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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted three (3) 

Complaint Investigations (CI MS #23610, CI MS 

#23770, and CI MS #23771), at the facility from 

2/5/24 through 2/8/24.  During the survey, the SA 

determined the facility was in compliance with the 

requirements for participation in Medicare and 

Medicaid. CI MS #23610 was investigated related 

to resident rights and CI MS #23770 was 

investigated related to dietary, facility staffing, 

residents left wet, and sufficient supplies, and 

there were no citations regarding these two (2) 

CIs.  CI MS #23771 was investigated related to 

neglect and F580, F600, F609, F656, F689, and 

F697 were cited.  Based on the facility's 

implementation of corrective actions on 11/2/23, 

the SA determined the deficiencies to be Past 

Non-Compliance (PNC), and the facility was in 

compliance as of 11/3/23, prior to the SA's 

entrance on 2/5/24.  

The facility held a license for 120, with a census 

of 100.

 Past noncompliance:  no plan of 

correction required.

F 580 Notify of Changes (Injury/Decline/Room, etc.)

CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes. 

(i) A facility must immediately inform the resident; 

consult with the resident's physician; and notify, 

consistent with his or her authority, the resident 

representative(s) when there is-

(A) An accident involving the resident which 

results in injury and has the potential for requiring 

physician intervention; 

(B) A significant change in the resident's physical, 

mental, or psychosocial status (that is, a 

deterioration in health, mental, or psychosocial 

status in either life-threatening conditions or 

F 580

SS=G

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

03/04/2024Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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F 580 Continued From page 1 F 580

clinical complications); 

(C) A need to alter treatment significantly (that is, 

a need to discontinue an existing form of 

treatment due to adverse consequences, or to 

commence a new form of treatment); or 

(D) A decision to transfer or discharge the 

resident from the facility as specified in 

§483.15(c)(1)(ii). 

(ii) When making notification under paragraph (g)

(14)(i) of this section, the facility must ensure that 

all pertinent information specified in §483.15(c)(2) 

is available and provided upon request to the 

physician. 

(iii) The facility must also promptly notify the 

resident and the resident representative, if any, 

when there is- 

(A) A change in room or roommate assignment 

as specified in §483.10(e)(6); or 

(B) A change in resident rights under Federal or 

State law or regulations as specified in paragraph 

(e)(10) of this section. 

(iv) The facility must record and periodically 

update the address (mailing and email) and 

phone number of the resident 

representative(s).

§483.10(g)(15) 

Admission to a composite distinct part. A facility 

that is a composite distinct part (as defined in 

§483.5) must disclose in its admission agreement 

its physical configuration, including the various 

locations that comprise the composite distinct 

part, and must specify the policies that apply to 

room changes between its different locations 

under §483.15(c)(9).

This REQUIREMENT  is not met as evidenced 

by:

 Based on interviews, record review, and facility 

policy review, the facility failed to notify the 

 Past noncompliance:  no plan of 

correction required.
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F 580 Continued From page 2 F 580

Physician or the Resident Representative (RR) 

when a resident was observed to have bruising, 

edema, and pain to her left thigh and vaginal 

area, until the following day when she was 

diagnosed with a femoral fracture for one (1) of 

six (6) sampled residents. Resident #1.    

Findings include:  

A review of the facility's policy, "Notification of 

Change in a Resident's Condition or Status," 

revised 8/2/22, revealed, " Policy Statement:  Our 

facility shall promptly notify the resident, his or her 

Attending Physician, and representative (sponsor) 

of changes in the resident's medical/mental 

condition and/or status ...Policy Interpretation and 

Implementation ...1.  The nurse will notify the 

resident's Attending Physician or physician on call 

when there has been ...b. discovery of injuries of 

an unknown source ...4. Unless otherwise 

instructed by the resident, a nurse will notify the 

resident's representative when: a. The resident is 

involved in any accident or incident that results in 

an injury including injuries of an unknown source 

..."

A record review of the facility's investigation which 

included the,"Alleged Abuse Incident Report" 

dated 11/3/23, revealed on 10/28/23 at 

approximately 1:45 PM, License Practical Nurse 

(LPN) #1 reported to Registered Nurse (RN) #2 

Supervisor that Resident #1 had bruising to the 

left thigh and vaginal area with swelling and pain.  

On 10/29/23 at approximately 7:30 AM, the 

assigned RN/Supervisor #1 observed Resident 

#1 bruising to the left thigh and groin area, with 

swelling and pain, notified her physician, and 

transferred Resident #1 to the local emergency 

room (ER).   
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F 580 Continued From page 3 F 580

Record review of a handwritten statement from 

Certified Nursing Assistant (CNA) #1, dated 

10/29/23, revealed on 10/28/23 at about 1:30 PM, 

that CNA #1 noticed a large bruise on Resident 

#1's vagina and she informed LPN #1.  CNA #1 

and LPN #1 discovered another bruise on the 

bottom of her labia. 

A record review of the "Progress Notes" revealed 

a "Nurses Note", dated 10/28/23 at 1:45 PM, 

signed by LPN #1, revealed, "alerted to resident's 

room. upon exam bruising was noted to vaginal 

area, and left thigh. painful to touch.  Swelling 

noted to upper left thigh.  shift supervisor notified 

of resident's condition ..."  There was no 

documentation indicating the RR or the Physician 

were notified of the bruising or pain on 10/28/23.

A record review of the "Progress Notes" revealed 

a "Nurses Note", dated 10/29/23 at 8:21 AM, 

signed by RN #1, revealed, "Alerted by (Proper 

Name) LPN #1 about bruising on resident's 

vagina and left hip. While putting resident's head 

of bed down to view the area, the resident began 

to cry out in pain.  (Proper Name) Director of 

Nursing (DON) notified of situation.  Dr. (Proper 

Name) aware.  New orders given to send to ER 

for further evaluation."

A record review of the hospital record, with an 

admission date of 10/29/23, revealed, Resident 

#1 was presented to the hospital with a left leg 

injury. Emergency Department (ED) workup was 

significant for left proximal femur fracture.  The 

Physical Exam revealed Resident #1 had diffuse 

bruising at various stages of healing to left lower 

extremity and expected tenderness to left lower 

extremity.  The Assessment/Plan revealed the ED 
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F 580 Continued From page 4 F 580

nursing staff filed an elder abuse report and pain 

medications were ordered.  

On 2/6/24 at 11:17 AM, during a phone interview 

with LPN #1, he confirmed that on 10/28/23, 

around 1:00 PM, he was called to Resident #1's 

room by CNA #1 and was made aware of the 

residents bruising of the left groin and vaginal 

area.  He stated Resident #1 was non-verbal, had 

facial grimacing, and was in pain.  LPN #1 

confirmed he did not notify the Medical Provider 

or the RR regarding the resident's bruises or pain 

on 10/28/23.  

On 2/6/23 at 11:27 AM, during a phone 

conversation with RN #2, she confirmed that on 

10/28/23 after lunch, LPN #1 informed her of 

Resident #1 bruising to the left groin area. RN #2 

confirmed she did not assess the resident. She 

passed the situation off to the night shift but could 

not remember the nurse's name. RN #2 

confirmed that she did not notify the physician or 

the RR on 10/28/23 about the resident's 

condition.

On 2/7/24 at 10:11 AM, during an interview with 

the DON, she confirmed that the physician and 

the RR should have been notified of Resident 

#1's bruises and pain.  She explained it was the 

facility's policy to notify the Medical Director and 

the RR of any changes with the residents and she 

expected the nursing staff to follow the facility 's 

policy.  

On 2/7/24 at 2:49 PM, in an interview with the 

Administrator, he confirmed that on 10/28/23 the 

facility did not follow the facility's policy regarding 

notification of a change in a resident's condition.  

The Administrator stated that he expected the 
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F 580 Continued From page 5 F 580

facility staff to follow the policy and notify the 

physician and the RR.  

During an interview on 2/8/24 at 12:00 PM, with 

the Medical Director, he confirmed the facility did 

not contact him or provide him with any 

information on Resident #1's bruising of the left 

leg and perineal area on 10/28/23.  He said he 

expected the facility to notify him of any change in 

a resident's condition.    

Record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

6/14/2016 and she had current diagnoses 

including Alzheimer's Disease and Vascular 

Dementia.

Record review of the annual Minimum Data Set 

(MDS) with an Assessment Reference Date of 

8/30/23, revealed Resident #1 required a staff 

interview for mental status and her cognition was 

severely impaired.

Based on the facility's implementation of 

corrective actions on 11/2/23, the State Agency 

(SA) determined the deficiency to be Past 

Non-Compliance (PNC).  The deficiency was 

corrected as of 11/3/23, before the SA's entrance 

on 2/5/24.  

Validation:  

On 2/8/23, the SA validated through staff 

interviews, record review, and facility policy 

review the facility began an investigation on 

10/29/23.      

The SA validated through staff interview and 

record review of the sign in sheet and meeting 
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F 580 Continued From page 6 F 580

minutes that an emergency Quality Assurance 

Performance Improvement (QAPI) meeting with 

all required staff was held on 10/31/23 at 9:15 

AM.  The DON, Medical Provider, and Social 

Services Director attended the QAPI meeting to 

discuss the situation regarding abuse and 

neglect, including investigation and reporting of 

abuse and neglect.  The QAPI members also 

discussed ethics and communication, perineal 

care, notification of changes, mechanical lift and 

transfer safety, care plans, and Kardex following 

the incident.  The QAPI meeting concluded that 

the Plan of Correction was to in-service all staff, 

suspend the CNA, and conduct body audits on all 

residents.  The QA Committee reviewed all 

related policies and procedures with no changes 

recommended. 

The SA validated through staff interview and 

record review of the in-service sign-in sheets that 

in-services with all staff conducted by the 

Administrator and the DON began on 10/29/23 

regarding abuse and neglect, investigating and 

reporting abuse and neglect, ethics, 

communication, perineal care, notification of 

changes, mechanical lift and transfer safety, care 

plan, and Kardex.  No staff were allowed to work 

until they received the in-service training.

The SA validated through staff interview and 

record review that the DON conducted Resident 

mechanical lift/transfer assessments on all 

residents on 11/1/23 and ensured all were 

up-to-date and care planned accordingly. 

The SA validated through staff interview and 

record review that on 11/1/23 through 11/2/23, the 

DON completed new pain assessments for all 

residents and updated the care plan accordingly.  
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F 580 Continued From page 7 F 580

The SA validated through staff interview and 

record review that the DON completed body 

audits on 10/29/23 through 10/31/23 on all 

current residents.  

The SA validated through staff interview and 

record review, for monitoring purposes, all nurses 

and CNAs completed a lift skill observation.

The SA validated through staff interview and 

record review, for monitoring purposes, Transfer 

Audits were completed by the nurse two (2) times 

per day until 12/31/23.

The SA validated through staff interview and 

record review, for monitoring purposes, weekly 

body audits are completed by nurses on all 

residents. 

The SA validated that the facility reported the 

incident to the SA and the Attorney General Office 

(AGO) on 10/29/23.

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-

F 600

SS=G
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F 600 Continued From page 8 F 600

§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:

 Based on interviews, record review, and facility 

policy review, the facility failed to protect the 

resident's right to be free from neglect as 

evidenced by Resident #1, who was observed to 

have bruising, edema, and pain to her left thigh 

and vaginal area, did not receive care or 

treatment until the following day when she was 

diagnosed with a femoral fracture for one (1) of 

six (6) sampled residents. Resident #1.   

Findings included:  

A review of the facility's policy, "Abuse Prevention 

Program", reviewed July 2019, revealed, " Policy 

Statement: Our residents have the right to be free 

from abuse, neglect..."   

 A review of the facility's policy, "Compliance with 

Reporting Allegation of 

Abuse/Neglect/Exploitation", dated 10/10/22, 

revealed, " ...Compliance Guidelines 

...Identification:  The facility will identify events, 

occurrences, patterns and trends that may 

constitute:  a. Neglect:  Failure of the facility, its 

employees or service providers to provide goods 

and services to a resident that are necessary to 

avoid physical harm, pain, mental anguish, or 

emotional distress ..."

A record review of the facility's investigation which 

included the,"Alleged Abuse Incident Report" 

dated 11/3/23, revealed that on 10/28/23 at 

approximately 1:45 PM, License Practical Nurse 

(LPN) #1 reported to Registered Nurse (RN) #2 

 Past noncompliance:  no plan of 

correction required.
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F 600 Continued From page 9 F 600

Supervisor that Resident #1 had bruising to the 

left thigh and vaginal area with swelling and pain.  

On 10/29/23 at approximately 7:30 AM, the 

assigned RN/Supervisor #1 observed Resident 

#1 bruising to the left thigh and groin area, with 

swelling and pain, notified her physician, and 

transferred Resident #1 to the local emergency 

room.   

Record review of a handwritten statement from 

Certified Nursing Assistant (CNA) #1, dated 

10/29/23, revealed on 10/28/23 at about 1:30 PM, 

that CNA #1 noticed a large bruise on Resident 

#1's vagina and she informed LPN #1.  CNA #1 

and LPN #1 discovered another bruise on the 

bottom of her labia. 

A record review of the "Progress Notes" revealed 

a "Nurses Note", dated 10/28/23 at 1:45 PM, 

signed by LPN #1, revealed, "alerted to resident's 

room. upon exam bruising was noted to vaginal 

area, and left thigh.  painful to touch.  Swelling 

noted to upper left thigh.  shift supervisor notified 

of resident's condition ..."

Record review of a handwritten statement from 

LPN #1, undated, revealed on 10/28/23 at 

approximately 1:30 PM, he was called to 

Resident #1's room and was made aware of 

bruising to the groin/perineal care. There was old 

bruising noted to the vagina/major labia and inner 

left thigh.  The resident was showing no signs or 

symptoms of distress or pain at this time.  Shift 

supervisor was notified of the resident's condition.  

Report on resident's condition was given at shift 

change. On the following morning, 10/29/23, it 

was noted that the resident's left leg was visually 

displaced and that she was complaining of pain 

with movement.
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A record review of a handwritten statement from 

RN #2, dated 10/30/23, revealed LPN #1 told her 

that the CNA said Resident #1 had an injury and 

he was going to write a report. The resident had a 

bruise and hematoma that they noticed on 

Saturday afternoon (10/28/23) and RN #2 did not 

go down and look at it.

A record view of the "Progress Notes" revealed a 

"Nurses Note", dated 10/29/23 at 8:21 AM, signed 

by RN #1, revealed, "Alerted by (Proper Name) 

LPN #1 about bruising on resident's vagina and 

left hip. While putting resident's head of bed down 

to view the area, the resident began to cry out in 

pain.  (Proper Name) Director of Nursing (DON) 

notified of situation.  Dr. (Proper Name) aware.  

New orders given to send to ER for further 

evaluation."

A record review of the hospital records,including 

the History and Physical and Progress notes, with 

an admission date of 10/29/23, revealed Resident 

#1 presented to the hospital with a left leg injury.  

Emergency Department (ED) workup was 

significant for left proximal femur fracture.  The 

Physical Exam revealed Resident #1 had diffuse 

bruising at various stages of healing to left lower 

extremity and expected tenderness to left lower 

extremity. Patient withdraws to pain. The 

Assessment/Plan revealed the ED nursing staff 

filed an elder abuse report and pain medications 

were ordered.  

On 2/6/24 at 11:17 AM, during a phone 

conversation with LPN #1, he confirmed that on 

10/28/23, around 1:00 PM, he was called to 

Resident #1's room by Certified Nurse Assistant 

(CNA) #1 and was made aware of the residents 
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bruising of the left groin and vaginal area.  He 

stated Resident #1 was non-verbal, had facial 

grimacing, and was in pain.  LPN #1 notified RN 

#2, who was the facility supervisor of Resident 

#1's bruising, and she informed him to complete 

an incident report.  LPN #1 confirmed that he did 

not follow up with RN #2 to ensure the resident 

was assessed by the RN on 10/28/23.  On 

10/29/23 at approximately 7:00 AM, LPN #1 

reported the bruising to RN #1.  RN #1 assessed 

the resident and immediately called the Medical 

Director, the Director of Nursing (DON), and the 

ambulance for transfer to the hospital.  LPN #1 

confirmed that he should have provided more 

care to Resident #1 on 10/28/23 but was following 

the "chain of command."

On 2/6/23 at 11:27 AM, during a phone 

conversation with RN #2, she confirmed that on 

10/28/23 after lunch, LPN #1 informed her of 

Resident #1 bruising to the left groin area. RN #2 

confirmed she did not assess the resident.  She 

passed the situation off to the night shift but could 

not remember the nurse's name.  RN #2 stated it 

was the facility's policy to report bruising of the 

vaginal area to the DON and Medical Director 

and that she did not report or assess the resident.  

On 2/6/24 at 11:35 AM, during a phone interview 

with CNA #1, she stated on 10/28/23 at 

approximately 1:30 PM, when changing Resident 

#1's brief, she observed a large orange and black 

bruise between her legs and groin area on the left 

side.  The resident's leg was "cocked out a little," 

which was not normal for the resident because 

she normally kept her legs closed together very 

tight.  She stated that she notified LPN #1.    

On 2/6/24 at 11:41 AM, during a phone interview 
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with RN #1, she confirmed on 10/29/23 at 7:24 

AM, LPN #1 requested she assess Resident #1's 

peri-area related to bruising and swelling.   She 

observed yellow and black bruising to her left 

groin and leg.  RN #1 notified the DON, Medical 

Director, and called the local ambulance.  The 

resident was transferred out of the facility by a 

local ambulance and brought to the local hospital.  

On 2/7/24 at 10:11 AM, during an interview with 

the DON, she confirmed that on 10/29/23 at 

approximately 8:00 AM, she received a call from 

RN #1 stating that Resident #1 had bruising to 

her left hip, pubic area, and upper pelvic area.  

The DON stated that on 10/29/23 at 

approximately 12:20 PM, she entered the facility 

and began her investigation.  However, she did 

not observe the resident or the bruising because 

the resident had already been transferred to the 

hospital.  The DON revealed the facility did not 

follow the abuse and neglect policy because the 

RN should have assessed the resident and 

reported her findings to the Medical Director and 

the DON on 10/28/24 when the bruising was 

observed by facility staff.    

On 2/7/24 at 2:49 PM, in an interview with the 

Administrator, he confirmed that on 10/28/23 the 

facility did not follow the abuse or neglect policy.  

He stated that Resident #1 should have been 

assessed by RN #2 on 10/28/23 and she should 

have reported the bruising to the Medical Director 

and the DON. 

On 2/8/24 at 12:00 PM, during an interview with 

the Medical Director, he confirmed the facility did 

not contact him or provide him with any 

information on Resident #1's bruising of the left 

leg and perineal area on 10/28/23.  He said he 

FORM CMS-2567(02-99) Previous Versions Obsolete IIWW11Event ID: Facility ID: MS55BCCP If continuation sheet Page  13 of 40



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  03/07/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255343 02/08/2024

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

2797 COOPER ROAD
BEDFORD CARE CENTER OF PICAYUNE

PICAYUNE, MS  39466

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 13 F 600

expected the facility to notify him of any change in 

a resident's condition.    

Record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

6/14/2016 and she had current diagnoses 

including Alzheimer's Disease and Vascular 

Dementia.

Record review of the annual Minimum Data Set 

(MDS) with an Assessment Reference Date of 

8/30/23, revealed Resident #1 required a staff 

interview for mental status and her cognition was 

severely impaired.

Based on the facility's implementation of 

corrective actions on 11/2/23, the State Agency 

(SA) determined the deficiency to be Past 

Non-Compliance (PNC).  The deficiency was 

corrected as of 11/3/23, before the SA's entrance 

on 2/5/24.  

Validation:  

On 2/8/23, the SA validated through staff 

interviews, record review, and facility policy 

review the facility began an investigation on 

10/29/23.      

The SA validated through staff interview and 

record review of the sign in sheet and meeting 

minutes that an emergency Quality Assurance 

Performance Improvement (QAPI) meeting with 

all required staff was held on 10/31/23 at 9:15 

AM.  The DON, Medical Provider, and Social 

Services Director attended the QAPI meeting to 

discuss the situation regarding abuse and 

neglect, including investigation and reporting of 

abuse and neglect.  The QAPI members also 
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discussed ethics and communication, perineal 

care, notification of changes, mechanical lift and 

transfer safety, care plans, and Kardex following 

the incident.   The QAPI meeting concluded that 

the Plan of Correction was to in-service all staff, 

suspend the CNA, and conduct body audits on all 

residents.  The QA Committee reviewed all 

related policies and procedures with no changes 

recommended. 

The SA validated through staff interview and 

record review of the in-service sign-in sheets that 

in-services with all staff conducted by the 

Administrator and the DON began on 10/29/23 

regarding abuse and neglect, investigating and 

reporting abuse and neglect, ethics, 

communication, perineal care, notification of 

changes, mechanical lift and transfer safety, care 

plan, and Kardex.  No staff were allowed to work 

until they received the in-service training.

The SA validated through staff interview and 

record review that the DON conducted Resident 

mechanical lift/transfer assessments on all 

residents on 11/1/23 and ensured all were 

up-to-date and care planned accordingly. 

The SA validated through staff interview and 

record review that on 11/1/23 through 11/2/23, the 

DON completed new pain assessments for all 

residents and updated the care plan accordingly.  

The SA validated through staff interview and 

record review that the DON completed body 

audits on 10/29/23 through 10/31/23 on all 

current residents.  

The SA validated through staff interview and 

record review, for monitoring purposes, all nurses 
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and CNAs completed a lift skill observation.

The SA validated through staff interview and 

record review, for monitoring purposes, Transfer 

Audits were completed by the nurse two (2) times 

per day until 12/31/23.

The SA validated through staff interview and 

record review, for monitoring purposes, weekly 

body audits are completed by nurses on all 

residents. 

The SA validated that the facility reported the 

incident to the SA and the Attorney General Office 

(AGO) on 10/29/23.

F 609 Reporting of Alleged Violations

CFR(s): 483.12(b)(5)(i)(A)(B)(c)(1)(4)

§483.12(c) In response to allegations of abuse, 

neglect, exploitation, or mistreatment, the facility 

must:

§483.12(c)(1) Ensure that all alleged violations 

involving abuse, neglect, exploitation or 

mistreatment, including injuries of unknown 

source and misappropriation of resident property, 

are reported immediately, but not later than 2 

hours after the allegation is made, if the events 

that cause the allegation involve abuse or result in 

serious bodily injury, or not later than 24 hours if 

the events that cause the allegation do not involve 

abuse and do not result in serious bodily injury, to 

the administrator of the facility and to other 

officials (including to the State Survey Agency and 

adult protective services where state law provides 

for jurisdiction in long-term care facilities) in 

accordance with State law through established 

procedures.

F 609

SS=G
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§483.12(c)(4) Report the results of all 

investigations to the administrator or his or her 

designated representative and to other officials in 

accordance with State law, including to the State 

Survey Agency, within 5 working days of the 

incident, and if the alleged violation is verified 

appropriate corrective action must be taken.

This REQUIREMENT  is not met as evidenced 

by:

 Based on interviews, record review, and facility 

policy review, the facility failed to report an injury 

of unknown origin within two (2) hours when 

facility staff observed a Resident who had 

bruising, edema, and pain to her left thigh and 

vaginal area for one (1) of six (6) sampled 

residents.  Resident #1

Findings include:

  

A review of the facility policy, "Abuse Investigation 

and Reporting," revised July 2019, revealed " 

Policy Statement: .All reports of resident abuse, 

neglect, exploitation, misappropriation of resident 

property, mistreatment and/or injuries of unknown 

source ("abuse") shall be promptly reported to 

local, state and federal agencies (as defined by 

current regulations) ..."  

A review of the facility's policy, "Compliance with 

Reporting Allegations of 

Abuse/Neglect/Exploitation, dated 10/10/22, 

revealed, " Policy: It is the policy of this facility to 

report all allegations of abuse ...injuries of 

unknown sources ...are reported immediately to 

the Administrator of the facility and to other 

appropriate agencies in accordance with current 

state and federal regulations within prescribed 

timeframe's ...Compliance Guidelines 

 Past noncompliance:  no plan of 

correction required.
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...Identification:  The facility will identify events, 

occurrences, patterns and trends that may 

constitute ...4. Identification ...d. Injuries of 

unknown source:  Includes circumstances when 

both the following conditions are met; i. The 

source of the injury was not observed by any 

person or could not be explained by the resident. 

ii.  The injury is suspicious because of the extent 

of the injury, location of the injury ..."

A record review of the facility's investigation which 

included the,"Alleged Abuse Incident Report" 

dated 11/3/23, revealed that on 10/28/23 at 

approximately 1:45 PM, License Practical Nurse 

(LPN) #1 reported to Registered Nurse (RN) #2 

Supervisor that Resident #1 had bruising to the 

left thigh and vaginal area with swelling and pain.  

On 10/29/23 at approximately 7:30 AM, the 

assigned RN/Supervisor #1 observed Resident 

#1 bruising to the left thigh and groin area, with 

swelling and pain, notified her physician, and 

transferred Resident #1 to the local emergency 

room. The "Date of Alleged Incident" documented 

as 10/28/23 and indicated the date and time of 

first report to the SA was 10/29/23 at 12:24 PM. 

Record review of a handwritten statement from 

Certified Nursing Assistant (CNA) #1, dated 

10/29/23, revealed on 10/28/23 at about 1:30 PM, 

that CNA #1 noticed a large bruise on Resident 

#1's vagina and she informed LPN #1.  She and 

LPN #1 discovered another bruise on the bottom 

of her labia. 

During a phone interview on 2/6/24 at 11:17 AM, 

LPN #1 confirmed on 10/28/23, around 1:00 PM, 

he was called to Resident #1's room by CNA #1 

and was made aware of the residents bruising of 

the left groin and vaginal area. He stated 
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Resident #1 was non-verbal, had facial 

grimacing, and was in pain.  LPN #1 notified RN 

#2, who was the facility supervisor, of Resident 

#1's bruising, and she informed him to complete 

an incident report.  He confirmed that he did not 

notify the Administrator or the DON of the 

resident's bruising, swelling, and pain.  He stated 

he followed his "chain of command."

During a phone interview on 2/6/23 at 11:27 AM, 

RN #2 confirmed on 10/28/23 after lunch, LPN #1 

informed her of Resident #1 bruising to the left 

groin area. RN #2 confirmed she did not assess 

the resident. She passed the situation off to the 

night shift but could not remember the nurse's 

name. RN #2 stated it was the facility's policy to 

report bruising of the vaginal area to the DON 

and Medical Director and that she did not report 

or assess the resident.  

On 2/7/24 at 10:11 AM, during an interview with 

the DON, she confirmed that the facility staff first 

observed the bruising on Resident #1's left groin 

and perineal area on 10/28/23, but they did not 

report the injury of unknown origin until 10/29/23 

at approximately 8:00 AM, which was more than 

two (2) hours after the injuries were observed.   

  

On 2/7/24 at 2:49 PM, in an interview with the 

Administrator, he confirmed that on 10/28/23, 

Resident #1 sustained an injury.  He stated that 

although the facility staff were aware, the DON or 

himself was not aware of the injury until 10/29/23. 

On 10/29/24 at approximately 11:30 AM, the DON 

notified him of the incident and then it was 

reported to the SA on 10/29/23 at 12:24 PM.  He 

stated that it should have been reported within 

two (2) hours of it occurring on 10/28/23.     
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Record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

6/14/2016 and she had current diagnoses 

including Alzheimer's Disease and Vascular 

Dementia.

Based on the facility's implementation of 

corrective actions on 11/2/23, the State Agency 

(SA) determined the deficiency to be Past 

Non-Compliance (PNC).  The deficiency was 

corrected as of 11/3/23, before the SA's entrance 

on 2/5/24.  

Validation:  

On 2/8/23, the SA validated through staff 

interviews, record review, and facility policy 

review the facility began an investigation on 

10/29/23.      

The SA validated through staff interview and 

record review of the sign in sheet and meeting 

minutes that an emergency Quality Assurance 

Performance Improvement (QAPI) meeting with 

all required staff was held on 10/31/23 at 9:15 

AM.  The DON, Medical Provider, and Social 

Services Director attended the QAPI meeting to 

discuss the situation regarding abuse and 

neglect, including investigation and reporting of 

abuse and neglect.  The QAPI members also 

discussed ethics and communication, perineal 

care, notification of changes, mechanical lift and 

transfer safety, care plans, and Kardex following 

the incident.   The QAPI meeting concluded that 

the Plan of Correction was to in-service all staff, 

suspend the CNA, and conduct body audits on all 

residents.  The QA Committee reviewed all 

related policies and procedures with no changes 

recommended. 

FORM CMS-2567(02-99) Previous Versions Obsolete IIWW11Event ID: Facility ID: MS55BCCP If continuation sheet Page  20 of 40



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  03/07/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255343 02/08/2024

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

2797 COOPER ROAD
BEDFORD CARE CENTER OF PICAYUNE

PICAYUNE, MS  39466

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 609 Continued From page 20 F 609

The SA validated through staff interview and 

record review of the in-service sign-in sheets that 

in-services with all staff conducted by the 

Administrator and the DON began on 10/29/23 

regarding abuse and neglect, investigating and 

reporting abuse and neglect, ethics, 

communication, perineal care, notification of 

changes, mechanical lift and transfer safety, care 

plan, and Kardex.  No staff were allowed to work 

until they received the in-service training.

The SA validated through staff interview and 

record review that the DON conducted Resident 

mechanical lift/transfer assessments on all 

residents on 11/1/23 and ensured all were 

up-to-date and care planned accordingly. 

The SA validated through staff interview and 

record review that on 11/1/23 through 11/2/23, the 

DON completed new pain assessments for all 

residents and updated the care plan accordingly.  

The SA validated through staff interview and 

record review that the DON completed body 

audits on 10/29/23 through 10/31/23 on all 

current residents.  

The SA validated through staff interview and 

record review, for monitoring purposes, all nurses 

and CNAs completed a lift skill observation.

The SA validated through staff interview and 

record review, for monitoring purposes, Transfer 

Audits were completed by the nurse two (2) times 

per day until 12/31/23.

The SA validated through staff interview and 

record review, for monitoring purposes, weekly 
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body audits are completed by nurses on all 

residents. 

The SA validated that the facility reported the 

incident to the SA and the Attorney General Office 

(AGO) on 10/29/23.

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 

F 656

SS=G
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desired outcomes.

(B) The resident's preference and potential for 

future discharge. Facilities must document 

whether the resident's desire to return to the 

community was assessed and any referrals to 

local contact agencies and/or other appropriate 

entities, for this purpose.

(C) Discharge plans in the comprehensive care 

plan, as appropriate, in accordance with the 

requirements set forth in paragraph (c) of this 

section.

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

by the facility, as outlined by the comprehensive 

care plan, must-

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

This REQUIREMENT  is not met as evidenced 

by:

 Based on interviews, record review, and facility 

policy review, the facility failed to implement care 

plan approaches or interventions related to pain 

and resident transfers for one (1) of six (6) 

residents reviewed for care plans.  Resident #1. 

Findings Include:  

Record review of the facility's "Comprehensive 

Care Plans" policy, revised 8/24/22, 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 ...to meet a resident's medical, 

nursing ...needs that are identified in the 

resident's comprehensive assessment...Policy 

Explanation and Compliance Guidelines ...3. The 

comprehensive care plan will describe ...a. The 

services that are to be furnished to attain or 

maintain the resident's highest practicable 

physical, mental, and psychosocial well-being..."   

 Past noncompliance:  no plan of 

correction required.
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Record review of the "Order Summary Report" 

with active orders as of 11/20/23, revealed 

Resident #1 had a "Physician Order", dated 

8/1/2019 for "Acetaminophen Tablet 500 MG 

(milligrams) Give two (2) tablet by mouth every 6 

hours as needed for ...pain ..." 

Record review of the electronic Medication 

Administration Record (eMAR) for October 2023 

revealed there was no documentation that 

Resident #1 received pain medication in October.  

A record review of the Comprehensive Care Plan 

for Resident #1 revealed a "Problem" of 

"Resident is at risk for pain ..." with 

"Interventions/Tasks" initiated on 8/1/2019 of 

"Administer pain medications per order ..."and a 

"Problem" of "The resident has an ADL (Activities 

of Daily Living) self-care performance deficit 

..."with "interventions/Tasks" initiated on 

10/1/2019 of "Transfer:  The resident requires 

Total Mechanical Lift with 2 staff assistance for 

transfers."

A record review of the "Progress Notes" revealed 

a "Nurses Note", dated 10/28/23 at 1:45 PM, 

signed by Licensed Practical Nurse (LPN) #1, 

revealed, "alerted to resident's room. upon exam 

bruising was noted to vaginal area, and left thigh.  

painful to touch ..."  There was no documentation 

that pain was addressed in the nurses note.

A record review of the hospital records, with an 

admission date of 10/29/23, revealed, Resident 

#1 presented to the hospital with a left leg injury.  

Emergency Department (ED) workup was 

significant for left proximal femur fracture.  The 

Physical Exam revealed Resident #1 had diffuse 

bruising at various stages of healing to left lower 
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extremity and expected tenderness to left lower 

extremity.  The Assessment/Plan revealed the ED 

nursing staff filed an elder abuse report and pain 

medications were ordered.  

On 2/6/24 at 11:17 AM, during a phone interview 

with LPN #1, he confirmed on 10/28/23 he did not 

follow Resident #1's care plan related to pain.  

LPN #1 stated Resident #1 demonstrated she 

was in pain because she had facial grimacing.  

LPN #1 stated he gave Resident #1 

Acetaminophen, but he failed to provide any 

documentation regarding administering the 

medication.    

On 2/7/24 at 10:11 AM, during an interview with 

the Director of Nursing (DON), she confirmed that 

Certified Nursing Assistant (CNA) #2 did not 

follow the care plan when she transferred 

Resident #1 with the mechanical lift and did not 

have assistance from another staff member as 

per the video surveillance evidence.  The DON 

confirmed care plan interventions were not 

implemented regarding pain when LPN #1 

observed Resident #1 to be in pain on 10/28/23.  

The DON explained that care plans were in place 

for the staff to use to take care of the residents 

and she expected the staff at the facility to follow 

care plan interventions on the residents.  

On 2/8/24 at 11:19 AM, during an interview with 

Minimum Data Set (MDS)/RN, she confirmed that 

care plans provided a detailed and effective 

personalized outline of the care that is to be 

provided to the residents.  It was her expectation 

that the staff follow the care plans on residents to 

ensure consistency in the nursing care of the 

residents. 
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Record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

6/14/2016 and she had current diagnoses 

including Alzheimer's Disease and Vascular 

Dementia.

Record review of the annual Minimum Data Set 

(MDS) with an Assessment Reference Date of 

8/30/23, revealed Resident #1 required a staff 

interview for mental status and her cognition was 

severely impaired.  Further review revealed she 

required extensive assistance with two person 

physical assist with transfers. 

Based on the facility's implementation of 

corrective actions on 11/2/23, the State Agency 

(SA) determined the deficiency to be Past 

Non-Compliance (PNC).  The deficiency was 

corrected as of 11/3/23, before the SA's entrance 

on 2/5/24.  

Validation:  

On 2/8/23, the SA validated through staff 

interviews, record review, and facility policy 

review the facility began an investigation on 

10/29/23.      

The SA validated through staff interview and 

record review of the sign in sheet and meeting 

minutes that an emergency Quality Assurance 

Performance Improvement (QAPI) meeting with 

all required staff was held on 10/31/23 at 9:15 

AM.  The DON, Medical Provider, and Social 

Services Director attended the QAPI meeting to 

discuss the situation regarding abuse and 

neglect, including investigation and reporting of 

abuse and neglect.  The QAPI members also 

discussed ethics and communication, perineal 
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care, notification of changes, mechanical lift and 

transfer safety, care plans, and Kardex following 

the incident.   The QAPI meeting concluded that 

the Plan of Correction was to in-service all staff, 

suspend the CNA, and conduct body audits on all 

residents.  The QA Committee reviewed all 

related policies and procedures with no changes 

recommended. 

The SA validated through staff interview and 

record review of the in-service sign-in sheets that 

in-services with all staff conducted by the 

Administrator and the DON began on 10/29/23 

regarding abuse and neglect, investigating and 

reporting abuse and neglect, ethics, 

communication, perineal care, notification of 

changes, mechanical lift and transfer safety, care 

plan, and Kardex.  No staff were allowed to work 

until they received the in-service training.

The SA validated through staff interview and 

record review that the DON conducted Resident 

mechanical lift/transfer assessments on all 

residents on 11/1/23 and ensured all were 

up-to-date and care planned accordingly. 

The SA validated through staff interview and 

record review that on 11/1/23 through 11/2/23, the 

DON completed new pain assessments for all 

residents and updated the care plan accordingly.  

The SA validated through staff interview and 

record review that the DON completed body 

audits on 10/29/23 through 10/31/23 on all 

current residents.  

The SA validated through staff interview and 

record review, for monitoring purposes, all nurses 

and CNAs completed a lift skill observation.
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The SA validated through staff interview and 

record review, for monitoring purposes, Transfer 

Audits were completed by the nurse two (2) times 

per day until 12/31/23.

The SA validated through staff interview and 

record review, for monitoring purposes, weekly 

body audits are completed by nurses on all 

residents. 

The SA validated that the facility reported the 

incident to the SA and the Attorney General Office 

(AGO) on 10/29/23.

F 689 Free of Accident Hazards/Supervision/Devices

CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains 

as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 

supervision and assistance devices to prevent 

accidents.

This REQUIREMENT  is not met as evidenced 

by:

F 689

SS=G

 Based on record reviews, interviews, and facility 

policy review, the facility failed to ensure a 

resident was free of accidents and/or hazards 

when a staff member transferred a resident using 

a mechanical lift without two (2) people to assist 

for one (1) of six (6) sampled residents.  Resident 

#1 

Findings include:  

Record review of the facility's "Safe Transfer and 

 Past noncompliance:  no plan of 

correction required.
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Lifting of Residents" policy, revised 8/2/22, 

revealed, " ...In order to protect the safety and 

well-being of ...residents, and to promote quality 

care, this facility uses appropriate techniques and 

devices to lift and move residents ...Policy 

Interpretation and Implementation ...VI. 

Procedure for transferring resident with full body 

lift ...f. Ensure 2nd person is assisting ..."

A record review of the facility's investigation which 

included the,"Alleged Abuse Incident Report" 

dated 11/3/23,   revealed that on 10/28/23 at 

approximately 1:45 PM, License Practical Nurse 

(LPN) #1 reported to Registered Nurse (RN) #2 

Supervisor that Resident #1 had bruising to the 

left thigh and vaginal area with swelling and pain.  

On 10/29/23 at approximately 7:30 AM, the 

assigned RN/Supervisor #1 observed Resident 

#1 bruising to the left thigh and groin area, with 

swelling and pain, notified her physician, and 

transferred Resident #1 to the local emergency 

room. The investigation revealed during camera 

review, 10/28/23 at 6:42 AM, Certified Nursing 

Assistant (CNA) #2 pushed Resident #1 out of 

her room in a Geri-chair and her left leg was not 

crossed over her right as per her normal routine.

A record review of the "Progress Notes" revealed 

a "Nurses Note", dated 10/28/23 at 1:45 PM, 

signed by LPN #1, revealed, "alerted to resident's 

room. upon exam bruising was noted to vaginal 

area, and left thigh.  painful to touch.  Swelling 

noted to upper left thigh.  shift supervisor notified 

of resident's condition ..."

Record review of a handwritten statement from 

LPN #1, undated, revealed on 10/28/23 at 

approximately 1:30 PM, he was called to 

Resident #1's room and was made aware of 
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bruising to the groin/perineal care.  There was old 

bruising noted to the vagina/major labia and inner 

left thigh.  The resident was showing no signs or 

symptoms of distress or pain at this time. Shift 

supervisor was notified of the resident's condition.  

Report on resident's condition was given at shift 

change.  On the following morning, 10/29/23, it 

was noted that the resident's left leg was visually 

displaced and that she was complaining of pain 

with movement.

A record review of a handwritten statement from 

RN #2, dated 10/30/23, revealed LPN #1 told her 

that the CNA said Resident #1 had an injury and 

he was going to write a report.  The resident had 

a bruise and hematoma that they noticed on 

Saturday afternoon (10/28/23) and RN #2 did not 

go down and look at it.

A record view of the "Progress Notes" revealed a 

"Nurses Note", dated 10/29/23 at 8:21 AM, signed 

by RN #1, revealed, "Alerted by (Proper Name) 

LPN #1 about bruising on resident's vagina and 

left hip.  While putting resident's head of bed 

down to view the area, the resident began to cry 

out in pain.  (Proper Name) Director of 

Nurses(DON) notified of situation.  Dr. (Proper 

Name) aware.  New orders given to send to ER 

for further evaluation."

A record review of the hospital records including 

the History and Physical and Progress Notes, 

with an admission date of 10/29/23, revealed 

Resident #1 presented to the hospital with a left 

leg injury. Emergency Department (ED) workup 

was significant for left proximal femur fracture.  

The Physical Exam revealed Resident #1 had 

diffuse bruising at various stages of healing to left 

lower extremity and expected tenderness to left 
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lower extremity.  The Assessment/Plan revealed 

the ED nursing staff filed an elder abuse report 

and pain medications were ordered.  

Record review of the "Employee Termination 

Report", dated 11/3/23, revealed CNA #2 was 

discharged from employment with the facility due 

to "Violation of Lift Policy".

On 2/6/24 at 11:17 AM, during a phone interview 

with LPN #1, he confirmed that on 10/28/23, 

around 1:00 PM, he was called to Resident #1's 

room by Certified Nurse Assistant (CNA) #1 and 

was made aware of the residents bruising of the 

left groin and vaginal area.  He stated Resident 

#1 was non-verbal, had facial grimacing, and was 

in pain.  LPN #1 notified RN #2, who was the 

facility supervisor, of Resident #1's bruising, and 

she informed him to complete an incident report.  

On 2/6/24 at 11:35 AM, during a phone interview 

with CNA #1, she stated on 10/28/23 at 

approximately 1:30 PM, when changing Resident 

#1's brief, she observed a large orange and black 

bruise between her legs and groin area on the left 

side.  The resident's leg was "cocked out a little," 

which was not normal for the resident because 

she normally kept her legs closed together very 

tight.  She stated that she notified LPN #1.    

On 2/6/24 at 11:41 AM, during a phone interview 

with RN #1, she confirmed on 10/29/23 at 7:24 

AM, LPN #1 requested she assess Resident #1's 

peri-area related to bruising and swelling. She 

observed yellow and black bruising to her left 

groin and leg.  RN #1 notified the DON, Medical 

Director, and called the local ambulance.  The 

resident was transferred out of the facility by a 

local ambulance and brought to the local hospital.  
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On 2/7/24 at 10:11 AM, during an interview with 

the DON, she confirmed that on 10/28/23, 

Resident #1 had bruising of her left groin and 

peri-area with leg swelling. The DON stated the 

injury that Resident #1 sustained could have been 

caused by a CNA performing a transfer with 

mechanical lift by herself with no other staff 

assistance. The DON revealed that according to 

the video surveillance, CNA #2 entered and 

exited the resident's room alone, with the 

mechanical lift.  The CNA was placed on 

suspension and terminated following the 

investigation.  

On 2/7/24 at 2:49 PM, in an interview with the 

Administrator, he confirmed he observed the 

video surveillance, and on 10/28/23, CNA #2 

entered Resident #1's room at approximately 

6:00 AM alone with the mechanical lift.  CNA #2 

exited about 15 minutes later with Resident #1. 

The Administrator stated the facility could not 

determine the exact cause of the injury following 

the investigation but that it was likely caused by 

the night shift CNA on 10/28/23.  CNA #2 was 

suspended pending investigation and then 

terminated.  

Record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

6/14/2016 and she had current diagnoses 

including Alzheimer's Disease and Vascular 

Dementia.

Record review of the annual Minimum Data Set 

(MDS) with an Assessment Reference Date of 

8/30/23, revealed Resident #1 required a staff 

interview for mental status and her cognition was 

severely impaired.
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Based on the facility's implementation of 

corrective actions on 11/2/23, the State Agency 

(SA) determined the deficiency to be Past 

Non-Compliance (PNC).  The deficiency was 

corrected as of 11/3/23, before the SA's entrance 

on 2/5/24.  

Validation:  

On 2/8/23, the SA validated through staff 

interviews, record review, and facility policy 

review the facility began an investigation on 

10/29/23.      

The SA validated through staff interview and 

record review of the sign in sheet and meeting 

minutes that an emergency Quality Assurance 

Performance Improvement (QAPI) meeting with 

all required staff was held on 10/31/23 at 9:15 

AM.  The DON, Medical Provider, and Social 

Services Director attended the QAPI meeting to 

discuss the situation regarding abuse and 

neglect, including investigation and reporting of 

abuse and neglect.  The QAPI members also 

discussed ethics and communication, perineal 

care, notification of changes, mechanical lift and 

transfer safety, care plans, and Kardex following 

the incident.   The QAPI meeting concluded that 

the Plan of Correction was to in-service all staff, 

suspend the CNA, and conduct body audits on all 

residents.  The QAPI Committee reviewed all 

related policies and procedures with no changes 

recommended. 

The SA validated through staff interview and 

record review of the in-service sign-in sheets that 

in-services with all staff conducted by the 

Administrator and the DON began on 10/29/23 
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regarding abuse and neglect, investigating and 

reporting abuse and neglect, ethics, 

communication, perineal care, notification of 

changes, mechanical lift and transfer safety, care 

plan, and Kardex.  No staff were allowed to work 

until they received the in-service training.

The SA validated through staff interview and 

record review that the DON conducted Resident 

mechanical lift/transfer assessments on all 

residents on 11/1/23 and ensured all were 

up-to-date and care planned accordingly. 

The SA validated through staff interview and 

record review that on 11/1/23 through 11/2/23, the 

DON completed new pain assessments for all 

residents and updated the care plan accordingly.  

The SA validated through staff interview and 

record review that the DON completed body 

audits on 10/29/23 through 10/31/23 on all 

current residents.  

The SA validated through staff interview and 

record review, for monitoring purposes, all nurses 

and CNAs completed a lift skill observation.

The SA validated through staff interview and 

record review, for monitoring purposes, Transfer 

Audits were completed by the nurse two (2) times 

per day until 12/31/23.

The SA validated through staff interview and 

record review, for monitoring purposes, weekly 

body audits are completed by nurses on all 

residents. 

The SA validated that the facility reported the 

incident to the SA and the Attorney General Office 
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(AGO) on 10/29/23.

F 697 Pain Management

CFR(s): 483.25(k)

§483.25(k) Pain Management.  

The facility must ensure that pain management is 

provided to residents who require such services, 

consistent with professional standards of practice, 

the comprehensive person-centered care plan, 

and the residents' goals and preferences.

This REQUIREMENT  is not met as evidenced 

by:

F 697

SS=G

 Based on interview, record review, and facility 

policy review, the facility failed to ensure pain 

management was provided to a resident when 

the resident was observed with bruising, edema, 

and pain to the left thigh and vaginal area, and 

was subsequently diagnosed with a femoral 

fracture for (1) of six (6) residents reviewed for 

pain.  Resident #1.   

Findings include:    

Record review of the facility's policy, "Pain 

Assessment and Management", revised 8/2/22, 

revealed, " ...The purposes of this procedure are 

to help the staff identify pain in the resident, and 

to develop interventions that are consistent with 

the resident's goals and needs and that address 

the underlying causes of pain ...6.  Assess the 

resident's pain and consequences of pain at least 

each shift for acute pain or significant changes ..."  

A record review of the facility's investigation which 

included the,"Alleged Abuse Incident Report" 

dated 11/3/23, revealed on 10/28/23 at 

approximately 1:45 PM, License Practical Nurse 

(LPN) #1 reported to Registered Nurse (RN) #2 

 Past noncompliance:  no plan of 

correction required.
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Supervisor that Resident #1 had bruising to the 

left thigh and vaginal area with swelling and pain.  

A record review of the "Progress Notes" revealed 

a "Nurses Note", dated 10/28/23 at 1:45 PM, 

authored by LPN #1, revealed, "alerted to 

resident's room. upon exam bruising was noted to 

vaginal area, and left thigh.  painful to touch ..."  

There was no documentation that pain was 

addressed in the nurses note.

A record review of the hospital records which 

included the History and Physical and Progress 

Notes, with an admission date of 10/29/23, 

revealed Resident #1 presented to the hospital 

with a left leg injury.  Emergency Department 

(ED) workup was significant for left proximal 

femur fracture.  The Physical Exam revealed 

Resident #1 had diffuse bruising at various 

stages of healing to left lower extremity and 

expected tenderness to left lower extremity.  The 

Assessment/Plan revealed the ED nursing staff 

filed an elder abuse report and pain medications 

were ordered.  

Record review of the "Order Summary Report" 

with active orders as of 11/20/23, revealed 

Resident #1 had a "Physician Order", dated 

8/1/2019 for "Acetaminophen Tablet 500 MG 

(milligrams) Give two (2) tablet by mouth every 6 

hours as needed for ...pain ..." 

Record review of the electronic Medication 

Administration Record (eMAR) for October 2023 

revealed there was no documentation that 

Resident #1 received pain medication in October. 

Record review of the Order Summary Report with 

active orders as of 11/20/23 revealed a physician 
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order dated 11/1/23 "Morphine Sulfate 

(concentrate) solution 20 MG/ML (milliliter) give 

0.5 ml by mouth every 2 hours as need for 

...PAIN."

Record review of the November 2023 MAR 

revealed Resident #1 had documented pain 

levels 14 times that ranged from four (4) to eight 

(8) from 11/1/23 through 11/14/23 and had 

received Morphine Sulfate 14 times in November 

after her diagnosis of a left femur fracture on 

10/29/23.

 On 2/6/24 at 11:17 AM, during a phone interview 

with LPN #1, he confirmed he was notified that 

Resident #1 had bruising to her left leg and groin 

area.  LPN #1 stated Resident #1 demonstrated 

she was in pain because she had facial 

grimacing.  LPN #1 stated he gave Resident #1 

Acetaminophen, but he failed to provide any 

documentation regarding administering the 

medication.    

On 2/7/24 at 10:11 AM, during an interview with 

the Director of Nursing (DON), she confirmed that 

on 10/28/23, RN #2 should have assessed 

Resident #1 because she had demonstrated she 

was in pain due to her facial grimaces. She 

explained that Resident #1 rarely demonstrated 

pain. The DON confirmed Resident #1 was 

prescribed Acetaminophen Tablets and there was 

no documentation that it was administered in 

October 2023.  She reported that RN #2 and LPN 

#1 did not follow the facility's policy on pain 

assessment and management for Resident #1 

and she expected the staff to follow the policy.  

On 2/7/24 at 2:49 PM, in an interview with the 

Administrator, he confirmed that on 10/28/23, the 
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facility did not follow the pain policy and should 

have medicated Resident #1 for pain.  He 

expected the staff to follow the policy and 

procedures of the facility.  

On 2/8/24 at 12:00 PM, during an interview with 

the Medical Director, he confirmed the facility did 

not provide him with any information on Resident 

#1's pain on 10/28/23.  He stated he expected the 

facility to notify him of residents' acute pain. 

 Record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

6/14/2016 and she had current diagnoses 

including Alzheimer's Disease and Vascular 

Dementia.

Record review of the annual Minimum Data Set 

(MDS) with an Assessment Reference Date of 

8/30/23, revealed Resident #1 required a staff 

interview for mental status and her cognition was 

severely impaired.

Based on the facility's implementation of 

corrective actions on 11/2/23, the State Agency 

(SA) determined the deficiency to be Past 

Non-Compliance (PNC).  The deficiency was 

corrected as of 11/3/23, before the SA's entrance 

on 2/5/24.  

Validation:  

On 2/8/23, the SA validated through staff 

interviews, record review, and facility policy 

review the facility began an investigation on 

10/29/23.      

The SA validated through staff interview and 

record review of the sign in sheet and meeting 
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minutes that an emergency Quality Assurance 

Performance Improvement (QAPI) meeting with 

all required staff was held on 10/31/23 at 9:15 

AM.  The DON, Medical Provider, and Social 

Services Director attended the QAPI meeting to 

discuss the situation regarding abuse and 

neglect, including investigation and reporting of 

abuse and neglect.  The QAPI members also 

discussed ethics and communication, perineal 

care, notification of changes, mechanical lift and 

transfer safety, care plans, and Kardex following 

the incident.   The QAPI meeting concluded that 

the Plan of Correction was to in-service all staff, 

suspend the CNA, and conduct body audits on all 

residents.  The QA Committee reviewed all 

related policies and procedures with no changes 

recommended. 

The SA validated through staff interview and 

record review of the in-service sign-in sheets that 

in-services with all staff conducted by the 

Administrator and the DON began on 10/29/23 

regarding abuse and neglect, investigating and 

reporting abuse and neglect, ethics, 

communication, perineal care, notification of 

changes, mechanical lift and transfer safety, care 

plan, and Kardex.  No staff were allowed to work 

until they received the in-service training.

The SA validated through staff interview and 

record review that the DON conducted Resident 

mechanical lift/transfer assessments on all 

residents on 11/1/23 and ensured all were 

up-to-date and care planned accordingly. 

The SA validated through staff interview and 

record review that on 11/1/23 through 11/2/23, the 

DON completed new pain assessments for all 

residents and updated the care plan accordingly.  
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The SA validated through staff interview and 

record review that the DON completed body 

audits on 10/29/23 through 10/31/23 on all 

current residents.  

The SA validated through staff interview and 

record review, for monitoring purposes, all nurses 

and CNAs completed a lift skill observation.

The SA validated through staff interview and 

record review, for monitoring purposes, Transfer 

Audits were completed by the nurse two (2) times 

per day until 12/31/23.

The SA validated through staff interview and 

record review, for monitoring purposes, weekly 

body audits are completed by nurses on all 

residents. 

The SA validated that the facility reported the 

incident to the SA and the Attorney General Office 

(AGO) on 10/29/23.
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