. 

Resident #89 remains in the hospital.

5. The facility determined to move forward by 

having the trained Unit RN Managers conduct 

weekly body audits on all residents as it pertains 

to their individual Units A & B and report the 

assessment of those daily audits to the Wound 

Care Team, consisting of the Wound Care 

Physician, Treatment Nurse, MDS Nurse, and 

Director of Nursing. All new admits/readmitting 

residents will their initial assessment conducted 

by the Unit Manager, who will be responsible for 

communicating the results of the audit to the 

Wound Care Team, Consisting of the Wound 
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Care Physician, Treatment Nurse, MDS Nurse 

and Director of Nursing. The Director of Nursing 

has been delegated to report the reconciliation of 

this weekly review in High Risk and monitored 

monthly for no less than 1 year by the QAPI 

Committee.

6. The Facility alleges compliance on 12/5/2023. 

The facility alleges that all corrective actions to 

remove the Immediate Jeopardy were completed 

on 12/4/2023 and the Immediate Jeopardy was 

removed on 12/5/2023.

The SA validated the facility's Corrective Actions 

on 12/5/23:

The SA validated through interviews and record 

review that an Emergency QAPI meeting was 

held on 12/01/2023 with all members in 

attendance. 

The SA validated through interviews and record 

reviews all policies on Care Planning Standards, 

Skin Management Standards, and Employee 

Competency Standards were reviewed with no 

corrections made.  The facility conducted 100% 

in-services and education including Identification 

and Reporting of Resident Abuse and Neglect.  

The SA validated through interviews and record 

reviews the facility outsourced a Qualified RN 

Trainer to properly train and return demonstration 

all individuals who are responsible for the 

assessment, staging, and provision of wound 

care for the Facility. The facility completed 100% 

body audits of in-house residents to determine 

proper assessment, staging, and treatment of 

wounds and finished on 12/04/23. The Wound 

Care Physician was notified of all findings and 
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coordinated a Telehealth Visit on all residents with 

pre-exiting wounds to confirm appropriate 

assessment, staging, and treatment of all exiting 

pressure ulcers. The Medical Director was 

notified of all findings. Resident #53 was 

determined to have a pressure ulcer in an optimal 

condition of healing.  Resident #89 remains in the 

hospital.

The SA validated through interviews and record 

reviews both MDS Nurses were immediately 

trained following the QAPI meeting regarding the 

proper development and/or revise resident care 

plans interventions for residents with pressure 

ulcers, ensuring those who were admitted to the 

facility without pressure ulcers did not acquire 

pressure ulcers and that existing pressure ulcers 

did not get worse, or residents did not develop 

complications from pressure wounds. The facility 

assessed and updated all care plans and 

completed them on 12/04/23.  

The SA validated through interviews and record 

reviews the facility trained Unit RN Managers 

conduct weekly body audits on all resident as it 

pertains to their individual Units A and B and 

report the assessment of those daily audits to the 

Wound Care Team, consisting of the Wound 

Care Physician, Treatment Nurse, MDS Nurse, 

and DON.  The DON has been delegated to 

report the reconciliation of this weekly review in 

High Risk and monitored monthly for no less than 

one (1) year by the QAPI Committee.

The SA validated through interviews and record 

reviews and no associate can return to work until 

they have received this in-service training.

The SA validated that all corrective actions were 
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completed on 12/04/2023 and the IJ was 

removed as of 12/05/2023.

F 806 Resident Allergies, Preferences, Substitutes

CFR(s): 483.60(d)(4)(5)

§483.60(d) Food and drink

Each resident receives and the facility provides-

§483.60(d)(4) Food that accommodates resident 

allergies, intolerances, and preferences;

§483.60(d)(5) Appealing options of similar 

nutritive value to residents who choose not to eat 

food that is initially served or who request a 

different meal choice;

This REQUIREMENT  is not met as evidenced 

by:

F 806 1/2/24

SS=D

 Based on observation, interviews, and facility 

policy review, the facility failed to provide food 

that accommodates food preferences and options 

of similar nutritive value to residents who prefer 

not to eat food that is initially served or who 

request a different meal choice for two (2) of 22 

residents reviewed for food preferences: 

Resident #23 and #67. 

Findings include:

A review of the facility's policy "Residents Rights 

& Dignity Management," with a revision date of 

05/2022, revealed, "Promoting/Maintaining 

Resident Dignity During Mealtime ...It is the 

practice of this facility to treat each resident with 

respect and care of each resident in a manner 

and in an environment that maintains or 

enhances his or her quality of life, recognizing 

each resident's individuality and protecting the 

rights of each resident ...Standard Explanation 

 1. On 11/28/2023, Certified Dietary 

Manager (CDM) met with Resident #23 

and Resident #67 to explain the Facility 

offers an  Anytime Alternated Menu  

consisting of various meal options in the 

event either Resident preferred something 

different to what was offered on the 

posted menu. The result of both 

interviews, was both residents electing to 

stay with the original menu choice for the 

following meal. 

2. An audit of 95 residents on 12/8/2023 

determined 40 residents have the ability to 

make dietary choices known and have the 

potential to be affected. 

3. Facility Quality Assurance 

Performance Improvement (QAPI) 

Committee (consisting of Administrator, 

Director of Nursing (DON), Infection 

Control Preventionist (IFCP), Medical 

Director (MD), Social Services (SS), 
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and Compliance Guidelines ...6. Resident request 

will be honored during meal times to the extent 

possible ...10. Offer substitutes if applicable.

Resident #23

On 11/28/23 at 11:49 AM, in an interview with 

Resident #23, she revealed that she prefers to 

eat in her room. She stated that she was unsure 

whether an alternative menu was available and 

presumed she would have to eat whatever was 

served on her tray. Resident #23 expressed that 

more food choices would be much better than 

eating what is served.

Record review of Resident #23's "Admission 

Record" revealed she was admitted to the facility 

on 10/13/22 with diagnoses including Muscle 

wasting and atrophy, Rheumatoid Arthritis, 

Osteoarthritis and Muscle Weakness.

 

Record review of the Quarterly Minimum Data Set 

(MDS) with an Assessment Reference Date 

(ARD) 09/15/22 revealed Resident #23 had a 

Brief Interview for Mental Status (BIMS) score of 

15, which indicates that the resident is cognitively 

intact.  

Resident # 67

On 11/27/23 at 12:24 AM, in an interview with 

Resident #67, he disclosed that he liked eating in 

his room. He stated that the food was 

satisfactory. However, sometimes he does not 

enjoy the food served, but he will eat it 

nonetheless or just go hungry because he cannot 

choose other food options. Resident #67 stated 

he would like more food choices. He stated he 

feels he just must eat whatever is served.

Activity Director (AD), Assistant Director 

of Nursing (ADON), Certified Dietary 

Manager(CDM), and Therapy Director 

(DOR)) met on 12/20/2023 to review cited 

regulation. QAPI Committee reviewed the 

policy,  Resident Right to food 

preference/menu options  with no 

recommended changes to the policy. 

On 12/5/2023, Registered 

Dietitian/Consultant, conducted an 

in-service with all 8 Dietary Personnel and 

present Direct Care Staff for morning, 

evening, and night shifts on the 

importance of offering and communicating 

alternative menu options to all 40 

residents maintaining the capacity to 

make food choices for themselves. 

Remaining Direct Care Staff will be 

in-serviced prior to receiving resident care 

assignment.

On 12/5/2023, CDM edited the posted 

monthly menu with an,  Anytime Menu  

which is publicly posted in the facility 

adjacent to the Monthly Dietary Menu. 

On 12/8/2023, Activity Director and CDM 

met with Resident Council to discuss 

 Anytime Menu  options, posted location, 

and communication of menu choice 

protocol. 

4. Beginning on 12/8/2023, Activity 

Director will make rounds Monday through 

Friday and Activity Staff on weekends 

during morning hours as part of their 

ongoing assigned duties to communicate 

the daily posted menu, allowing for 
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A record review of the "Admission Record" 

revealed an admit date of 11/10/22 with 

diagnoses that included Type 2 Diabetes, 

Hyperlipemia and Dysphagia.

A record review of the Quarterly MDS with an 

ARD of 9/15/23 revealed that Resident #67 had a 

BIMS score of 12, which indicates that the 

resident has moderate cognitive intactness.

On 11/30/23 at 10:58 AM, the Dietary Manager 

confirmed in an interview that no alternative 

resident menus were posted anywhere in the 

facility. She did indicate that residents may inform 

the Certified Nursing Assistant (CNA) if they 

desire an alternative option after receiving their 

tray. She stated she would establish a menu that 

is "always available." She will then coordinate a 

resident council meeting with the activities or 

social services department to inform residents of 

the additional menu options once the menu has 

been created.

On 12/2/23 at 10:09 AM, during an interview with 

the Administrator he revealed he was unaware of 

any alternative menus being posted for the 

residents. He stated that this is not favorable for 

the residents because they cannot make choices 

regarding food preferences. He confirmed that it 

would benefit residents to have alternative menus 

posted, offering greater menu flexibility.

A record review of the menu date for the month of 

November and December with signature of the 

Registered Dietician revealed a  "No Alts. (No 

Alternatives)."

residents to express their menu choices 

for that day and breakfast on the following 

day. The menu choices will be 

documented using resident census and 

reported to Dietary Staff daily to ensure 

resident menu choices are properly made. 

Beginning 12/11/2023, CDM will conduct 

audits of at least 5 residents per week for 

12 weeks to ensure menu choices are 

being given and provided at meal times. 

Resident Council was satisfied with new 

menu options and communication plan. 

Beginning 12/14/2023, CDM & 

Administrator will meet monthly for a 

period of 6 months by invitation of 

Resident Council to determine satisfaction 

with  Anytime Menu.  Any concerns 

identified will be assessed and corrected 

by the nurse management staff and 

brought to the attention of the QAPI 

Committee.

Beginning 1/2/2024, QAPI Committee will 

meet monthly for 6 months to review CDM 

audit results and review Resident Council 

minutes as they pertain to Resident 

Alternative Menu Options and compliance 

with Facility Policy and Procedures and 

Plan of Correction. Any concerns 

identified will be noted, assessed and 

corrected immediately.

F 880 Infection Prevention & Control F 880 1/2/24

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

§483.80 Infection Control

The facility must establish and maintain an 

infection prevention and control program 

designed to provide a safe, sanitary and 

comfortable environment and to help prevent the 

development and transmission of communicable 

diseases and infections.

§483.80(a) Infection prevention and control 

program. 

The facility must establish an infection prevention 

and control program (IPCP) that must include, at 

a minimum, the following elements: 

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

reporting, investigating, and controlling infections 

and communicable diseases for all residents, 

staff, volunteers, visitors, and other individuals 

providing services under a contractual 

arrangement based upon the facility assessment 

conducted according to §483.70(e) and following 

accepted national standards;

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

procedures for the program, which must include, 

but are not limited to:

(i) A system of surveillance designed to identify 

possible communicable diseases or 

infections before they can spread to other 

persons in the facility;

(ii) When and to whom possible incidents of 

communicable disease or infections should be 

reported;

(iii) Standard and transmission-based precautions 

to be followed to prevent spread of infections;

(iv)When and how isolation should be used for a 
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resident; including but not limited to:

(A) The type and duration of the isolation, 

depending upon the infectious agent or organism 

involved, and 

(B) A requirement that the isolation should be the 

least restrictive possible for the resident under the 

circumstances.  

(v) The circumstances under which the facility 

must prohibit employees with a communicable 

disease or infected skin lesions from direct 

contact with residents or their food, if direct 

contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed 

by staff involved in direct resident contact.

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

identified under the facility's IPCP and the 

corrective actions taken by the facility. 

§483.80(e) Linens.  

Personnel must handle, store, process, and 

transport linens so as to prevent the spread of 

infection.  

§483.80(f) Annual review.  

The facility will conduct an annual review of its 

IPCP and update their program, as necessary.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, interviews, record reviews 

and facility policy review the facility failed to 

provide proper incontinent care to prevent 

infection, ensure catheter bags were not lying on 

the floor and staff were wearing proper Personal 

Protective Equipment (PPE) when entering a 

COVID-19 positive resident's room for three (3) of 

22 residents reviewed. Resident #63, Resident 

#75 and Resident #249

 1. On 11/27/2023, Director of 

Nursing(DON) assisted Licensed Practical 

Nurse (LPN) #3 with removal of foley 

catheter bag from Resident #63�s floor 

and replaced catheter bag, placed 

catheter bag inside of dignity bag, hanging 

it properly at bedside according to Facility 

Policy and Procedure for Infection Control 

Prevention. 

On 11/27/2023, Director of Nursing and 
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Findings Include:

Review of the facility's policy, "Standard 

Precautions Infection Control", dated 5/2023 

revealed "It is our standard to assume that 

patients are potentially infected or colonized with 

an organism that could be transmitted during 

providing patient care services and therefore our 

facility applies the "Standard Precautions", 

infection control practices ..."

Review of the facility's policy "Infection Control 

Standard" dated 5/2023 revealed "Component: 

Hand Hygiene- Practices: After touching blood, 

body fluids, secretions, excretions, contaminated 

items; before and after removing personal 

protective equipment ..."

Review of the facility's policy, "Transmission 

Based Precautions", dated 5/2023 revealed "It is 

our standard to take appropriate precautions to 

prevent transmission of infectious agents. 

Transmission-based precautions are additional 

controls based on a particular infectious agent 

and the agent's made of transmission. These 

precautions are to be used adjunct with standard 

precautions.... 2. Contact Precautions- Donning 

personal protective equipment (PPE) upon room 

entry and discarding before exiting the room is 

done to contain pathogens, especially those that 

have been implicated in transmission through 

environment contamination ..."

Resident #63

On 11/27/23 at 11:02 AM, observed Resident 

#63's foley catheter bag lying on the floor with 

yellow urine noted in bag and tubing.  

Unit A Nurse Manager assisted Resident 

#75 to bed and conducted proper steps 

and procedures for effective perineal care. 

Residents was reported to be clean and 

free of urine and exhibited no signs or 

symptoms of excoriated skin.

On 11/27/2023, Maintenance Director 

placed signage indicating Isolation 

Protocol on Resident #249 door that was 

visible to staff and visitors.

On 12/1/2023, Certified Nursing Assistant 

(CNA) #6, #11, #4, and LPN #3 were 

individually in-serviced by Director of 

Nursing on infection control practices with 

an emphasis on Transmission Based 

Precautions, Facility Communication of 

Covid Protocol including proper use of 

Personal Protective Equipment (PPE), 

foley catheter bag placement, and proper 

procedure for providing perineal care. 

2. An audit of 95 residents on 12/1/2023 

determined all 95 residents have the 

potential to have direct exposure to 

anyone requiring transmission based 

precautions without proper signage, 74 

residents require perineal care, and 9 

residents use a catheter and have the 

potential to being affected by this practice.

3. Facility Quality Assurance 

Performance Improvement (QAPI) 

Committee (consisting of Administrator, 

Director of Nursing (DON), Infection 

Control Preventionist (IFCP), Medical 

Director (MD), Social Services (SS), 

Activity Director (AD), Assistant Director 

of Nursing (ADON), Certified Dietary 

Manager(CDM), and Therapy Director 

(DOR)) met on 12/20/2023 to review cited 

regulation. QAPI Committee reviewed the 
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On 11/27/23 at 11:55 AM, observed Resident #63 

foley catheter drainage bag continue to lay on the 

floor with yellow urine noted to the bag and 

tubing.  

During an observation and interview on 11/27/23 

at 03:10 PM, Resident #63's foley catheter bag 

continued to be on the floor and full of urine.  

Licensed Practical Nurse (LPN) #3 confirmed the 

catheter drainage bag is on the floor and that is 

not where it should be. She stated this is an 

infection control issue. She explained the bag will 

need to be changed. 

On 11/28/23 at 9:00 AM, during an interview with 

Certified Nursing Assistant (CNA ) #8 explained 

she took care of Resident #63 yesterday and 

today.  She explained she does not remember 

seeing the resident's catheter lying on the floor, 

and knows it needs to be hanging on the bed.  

On 11/28/23 at 1:30 PM, during an interview with 

Director of Nursing/Infection Preventionist (IP), 

she explained she is currently serving as the IP 

due to the IP nurse has only been in the facility 

for about 2 weeks. She explained a catheter bag 

should not be lying on the floor at any time and 

this purpose is to prevent infections.  She would 

expect the nurse to change the foley catheter bag 

and expect the CNAs and nurses to assure the 

catheter is always off the floor. 

Record review of Resident #63's Admission 

Record revealed an admission date of 8/9/23 and 

included diagnoses of Calculus of Kidney and 

Peripheral Vascular Disease.

Record review of the Order Summary Report with 

active orders as of 11/1/2023 revealed Resident 

policy, Infection Control pertaining to 

Catheter Care, Transmission Based 

Precautions, and Perineal Care, with no 

recommended changes to the policy. 

 

Beginning 12/13/2023, DON and Nurse 

Educator in-serviced present direct care 

staff for morning, evening, and night shifts 

on infection control with an emphasis on 

Transmission Based Precautions, Facility 

Communication of Covid Protocol 

including proper use of PPE, foley 

catheter bag placement, and proper 

procedure for providing perineal care with 

a return demonstration. Remaining Direct 

Care Staff will be in-serviced prior to 

receiving resident care assignment.

Beginning 12/4/2023, the Director of 

Nursing / Infection Preventionist began 

conducting observed/documented 

checkoffs of Perineal Care/Catheter care 

for Certified Nursing Assistants. Check 

offs on perineal care will continue, starting 

with 10 certified nursing assistants per 

week per shift x 2 weeks, then 5 per week 

per shift x 2 weeks, and then 3 times a 

week thereafter. 

A Facility audit on 12/13/2023 determined 

9 residents currently have catheter in 

place. All 9 residents were observed on 

12/13/2023 and confirmed to be in 

compliance with facility policies and 

procedures as it pertains to proper 

placement of catheter bag.

An audit of 95 residents on 12/20/2023 

determined 0 residents require 
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#63 had a physician order dated 2/3/2023 "16FR 

(French) 10 cc (cubic centimeter) bulb foley 

catheter ..."

Record review of Resident #63's Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD) of 11/22/23 revealed a Brief Interview for 

Mental Status (BIMS) score of 15, which 

indicated Resident #63 is cognitively intact.

Resident #75

On 11/27/23 at 3:07 PM, an observation of  

incontinent care provided by CNA  #6 revealed 

Resident #75 was standing in the bathroom. CNA 

#6 wiped front to back in the vaginal area with a 

disposable wipe. CNA #6 removed her gloves 

and applied clean gloves without performing hand 

hygiene. CNA #6 continued care by wiping front to 

back two more times front to back, each time 

changing gloves and without performing hand 

hygiene. CNA #6 changed gloves and wiped in 

the buttocks area two times changing gloves but 

did not perform hand hygiene either time. 

Resident  #75 had a small amount of feces in 

brief during care. CNA #6 changed gloves a total 

of five (5) times throughout giving care and did 

not wash hands or sanitize hands after removing 

gloves. 

On 11/27/23 at 03:18 PM, in an interview with 

CNA #6 she stated she should have laid Resident  

#75 down in the bed to provide care and should 

have washed or sanitized her hands between 

changing gloves. She stated her hands were 

contaminated by not washing her hands and her 

actions can spread infection to the resident.

On 11/29/23 at 2:25 PM, in an interview with 

Transmission Based Precautions nor 

positive for COVID-19.

4. Beginning 12/4/2023 The DON, 

ADON, Nurse Educator, and IFCP will 

continue Check offs on perineal care, 

starting with 10 certified nursing 

assistants per week per shift x 2 weeks, 

then 5 per week per shift x 2 weeks, and 

then 3 times a week thereafter.

Beginning 12/13/2023, The ADON will 

monitor all 9 residents with catheter in 

place including any new catheters placed 

2 times per week using the Facility 

Environmental Rounds Sheet beginning 

on 12/14/2023 to ensure continued 

compliance. The results of these audits 

will be reported by ADON during the 

weekly High Risk Meeting beginning on 

12/14/2023 and monthly during QAPI 

meeting beginning on 1/2/2024. 

As of 12/13/2023, the Facility does not 

currently have any resident who is positive 

for Covid-19 nor any resident on Contact 

Based Precautions/Isolation 

requirements. Anyone requiring future 

Isolation practices will have proper 

signage and PPE mounted to the resident 

door instead of the adjacent wall. The 

Director of Nursing will monitor and report 

compliance of this requirement in Facility 

Morning Standup Meeting beginning 

12/14/2023. The facility will continue to 

communicate any resident positive for 

COVID-19 through the Employee 

Communication Platform and directly to 

the Unit Managers for each shift.  
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Director of Nursing (DON) /Infection Preventionist 

(IP) nurse stated she expects staff to follow policy 

while always doing care. She stated CNA #6 

should have provided care when Resident #75 

was laying down in bed, not standing up.  She 

stated CNA 's should perform hand hygiene after 

removing gloves each time. She stated residents 

could get an infection if CNAs are not washing 

their hands during care. 

Record review of Resident #75's Admission 

Record revealed an admission date of 3/6/23 with 

diagnoses that included Alzheimer's Disease 

unspecified, and Dementia in other Diseases 

classified elsewhere unspecified severity in other 

behavioral Disturbance.

Record review of Resident #75's MDS with an 

ARD of 9/6/23 revealed a BIMS score of 99, 

which indicated Resident #75 has severe 

cognitive impairment. Section GG revealed 

Resident #75 requires partial/moderate 

assistance related to toileting and hygiene.

Resident #249

Observation and interview on 11/27/23 at 11:00 

AM, observed PPE on the hand railing beside 

Resident #249's room door. There was no 

signage on the door that indicated PPE was 

necessary prior to entering Resident #249's 

room. Licensed Practical Nurse #3 (LPN), 

reported Resident #249 has COVID-19 and the 

PPE is for staff before entering the resident's 

room. She confirmed there was no signage on 

the door regarding the isolation and PPE is 

normally hanging on the door. She explained the 

signage and PPE is usually hung on the door 

after the resident tested positive for COVID-19. 

Beginning on 1/2/2024, All documented 

Infection Control audits pertaining to 

Transmission Based Precautions, Staff 

Communication of COVID-19, Perineal 

Care, and Foley Catheter care will be 

monitored and reviewed for maintained 

compliance by the QAPI Committee 

monthly for 6 months. Any concerns 

identified will be noted, assessed and 

corrected immediately.
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During an observation on  11/27/23 at 11:15 AM, 

revealed the call light on for Resident #249 came 

on. Observed CNA #10 entering Resident #249's 

room without putting on any PPE. 

Observation on 11/27/23 at 11:18 AM, observed 

CNA #11 passing out supplies from room to room 

and near Resident #249's room. CNA #10 

opened the door and looked out and asked CNA 

#11 to come closer to the door.  Observed CNA 

#11 hand CNA #10 a gown from the PPE railing. 

On 11/27/23 at 11:20 AM, during an interview with 

CNA #11, she explained CNA #10 asked her to 

hand her a gown only because she forgot to put it 

on.  She reported she was told the resident had 

COVID-19. She stated staff should be wearing full 

PPE including gown, gloves, and N-95 mask prior 

to entering the resident's room and should not go 

into the room without PPE.  She confirmed PPE 

is on the hand railing and there is no signage on 

the resident's door alerting the staff that Resident 

#249 is COVID-19 positive.  She explained the 

staff is notified by the nurses and word of mouth 

regarding positive COVID-19 and explained the 

PPE is usually hanging on the doors but does not 

remember seeing any signage on COVID-19 

resident's doors.  

During an interview on 11/27/23 at 11:25 AM with 

CNA #11, observed CNA #4 enter Resident 

#249's room without putting on PPE. Observed 

CNA #4 exit the resident's room.  During an 

interview with CNA #4, she explained she just 

went into the resident's room to answer the call 

light and she just forgot.  She explained Resident 

#249 does have COVID-19 and with COVID-19 

all PPE is required prior to entering the room. She 
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stated there are red barrels in the room to 

remove PPE.  She explained the PPE was not 

hanging on the resident's door nor was there any 

signage on the door to alert the staff of needing 

PPE. She reported maintenance will place the 

PPE on the COVID-19 positive rooms and the 

nurse will notify the staff at the beginning of the 

shift of the residents on isolation.  She confirmed 

there was no PPE or signage on the door prior to 

her entering the resident's room. 

On 11/27/23 at 11:35 AM, observed CNA #10 exit 

Resident #249's room without any PPE on.  She 

explained she entered the resident's room without 

any PPE on and that she didn't know he was on 

COVID-19 isolation.  She explained there was no 

PPE hanging on the door or no signage related to 

the type of isolation.  CNA #10 reported the way 

she has been told about COVID-19 isolation is 

only by word of mouth and she didn't know.  She 

reported in the resident's bathroom were two red 

boxes to place the used the PPE and that's when 

she realized she needed PPE and asked CNA 

#11 for a gown.  She reported she did wear 

gloves in the room and only a surgical mask but 

did change her mask after exiting the room.

Observation on 11/27/23 at 4:00 PM, observed 

PPE on resident's door but no signage on the 

door for contact isolation.  

On 11/28/23 at 10:08 AM, during an observation 

and interview with Resident #249 revealed PPE 

was observed on the resident's door but no 

signage noted.  Resident explained he currently 

has COVID-19 and its day five or six and he feels 

better.  He reported he tested positive last week 

and was sent to the hospital and came back a 

couple of days ago.  
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On 11/28/23 at 1:30 PM, during an interview with 

Director of Nursing, she explained she is currently 

serving as the Infection Preventionist, due to the 

IP nurse has only been in the facility for about 2 

weeks.  She explained the weekend charge nurse 

should have put signage on the door when the 

resident returned or when resident tested positive 

for COVID-19 and Maintenance should have put 

the PPE on the door over the weekend.  She 

explained the facility does an automatic shift 

message immediately to all staff to notify the staff 

of any positive COVID-19 in the facility and it is 

not totally word by mouth.  She confirmed the 

resident is on droplet isolation for COVID-19 and 

all PPE including a N95 mask is required when 

entering the resident's room and removed prior to 

exiting and put on a new mask.  The facility only 

requires surgical mask while in the facility but 

N95 are required when entering a positive 

COVID-19 room.  

Record review of Resident #249's Admission 

Record revealed an admission date of 11/10/23 

and included diagnoses of Cereberal Palsy and 

Unspecified convulsions.

Record review of the Order Summary Report with 

active orders as of 12/1/23 for Resident #249 

revealed an order dated 11/25/2023 " ...Resident 

is COVID positive ..."

Record review of Resident #249's MDS with an 

ARD of 11/16/23 revealed a BIMS score of 15, 

which indicate Resident #249 is is cognitively 

intact.

F 887 COVID-19 Immunization

CFR(s): 483.80(d)(3)(i)-(vii)

F 887 1/2/24

SS=D
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§483.80(d) (3) COVID-19 immunizations. The 

LTC facility must develop and implement policies 

and procedures to ensure all the following:

(i) When COVID-19 vaccine is available to the 

facility, each resident and staff member

is offered the COVID-19 vaccine unless the 

immunization is medically contraindicated or the 

resident or staff member has already been 

immunized;

(ii) Before offering COVID-19 vaccine, all staff 

members are provided with education

regarding the benefits and risks and potential side 

effects associated with the vaccine;

(iii) Before offering COVID-19 vaccine, each 

resident or the resident representative

receives education regarding the benefits and 

risks and potential side effects associated with 

the COVID-19 vaccine;

(iv) In situations where COVID-19 vaccination 

requires multiple doses, the resident,

resident representative, or staff member is 

provided with current information regarding those 

additional doses, including any changes in the 

benefits or risks and potential side effects 

associated with the COVID-19 vaccine, before 

requesting consent for administration of any 

additional doses;

(v) The resident, resident representative, or staff 

member has the opportunity to accept or refuse a 

COVID-19 vaccine, and change their decision;

(vi) The resident's medical record includes 

documentation that indicates, at a minimum,

the following:

(A) That the resident or resident representative 

was provided education regarding the

benefits and potential risks associated with 

COVID-19 vaccine; and
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(B) Each dose of COVID-19 vaccine administered 

to the resident; or

(C) If the resident did not receive the COVID-19 

vaccine due to medical

contraindications or refusal; and

(vii) The facility maintains documentation related 

to staff COVID-19 vaccination that

includes at a minimum, the following:

(A) That staff were provided education regarding 

the benefits and potential risks

associated with COVID-19 vaccine;

(B) Staff were offered the COVID-19 vaccine or 

information on obtaining COVID-19 vaccine; and

(C) The COVID-19 vaccine status of staff and 

related information as indicated by the Centers for 

Disease Control and Prevention's National 

Healthcare Safety Network (NHSN).

This REQUIREMENT  is not met as evidenced 

by:

 Based on interviews, record review and facility 

policy review the facility failed to ensure 

dependent residents received the COVID-19 

vaccine in a timely manner for four (4) of 22 

sampled residents reviewed for COVID-19. 

Resident #11, #43, #87 and #89. 

Findings include:

Review of the facility's, "COVID-19 In-House 

Vaccination" policy revised 10/2023 revealed 

"Standard: It is the standard of this facility to 

minimize the risk of acquiring, transmitting are 

experiencing complications from COVID-19 by 

offering our residence immunization to COVID-19 

...Standard Explanation And Compliance 

Guidelines:1. It is the policy of this facility, in 

collaboration with the medical director, to have an 

immunization program against COVID-19 disease 

in accordance with national standards of practice 

 1. On 11/30/2023, Covid Vaccinations 

were given to Resident #11 and Resident 

#87. Resident #43 discharged home on 

11/30/2023, and Resident #89 was 

currently hospitalized. 

2. An audit of 95 residents on 

12/14/2023 determined only 8 residents 

with potential to be affected who have 

given consent for COVID-19 vaccination 

and had not yet received vaccination.

3. Facility QAPI Committee (consisting 

of Administrator, Director of Nursing 

(DON), Infection Control Preventionist 

(IFCP), Medical Director (MD), Social 

Services (SS), Activity Director (AD), 

Assistant Director of Nursing (ADON), 

Certified Dietary Manager(CDM), and 

Therapy Director (DOR)) met on 

12/20/2023 to review cited regulation. 

QAPI Committee reviewed the policy, 
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...10. COVID-19 vaccinations will be offered to 

residents when supplies are available, as per 

CDC (Centers for Disease Control and 

Prevention) and or FDA (Food and Drug 

Administration) guidelines unless such 

immunization is medially contraindicated, the 

individual has already been immunized during this 

time period or refuses to receive the vaccine. 11. 

Following assessment for potential medical 

contraindications, COVID-19 vaccinations for 

residents may be administered in accordance 

with the physician approved "standing order." 12. 

The facility may administer the vaccine directly or 

the vaccine may be administered indirectly 

through an arrangement with pharmacy partner or 

local health department ..."

Resident #11

A record review of Resident #11's Admission 

Record Report revealed an admission date of 

06/22/23 with diagnoses that included End stage 

Renal Disease, Diabetes Mellitus, Chronic 

Obstructive Pulmonary Disease and Heart failure.

A record review of the Quarterly Minimum Data 

Set (MDS) with Assessment Reference Date 

(ARD) 10/03/23 revealed a Brief Interview for 

Mental Status (BIMS) score of 13, which indicates 

Resident #11 is cognitively Intact.

Record review of Resident #11's "Consent for 

Resident Immunization" revealed " ...Please initial 

here if you consent to have the COVID vaccine 

as recommended by the physician ..." The 

consent was initialed and signed by Resident 

#11's brother on 6/19/23. 

A record review of Resident #11's Immunization 

record revealed the resident did not receive the 

 COVID-19 Vaccination Policy  with no 

recommended changes to the policy. 

On 12/20/2023, Director of Nursing 

in-serviced  present Registered Nurses 

(RNs) and Licensed Practical Nurses 

(LPNs) for morning, evening and night 

shifts on the policy and procedure of 

obtaining consent, administering, and 

reporting all resident immunizations in a 

timely manner. Remaining RNs and LPNs 

will be in-serviced prior to receiving 

resident care assignment.

On 12/14/2023, Minimum Data Set Nurse 

completed an audit of 95 residents 

immunizations. The results of that audit 

determined 8 residents who had given 

consent and were not given their vaccine, 

the 8 residents were either recently 

admitted or hospitalized during Facility 

administration of the most recent 

COVID-19 vaccination. 

Director of Nursing (DON) notified 

Pharmacy of vaccination needs on 

12/14/2023. Facility administered 8 

remaining vaccines on 12/27/2023. 

4. Beginning on 12/14/2023, Medical 

Records Nurse will track any and all 

vaccination consents and administrations 

a Monday through Friday basis. 

Admissions Coordinator will also begin on 

12/14/2023 to upload all newly admitted or 

readmitted resident consents into 

residents medical record on newly 

admitted or readmitted residents upon 

completion of consents. The facility will 

administer vaccinations on the first and 

third Thursday of every month following 
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vaccine until 11/30/23.

Resident #43

A record Review of Resident #43's Admission 

Record Report revealed an admission date of 

08/29/23 with diagnosis of Diabetes Mellitus, 

Chronic Obstructive Pulmonary Disease and 

Respiratory failure.

A record review of the Discharge MDS with an 

ARD of 10/27/23 revealed Resident #43 is 

independent, which indicates Resident #43 is 

cognitively intact.

Record review of Resident #43's "Consent for 

Resident Immunization" revealed " ...Please initial 

here if you consent to have the COVID vaccine 

as recommended by the physician ..." The 

consent was initialed and signed by Resident 

#43's wife on 8/23/23. 

A record review of Resident #43's Immunization 

record revealed the resident did not receive the 

vaccine.

Resident #87

A record Review of Resident #87's Admission 

Record Report revealed an admission date of 

8/07/23 with diagnoses that included End stage 

renal disease, Diabetes Mellitus, Hemiplegia and 

Hemiparesis and Hypertension.

Record review of the Quarterly MDS with an ARD 

of 11/10/23 revealed cognitive skills for daily 

decision making was severely impaired.

Record review of Resident #87's "Consent for 

final administration of all vaccination 

needs in December beginning on 

1/4/2024. All new consents and 

vaccination administration will be reported 

in the weekly High Risk Meeting by 

Medical Records Nurse beginning on 

12/14/2023. 

Any concerns identified will be assessed 

and corrected by the nurse management 

staff and brought to the attention of the 

DON and ADON.

Beginning on 1/2/2024, All results of the 

medical record audits will be brought to 

the monthly QAPI Committee meeting to 

monitor consents and administration of all 

vaccinations monthly for continued 

compliance for a period of 6 months. Any 

concerns identified will be noted, 

assessed and corrected immediately.
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Resident Immunization" revealed " ...Please initial 

here if you consent to have the COVID vaccine 

as recommended by the physician ..." The  

undated consent was initialed and signed by 

Resident #87's sister. 

A record review of Resident #87's Immunization 

record revealed the resident did not receive the 

vaccine until 11/30/23. 

During an interview on 11/28/23 at 9:00 AM with 

the resident sister she complained that she 

signed consents upon admission for her brother 

to receive the COVID-19 vaccine as well as his 

flu vaccine. The sister said the resident has 

received his flu vaccine but has not received his 

COVID-19 vaccine. The sister said she was 

concerned about this because the resident has a 

tracheostomy, and his immune system is low. 

During an interview on 11/29/23 at 11:00 AM, with 

the Director of Nursing (DON) confirmed the 

resident is a high risk for pneumonia. The DON 

also confirmed she has not given the resident his 

COVID-19 vaccine. The DON said the pharmacist 

recommended the facility wait until the new 

virulent vaccine come in. The DON said the new 

vaccine was scheduled to come in the first of 

November. The DON also said the IP nurse that 

just left was responsible for the vaccines that was 

not given. Going forward the DON revealed she 

ordered a new batch of vaccines to come in soon.

Resident #89

A record review of Resident #89's Admission 

Record Report revealed an admission date of 

09/28/23 with diagnoses that included 

Convulsions, Hypertension and Respiratory 
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failure.

A record review of Resident #89's Admission 

MDS with an ARD of 10/09/23 revealed cognitive 

skills for daily decision making was severely 

impaired.

Record review of Resident #89's "Consent for 

Resident Immunization" revealed " ...Please initial 

here if you consent to have the COVID vaccine 

as recommended by the physician ..." The 

consent was initialed and signed by Resident 

#89's brother on 9/22/23. 

A record review of Resident #89's Immunization 

record revealed the resident did not receive the 

vaccine.

During an interview on 11/29/23 at 12:30 PM, with 

the pharmacist revealed the facility called him on 

11/28/23 for more vaccines. The pharmacist said 

the vaccines came in today and the facility could 

pick them up. The pharmacist also revealed it 

only take one to two days to get the vaccines in.

During an interview on 11/30/23 at 10:30 AM, with 

the Administrator revealed he was told the 

pharmacist recommended the facility wait until 

the new virulent vaccines come in before they 

give them. He did not know when they came in.
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