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The State Agency (SA) conducted an annual
re-certification survey along with a Complaint
Investigation (Cl) MS #24972 at the facility from
9/9/24 through 9/11/24. During the survey, the SA
determined that the facility was not in compliance
with requirements of participation in Medicare and
Medicaid and cited F561, F584, F623, F625,
F641, F656, F677, F725, F726, F758, F835,
F867, F880, F908, F924, and F947.

The SA identified non-compliance related to Cl
MS #24972 and cited F656 for failure to follow
care plans related to incontinent care, F677 for
failure to provide incontinent care, F725 for
staffing related to incontinent care, F835 for
Administration, and F867 related to failure to
maintain a Quality Assurance and Performance
Improvement plan.

The census at the time of the survey was 103
with a bed capacity of 120.

F 561 | Self-Determination F 561 10/25/24
SS=D | CFR(s): 483.10(f)(1)-(3)(8)

§483.10(f) Self-determination.

The resident has the right to and the facility must
promote and facilitate resident self-determination
through support of resident choice, including but
not limited to the rights specified in paragraphs (f)
(1) through (11) of this section.

§483.10(f)(1) The resident has a right to choose
activities, schedules (including sleeping and
waking times), health care and providers of health
care services consistent with his or her interests,
assessments, and plan of care and other
applicable provisions of this part.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 09/27/2024

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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§483.10(f)(2) The resident has a right to make
choices about aspects of his or her life in the
facility that are significant to the resident.

§483.10(f)(3) The resident has a right to interact
with members of the community and participate in
community activities both inside and outside the
facility.

§483.10(f)(8) The resident has a right to
participate in other activities, including social,
religious, and community activities that do not
interfere with the rights of other residents in the

facility.
This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interview, record review and facility policy review
the facility failed to ensure a resident received
coffee, as desired, for one (1) of 24 residents
sampled.

Resident #74

Findings included:

Record review of facility policy titled, "Resident
Bill of Rights", dated 1/23, revealed, "Each
resident has a right to a dignified existence,
self-determination...in an environment that
promotes maintenance or enhancement of (his or
her) quality of life...15. Self determination, which
the facility must promote and facilitate through
support of resident choice, consistent with his or
her interests, assessments and plan of care and
make other choices about aspects of his or her
life in the facility that are significant to the
resident. Including but not limited to:
activities...and how she or he spends time, both
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Please consider this Plan of Correction
as Tupelo Nursing and Rehabilitation
Center LLC credible allegation of
compliance. This Plan of Correction in
response to the statement of deficiencies
demonstrates our good faith and desire to
continue to improve the quality of care
and services rendered to our residents.
This plan of correction constitutes a
written allegation of substantial
compliance under Federal Medicare and
Medicaid requirements.

The facility will promote and facilitate
resident self-determination through
support of resident choice according to
Regulations and Rights 483.10
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in and outside the facility should be supported to
the extent possible."

During an interview on 9/9/24 at 12:05 PM,
Resident #74 revealed she loved to have coffee
each morning, but for the past month, she had
not received coffee due to the coffee machine in
the kitchen being broken. She stated she
received coffee this morning for the first time in
weeks, but she was unsure if that would continue.
She stated this had also been mentioned in the
Resident Council meeting and they were told the
coffee machine was being repaired. She
revealed that coffee was something that she and
many other residents enjoyed and it was a social
activity for her and others and not having it had
"been awful". She stated the facility could have
gone to Walmart and bought a coffee pot to make
coffee for those residents who wanted it and to go
for so long without it was not right or fair for the
residents. She stated a lot of money was paid to
live at the facility and a basic enjoyable thing like
coffee should be given.

An interview on 09/10/24 at 11:00 AM, with the
Dietary Manager revealed that the facility's coffee
maker that was used to make the coffee for the
residents had been broken for about two months.
She stated that they had been boiling water on
top of the stove and using a filter to make some
coffee, but there was a delay in getting the coffee
to the residents because it was a slow process.
She confirmed she had complaints about the
coffee machine being broken and understands
the residents' frustration. She stated that the
Administrator had known about it, and they tried
to get someone to repair it, but they never came.
She stated someone finally came yesterday and
brought a coffee pot as a replacement and this

1.Resident #74 was interviewed by
Administrator (Adm) on 9/11/2024
regarding concerns with coffee. Resident
# 74 confirmed issues with coffee not
being ready prior to her going to church
on Sunday. Resident #74 had no ill effects
from this alleged deficient practice.

On 9/13/2024 an outside vendor delivered
a new coffee maker for the dietary
department. On 9/16/2024, the
Administrator ordered an additional coffee
dispenser to be set-up in the dining room
for pre and post meal services.

2. All residents who drink coffee have the
potential to be affected.

3. An in-serviced was initiated 9/11/2024
by the Administrator with Dietary staff to
have coffee readily available and set-up in
the dining room pre and post meal
services.

An in-service was initiated 9/20/2024 by
Staff Development Coordinator (SDC)
with all nursing staff regarding the set-up
of the additional coffee dispenser in the
dining room available for residents who
desire coffee pre and post meal services.

A 100% audit of Residents who want
coffee was completed on 9/12/2024 by the
Dietary Manager. An updated

food preference sheet was completed
with Residents coffee preference.
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one was working fine.
4.Beginning the week of 9/16/2024 the
During an interview on 09/10/24 at 11:24 AM, the Dietary Manager will visit with ten
Administrator confirmed that the coffee pot for the residents daily times five days a week
residents had been broken for a while, but she times two weeks, then two times week
was thinking it had only been a month. She times two weeks, then monthly times two
stated she thought someone had already been months. All the results will be reviewed by
out to look at the coffee pot before yesterday. She the Administrator weekly for accuracy and
stated that they had a back-up method for making completeness. Any concerns will be
coffee for the residents, but did not realize there immediately addressed.
was a delay in getting it out to the residents.
The Administrator will forward audits to
During the Resident Council on 9/10/24 at 3:15 Quality Assurance(QA) Committee
PM, all of the residents present stated the coffee monthly times three months for review
machine had been broken for several weeks and beginning 10/23/2024.
they were not consistently receiving their coffee
and this had been mentioned in the last Resident The Quality assurance Committee (QA)
Council meeting. will make recommendation for the
continuation of audits or discontinuation
Record review of "Admission Record" revealed based upon results achieved.
the facility admitted Resident #74 on 10/13/20.
Record review of Resident #74's Minimum Data
Set (MDS) with Assessment Reference Date
(ARD) of 8/13/24, revealed a Brief Interview for
Mental Status (BIMS) of 15 which indicated the
resident was cognitively intact.
F 584 | Safe/Clean/Comfortable/Homelike Environment F 584 10/25/24
SS=D | CFR(s): 483.10(i)(1)-(7)
§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
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Continued From page 4

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
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 observation, staff interview, and facility
review, the facility failed to provide housekeeping
services necessary to maintain a clean home-like
environment for one (1) of 55 rooms observed for
a clean environment.

F 584

1.0n 9/9/2024 the fall mat assigned to
Resident in room D5B was cleaned by
floor tech. Resident in D5B had noill
effects from this deficient practice.

2. All Residents with fall mats has the
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Findings include:

A review of a document on facility letter head
dated 9/10/24 and signed by the Executive
Director revealed the facility does not have a
policy on cleaning floor mats.

An observation of D5 B room on 9/9/24 at 10:20
AM, revealed a light gray fall protection floor mat
that was a length of 72 inches by width of 24
inches on the left side of the bed covered in black
and brown dried stains. A quarter size clump of a
brown leaf tobacco product was observed on the
floor next to the floor mat, with a dried brown ring
around the tobacco.

An observation of room D5 B on 9/09/24 at 2:30
PM, revealed the tobacco product that was lying
on the floor had been cleaned up but the floor
mat on the left side of the bed remained
completely covered in black and brown dried
stains.

In an observation of the fall mat next to the bed in
room D5 B with Certified Nurse Assistant (CNA)
#3 on 9/9/24 at 2:30 PM, she revealed the floor
mat was filthy and covered with brown and black
stains and the floor mat needed to be cleaned.

In an interview with the Director of Nursing (DON)
on 9/9/24 at 3:10 PM, she revealed the floor mats
should be cleaned daily to prevent the spread of
infections when staff step on the dirty fall mat.

In an interview with Housekeeper #1 on 9/10/24
at 7:45 AM, she revealed the resident's rooms
are cleaned daily, and the floors are mopped as
well and more often if needed. She stated if a
resident has a fall protection floor mat, they

potential to be affected.

3.0n 9/9/2024 a 100% audit of Residents
with fall mats was completed by the
Assistant Director of Nursing (ADON), and
all Residents with fall mats were giving
new fall mats by the Maintenance
Assistant.

On 9/16/2024 the Executive Director
in-serviced Environmental Staff
(Housekeeping, Floor tech and
Maintenance) on removing and deep
cleaning fall mats along with the general
cleaning of daily room

assignments.

On 9/16/2024 the Executive Director
in-serviced all members of the Quality
Improvement (Ql) team on making proper
rounds utilizing the Quality Assurance and
Quality Improvement rounding audit tool.

4.Beginning 9/16/2024, each member of
Quality Improvement (Ql) team will
monitor for dirt and debris of fall mats
seven days a week ongoing. All results of
the daily audits will be reviewed by the
Executive Director in the morning meeting
ongoing, beginning 9/17/2024 five days a
week for accuracy and completeness to
ensure fall mats are clean or replaced.
The Executive Director will present daily
rounds to Quality Assurance Committee
monthly times three months beginning
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§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-
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should be moved to mop under the mat, and the 10/23/2024 for review.
top of the mat should be sanitized daily to reduce
bacteria growth. The Quality assurance Committee (QA)
will make recommendation for the
In an interview with the Assistant Director of continuation of audits or discontinuation
Nursing/Infection Control Nurse on 9/10/24 at based upon results achieved.
10:44 AM, she revealed that the resident's fall
mat should be cleaned and sanitized every day
along with the room to reduce the risk for spread
of infection.
F 623 | Notice Requirements Before Transfer/Discharge F 623 10/25/24
SS=D | CFR(s): 483.15(c)(3)-(6)(8)
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(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i)(C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or
(E) A resident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;
(iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part

F 623

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: G35311

Facility ID: 41LM

If continuation sheet Page 8 of 77




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

PRINTED: 10/25/2024
FORM APPROVED
OMB NO. 0938-0391

C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(k).

This REQUIREMENT is not met as evidenced
by:

Based on resident/resident representative
interviews, staff interview, record review, and
facility policy review the facility failed to notify the
resident/resident's representative(s) of a notice of
discharge/transfer to the hospital in writing and in
a language and manner they understand for one
(1) of three (3) hospital transfers reviewed.

1.Resident #45 was interviewed by
Executive Director 9/16/2024 regarding
notice of Transfer/Discharge. Resident
#45 explained they didn't recall receiving
notice of Transfer/Discharge when going
out to the hospital. The Executive Director
went over the Transfer/Discharge form
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Resident #45 with Resident #45 explaining when a
resident go out to the hospital, the facility
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Findings include:

A review of the facility policy titled, "Emergency
Transfers Procedures," dated 7/21, revealed,
"...Procedure: 4.) An Emergency Transfer notice
that includes the date, reason for emergency
transfer, location the resident is being transferred
to and contact information for State Agencies to
initiate the appeal process should be provided to
the resident/resident representative as soon as is
practicable..."

In an interview with Resident #45 on 9/8/24 at
1:00 PM, she revealed she had been to the
hospital recently.

Record review of the progress notes for Resident
#45 dated 8/29/24 at 11:56 AM revealed the
resident was transferred to the emergency
department related to chest pains.

A record review of the Discharge/Transfer notice
for Resident #45 revealed the date of notice as
8/30/24 with no signature from the resident or the
resident representative.

An interview with the Business Office Manager on
9/10/24 at 12:47 PM, she revealed there is no
signature on the Discharge/Transfer form
because the forms are mailed out to the
responsible party. She revealed she had no proof
that the form was ever mailed to the resident
representative. She then revealed the purpose of
the Discharge/Transfer Notice is to inform the
resident representative in writing of the reason for
transfer and where the resident was transferred
to.

A phone interview with the Resident

is to provide a notice that states "an
immediate transfer or discharge is
required by the residents' urgent medical
needs, including the date, and location the
resident is being transferred to. Resident
#45 voiced understanding, and received
no ill effects from this deficient practice.

2. Any Resident(s) who transfers to the
hospital has the potential to be affected.

3. On 9/16/2024 the Executive Director
in-serviced, and provided education to the
Business Office Manager regarding facility
notification of Transfer/Discharge. The
facility must ensure to notify the resident
and or resident's representative of all
transfers and discharges.

4.Beginning 9/23/2024 for any resident(s)
transferring out from the facility, the
Business Office Manager will send a
certified Transfer/Discharge notice to the
resident(s) Responsible Party and make
known to Resident when practicable. A
copy of the certified notice will be attached
to Transfer/Discharge log for documented
proof.

Beginning 10/1/2024, the Executive
Director will review the Transfer/
Discharge log weekly for three months for
accuracy and completeness, then present
to Quality Assurance Committee monthly
beginning 10/23/2024 for three months.

The Quality assurance Committee (QA)
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Representative for Resident #45 on 9/10/24 at will make recommendation for the
3:03 PM, she revealed she has never received continuation of audits or discontinuation
anything in person or in the mail regarding based upon results achieved.

notification of discharge/transfer form and stated
her mom has been to the hospital a few times.

Record review of the "Admission Record"
revealed the facility admitted Resident #45 on
12/16/22 with a diagnosis of Encounter for
attention to other artificial openings of the urinary
tract.

Record review of Resident # 45's Section C of the
Quarterly Minimum Data Set (MDS) revealed on
7/26/24 a Brief Interview for Mental Status (BIMS)
score was 15, indicating the resident was
cognitively intact.

F 625 | Notice of Bed Hold Policy Before/Upon Trnsfr F 625 10/25/24
SS=D | CFR(s): 483.15(d)(1)(2)

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

§483.15(d)(1) Notice before transfer. Before a
nursing facility transfers a resident to a hospital or
the resident goes on therapeutic leave, the
nursing facility must provide written information to
the resident or resident representative that
specifies-

(i) The duration of the state bed-hold policy, if
any, during which the resident is permitted to
return and resume residence in the nursing
facility;

(i) The reserve bed payment policy in the state
plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding
bed-hold periods, which must be consistent with
paragraph (e)(1) of this section, permitting a
resident to return; and

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: G35311 Facility ID: 41LM If continuation sheet Page 11 of 77



PRINTED: 10/25/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255136 B. WiNG 09/11/2024

NAME OF PROVIDER OR SUPPLIER

TUPELO NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1901 BRIAR RIDGE ROAD
TUPELO, MS 38804

(iv) The information specified in paragraph (e)(1)
of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragraph (d)(1) of this section.
This REQUIREMENT is not met as evidenced
by:

Based on resident/resident representative
interviews, staff interview, record review, and
facility policy review, the facility failed to provide
written notice of the bed-hold policy to the
resident/resident representative for (1) one of (3)
three residents bed holds reviewed. Resident #45

Findings include:

A review of the facility policy titled, "F-625 Notice
of Bed-Hold Policy" undated revealed, at the time
of transfer of a resident for hospitalization, a
nursing facility must provide to the resident and
the resident representative written notice of the
bed-hold policy.

In an interview with Resident # 45 on 9/8/24 at
1:00 PM, she revealed she had been to the
hospital recently and the facility had not notified
her of the bed hold policy when she went out to
the hospital, she revealed she did not know what
that was.

A record review of a Bed-Hold Notice form for
Resident #45 revealed the date of notice of
8/30/24 with no signature from the resident or
resident representative.

1.Resident #45 was interviewed by
Executive Director 9/16/2024 regarding
Bed-hold notice . Resident #45 explained
they didn't recall receiving a notice to hold
bed when going out to the hospital. The
Executive Director went over the Bed-hold
form/policy with Resident #45 explaining
when a resident is absent from the facility
for therapeutic leave or hospitalization
they have the right to hold or reserve their
bed.

Resident #45 voiced understanding, and
received no ill effects from this deficient
practice.

2. Any resident(s) who transfer out on
therapeutic leave or hospitalization has
the potential to be affected.

3. On 9/16/2024 the Executive Director
in-serviced, and provided education to the
Business Office Manager regarding facility
notification of Bed-hold agreement. The
Business Office Manager will provide
written notice of the bed-hold policy to the
resident(s) and resident(s) Responsible
Party if applicable.
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In an interview with the Business Office Manager Beginning 9/23/2024 for any resident(s)
on 9/10/24 at 12:47 PM, she revealed there is no transferring out from the facility, the
signature on the bed-hold notice form because Business Office Manager will send a
they are mailed out to the resident representative. certified bed-hold agreement to the
She revealed she had no proof that the bed-hold resident(s) Responsible Party and make
form was ever mailed to the resident known to Resident when practicable. A
representative. She then revealed the purpose of copy of the certified notice will be attached
the bed-hold notice is to notify the to Transfer/Discharge Bed-hold log for
resident/resident representative in writing about documented proof.
the bed-hold and the amount of the bed-hold, and
gives the family the opportunity to make the 4.Beginning 10/1/2024 the Executive
decision of whether they want to reserve the Director will review the Transfer/
bed-hold or not. Discharge/Bed-hold log weekly for three
months for accuracy and completeness,
In a phone interview with the Resident then present to Quality Assurance
Representative for Resident #45 on 9/10/24 at Committee monthly beginning 10/23/2024
3:03 PM, she revealed she has never received times three months.
anything in person or in the mail regarding a
bed-hold notice and stated her mom has been to The Quality assurance Committee (QA)
the hospital a few times. will make recommendation for the
continuation of audits or discontinuation
Record review of the "Admission Record" based upon results achieved.
revealed the facility admitted Resident #45 on
12/16/22 with a diagnosis of Encounter for
attention to other artificial openings of the urinary
tract.
Record review of Resident # 45's Section C of the
Quarterly Minimum Data Set (MDS) revealed on
7/26/24 a Brief Interview for Mental Status (BIMS)
score was 15, indicating the resident was
cognitively intact.
F 641 | Accuracy of Assessments F 641 10/25/24
SS=D | CFR(s): 483.20(g)
§483.20(g) Accuracy of Assessments.
The assessment must accurately reflect the
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resident's status.

This REQUIREMENT is not met as evidenced
by:

Based on resident and staff interview, record
review, and facility policy review, the facility failed
to accurately complete section N of the five (5)
day Minimum Data Set (MDS) for one (1) of 24
sampled residents. Resident #22

Findings Include:

Review of the facility policy titled "MDS
Assessment" with a revision date of 6/23
revealed, "Policy: The facility shall conduct
interdisciplinary assessments using the MDS item
sets as defined by Federal/State regulations.
These assessments provide information on the
resident's condition to facilitate development of
an individualized plan of care is as a means by
which the facility can track changes in a resident's
status."

Record review of section N of the Admit 5-day
MDS with an Assessment Reference Date (ARD)
of 8/26/2024 revealed, Resident #22 was coded
to have received seven (7) days of insulin
injections during the 7-day look back period since
admission.

An interview with Resident #22 on 9/9/2024 at
3:55 PM revealed, he was not a diabetic and had
never taken insulin injections.

Record review of the August 2024 Medication
Administration Record (MAR) revealed, Resident
#22 did not receive insulin or injections of any
kind during the 7 day lookback period.

An interview with the MDS Nurse on 9/11/2024 at

1.Resident # 22 assessment was
immediately modified by Minimum Data
Set (MDS) Nurse on 9/11/2024 to reflect
resident did not receive insulin and was
not a diabetic. Resident #22 had noill
effects from this deficient practice.

2. All resident(s) have the potential to be
affected by this deficient practice.

3.0n 9/23/2024 the Regional Case-mix
Registered Nurse in-serviced and
educated MDS Nurse on coding for
accuracy which included the Overview to
the Item-by item Guide to the MDS 3.0,
Resident Assessment Instrument (RAI)
Chapter 3 Correction Policy, and Section
N Medication.

On 9/23/2024 MDS Nurse completed
100% audit of the 802 Roster Matrix
Section N .

4.Beginning week of 9/30/2024, the MDS
Nurse, Director of Nursing (DNS) and
Assistant Director of Nursing (ADNS) will
audit ten residents' assessments for
accuracy of coding weekly times four
weeks, then monthly times three months.
All results of the audits will be reviewed
weekly by the Executive Director for four
months beginning 10/7/2024 for accuracy
and completeness. The Executive
Director will forward the audits to the
monthly Quality Assurance Committee
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7:50 AM, confirmed a coding error was made on
the MDS, as Resident #22 did not have a
physician order for insulin. She revealed the MDS
should be accurate to paint a complete and
correct picture of the resident.

An interview with the Administrator on 9/11/2024
at 8:33 AM, revealed her expectations were for
the MDS assessments to be completed
accurately on each resident.

Record review of the "Admission Record"
revealed the facility admitted Resident #22 on
7/16/2024 with a medical diagnosis of Chronic
Obstructive Pulmonary Disease.

Record review of the Admit 5-day MDS with an
ARD of 8/26/2024 revealed, under section C, a
Brief Interview for Mental Status (BIMS) summary
score of 12, which indicated Resident #22 was
moderately cognitively impaired.

F 656 | Develop/Implement Comprehensive Care Plan
SS=E | 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

F 641

F 656

beginning 10/23/2024 for four months.

The Quality assurance Committee (QA)
will make recommendation for the
continuation of audits or discontinuation
based upon results achieved.

10/25/24
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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
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 and resident
interview, record review, and facility policy review,
the facility failed to ensure a developed care plan
was implemented for shaving (Resident #43),
bathing (Resident #59), incontinent care
(Resident #68, 351, & 352), and nail care
(Resident #151) for six (6) of 24 resident care

facial hair.

Nursing (DON) on 9/20/2024.

1.0n 9/10/2024 the Certified Nursing
Assistant (CNA) for Resident #43 shaved

Resident #43 care plan implementing
shaving was updated by the Director of
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plans reviewed.
Findings include:

Record review of facility policy titled, "Shaving -
Male and Female" dated 1/15, revealed,
"Residents will be free of facial hairs - both male
and female. If the resident is alert and oriented
and requests not to be shaved, this will be noted
in the Care Plan."

Record review of facility policy titled,
"Comprehensive Person Centered Care Plans",
revealed, "Each resident will have a person
centered plan of care to identify problems, needs,
strengths, preferences, and goals that will identify
how the interdisciplinary team will provide care".

Resident #43

Record review of Resident #43's Care Plan
revealed, "l require assistance with my ADL's"
with intervention listed as "assist me with my
shower/bath three times weekly and as needed."

During an interview and observation on 9/9/24 at
10:50 AM, Resident #43 revealed her preference
is to have her facial hair removed by shaving, and
she had asked staff to assist her with this, but
they had not helped her and facial hair was
observed on the resident's face.

An interview with the Director of Nursing (DON)
on 9/10/24 at 2:30 PM, revealed the shower was
documented as given yesterday and shaving was
a part of the shower/bathing routine and the
facility failed to do the shaving. She confirmed
the care plan's purpose was to provide resident's
preferences and care requirements and Resident

On 9/10/2024, Resident #59 received full
bath from assigned CNA.

Resident #59 care plan implementing bath
preference was updated by the DON on
9/20/2024.

On 9/9/2024, Resident # 351 received
incontinent care by the assigned CNA.

On 9/9/2024 Resident # 352 received
incontinent care by the assigned CNA.

On 9/10/2024 the Unit Manager
Registered Nurse (RN) cleaned and
trimmed Resident # 151 nails.

The assigned Certified Nursing Assistant
(CNA)on 9/7/2024 for Resident #68 was
terminated on 9/9/2024. The assigned
CNA on 9/8/2024 for Resident #68
received disciplinary action and in-service
education 9/9/2024 on ADL-Care, Call
lights and Customer Service.

2. All residents residing in the facility have
the potential to be affected by this
deficient practice.

3.0n 9/9/2024 an educational in-service
was initiated by SDC with all Licensed
Nursing personnel regarding weekly skin
assessment to include if nail care and
facial hair shaving is needed.

On 9/9/2024, an educational in-service
was initiated by Staff Development
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#43's care plan for activities of daily living (ADL)
was not followed.

During an interview on 9/10/24 at 2:33 PM, the
Licensed Practical Nurse (LPN) Minimum Data
Set (MDS) Assistant confirmed the resident had a
care plan for assistance with her Activities of Daily
Living (ADL) care which included showers/baths
three times weekly. She stated shaving is
included in that care and was not done. She
confirmed the care plan allows the staff to know
what care each resident requires and their
preferences for care and she confirmed the
facility failed to follow Resident #43's developed
care plan for ADL assistance.

Record review of Resident #43's "Admission
Record" revealed the facility admitted the resident
on 12/18/2020 with diagnoses that included Type
1 Diabetes Mellitus and Arthritis.

Record review of Resident #43's quarterly
Minimum Data Set (MDS) with Assessment
Reference Date (ARD) of 7/26/24, revealed a
Brief Interview for Mental Status (BIMS) score of
12 which indicated the resident had a mild
cognitive impairment.

Resident #151

Record review of Resident #151's Care Plan date
initiated 9/2/24 revealed, "The resident has an
ADL self-care performance deficit". Interventions
included, "Check nail length and trim and clean
on bath day and as necessary."

An observation and interview with Resident #151
on 9/9/24 at 10:50 AM revealed fingernails were
long (approximately one-half inch from nail bed)

Coordinator (SDC) with all Licensed
Nursing personnel and Certified Nursing
Assistants (CNA) on call lights,
incontinent care, nail care and facial hair
with residents bathing and grooming care.

On 9/20/2024 the SDC in-serviced
Physical Therapy Assistant (PTA) on
reporting resident care issues and
concerns to nursing supervisors and
Director of Nursing.

On 9/20/2024 the SDC initiated
in-serviced and educated all staff on
answering call lights, and responding and
reporting residents needs to nursing
supervisors when services can not be
rendered.

On 9/20/2024 Regional Clinical
Registered Nursing Consultant initiated an
in-service with Director of Nursing,
Assistant Director of Nursing, Unit
Managers, and Minimum Data Set (MDS)
Nurse on comprehensive care plans,
ensuring the facility is implementing
person-center care plans for each
residents and care is being followed.

Beginning 9/20/2024 all residents care
plans were updated by DON, ADON, and
Unit Managers to reflect bath preferences,
ADL Care plan to include hygiene needs,
shaving, and nail care.

4.Beginning week of 9/16/2024, the Unit
Managers will make observation rounds
on all residents on their unit, checking
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with a brown substance noted under nails. The
resident stated she would love for her nails to be
trimmed but no one had done it.

During an observation and interview with the
Director of Nursing (DON) and Resident #151 on
9/10/24 at 4:15 PM, the resident told the DON
she wanted her nails to be trimmed. The DON
confirmed the nails were long with a brown
substance under each nail. She confirmed the
care plan for assistance with activities of daily
living (ADL) for nail care was not followed for this
resident.

An interview with the MDS Assistant on 9/11/24 at
9:10 AM, revealed Resident #151's
comprehensive care plan for assistance with nail
care and activities of daily living had been
developed but it was not implemented. She
stated purpose of care plan is to provide staff with
care required and preferences and should be
followed. She confirmed the facility failed to
implement the care plan for Resident #151's nail
care.

Record review of Resident #151's "Admission
Record" revealed the facility admitted the resident
on 8/23/24. Diagnoses included Metabolic
Encephalopathy, Type 2 Diabetes Mellitus, and
Need for assistance with personal care.

Record review of Resident #151's admission
MDS with ARD of 8/30/24 revealed a BIMS score
of 9 which indicated the resident was moderately
impaired cognitively.

Resident #59

Record review of Resident #59's "Care Plan" with

residents ADL Care for proper grooming,
nail care, and baths weekly for eight
weeks, then monthly for two months
utilizing the ADL audit tool and bathing
assessment tool. Beginning 9/23/2024,
the audits will be given to the DON weekly
for review, any issues and concerns will
be immediately addressed. The DON will
forward weekly audits to the ED for further
review. The ED will present the audit tools
to the monthly Quality Assurance
Committee beginning 10/23/2024 for four
months for review and recommendation.

The Quality assurance Committee (QA)
will make recommendation for the
continuation of audits or discontinuation
based upon results achieved.

(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 656 | Continued From page 18 F 656

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

Event ID: G35311

Facility ID: 41LM

If continuation sheet Page 19 of 77




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

PRINTED: 10/25/2024
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

255136

B. WING

(X3) DATE SURVEY
COMPLETED

09/11/2024

NAME OF PROVIDER OR SUPPLIER

TUPELO NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1901 BRIAR RIDGE ROAD
TUPELO, MS 38804

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID

PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 656

Continued From page 19

a problem onset date of 11/29/23 revealed, "I
require assistance with ADL's (activities of daily
living) r/t (related to) impaired mobility d/t (due to)
BIL (bilateral) amputee...Approaches:
Shower/Bath resident 3 X (times) weekly ..."

An interview on 9/9/2024 at 12:18 PM, with
Resident #59 who stated, "I'm not going to lie on
them or for them ... | have not had a bath of any
type since last Tuesday; They will wash my face,
but that's it." He revealed he would love to be
really cleaned up.

Record review of documented baths for Resident
#59 revealed the resident received a bed bath on
8/29/2024 with the next bath on 9/3/2024.

An interview on 9/11/2024 at 7:45 AM, with CNA
#7 revealed, if a resident was supposed to get a
bath 3 times per week, and it was care planned,
then the care plan was not implemented.

An interview on 9/11/2024 at 7:50 AM, with the
MDS Nurse revealed, she was one of the staff
members responsible for developing the
residents' care plans. She confirmed that if a
resident had a care plan indicating a resident
receives 3 baths a week and did not get them,
then the care plan was not implemented.

Record review of the "Admission Record"
revealed the facility admitted Resident #59 on
11/14/2023 with a medical diagnosis of Need for
Assistance with Personal Care.

Record review of the Quarterly MDS with an ARD
of 7/24/2024 revealed, under section C, a BIMS
summary score of 13, which indicated Resident
#59 was cognitively intact.
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Resident #68

Review of Resident #68's "Care Plans" date
initiated 8/27/24, revealed under, "Focus: The
resident has an ADL (activities of daily living)
self-care performance deficit r/t (related to)
Hemiplegia, Limited Mobility, Stroke". Also
revealed under, "Interventions: ... Personal
hygiene: The resident requires partial assistance
by 1 staff with personal hygiene ... Toilet use: The
resident is totally dependent on 2 staff for toilet
use."

An interview on 9/9/2024 at 10:20 AM, with
Resident #68 revealed, that both Saturday (9/7)
and Sunday (9/8) she rang her call light and told
the CNA who came in that she was wet and
needed to be changed. She revealed on both
days the CNA turned the call light off, said she
would be back, and left the room without ever
coming back. She revealed, last night, her sister
called the facility and spoke with the nurse to
report that the aide never came back. The
resident explained that the nurse and another
aide later came to change her. She revealed, "I
sat in that urine for an hour."

Record review of the "Admission Record"

revealed the facility admitted Resident #68 on
8/19/2024 with a medical diagnosis of Chronic
Combined Systolic and Diastolic Heart Failure.

Record review of the Admission MDS with an
ARD of 8/26/2024 revealed, under section C, a
BIMS summary score of 13, which indicated
Resident #68 was cognitively intact.

Resident #351
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Review of Resident #351's "Care Plans" date
initiated 9/2/24, revealed, "Focus: The resident
has an ADL (activities of daily living) self-care
deficit r/t (related to) Hemiplegia, Limited Mobility,
Stroke". Also revealed under,
"Interventions/Tasks: Personal Hygiene ... The
resident is totally dependent on 1 staff for
personal hygiene ... Toilet Use: The resident is
totally dependent on 2 staff for toilet use."

An observation of Resident #351 on 9/9/2024 at
10:45 AM revealed, he was sitting in a reclining
wheelchair in his room. His eyes were open, and
he was non-verbal. The resident was wearing a
gray pair of jogger pants that were saturated
through the groin area and in between the legs
with urine. An interview with a family member,
while in the room, revealed he was brought back
from therapy like this, and nobody had been there
since to check on him. The family member
revealed the resident's bed was always wet with
urine. She revealed the bed was soaked out this
morning and had to be changed after they got
him up. She stated, "They say they are changing
him every 2 hours, but they are not because | am
here, and they do not enter the room."

Record review of the "Admission Record"
revealed the facility admitted Resident #351 on
8/23/2024 with diagnoses including Cerebral
Infarction.

Resident #352
Review of Resident #352's "Baseline Care Plan"

dated 9/3/24 revealed under, "Bowel and Bladder:
... Incontinence care"

F 656
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An observation and interview with Resident #352
on 9/9/2024 at 10:58 AM revealed, he was lying in
bed and it was noted that a foul odor was around
the resident. The resident revealed, after he ate
breakfast and took his morning medicine, it was 2
hours before someone could come to clean him
up and change him. He stated, "They tell me they
are working with somebody and will get to me
when they can." He revealed the therapy man will
even come to his room to take him to therapy,
and he must tell him that he cannot go right now
because he needs changing. The resident stated,
"He wouldn't want to sit like that, so he should
understand." The resident stated he was still
waiting to be changed today.

An interview with the Physical Therapy Assistant
(PTA) on 9/10/2024 at 11:50 AM revealed,
Resident #352 not being changed had been an
issue since he had been working with him. He
revealed he had only done about 4 sessions with
the resident, and each time the resident would be
dirty. The PTA revealed it took 2-3 hours before
the resident got changed by the staff. He stated
he usually goes down to the resident's room
about 8-9 in the morning to start his session, but
after the resident reports being soiled, he will
push the resident's call light. He stated he also
goes to hunt down someone to help change the
residents, but nine times out of ten he cannot find
anybody. The PTA stated like yesterday he
pushed the call light, and nobody ever came, so
he went to the nurse and told her, and she went
to change the resident.

Record review of the "Admission Record"
revealed the facility admitted Resident #352 on
9/3/2024 with medical diagnoses that included
Osteomyelitis of vertebra, thoracic region.
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Record review of the Admission MDS with an
ARD of 8/13/2024 revealed under section C, a
BIMS score of 15, which indicated Resident #352
was cognitively intact.
An interview with the MDS Nurse on 9/11/2024 at
7:50 AM revealed, she does MDS and the care
plans. She revealed, if the ADL care was on the
care plan, and it was not being done by the staff,
then the care plan was not being followed.
F 677 | ADL Care Provided for Dependent Residents F 677 10/25/24

SS=E | CFR(s): 483.24(a)(2)

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and resident
interview, record review and facility policy review
the facility failed to provide assistance with
Activities of Daily Living (ADL's) for residents that
were dependent on staff, as evidenced by not
being shaved (Resident #43), missed bath
(Resident #59), not performing timely incontinent
care (Resident # 68, 351 & 352) and long dirty
nails (Resident #151) for six (6) of seven (7)
residents reviewed for ADL's. Resident #43, 59,
68, 151, 351 and 352.

Cross Reference F725
Findings include:

Record review of facility policy titled, "Shaving -
Male and Female" dated 1/15, revealed,

1.0n 9/10/2024 Resident #43 was
shaved by assigned CNA.

On 9/10/2024 the Unit Manager cleaned
and trimmed Resident #151 fingernails.

On 9/10/2024 Resident# #59 received
full bath from CNA #2.

On 9/9/2024 the assigned CNA for
Resident #68 on 9/7/2024 was
terminated.

On 9/9/2024 the assigned CNA for
Resident #68 on 9/8/2024 received
disciplinary action and in-service on

providing ADL-Care, responding to
call-lights, and customer service.

On 9/9/2024 the assigned CNA provided
incontinence care to Resident

#351.

On 9/9/2024 Resident # 352 received
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"Residents will be free of facial hairs - both male
and female. If the resident is alert and oriented
and requests not to be shaved, this will be noted
in the Care Plan."

Review of the facility policy titled
"Bath/Shower-Dependent" with a revision date of
8/11 revealed, "Policy: A bath (shower/tub) for
cleanliness and comfort is scheduled at least
weekly for each resident." Also revealed under,
"Responsibility: Nursing Assistants or Licensed
Nurses monitored by Charge Nurse."

Review of the facility policy titled "Incontinent
Care" with a review date of 1/15 revealed, "Policy:
To provide routine, preventative skin, perineal
care to residents after an incontinent episode."
Also revealed under, "Responsibility: All Nursing
Personnel."

Record review of facility policy titled,
"Fingernails/Toenails Care", dated 1/15, revealed,
"The purpose of this procedure is to clean the nail
bed, to keep nails trimmed, and to prevent
infections".

Resident #43

On 9/9/24 at 10:50 AM, during an interview and
observation , Resident #43 revealed her
preference was to have her facial hair removed
by shaving, and she had asked staff to assist her
with this, but they had not. Facial hair was noted
on resident's face.

An interview and observation of Resident #43 on
9/10/24 at 11:50 AM, revealed facial hair on chin
and lower jaw area. She stated she had a

shower yesterday afternoon and she wanted her

incontinent care by the assigned CNA.

On 9/11/2024, the Unit Managers and
Certified Nursing Assistant (CNA) made
observation of all residents

fingernails and completed 100% audit on
all residents residing in the facility. Any
issues identified was

corrected upon observation.

On 9/16/2024, the Director of Nursing
(DON), Assistant Director of Nursing
(ADON), and Unit Managers made

observation rounds and completed 100%
audit on all residents residing in the facility
to identify if any

issues with Activities of Daily Living
(ADL), any issues found was updated to
residents plan of care and

corrected.

On 9/18/2024, the Unit Managers

updated residents bath preference.

2. All residents who require staff
assistance with Activities of Daily Living
(ADL) have the potential to

be affected.

3. On 9/9/2024, an educational in-service
was initiated by Staff Development
Coordinator (SDC) with all

Licensed Nursing personnel regarding
weekly skin assessments to include if nail
care and facial hair

shaving is needed.

On 9/9/2024, an educational in-service
was initiated by SDC with all Licensed
Nursing personnel and
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facial hair to be removed, but the staff did not do
it.

During an interview and observation in Resident
#43's room on 9/10/24 at 12:05 PM, the resident
informed the Director of Nursing (DON) that she
wanted her facial hair shaved, but staff had not
done this. The resident informed the DON she
had a shower yesterday afternoon, but shaving
was not done. The DON confirmed the resident,
who required assistance with care, had facial hair
present and did not receive the Activity of Daily
Living (ADL) care for shaving, which was part of
the grooming process, especially for a female
resident.

Record review of Task Record revealed Resident
#43 had a bath on 9/9/24 at 8 PM.

Record review of Resident #43's "Admission
Record" revealed the facility admitted the resident
on 12/18/2020. Diagnoses included Type 1
diabetes mellitus and arthritis.

Record review of Resident #43's quarterly
Minimum Data Set (MDS) with Assessment
Reference Date (ARD) of 7/26/24, revealed a
Brief Interview for Mental Status (BIMS) score of
12 which indicated the resident had a mild
cognitive impairment.

Resident #151

On 9/9/24 at 10:50 AM, an observation and
interview with Resident #151 revealed fingernails
were long (approximately one-half inch from nail
bed) with a brown substance noted under nails.
The resident stated she would love for her nails to
be trimmed but no one had done it.

Certified Nursing Assistants (CNA) on call
lights, incontinent care, nail care and
facial hair with

residents bathing and grooming care.

On 9/11/2024 the DON in-serviced and
educated Unit Managers on making
proper rounds and observation, and
monitoring residents ADL-care,

On 9/20/2024, the SDC in-serviced
Physical Therapy Assistant (PTA) on
reporting resident care issues and
concerns to nursing supervisors and
Director of Nursing (DON).

On 9/20/2024, the SDC initiated in-service
and educated all staff on answering call
lights, and reporting residents needs to
nursing supervisors when services can
not be rendered.

4.Beginning week of 9/16/2024, the Unit
Managers will make observation rounds
on all residents on their unit, checking
residents ADL Care for proper grooming,
nail care, and baths weekly for eight
weeks, then monthly for two months
utilizing the ADL audit tool and bathing
assessment tool. Beginning 9/23/2024,
the audits will be given to the DON weekly
for review, any issues and concerns will
be immediately addressed. The DON will
forward weekly audits to the ED for further
review. The ED will present the audit tools
to the monthly Quality Assurance
Committee beginning 10/23/2024 for four
months for review and recommendation.
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On 9/10/24 at 4:15 PM, during an observation
and interview with the DON and Resident #151 ,
the resident stated she wanted her nails to be
trimmed. The DON confirmed the nails were long
with a brown substance under each nail and nails
were to be trimmed and cleaned to ensure skin
was not scratched and to prevent infections and
the facility failed to do this.

Record review of Resident #151's "Admission
Record" revealed the facility admitted the resident
on 8/23/24. Diagnoses included Metabolic
Encephalopathy, Type 2 Diabetes Mellitus, and
Need for assistance with personal care.

Record review of Resident #151's admission
MDS with ARD of 8/30/24 revealed a BIMS score
of 9 which indicated the resident was moderately
impaired cognitively.

Resident #59

An observation and interview on 9/9/2024 at
12:18 PM, with Resident #59 who stated, "I'm not
going to lie on them or for them... | have not had
a bath of any type since last Tuesday; They will
wash my face, but that's it." He revealed he would
love to be really cleaned up. This observation
revealed the resident was a double above the
knee amputee and stated he needed assistance
with his baths.

An interview on 9/10/2024 at 10:17 AM, with
Certified Nurse Assistant (CNA) #1 confirmed that
she was assigned to Resident #59, and he had
told her he only gets a bath when she was on
duty. She stated she knew that the resident
complained to Licensed Practical Nurse (LPN) #1

The Quality assurance Committee (QA)
will make recommendation for the
continuation of audits or discontinuation
based upon results achieved.

(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 677 | Continued From page 26 F 677

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

Event ID: G35311

Facility ID: 41LM

If continuation sheet Page 27 of 77




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

PRINTED: 10/25/2024
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

255136

B. WING

(X3) DATE SURVEY
COMPLETED

09/11/2024

NAME OF PROVIDER OR SUPPLIER

TUPELO NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1901 BRIAR RIDGE ROAD
TUPELO, MS 38804

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID

PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 677

Continued From page 27

last week about it, but was not sure what
happened.

In an interview on 9/10/2024 at 12:10 PM, with
LPN #1, confirmed that Resident #59 had
complained to her about not receiving a bath on
8/31/24, but she did not report it to anyone, that
she just discussed it with the resident.

Record review of documented baths for Resident
#59 confirmed that the resident did not receive a
bath on 8/31/2024. This documentation revealed
the resident received a bed bath on 8/29/2024
with the next bath on 9/3/2024.

Record review of the "Admission Record"
revealed the facility admitted Resident #59 on
11/14/2023 with a medical diagnosis of chronic
venous insufficiency.

Record review of the Quarterly MDS with an ARD
of 7/24/2024 revealed, under section C, a BIMS
summary score of 13, which indicated Resident
#59 was cognitively intact and in Section GG that
the resident needs assistance with Activities of
Daily Living (ADL's).

Resident #68

An observation and interview on 9/9/2024 at
10:20 AM, with Resident #68 revealed, she was
sitting in her wheelchair in her room. The resident
explained that both Saturday (9/7) and Sunday
(9/8) she rang her call light and told the aide who
came in that she was wet and needed to be
changed. She revealed on both days the aide
turned the call light off, said she would be back,
and left the room without ever coming back. She
revealed, last night, her sister called the facility
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and spoke with the nurse to report that the aide
never came back. The resident explained that the
nurse and another aide later came to change her.
She revealed, "l sat in that urine for an hour."

On 9/10/2024 at 8:50 AM, in an interview with the
DON revealed she was aware of both incidents
that happened over the weekend with Resident
#68. She explained that she met with the resident
and her son yesterday. She revealed the aide
who cared for the resident on Saturday (9/7) had
been terminated. The DON revealed she spoke
with the aide, and the aide stated that she
changed the resident after breakfast and that
every time she went back into the resident's
room, the resident was asleep. The aide reported
that she did not wake the resident to check her or
provide incontinent care. The DON revealed that
she terminated the aide because this was her
second occurrence of not making rounds and
leaving the residents soiled. She explained that
the resident had a different aide on Sunday (9/8).
The DON revealed that she met with the aide,
and the aide stated that she answered the call
light, cut it off, and told the resident she would be
back, but never went back. She revealed the
resident called her sister, who then called the
facility and reported the issue. The DON revealed
that during that time the aide had gone to break,
and the aide stated that she had changed the
resident before supper. The DON revealed the
aide was written up and counseled on answering
the call lights and rendering the care when
needed, as this was her first offense. The DON
confirmed her expectations were for the aides to
make rounds on the residents every two (2) hours
and as required, and render the necessary care
needed.
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An interview with Resident #68 on 9/10/2024 at
9:25 AM, revealed the aide assigned to her on
Sunday (9/8) did not toilet or change her before
supper. She explained that she waited until after
supper and the trays were all picked up and
pushed her call light to be changed. She stated
the aide came in, turned the light off and said she
would be back. The resident explained that after
the aide did not return, she called her sister
around 7:30 PM, who called the facility. She
stated, "They don't come check on me every 2
hours; They say they do, but they don't." She
stated, "They can't be lying on me because | have
my mind."

An interview with the DON on 9/10/2024 at 1:21
PM, confirmed staff did not provide the necessary
care for Resident #68. She revealed her
expectations were for staff to answer the call
lights and render the care that the resident needs
in a timely manner. She explained that the aides
were to make rounds every 2 hours and as
needed to ensure the residents were clean and
dry and to prevent skin breakdown.

An interview with Certified Nurse Aide (CNA) #4
on 9/10/2024 at 3:20 PM, revealed she had been
employed at the facility for eight (8) months and
worked 3-11 shift. She revealed on Sunday (9/8)
she was assigned to Resident #68. She revealed
she had the split section which included her
working the top section of A and B hall. CNA #4
revealed she was in the middle of cleaning up
another resident on another hall at the time
Resident #68's light went off. She explained that
she had stepped out of the other resident's room
to get some clean linen when she answered
Resident #68's light, turned it off, and told the
resident she would be back. She stated she
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forgot to go back.

Record review of the "Admission Record"

revealed the facility admitted Resident #68 on
8/19/2024 with a medical diagnosis of Chronic
Combined Systolic and Diastolic Heart Failure.

Record review of the Admission MDS with an
ARD of 8/26/2024 revealed, under section C, a
BIMS score of 13, which indicated Resident #68
was cognitively intact.

Resident #351

On 9/9/2024 at 10:45 AM, observation of
Resident #351 and interview with a family
member revealed, he was sitting in a reclining
wheelchair in his room. His eyes were open, and
he was non-verbal. The resident was wearing a
gray pair of jogger pants that were saturated
through the groin area and in between the legs
with urine. The family member revealed he was
brought back from therapy like this, and nobody
had been there since to check on him. The family
member revealed the resident's bed was always
wet with urine. She revealed the bed was soaked
out this morning and had to be changed after they
got him up. She stated, "They say they are
changing him every 2 hours, but they are not
because | am here, and they do not enter the
room." She explained that the resident was
wetting out his clothes and the bed with urine
through a brief. The family member revealed
when he was in bed, she positioned a pillow
under his stroke affected arm, and it even got
soaked with urine. She reiterated, "They are not
changing him like they should be." She revealed
she had been waiting on the resident's nurse to
come back since 10:15 AM because she had
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some questions regarding the resident's fluid
medication, but she had yet to come back.

On 9/9/2024 at 10:51 AM, an interview with CNA
#5 revealed she got Resident #351 up this
morning, but she was unsure what time. She
stated the resident had been to therapy, and she
did not realize he was back. She revealed therapy
did not come and let her know he was back or
that he was wet. CNA #5 revealed she makes
rounds every 2 hours to see if the residents need
changing. She confirmed the resident's bed linen
had to be changed because it was wet this
morning.

An interview with the DON on 9/10/2024 at 11:10
AM revealed, Resident #351 should be checked
and changed every 2 hours and more if he
needed it. She explained that he may be a heavy
wetter and needed to be changed more
frequently. The DON revealed if the resident was
a heavy wetter, she could see that the resident
could wet the bed. She revealed she was not
aware of the family members' concerns regarding
the resident's care, and stated those concerns
were just brought to her attention yesterday.

Record review of the "Admission Record"
revealed the facility admitted Resident #351 on
8/23/2024 with diagnoses including cerebral
infarction.

Resident #352

On 9/9/2024 at 10:58 AM an observation and
interview with Resident #352 revealed, he was
lying in bed. There was a foul odor around the
resident. The resident revealed, after he ate
breakfast and took his morning medicine, it was 2

F 677
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hours before someone could come to clean him
up and change him. He stated, "They tell me they
are working with somebody and will get to me
when they can." He revealed the therapy man will
even come to his room to take him to therapy,
and he must tell him that he cannot go right now
because he needs changing. The resident
stated, "He (the therapy man) wouldn't want to sit
like that, so he should understand." The resident
stated he was still waiting to be changed today.

On 9/10/2024 at 11:50 AM, interview with the
Physical Therapy Assistant (PTA) revealed,
Resident #352 not being changed had been an
issue since he had been working with him. He
revealed he had only done about 4 sessions with
the resident, and each time the resident would be
dirty. The PTA revealed it took 2-3 hours before
the resident got changed by the staff. He stated
he usually goes down to the resident's room
about 8:00-9:00 in the morning to start his
session, but after the resident reports being
soiled, he will push the resident's call light. He
stated he also goes to hunt down someone to
help change the resident, but nine times out of
ten he cannot find anybody. The PTA stated
yesterday he pushed the call light, and nobody
ever came, so he went to the nurse and told her,
and she went to change the resident.

An interview with the DON on 9/10/2024 at 2:52
PM, revealed she was not aware Resident #352
was not being changed in a timely manner. She
stated that therapy had not reported anything to
her. She revealed when an issue was brought to
her attention, she would address it. The DON
confirmed that the aides should be rounding on
the residents every 2 hours and the residents
should be changed in a timely manner.
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Record review of the "Admission Record"
revealed the facility admitted Resident #352 on
9/3/2024 with diagnoses that included
Osteomyelitis of vertebra, thoracic region.

Record review of the Admission MDS with an
ARD of 8/13/2024 revealed under section C, a
BIMS score of 15, which indicated Resident #352
was cognitively intact.

Sufficient Nursing Staff

CFR(s): 483.35(a)(1)(2)

§483.35(a) Sufficient Staff.

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident population in
accordance with the facility assessment required
at §483.71.

§483.35(a)(1) The facility must provide services
by sufficient numbers of each of the following
types of personnel on a 24-hour basis to provide
nursing care to all residents in accordance with
resident care plans:

(i) Except when waived under paragraph (e) of
this section, licensed nurses; and

(i) Other nursing personnel, including but not
limited to nurse aides.

§483.35(a)(2) Except when waived under
paragraph (e) of this section, the facility must

F 677
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designate a licensed nurse to serve as a charge
nurse on each tour of duty.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident/family/staff
interviews, and record review, the facility failed to
ensure nursing staff provided the necessary
resident care for six (6) of seven (7) residents
reviewed for Activities of Daily Living (ADL) during
the survey. Resident #43, #59, #68, #151, #351,
#352

Cross-Reference to F 677
Findings include:

Record review of a statement on letterhead dated
9/11/2024 and signed by the Executive Director
revealed, "(Proper name of facility) do not have a
policy on staffing. We staff according to resident
acuity."

Resident #43

During an interview and observation on 9/9/24 at
10:50 AM, Resident #43 revealed her preference
was to have her facial hair removed by shaving,
and she had asked staff to assist her with this,
but they had not and facial hair was noted on
resident's face.

An interview and observation of Resident #43 on
9/10/24 at 11:50 AM, revealed facial hair on the
chin and lower jaw area. She stated she had a
shower yesterday afternoon, and she wanted her
facial hair to be removed, but the staff did not do
it.

During an interview and observation in Resident

1. On 9/20/2024, the Executive Director
and Director of Nursing reviewed facility
staffing levels to meet the assessed
needs of the residents Activities of Daily
Living (ADL) care. A shower team was
implemented to ensure residents bathing
and shower care needs that include facial
hair and finger nails are met.

2. All Residents requiring assistance from
staff for ADL(s) have the potential to be
affected.

3. On 9/20/2024, the Regional Clinical
Registered Nursing Consultant in-service
the Executive Director and Director of
Nursing on ensuring sufficient staffing
meet the required needs with providing
care.

On 9/20/2024, the Director of Nursing
in-serviced Staff Development, and Nurse
Managers on ensuring sufficient staffing
with proper training with staff are
appropriate to meet the required needs
with providing care for residents.

On 9/20/2024, the Staff Development
Coordinator initiated in-service with Unit
Managers and Charge Nurses on making
multiple rounds and observations per shift
to ensure that residents are being
provided adequate care to include
bathing, shaving, nail care, and
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#43's room on 9/10/24 at 12:05 PM, the resident
informed the Director of Nursing (DON) that she
wanted her facial hair shaved, but staff had not
done this. The resident informed the DON she
had a shower yesterday afternoon, but shaving
was not done.

Resident #59

An observation and interview on 9/9/2024 at
12:18 PM, with Resident #59 who stated, "I'm not
going to lie on them or for them. | have not had a
bath of any type since last Tuesday. They will
wash my face, but that's it." He revealed he would
love to be really cleaned up. This observation
revealed the resident was a double above the
knee amputee and stated he needed assistance
with his baths.

An interview on 9/10/2024 at 10:17 AM, with
Certified Nurse Assistant (CNA) #1 confirmed that
she was assigned to Resident #59, and he had
told her he only gets a bath when she was on
duty. She stated she knew that the resident
complained to Licensed Practical Nurse (LPN) #1
last week about it, but was not sure what
happened.

An interview on 9/10/2024 at 12:10 PM, with LPN
#1 confirmed that Resident #59 had complained
to her about not receiving a bath on 8/31/24, but
she did not report it to anyone. She stated that
she just discussed it with the resident.

Record review of documented baths for Resident
#59 confirmed that the resident did not receive a
bath on 8/31/2024. This documentation revealed
the resident received a bed bath on 8/29/2024

incontinent care.

On 9/20/2024, the Staff Development
Coordinator initiated in-service and
education with all Licensed Nursing Staff
and Certified Nursing Assistants on
providing incontinent care, ADL-Care,
shower and bathing care that included
facial hair and finger nails, and call lights.

On 9/20/2024, the Staff Development
Coordinator initiated in-service with all
Licensed Nursing Staff and Certified
Nursing Assistant on attendance and
call-in. All call-ins are to be directed to the
Staff Development Coordinator and the
Director of Nursing two hours prior to
scheduled shift. The Staff Development
and Director of Nursing will contact
available staff to cover open shifts.

4. Beginning 9/23/2024, the Executive
Director will make rounds weekly for eight
weeks, then monthly for two months
interviewing residents and staff to ensure
sufficient staffing and care is provided.
The Executive Director will present the
rounds to the monthly Quality Assurance
Committee beginning 10/23/2024 for four
months.

The Quality Assurance Committee will
make recommendation for continuation of
audits or discontinuation based upon
results achieved.
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with the next bath on 9/3/2024.

Resident #68

An observation and interview on 9/9/2024 at
10:20 AM, with Resident #68 revealed, she was
sitting in her wheelchair in her room. The resident
explained that both Saturday (9/7/24) and Sunday
(9/8/24) she rang her call light and told the girl
who came in that she was wet and needed to be
changed. She revealed on both days the girl
turned the call light off, said she would be back,
and left the room without ever coming back. She
revealed, last night, her sister called the facility
and spoke with the nurse to report that the aide
never came back. The resident explained that the
nurse and another aide later came to change her.
She revealed, "l sat in that urine for an hour."

An interview with the Director of Nursing (DON)
on 9/10/2024 at 8:50 AM, revealed, she was
aware of both incidents that happened over the
weekend with Resident #68. She explained that
she met with the resident and her son yesterday.
She revealed the aide who cared for the resident
on Saturday (9/7/24) had been terminated. The
DON revealed she spoke with the aide, and the
aide stated that she changed the resident after
breakfast and that every time she went back into
the resident's room, the resident was asleep. The
aide reported that she did not wake the resident
to check her or provide incontinent care. The
DON revealed that she terminated the aide
because this was her second occurrence of not
making rounds and leaving the residents soiled.
She explained that the resident had a different
aide on Sunday (9/8/24). The DON revealed that
she met with the aide, and the aide stated that
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she answered the call light, cut it off, and told the
resident she would be back, but never went back.
She revealed the resident called her sister, who
then called the facility and reported the issue. The
DON revealed that during that time the aide had
gone to break, and the aide stated that she had
changed the resident before supper. The DON
revealed the aide was written up and counseled
on answering the call lights and rendering the
care when needed, as this was her first offense.
The DON confirmed her expectations were for
the aides to make rounds on the residents every
2 hours and as required and render the
necessary care needed.

An interview with Resident #68 on 9/10/2024 at
9:25 AM, revealed the aide assigned to her on
Sunday (9/8/24) did not toilet or change her
before supper. She explained that she waited
until after supper and the trays were all picked up
and pushed her call light to be changed. She
stated the aide came in, turned the light off and
said she would be back. The resident explained
that after the aide did not return, she called her
sister around 7:30 PM, who called the facility. She
stated, "They don't come check on me every 2
hours. They say they do, but they don't." She
stated, "They can't be lying on me because | have
my mind."

An interview with Certified Nurse Aide (CNA) #4
on 9/10/2024 at 3:20 PM, revealed she had been
employed at the facility for 8 months and worked
3-11 shift. She revealed on Sunday (9/8/24) she
was assigned to Resident #68. She revealed they
were short-staffed that day, and she had the split
section, which included her working the top
section of A and B hall. CNA #4 revealed she was
in the middle of cleaning up another resident on
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another hall at the time Resident #68's light went
off. She explained that she had stepped out of the
other resident's room to get some clean linen
when she answered Resident #68's light, turned it
off, and told the resident she would be back. She
stated she forgot to go back. CNA #4 revealed
they work short-staffed a lot and stated that
staffing was a big concern because things do not
get done. She revealed the aides were
responsible for vitals, showers, making rounds
every 2 hours, toileting, passing out supper trays,
assisting the residents who need help with eating,
picking the trays back up, answering the call
lights, passing out ice, and charting. She stated,
"It's a lot. I'm just one person and | do all | can
do."

Resident #151

An observation and interview with Resident #151
on 9/9/24 at 10:50 AM, revealed fingernails were
long (approximately one-half inch from nail bed)
with a brown substance noted under the nails.
The resident stated she would love for her nails to
be trimmed, but no one had done it.

During an observation and interview with the
Director of Nursing (DON) and Resident #151 on
9/10/24 at 4:15 PM, the resident stated she
wanted her nails to be trimmed. The DON
confirmed Resident #151's nails were long with a
brown substance under each nail. She stated
nails were to be trimmed and cleaned to ensure
the skin was not scratched and to prevent
infections, and the facility failed to do this.

Resident #351

An observation on 9/9/2024 at 10:45 AM,
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revealed Resident #351 was sitting in a reclining
wheelchair in his room. His eyes were open, and
he was non-verbal. The resident was wearing a
gray pair of jogger pants that were saturated
through the groin area and in between the legs
with urine. An interview with a family member,
while in the room, revealed he was brought back
from therapy like this, and nobody had been there
since to check on him. The family member
revealed the resident's bed was always wet with
urine. She revealed the bed was soaked out this
morning and had to be changed after they got
him up. She stated, "They say they are changing
him every 2 hours, but they are not because | am
here, and they do not enter the room." She
explained that the resident was wetting out his
clothes and the bed with urine through a brief.
The family member revealed when he was in bed,
she positioned a pillow under his stroke affected
arm, and it even got soaked with urine. She
reiterated, "They are not changing him like they
should be." She revealed she had been waiting
on the resident's nurse to come back since 10:15
AM because she had some questions regarding
the resident's fluid medication, but she had yet to
come back.

An interview with CNA #5 on 9/9/2024 at 10:51
AM,revealed she got Resident #351 up this
morning, but she was unsure what time. She
stated the resident had been to therapy and she
did not realize he was back. She revealed therapy
did not come and let her know he was back or
that he was wet. CNA #5 confirmed the resident's
bed linen had to be changed because it was wet
this morning.

Resident #352
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An observation and interview with Resident #352
on 9/9/2024 at 10:58 AM, revealed he was lying in
bed with a foul odor noted around the resident.
The resident revealed, after he ate breakfast and
took his morning medicine, it was 2 hours before
someone could come to clean him up and
change him. He stated, "They tell me they are
working with somebody and will get to me when
they can." He revealed the therapy man will even
come to his room to take him to therapy, and he
must tell him that he cannot go right now because
he needs changing. The resident stated, "He (the
therapy man) wouldn't want to sit like that, so he
should understand." The resident stated he was
still waiting to be changed today.

An interview on 9/10/24 at 11:05 AM, with CNA #1
and #2 revealed they had been working at the
facility for about 4 months and stated they work
shorthanded a lot and usually just get one day a
week off.

An interview with the Physical Therapy Assistant
(PTA) on 9/10/2024 at 11:50 AM, revealed
Resident #352 not being changed had been an
issue since he had been working with him. He
revealed he had only done about 4 sessions with
the resident, and each time the resident would be
dirty. The PTA revealed it took 2-3 hours before
the resident got changed by the staff. He stated
he usually goes down to the resident's room
about 8-9 in the morning to start his session, but
after the resident reports being soiled, he will
push the resident's call light. He stated he also
goes to hunt down someone to help change the
resident, but nine times out of ten he cannot find
anybody. The PTA stated like yesterday he
pushed the call light, and nobody ever came, so
he went to the nurse and told her. The nurse then
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went to change the resident.

An interview with the Director of Nursing (DON)
on 9/10/2024 at 3:12 PM, revealed they base
their facility staffing needs on the acuity of the
residents.

Record review of a list provided by the facility
revealed there were 18 residents who required
assistance with meals.

Record review of a list provided by the facility
revealed there were 19 residents that requires the
use of a total lift x 2 staff members for transfer.

Record review of a list provided by the facility
revealed there were 14 residents that requires the
use of a sit-to-stand lift x 2 staff for transfers.

Record review of a list provided by the facility
revealed there were 16 residents that requires the
assistance of 2 staff members for transfers.

An interview with the Staff Development Nurse on
9/10/2024 at 3:40 PM, revealed the aides were
responsible for ensuring the residents were clean
and dry, answering call lights, making rounds,
meals and providing showers which are split
between 7-3 and 3-11 shifts. She revealed they
do not have a shower team right now, but it was
the goal. She revealed call ins were the main
concern with staffing and explained that call ins
were called to her or the DON. She revealed she
then tries to get someone to fill the position but
sometimes they are not able to get anyone. The
Staff Development Nurse explained that
sometimes the aides do not show up for a shift
and do not call and then try to say they tried
calling the facility,which leaves them in a bind.
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Furthermore, she explained they do have a high
acuity of residents and stated any of the residents
that use a lift of any kind must have 2 staff
present for transfers.

An interview with the Staff Development Nurse on
9/11/2024 at 9:30 AM, revealed "On a good day,
the aides are responsible for caring for 14-15
residents a piece." She explained that they work
with 2 aides to each hall for all shifts, and
sometimes extra when they can get someone.
She revealed they are actively hiring for 4 nurse
positions and 3 aides. She confirmed call ins
were the biggest concern. She stated that she
had to work as a med cart nurse on 3 PM-11 PM
last night due to a call in, and revealed they were
short-staffed. She explained that the 7 AM-3 PM
shift was her most challenging shift to staff. She
stated that the staff was just different now versus
how they used to be and stated, "They are more
concerned about how much they are going to get
paid." She explained that she tried to encourage
the charge nurses on each hall to take charge of
their hall and their CNA's, but that does not
always happen. She stated, unfortunately, you
sometimes must treat them like children and give
them direction.

An interview with CNA #7 on 9/11/2024 at 10:02
AM, revealed she has worked at the facility for 1
year and worked night shift but was working over
today to fill an open position. She explained that
on day shift they usually have about 7 showers to
do, which did pull them away from the floor. She
revealed they split them between the 2 aides on
the hall and tried to cover each other's lights
during that time.

An interview on 9/11/24 at 11:10 AM, the DON
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revealed that she relies on the Charge Nurses
and Unit Managers to direct their staff and
follow-up to make sure the work is done. She
admitted that does not always happen. She
stated honestly sometimes you have to treat them
like children, for instance the aides need to be
told exactly what to do. She revealed she knows
there have been issues but does not know the
answer. She stated staff in healthcare is just
different now, they are worried more about the
money than the job. She revealed they do not
even think of it as health care, instead just health
services.

An interview with the Administrator (ADM) with
the DON in attendance, on 9/11/2024 at 11:16
AM, revealed she was not aware of any workload
concerns from the staff or care concerns from the
residents. She revealed we discuss this in
resident council meetings and every morning in
the stand-up meeting. She revealed the aides say
they are short, but we are not. The ADM stated,
"We just have the wrong people in place." The
ADM explained that they have a Registered
Nurse (RN) Unit Manager for both units, and they
also have a LPN which was a Charge Nurse on
each hall. She confirmed they were supposed to
be rounding on the residents to ensure the care
was provided, and the resident's needs were met.
F 726 | Competent Nursing Staff F 726 10/25/24
SS=F | CFR(s): 483.35(a)(3)(4)(c)

§483.35 Nursing Services

The facility must have sufficient nursing staff with
the appropriate competencies and skills sets to
provide nursing and related services to assure
resident safety and attain or maintain the highest
practicable physical, mental, and psychosocial
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well-being of each resident, as determined by
resident assessments and individual plans of care
and considering the number, acuity and
diagnoses of the facility's resident population in
accordance with the facility assessment required
at §483.71.

§483.35(a)(3) The facility must ensure that
licensed nurses have the specific competencies
and skill sets necessary to care for residents’
needs, as identified through resident
assessments, and described in the plan of care.

§483.35(a)(4) Providing care includes but is not
limited to assessing, evaluating, planning and
implementing resident care plans and responding
to resident's needs.

§483.35(c) Proficiency of nurse aides.

The facility must ensure that nurse aides are able
to demonstrate competency in skills and
techniques necessary to care for residents’
needs, as identified through resident
assessments, and described in the plan of care.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility failed to ensure that staff were trained on
dementia care prior to caring for residents with
dementia for one (1) of three (3) survey days.

Findings Include:

Record review of a typed statement on facility
letterhead, dated September 11, 2024 and signed
by the Executive Director revealed " (Proper
name of facility) do not have a policy on training
staff or competency of staff."
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1.0n 9/17/2024 Certified Nursing
Assistant (CNA) #1 was provided 1:1
training on dementia care.

On 9/23/2024 CNA #2 was provided 1:1
training on dementia care.

2. All Residents residing in the facility with
a diagnosis of dementia have the potential
to be affected.

3. On 9/16/2024, the Director of Nursing
in-serviced Staff Development
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Record review of a typed statement on facility
letterhead, dated September 11, 2024 and signed
by the Executive Director revealed "(Proper name
of facility) have not implemented training on
Dementia Care."

An interview on 09/10/24 at 11:05 AM, with
Certified Nurse Assistant (CNA) #1 and CNA #2
revealed they had been working at the facility for
about 4 months and had not been trained on
dementia care. CNA #1 stated that she did not
know any special considerations regarding
dealing with residents that have dementia and
that she did not have any residents on her
assigned B hall that had dementia.

An interview on 09/10/24 at 11:48 AM, with the
Staff Development Nurse confirmed that
dementia care training is not included in the new
hire orientation. She stated she has a video that
she could let them watch, but she does not.

An interview on 09/10/24 at 11:58 AM, with the
Administrator confirmed that staff should be
receiving dementia care training prior to caring for
residents because "we have a lot of residents
with dementia." She stated that was a staff
competency issue and they need to know how to
deal and approach residents with dementia.

Record review revealed the last two dementia
care in-services were on 8/25/23 and 10/06/23.

An interview on 09/10/24 at 12:42 PM with the
Staff Development Nurse confirmed that CNA #1
and CNA #2 had not received any training on
dementia care prior to starting work. She stated
she had been doing staff development for about 5
years and it had never been included in the new

Coordinator (SDC) on ensuring all
licensed nursing staff and Certified
Nursing Assistants (CNA)s receive
dementia training prior to caring for
residents with dementia.

On 9/18/2024 the SDC begin training with
all current staff on dementia care with a
date to be complete by

9/30/2024.

Beginning 9/18/2024, all new employees
will receive dementia care training prior to
caring for residents.

4.Beginning 10/1/2024 the Director of
Nursing will audit all new employee files
for dementia care training

weekly for one month, then monthly
times two months. The weekly audits will
be forward to the Executive

Director for three months for review. The
Executive Director will present the audits
to the monthly

Quality Assurance Committee beginning
10/23/2024 tor three months.

The Quality assurance Committee (QA)
will make recommendation for the
continuation of audits or discontinuation
based upon results achieved.
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hire orientation and training. She stated she
understands now that it should have been
included so that staff would know how to react
and deal with residents and be able to recognize
the signs. She confirmed that the last dementia
care in-service was on 10/6/23.

Record review of the "New Hire Program"
revealed dementia care was not included.

Record review of the Facility Assessment Tool
dated July 22, 2024 revealed "New Hire Training
Topics-All Staff" did not include dementia care
listed as a required topic.

Record review of the facility "Resident Matrix"
revealed there were 16 current residents with a
diagnosis of Dementia and/or Alzheimer's
Disease and 2 resided on the B Hall.

F 758 | Free from Unnec Psychotropic Meds/PRN Use F 758 10/25/24
SS=E | CFR(s): 483.45(c)(3)(e)(1)-(5)

§483.45(e) Psychotropic Drugs.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental
processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories:

(i) Anti-psychotic;

(i) Anti-depressant;

(iii) Anti-anxiety; and

(iv) Hypnotic

Based on a comprehensive assessment of a
resident, the facility must ensure that---

§483.45(e)(1) Residents who have not used
psychotropic drugs are not given these drugs
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unless the medication is necessary to treat a
specific condition as diagnosed and documented
in the clinical record;

§483.45(e)(2) Residents who use psychotropic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or
prescribing practitioner evaluates the resident for
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, record review, and
facility policy review, the facility failed to ensure
residents were free from unnecessary drug use
as evidenced by no side effect monitoring for the
use of psychotropic medications for three (3) of
64 residents receiving psychotropic medications.
(Resident #44, #54 and #87)

F 758

1.Residents # 44, 87, and 54 were
immediately assessed for side effects of
antipsychotic medication on 9/11/2024 by
Director of Nursing (DON). No resident
had any side effects from medication.

2. Any residents residing in the facility
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Findings include:

Record review of the facility policy "Behavior
Management and Psycho-pharmacological
Medication Monitoring Protocol," (K.1) with a
History date of 3/18 revealed "Policy: Residents
will be reviewed routinely for effectiveness and
monitored for side effects of these medications

Record review of Resident #44's "Order
Summary Report" with active orders as of 9/10/24
revealed orders dated 11/29/23 for Duloxetine 30
milligrams (mg) - give one capsule by mouth in
the afternoon related to major depressive
disorder (give along with the 60 mg to equal a 90
mg dose, Duloxetine 60 mg - give one tablet by
mouth in the afternoon related to major
depressive disorder (take along with the 30 mg to
equal 90 mg dose). Quetiapine Fumarate tablet
25 mg - give 0.5 tablet by mouth at bedtime
related to generalized anxiety disorder.
Lorazepam 0.5 mg tablet - Give 0.5 tablet by
mouth two times a day related to Generalized
anxiety disorder. Divalproex Sodium Cap Delayed
Release Sprinkle 125 mg - Give 2 capsules by
mouth three times a day related to Generalized
anxiety disorder.

Record review of Resident #44's "Admission
Record" revealed the facility admitted the resident
on 11/29/23 with diagnoses that included Major
depressive disorder, Generalized anxiety
disorder, Primary insomnia and Restlessness and
agitation.

Record review of Resident #44's quarterly
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receiving psychotropic medication have
the potential to be affected.

3. On 9/20/2024, the Regional Nurse
Consultant RN initiated in-service and
education with License Nursing personnel,
and Social Services on Behavioral
Monthly Flow Records, interventions and
monitoring of side effects for residents
receiving psychotropic medication. Each
nurse will utilize the Behavioral Monthly
Flow Record to monitor the side effects
for psychotropic medication.

On 9/20/2024, the Unit Managers and
Social Services did 100% audit related to
residents on psychotropic medication with
behaviors, any concerns were
immediately addressed.

4.Beginning 10/1/2024 Nurse Managers
will audit ten residents' Behavioral Monthly
Flow Record five times a week time two
weeks, ten residents' Behavioral Monthly
Flow Records two times a week for two
weeks, ten residents' Behavioral Monthly
Flow Records weekly times eight weeks.
The Nurse Managers will forward audits to
the DON weekly for review for three
months. The DON will forward the weekly
audits to the Executive Director for three
months. The Executive Director will
present the audits to monthly Quality
Assurance Committee for review and
recommendation beginning 10/23/2024
for three months.
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Minimum Data Set (MDS) with an Assessment
Reference Date (ARD) of 8/20/24, revealed
Resident #44 had a Brief Interview for Mental
Status (BIMS) score of 10 which indicated the
resident had moderate cognitive impairment.

Resident #54

During the record review of Resident #54's "Order
Summary Report" with active orders as of 9/10/24
revealed orders dated 5/3/24 for Quetiapine
Fumarate 100 milligrams (mg) tablet - give 1.5
tablet at bedtime related to Psychotic disorder
with delusions, Memantine tablet 10 mg - Give
one tablet every morning and at bedtime related
to Unspecified dementia with psychotic
disturbance, Divalproex Sodium delayed release
125 mg - Give one capsule orally two times a day
related to Psychotic disorder with delusions,
Donepezil Hydrochloride (HCI) 5 mg - Give one
tablet orally at bedtime related to Unspecified
dementia with psychotic disturbance, Mirtazapine
30 mg - Give one tablet at bedtime related to
Maijor depressive disorder, Venlafaxine HCI tablet
75 mg (base equivalent) - Give 1.5 tablet one
time a day related to Major depressive disorder
(one and one half tablet to equal 112.5 mg),
Buspirone HCI oral tablet 5 mg - give one tablet
every morning and at bedtime related to
Psychotic disorder with delusions due to known
physiological condition.

Record review of Resident #54's "Admission
Record" revealed the facility admitted the resident
on 7/20/23. Diagnoses included Dementia with
psychotic disturbance, Alzheimer's disease,
Psychotic disorder with delusions due to known
physiological condition and Major depressive
disorder.

The Quality Assurance Committee (QA)
will make recommendation for the
continuation of audits or discontinuation
based upon results achieved.
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Record review of Resident #54's MDS with an
ARD of 8/2/24 revealed a BIMS score of 3 which
indicated severe cognitive impairment.

Resident#87

Record review of the "Medication Review Report"
on or after date of 9/1/24 revealed an order
dated 3/1/23 for Buspirone 10 MG: Give one
tablet orally three times a day related to
Generalized anxiety disorder, an order dated
3/1/23 for Fluoxetine 40 MG: Give one capsule
orally one time a day related to Depressive
episodes, an order dated 2/9/24 for Trazodone
100 MG tablet: Give one tablet orally at bedtime
related to Insomnia, and an order dated 3/15/24
for Quetiapine Fumarate 25 MG: Give one tablet
orally at bedtime related to Generalized anxiety.

A continued review of the medical record for
Resident # 87 revealed no monitoring for side
effects of the use of psychotropic medications.

Review of the "Admission Record" revealed the
facility admitted Resident # 87 on 3/01/23 with
diagnoses that included Generalized anxiety
disorder, Major depressive disorder, Other
specified depressive episodes, and Insomnia.

An interview with Registered Nurse (RN) #1 on
9/10/24 at 1:10 PM, revealed she did not routinely
monitor or document side effects of psychotropic
medication use. She stated if she noted any
abnormal movement or other concern in her
routine assessment or medication administration,
she would document in progress note and notify
the provider, but this was not done or
documented routinely.

F 758
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During an interview on 9/10/24 at 1:40 PM, the
Director of Nursing (DON) confirmed the facility
did not monitor for side effects of psychotropic
medication use. She acknowledged that
monitoring for psychotropic medication side
effects was important to ensure any adverse
effect was noted quickly and responded to for
appropriate care of the resident.

In an interview with the Pharmacy Consultant on
9/10/24 at 3:05 PM, he revealed all residents on
psychotropic medications should be monitored for
side effects like over sedation and other adverse
reactions that could indicate a resident may
require a change in medication.

F 835 | Administration

SS=F | CFR(s): 483.70

§483.70 Administration.

A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff and resident
interviews and record reviews, the facility failed to
be administered in a way that allows it to use its
resources effectively to ensure the wellbeing of its
residents for three (3) of three (3) days of survey.

Findings Include:

This tag is cross referenced to F561, F584, F677,
F725, F726, F758, F908, F924 &

F 758

F 835

Maintenance Assistant.

by assigned CNA.

1.0n 9/9/2024 the fall mat assigned to
Resident in room D5B was cleaned by
floor tech. On 9/10/2024, Residents with
fall mats received new fall mats from the

On 9/10/2024 Resident #43 was shaved
On 9/10/2024 the Unit Manager cleaned

and trimmed Resident #151 fingernails.
On 9/10/2024 Resident# #59 received

10/25/24
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FO47.

Record review of a typed statement on facility
letterhead dated September 11, 2024, and signed
by the Executive Director revealed "(Proper name
of facility) do not have a policy on Administration
or Administrative Staff. We have a job description
for each employee position."

Record review of the facilities "Job Description"
with an effective date of 8/01/12 revealed "Job
Title: Executive Director ... General Description
...The Executive Director leads and directs the
overall operation of the Facility in accordance with
resident needs ...so as to maintain quality care for
the residents...Essential Duties 1. Works with the
Facility management staff in planning all aspects
of Facility's operations, including setting priorities
and job assignments. Monitors each

department's activities, communicates policies,
evaluates performance, provides feedback and
assists, coaches, and disciplines as needed ..."

Record review of the facility "Job Description: Job
Title: Director of Nurses" with an effective date of
01/2017 revealed "General Description
...Responsible for the overall management of
resident care 24 hours a day, seven days per
week ...In the absence of the Executive Director,
assumes responsibility for the Facility ..."

Record review of the facility "Job Description:
Assistant Director of Nurses" with an effective
date of 01/2017 revealed "General Description
...Responsible for performing a variety of duties to
provide quality nursing care to residents ..."

F 561

full bath from CNA #2.

On 9/9/2024 the assigned CNA for
Resident #68 on 9/7/2024 was
terminated.

On 9/9/2024 the assigned CNA for
Resident #68 on 9/8/2024 received
disciplinary action and in-service on

providing ADL-Care, responding to
call-lights, and customer service.

On 9/9/2024 the assigned CNA provided
incontinence care to Resident

#351.

On 9/9/2024 Resident # 352 received
incontinent care by the assigned CNA.

Resident # 84 wheel chair arm rest was
replaced on 9/10/2024 by the
Maintenance Assistant.

Residents # 44, 87, and 54 were
immediately assessed for side effects of
antipsychotic medication on 9/11/2024 by
Director of Nursing (DON). No resident
had any side effects from medication.

On 9/9/2024, the Maintenance Director
and Maintenance Assistant assessed
every handrail on each hall, and any
concerns were immediately addressed.

On 9/13/2024 an outside vendor delivered
a new coffee maker for the dietary
department. On 9/16/2024, the
Administrator ordered an additional coffee
dispenser to be set-up in the dining room
for pre and post meal services.

On 9/17/2024 Certified Nursing Assistant
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An interview on 09/10/24 at 11:00 AM, with the
Dietary Manager revealed that the facility's coffee
maker that was used to make the coffee for the
residents had been broken for about two months.
She stated that they had been boiling water on
top of the stove and using a filter to make some
coffee, but there was a delay in getting the coffee
to the residents because it was a slow process.
She confirmed she had complaints about the
coffee machine being broken and understands
the residents' frustration. She stated that the
Administrator had known about it, and they tried
to get someone to repair it, but they never came.
She stated someone finally came yesterday and
brought a coffee pot as a replacement and this
one was working fine.

During an interview on 09/10/24 at 11:24 AM, the
Administrator confirmed that the coffee pot for the
residents had been broken for a while, but she
was thinking it had only been a month. She
stated she thought someone had already been
out to look at the coffee pot before yesterday. She
stated that they had a back-up method for making
coffee for the residents, but did not realize there
was a delay in getting it out to the residents.

F 584

An observation of room D5 B on 9/9/24 at 10:20
AM, revealed a light gray fall protection floor mat
that was a length of 72 inches by width of 24
inches on the left side of the bed covered in black
and brown dried stains. A quarter size clump of a
brown leaf tobacco product was observed on the
floor next to the floor mat, with a dried brown ring
around the tobacco.

(CNA) #1 was received training on
dementia care.

On 9/23/2024 CNA #2 was received
training on dementia care.

On 9/20/2024, the Executive Director and
Director of Nursing reviewed facility
staffing levels to meet the assessed
needs of the residents Activities of Daily
Living (ADL) care. A shower team was
implemented to ensure residents bathing
and shower care needs that include facial
hair and finger nails are met.

2. All Residents residing in the facility
have the potential to be affected by theses
deficient practice.

3. On 9/20/2024, an in-service education
provided by Regional Clinical Operation
RN was giving to the Executive Director,
Director of Nursing and Assistant Director
of Nursing stating the facility must use its
resources effectively and efficiently to
maintain the highest practicable physical,
mental, and psychosocial well-being of
each residents; this to include ensuring
workable appliances are in the facility,
providing a safe, clean, homelike
environment, providing ADL care to
dependent residents, having sufficient
staffing with the appropriate competencies
and skills to meet residents needs,
monitoring Psychotropic Medication and
side effects, and maintaining safety of
equipment and handrails.
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In an interview with the Director of Nursing (DON)
on 9/9/24 at 3:10 PM, revealed the floor mats
should be cleaned daily to prevent the spread of
infections when staff step on the dirty fall mat.

In an interview with the Assistant Director of
Nursing/Infection Control Nurse on 9/10/24 at
10:44 AM, she revealed that the resident's fall
mat should be cleaned and sanitized every day
along with the room to reduce the risk for spread
of infection.

F 677
Resident #43

During an interview and observation in Resident
#43's room on 9/10/24 at 12:05 PM, the resident
informed the Director of Nursing (DON) that she
wanted her facial hair shaved, but staff had not
done this. The resident informed the DON she
had a shower yesterday afternoon, but shaving
was not done. The DON confirmed the resident,
who required assistance with care, had facial hair
present and did not receive the Activity of Daily
Living (ADL) care for shaving, which was part of
the grooming process, especially for a female
resident.

During an observation and interview with the
Director of Nursing (DON) and Resident #151 on
9/10/24 at 4:15 PM, the resident revealed she
wanted her nails to be trimmed. The DON
confirmed the nails were long with a brown
substance under each nail and nails were to be
trimmed and cleaned to ensure skin was not
scratched and to prevent infections and the
facility failed to do this.

4.Beginning 9/16/2024, the Executive
Director will review audits from Quality
Improvement rounds daily Monday
through Friday to ensure facility is utilizing
resources effectively and efficiently to
meet the needs and care of the residents.
The audits will be presented to the Quality
Assurance Committee monthly beginning
10/23/2024 for four months.

The Quality Assurance Committee will
make recommendation for continuation of
audits or discontinuation based upon
results achieved.
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Resident #59

An observation and interview on 9/9/2024 at
12:18 PM, with Resident #59 who stated, "I'm not
going to lie on them or for them. | have not had a
bath of any type since last Tuesday. They will
wash my face, but that's it." He revealed he would
love to be really cleaned up.

An interview on 9/10/2024 at 12:10 PM, with
Licensed Practical Nurse (LPN) #1 confirmed that
Resident #59 had complained to her about not
receiving a bath on 8/31/24, but she did not report
it to anyone.

Record review of documented baths for Resident
#59 confirmed that the resident did not receive a
bath on 8/31/2024. This documentation revealed
the resident received a bed bath on 8/29/2024
with the next bath on 9/3/2024.

Resident #68

An interview with the Director of Nursing (DON)
on 9/10/2024 at 8:50 AM, revealed she was
aware of both incidents that happened over the
weekend with Resident #68 regarding not
answering the call light and providing incontinent
care timely. She revealed the aide who cared for
the resident on Saturday (9/7/24) had been
terminated. The DON revealed she spoke with
the aide, and the aide stated that she changed
the resident after breakfast and that every time
she went back into the resident's room, the
resident was asleep. The aide reported that she
did not wake the resident to check her or provide
incontinent care. The DON revealed that she
terminated the aide because this was her second

F 835
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occurrence of not making rounds and leaving the
residents soiled. She explained that the resident
had a different aide on Sunday (9/8/24). The
DON revealed that she met with that aide, and
the aide stated that she answered the call light,
cut it off, and told the resident she would be back,
but never went back. She revealed The DON
confirmed her expectations were for the aides to
make rounds on the residents every 2 hours and
as required, and render the necessary care
needed.

An interview with the Director of Nursing (DON)
on 9/10/2024 at 1:21 PM, confirmed staff did not
provide the necessary care for Resident #68. She
revealed her expectations were for staff to
answer the call lights and render the care that the
resident needs in a timely manner. She explained
that the aides were to make rounds every 2 hours
and as needed to ensure the residents were
clean and dry and to prevent skin breakdown.

Resident #151

During an observation and interview with the
DON and Resident #151 on 9/10/24 at 4:15 PM,
the resident revealed she wanted her nails to be
trimmed. The DON confirmed the nails were long
with a brown substance under each nail and nails
were to be trimmed and cleaned to ensure skin
was not scratched and to prevent infections and
the facility failed to do this.

Resident #351

An interview with the DON on 9/10/2024 at 11:10
AM, revealed Resident #351 should be checked
and changed every 2 hours and more if he
needed it. She explained that he may be a heavy

F 835
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wetter and needed to be changed more
frequently. The DON revealed if the resident was
a heavy wetter, she could see that the resident
could wet the bed. She revealed she was not
aware of the family members' concerns regarding
the resident's care, and stated those concerns
were just brought to her attention yesterday.

Resident #352

An interview with the Physical Therapy Assistant
(PTA) on 9/10/2024 at 11:50 AM revealed,
Resident #352 not being changed had been an
issue since he had been working with him. He
revealed he had only done about 4 sessions with
the resident, and each time the resident would be
dirty. The PTA revealed it took 2-3 hours before
the resident got changed by the staff. He stated
he usually goes down to the resident's room
about 8-9 in the morning to start his session, but
after the resident reports being soiled, he will
push the resident's call light. He stated he also
goes to hunt down someone to help change the
resident, but nine times out of ten he cannot find
anybody. The PTA stated like yesterday he
pushed the call light, and nobody ever came, so
he went to the nurse and told her. She then went
to change the resident. He confirmed that this
caused a delay in therapy session because time
starts when he knocks on the door.

An interview with the DON on 9/10/2024 at 2:52
PM, revealed,she was not aware Resident #352
was not being changed in a timely manner. She
stated that therapy had not reported anything to
her. She revealed when an issue was brought to
her attention, she would address it. The DON
confirmed that the aides should be rounding on
the residents every 2 hours and the residents

F 835
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should be changed in a timely manner.

F 725

An interview on 9/11/24 at 11:10 AM, with the
DON revealed that she relies on the charge
nurses and Unit Managers to direct their staff and
follow-up to make sure the work is done. She
admitted that does not always happen. She
stated honestly sometimes you have to treat them
like children, for instance the aides need to be
told exactly what to do. She revealed she knows
there have been issues but does not know the
answer. She revealed that staff in healthcare
today is just different now, they are worried more
about the money than the job. She revealed they
do not even think of it as health care, instead just
health services.

An interview with the Administrator (ADM) with
the Director of Nursing (DON) in attendance, on
9/11/2024 at 11:16 AM, revealed she was not
aware of any workload concerns from the staff or
care concerns from the residents. She revealed
we discuss this in resident council meetings and
every morning in the stand-up meeting. She
revealed the aides say they are short, but they
are not. The ADM stated, "We just have the
wrong people in place." The ADM explained that
they have a Registered Nurse (RN) Unit Manager
for both units, and they also have an LPN which
was a Charge Nurse on each hall. She confirmed
they were supposed to be rounding on the
residents to ensure the care was provided and
the resident's needs are met.

F 726

An interview on 09/10/24 at 11:48 AM, with the

F 835
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Staff Development Nurse confirmed that
dementia care training is not included in new hire
orientation. She stated she has a video that she
could let them watch, but she does not. She
stated that staff just get in-serviced on dementia
care when it is time for an in-service.

An interview on 09/10/24 at 11:58 AM, with the
Administrator revealed she was unaware that
new staff were not receiving dementia care
training prior to working. She stated that staff
should be receiving dementia care training prior
to caring for residents because we have a lot of
residents with dementia. She stated that was a
staff competency issue and they need to know
how to deal and approach residents with
dementia.

F 908

During an observation and interview with the
Director of Nursing (DON) on 9/10/24 at 1:00 PM,
she confirmed that Resident #84's wheelchair
arms needed to be replaced to prevent skin
injury. She revealed that they had a system in
place for any needed repairs to be noted in so
areas of concern could be corrected, but this was
overlooked and not put into their system. She
confirmed the facility failed to maintain Resident
#84's wheelchair in safe and good repair, which
could cause an injury to the resident's skin.

F 924

An interview and observation on 9/9/24 at 12:00
PM with the Administrator confirmed that the
hand rails on the resident halls had been loose
for a while. She admitted that they had been
talking about replacing them, but she wanted to

F 835
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get the floor replaced first. She stated that the
hand rails were PVC pipes, and they had put
them up. She stated she knew one of the
residents on the B Hall pulled on them a lot but
had not had an accident. She revealed that she
had talked with a company about getting it fixed,
but that was back in May, and she had not got
that approved from corporate yet. She admitted
that the lose handrails could be a safety issue for
the residents.

F 947

An interview and observation on 9/9/24 at 12:00
PM with the Administrator confirmed that the
hand rails on the resident halls had been loose
for a while. She admitted that they had been
talking about replacing them, but she wanted to
get the floor replaced first. She stated that the
hand rails were PVC (Polyvinyl Chloride) pipes,
and they had put them up. She stated she knew
one of the residents on the B Hall pulled on them
a lot but had not had an accident. She revealed
that she had talked with a company about getting
it fixed, but that was back in May, and she had
not got that approved from corporate yet. She
admitted that the lose handrails could be a safety
issue for the residents.

An interview on 09/11/24 at 12:52 PM, with the
Administrator and the DON confirmed there is
issues, but they are not sure if it is a breakdown
in communication or follow up. The Administrator
revealed they have been working on "Survey
Readiness" since their last survey in 5/2023 and
part of that was putting "quality measures" such
as care under a Performance Improvement Plan
(PIP). She stated that has included their
administrative nurses and Unit Managers being

F 835
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Continued From page 61

assigned certain rooms and making rounds on
those residents. She revealed that during those
rounds they are supposed to be looking for issues
such as needed care, dirty wheelchairs, facial
hair, etc. She admitted there had been no real
issues found and admits that is really impossible.
The Administrator stated that there had been no
changes to their polices or procedures based on
the results of the rounds. They both admitted that
when they do find something that needs to be
fixed then they fix it, but never get to the root
cause. The Administrator added that she has
seen residents in the same clothes for days or
have food on their clothes and has told the
administrative staff and Unit Managers that if she
sees these things she knows they do. The DON
added that the administrative staff have to
document their round results and turn them in,
but the Unit Managers do not. She stated they
verbally report if there are any issues. The DON
admitted she thinks the problem is there is no
accountability. They both agreed that they are
accountable and should follow up as oversight to
make sure the rounds are correct and being done
and that care is being provided.

QAPI/QAA Improvement Activities

CFR(s): 483.75(c)(d)(e)(g)(2)(i)(ii)

§483.75(c) Program feedback, data systems and
monitoring.

A facility must establish and implement written
policies and procedures for feedback, data
collections systems, and monitoring, including
adverse event monitoring. The policies and
procedures must include, at a minimum, the
following:

§483.75(c)(1) Facility maintenance of effective

F 835
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systems to obtain and use of feedback and input
from direct care staff, other staff, residents, and
resident representatives, including how such
information will be used to identify problems that
are high risk, high volume, or problem-prone, and
opportunities for improvement.

§483.75(c)(2) Facility maintenance of effective
systems to identify, collect, and use data and
information from all departments, including but
not limited to the facility assessment required at
§483.71 and including how such information will
be used to develop and monitor performance
indicators.

§483.75(c)(3) Facility development, monitoring,
and evaluation of performance indicators,
including the methodology and frequency for such
development, monitoring, and evaluation.

§483.75(c)(4) Facility adverse event monitoring,
including the methods by which the facility will
systematically identify, report, track, investigate,
analyze and use data and information relating to
adverse events in the facility, including how the
facility will use the data to develop activities to
prevent adverse events.

§483.75(d) Program systematic analysis and
systemic action.

§483.75(d)(1) The facility must take actions
aimed at performance improvement and, after
implementing those actions, measure its success,
and track performance to ensure that
improvements are realized and sustained.

§483.75(d)(2) The facility will develop and
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implement policies addressing:

(i) How they will use a systematic approach to
determine underlying causes of problems
impacting larger systems;

(ii) How they will develop corrective actions that
will be designed to effect change at the systems
level to prevent quality of care, quality of life, or
safety problems; and

(iii) How the facility will monitor the effectiveness
of its performance improvement activities to
ensure that improvements are sustained.

§483.75(e) Program activities.

§483.75(e)(1) The facility must set priorities for its
performance improvement activities that focus on
high-risk, high-volume, or problem-prone areas;
consider the incidence, prevalence, and severity
of problems in those areas; and affect health
outcomes, resident safety, resident autonomy,
resident choice, and quality of care.

§483.75(e)(2) Performance improvement
activities must track medical errors and adverse
resident events, analyze their causes, and
implement preventive actions and mechanisms
that include feedback and learning throughout the
facility.

§483.75(e)(3) As part of their performance
improvement activities, the facility must conduct
distinct performance improvement projects. The
number and frequency of improvement projects
conducted by the facility must reflect the scope
and complexity of the facility's services and
available resources, as reflected in the facility
assessment required at §483.71. Improvement
projects must include at least annually a project
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that focuses on high risk or problem-prone areas
identified through the data collection and analysis
described in paragraphs (c) and (d) of this
section.

§483.75(g) Quality assessment and assurance.

§483.75(g)(2) The quality assessment and
assurance committee reports to the facility's
governing body, or designated person(s)
functioning as a governing body regarding its
activities, including implementation of the QAPI
program required under paragraphs (a) through
(e) of this section. The committee must:

(i) Develop and implement appropriate plans of
action to correct identified quality deficiencies;
(iii) Regularly review and analyze data, including
data collected under the QAPI program and data
resulting from drug regimen reviews, and act on
available data to make improvements.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff and resident
interviews, record review and facility policy
review, the facilities Quality Assessment
Performance Improvement (QAPI)/ Quality
Assessment and Assurance (QAA) committee
failed to maintain implemented procedures and
monitor interventions that the committee put into
place. This failure resulted in four recited
deficiencies that was originally cited on the
5/18/23 recertification survey. The recited
deficiencies were in the areas of failing to
implement an Activities of Daily Living (ADL) care
plan, assist residents with ADL's, monitor for side
effects of psychotropic medications and place an
infectious resident in contact isolation. The
continued failures during 2 recertification's shows

1.0n 9/16/2024 an AD hoc Quality
Assurance and Performance
Improvement (QAPI) meeting was held
with Executive Director, Director of
Nursing, Assistant Director of Nursing,
Infection Preventionist Nurse, Medical
Director, Maintenance Director, Governing
Body, Social Services, Staff Development
Coordinator, Business Office Manager,
Nursing Unit Managers, Dietary Manager,
Activity Director, Director of Therapy,
Health Information, RN Wound Care
Nurse, MDS Coordinator, and Regional
Nursing Consultant. A Quality
Improvement Initiative (Qll)
Plan-Do-Study-Act(PDSA) worksheet
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a pattern of the facilities inability to sustain an
effective Quality Assurance Program.

Findings Include:

This tag is cross referenced to: F656, F677, F758
and F880.

Review of the facility policy titled, "Quality
Improvement Program" with a revision date of
10/2022 revealed under the "Policy ...The Quality
Improvement Committee will assess and monitor
the quality of services provided to the residents in
the facility in order to identify potential problems
and/or opportunities for improvement. The
committee will implement and systemically
evaluate programs and processes to identify
problems in order to proactively improve health
care delivery".

During the recertification survey on 5/18/23 the
facility was cited for F656, F677, F758, and
F880.

During the recertification and complaint survey on
9/9/24, the facility was cited for deficiencies that
included repeat deficiencies of F656, for failure to
implement a care plan regarding ADL's. F677 for
failure to bath, shave and provide nail care for a
total of 6 out of 7 residents investigated for ADL's.
F758 for failing to monitor for side effects of
psychotropic medications and F880 for failing to
place a resident with an infectious disease in
contact isolation.

An interview on 9/11/24 at 11:10 AM, with the
Director of Nurses (DON) revealed that she relies
on the charge nurses and Unit Managers to direct
their staff and follow up to make sure the work is

identifying the Root Cause Analysis was
created for identified concerns from
Survey Exit on 9/11/2024.

2. All Residents have the potential to be
affected by this deficient practice.

3.0n 9/16/2024, the Regional RN Nursing
Consultant in-serviced and educated the
Quality Improvement(Ql) team on using
the PDSA worksheet to identify the Quality
Improvement categories, and the area of
importance, what will be done and the
expected outcome for each intervention
and goal to resolve and prevent
reoccurrences.

4. Beginning 9/16/2024, the Quality
Improvement (Ql) rounding audits,
general environmental rounds, ADL
audits, staffing concerns, infection
control, and grievances will be discussed
daily Monday through Friday in morning
stand-up meeting. Any issues resulting
from daily audits will be corrected, and a
root
cause analysis with interventions will be
implemented to ensure no further
reoccurrences.
The Executive Director will present audits
to the monthly Quality Assurance
Committee for review beginning
10/23/2024 for four months.

The Quality Assurance Committee will
make recommendation for continuation of
audits or discontinuation based upon
results achieved.
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done. She admitted that does not always happen.
She revealed she knows there have been issues,
but does not know the answer. She stated staff in
healthcare is just different now, they are worried
more about the money than the job.

An interview and record review on 09/11/24 at
11:53 AM, with the Administrator revealed the
facility has a QAPI/QAA meeting with the medical
director and other interdisciplinary team members
monthly. She stated they have not addressed
staffing concerns, ADL care or care plans during
the meetings.

An interview on 09/11/24 at 12:52 PM, with the
Administrator and the DON confirmed there is an
issue, but they are not sure if it is a breakdown in
communication or follow up. The Administrator
revealed they have been working on "Survey
Readiness" since their last survey in 5/2023 and
part of that was putting "quality measures" such
as care under a Performance Improvement Plan
(PIP). She stated that has included their
administrative nurses and Unit Managers being
assigned certain rooms and making rounds on
those residents. She revealed that during those
rounds they are supposed to be looking for issues
such as needed care, dirty wheelchairs, facial
hair, etc. She admitted there had been no real
issues found and admits that its impossible for
things to be perfect. The Administrator stated that
there had been no changes to their polices or
procedures based on the results of the rounds.
They both admitted that when they do find
something that needs to be fixed then they fix it,
but do not get to the root cause. The
Administrator added that she has seen residents
in the same clothes for days or have food on their
clothes and has told the administrative staff and

F 867
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Unit Managers that if she sees these things she
knows they do. The DON added that the
administrative staff have to document their round
results and turn them in, but the Unit Managers
do not. She stated they verbally report if there
are any issues. The DON admitted she thinks the
problem is there is no accountability. They both
agreed that they are accountable and should
follow up as oversight to make sure the rounds
are correct and being done.

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,
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 §483.71 and following
accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include,

F 867

F 880

10/25/24
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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
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.
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This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interview, record review, and facility review the
facility failed to help prevent the transmission of
infections when a resident returned from the
hospital with a treatment for Clostridium Difficile
Colitis (C-Diff) infection was not placed on contact
isolation precautions for one (1) of 14 residents
being treated for an infection. Resident #83

Findings include:

A review of Centers for Disease Control (CDC)
document revealed Contact Precautions: Contact
precautions are intended to prevent transmission
of infectious agents, which are spread by direct or
indirect contact with the patient or the patient's
environment.(Example: C. Difficile) ... C-diff is a
germ (bacterium) that causes diarrhea and colitis
(an inflammation of the colon). ...Key Points:
Most cases of C. Diff occur when you have been
taking antibiotics or not long after you have
finished..."

A review of the facility policy titled, "Contact
Precautions," revealed Policy: Contact
precautions are a transmission-based precaution
that will be utilized to reduce the risk of
transmission of epidemiologically important
microorganisms by direct or indirect contact.

In an interview with Resident # 83 on 9/9/24 at
10:00 AM, he revealed he had just returned from
the hospital the day before with bad diarrhea. He
stated the diarrhea was C-Diff. Observation of
the resident's room revealed there were no
isolation barrels in the room. There was no
signage on the resident's door alerting the staff

1. On 9/9/2024 Resident #83 was
switched from Enhanced Barrier
Precautions and immediately placed on
contact isolation. Resident #83 received
no ill effects from this deficient practice.

On 9/9/2024 Licensed Practical Nurse
(LPN) #2 and assigned LPN nurse on
9/8/2024 was in-serviced on

contact isolation precautions.

2. All Residents residing in the facility
have the potential to be affected.

3. On 9/20/2024, the Staff Development
Coordinator initiated an in-service with all
licensed nursing staff on contact
precaution, and preventing transmission
of infections, and notifying the Infection
Preventionist

Nurse of a new admissions or newly
diagnosis of infection(s) to ensure

resident(s) are placed on correct isolation.

On 9/11/2024 the Infection Preventionist
Nurse completed an audit to ensure any
resident(s) on Enhanced

Barrier Precautions was on appropriate
isolation.

4.Beginning 9/11/2024 the Infection
Preventionist Nurse and Director of
Nursing will monitor all new

admits and readmits for isolation
precaution ongoing daily based on
admissions and readmission. The
Infection Preventionist Nurse will submit
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that the resident was on contact precautions.

A review of the diagnosis information on the
"Admission Record" for Resident #83 revealed on
8/30/24 he received a diagnosis of long-term use
of antibiotics.

A review of the "Order Details" revealed a
physician's order for Resident # 83 dated 9/8/24
"Fidaxomicin Oral Table 200 MG(milligram) Give
1( one) tablet by mouth every morning and at
bedtime for C-Diff until 9/13/24."

Review of hospital lab values for Resident #83
dated 9/3/24 revealed C. Difficile results was
positive.

In an interview with Licensed Practical Nurse
(LPN) #2 on 9/9/24 at 1:20 PM, she revealed
Resident #83 was not on contact precautions for
C-Diff. She stated she asked the night nurse if
the resident was supposed to be on isolation
because he was on medication for C-diff, and the
nurse told her no because he was treated in the
hospital. LPN #2 stated she should have
questioned this further.

In an interview with the Director of Nursing on
9/9/24 at 1:50 PM, she revealed that Resident
#83 did come back from the hospital with orders
to treat C-Diff and confirmed staff should have
placed him on contact isolation to reduce the risk
of infection transmission.

In an interview with Assistant Director of
Nursing/Infection Control nurse on 9/10/24 at
11:38 AM, she confirmed Resident #83 should
have been placed on contact isolation when he
returned from the hospital the evening of 9/8/24
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reports to the Executive Director monthly
for review. The Executive Director will
present the monthly reports to the monthly
Quality Assurance Committee beginning
10/23/2024 for three months.

The Quality assurance Committee (QA)
will make recommendation for the
continuation of audits or discontinuation
based upon results achieved.
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to reduce the spread of the infection.

Review of the "Admission Record" revealed the
facility admitted Resident #83 on 6/09/23 with a
diagnosis of Chronic Obstructive Pulmonary
Disease.

Record review of the Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date
(ARD) of 7/9/24 revealed a Brief Interview for
Mental Status (BIMS) score was 15, indicating
the resident was cognitively intact

F 908 | Essential Equipment, Safe Operating Condition F 908 10/25/24
SS=D | CFR(s): 483.90(d)(2)

§483.90(d)(2) Maintain all mechanical, electrical,
and patient care equipment in safe operating

condition.

This REQUIREMENT is not met as evidenced

by:

Based on observation, staff and resident 1.Resident # 84 wheel chair arm rest was

interview, and record review, the facility failed to replaced on 9/10/2024 by the

ensure a wheelchair was in good, safe condition Maintenance Assistant.

for one (1) of 21 sampled residents' wheelchairs.

Resident #84 2. All Residents who have wheel chairs
have the potential to be affected by this

Findings include: deficient practice.

Record review of facility letterhead dated and 3 On 9/16/2024, the Executive Director

signed by the Administrator on 9/11/24, revealed, in-service and educated the QI team on

"(Proper name of facility) do not have a Quality Improvement(Ql) rounding tool

maintenance equipment repair policy". making sure wheelchairs are in good
repair.

During an interview and observation on 9/9/24 at

11:20 AM, Resident #84's wheelchair was noted On 9/20/2024, the Executive Director

to have both arm rests with foam exposed in-service Maintenance Director and

between the cracked protective covering which Maintenance Assistant on maintaining all

covered all the left arm rest and was mechanical, electrical, and patient care
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approximately four inches by one inch area on
right arm rest. Resident #84 stated it had been
that way for a while and those areas are rough to
touch.

During an observation and interview with the
Director of Nursing (DON) on 9/10/24 at 1:00 PM,
she confirmed that Resident #84's wheelchair
arms needed to be replaced to prevent skin
injury. She stated they had a system in place for
any needed repairs to be noted in so areas of
concern could be corrected, but this was
overlooked and not put into their system. She
confirmed the facility failed to maintain Resident
#84's wheelchair in safe and good repair, which
could cause an injury to the resident's skin.

Record review of Resident #84's "Admission
Record" revealed the facility admitted the resident
initially on 9/26/23 with the most recent admission
of 2/16/24 with diagnoses included Muscle
wasting and atrophy, Muscle weakness and
Cerebral infarction.

Record review of quarterly Minimum Data Set
(MDS) with an Assessment Reference Date
(ARD) of 8/14/24 revealed a Brief Interview for
Mental Status (BIMS) score of 15 which indicated
the resident was cognitively intact.

equipment in safe operating condition.

On 9/20/2024, the Staff Development
Coordinator initiated an in-service with all
staff on reporting to Maintenance any
equipment needing repairs or being
replaced.

On 9/16/2024, the Maintenance Assistant
did 100% audit of all wheel chairs to
ensure arm rest are in good repair, with
no torn or loose material. Damaged
wheelchairs were repaired or replaced.

4.Beginning 9/16/2024 Maintenance
Assistant will audit wheelchairs two times
week for two weeks, then weekly times
two weeks, then monthly times two
months. The Maintenance Assistant will
forward audits to the

Executive Director weekly for review.
Beginning 9/16/2024, the Quality
Improvement (Ql) team will make on
going rounds daily using the QI rounding
tool monitoring the condition of
wheelchairs. The Ql rounds will be
forward to the Executive Director daily
Monday through Friday for review, Ql
rounds completed over the weekend will

be left for Executive Director on Mondays.

The Executive Director will present audits
from the Maintenance Assistant to the
Quality Assurance Committee beginning
10/23/2024 for three months, the
Executive Director will present all QI
audits from QI team to the Quality
Assurance Committee monthly for three
months.
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§483.90(i)(3) Equip corridors with firmly secured
handrails on each side.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and facility
letterhead review, the facility failed to ensure the
handrails on the resident's halls were
permanently affixed to the wall for four (4) of 4
hallways.

Findings Include:

Record review of a typed statement on facility
letterhead, dated September 11, 2024, and
signed by the Executive Director revealed the "
(Proper name of facility) do not have a policy on
facility repairs."

An observation on 09/09/24 at 11:49 AM, of all
resident halls revealed multiple loose hand rails
with the ends of the hand rails not being
permanently affixed to the walls on all four halls
of the facility.

An interview and observation on 9/9/24 at 12:00
PM with the Administrator confirmed that the
hand rails on the resident halls had been loose
for a while. She admitted that they had been
talking about replacing them, but she wanted to
get the floor replaced first. She stated that the

1.0n 9/9/2024 The Maintenance Director
and Maintenance Assistant assessed
every handrail on each hall, any concerns
were immediately addressed.

On 9/9/2024, the Executive Director
submitted purchase request for new hand
rails to be replaced on each

hall.

2. All Residents residing in the facility
have the potential to be affected.

3.0n 9/11/2024 the Executive Director
in-serviced Maintenance staff on checking
all handrails in the

facility daily to ensure they are firmly
secured.

On 9/20/2024, the Staff Development
Coordinator initiated an in-service with all
staff on reporting

damage and needed repairs which
included making sure hand rails are
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The Quality Assurance Committee will
make recommendation for the
continuation of audits or discontinuation
based upon results achieved.
F 924 | Corridors have Firmly Secured Handrails F 924 10/25/24
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§483.95(g) Required in-service training for nurse
aides.
In-service training must-

§483.95(g)(1) Be sufficient to ensure the
continuing competence of nurse aides, but must
be no less than 12 hours per year.

§483.95(g)(2) Include dementia management
training and resident abuse prevention training.

§483.95(g)(3) Address areas of weakness as
determined in nurse aides' performance reviews
and facility assessment at § 483.71 and may
address the special needs of residents as
determined by the facility staff.
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handrails were PVC (polyvinyl chloride) pipes, affixed and secured to the walls.
and they had put them up. She stated she knew
one of the residents on the B Hall pulled on them 4.Beginning 9/12/2024, the Maintenance
a lot but had not had an accident. She revealed Director and Maintenance Assistant will
that she had talked with a company about getting monitor compliance and safety of
it fixed, but that was back in May, and she had hand-rails by observation rounds weekly
not got that approved from corporate yet. She for four weeks, then monthly for two
admitted that the lose handrails could be a safety months. The Maintenance Director will
issue for the residents. forward results of the audits to the
Executive Director monthly for three
Record review revealed that there was months. The Executive Director will
communication from (proper name of business) present audits to the monthly Quality
in 5/10/2024 regarding options for fixing the Assurance Committee beginning
broken handrails in the facility. 10/23/2024 for three months.
The Quality Assurance Committee will
make recommendations for the
continuation of audits or discontinuation
based uponresults achieved.
F 947 | Required In-Service Training for Nurse Aides F 947 10/25/24
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§483.95(g)(4) For nurse aides providing services
to individuals with cognitive impairments, also
address the care of the cognitively impaired.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility failed to ensure that new hire staff were
trained on dementia care prior to caring for
residents with dementia for one (1) of three (3)
survey days.

Findings Include:

This tag is cross referenced to F 726, Competent
Staff

Record review of a typed statement on facility
letterhead, dated September 11, 2024 and signed
by the Executive Director revealed "(Proper name
of facility) do not have a policy on training staff or
competency of staff."

An interview on 09/10/24 at 11:05 AM, with
Certified Nurse Assistant (CNA) #1 and CNA #2
revealed they both had been working at the
facility for about 4 months and had not been
trained on dementia care. CNA #1 stated that
she did not know any special considerations
regarding dealing with residents that have
dementia and that she did not have any residents
on her assigned B hall that had a diagnosis of
dementia.

An interview on 09/10/24 at 11:48 AM, with the
Staff Development Nurse confirmed that
dementia care training is not included in new hire
orientation. She stated she has a video that she
could let them watch, but she does not.

1.0n 9/17/2024 Certified Nursing
Assistant (CNA) #1 was provided 1:1
training on dementia care.

On 9/23/2024 CNA #2 was provided 1:1
training on dementia care.

2. All Residents residing in the facility with
a diagnosis of dementia have the potential
to be affected.

3. On 9/16/2024, the Director of Nursing
in-serviced Staff Development
Coordinator (SDC) on ensuring all
licensed nursing staff Certified Nursing
Assistants and (CNA)s receive the
necessary dementia training to care for
residents with dementia.

On 9/18/2024 the SDC initiated training
with all current staff on dementia care with
a date to be complete by 9/30/2024.

Beginning 9/18/2024, all new employees
will receive dementia training prior to
caring for residents.

4. Beginning 10/1/2024 the Director of
Nursing will audit all new employees for
dementia care training

weekly for one month, then monthly
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An interview on 09/10/24 at 11:58 AM, with the
Administrator confirmed that staff should be
receiving dementia care training prior to caring for
residents because "we have a lot of residents
with dementia." She stated that was a staff
competency issue and they need to know how to
deal and approach residents with dementia.

An interview on 09/10/24 at 12:42 PM, with the
Staff Development Nurse confirmed that she had
been doing staff development for about 5 years
and it had never been included in the new hire
orientation and training. She stated she
understands now that it should have been
included so that staff would know how to react
and deal with residents and be able to recognize
the signs.

Record review of the "New Hire Program"
revealed dementia care was not include.

Record review of the Facility Assessment Tool
dated July 22, 2024 revealed "New Hire Training
Topics-All Staff" did not include dementia care
listed as a required topic.

Record review of the facility "Resident Matrix"
revealed there were 16 current residents with a
diagnosis of Dementia and/or Alzheimer's
Disease and 2 were on the B Hall.

be forward to the Executive

present the audits to the

based upon results achieved.

times two months. The weekly audits will

Director monthly for three months for
review. The Executive Director will

monthly Quality Assurance Committee
beginning 10/23/2024 for three months.

The Quality assurance Committee (QA)
will make recommendation for the
continuation of audits or discontinuation
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