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The State Agency (SA) conducted an annual
recertification survey at the facility from
04/21/2024 through 04/24/2024. During the
survey, the SA determined the facility was not in
compliance with the requirements of participation
in Medicare and Medicaid and cited F578, F584,
F604. F656, F684, F812, F851 and F880

The facility had a census 52 of and was licensed
for beds 60

F 578 | Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir F 578 6/6/24
SS=F | CFR(s): 483.10(c)(6)(8)(9)(12)(i)-(v)

§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse
to participate in experimental research, and to
formulate an advance directive.

§483.10(c)(8) Nothing in this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical
services deemed medically unnecessary or
inappropriate.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489,
subpart | (Advance Directives).

(i) These requirements include provisions to
inform and provide written information to all adult
residents concerning the right to accept or refuse
medical or surgical treatment and, at the
resident's option, formulate an advance directive.
(i) This includes a written description of the
facility's policies to implement advance directives
and applicable State law.

(iii) Facilities are permitted to contract with other
entities to furnish this information but are still

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 05/16/2024

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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legally responsible for ensuring that the
requirements of this section are met.

(iv) If an adult individual is incapacitated at the
time of admission and is unable to receive
information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
individual's resident representative in accordance
with State law.

(v) The facility is not relieved of its obligation to
provide this information to the individual once he
or she is able to receive such information.
Follow-up procedures must be in place to provide
the information to the individual directly at the
appropriate time.

This REQUIREMENT is not met as evidenced
by:

Based on record review, interviews and facility
policy review, the facility failed to ensure Advance
Directives were completed according to the
resident preference for two (2) of (2) residents
reviewed for Advance Directives. This deficient
practice had the potential to affect all residents
who do not have an Advance Directive. Resident
#7 and

Resident #41.

Findings Include:

Review of the facility's policy titled, "Residents’
Rights Regarding Treatment and Advance
Directives Policy," revised 8/23/22, revealed,
"Policy: It is the policy of this facility to support
and facilitate a resident's right ...to formulate an
advance directive. Policy Explanation and
Compliance Guidelines: 1. On admission, the
facility will determine if the resident has executed
an advance directive and, if not, determine
whether the resident would like to formulate an
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F 578

" The code status of RI# 7 & 41 was
verified by Medical Records on
04/22/2024 and entered into all relevant
locations within the Electronic Health
Record.

" All Residents have the potential to be
affected.

" The Social Worker Consultant and
Director of Nursing In-Serviced the social
worker and Minimum Data Set Nurses
05/14/2024 on ensuring the resident has
executed an advanced directive on
admission and upcoming MDS
assessment schedule.

A 100% audit was completed on all
current residents to ensure their advance
directives were accurate on 04/22/2024 by
the Medical Records nurse.

" For the next three months the Quality
Assurance Nurse will perform weekly
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advance directive. 2. The facility will provide the
resident or resident representative information, in
a manner that is easy to understand, about ... an
advance directive. 3. Upon admission, should the
resident have an advance directive, copies will be
made and placed on the chart as well as
communicated to the staff ..."

Resident # 7

Record review of the "Code Status" form dated
7/17/23 revealed "CODE CLASSIFICATION
...CODE A- All resident are considered Code A
unless otherwise specified and will receive
...FULL RESUSCITATION ..."

Further record review revealed there was no
documentation in the medical record that
Resident #7 had an advance directive or had
received information on formulating an advance
directive.

Record review of the "Admission Record"
revealed Resident #7 was admitted by the facility
on 7/17/23. The resident's diagnosis included
Unspecified Cord Compression, Muscle
Weakness, Lack of Coordination and
Osteoarthritis.

Record review of the Minimum Date Set (MDS)
with Assessment Reference Date (ARD) of 1/9/24
revealed a Brief Interview for Mental Status
(BIMS) score of 15, indicating the resident was
cognitively intact

Resident #41

Record review of the "Code Status" for dated
6/26/23 revealed "CODE CLASSIFICATION

Audits beginning 05/16/2024 on all new
admission and those residents on the
MDS assessment Schedule for consistent
documentation of the resident1s Advance
Directive/code status throughout the
electronic health record. After three
months, the Quality Assurance Nurse will
complete audits every other week on all
new admissions and those residents on
the MDS assessment Schedule for
consistent documentation of the
resident’s Advance Directive/code status
throughout the electronic health record.
Results of the audits will be discussed
monthly with the QA committee beginning
in June 6, 2024 and will continue for 3
months or until such time it is determined
that substantial compliance is maintained.
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...CODE A- All resident are considered Code A
unless otherwise specified and will receive
...FULL RESUSCITATION ..."

Record review of the "Admission Record"
revealed the facility admitted Resident #41 on
6/28/23 with diagnoses including Major
Depressive Disorder.

A review of the MDS for Resident #41, with an
ARD of 4/7/24, revealed a BIMS score of 13,
which indicated the resident was cognitively
intact.

Further record review revealed there was no
documentation in the medical record that
Resident #41 had an advance directive or had
received information on formulating an advance
directive.

On 4/22/24 at 11:22 AM, in an interview with the
Social Service Director, she confirmed the current
Code Status form on all resident files cannot be
considered an Advance Directive. She revealed
that when starting in the position two weeks ago,
it came to her attention that there were no
advance directives in the residents' charts or
electronic records. She pointed out that since that
time she has obtained the correct forms and is in
the process of getting the correct forms signed
and uploaded to the residents' charts.

On 4/23/24 at 8:48 AM, in an interview with the
Administrator, he revealed he was made aware
yesterday the current form being used, as an
advance directive, was not correct. He confirmed
that none of the residents in the facility have an
Advance Directive in their chart. However, the
correct form is currently being uploaded into
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§483.10(i) Safe Environment.

The resident has a right to a safe, clean,
comfortable and homelike environment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.

§483.10(i)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are
in good condition;

§483.10(i)(4) Private closet space in each
resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255213 B. WING 04/24/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
300 HWY 556/ROUTE 2 BOX 66
MEADVILLE CONVALESCENT HOME
MEADVILLE, MS 39653
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xX5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 578 | Continued From page 4 F 578
every resident's chart. He pointed out that by not
offering residents an Advance Directive, it could
cause nursing staff to elect a treatment during an
emergency that the resident may not prefer or
desire.
F 584 | Safe/Clean/Comfortable/Homelike Environment F 584 6/6/24
SS=D | CFR(s): 483.10(i)(1)-(7)
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levels in all areas;

§483.10(i)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,
1990 must maintain a temperature range of 71 to
81°F; and

§483.10(i)(7) For the maintenance of comfortable
sound levels.

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews the

facility failed to ensure tiles in the resident shower

area were free from black grime and broken tiles
were repaired and floors in three (3) common
areas were free from cracked tiles and gaps in
the floor for one (1) of four (4) days of survey.

Findings include:

During an observation and interview on 4/24/24 at

9:06 AM, of the resident shower, the floor was
noted to have buckling floor tile near the entrance
of the shower. Inside the shower, dark black
grime was noted in the corners. An interview with
Certified Nursing Aide (CNA) #1 revealed she
was the shower aide. She explained that the floor
tile has been buckling for a while and the tile near
the toilet has been broken for a long time. She
stated she had made previous maintenance staff
aware of the tile, but it had not been repaired yet.
She confirmed the black grime in the corners of
the resident shower.

During an observation on 4/24/24 at 9:51 AM, of
the resident shower and facility hallways with the
Maintenance Director, he revealed that he was
aware of the numerous cracked tiles and gaps in
the floor throughout the facility in high traffic

Tag F584
" The Director of Plant Operations will
ensure that the floor of the resident
shower will be repaired, and the inside of
the shower will be cleaned to ensure the
area is safe for residents usage.

The shower was cleaned 04/24/2024 by
an outside cleaning service.

" All residents have the potential to be
affected.

" Temporary repairs were completed
using internal resources. The external
resources for repairs will be completed
within 120 days of survey exit, August 24,
2024

Ownership, Director of Plant
Operations and the Administrator are
soliciting quotes to repair flooring in all
communal areas within the facility.

Once the quotes have been obtained
and vendor chosen, renovations will begin
based on scheduling with external
vendor. Quotes began being obtained
05/10/2024. Period for completion will be
based on logistical barriers of vendor.
Part and partial to choose will be vendors
availability.
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§483.10(e) Respect and Dignity.
The resident has a right to be treated with respect
and dignity, including:

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

§483.12
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areas. He explained that he had been patching, Specific to the communal areas noted
as best he could. He revealed every time he in the 2567, The Director of Plant
replaced some of the tiles, more tiles became Operations, in collaboration with
cracked and at this point, it's a "no-win" situation. Administration will ensure that the areas
The Maintenance Director stated he was not are repaired, ensuring resident and staff
aware that the shower room had tile coming up safety, within 120 days of survey exit,
and buckling. He confirmed that some of the August 24, 2024
cracks in the tile could be considered trip hazards " The QA nurse will perform weekly audits
and could cause injury to residents and of the shower room to monitor for
employees, as they were large enough to cause cleanliness and make sure no further tiles
an uneven surface. are in need of repair beginning
05/16/2024 and will be done weekly for 8
On 4/24/24 at 10:51 AM, during an observation weeks. Results of the audits will be
and interview with the Administrator revealed that discussed by the Quality Assurance
he was aware of the numerous cracked tiles and Committee monthly beginning 06/6/2024
gaps in the floor throughout the facility. He and then for 3 months or until substantial
explained that the maintenance staff have been compliance is maintained as determined
patching the broken tile as best they could, by the committee.
however the facility was old and needed updating
throughout. The Administrator revealed he was
not aware that the shower room had tile coming
up and buckling throughout and confirmed that
this could be a hazard that could cause injury to
residents and staff.
F 604 | Right to be Free from Physical Restraints F 604 6/6/24
SS=D | CFR(s): 483.10(e)(1), 483.12(a)(2)
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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)(2) Ensure that the resident is free
from physical or chemical restraints imposed for
purposes of discipline or convenience and that
are not required to treat the resident's medical
symptoms. When the use of restraints is
indicated, the facility must use the least restrictive
alternative for the least amount of time and
document ongoing re-evaluation of the need for
restraints.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, record
review and facility policy review the facility failed
to ensure a resident was free from a physical
restraint offer as evidenced by failure to identify a
seatbelt as a restraint for one (1) of 15 sampled
residents. Resident #1

Findings include:

Record review of facility's policy titled,
"Restraints," revised 11/28/17, revealed, "Policy:
... The use of restraint shall be based on
comprehensive resident assessment that
includes the physical assessment to identify
medical conditions that may be causing behavior
changes in resident. The assessment will also be
performed to determine the safety and protective
needs of the resident prior to the application of

F 604

Resident #1 seat belt was assessed
by the Director of Nursing on 05/13/2024.
It was determined resident #1 restraint
was appropriate for this resident. A
restraint Order was obtained by Minimum
Data Set nurse on 05/13/2024 including
the rational for the restraint and timeframe
for the resident application.

" All residents that have a seat belt
have the potential to be affected.

" 100% audit conducted on 05/16/2024
by the DON and MDS on all residents that
currently have a seat belt in place to
ensure proper assessment.
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restraint ... Documentation: Documentation in the
medical record should include: Restraint order,
including the rationale for the restraint, the type of
restraint ... the duration (timeframe) for the
restraint application...Alternatives or less
restrictive interventions attempted...The resident's
medical conditions or symptoms that warranted
the use of restraint, The resident's response to
the restraint, including the rational for continued
use of the intervention, Assessment and
reassessments of the resident, Revision to the
treatment plan, Unanticipated changes in
residence condition, Condition/behavior required
of the resident for release of restraints, The
discussion with resident family regarding need for
restraints ..."

During an interview on 04/21/24 at 12:53 PM, with
Licensed Practical Nurse (LPN) #6, she revealed
Resident #1 has always worn the seatbelt. LPN
#6 confirmed there was not an order in place for
the seatbelt. LPN #6 also revealed that there was
no restraint flow sheet in place.

In an observation on 04/21/24 at 1:43 PM,
Resident #1 was sitting in her wheelchair with a
seatbelt intact and no one in the room with her.
The resident was unable to demonstrate the
ability to open the seatbelt on her own.

During an interview on 04/22/24 at 12:53 PM, the
Director of Nursing (DON) stated the seat belt on
the wheelchair met the definition of a restraint, as
defined by facility policy. The DON revealed the
facility had recently conducted an audit of
restraints and had somehow missed the seatbelt
used by Resident #1. The DON stated the
facility's interdisciplinary team is responsible for
collaborating with other facility staff regarding this

Director of Nursing and Staff Educator will
provide In-service education to the MDS
team ,staff Nurses, and CNALs on the
restraint Policy 05/14/2024 emphasizing
the importance of obtaining an order for
the use of a seat belt as a restraint,
documentation of an assessment
regarding the use of a seat belt, or the
use of any type of least restrictive device,
updating consent, timeframe for the
resident application and Coding of a
restraint when applicable, and restraint
documenting in the Electronic Record on
resident #1 and the time frame for
documentation.

For the next three months the Quality
Assurance Nurse will perform weekly
Audits beginning on 05/16/2024 on all
residents that have a seat belt to ensure a
consent has been obtained and
documentation is in compliance for any
residents that may have a restraint.
Quality Assurance Nurse will then
complete audits every other week on all
on all residents that have a seat belt to
ensure a consent has been obtained and
documentation is in compliance Results of
the audits will be discussed monthly with
the QA committee beginning 06/06/2024
and will continue for 3 months or until
such time it is determined that substantial
compliance is maintained. This plan of
correction will be monitored at the monthly
Quality Assurance meeting beginning
06/6/2024 and will continue for 3 months
or until such time consistent substantial
compliance has been met.
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issue and a physician's order, consent with
reassessment and monitoring tools should be in
place for all restraints.

During an interview with the Administrator on
04/24/24 at 1:07 PM, confirmed a physician's
order, consent with reassessment, as well as a
monitoring tool should be in place for all
restraints.

Record review of the "Order Summary Report,"
with active orders as of 4/23/24, revealed there
was no physician order for the use of a seat belt
as a restraint. Further review of the medical
record revealed there was no documentation of
an assessment regarding the use of a seat belt or
the use of any type of least restrictive device, nor
was there a restraint flowsheet in place for use.

Record review of the "Admission Record"
revealed Resident #1 readmitted on 7/24/23 with
diagnoses that included Intracranial Injury with
Loss of consciousness, status unknown and
Other developmental disorders of speech and
language.

Record review of the Quarterly Minimum Data Set
(MDS), with an Assessment Reference Date
(ARD) of 2/16/24, revealed the resident had a
Brief Interview for Mental Status (BIMS) score of
02, which indicated the resident had severe
cognitive impairment. Further review of the MDS
revealed the resident was dependent on staff for
assistance with all her activities of daily living.

F 656 | Develop/Implement Comprehensive Care Plan F 656 6/6/24
SS=D | CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans
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§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

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

(A) The resident's goals for admission and
desired outcomes.

(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

F 656
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section.

§483.21(b)(3) The services provided or arranged
by the facility, as outlined by the comprehensive
care plan, must-

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews, record review,
and facility policy review, the facility failed to
develop and implement a comprehensive
person-centered care plan to reflect the use of
restraints for one (1) of 15 sampled residents.
Resident #1

Findings include:

Record review of facility policy titled,
"Comprehensive Plan of Care," revised 10/10/22,
revealed, "Policy: 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
psychosocial needs that are identified in the
resident's comprehensive assessment ..."

In an observation on 04/21/24 at 1:43 PM,
Resident #1 was sitting in her wheelchair with a
seatbelt intact. The resident was sitting alone in
her room. The resident was unable to
demonstrate the ability to open the seatbelt on
her own.

Record review of the care plan revealed " Focus:
Safety: Resident may have lap belt positioner ...
Goal... Resident will remain safe...Interventions
...Monitor q (every) 2 (hours) while out of bed for
proper application and correct if necessary.

F656

Care plan of the resident
identifierRI#1 was reviewed and updated
as indicated by the Minimum Data Set
Nurse on 04/21/2024.

The facility has determined that all
residents that have a seat belt have the
potential to be affected.

" MDS Nurses were provided In-
service education on the comprehensive
Care Plan Policy by the Director of
Nursing, On 05/14/2024.

Resident with a restraint or seat belt
Care plans will be audited weekly
beginning 05/16/2024 by the Quality
Assurance Nurse for six consecutive
weeks to ensure that a restraint care-plan
has been developed. All care plans will be
updated as indicated. Audit will be
reviewed by the Quality Assurance
Committee on 06/06/2024 then monthly
for 3 months or until such time consistent
substantial compliance has been
achieved as determined by the
committee.
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Perform safety risk evaluation ...as needed ...
Further review of the care plan revealed there
was not a restraint re-assessment since
admission in February 2015 nor a physician's
order for the use of a restraint or monitoring of
the seatbelt restraint.

During an interview on 4/22/24 at 12:53 PM, with
the Director of Nursing (DON), she confirmed
upon review of the care plan for Resident #1,
there was a need for goals and interventions
related to the use of a seat belt. The DON
revealed the resident was a longtime resident,
and this was somehow missing. The DON stated
the facility interdisciplinary team is responsible for
collaborating with other facility staff regarding this
issue and a physician's order, consent with
reassessment and monitoring tools that should
be in place for all residents who use restraints.

An interview was conducted with the
Administrator on 4/24/24 at 1:07 PM, at which
time the Administrator confirmed the care plans
for Resident #1 did not reflect that the facility
interdisciplinary team collaborated with other
facility staff regarding the appropriateness of the
use of a seatbelt for Resident #1, with a
physician's order, consent with reassessment,
along with a monitoring in place for the use of the
restraint.

Record review of the "Admission Record"
revealed Resident #1 was admitted on 1/27/15
and readmitted on 7/24/23 with diagnoses that
included Intracranial Injury with Loss of
Consciousness, status unknown and Other
developmental disorders of speech and
language.
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§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive person-centered
care plan, and the residents' choices.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and facility
policy review, the facility failed to ensure
physician orders were implemented and followed
as ordered for one (1) of 15 sampled residents.
Resident #11

Findings include:

Record review of facility's policy titled, "Standard
of Care," revised 9/15/22, revealed, " POLICY: It
is the policy of this facility to provide a standard of
treatment and care most beneficial to residents
and to offer the highest quality services in a
caring atmosphere .... Regardless ...all residents
shall have access to the following: ...Care that is
timely. Care that meets their needs ..."

On 4/21/24 at 1:08 PM, in an interview with
Resident # 11, he revealed he had been
hospitalized because of low potassium.

Record review of the "Progress Notes" dated
10/14/23 revealed the resident was transferred to
a local acute care hospital related to critical labs
received related to the resident's potassium
levels.

F684
" Licensed Practical Nurse #1 was
in-serviced on 05/14/2024 by the Director
of Nursing. on the importance on ensuring
physician orders are implemented and
followed as ordered.

Resident # 11 Renal Ultrasound
was obtained on 04/23/2024
" The facility has determined that all
residents have the potential to be
affected.
" All Nurses will be in serviced
05/15/2024 by the Staff Educator on the
Standard of Care policy emphasizing the
importance of ensuring Physician orders
are implemented and followed as ordered.
" Physician orders will be audited
weekly for 8 consecutive weeks starting
05/16/2024 by the Medical Records Nurse
and Director of nursing to ensure all
physician orders were implemented and
followed as ordered. Then, weekly for 4
weeks Audits will be reviewed by the
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Record review of a "Consultation Report" dated
1/3/24 revealed " ... Renal U/S-(ultrasound) CKD
4 (chronic kidney disease) ..."

Record review of "Progress Note" dated 1/5/24
revealed related to "Situation: Elevated BUN
(Blood Urea Nitrogen)and creat (creatinine)
remains after fluids ..."

Record review of a "Consultation Report" dated
2/12/24, from the office of the Nephrologist
revealed " ... Order outpatient renal ultrasound ..."

Record review of the medical records for
Resident #11 revealed there was no
documentation that a renal ultrasound had been
ordered by the facility on 1/3/24 or 2/12/24 for
Resident #11 as recommended by the
nephrologist. Further review indicated no results
for a renal ultrasound were in the medical record.

On 4/23/24 at 1:37 PM, in an interview with the
Director of Nursing (DON), she stated the Charge
Nurse is responsible for taking off physician
orders and following up with orders. She stated
when the Charge Nurse is not here, the cart
nurse is responsible for taking orders off. The
DON revealed she was not aware the renal
ultrasound had not been done, until it was
brought to her attention. She stated it was "just
missed." She stated the resident sees a
Nephrologist in a nearby town, as Resident #11 is
in Renal Failure. The DON revealed renal
ultrasounds are ordered to check the function of a
resident's kidneys.

On 4/23/24 at 3:08 PM, in an interview with

Licensed Practical Nurse (LPN)#1/Charge Nurse,

F 684

Quality Assurance Committee on June
06.2024 and will continue for 3 months or
until such time consistent substantial
compliance has been achieved as
determined by the committee.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: M6QG11

Facility ID: 19ME If continuation sheet Page 15 of 26




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

PRINTED: 06/20/2024
FORM APPROVED
OMB NO. 0938-0391

she revealed she was not aware Resident #11
had an ordered renal ultrasound that was not
done. She stated she is responsible for taking
orders off and putting them on the calendar. LPN
#1 revealed that she is the one that took the order
off, but she must have not followed it through to
make sure that it was done.

On 4/24/24 at 11:20 AM, in an interview with the
Nephrology Medical Assistant stated all test
results are reviewed at the time they are received.
She revealed Resident #11 was seen by the
Nephrologist on 1/3/24 and 2/12/24, and both
times, a renal ultrasound was ordered, but had
not been done. She stated it's important that all
orders are followed in a timely manner, so that
the physician can review the results of the test
and make medication changes, as needed.

On 4/24/24 at 12:34 PM, in an interview with
DON, she stated the renal ultrasound from the
1/3/24 Nephrologist visit was scheduled,
however, the resident got sick was hospitalized
for an extended period of time and the renal
ultrasound was not rescheduled when resident
returned to facility.

On 04/24/24 at 12:56 PM, in an interview with the
Administrator, he stated he expects the Charge
Nurse to have a system in place to monitor and
review orders to make sure they are followed.

Record review of the "Admission Record"
revealed the facility originally admitted Resident
#11 on 5/23/13 with current diagnoses that
included Type 2 Diabetes Mellitus and Chronic
Kidney Disease, Stage 4 (SEVERE).

Record review of the Minimum Data Set (MDS)
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§483.60(i) Food safety requirements.
The facility must -

§483.60(i)(1) - Procure food from sources
approved or considered satisfactory by federal,
state or local authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

(iii) This provision does not preclude residents

from consuming foods not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews, record review,
and facility policy review, the facility failed to
monitor and record freezer and refrigerator
temperatures daily and discard expired foods for
one (1) of four (4) kitchen observations. This has
the potential to affect 48 of the 52 residents that
reside in the facility.

Findings include:

F812

discarding expired food.

discarded 04/21/2024

Dietary Manager was in serviced by
the Administrator 05/15/2024 on
monitoring and recording the freezer and
refrigerator temperature daily and

The expired food was discarded was
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Date (ARD) of 11/5/24, revealed a Brief Interview
for Mental Status (BIMS) score of 14, which
indicated the resident was cognitively intact.
F 812 | Food Procurement,Store/Prepare/Serve-Sanitary F 812 6/6/24
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Review of facility's policy titled, "Food Safety
Requirements," dated 10/12/22, revealed Policy:
...Food will also be stored, prepared, disturbed,
and served in accordance with professional
standards for food service safety ... Policy
Explanation and Compliance Guidelines: 1. Food
safety practices shall be followed throughout the
facility's entire food handling process ... Elements
of the process include the following: b. Storage
of food in a manner that helps prevent
deterioration or contamination of the food
including from growth of microorganisms ... 3 ...
c. Refrigerated storage ... ¢ ... Practices to
maintain safe refrigerated storage include: i.
Monitoring food temperatures and functioning of
the refrigeration equipment daily and at routine
intervals during all hours of operation... iv.
Labeling, dating, and monitoring refrigerated
food, including but not limited to leftovers, so it is
used by its use-by-date or frozen (where
applicable) discarded; and v. Keeping foods
covered or in tight containers ..."

On 04/21/24 at 11:35 AM, the initial tour of the
kitchen with the Dietary Cook (DC), revealed
seven (7) 32-ounce bottles of a browning and
seasoning sauce, with an expiration date of
4/1/22. One of these bottles was opened and in
the kitchen area. The was also a 32-ounce carton
of opened liquid eggs, without a legible opened
date.

On 04/21/24 at 11:47 AM, while continuing the
kitchen tour with the Dietary Manager (DM),
review of the refrigerator/freezer/temperature
logs, revealed the logs were pre-filled with
temperatures for the entire month of April 2024
for three (3) of the six (6) units that required
temperature checks. The logs for the additional

The facility has determined that all
residents have the potential to be
affected.

" All Dietary Staff will be in serviced by
the administrator 05/15/2024 on the
importance of recording temperatures
daily and discarded expired food to
ensure compliance.

" Temperature logs will be audited
weekly for 8 weeks beginning 05/16/2024
by the Quality Assurance Nurse and Staff
educator. Audits will be reviewed by the
Quality Assurance Committee on June
06,2024 then monthly for 3 months or
until such time consistent substantial
compliance has been achieved as
determined by the committee.
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three (3) units revealed no record of daily
temperature checks. Review of the March 2024
refrigerator/freezer temperature logs revealed
only five (5) of the six (6) units were monitored.

On 04/21/24 at 11:58 AM, in an interview the DM,
she stated "staff know better." She confirmed all
expired items are to be pulled on their expiration
date. She stated Dietary Aid (DA) #1 is
responsible for removing expired items from the
storage. She stated staff should check the
temperature on all units daily and record, as that
lets staff know that the units are functioning

properly.

On 04/21/24 at 12:15 PM, in an interview with DA
#1, stated she is responsible for checking all the
freezer and refrigerator temperature logs. She
admitted she pre-filled the refrigerator/freezer
temperature logs due to trying to catch up on the
logs, because there are times when she does not
check them.

On 04/22/24 at 10:50 AM, in an interview with the
DM, stated all the unit's refrigerator/freezer
temperature logs should be checked daily and
revealed that it is her responsibility to check the
logs. She confirmed that they did not have
documentation of all the units being checked
daily.

On 04/24/24 1:00 PM in an interview with
Administrator stated he expects DM and staff to
know and understand the regulations and
requirements and follow them.

Payroll Based Journal

CFR(s): 483.70(q)(1)-(5)

F 812

F 851

6/6/24
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§483.70(q) Mandatory submission of staffing
information based on payroll data in a uniform
format.

Long-term care facilities must electronically
submit to CMS complete and accurate direct care
staffing information, including information for
agency and contract staff, based on payroll and
other verifiable and auditable data in a uniform
format according to specifications established by
CMS.

§483.70(q)(1) Direct Care Staff.

Direct Care Staff are those individuals who,
through interpersonal contact with residents or
resident care management, provide care and
services to allow residents to attain or maintain
the highest practicable physical, mental, and
psychosocial well-being. Direct care staff does
not include individuals whose primary duty is
maintaining the physical environment of the long
term care facility (for example, housekeeping).

§483.70(q)(2) Submission requirements.

The facility must electronically submit to CMS
complete and accurate direct care staffing
information, including the following:

(i) The category of work for each person on direct
care staff (including, but not limited to, whether
the individual is a registered nurse, licensed
practical nurse, licensed vocational nurse,
certified nursing assistant, therapist, or other type
of medical personnel as specified by CMS);

(i) Resident census data; and

(iii) Information on direct care staff turnover and
tenure, and on the hours of care provided by each
category of staff per resident per day (including,
but not limited to, start date, end date (as
applicable), and hours worked for each
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individual).

§483.70(q)(3) Distinguishing employee from
agency and contract staff.

When reporting information about direct care
staff, the facility must specify whether the
individual is an employee of the facility, or is
engaged by the facility under contract or through
an agency.

§483.70(q)(4) Data format.

The facility must submit direct care staffing
information in the uniform format specified by
CMS.

§483.70(q)(5) Submission schedule.

The facility must submit direct care staffing
information on the schedule specified by CMS,
but no less frequently than quarterly.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, record review, and
facility policy review, the facility failed to
accurately submit direct care staffing information
based on payroll data to the Centers for Medicare
and Medicaid (CMS) as required for the first
quarter of Fiscal Year (FY) 2024 (October -
December 2023) for one (1) of four (4) quarters
reviewed.

Finding include:

Record review of facility's policy titled, "Nursing
Services and Sufficient Staff," revised 10/12/22,
revealed, "Policy: It is the policy of this facility to
provide sufficient staff ...The facility's census,
acuity, and diagnoses of the resident population
will be considered based on the facility
assessment. Policy Explanation and Compliance
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" The Human Resources Director was
in serviced by the Administrator on the
Mandatory Submission of Staffing by
Centers for Medicare and Medicaid
Services guidelines.

" The facility has determined that all
residents have the potential to be
affected.

" The HR Director will be educated by
the Administrator on 05/15/2024 on the
requirements of electronically submitting
to CMS complete and accurate staff data.
" The Administrator and Director of
Nursing will be auditing staffing data
weekly starting 05/15/2024 for 8 weeks
then monthly for 6 months to ensure PBJ
requirements are met according to CMS
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Guidelines ... 7. The facility is responsible for Regulation. Audits will be reviewed by the
submitting timely and accurate staffing data Quality Assurance Committee on June, 06
through the CMS Payroll-Based Journal (PBJ) 2024 and will continue for 3 months or
system. until such time consistent substantial
compliance has been achieved as
Record review of the Payroll Based Journal (PBJ) determined by the committee.

Staffing Data report from the Certification and
Survey Provider Enhanced Reports (CASPER)
database revealed the facility failed to have
Licensed Nursing Coverage 24 Hours/Day. The
dates were identified as 10/29 Sunday (SU),
10/31 Tuesday (TU), 11/26 SU, 11/27 Monday
(MO), 11/28 TU and 11/29 Wednesday (WE).

The Administrator stated in an interview on
4/21/24 at 12:16 PM, that he was aware that the
facility failed to electronically submit PBJ staffing
data to CMS accurately. He revealed that the
inaccurate submission was related to a glitch in
the software that was being utilized by the
corporation. The Administrator stated that the
Human Resources Coordinator (HRC) was
responsible for submitting the PBJ staffing data
for the facilities. He stated that he thought the
glitch had been corrected but failed to follow up.

The Director of Nursing (DON) revealed in an
interview on 4/22/24 at 9:15 AM, that she was not
aware of the PBJ staffing error that had been
submitted to CMS. The DON deferred to the HRC
as to why this error occurred.

The Licensed Practical Nurse (LPN) #5/Educator
revealed in an interview on 4/22/24 2:48 PM, that
she was not aware that the facility failed to
electronically submit PBJ staffing data to CMS
accurately in the first quarter of FY 2024. Upon
review of the staffing grids, LPN #5 revealed
there was documentation that 10/29 (SU); 10/31
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(TU); 11/26 (SU); 11/27 (MO); 11/28 (TU); 11/29
(WE) were appropriately staffed.

The Human Resource Coordinator (HRC)
revealed in an interview on 4/22/24 at 2:55 PM,
that she was not aware that the facility failed to
electronically submit PBJ staffing data to CMS
accurately in the first quarter of FY 2024, but was
aware that there had been an error in last quarter
of 2023. The HRC stated that she was
responsible for submitting the PBJ staffing data
for the facility. She stated that the facility utilized a
payroll software that at times did not accurately
pull numbers. Upon review of the submitted data,
it was noted that the reported information was not
accurate, as it failed to account for salaried
personnel that had worked, thus creating a
shortage. The HRC confirmed that she had not
been rechecking numbers, as she thought glitch
had been corrected.

Infection Prevention & Control

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

§483.80 Infection Control

The facility must establish and maintain an
infection prevention and control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a) Infection prevention and control
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,

F 851

F 880

6/6/24
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reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in the facility;

(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(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
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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 ensure that a resident's CPAP
(Continuous positive airway pressure) mask was
properly stored, when not in use, for one (1) of (1)
residents reviewed that required respiratory care.
Resident #11.

Findings include:

Review of facility's policy titled, "Oxygen,
Nebulizer, CPAP/BIPAP (Bilevel positive airway
pressure)," with a revision date of 6/14/23,
revealed, "It is the policy of this facility to clean,
disinfect, label and store supplies, nebulizer
supplies, CPAP and BIPAP supplies appropriately
... 3.vi. While not in use, store oxygen tubing,
mask/cannula, nebulizer mask and tubing, and
CPAP/BIPAP mask and tubing in a labeled (date)
storage bag ..."

On 04/21/24 at 1:08 PM, during an interview and
observation with Resident #11, a CPAP mask was
lying on table by the resident's bed. It was not in a
labeled storage bag. Resident #11 stated "it is
never put in a bag."

F880

Resident #11 Continuous Positive
Airway Pressure Mask was cleaned and
placed in a storage bag by the Staff
Development Nurse on 04/21/2024 and
labeled with initial and date.

" The facility has determined that all
residents that use a Continuous Positive
Airway Pressure Machine have the
potential to be affected.

" All Nurses and Certified Nursing will
be in-serviced on the facility[Js Policy
titted Oxygen, Nebulizer, Continuous
Positive Air Way Pressure Machine/
Bilevel Positive Airway Pressure Machine
by the Staff Educator on 05/15/2024

All Nurses and nursing assistants will be
in-serviced by the Staff Educator
05/15/2024 to ensure all residents with a
Continuous Positive Air Way Pressure
mask are properly stored when not in use.
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On 04/21/24 at 1:30 PM, in an interview with
Licensed Practical Nurse (LPN) #1/Charge Nurse
confirmed Resident #11's CPAP mask should be
in a bag to keep it clean, as the bag will prevent
germs from getting in it.

On 04/24/24 10:26 AM, in an interview with LPN
#3/IP (Infection Preventionist) stated when not in
use, Resident #11's CPAP mask should be in a
bag to prevent bacteria from getting on the mask
and causing infection. She IP confirmed the staff
should make sure this is done.

On 4/24/24 at 12:56 PM, in an interview the
Administrator stated he certainly expected staff to
have knowledge of CPAP care and staff to
monitor usage and follow protocol for safe
storage when not in use.

Record review of the "Order Summary Report,"
with active orders as of 4/24/24 revealed an order
dated 3/7/24 "Wear CPAP @ (at) night ... related
to Sleep Apnea, Unspecified."

Record review of the "Admission Record" for
Resident #11 revealed the facility admitted the
resident on 5/23/13 .Current diagnoses included
sleep apnea.

Review of the Minimum Data Set (MDS), for
Resident #11, with an Assessment Reference
Date (ARD) of 4/4/24, revealed a Brief Interview
for Mental Status (BIMS) score of 14, which
indicated the resident is cognitively intact.

all resident that have a Continuous
Positive Pressure Airway Machine, weekly
for 8 consecutive weeks starting
05/16/2024.

The Quality Assurance nurse will make
weekly rounds to monitor for proper
cleaning/storage of Continous Positive
Airway Pressure Masks beginning
05/16/2024. The audits will be reviewed
by the Quality Assurance Committee
monthly starting in June 6, 2024 and will
continue for 3 months until such time
consistent substantial compliance has
been achieved as determined by the
committee.

The Quality Assurance nurse will audit
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