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The State Agency (SA) conducted an Annual
Recertification survey and a Complaint
Investigation (Cl MS #25141) at the facility from
718/24 through 7/10/24. During the survey, the SA
determined that the facility was not in compliance
with Medicare and Medicaid requirements for
participation and deficiencies were cited at F 550,
F 656, F 677, F 688 and F 880. The SA found the
facility to be in compliance related to CI MS
#25141 staff to resident abuse and no
deficiencies were cited.

The census at the time of survey was 93 and the
facility was licensed for 95 beds.

F 550 | Resident Rights/Exercise of Rights F 550 8/14/24
SS=D | CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and
access to persons and services inside and
outside the facility, including those specified in
this section.

§483.10(a)(1) A facility must treat each resident
with respect and dignity and care for each
resident in a manner and in an environment that
promotes maintenance or enhancement of his or
her quality of life, recognizing each resident's
individuality. The facility must protect and
promote the rights of the resident.

§483.10(a)(2) The facility must provide equal
access to quality care regardless of diagnosis,
severity of condition, or payment source. A facility
must establish and maintain identical policies and
practices regarding transfer, discharge, and the
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provision of services under the State plan for all
residents regardless of payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen
or resident of the United States.

§483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

§483.10(b)(2) The resident has the right to be
free of interference, coercion, discrimination, and
reprisal from the facility in exercising his or her
rights and to be supported by the facility in the
exercise of his or her rights as required under this
subpart.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and facility
policy review the facility failed to ensure a
resident's dignity as evidenced by allowing the
resident to sit in a public area with a private body
part exposed for one (1) of 21 residents sampled.
Resident #85

Findings include:

Review of the facility policy titled, "Dignity" with no
revision date revealed under, "Policy
Interpretation and Implementation ...#11. Staff
promote, maintain and protect resident privacy,
including bodily privacy ...".

An observation on 7/8/24 at 12:10 PM revealed
Resident #85 sitting in a reclined wheelchair
across from the centralized nurse's station

A. Resident #85 was immediately taken
to her room on 07/08/24, redressed
appropriately and returned to the public

area.

B. All residents have the potential to be
affected by the deficient practice.

C. A comprehensive inservice was
assigned to all nursing staff on 07/11/24
on The ABCDs of Dignity Care, which
includes assisting residents to dress in
their own clothes appropriate to the time
of day and maintaining a resident's
dignity. The Quality Assurance
Coordinator will monitor to ensure all
nursing staff have completed the inservice

training.

D. The Director of Nursing will inspect a
minimum of five residents per week

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
255329 B. WING 07/10/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1421-A EAST PEACE STREET
MADISON CO NH
CANTON, MS 39046
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 550 | Continued From page 1 F 550

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

Event ID: P88T11

Facility ID: 45CM

If continuation sheet Page 2 of 18




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

PRINTED: 08/01/2024

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

wearing a tank top that had fell from her left
shoulder exposing her breast. At this time there
were approximately 10 other residents sitting in
the area of the nurse's station and day room with
staff and visitors walking past the resident.

An interview and observation on 7/8/24 at 12:15
PM with Licensed Practical Nurse (LPN) #1
revealed she is Resident #85's nurse and

confirmed that the resident needed to be covered.

She stated they were having trouble keeping the
resident covered today. This observation
revealed LPN #1 pulled the residents tank top
strap up and began tucking a fleece blanket
around the residents' shoulders then stated, "I
should've gone and got her something else to
wear."

An interview and observation on 7/9/24 at 10:30
AM, with Certified Nurse Assistant (CNA) #2
revealed that Resident #85's closet had
approximately 4 shirts with sleeves, two long
sleeve gowns, 4 pairs of pants and a robe. She
stated the CNA's dress the resident and the
resident should always have clothes that fit her
and do not expose her breast for the resident's
dignity.

An interview on 7/9/24 at 11:00 AM, with LPN #1
confirmed that Resident #85 should have had
better clothes on yesterday that did not expose
her for the resident's dignity.

An interview on 7/9/24 at 1:30 PM, with the
Director of Nurses (DON) confirmed that her
expectation is that residents should be dressed in
a manner that would keep them from exposing
private body parts. She stated that Resident #85
having a breast exposed due to an ill-fitting tank

beginning 07/19/24 for dignity issues
including appropriate clothing for no less
than three months. Any findings will be
reported to the Quality Assurance and
Corporate Compliance Committee for
resolution beginning 08/13/24 times three
months.
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§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

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

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

(iv)In consultation with the resident and the
resident's representative(s)-
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top while sitting in the area near the nurses' desk
would have been a dignity issue for the resident.
Record review of Resident #85's "Face Sheet"
revealed the resident was admitted to the facility
on 5/31/23 with medical diagnoses that included
Senile Degeneration of Brain.
F 656 | Develop/Implement Comprehensive Care Plan F 656 8/14/24
SS=D | CFR(s): 483.21(b)(1)(3)
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(A) The resident's goals for admission and
desired outcomes.

(B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

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

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, record
review, and facility policy review, the facility failed
to implement a comprehensive person-centered
care plan for a resident requiring grooming and
personal hygiene and failed to develop a care
plan for splint/mobility devices for three (3) of 21
care plans reviewed. Resident #20, Resident #44
and Resident #68

Findings Include:

Review of the facility policy titled, "Care
Plans-Comprehensive" with no revision date
revealed under the "Policy Statement ...A
comprehensive care plan that includes
measurable objectives and timetables to meet the
resident's medical, nursing, mental and
psychological needs shall be developed for each
resident".

Resident #20
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A. 1. Resident #20's soiled gown was
changed immediately on 07/08/24 and her
facial hair was removed on 07/09/24.

2. Resident #44 was cleaned and had
her top clothes changed immediately on
07/08/24.

3. The Minimum Data Set (MDS)
Coordinator revised the care plan for
Resident #68's left hand splint. This was
coordinated with nursing and therapy on
07/12/24.

B. All residents have the potential to be
affected by the deficient practice.

C. All nursing staff were assigned an
inservice on 07/23/24 on The Care Plans.
The Quality Assurance Coordinator will
monitor to ensure all nursing staff have
completed the inservice training.

D. The Director of Nursing will choose
five residents weekly beginning 07/29/24
for care plan review and execution. This
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Review of Resident #20's "Care Plan" revealed,
"ADLS (activities of daily living): Requires
assistance with ADLS related to impaired
functional ability/right sided hemiplegia, and
cognitive impairment". Also revealed under,
"Approaches: ... Hygiene and grooming daily ...
shave daily if facial hair is present ..."

On 7/8/2024 at 11:44 AM, an observation
revealed, Resident #20 lying in bed,
non-communicative with grayish-black facial hair
observed above the upper lip, under the lower lip,
and to her chin, measuring approximately 1/4
(one-fourth) inch in length. The resident was
wearing a hospital gown and had a tan colored
liquid substance spread across the chest area of
the gown and two (2) small, cubed pieces of
carrot.

An observation and interview with Registered
Nurse (RN) #1 on 7/9/2024 at 10:15 AM,
confirmed Resident #20's facial hair and
acknowledged that when a resident had soiled
clothing, it should be changed immediately.

An interview with the Director of Nursing (DON)
on 7/10/2024 at 8:25 AM, confirmed the ADL care
plan was not followed and revealed the
importance of following the plan of care was to
provide the necessary care for Resident #20.

Record review of the "Face Sheet" revealed the
facility admitted Resident #20 on 6/29/2023 with
medical diagnoses which included Hemiplegia
following Nontraumatic Intracerebral Hemorrhage
affecting right dominant side.

Resident #44

Record review of Resident #44's care plans
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will be done for a minimum of three
months. Any findings will be reported to
the Quality Assurance and Corporate
Compliance Committee for resolution
beginning 08/13/24 times three months.
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revealed the resident has a care plan regarding
needing assistance with Activities of Daily Living
(ADL) related to muscle weakness, occasional
incontinence and cognitive impairment with
interventions that include assist with grooming
and spoon-feed all meals (CNA).

On 07/08/24 at 2:06 PM, an observation revealed
Resident #44 sitting in the day room dressed in
personal clothes, with a sliced piece of carrot,
approximately six (6) pieces of rice and a nickel
size amount of a brown substance on her shirt
around her chest area.

On 7/9/24 at 1:20 PM, during an interview with
the DON, she stated Resident #44 has to be fed
by the staff and that she normally wears a bib, but
she should be checked before leaving the dining
room and cleaned to make sure food is not left on
the resident. She revealed it was her expectation
that this would be done for all residents.

Record review of Resident #44's "Face Sheet"
revealed the resident was admitted to the facility
on 5/20/20.

Record review of Resident #44's Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of 7/3/24 revealed in Section GG that the
resident was dependent on staff for eating.

Resident #68

Review of a written physician's order for Resident
#68 provided by the facility dated 2/10/22
revealed, resident to wear (L) left resting hand
splint time four (4) hours per day with staff
monitoring skin for irritation to decrease risk of
worsening joint deformity with no discontinue

F 656
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Review of the Electronic Care Guide (ECARE)
Care Plan for Resident #68 revealed no resting
left-hand splint intervention listed.

Review of the Comprehensive Care Plans for
Resident #68 revealed no resting left-hand splint
listed on any of the care plans.

On 7/9/24 at 10:40 AM, during an interview with
Restorative Nurse, she revealed after review of
Resident #68's care plans and the ECARE guide
for the Certified Nurse Assistants (CNAs), she
confirmed she was unable to find the splinting
device for the left hand listed on any of the care
plans.

Interview with the Minimum Data Set (MDS)
Coordinator on 7/09/24 at 12:59 PM, she
revealed the purpose of the comprehensive care
plan is to direct resident specific care needs to
staff. She then confirmed, if a resident had an
order for a splinting device, the device should be
a care-planned to reflect the resident's specific
need. She confirmed, after review of Resident
#68's care plans, they were not revised to reflect
the left-hand resting splint.

Interview with the Director of Nursing (DON) on
7/09/24 at 1:32 PM, she revealed the physician's
order for the resting left-hand splint was never
added to the ECARE care guide for the resident
when she was discharged from Occupational
Therapy (OT).

Interview with Certified Nursing Assistant (CNA)
#3 on 07/09/24 at 2:02 PM, she revealed if a
resident has a splint or other device ordered, it

F 656
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§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interview, record
review, and facility policy review, the facility failed
to provide assistance with activities of daily living
(ADLs) for a resident dependent on staff for
shaving and changing visibly soiled clothing for
two (2) of 21 sampled residents. Resident #20
and Resident #44

Findings Include:

Review of the facility policy titled "Activities of
Daily Living" undated, revealed, "Policy
Statement: Residents who are unable to carry out
activities of daily living independently will receive
the services necessary to maintain good nutrition,
grooming and personal and oral hygiene..."

Resident #20

An observation on 7/8/2024 at 11:44 AM,
revealed Resident #20 lying in bed,
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would trigger the CNA ECARE guide. She stated
Resident #68 used to have a splint triggering to
the ECARE, but it dropped off a while back.
Review of the "Face Sheet" revealed Resident
#68 was admitted by the facility on 11/11/20 with
diagnoses including Cerebral Palsy and
Hemiplegia.
F 677 | ADL Care Provided for Dependent Residents F 677 8/14/24
SS=D | CFR(s): 483.24(a)(2)

A. 1. Resident #20's soiled gown was
changed immediately on 07/08/24 and her
facial hair was removed on 07/09/24.

2. Resident #44 was cleaned and her
top clothes were changed immediately on
07/08/24.

B. All residents have the potential to be
affected by the deficient practice.

C. Nursing staff were assigned an
inservice on the ABCDs of Dignity in Care
on 07/23/24, which includes grooming
residents and proper use of clothing
protectors.

D. The Director of Nursing will inspect at
least five residents weekly beginning
07/29/24 for dignity including facial hair
and proper clothing for no less than three
months. Any findings will be reported to
the Quality Assurance and Corporate
Compliance Committee for resolution
beginning 08/13/24 times three months.
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non-communicative with grayish-black facial hair
observed above the upper lip, under the lower lip,
and to her chin, measuring approximately 1/4
(one-fourth) inch in length. The resident was
wearing a hospital gown and had a tan colored
liquid substance spread across the chest area of
the gown and two (2) small, cubed pieces of
carrot.

Review of the lunch menu for 7/8/2024 revealed
lunch included a hamburger steak with brown
gravy over white rice with sliced cooked carrots.

An observation and interview with Registered
Nurse (RN) #1 on 7/9/2024 at 10:15 AM,
confirmed the presence of Resident #20's facial
hair and revealed the aides were responsible for
shaving the female residents when it was
noticeable. RN #1 explained that she glanced into
the resident's room daily to ensure her care was
completed, and stated she just overlooked the
facial hair. She acknowledged that when a
resident had soiled clothing, it should be changed
immediately.

An interview with the Director of Nursing (DON)
on 7/9/2024 at 10:21 AM, revealed the aides were
responsible for shaving the female residents on
their designated bath day. She explained
Resident #20 was able to feed herself but was a
messy eater. She revealed her expectations were
for staff to check for soiled clothing and
immediately changed it when needed.

Record review of the "Face Sheet" revealed the
facility admitted Resident #20 on 6/29/2023 with
medical diagnoses that included Hemiplegia
following Nontraumatic Intracerebral Hemorrhage
affecting right dominant side.
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Resident #44

An observation on 07/08/24 at 2:06 PM revealed
Resident #44 sitting in the day room dressed in
personal clothes, with a sliced piece of carrot,
approximately six (6) pieces of rice and a nickel
size amount of a brown substance on her shirt
around her chest area.

Review of the lunch menu for 7/8/24 revealed
lunch included a hamburger steak with brown
gravy over white rice with sliced cooked carrots.

An interview on 7/9/24 at 11:00 AM with Certified
Nurse Assistant (CNA) #1 revealed that Resident
#44 has to be fed by the staff and the resident
should always be cleaned up after feeding
because this resident cannot clean herself. She
stated lunch is served around 11 AM and they
should always make sure there is no food left on
the resident's clothes after meal time.

An interview on 7/9/24 at 11:22 AM with Licensed
Practical Nurse (LPN) #1 confirmed that Resident
#44 has to be fed by staff and would have been
fed by her CNA yesterday. She stated she
expects the CNA that feeds the resident to clean
the resident up and make sure there is no food
left on their clothes from the meal.

An interview on 7/9/24 at 1:20 PM with the DON
confirmed that Resident #44 has to be fed by the
staff and that she normally wears a bib, but she
should be checked before leaving the dining room
and cleaned to make sure food is not left on the
resident. She revealed it was her expectation that
would be done for residents.

Record review of Resident #44's "Face Sheet"
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revealed the resident was admitted to the facility
on 5/20/20 with medical diagnoses that included
Type 2 Diabetes Mellitus.

Record review of Resident #44's Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of 7/3/24 revealed in Section GG that the
resident was dependent on staff for eating.

F 688 | Increase/Prevent Decrease in ROM/Mobility F 688 8/14/24
SS=D | CFR(s): 483.25(c)(1)-(3)

§483.25(c) Mobility.

§483.25(c)(1) The facility must ensure that a
resident who enters the facility without limited
range of motion does not experience reduction in
range of motion unless the resident's clinical
condition demonstrates that a reduction in range
of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of
motion receives appropriate treatment and
services to increase range of motion and/or to
prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility
receives appropriate services, equipment, and
assistance to maintain or improve mobility with
the maximum practicable independence unless a
reduction in mobility is demonstrably unavoidable.
This REQUIREMENT is not met as evidenced

by:

Based on observation, staff interview, record A. Resident #68's care plan was updated
review and facility policy review, the facility failed and a splint was in place as of 07/12/24.
to provide services to assure a resident B. All residents with splints have the
maintained the level of range of motion (ROM) for potential to be affected by the deficient
one (1) of three (3) residents positioning and practice.

mobility. Resident # 68 C. All nursing staff were assigned an

inservice on 07/29/24 on Range of Motion.
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Findings include:

Review of the policy titled, "Contracture
Prevention Protocol," revealed "Policy: ...A
resident with a limited ROM (Range of Motion)
receives appropriate treatment and services to
increase ROM and/or to prevent further decrease
in ROM, thus preventing contracture formation..."

An observation of Resident #68 on 7/8/24 at
11:00 AM revealed the resident's left hand/wrist to
be contracted, a splinting device was observed
lying on the counter next to the sink.

An observation of Resident #68 on 7/8/24 at 2:45
PM revealed a hand splint laying on the counter
next to the sink, resident observed with no
splinting devices observed on left hand.

Interview with Licensed Practical Nurse (LPN) #2
on 7/9/24 at 10:30 AM, confirmed Resident #68
should have been wearing the resting left-hand
splint on 7/8/24 but confirmed she did not check
to see if the resident was wearing the splint. She
then revealed, after reviewing the Treatment
Administration Records (TAR) and the physician's
orders for Resident #68, that she did not see the
order for the splint.

An interview with the Occupational Therapist (OT)
on 7/9/24 at 10:35 AM, revealed she has not had
Resident #68 on case load for a while but
confirmed that Resident #68 should be wearing
her left-hand splint to prevent worsening of
contractures, and she confirmed she had not
discontinued the device.

Record review of OT notes for Resident #68
revealed she began OT services on 1/2/2022 for

The Quality Assurance Coordinator will
monitor to ensure all nursing staff have
completed the inservice training. All
residents with splints were identified and
splints were inspected for proper use.

D. The Director of Nursing will inspect all
splints for range of motion weekly
beginning 07/29/24 for no less than three
months. Any findings will be reported to
the Quality Assurance and Corporate
Compliance Committee for resolution
beginning 08/13/24 times three months.
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functional decline with left-hand contracture,
muscle wasting and atrophy after a hospital stay.
OT services were discontinued on 2/10/22 related
to goals met.

Record review of a written Physician's Order for
Resident #68 provided by the facility dated
2/10/22 revealed, resident to wear (L) left resting
hand splint four (4) hours per day with staff
monitoring skin for irritation to decrease risk of
worsening joint deformity with no discontinue
date.

Record review of the July 2024 Physician's
Orders for Resident #68 revealed no order for a
left resting hand splint.

Interview with Restorative Nurse on 7/9/24 at
10:40 AM, she revealed after review of Resident
#68's physician's orders, she confirmed she was
unable to find the splinting device for the left hand
listed at all, and the purpose of the left-hand splint
was to prevent worsening of the contracture.

An interview with the Director of Nursing (DON)
on 7/10/24 at 8:30 AM, revealed after further
investigation it was found that the order for the
left-hand splint was entered into the computer
system to alert staff on 2/10/22 when Resident
#68 was discharged from OT, but for some
reason dropped off in May 2022 and was never
re-entered in the computer system.

Record review of the "Face Sheet" revealed
Resident #68 was admitted by the facility on
11/11/20 with diagnoses including Cerebral Palsy
and Hemiplegia.

Record review of Resident #68's Section C of the
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§483.80 Infection Control

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

§483.80(a) Infection prevention and control
program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards;

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

(i) A system of surveillance designed to identify
possible communicable diseases or
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Minimum Data Set (MDS) revealed that on
6/14/24 the Brief Interview for Mental Status
(BIMS) score was 0, indicating the resident was
severely cognitively impaired. Section GG0115:
Functional Limitation in Range of Motion was
coded 1. Impairment on one side to upper
extremity.
F 880 | Infection Prevention & Control F 880 8/14/24
SS=D | CFR(s): 483.80(a)(1)(2)(4)(e)(f)
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infections before they can spread to other
persons in the facility;

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

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

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

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

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and
transport linens so as to prevent the spread of
infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its
IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, record
review and facility policy review, the facility failed

A. Resident #68's Percutaneous
Endoscopic Gastrostomy (PEG) tube
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to prevent the possibility of infection as evidenced
by failing to cleanse and properly store a
Percutaneous Endoscopic Gastrostomy (PEG)
tube syringe for (1) one of (5) five resident care
observations. Resident # 68

Findings include:

Review of the facility policy titled, "Standard
Precaution," revealed, "...Policy Interpretation:
Any equipment or items that may be suspected of
contamination with body fluids must be handled in
a manner to prevent possible transmission of
infectious agents..."

Review of the facility policy titled, "Feeding
Syringe Policy," revealed, "Our policy for the
cleanliness of syringes is they are dated and
stored on a pole bag. Syringes are stored
separated after use."

An observation of Resident #68's room on 7/8/24
at 11:00 AM, revealed a PEG tube syringe
separated and laying on the bedside table, with
no clean barrier or storage bag observed on the
table.

Interview with Licensed Practical Nurse (LPN) #2
on 7/9/24 at 10:30 AM revealed she was
assigned to Resident #68 and confirmed she left
the PEG tube syringe laying on the bedside table.
She revealed she should have cleansed the
syringe, dried it and placed it in a clean storage
bag. She then stated that by not cleaning and
storing the PEG tube syringe correctly, it placed
Resident #68 at increased risk for transmission of
bacteria and infection into the gastric site.

Interview with the Infection Control Nurse on

syringe was replaced on 07/08/24 and the
new one was dated and placed in
appropriate bag for the next use.

B. All residents who receive PEG tube
feeding have the potential to be affected
by the deficient practice.

C. Nurses were inserviced on our
updated infection control policy related to
Resident Equipment Cleaning and
Disinfection which inclludes PEG tube
syringe storage on 07/26/24.

D. The Director of Nursing will pick five
residents who use feeding syringes and
inspect them for proper storage weekly for
not less than three months beginning
07/29/24. Any findings will be reported to
the Quality Assurance and Corporate
Compliance Committee for resolution
beginning 08/13/24 times three months.
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7/09/24 at 10:40 AM, revealed that the PEG tube
syringe should have been cleaned and dried and
stored in a clean storage bag. She stated by not
cleaning and storing the PEG tube syringe
appropriately, Resident #68 was placed at
increased risk for transmission of infection or
bacteria and germs to the PEG site.

Arecord review of the July 2024 Physician's
Orders for Resident #68 revealed she received all
medications, nutrition, and fluid requirements via
the PEG tube.

Record review of the "Face Sheet" revealed
Resident #68 was admitted by the facility on
11/11/20 with diagnoses including Cerebral Palsy
and Encounter for Attention to Gastrostomy.
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