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The State Agency (SA) conducted an Annual
Recertification Survey and Complaint
Investigation (Cl MS #26596), at the facility from
09/30/24 through 10/03/24. The SA investigated
Cl MS #26596 related to Unlicensed Staff, Death,
Quality of Treatment, and Neglect. There were no
citations related to the Complaint Investigation.
During the annual recertification survey, the SA
determined the facility was not in compliance with
the requirements of participation in Medicare and
Medicaid and cited F625, F636, F640, F656,
F761, F803, F865, and F880.

The facility held a license for 98 beds, with a
census of 93 at the time of the survey.

F 625 | Notice of Bed Hold Policy Before/Upon Trnsfr F 625 10/24/24
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;

(ii) 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
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(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 interview, record review, and facility
policy review, the facility failed to provide the
Resident, or the Resident Representative (RR),
written notification of the bed hold policy at the
time of transfer for one (1) of 19 sampled
residents. (Resident #60)

Findings Include:

A review of the facility's policy tiled, "Bed Hold
Notice Upon Transfer/Leave, dated 12/23,
revealed, "Bed Hold Agreement ... If bed-hold due
to hospital transfer or therapeutic leave becomes
necessary, the facility will notify the resident or
resident's representative of the bed-hold option

A review of the "Progress Notes," dated 7/21/24
for Resident #60," revealed that the resident was
transferred to the local hospital at 6:13 PM per
local ambulance, due to bleeding from the
dialysis shunt.

On 10/02/24 at 2:14 PM, during an interview, the
Accounts Manager (AM) stated that if the resident
is their own Responsible Representative (RR),
she provides the bed-hold and transfer letter to

By submitting the enclosed materials, we
are not admitting to the truth or accuracy
of any specific findings or allegations. We
reserve the right to contest the findings or
allegations as part of any proceeding and
submit these responses pursuant to our
regulatory obligations.

On October 3, 2024 the facility
Administrator spoke with Resident #60 as
she is her own Responsible
Representative to inform her of the
Notice of Bed Hold Policy and informed
her that upon each transfer out of the
facility to the hospital that she should
receive this notice. Resident thanked me
for ensuring that she knows the Notice of
Bed Hold Policy. Resident has a Brief
Interview for Mental Status (BIMS) of 15.

All Residents being transferred to the
hospital have the potential to be affected
by this deficient practice.

On October 3, 2024 the facility
Administrator completed an in- service
with the Accounts Manager in regards to

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
255272 B. WING 10/03/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1018 ALBERTA AVENUE
MYRTLES NURSING CENTER, LLC
COLUMBIA, MS 39429
(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 625 | Continued From page 1 F 625

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

Event ID: O5FF 11

Facility ID: 46MH

If continuation sheet Page 2 of 34




PRINTED: 12/04/2024

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
255272 B. WiNG 10/03/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1018 ALBERTA AVENUE

MYRTLES NURSING CENTER, LLC

COLUMBIA, MS 39429

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xX5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 625 | Continued From page 2 F 625
the resident. She further explained that if a bed hold notices. All bed hold transfer
resident is on Medicare, they must pay the facility notices should be completed accurately
for each day they are hospitalized. The AM and timely for any resident transferring to
emphasized the importance of residents receiving the hospital from the facility.
both letters each time they are transferred to the
hospital, as Medicare will not pay both the On October 3, 2024 the facility
hospital and the facility. The AM confirmed that Administrator began checking bed hold
she did not provide Resident #60 with the transfer notices daily for one week and
bed-hold letter for their hospitalization on 7/21/24, then monthly for three months to ensure
stating that she "forgot to do it." She reiterated accuracy. Findings from monitoring will be
that residents must be informed each time they discussed by the Quality Assurance and
are hospitalized so they are aware that they must Improvement Committee on October 24,
pay to hold their bed while in the hospital. 2024 and then monthly for three months.

On 10/03/24 at 3:30 PM, during an interview, the
Licensed Nursing Home Administrator (LNHA)
stated that she expects staff to follow the facility's
policies and procedures regarding bed-hold
notifications.

A review of Resident #60's "Admission Record"
revealed that the facility admitted the resident on
04/02/24 with current diagnoses that included
End Stage Renal Disease.

F 636 | Comprehensive Assessments & Timing F 636 10/24/24
SS=D | CFR(s): 483.20(b)(1)(2)(i)(iii)

§483.20 Resident Assessment

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

§483.20(b) Comprehensive Assessments
§483.20(b)(1) Resident Assessment Instrument.
A facility must make a comprehensive
assessment of a resident's needs, strengths,
goals, life history and preferences, using the
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resident assessment instrument (RAI) specified
by CMS. The assessment must include at least
the following:

(i) Identification and demographic information
(i) Customary routine.
(iii) Cognitive patterns.
(iv) Communication.
(v) Vision.

(vi) Mood and behavior patterns.

(vii) Psychological well-being.

(viii) Physical functioning and structural problems.
(ix) Continence.

(x) Disease diagnosis and health conditions.

(xi) Dental and nutritional status.

(xii) Skin Conditions.

(xiii) Activity pursuit.

(xiv) Medications.

(xv) Special treatments and procedures.

(xvi) Discharge planning.

(xvii) Documentation of summary information
regarding the additional assessment performed
on the care areas triggered by the completion of
the Minimum Data Set (MDS).

(xviii) Documentation of participation in
assessment. The assessment process must
include direct observation and communication
with the resident, as well as communication with
licensed and nonlicensed direct care staff
members on all shifts.

§483.20(b)(2) When required. Subject to the
timeframes prescribed in §413.343(b) of this
chapter, a facility must conduct a comprehensive
assessment of a resident in accordance with the
timeframes specified in paragraphs (b)(2)(i)
through (iii) of this section. The timeframes
prescribed in §413.343(b) of this chapter do not
apply to CAHs.
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(i) Within 14 calendar days after admission,
excluding readmissions in which there is no
significant change in the resident's physical or
mental condition. (For purposes of this section,
"readmission” means a return to the facility
following a temporary absence for hospitalization
or therapeutic leave.)

(iii)Not less than once every 12 months.

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews, record reviews, and
facility policy review, the facility failed to complete
an annual comprehensive Minimum Data Set
(MDS) assessment for one (1) of 19 residents
reviewed. (Resident #77).

Findings Include:

A review of the facility's policy titled, "Resident
Assessment," with the revision date of 09/19,
revealed, "An assessment will be completed on
each resident utilizing the MDS. The reason for
assessment, schedule and timeframes will be
according to the guidance of the Resident
Assessment Instrument (RAIl) Manual. The
Registered Nurse (RN) is responsible for verifying
the completion of the assessment. The
completed assessment guide the staff in
identifying key information about the resident and
serves as a basis for identifying resident specific
issues and objectives in order to develop a care
plan. This process assists the resident in
reaching the highest practicable physical, mental,
and psychosocial well-being ..."

A record review of the "Long-Term Care Facility
Resident Assessment Instrument 3.0 User's
Manual," dated October 2019, revealed, "The
ARD (Assessment Reference Date) (item A2300)

By submitting the enclosed materials, we
are not admitting to the truth or accuracy
of any specific findings or allegations. We
reserve the right to contest the findings or
allegations as part of any proceeding and
submit these responses pursuant to our
regulatory obligations.

Minimum Data Set Assessment was
submitted for Resident #77 on October 2,
2024.

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

On October 3, 2024 an audit for every
Resident was completed to ensure that no
other Minimum Data Assessments had
been missed with none noted. The Facility
Administrator and Director of Nursing
in-serviced the Case Manager Licensed
Practical Nurse, and the two Assessment
Registered Nurses on the Resident
Assessment Policies on 10/3/2024.

The Facility Administrator and Director of
Nursing began weekly transmission audits
on 10/10/2024. These audits will continue
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must be set within 366 days after the ARD of the
previous OBRA (Omnibus Budget Reconciliation
Act) comprehensive assessment (ARD of
previous comprehensive assessment + 366
calendar days) AND within 92 days since the
ARD of the previous OBRA Quarterly or SCQA
(ARD of previous OBRA Quarterly assessment +
92 calendar days). The MDS completion date
(item Z0500B) must be no later than 14 days after
the ARD (ARD + 14 calendar days) ..."

A record review of Resident #77's "Admission
Record" revealed the facility admitted the resident
on 08/29/23 and had current diagnoses that
included Essential (Primary) Hypertension.

A record review of Resident #77's "Admission
MDS" revealed an ARD of 09/07/23, and the last
"Quarterly MDS" revealed an Assessment
Reference Date (ARD) of 05/01/24.

A record review of Resident #77's "Annual MDS"
revealed Section A2300 with an ARD of 07/24/24
and Section Z0500B with a completion date of
09/17/24, which was more than 14 days after the
ARD and greater than 366 days from the
"Admission MDS" and greater than 92 calendar
days from the last quarterly assessment.

A record review of the facility's "Final Validation
Report," with a submission date of 10/02/24 for
Resident #77, revealed, "Assessment completed
late: Z0500B (assessment completion date) is
more than 14 days after A2300 (assessment
reference date)."

On 10/02/24 at 4:06 PM, during an interview with
Licensed Practical Nurse (LPN) #1/MDS nurse,
she explained that her corporate nurses had

to be completed during weekly
transmission meetings with the Case
Manager LPN and the two Assessment
Registered Nurses to check for
completion and accuracy, which will
include comparing the schedule of
Minimum Data Set Assessment Calendar
with the list of actual Minimum Data Set
Assessments completed to ensure that
they are timely. This will continue
indefinitely. Any deficient practices will be
brought to the Quality Assurance
Improvement Meetings which will be held
on October 24, 2024 and then monthly for
three months.
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informed her that there was no such thing as a
"too early" assessment. In August 2024, she
realized Resident #77 had too many quarterly
MDSs completed, and the quarterly assessment
with an ARD of 07/04/24 was completed in error
and inactivated, requiring her to redo the
assessment as an annual assessment. She
confirmed that Resident #77's Annual
Assessment had an ARD of 09/07/23, and the
last Quarterly Assessment had an ARD of
05/01/24.

On 10/02/24 at 4:30 PM, during an interview with
Registered Nurse (RN) #1, she confirmed that
Resident #77's Annual Assessment was
completed late.

On 10/03/24 at 3:30 PM, during an interview with
the Administrator, she explained that she was not
aware of the late annual comprehensive MDS
assessments. She explained that she expects her
staff to follow the facility's policy and the RAI
manual for completing and submitting MDS
assessments on time and accurately, as this is
critical to ensure that residents receive
appropriate care, as well as reimbursement for
services rendered.

F 640 | Encoding/Transmitting Resident Assessments
SS=D | CFR(s): 483.20(f)(1)-(4)

§483.20(f) Automated data processing
requirement-

§483.20(f)(1) Encoding data. Within 7 days after
a facility completes a resident's assessment, a
facility must encode the following information for
each resident in the facility:

(i) Admission assessment.

(ii) Annual assessment updates.

F 636

F 640

10/24/24
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(iii) Significant change in status assessments.
(iv) Quarterly review assessments.

(v) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(vi) Background (face-sheet) information, if there
is no admission assessment.

§483.20(f)(2) Transmitting data. Within 7 days
after a facility completes a resident's assessment,
a facility must be capable of transmitting to the
CMS System information for each resident
contained in the MDS in a format that conforms to
standard record layouts and data dictionaries,
and that passes standardized edits defined by
CMS and the State.

§483.20(f)(3) Transmittal requirements. Within
14 days after a facility completes a resident's
assessment, a facility must electronically transmit
encoded, accurate, and complete MDS data to
the CMS System, including the following:
(iYAdmission assessment.

(i) Annual assessment.

(iii) Significant change in status assessment.

(iv) Significant correction of prior full assessment.
(v) Significant correction of prior quarterly
assessment.

(vi) Quarterly review.

(vii) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(viii) Background (face-sheet) information, for an
initial transmission of MDS data on resident that
does not have an admission assessment.

§483.20(f)(4) Data format. The facility must

transmit data in the format specified by CMS or,
for a State which has an alternate RAI approved
by CMS, in the format specified by the State and
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approved by CMS.

This REQUIREMENT is not met as evidenced
by:

Based on interviews, record reviews, and policy
review, the facility failed to submit discharge and
annual Minimum Data Set (MDS) assessments in
a timely manner for three (3) of (19) resident
MDSs reviewed. (Resident #55, #60, and #77).

Findings Include:

A review of the facility's policy titled, "Resident
Assessment," with the revision date of 09/19,
revealed, "An assessment will be completed on
each resident utilizing the MDS. The reason for
assessment, schedule and timeframes will be
according to the guidance of the Resident
Assessment Instrument (RAI) Manual. The
Registered Nurse (RN) is responsible for verifying
the completion of the assessment. The
completed assessment guide the staff in
identifying key information about the resident and
serves as a basis for identifying resident specific
issues and objectives in order to develop a care
plan. This process assists the resident in
reaching the highest practicable physical, mental,
and psychosocial well-being ..."

A review of the "Long-Term Care Facility Resident
Assessment Instrument 3.0 User's Manual,"
dated October 2019, revealed: "Comprehensive
assessments must be transmitted electronically
within 14 days of the Care Plan Completion Date
(V0200C2 + 14 days). All other MDS
assessments must be submitted within 14 days of
the MDS Completion Date (Z0500B + 14 days)."

Resident #55:

By submitting the enclosed materials, we
are not admitting to the truth or accuracy
of any specific findings or allegations. We
reserve the right to contest the findings or
allegations as part of any proceeding and
submit these responses pursuant to our
regulatory obligations.

Minimum Data Set Assessments were
corrected for Resident # 55, #60, and #77
on October 3, 2024.

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

On October 3, 2024 an audit for every
Resident was completed to ensure that no
other Minimum Data Assessments had
been missed with none noted. The Facility
Administrator and Director of Nursing
in-serviced the Case Manager Licensed
Practical Nurse, and the two Assessment
Registered Nurses on the Resident
Assessment Policies on 10/3/2024.

The Facility Administrator and Director of
Nursing began weekly transmission audits
on 10/10/2024. These audits will continue
to be completed during weekly
transmission meetings with the Case
Manager LPN and the two Assessment
Registered Nurses to check for
completion and accuracy, which will
include comparing the schedule of
Minimum Data Set Assessment Calendar
with the list of actual Minimum Data Set
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Rewritten Assessments completed to ensure that
they are timely. This will continue
Arecord review of the "Batch #13" report indefinitely. Any deficient practices will be
revealed Resident #55 was discharged on 5/6/24 brought to the Quality Assurance
with return not anticipated. Improvement Meetings which will be held
on October 24, 2024 and then monthly for
Arecord review of Resident #55's "Discharge three months.

MDS" with an Assessment Reference Date (ARD)
of 05/06/24 revealed the discharge was
completed on 10/02/24, more than 14 days after
the required submission date.

A record review of the facility's "Final Validation
Report" for Resident #55 revealed that the
assessment had a target date of 05/06/24 and
was marked as "completed late" due to the
delayed submission.

Arecord review of Resident #55's "Admission
Record" revealed the facility admitted the resident
on 05/01/24 with diagnoses that included Heart
Failure, Unspecified.

Resident #60:

A record review of Resident #60's "Progress
Notes" dated 07/21/24 indicated the resident was
transferred to the hospital.

A record review of Resident #60's "Discharge
MDS" revealed that the assessment for the
07/21/24 discharge was in progress but had not
yet been completed.

A record review of Resident #60's "Admission
Record" revealed the facility admitted the resident
on 04/02/24 with diagnoses that included
Diverticulitis of the Large Intestine without
Perforation or Abscess, End-Stage Renal
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Disease, and Type 2 Diabetes Mellitus.
Resident #77:

A record review of Resident #77's "Annual MDS"
Section A2300 revealed an ARD of 07/24/24,
while Section Z0500B indicated a completion date
of 09/17/24, more than 14 days after the required
submission date.

A record review of the facility's "Final Validation
Report" revealed that the assessment was
submitted on 10/02/24, well beyond the required
timeframe.

A record review of Resident #77's "Admission
Record" revealed the facility admitted the resident
on 08/29/23 and had current diagnoses that
included Essential (Primary) Hypertension.

On 10/02/24 at 4:10 PM, during an interview with
Licensed Practical Nurse (LPN) #1/MDS nurse
explained that Resident #55 was discharged to
the hospital and passed away there. She
confirmed that the discharge assessment was
missed and that she planned to complete it that
day.

At 4:30 PM on 10/02/24, during an interview with
Registered Nurse (RN) #1, she confirmed that the
assessments for Resident #55 and Resident #77
were submitted late.

On 10/03/24 at 3:00 PM, during an interview, LPN
#1/MDS nurse confirmed that Resident #60's
Discharge MDS with an ARD of 07/21/24 had not
yet been completed, but she had started working
on it. She emphasized that the facility follows the
RAI manual for accurate and timely assessments.
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§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

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

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
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On 10/03/24 at 3:30 PM, during an interview with
the Administrator, she explained that she was
unaware of the missed and late MDS
assessments. She stated that she expects staff to
follow the facility's policy and the RAI manual for
timely and accurate submission of MDS
assessments, as they are critical to providing
appropriate resident care and ensuring accurate
reimbursement for services.
F 656 | Develop/Implement Comprehensive Care Plan F 656 10/24/24
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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 observations, staff interviews, record
reviews, and facility policy review, the facility
failed to implement residents' care plans for three
(3) of (19) care plans reviewed. (Residents #9,
#36, and #68)

Findings Include:

A review of the facility's policy titled "Care Plan
Process," with the latest revision date of 08/17,
revealed: "Regulations require facilities to
complete, at a minimum and at regular intervals,
a comprehensive standardized assessment of
each resident's functional capacity and needs, in
relation to a number of specified areas (e.g.,
customary routine, vision, and continence). The
results of the assessment, which must accurately
reflect the resident's status and needs, are to be

By submitting the enclosed materials, we
are not admitting to the truth or accuracy
of any specific findings or allegations. We
reserve the right to contest the findings or
allegations as part of any proceeding and
submit these responses pursuant to our
regulatory obligations.

On October 3, 2024 the Director of
Nursing assessed Residents # 9, #36,and
#68 with no adverse reactions noted in
regards to care plans not being
implemented.

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

On October 3, 2024 all Residents with
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used to develop, review, and revise each
resident's comprehensive person-centered plan
of care ... Care Area Assessments (CAA's) assist
in guiding an individualized plan of care and
should provide structure for the care and services
that are needed ..."

Resident #9:

A record review of Resident #9's "Comprehensive
Care Plan" with a problem onset date of
10/20/2023 revealed the resident had a
suprapubic catheter with a diagnosis of urinary
retention and bladder spasms, approaches
included "Secure cath (catheter) to prevent
pulling."

On 10/02/24 at 2:50 PM, an observation revealed
Resident #9's suprapubic catheter was noted to
be stretched and pulling taut on the skin over the
resident's right flank. The catheter bag was hung
on the wheelchair, and no catheter stabilizing
device was in place to prevent pulling on the skin.

At 3:15 PM on 10/02/24, during an interview, CNA
#1 confirmed that the suprapubic catheter did not
have a securement device, though it was required
by the care plan. She explained that the device
should have been in place.

A record review of Resident #9's "Admission
Record" revealed the facility admitted the resident
on 10/26/23, with a diagnosis of Urinary
Retention.

Resident #36:

A record review of Resident #36's
"Comprehensive Care Plan" revealed care

catheters care plans were reviewed by the
Director of Nursing and checked for
accuracy. No deficiencies noted on all
other care plans for Residents who
require a catheter. No other care plans
had to be corrected. On October 3, 2024
the Director of Nursing reviewed all
Residents care plans that are on
Enhanced Barrier Precautions and they
were checked for accuracy. No
deficiencies noted on all other care plans
for Residents who require Enhanced
Barrier Precautions.

Residents with catheters and who are on
Enhanced Barrier Precautions care plans
will be reviewed weekly during the Weekly
High Risk Meeting, this review began on
October 9th, 2024 and will continue
weekly. The Director of Nurses and
Infection Control LPN began monitoring
Residents that are on Enhanced Barrier
Precautions to ensure that PPE is being
worn at this times was initiated on
10/3/2024. This monitoring will continue
with at least three Residents weekly for
four weeks, and then then two Residents
weekly for four weeks, and then one
Resident weekly for four weeks to ensure
the care plan is being followed. Findings
from monitoring as well as from the
weekly High Risk Meetings will be
discussed by the Quality Assurance and
Improvement Committee on October 24,
2024 and thereafter monthly for three
months.
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concerns related to an indwelling catheter due to
urinary retention, with interventions including
enhanced barrier precautions (gown and gloves)
during high-contact resident care activities.

On 09/30/24 at 10:29 AM, during an observation
Resident #36 was noted to have a catheter with
bedside drainage and cloudy, yellow urine.
Enhanced barrier signage was observed on the
door and above the headboard.

On 09/30/24 at 11:30 AM, during an interview,
Licensed Practical Nurse (LPN) #2 explained that
Resident #36 had been using a catheter for as
long as she had worked at the facility. She also
mentioned that the resident was on medication
for Urinary Tract Infection (UTI) prophylaxis but
could not recall when the resident had last
experienced an infection.

On 10/02/24 at 9:35 AM, during an interview,
Resident #36, who was alert and oriented, stated
she did not have any issues with her catheter.

On 10/02/24 at 10:45 AM, an observation CNA #3
performing catheter for Resident #36, revealed
the CNA applied gloves, however, the CNA did
not wear a gown.

On 10/02/24 at 2:45 PM, during an interview with
CNA #3, she stated that while providing catheter
care, she only wore gloves and did not wear a
gown. CNA #3 explained that gowns were only
required for other residents on contact isolation.
However, signage on Resident #36's door and
above the headboard indicated the need for a
gown and gloves.

At 3:00 PM on 10/03/24, during a follow-up
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interview, CNA #3 confirmed that the enhanced
barrier signage required the use of both gown
and gloves, and she acknowledged that she
should have worn a gown. She confirmed that
she had been trained in enhanced barrier and
infection control protocols.

A record review of Resident #36's "Admission
Record" revealed the facility admitted the resident
on 02/17/21 with diagnoses that included
Paraplegia.

Resident #68:

A record review of Resident #68's
"Comprehensive Care Plan" with a date initiated
of 8/18/24 revealed a plan for PEG tube care,
with interventions including Enhanced Barrier
Precautions to be worn during high-contact
resident care activities.

On 10/02/24 at 2:04 PM, during an observation of
PEG (Percutaneous Endoscopic Gastrostomy)
tube site care performed by Registered Nurse
(RN) #3/Wound Care Nurse, the nurse gathered
supplies in the hallway while wearing gloves but
did not apply other Personal Protective
Equipment (PPE), including a gown. Enhanced
barrier signage was observed on the door. After
completing the care, RN #3 disposed of the
supplies and sanitized her hands in the hallway.

On 10/02/24 at 4:24 PM, during an interview, RN
#3 confirmed she had not worn a gown while
providing PEG site care. She explained that she
had not been trained in Enhanced Barrier
Precautions and was unaware that gown use was
required, despite the signage on the door

F 656
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indicating the need for both gown and gloves.

A record review of Resident #68's "Admission
Record" revealed the facility admitted the resident
on 08/01/23. Current diagnoses included
Dysphagia following an unspecified
Cerebrovascular Accident (CVA) with Hemiplegia
and Hemiparesis.

On 10/03/24 at 10:30 AM, during an interview
with the Director of Nursing (DON), she explained
that all staff had been trained on catheter care
and Enhanced Barrier Precautions. She
emphasized that she expects staff to always
follow the policies and the residents' care plans.

On 10/03/24 at 11:45 AM, during an interview with
Registered Nurse (RN) #4/Care Plan Nurse, she
confirmed that all residents with catheters have
care plans requiring securement devices and
enhanced barrier precautions, as indicated by
signage on the resident's door. She emphasized
that staff are expected to follow care plans while
providing resident care, as the care plan provides
essential interventions.

F 761 | Label/Store Drugs and Biologicals F 761 10/24/24
SS=D | CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

§483.45(h) Storage of Drugs and Biologicals
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§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Il of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interviews, and facility
policy review, the facility failed to ensure
medications were secured in a locked storage
area and available to only authorized personnel
when medications were left at a resident's
bedside for one (1) of (19) sampled residents.
(Resident # 47)

Findings Include:

A review of the facility's policy titled "Medication
Storage," with revision date of 11/17, revealed
"...Medication storage shall meet all applicable
federal, state, and local guidelines..."

At 10:30 AM on 09/30/24, during the initial tour,
Resident #47's door was open, but the resident
was not in the room. An observation revealed two
(2) medications in boxes, including nasal spray
and an inhaler, on the bedside table.

At 11:54 AM on 09/30/24, during an observation

By submitting the enclosed materials, we
are not admitting to the truth or accuracy
of any specific findings or allegations. We
reserve the right to contest the findings or
allegations as part of any proceeding and
submit these responses pursuant to our
regulatory obligations.

On October 3, 2024, the Director of
Nursing assessed Resident # 47 with no
adverse reactions noted from medications
being left in her room.

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

On October 3, 2024, the Director of
Nursing began an in- service for all nurses
in regards to medications being left in
Residents rooms. At no time should
medications be left in a Residents room.
No nurse will be allowed to work a shift
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and interview, Resident #47 was observed sitting
in a wheelchair, ready for lunch, with the bedside
table in front of the resident. The two (2)
medications, including nasal spray and an inhaler,
were still on the bedside table. Resident #47
explained that the nurse had left the medications
there earlier that morning and stated, "This
happens sometimes, but the nurse gives me the
medications."

At 12:35 PM on 09/30/24, during an observation
and interview, Licensed Practical Nurse (LPN) #2
was seen with the medication cart outside
Resident #47's door. LPN #2 confirmed that she
had accidentally left the medications and boxes in
the room. She had just removed the two (2)
medications from the room. LPN #2 stated that
medications are not to be left in any residents'
rooms at any time.

At 10:35 AM on 10/03/24, during an interview with
the Director of Nursing (DON), she stated that
she was not aware that medications had been left
in Resident #47's room. The DON explained that
all medications should only be stored on the
medication cart, and she does not expect
medications to be left in any resident's room. She
confirmed that Resident #47 did not have orders
for self-administration of medications and should
not have medications at the bedside.

At 3:50 PM on 10/03/24, during an interview, the
Administrator stated that she had been made
aware of the incident involving medications being
left at a resident's bedside. She confirmed that
this was not standard practice and emphasized
that all nurses were expected to follow practice
standards to avoid complications.

until completion on this in service.

On October 3, 2024 the Director of
Nursing began observations of medication
pass to ensure that no medications are
left behind. These observations will
conducted three times weekly for four
weeks and then monthly for three months.
Findings from observations will be
discussed by the Quality Assurance and
Improvement Committee on October 24,
2024 and then monthly thereafter for three
months
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A record review of Resident #47's "Admission
Record" revealed that the facility admitted the
resident on 07/13/22, with diagnoses that
included Chronic Obstructive Pulmonary Disease
(COPD) with Acute Exacerbation and Allergic
Rhinitis, Unspecified.

A record review of Resident #47's "Order
Summary Report," with active orders as of
10/02/24, revealed an order with a start date of
7/1/24 for Azelastine HCI Nasal Spray 0.15%
(205.5 mcg (microgram)/spray), two (2) sprays in
both nostrils twice daily, for allergic rhinitis and an
order dated 7/23/24 for Advair HFA Inhalation
Aerosol 230/21 mcg/act (Fluticasone-Salmeterol),
two (2) puffs orally twice daily, for COPD. No
orders were noted for self-administration of
medications or for medications to be left at the
bedside.

A record review of Resident #47's "Quarterly
Minimum Data Set (MDS)" with an Assessment
Reference Date (ARD) of 09/03/24 revealed a
Brief Interview for Mental Status (BIMS) score of
fifteen (15), which indicated the resident was
cognitively intact.

F 803 | Menus Meet Resident Nds/Prep in Adv/Followed F 803 10/24/24
SS=D | CFR(s): 483.60(c)(1)-(7)

§483.60(c) Menus and nutritional adequacy.
Menus must-

§483.60(c)(1) Meet the nutritional needs of
residents in accordance with established national

guidelines.;

§483.60(c)(2) Be prepared in advance;
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§483.60(c)(3) Be followed;

§483.60(c)(4) Reflect, based on a facility's
reasonable efforts, the religious, cultural and
ethnic needs of the resident population, as well as
input received from residents and resident
groups;

§483.60(c)(5) Be updated periodically;

§483.60(c)(6) Be reviewed by the facility's
dietitian or other clinically qualified nutrition
professional for nutritional adequacy; and

§483.60(c)(7) Nothing in this paragraph should be
construed to limit the resident's right to make
personal dietary choices.

This REQUIREMENT is not met as evidenced
by:

Based on interviews, observations, record
review, and facility policy review, the facility failed
to provide a resident with a physician-ordered diet
of chopped bite-size meats for one (1) of (19)
sampled residents.

Resident #1.

Findings Include:

A review of the facility's policy titled "Dental Soft
Mechanical Soft Diet," revised 2016, revealed " ...
The diet should be individualized to meet a
particular patient's needs ... meats may be
ground or diced based on the individual's
tolerance ..."

On 09/30/24 at 11:40 AM, during an interview,

Resident #1 stated that her meat was supposed
to be served in bite-size pieces, but it was often
pureed. She expressed that she disliked pureed

By submitting the enclosed materials, we
are not admitting to the truth or accuracy
of any specific findings or allegations. We
reserve the right to contest the findings or
allegations as part of any proceeding and
submit these responses pursuant to our
regulatory obligations.

On October 3, the facility Administrator
spoke with Resident #1 in regards to her
diet. Resident stated that her food had
been good for the past couple of days.
Resident #1 assessed by the Director of
Nursing with no adverse reactions noted
to her receiving the wrong consistency of
meat on her tray on October 3, 2024.

All Residents have the potential to be
affected by this deficient practice
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meat and would refuse to eat it. Resident #1
further noted that her meal ticket specified
bite-size meat, but it was not consistently
provided.

On 09/30/24 at 11:58 AM, an observation of
Resident #1's food tray revealed a baked pork
chop that was shredded instead of being cut into
bite-size pieces, as ordered.

On 10/02/24 at 11:53 AM, during an observation
and interview, Resident #1 was served ham that
was cut into bite-size pieces on her lunch tray.
She stated that the meat had been shredded the
day before and was typically shredded, except for
today. She explained that she preferred bite-size
pieces, saying, "It feels different in my mouth. |
won't eat it if it's shredded." The resident was
observed eating the bite-size ham during the
interview.

On 10/02/24 at 3:01 PM, during an interview, the
Dietary Manager (DM) explained that a
mechanical soft diet included soft food with
chopped meat, emphasizing that there was a
difference between bite-sized chopped meat and
shredded meat. The DM stated that the diet
orders should be followed exactly as written and
that she expected her staff to adhere to those
orders.

On 10/03/24 at 3:35 PM, during an interview, the
Licensed Nursing Home Administrator (LNHA)
stated that she expected the dietary staff to serve
residents meat in bite-sized portions, as per the
physician's order.

A review of Resident #1's "Admission Record"
revealed the resident was admitted by the facility

On October3, 2024 the facility
Administrator initiated an in- service for all
dietary staff in regards to following diet
orders accurately. No dietary staff will be
allowed to work until participation in
in-service.

On October 3, 2024 the facility
Administrator began observing meal
service. These observations will continue
three times weekly four weeks and then
once a month for three months. Findings
from monitoring will be discussed by the
Quality Assurance and Improvement
Committee on October 24, 2024 and
thereafter monthly for three months.
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F 803 | Continued From page 22

on 02/10/22. The resident had diagnoses that
included Dyspnea and Gastroesophageal Reflux
Disease (GERD).

A review of Resident #1's "Order Summary
Report," with active orders as of 10/3/23,
revealed a diet order, with a start date of 7/1/24
revealed "LCS/NSOT (low concentrated sweets)/
(no salt on tray) Mechanical soft texture, Regular
consistency, WITH BITE SIZED MEATS."

A review of Resident #1's Minimum Data Set
(MDS) with an Assessment Reference Date
(ARD) of 07/26/24 revealed a Brief Interview for
Mental Status (BIMS) score of 14 which indicated
the resident was cognitively intact.

A review of Resident #1's meal ticket dated
10/2/24 revealed the diet listed as
LCS/NSOT/BITE SIZE Mechanical Soft."

F 865 | QAPI Prgm/Plan, Disclosure/Good Faith Attmpt
SS=D | CFR(s): 483.75(a)(1)-(4)(b)(1)-(4)(f)(1)-(6)(h)(i)

§483.75(a) Quality assurance and performance
improvement (QAPI) program.

Each LTC facility, including a facility that is part of
a multiunit chain, must develop, implement, and
maintain an effective, comprehensive, data-driven
QAPI program that focuses on indicators of the
outcomes of care and quality of life. The facility
must:

§483.75(a)(1) Maintain documentation and
demonstrate evidence of its ongoing QAPI
program that meets the requirements of this
section. This may include but is not limited to
systems and reports demonstrating systematic
identification, reporting, investigation, analysis,

F 803

F 865

10/24/24
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and prevention of adverse events; and
documentation demonstrating the development,
implementation, and evaluation of corrective
actions or performance improvement activities;

§483.75(a)(2) Present its QAPI plan to the State
Survey Agency no later than 1 year after the
promulgation of this regulation;

§483.75(a)(3) Present its QAPI plan to a State
Survey Agency or Federal surveyor at each
annual recertification survey and upon request
during any other survey and to CMS upon
request; and

§483.75(a)(4) Present documentation and
evidence of its ongoing QAPI program's
implementation and the facility's compliance with
requirements to a State Survey Agency, Federal
surveyor or CMS upon request.

§483.75(b) Program design and scope.

A facility must design its QAPI program to be
ongoing, comprehensive, and to address the full
range of care and services provided by the
facility. It must:

§483.75(b)(1) Address all systems of care and
management practices;

§483.75(b)(2) Include clinical care, quality of life,
and resident choice;

§483.75(b)(3) Utilize the best available evidence
to define and measure indicators of quality and
facility goals that reflect processes of care and
facility operations that have been shown to be
predictive of desired outcomes for residents of a
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§483.75(b) (4) Reflect the complexities, unique
care, and services that the facility provides.

§483.75(f) Governance and leadership.

The governing body and/or executive leadership
(or organized group or individual who assumes
full legal authority and responsibility for operation
of the facility) is responsible and accountable for
ensuring that:

§483.75(f)(1) An ongoing QAPI program is
defined, implemented, and maintained and
addresses identified priorities.

§483.75(f)(2) The QAPI program is sustained
during transitions in leadership and staffing;
§483.75(f)(3) The QAPI program is adequately
resourced, including ensuring staff time,
equipment, and technical training as needed;

§483.75(f)(4) The QAPI program identifies and
prioritizes problems and opportunities that reflect
organizational process, functions, and services
provided to residents based on performance
indicator data, and resident and staff input, and
other information.

§483.75(f)(5) Corrective actions address gaps in
systems, and are evaluated for effectiveness; and

§483.75(f)(6) Clear expectations are set around
safety, quality, rights, choice, and respect.

§483.75(h) Disclosure of information.
A State or the Secretary may not require
disclosure of the records of such committee
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except in so far as such disclosure is related to
the compliance of such committee with the
requirements of this section.

§483.75(i) Sanctions.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff and resident
interviews, record review, plan of correction
review, and facility policy review, the facility failed
to sustain an effective Quality Assurance and
Performance Improvement (QAPI) Program, as
evidenced by one (1) re-cited deficiency originally
cited in February 2023 on an annual
recertification survey for (1) of two (2) annual
recertification surveys reviewed.

Findings Include:

A review of the facility's policy titled "Preface -
QAPI," dated 11/22, revealed: "Our residents are
the primary concern of this facility. This facility is
committed to providing the highest quality of life
supported by quality care for the aged and
convalescent resident. To ensure resident health,
safety, and proper care and treatment, each
facility shall maintain a manual consisting of
policies and procedures to detail effectively the
scope of services...This manual shall serve as a
guideline for the staff to ...accomplish the goals
and objectives of the facility ..."

During observation, interviews, and record review
on 10/2/24, the facility failed to maintain proper
infection control practices related to hand hygiene
during percutaneous endoscopic gastrostomy

By submitting the enclosed materials, we
are not admitting to the truth or accuracy
of any specific findings or allegations. We
reserve the right to contest the findings or
allegations as part of any proceeding and
submit these responses pursuant to our
regulatory obligations.

The Facility Administrator was in-serviced
on the Facility Quality Assurance
Performance Improvement Program
(QAPI) policy and QAPI Performance
Improvement Project (PIP) policy by her
Corporate Quality Improvement Nurse on
10/4/2024. A new Performance
Improvement Plan was written on Hand
Hygiene on 10/4/2024.

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

The Quality Assurance Committee were
in-serviced on QAPI and the importance
of the Quality Assurance Program in the
facility. This included the importance of
continuing follow up and re-evaluation of
our policies, reports, and results on
10/4/2024 by the Facility Administrator. An
Emergency Quality Assurance Meeting
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(PEG) tube and catheter care.

Arecord review of the facility's previous federal
recertification survey, dated 02/02/2023, revealed
the facility was cited for failing to follow hand
hygiene guidelines during catheter care, and a
plan of correction (POC) was developed and
accepted.

On 10/03/24 at 1:00 PM, during an interview with
the Administrator, she explained that the Quality
Assurance and Assessment (QAA) committee
meets quarterly to discuss high-risk areas,
including hand hygiene. She stated that the team
regularly reviews concerns and develops action
plans to address deficiencies.

On 10/03/24 at 3:00 PM, during a follow-up
interview with the Administrator, she confirmed
that the facility had been cited for deficiencies in
hand hygiene during the previous survey and
acknowledged that while the facility implemented
the POC, it failed to maintain compliance with the
hand hygiene policy. She attributed the ongoing
issue to high staff turnover, particularly among
the Directors of Nursing (DON). The
Administrator explained that the facility had
employed five (5) different DONs in the past two
(2) years, with the current DON previously serving
as Assistant Director of Nursing (ADON) for six
(6) months. The Administrator emphasized that
training staff appropriately amid high turnover had
been a challenge in implementing the corrections
fully. The Administrator further confirmed that she
reviewed the CMS-2567 (a record that identifies
the federal regulation in violation and describes
the findings of noncompliance and the facility's
plan of correction) and confirmed that while the
facility completed all aspects of the correction

was held with the Medical Director on
10/4/2024 to hear the in-service and
approve the PIP for Hand Hygiene.

The Administrator will review the QAPI
Program and PIP's quarterly, this will be
done indefinitely. The QAPI Program and
PIP's review by the Administrator began
on 10/4/2024.The Facility Administrator
and Director of Nursing will review the
QAPI Performance process to ensure
compliance quarterly until substantial
compliance has been obtained. Any
findings will be brought to the Quality
Assurance and Improvement meeting
which will be held on 10/24/2024 and
thereafter quarterly indefinitely.
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§483.80 Infection Control

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

§483.80(a) Infection prevention and control
program.

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

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.71 and following
accepted national standards;

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

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

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

(ii)) When and to whom possible incidents of
communicable disease or infections should be
reported;
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(iii) Standard and transmission-based precautions
to be followed to prevent spread of infections;
(iv)When and how isolation should be used for a
resident; including but not limited to:

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

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

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

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

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

§483.80(e) Linens.

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

§483.80(f) Annual review.

The facility will conduct an annual review of its

IPCP and update their program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observations, interviews, record
reviews, and facility policy review, the facility
failed to ensure infection control measures were
followed to prevent the possible spread of
infection as evidenced by, not following enhanced
barrier precautions, improper hand hygiene and
glove changes and allowing a urinary catheter

F 880

By submitting the enclosed materials, we
are not admitting to the truth or accuracy
of any specific findings or allegations. We
reserve the right to contest the findings or
allegations as part of any proceeding and
submit these responses pursuant to our
regulatory obligations.
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bag to touch the floor for three (3) of (19)
sampled residents. (Resident #9, Resident #36,
and Resident #68)

Findings Include:

A review of the facility's policy titled "Infection
Control," revised on 04/21, revealed "The facility
will maintain an Infection Control Program,
designed to provide a safe, sanitary, and
comfortable environment where residents reside
with minimal exposure to the development and
transmission of disease and infection ...
Handwashing is the most to effective means of
infection prevention ..."

A review of the facility's policy titled, "Hand
Hygiene," revised on 01/24, revealed, "Purpose:
To cleanse hands to prevent transmission of
infection or other condition... To provide clean,
health environment for residents, staff and
visitors ...Indications for Hand Washing ... 3.
Before and after procedures. 4. Before and after
applying gloves ..."

A review of the facility's policy titled "Enhanced
Barrier Precautions," revised on 03/24, revealed,
"Enhanced Barrier Precautions are an infection
control intervention designed to reduce
transmission of multidrug-resistant organisms
(MDROs) in nursing homes. Enhanced Barrier
Precautions involve gown and glove use during
high-contact resident care activities for residents
known to be colonized or infected with a MDRO
as well as those at increased risk of MDRO
acquisition (e.g., residents with wounds or
indwelling medical devices ..."

A review of the facility's policy titled "Urinary

On October 3, 2024 Resident # 9,
Resident #36, and Resident # 68 were
assessed by the Director of Nursing with
no adverse reactions noted.

All Residents with catheters, receiving
wound care, and are on Enhanced Barrier
Precautions have the potential to be
affected by this deficient practice.

On October 3, 2024 the Director of
Nursing and Infection Control Licensed
Practical Nurse initiated in-servicing for all
nursing staff on Peri-Care, Catheter Care,
Hand Hygiene, and Enhanced Barrier
Precautions Policies as well as checks
offs with return demonstration. No staff
will be allowed to work until in- servicing
and check offs are completed.

On October 3, 2024 the Director of
Nursing and Infection Control LPN began
observations of catheter care and
peri-care on at least three Residents
weekly for four weeks, and then then two
Residents weekly for four weeks, and
then one Resident weekly for four weeks.
On October 3, 2024 the Director of
Nursing and Infection Control LPN began
monitoring Residents that are on
Enhanced Barrier Precautions to ensure
that PPE is being worn. This monitoring
will continue with at least three Residents
weekly for four weeks, and then then two
Residents weekly for four weeks, and
then one Resident weekly for four weeks.
On October 3, 2024 the Director of

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255272 B. WING 10/03/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1018 ALBERTA AVENUE
MYRTLES NURSING CENTER, LLC
COLUMBIA, MS 39429
(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 880 | Continued From page 29 F 880

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

Event ID: O5FF 11

Facility ID: 46MH

If continuation sheet Page 30 of 34




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

PRINTED: 12/04/2024
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

255272

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

10/03/2024

NAME OF PROVIDER OR SUPPLIER

MYRTLES NURSING CENTER, LLC

STREET ADDRESS, CITY, STATE, ZIP CODE
1018 ALBERTA AVENUE
COLUMBIA, MS 39429

Catheter," revised 01/24, revealed, ..."25. Clip
drainage tubing to edge of mattress. Position
drainage bag lower than bladder by attaching to
fixed part of bed frame. Do not attach to side rails
of bed ..."

Resident #9

On 10/2/24 at 2:50 PM, during an observation of
catheter care and a suprapubic catheter flush for
Resident #9, Certified Nurse Aide (CNA) #1 and
CNA#2, as well as Licensed Practical Nurse
(LPN) #2 placed the catheter drainage bag on the
floor a total of seven (7) times.

During an interview of 10/2/24 at 3:15 PM, CNA
#1, confirmed that putting the resident's urinary
drainage bag on the floor could possibly lead to a
urinary tract infection for the resident and could
also lead to possible spreading by infection
through cross contamination.

During an interview on 10/2/24 at 3:20 PM, CNA
#2 confirmed that by placing the urinary drainage
bag on Resident #9's floor, it could cause
infection.

During an interview with LPN #2 on 10/3/24 at
9:48 AM, she stated that she did not notice that
the catheter drainage bag was allowed to touch
the floor, however, she confirmed that allowing
contact with the floor, it could cause complication
for Resident #9 related to Urinary Tract Infections
(UTI's) and other infections from contamination.

During an interview with the Director of Nurses
(DON) on 10/3/24 at 10:33 AM, the DON
revealed that staff are in-serviced yearly and
taught to avoid letting the urinary drainage bags

Nursing began observations of the Wound
Care Registered Nurse performing wound
care in regards to Hand Hygiene and
Enhanced Barrier Precautions on at least
three Residents weekly for four weeks,
and then then two Residents weekly for
four weeks, and then one Resident weekly
for four weeks. Findings from monitoring
and observations will be discussed by the
Quality Assurance and Improvement
Committee on October 24, 2024 and
thereafter monthly for three months.
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touch the floor. The DON confirmed that allowing
the urinary drainage bag to lay on the floor could
increase the risk of complications related to
increased urinary tract infections.

A record review of the "Admission Record"
revealed the facility admitted Resident #9 to the
facility on 10/26/23. The resident had diagnoses
that included Infection and Inflammatory Reaction
due to Cystostomy Catheter, Paraplegia, and
Extended Spectrum Beta-Lactamase (ESBL)
Resistance.

A record review of the Quarterly Minimum Data
Set (MDS), with Assessment Reference Date of
7/17/24, revealed Resident #9 had a Brief
Interview for Mental Status (BIMS) score of 14,
which indicated the resident was cognitively
intact.

A record review of the "Order Summary Report"
revealed an order for a Suprapubic Catheter 18 F
(French) 30 cc (cubic centimeter), change as
needed for malfunction, occlusion or leakage
(urinary retention) every 24 hours as needed,
dated 7/27/24.

Resident #36

During an observation on 10/02/24 at 2:45 PM,
during catheter care revealed CNA #3 did not put
on a gown and wore only gloves, despite
Enhanced Barrier signage requiring both gown
and gloves. During care, CNA #3 failed to change
gloves after cleaning the resident's bowel
movement (BM) and continued to provide care
with the same gloves.

On 10/02/24 at 3:00 PM, CNA #3 confirmed she
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should have worn a gown and changed gloves
between dirty and clean tasks.

A record review of Resident #36's "Admission
Record" revealed the facility admitted the resident
on 02/17/21. The resident had diagnoses that
included Retention of Urine, unspecified.

Arecord review of Resident #36's "Order
Summary Report," with active orders as of
10/3/24, revealed an order, dated 10/3/24, for an
indwelling catheter; 16 FR (French) 10 cc (cubic
centimeter). Change as needed for malfunction,
occlusion or leakage (Urinary retention) every 24
hours as needed for Urinary Retention.

A record review of Resident #36's Annual
Minimum Data Set (MDS), with an Assessment
Reference Date (ARD) of 07/11/24, revealed a
Brief Interview for Mental Status (BIMS) score of
10, which indicated the resident had moderate
cognitive impairment.

Resident #68

On 10/02/24 at 2:04 PM, during an observation of
Percutaneous Endoscopic Gastrostomy (PEG )
tube care performed by Registered Nurse (RN)
#3/Wound Care Nurse. During the procedure, the
nurse did not wear a gown, despite Enhanced
Barrier Precaution signage on the door, requiring
the use of gown and gloves during high-contact.
RN #3 also failed to perform hand hygiene
between glove changes. During the procedure,
RN #3 applied a clean dressing without changing
gloves or performing hand hygiene.

At 4:24 PM on 10/02/24, RN #3 confirmed that
she had not followed the facility's infection control
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protocols and acknowledged that her actions
posed a risk of infection to the resident.

A record review of Resident 68's "Admission
Record" revealed the facility admitted the resident
on 08/01/23. The resident had diagnoses that
included Dysphagia Following Cerebral Infarction
(stroke).

A record review of the "Order Summary Report,"
with active orders as of 10/3/24, revealed an
order dated 8/18/24 "Clean PEG TUBE SITE to
ABDOMEN with normal saline. Apply SPLIT
GAUZE DAILY ..."

A record review of Resident #68's MDS with an
ARD of 08/23/24 revealed a BIMS score of three
(3), which indicated the resident had severe
cognitive impairment.

On 10/03/24 at 9:55 AM, the Director of Nursing
(DON) confirmed that the facility had conducted
training on Enhanced Barrier Precautions and
that staff should wear Personal Protective
Equipment (PPE), including gowns, when
providing care for residents with wounds,
catheters, or PEG tubes
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