PRINTED: 04/25/2025

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
255171 B. WiNG 03/27/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

627 MIDDLETON ROAD
WINONA, MS 38967

WINONA MANOR HEALTH CARE AND REHABILITATION CENTER

(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 000 | INITIAL COMMENTS F 000

The State Agency (SA) conducted an annual
recertification survey at the facility from 3/25/25
through 3/27/25. During the survey, the SA
determined that the facility was not in compliance
with Medicare and Medicaid requirements of
participation and cited F550, F558, F584, F656,
F677, F684, F690, F726, F761, F810, F842 and
F880.

The census at the time of the survey was 93 with
a license for 120 beds.

F 550 | Resident Rights/Exercise of Rights F 550 4/24/25
SS=E | CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

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

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

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

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

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

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and facility
policy review, the facility failed to honor a
resident's right to be treated with dignity and
respect as evidenced by improper feeding
practices and failure to cover biliary and urinary
catheter drainage devices with privacy covers for
three (3) of 93 residents residing in the facility.
Resident #57, #65, and #439

The scope and severity of this deficiency was
increased to "E" for a pattern of deficiency. This
deficiency was also cited on the last annual
recertification survey.

Findings Include:

Record review of the facility policy titled, "Policies
and Procedure" with a revision date of 9/19/2017
revealed "Subject; Catheterization, Male and
Female Urinary...Foley bag to be covered by a
privacy bag to preserve dignity of resident..."

The facility failed to honor a residents
rights to be treated with dignity and
respect by feeding resident #57 while
standing and not utilizing privacy covers
for residents #65 and #439s urinary
catheter bags. On 3/26/2025 a 1:1
in-service was conducted by Staff
Development Nurse with Certified Nursing
Assistant (CNA) #8 to be seated when
feeding residents to ensure the residents
rights are not violated. On 3/26/2025
privacy covers were placed on the biliary
drain bag for resident #65 and urinary
catheter bags for residents #65 and #439
by the Assistant Director of Nursing.

Eight residents with urinary catheter bags
and eight residents needing assistance
with feeding have the potential to be
affected. No current residents have a
biliary drain.
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Review of the typed statement on facility
letterhead, signed by the Administrator and dated
3/27/25 revealed, (Proper name of the facility)
does not have a specific policy for privacy bags
for biliary drainage tubes."

Resident #57

An interview with the Regional Director of Clinical
Services (RDCS) on 3/27/25 at 11:04 AM
revealed the facility did not have a policy related
to providing dignity while assisting a resident with
meals.

On 3/25/25, at 12:25 PM, an observation of
Resident #57 revealed Certified Nursing Assistant
(CNA) #8 was standing over Resident #57 while
he was in bed, feeding him his lunch meal.

During an interview with CNA #8 on 3/26/25 at
11:04 AM, she confirmed that she was standing
over Resident #57 feeding him. She reported that
sometimes she sits to feed him but often feeds
him while standing at bedside.

During an interview with the Nursing Educator on
3/26/25 at 11:08 AM, she stated that Resident
#57 should be fed while sitting in a chair at
bedside. She stated standing over him would be
a dignity issue.

Review of the "Admission Record" revealed that
the facility admitted Resident #57 on 11/04/22
with a medical diagnosis that included
Unspecified Sequelae of Cerebral Infarction.

Resident #65

On 3/26/2025 the Staff Development
nurse educated nurses and nursing
assistants on the residents rights policy
with an emphasis on individual needs and
dignity.

Beginning 3/28/2025 the Director of
Nursing, Assistant Director of Nursing, or
Unit Managers will monitor residents with
urinary drainage bags, residents with
biliary drains, and residents that need to
be fed using a Risk Management Quality
monitoring tool weekly times four weeks
then every two weeks times four weeks,
then monthly times three months. The
monitoring results will be reviewed
monthly by the Quality Assurance
Performance Improvement Committee
beginning 4/24/2025 and continue times
three months to maintain substantial
compliance.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 550 | Continued From page 2 F 550

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

Event ID:NBCB11

Facility ID: 49WM

If continuation sheet Page 3 of 53




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

PRINTED: 04/25/2025
FORM APPROVED
OMB NO. 0938-0391

An observation on 3/25/25 at 11:05 AM revealed
Resident #65 had a urinary catheter bag attached
to the left side of the bed without a privacy cover
and was half full of light-yellow colored urine. This
observation also revealed that the resident had a
biliary drain leading to a drainage bag that had a
foamy, brown colored substance. Both the biliary
drainage bag and the urinary catheter bag were
visible from the doorway.

Observation and interview on 3/26/25 at 10:07
AM with Licensed Practical Nurse (LPN) #2
confirmed that both the urinary catheter bag and
the biliary drainage bag should have a privacy
cover. She stated it is a dignity issue.

An interview on 3/26/25 at 10:47 AM with the
Assistant Director of Nursing (ADON) confirmed
the urinary catheter bag and biliary drainage bags
should have had a privacy cover and that it is a
dignity issue.

Record review of Resident #65's "Admission
Record" revealed the facility admitted the resident
on 3/9/25 with medical diagnoses that included
Malignant Neoplasm of Pancreas, Unspecified.

Resident #439

An observation of Resident #439 on 3/25/25 at
11:27 AM revealed he was lying in bed and had a
urinary catheter drainage bag hanging on the
lower bed rail that contained yellow urine and was
visible from the hallway.

An observation on 3/26/25 at 10:23 AM from
Resident #439's doorway revealed he was lying in
bed interacting with visitors. His catheter drainage
bag was hanging on the lower bed rail without a
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§483.10(e)(3) The right to reside and receive
services in the facility with reasonable
accommodation of resident needs and
preferences except when to do so would
endanger the health or safety of the resident or
other residents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and facility
policy review, the facility failed to provide
accommodation of needs for a residents call light
not being within reach for two (2) of three (3)
survey days. Resident #71

Findings Include

The facility provided a statement on letterhead
signed by the Administrator and dated 3/27/25,
"(Proper name of the facility) does not have a
specific policy for Call Lights."

The facility failed to provide
accommodation of needs for resident # 71
related to the call light not being within
reach. Nursing assistant #8 was educated
on the importance of the call light being
within reach of the residents. The
Licensed Practical Nurse (LPN) #3 placed
the call light within reach of resident #71
on 3/26/2025.

All facility residents have the potential to
be affected.
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privacy cover, and yellow urine was visible.
An observation and interview with LPN # 3 on
3/26/25 at 10:25 AM confirmed Resident #439 did
not have a privacy cover on his urinary drainage
bag and stated, "It's a dignity issue if they do not
have a cover on their bag."
Record review of the "Admission Record"
revealed the facility re-admitted Resident #439 on
3/03/25 with a medical diagnosis that included,
but not limited to, Hemiplegia and Hemiparesis
following Cerebral Infarction affecting the Right
Dominant Side.
F 558 | Reasonable Accommodations Needs/Preferences F 558 4/24/25
SS=D | CFR(s): 483.10(e)(3)
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Resident #71

An observation of Resident # 71 on 3/25/25 at
11:25 AM revealed he was lying in bed. Further
observation revealed his call light was hanging
over a small picture on the wall, and the end of
the call button was on the floor behind a bedside
dresser. The resident did not have access to his
call light.

An observation on 3/26/25 at 10:43 AM of
Resident #71 revealed he was sitting in a chair in
his room. His call light was unreachable and
hanging over a small picture on the wall with the
end of the call button on the floor behind a beside
dresser.

An observation and interview with Licensed
Practical Nurse (LPN) #3 on 3/26/25 at 10:47 AM
revealed Resident #71 knew how to use the call
light if he needed something. She confirmed the
call light was unreachable. LPN #3 stated, "I'm on
them all the time about keeping the call lights in
reach; | find them on the floor and all over the
place." She confirmed anything could happen to
the resident, such as falling or choking, and he
would not have access to call for help.

An interview with Certified Nursing Assistant
(CNA) #8 on 3/26/25 at 10:55 AM confirmed
Resident #71's call light should be in reach, so
the resident could call staff if he required
something. She revealed if the light was not in
reach the resident could fall, or something could
happen, and he would not be able to get help.

Record review of the "Admission Record"
revealed the facility admitted Resident #71 on
9/11/23 with a medical diagnosis that included but

On 3/27/2025 the Staff Development
nurse educated the facility staff on the
accommodation of needs with an
emphasis on the importance of residents
having call lights within reach. The new
employees will be trained on hire.

Beginning 3/28/2025 the Staff
Development nurse will monitor to ensure
that residents have call lights within reach
weekly times four weeks, then every two
weeks times four weeks, then monthly
times three months. The Quality
Assurance Performance Improvement
Committee met on 3/28/2025 to review
the findings from the survey. The results
of the Risk Management Quality
Improvement monitoring results will be
reviewed monthly by the facility Quality
Assurance Performance Improvement
Committee times three months beginning
on 4/24/2025 and will be responsible for
maintaining substantial compliance.
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§483.10(i) Safe Environment.

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

The facility must provide-

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

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

§483.10(i)(2) Housekeeping and maintenance

services necessary to maintain a sanitary, orderly,
and comfortable interior;

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

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

§483.10(i)(5) Adequate and comfortable lighting
levels in all areas;

§483.10(i)(6) Comfortable and safe temperature
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was not limited to Parkinson's disease with
Dyskinesia.
F 584 | Safe/Clean/Comfortable/Homelike Environment F 584 4/24/25
SS=E | CFR(s): 483.10(i)(1)-(7)
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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, resident and staff
interview, record review and facility policy review,
the facility failed to provide a safe homelike
environment as evidenced by missing air
conditioner unit cover, damaged furniture, no
fitted sheets and a foul odor from a stopped-up
toilet for four (4) of 93 residents residing in the
facility. Residents #3, #22, #28 and #47

The scope and severity of this deficiency was
cited at "E" for a pattern of deficiency. This
deficiency was also cited on the last annual
recertification survey.

Findings Include:

Review of the facility policy titled "Policies and
Procedures" unrevised revealed under, "Policy:
The facility's physical plant and equipment will be
maintained through a program of preventive
maintenance and prompt action to identify
areas/items in need of repair."

Review of the facility policy titled,
"Resident/Patient Room Cleaning" with a revision
date of 2/1/25 revealed, "(Proper Name) is
committed to providing a safe, clean, and
hygienic environment for residents ..."

Resident #3

On 3/26/2025 the Maintenance
Supervisor placed the air conditioner
cover back on the air conditioner unit for
resident #3. On 3/26/2025 the
Maintenance Supervisor repaired the trim
on resident #22( s dresser. On 4/10/2025
the facility replaced the repaired dresser
with a new dresser for resident #22. On
3/26/2025 the Maintenance Assistant
cleaned resident #28s personal fan. On
3/25/2025 the Maintenance Supervisor
unclogged resident #47 s toilet and
housekeeping then cleaned resident
#47(s restroom.

All residents have the potential to be
affected.

On 3/26/2025 the Staff Development
Nurse provided education to staff on
maintaining a homelike environment. On
3/28/2025 the Maintenance Director
educated staff on reporting issues for
maintenance by entering the concern in
the maintenance work order binder which
one is placed at each nursing station.

Quality Assurance Improvement (QAPI)

meeting was held on 3/28/2025 to review
the findings from the survey and complete
root cause analysis on maintaining a safe,
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On 03/25/25, at 11:00 AM, and again on 3/26/25,
at 10:21 AM, an observation of Resident #3's
room revealed his air conditioner/heating unit
cover was on the floor. In an interview, Resident
#3 voiced that staff were aware and they were
looking for a clip.

During an interview with Licensed Practicing
Nurse (LPN) # 3, she confirmed the unit cover
should not be off the unit. She stated that all
maintenance repairs should be reported to the
maintenance supervisor.

During an interview with the Maintenance
Supervisor on 3/26/25 at 10:31 AM regarding the
air conditioner/heating unit cover on the floor, he
reports that the staff usually contacts via text, in
person, or records in the maintenance book. He
reports he was unaware of the cover being on the
floor in Resident #3's room. The Maintenance
Supervisor confirmed the resident should have a
homelike environment.

Record review of the "Admission Record"
revealed that the facility admitted Resident #3 on
11/20/23 with a medical diagnosis that included
Alzheimer's Disease.

Record review of the Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of
3/20/25 revealed under section C, a Brief
Interview for Mental Status (BIMS) summary
score of 14 which indicated Resident #3 was
cognitively intact.

Resident #22

An observation on 03/25/25 at 03:29 PM of
Resident # 22's room revealed an approximate
18-inch section of trim with jagged, sharp edges

clean, homelike environment. Beginning
3/28/2025 the Executive Director will
make observation rounds weekly times
four weeks, then every two weeks times
four weeks, then monthly times three
months to ensure the facility will be a safe,
clean, comfortable, homelike
environment. The monitoring results will
be reviewed monthly by the Quality
Assurance Performance Improvement
Committee beginning 4/24/2025 and
continue times three months to maintain
substantial compliance.
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sticking out of the top section of her dresser.

An interview on 03/26/25 at 10:14 AM with
Certified Nurse Assistant (CNA) #3 confirmed that
Resident #22's dresser had an approximate
18-inch section of trim with jagged, sharp edges
sticking out of the top section. She stated the
resident could cut herself or "get herself in the
eye". She stated she wasn't sure how long the
dresser had been in that condition.

An interview on 03/26/25 10:36 AM with the
Maintenance Supervisor, he stated that he was
not aware of loose trim on Resident #22's
dresser. He confirmed the resident could get
scratched or hit her face on it. He revealed after
review of the maintenance log that he was unable
to find any documentation for the broken
equipment.

An interview on 03/26/25 at 10:47 AM with the
Assistant Director of Nursing (ADON) revealed
she was not aware of the loose trim on the
dresser and confirmed it needed to be fixed.

Record review of Resident #22's "Admission
Record" revealed the facility admitted the resident
on 9/15/22 with medical diagnoses that include
Need for Assistance with Personal Care.

Resident #28

An observation and interview on 03/25/25 10:45
AM for Resident # 28 revealed that the resident's
approximate 18-inch auscultating fan, located at
the head of the bed, had a large buildup of a gray
substance on the fan blades and fan guard. The
resident mentioned that she had asked for the fan
to be cleaned, but it had not been done yet and
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that she had not been using it because it was
dirty

An observation and interview on 03/26/25 at
10:05 AM with the Housekeeping Supervisor
confirmed that Resident #28's fan was covered in
lint and dust. She stated she thinks maintenance
is responsible for cleaning these type items. She
stated this could cause allergies.

An interview on 03/26/25 10:36 AM with the
Maintenance Supervisor, he stated that the CNAs
are responsible for cleaning resident's personal
items.

An interview on 03/26/25 at 10:47 AM with the
ADON confirmed that CNAs are responsible for
cleaning resident's personal items such as the
fan.

Record review of Resident #28's "Admission
Record" revealed the facility admitted the resident
on 7/14/22 with medical diagnoses that included
Need for Assistance with Personal Care.

Record review of Resident #28's MDS with an
ARD of 1/27/25 revealed a BIMS score of 15,
which indicates the resident is cognitively intact.
Resident #47

Upon entering Resident #47's room on 3/25/25 at
10:55 AM, a foul pungent smell was noted. An
interview at this time with Resident #47 she
stated that the toilet was not flushing and that she
had told the staff about it. An observation
revealed the toilet was full of a brown liquid and a
brown substance that was approximately 10
inches from the top of the rim of the toilet seat.
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An interview on 3/25/25 at 11:00 AM,
Housekeeper #1 revealed the toilet in Resident
#47's room had been stopped up on and off for
quite some time. She stated that they just go in
and clean around the bottom of the base of the
toilet and try to plunge it. She admitted that the
staff report it all the time to maintenance. She
revealed this had been a problem on and off for
about a month and confirmed the resident's room
smelled bad from the stopped-up toilet.

In an interview on 3/25/25 at 11:10 AM, the
Administrator (ADM) confirmed the stopped up
smelly toilet was not a homelike environment and
should have been taken care of.

During an interview on 3/25/25 at 11:25 AM, the
Maintenance Supervisor confirmed Resident
#47's toilet being stopped up had been an
ongoing issue and he was not sure what else to
do. He revealed that they find all kinds of stuff in
the toilet because they think the resident in the
adjoining room has been putting wipes in the
toilet. He confirmed it has been an ongoing issue.

Record review of Resident #47's "Admission
Record" revealed the facility admitted Resident
#47 on 5/17/2024 with medical diagnoses which
included Dementia, and Generalized Anxiety
Disorder.

Record review of Resident #47's MDS with an
ARD of 2/14/25 revealed a BIMS score of 7 which
indicated the resident had severe cognitive
impairment.

Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)(3)

F 584

F 656

4/24/25
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§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

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

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

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

(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
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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, resident and staff The facility failed to implement care plans
interviews, record review, and facility policy for residents # 5, #12, and # 51 for
review, the facility failed to implement a personal hygiene; resident # 11 for wound
comprehensive care plan for personal hygiene treatment; resident #42 for assistance
(Resident #5, #12, #51), wound treatment with meals; and treatment for nausea and
(Resident #11), staff assistance with meals vomiting for resident # 75. The facility
(Resident #42) and treatment for nausea and failed to provide assistance with feeding
vomiting (Resident #75), for six (6) of 22 resident Resident #42. Residents # 5 and # 12
care plans reviewed. were shaved, received nail care and a
bath on 3/26/2025. The Director of
Findings include: Nursing educated the wound care nurse
on 3/27/2025 related to the importance of
Review of the facility policy titled, "Plans of Care," documenting wound treatments as soon
with a revision date of 9/25/2017, revealed, "An as wound care is provided regarding
individualized person-centered plan of care will be resident #11. Resident # 51 received
established by the interdisciplinary team (IDT) toenail care on 3/29/2025 by the
with the resident and/or resident representative(s) contracted podiatrist. The nursing
to the extent practicable and updated in assistants that provide care for resident #
accordance with state and federal regulatory 42 were educated on 3/26/2025 by the
requirements...Develop a comprehensive plan of Staff Development Nurse regarding
care for each resident that includes measurable needing assistance with meals. Resident
objectives and timetables to meet the resident's #42s care plan was audited by the
medical, nursing, mental and psychosocial needs Minimum Data Set (MDS) nurse with the
that are identified in the comprehensive addition of adaptive devices added.
assessment."
All facility residents have the potential to
Resident #5 be affected.
Record review of Resident #5's Activities of Daily On 3/27/2025 the Staff Development
Living (ADL) care plan revealed..."l| have the Nurse provided education to the nurses
potential for an ADL self-care performance deficit and the nursing assistants on
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r/t (related to)...impaired vision and
arthritis...Interventions...Diabetic nail care weekly
Friday 7-3 and Bathing/Showering: Check nail
length and trim and clean on bath day and as
needed. Report any changes to nurse..."

On 3/25/25 at 11:16 AM and again on 3/26/25 at
10:25 AM an observation and interview of
Resident #5 revealed gray facial hair that
measured approximately one-fourth (1/4) an inch
in length and his fingernails were one-eighth (1/8)
inch in length, jagged with a brown substance
underneath. Resident #5 stated that he needed a
bath, a shave, and he would like his nails to be
trimmed.

An interview with Licensed Practical Nurse (LPN)
# 3, she confirmed that Resident #5 had an
odorous smell, and a brown substance under his
long nails. LPN #3 confirmed his nails needed
cleaning and cut and indicated the nurses were
responsible for trimming his nails because he
was a diabetic.

Review of the "Admission Record" revealed that
the facility admitted Resident #5, on 1/03/2020
with a medical diagnosis that included Type 2
Diabetes Mellitus without Complications.

Record review of the Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of
12/30/24 revealed under section C, a Brief
Interview for Mental Status "BIMS" summary
score of 15 which indicated Resident #5 was
cognitively intact.

Resident #11

Record review of Resident #11's care plan for

implementation of the resident(]s care
plans with an emphasis on providing
bathing, nail care, and assisting residents
with meals. On 03/27/2025 the Staff
Development Nurse provided education to
facility nurses on the importance of
documenting medications and treatments
upon completion and the importance of
following the care plan interventions of
residents.

Quality Assurance Improvement (QAPI)
meeting was held on 3/28/2025 to review
the findings from the survey and complete
root cause analysis on implementation of
care plans. Beginning 3/28/2025 the MDS
Nurse or Unit Managers will conduct
ongoing Quality Monitoring of
Implementation of care plans on ten
residents per week to ensure that ADL
care is being provided, wound care
treatments, and Pro Re Nata (PRN, as
needed) medications are given as ordered
by physician weekly times four weeks,
then every two weeks times four weeks,
then monthly for three months to ensure
all solutions are sustained. On 4/24/2025
a QAPI meeting will be held to review
findings from the Quality Monitoring.¢, The
results from the Quality Monitoring will be
reviewed times three months to ensure
substantial compliance.
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pressure ulcer revealed intervention to administer
treatments as ordered and monitor for
effectiveness.

Record review of Resident #11's Electronic
Treatment Administration Record (ETAR)
revealed there were 12 days in 03/2025 with
missed pressure ulcer treatments documented.

On 3/27/25 at 8:15 AM, an interview and record
review with the Wound Care Registered Nurse
(RN) confirmed the 12 undocumented wound
treatments in the ETAR for Resident #11. She
revealed that she worked Monday through Friday
and had performed the wound treatments for this
resident each day she worked but confirmed that
accurate documentation was needed to verify that
the care was done.

On 3/27/25 at 8:10 AM, during an interview the
Director of Nursing (DON) confirmed that wound
treatments should be documented upon
completion of the care, and this was not done for
12 of Resident #11's wound treatments for this
month. She confirmed the facility failed to
accurately document the wound care treatment
which was a part of the wound care treatment
process, so therefore, the care plan was not
followed.

An interview with the MDS Coordinator on
03/27/25 11:39 AM revealed she was responsible
for the care plans. She confirmed the
documentation was part of the treatment
procedure. She confirmed the facility failed to
document the treatments multiple times in the
month of March for Resident #11's wound
treatments, therefore the care plan was not
followed.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255171 B. WING 03/27/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
627 MIDDLETON ROAD
WINONA MANOR HEALTH CARE AND REHABILITATION CENTER
WINONA, MS 38967
(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 15 F 656

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

Event ID:NBCB11

Facility ID: 49WM

If continuation sheet Page 16 of 53




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

PRINTED: 04/25/2025
FORM APPROVED
OMB NO. 0938-0391

Record review of Resident #11's "Admission
Record" revealed the facility admitted the resident
on 12/7/23. Diagnoses included Pressure Ulcer of
Sacral Region and Type 2 Diabetes Mellitus.

Record review of MDS Section C with ARD of
2/21/25 revealed the resident was unable to
participate in the BIMS as he is rarely or never
understood.

Resident #51

Record review of Resident #51's care plan
revealed the resident had an ADL self-care
performance deficit related to morbid obesity and
immobility. One intervention listed was to "check
nail length and trim and clean on bath day and as
necessary".

On 3/25/25 at 11:20 AM, during an observation
and interview Resident #51 revealed he wanted
his toenails to be trimmed. An observation of the
resident's feet revealed his big toe nail on his
right foot was extending approximately
three-fourths (3/4) inch from the tip of the nailbed
and the left big toe nail was extending
approximately one-half (1/2) inch from the tip of
the nailbed. All other toenails were approximately
one-third (1/3) inch long from the tips of each
nailbed, jagged and uneven.

On 3/26/25 at 10:25 AM, an interview and
observation with the Director of Nursing
(DON)confirmed that Resident #51's foot and nail
care had not been done. She confirmed the
facility failed to maintain the resident's toenails
within a safe and comfortable length and as the
resident preferred. She stated the care plan was
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a guide for the residents' care. She confirmed the
facility failed to implement this resident's care
plan for ADL's.

During an interview with the MDS Coordinator on
03/27/25 at 11:39 AM, she confirmed the care
plan for Resident #51's ADL care which included
to check nail length and trim and clean on bath
days and as necessary was not followed.

Record review of Resident #51's "Admission
Record" revealed the facility admitted the resident
on 1/13/25. Diagnoses included Complete Lesion
at T2-T6 Level of Thoracic Spinal Cord,
Peripheral Vascular Disease, Lymphedema, and
Need for Assistance with Personal Care.

Record review of Resident #51's MDS with ARD
of 3/10/25 revealed the resident had a BIMS of 13
which indicated the resident was cognitively
intact.

Resident #75

Record review of Resident #75's care plans
initiated 2/15/24 revealed his diagnosis of
gastroesophageal reflux disease (GERD) put the
resident at risk for heartburn, nausea/vomiting,
pain, and other gastrointestinal complications.
Interventions included to give medications as
ordered and observe/document/report as needed
signs and symptoms of GERD including
nausea/vomiting and increased gag response.
Record review of the care plan for the history of
an alteration in gastrointestinal status related to
sigmoid colon resection revealed an intervention
dated 2/15/24 to give medication as ordered.

Record review of Resident #75's "Order Recap

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255171 B. WING 03/27/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
627 MIDDLETON ROAD
WINONA MANOR HEALTH CARE AND REHABILITATION CENTER
WINONA, MS 38967
(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 17 F 656

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

Event ID:NBCB11

Facility ID: 49WM

If continuation sheet Page 18 of 53




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

PRINTED: 04/25/2025
FORM APPROVED
OMB NO. 0938-0391

Report" revealed an active order for "Zofran Oral
Tablet 4 milligrams (mg) by PEG (percutaneous
endoscopic gastrostomy) every six hours as
needed for vomiting" dated 3/11/24.

Record review of "Progress Note" dated
10/20/24, revealed, "Resident can't tolerate,
starts gagging".

Record review of Resident #75's Electronic
Medication Administration Report (EMAR)
revealed the as needed Zofran was not given on
10/20/24.

Record review of "Progress Note" dated
10/28/24, revealed, "Resident vomiting/gagging
and can't tolerate feeding".

Record review of Resident #75's EMAR revealed
the as needed Zofran was not given on 10/28/24.

Record review of "Progress Note" dated 2/22/25,
revealed, "Resident in bed, gave resident his med
per PEG and flushes, as soon as | finished, he
started vomiting his feeding, vomiting several
times, feeding cut off at this time".

Record review of EMAR revealed the as needed
Zofran medication was not given on 2/22/25.

On 3/27/25 at 9:20 AM and 10:11 AM, during
interviews the DON confirmed that Resident #75
had documentation of nausea and vomiting and
the ordered medication for relief of these
symptoms was not administered. She stated the
care plan gives the staff information for the care
of each resident. She confirmed the facility failed
to implement the care plan related to the
administration of an ordered medication for relief
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or nausea/vomiting.

An interview with the MDS Coordinator on
03/27/25 at 11:39 AM, confirmed the care plan for
Resident #75 related to administering
medications as ordered was not followed.

Record review of Resident #75's "Admission
Record" revealed the facility admitted the resident
on 3/7/24. Diagnoses included Dysphagia
following Cerebral Infarction, Gastrostomy Status,
Gastro-esophageal Reflux Disease, and Acquired
Absence of Other Specified Parts of Digestive
Tract.

Record review of Resident #75's MDS Section C
with an ARD of 2/27/25, revealed a BIMS of 6
which indicated the resident had severe cognitive
impairment.

Resident #12

A record review of Resident #12's "Care Plan"
revealed that he had an ADL self-care deficit
related to abnormal gait, lack of coordination, hx
(history) of CVA (cerebrovascular vascular
accident) with left sided hemiplegia, with
interventions that included "Bathing/Showering:
Check nail length and trim and clean on bath day
and as necessary. Report any changes to the
nurse...Personal Hygiene: | require
extensive/substantial assistance of 1 staff with
personal hygiene..."

On 3/25/25 at 10:50 AM, an observation and
interview revealed Resident #12's fingernails to
be approximately one (1) inch long past the tips
of the fingers, dirty in appearance, with a dark
brown substance under the nail beds. Facial hair
was noted on the chin and sides of the face that
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was approximately %2 (one-half) inch. Resident
#12 stated, "l would like to have my fingernails
trimmed and would also like to be shaved."

On 3/26/25 at 10:25 AM, in an interview and
observation LPN #1 confirmed Resident #12's
fingernails were long, jagged, and had a brown
substance under them. LPN #1 confirmed the
resident needed to be shaved and should have
been shaved when he received his bed bath
yesterday. LPN #1 confirmed the residents' ADL
care plan was not being followed and it should
have been.

On 3/26/25 at 11:05 AM, during an interview the
Director of Nurses (DON) confirmed the resident
should have been adequately groomed, which
includes shaving and nail care. The DON
revealed the resident's care plan regarding his
personal hygiene was not being followed, and it
should have been.

A review of the "Admission Record" revealed the
facility admitted Resident #12 on 3/3/2014 with a
diagnosis of Hemiplegia and Hemiparesis
following a Cerebral Infarction affecting the Left
Non-Dominant Side.

Record review of Resident #12's Section C of the
MDS dated 3/19/25 revealed a BIMS score of 11,
indicating the resident has moderate cognitive
impairment.

Resident #42

A record review of the Resident #42's care plan
revealed "l require staff assistance with ADLs
related to joint pain/stiffness and impaired
cognition ...Interventions Eating: | am dependent
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on one staff to feed me my meals and snacks ..."

On 3/25/25 at 11:50 AM, an observation revealed
Resident #42 unassisted, eating her lunch.

During an observation and interview on 3/25/25 at
noon, the Assistant Director of Nurses (ADON)
confirmed that Resident #42 is supposed to have
a CNA (Certified Nursing Assistant) assisting her
with her meals.

An observation on 3/26/25 at 8:10 AM, revealed
Resident #42 was eating her breakfast in her
room unassisted.

An observation on 3/26/25 at 11:50 AM, revealed
Resident #42 was eating her lunch in her room
unassisted.

On 3/26/25 at 2:30 PM, during an interview with
Registered Nurse (RN) #2, she stated, "The
resident is supposed to be assisted with all her
meals."

In an interview on 3/27/25 at 08:20 AM, the MDS
Nurse confirmed that according to Resident #42's
ADL care plan, she is to be assisted by a staff
member for all meals, and if she wasn't being
assisted with her meals by a staff member, then
her plan of care was not being followed.

Record review of the "Admission Record"
revealed the facility admitted Resident #42 on
12/26/2023 with medical diagnoses that included
Sequelae of Cerebral Infarction, Muscle
Weakness and Need for Assistance with
Personal Care.

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interviews, record review, and facility policy
review, the facility failed to provide Activities of
Daily Living (ADL) care to maintain personal
hygiene for three (3) of 38 sampled residents.
Resident #5, #12 and #51.

The scope and severity of this deficiency was
cited at "E" for a pattern of deficiency. This
deficiency was also cited on the last annual
recertification survey.

Findings include:

Review of the facility policy titled, "Activities of
Daily Living," dated 02/01/2022, revealed, "Policy:
To encourage resident choice and participation in
activities of daily living (ADL) and provide
oversight, care and assistance as necessary.
ADL's includes bathing, dressing, grooming
hygiene, toileting and eating."

The facility failed to provide Activities of
Daily Living (ADL) for residents # 5, # 12
and #51 dependent residents reviewed.,
Daily Living activities were performed on
3/26/2025 for residents #5 and #12 for

nail care, shaving, and bathing.
#510s toenail care was performed on
3/29/2025 by the contracted podiatrist.

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

Education initiated on 3/26/2025 with
current Certified Nursing Assistants and
current Licensed nurses by Director of
Nurses and Assistant Director of Nurses
on the regulation to ensure all dependent
residents are provided Activities of Daily
Living (ADL) care with emphasis on nail
care, shaving, and bathing., All Certified
Nurses will have education on ADL care;
new hires will receive education upon hire.
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12/31/2024 revealed under "Section
GG-Functional Abilities that the resident required
Substantial/maximal assistance with eating,"
which details "The ability to use suitable utensils
to bring food and/or liquid to the mouth and
swallow food and/or liquid once the meal is
placed before the resident."
F 677 | ADL Care Provided for Dependent Residents F 677 4/24/25
SS=E | CFR(s): 483.24(a)(2)

Resident
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Resident #5

An observation and interview on 3/25/25 at 11:16
AM and again on 3/26/25 at 10:25 AM with
Resident #5 revealed the resident had numerous
visible gray facial hairs that measured
approximately one-fourth (1/4) in length and his
fingernails on both hands were one-eighth (1/8)
inch in length past the tips of the fingers, long and
uneven with some sharp edges and a brown
substance underneath. During an interview for
both observations Resident #5 stated that he
needed a bath, shaved and he would like his nails
to be trimmed.

An observation and interview with Licensed
Practical Nurse (LPN) # 3, she revealed that
Resident #5's fingernails were the responsibility
of the nurses because he was diabetic and
confirmed they needed to be cleaned and cut.
She admitted that the resident had an odor, and
his nails had some sort of a brown substance
underneath the nail beds.

Review of the "Admission Record" revealed that
the facility admitted Resident #5, on 1/03/2020
with a medical diagnosis that included type 2
diabetes mellitus without complications.

Record review of the Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of
12/30/24 revealed under section C, a Brief
Interview for Mental Status "BIMS" summary
score of 15 which indicated Resident #5 was
cognitively intact.

Resident #12

An observation and interview on 3/25/25 at 10:50

On 4/2/2025 the Minimum Data Set
(MDS) nurse completed assessments on
all residents to ensure each residents ADL
plan of care is accurate.

Quality Assurance Improvement (QAPI)
meeting was held on 3/28/2025 to ensure
all current dependent residents were
provided Activities of Daily Living (ADL)
care. Beginning 3/28/2025 Quality
Review of Activities of Daily Living (ADL)
for dependent residents to be conducted
by the MDS Nurse or Unit Mangers
weekly times four weeks, then every two
weeks times four weeks, then monthly for
3 months to ensure ADL care is being
provided.;, On 4/24/2025 a QAPI meeting
will be held to review the findings from the
Quality Monitoring to ensure the solution
is sustained.¢, The results from the Quality
Monitoring results will be reviewed during
the QAPI meeting by the QAPI Committee
monthly times 3 months to maintain
substantial compliance.
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AM with Resident #12 revealed all of his
fingernails had a dark brown substance
underneath them and were long extending
approximately one (1) inch long past the tips of
the fingers. The resident had approximate
one-half (1) long facial hair covering his chin and
sides of his face. The resident admitted he
wanted to be shaved and have his nails cut
because it had been too long.

During an observation on 3/26/25 at 8:25 AM and
again at 10:10 AM, Resident #12's appearance
remained the same as the previous day.

An interview and observation on 3/26/25 at 10:15
AM Certified Nurse Aide (CNA) #1 revealed that
she gave Resident #12 a bath yesterday. She
confirmed that he needed to be shaved, but he
did not ask her to do it, and she did not ask if he
wanted it done. She stated that she doesn't cut
any of the resident's nails. She confirmed the
resident's fingernails were dirty and needed
cutting and admitted that the CNA's are supposed
to ask the nurses if residents are diabetic, but she
never has.

In an interview and observation on 3/26/25 at
10:25 AM, LPN #1 confirmed that Resident #12's
nails were dirty with a brown substance
underneath, too long and rough. He stated the
resident could cut himself with those sharp nails
and possibly cause a skin infection. He revealed
that the resident is a diabetic and usually the
CNA's will let the nurses know when those
residents need their nails trimmed. LPN #1 also
confirmed the resident needed shaving and
should have been shaved with his bath yesterday.

During an interview on 3/26/25 at 11:05 AM, the
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Director of Nurses (DON) confirmed that
Resident #12 and all residents should always be
groomed as needed and on bath days, that
includes nails and shaving. She stated that it is
not the resident's responsibility to request
grooming.

Record review of the "Admission Record"
revealed the facility admitted Resident #12 on
3/3/2014 with a diagnosis of Hemiplegia and
Hemiparesis following Cerebral Infarction
affecting Left Non-Dominant Side.

Record review of Resident #12's Section C of the
MDS dated 3/19/25 revealed a BIMS score of 11,
indicating the resident has moderate cognitive
impairment.

Resident #51

During an observation and interview on 3/25/25 at
11:20 AM with Resident #51 he stated that his
toenails needed trimming. An observation of the
resident's feet confirmed that all of his toenails
were long and jagged extending at least 2 inch
past the tip of the nailbed except for the right big
toe. The right big toe was approximately
three-fourths (34) inch past the nail bed.

An interview with CNA #11 on 3/26/25 at 10:10
AM revealed Resident #51 was assigned to her,
and it was her responsibility to trim the fingernails
and toenails who were not diabetic but confirmed
that she had not trimmed Resident #51's toenails.

During an interview and observation with
Resident #51 on 3/26/25 at 10:15 AM, LPN #1
confirmed that the resident needed his toenails
tended to. She revealed that the resident is not
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diabetic and therefore the CNAs are responsible
for trimming nails. During the observation LPN #1
stated the nails were long and jagged and "should
not look that way and they should have been
trimmed long before now".

An interview and observation with the DON on
3/26/25 at 10:25 AM, confirmed the resident's toe
nails needed cut. She confirmed the facility failed
to maintain the resident's toenails within a safe
and comfortable length and as the resident
preferred.

Record review of Resident #51's "Admission
Record" revealed the facility admitted the resident
on 1/13/25. Diagnoses included Complete Lesion
at T2-T6 Level of Thoracic Spinal Cord,
Peripheral Vascular Disease, Lymphedema, and
Need for Assistance with Personal Care.

Record review of MDS with ARD of 3/10/25
revealed Resident #51 had a BIMS of 13 which
indicated the resident was cognitively intact.
F 684 | Quality of Care F 684 4/24/25
SS=G | CFR(s): 483.25

§ 483.25 Quality of care

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, record The facility nurses failed to provide
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review and facility policy review, the facility failed
to ensure necessary care and services were
provided for one (1) of 38 residents (Resident
#75) reviewed for PEG (percutaneous
endoscopic gastrostomy) tube management and
PRN (as needed) medication administration.
Specifically, nursing staff failed to administer
Zofran 4 mg (milligrams) PRN for
vomiting/gagging on multiple documented
occasions, despite physician orders and clinical
indications. This failure resulted in Resident #75
experiencing vomiting and feeding intolerance,
requiring cessation of tube feeding, and caused
unnecessary discomfort.

Findings include:

Record review of the facility policy titled, "Enteral
Feedings - Enteral Nutrition Pump", with revision
date of 11/12/18, revealed, "Nurses administer
enteral feedings when volume control is indicated
and as ordered by physician."

Record review of facility policy titled,
"Administering Medication", dated 4/19, revealed,
"Medications are administered in a safe and
timely manner, and as prescribed. ... 4.
Medications are administered in accordance with
prescriber orders, including any required time
frame..."

During the initial tour on 3/25/25 at 11:05 AM, an
observation revealed Resident #75 lying in bed
awake, alert and responsive, but not
interviewable. He had a tube feeding of Glucerna
1.5 infusing by feeding pump at 50 milliliters per
hour.

Record review of "Progress Note" dated

treatment and services due to not
administering medication as needed for
nausea and vomiting that was ordered by
the physician for resident # 75. On
3/27/2025 the Director of Nursing
conducted a 1:1 education with the nurses
that failed to provide treatment. The
facility Nurse Practitioner assessed
resident #75 on 3/31/2025 with new
orders for modified barium swallow study.

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

On 3/26/2025 the Staff Development
Nurse educated the facility nurses on the
importance of following the physician
orders for as needed medications. New
nurses will be educated on hire.

Quality Assurance Improvement (QAPI)
meeting was held on 3/28/2025 to ensure
all nurses understand the policy and
procedures of providing treatment and
services by administering physician
ordered as needed medications.
Beginning on 3/28/2025 Director of
Nurses or Assistant Director of Nurses will
conduct ongoing Quality Monitoring for
residents with physician ordered as
needed medications to ensure that
residents receive treatment and services
ordered weekly times four weeks, then
every two weeks times four weeks, then
monthly times three months. On
4/24/2025 a QAPI meeting will be
conducted to review the results from the
Quality Monitoring.¢, The results from the
Quality Monitoring will be reviewed by the
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10/20/24, revealed, "Resident can't tolerate, Quality Assurance Performance
starts gagging". Improvement Committee monthly times
three months to maintain substantial
Record review of Resident #75's "Order Recap compliance.

Report" revealed an active order for "Zofran Oral
Tablet 4 milligrams (mg) via PEG (percutaneous

endoscopic gastrostomy) tube every six hours as
needed for vomiting" dated 3/11/24.

Record review of Resident #75's Electronic
Medication Administration Report (EMAR)
revealed the as needed Zofran was not given on
10/20/24.

Record review of "Progress Note" dated
10/28/24, revealed, "Resident vomiting/gagging
and can't tolerate feeding".

Record review of Resident #75's EMAR revealed
the as needed Zofran was not given on 10/28/24.

Record review of "Progress Note" dated 2/22/25,
revealed, "Resident in bed, gave resident his med
per PEG and flushes, as soon as | finished, he
started vomiting his feeding, vomited several
times, feeding cut off at this time".

Record review of EMAR revealed the as needed
Zofran medication was not given on 2/22/25.

During an interview on 3/27/25 at 8:44 AM, the
Regional Director of Clinical Services stated
Resident #75 had nausea and vomiting and was
not given an ordered medication for the relief of
the vomiting. She confirmed the facility failed to
administer an ordered medication to a resident
with nausea/vomiting to decrease his discomfort.

During interviews on 3/27/25 at 9:20 AM and
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10:11 AM, the Director of Nursing (DON) stated
the review of the documentation on 10/20/24,
10/28/24, and 2/22/25 revealed the resident was
gagging with vomiting and he did not receive the
ordered medication for nausea relief. She
confirmed the facility failed to administer an
ordered medication to a resident with nausea and
vomiting.

Record review of Resident #75's "Admission
Record" revealed the facility admitted the resident
on 3/7/24. Diagnoses included dysphagia
following cerebral infarction, gastrostomy status,
gastro-esophageal reflux disease, and acquired
absence of other specified parts of digestive tract.

Record review of Resident #75's Minimum Data
Set (MDS) Section C with Assessment Reference
Date (ARD) of 2/27/25, revealed a Brief Interview
for Mental Status (BIMS) score of 6 which
indicated the resident had severe cognitive
impairment.

F 690 | Bowel/Bladder Incontinence, Catheter, UTI F 690 4/24/25
SS=D | CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that-

(i) A resident who enters the facility without an
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indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

(i) A resident who enters the facility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary;
and

(iii) A resident who is incontinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who is incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, and record
review the facility failed to ensure there was a
physician's order and provide catheter care to a
resident with an indwelling catheter for one (1) of
eight (8) residents with an indwelling catheter
reviewed. Resident #439

Findings Include:

Review of the facility provided statement on
letterhead dated 3/27/25 and signed by the
Administrator revealed, "(Proper name of the
facility) does not have a specific policy for
obtaining physician orders."

An observation of Resident #439 on 3/25/25 at

The facility failed to provide catheter care
to resident # 439. The nurse that
re-admitted resident # 439 was educated
by the Director of Nursing on the
importance of obtaining physician orders
for catheter care. Resident #439 was
visited and assessed by facility Nurse
Practitioner on 3/24/2025 with no new
orders obtained at that time. On
3/27/2025 the facility obtained an order
from the facility Nurse Practitioner to
discontinue the foley catheter. On
4/3/2025 resident #439 was visited and
assessed by the facility Medical Director
with no changes to plan of care and no
complaints voiced by resident #439.
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11:27 AM revealed he was lying in bed. His
catheter drainage bag was hanging on the lower
bed rail, with yellow urine visible from the hallway.

Record review of Resident #439's "Order
Summary Report" with active orders as of 3/26/25
revealed the resident did not have an order for
the urinary catheter or catheter care orders.

An interview with Licensed Practical Nurse (LPN)
#3 on 3/26/25 at 2:58 PM, she indicated Resident
#439 returned from the hospital on 3/21/25 with
an indwelling catheter. She confirmed the
resident did not have any physician orders related
to the catheter. LPN #3 revealed the admitting
nurse on 3/21/25 should have done a hospital
return assessment and ensured the orders were
put into the system. LPN #3 further indicated the
facility had a stand-up meeting every day to
ensure all the new orders were captured and
corrected from any admissions. She confirmed
the resident would not get the proper catheter
care and monitoring without orders in place.

Record review of Resident #439's "Progress
Notes" dated 3/21/25 revealed, "Catheter is
indwelling."

Record review of the "Admission Record"
revealed the facility re-admitted Resident #439 on
3/03/25 with a medical diagnosis that included,
but not limited to, Hemiplegia and Hemiparesis
following Cerebral Infarction affecting the Right
Dominant Side.

An interview with the Minimum Data Set (MDS)
Nurse on 3/26/25 at 3:06 PM revealed that when
Resident #439 came back from the hospital on
3/21/25, his discharge paperwork did not mention

Facility residents with catheters have the
potential to be affected by this deficient
practice.

On 3/27/2025 the Staff Development
Nurse educated facility nurses on
ensuring that a resident with physician
orders for a catheter receives catheter
care. New nurses will be educated on
hire.

Quality Assurance Improvement (QAPI)
meeting was held on 3/28/2025 to review
the process of nurses obtaining physician
orders for catheter care and providing
catheter care per physician order.
Beginning 3/28/2025 the Director of
Nursing or the Assistant Director of
Nursing will conduct Quality Monitoring of
new admissions or re-admissions to
ensure that residents
admitting/re-admitting with catheters
have a physician[Js order and appropriate
diagnosis for use once a week times four
weeks, then every two weeks times four
weeks then monthly times three months to
ensure that residents are not admitted
with catheters without physician orders for
catheter care. On 4/24/2025 a QAPI
meeting will be held to review the results
from the Quality Monitoring.¢, The results
from the Quality Monitoring will be
reviewed by the Quality Assurance
Performance Improvement Committee
monthly times three months to maintain
substantial compliance.
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§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
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
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that he had a catheter. She revealed the
admitting nurse would have been responsible for
contacting the physician to obtain orders. She
confirmed that without the orders in place, the
resident would not get the proper catheter care
needed and proper monitoring for complications.
F 726 | Competent Nursing Staff F 726 4/24/25
SS=F | CFR(s): 483.35(a)(3)(4)(c)
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assessments, and described in the plan of care.
This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, and
facility policy review, the facility failed to ensure
that staff received adequate education and
training regarding the use and implementation of
Enhanced Barrier Precautions (EBP). As a result,
staff did not utilize the required personal
protective equipment (PPE) during four (4)
high-contact resident care activities observed,
potentially putting all residents residing in the
facility at risk for the spread of multidrug-resistant
organisms (MDROs).

Findings include:
cross-reference F 880

Review of the facility policy titled, "Enhanced
Barrier Precautions," with an effective date of
9/01/22, revealed the following: "Policy:
Enhanced barrier precautions (EBP) are used to
reduce the spread of multidrug-resistant
organisms (MDROs) among residents by utilizing
gloves and gowns for high-contact resident care
activities. ... Procedure: 4.) Educate the staff on
EBP, including but not limited to: a.) use of PPE
(personal protective equipment) ... b.)
High-contact care areas..."

During observations of four (4) high-contact
resident care activities, staff were not observed at
any time using EBP for Residents #11, # 25, # 32,
and #75.

On 3/26/25 at 8:00 AM, an observation of
Resident #75 during medication pass revealed
Licensed Practical Nurse (LPN) #4 administered

The facility failed to provide training and
competency regarding the use and
implementation of Enhanced Barrier
Precautions (EBP) during high contact
resident care for resident's # 11, # 25, #
32, and # 75. Education was provided to
facility staff by the Staff Development
Nurse on 3/26/2025 regarding the policy
for Enhanced Barrier Precautions (EBP).
Residents were identified that needed to
be placed on EBP by the Director of
Nursing on 3/27/2025 to ensure that each
resident had a sign on the door, and EBP
supplies readily available.

All residents have the potential to be
affected.

On 3/26/2025 the Staff Development
nurse educated staff on the Enhanced
Barrier Precautions policy and procedure.
New employees will be trained on hire.

Quality Assurance Improvement QAPI
meeting was held on 3/28/2025 to review
the Enhanced Barrier Precautions Policy
and Procedure with no recommendations
for revisions to the policy. Beginning
3/28/2025 the Executive Director will
conduct ongoing Quality Monitoring by
making observation rounds and
interviewing staff weekly times four
weeks, then every two weeks times four
weeks then monthly to ensure that staff
are following the Enhanced Barrier
Precautions Policy and Procedure. The
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the resident's medications via PEG
(percutaneous endoscopic gastrostomy) tube
without wearing a gown for EBP.

On 3/26/25 at 10:35 AM, during an observation
the Wound Care Registered Nurse (RN), assisted
by Certified Nursing Assistant (CNA) #5, provided
wound care for Resident #11. Neither staff used
enhanced barrier precautions (EBP) during the
wound care procedure.

On 3/26/25 at 11:50, during an observation of
wound care for Resident #32 AM with the Wound
Care Nurse and CNA #5 there was no
observation of the wound care nurse or CNA #5
applying a gown as part of the EBP.

On 3/26/25 at 12:15 PM, an observation of
Resident #25's wound care with the Wound Care
Nurse assisted by CNA #5 revealed that the care
was provided without using a gown for EBP.

During an interview with the Wound Care Nurse
and Certified Nurse Assistant (CNA) #5 on
3/26/25 at 12:22 PM, they confirmed they had not
been in-serviced or trained on EBP.

During an interview with the Corporate Nurse on
3/26/25 at 12:30 PM, she confirmed that staff had
not been educated, and the precautions had not
been implemented.

During an interview with CNA #6 on 3/26/25 at
1:25 PM, she confirmed she had not been trained
or had knowledge of EBP or its purpose.

During an interview with the Infection Control
Nurse on 3/26/25 at 2:51 PM, she revealed that
she was aware of what EBP was because she
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Quality Monitoring Results on Enhanced
Barrier Precautions being followed will be
reviewed by the Quality Assurance
Performance Improvement Committee
starting 4/24/2025 monthly times three
months to ensure substantial compliance.
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learned it in her infection control (IC) training. She
also confirmed she had never received any
education in the facility related to EBP and was
unaware of why the facility had not educated staff
or implemented the EBP practice.

During an interview with the Administrator on
3/26/25 at 3:00 PM, he revealed he was not
aware that staff were not using EBP. He stated
that the facility had been using EBP at one point
but experienced a breakdown in its practice due
to significant staff turnover in the past six months.

During an interview with the Staff Educator on
03/27/25 at 10:30 AM, she revealed she had
been in her position since July of 2024 and
conducts skill competencies for staff and new
hires. She confirmed that EBP was not part of the
education provided and stated that since her hire
date, there had been no education on EBP for
any staff. She also stated she was unable to
locate any education on EBP prior to her hire
date.

During an interview with Licensed Practical Nurse
(LPN) #1 on 3/27/25 at 10:41 AM, he revealed he
had been employed for over a year and
confirmed he did not know what EBP was and
had never been educated on it.

During an interview with CNA #9, on 3/27/25 at
10:44 AM, she confirmed she had been employed
at the facility for a year. She confirmed she had
never been educated on EBP and did not know
what it was.

During a follow-up interview with the Administrator
on 3/27/25 at 10:48 AM, he confirmed that, due to
staff not being educated on EBP and the lack of
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§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

§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, resident/staff interview

Based on observations, interview, record
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documented proof of education, the facility had
failed to ensure staff had the knowledge
necessary to understand and implement EBP. He
stated that the concern resulting from failing to
educate the staff on EBP was that high-risk
residents would not receive the precautions they
needed.
F 761 | Label/Store Drugs and Biologicals F 761 4/24/25
SS=E | CFR(s): 483.45(g)(h)(1)(2)
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and record review, the facility failed to ensure a
resident's medications were not left unattended in
the resident's room for one (1) of 38 sampled
residents. Resident #28.

The scope/severity for this deficiency was
increased to "E" due to previous citation on the
last annual recertification survey.

Findings include:

Record review of a statement on the facility's
letterhead dated 3/27/25 and signed by the
Administrator revealed, "(Proper name of the
facility) does not have a specific policy for
unattended medication."

During an observation and interview on 3/25/25 at
10:45 AM, a small bag of intravenous (1V) fluids
with a vial of medication attached to the bag was
observed from the open doorway, lying on
Resident #28's bedside table. The resident
confirmed it was her antibiotic medication, and
the nurse needed to restart her peripheral IV
before administering it.

During an observation on 3/25/25 at 1:37 PM with
Registered Nurse (RN) #1, confirmed the
presence of the IV antibiotic medication on the
bedside table. RN #1 acknowledged that the
medication should not have been left unattended,
as another resident might have accessed it with
the door open to the hallway.

During an interview on 3/25/25 at 2:30 PM with
the RN Supervisor confirmed that leaving the IV
medication unattended was inappropriate and
that it posed a risk of access by another resident.

review, and facility policy review, the
facility failed to store drugs properly for
resident # 28.; On 3/25/2025 Registered
nurse #1 removed the IV medications
from the bedside table.

All facility residents have the potential to
be affected.

On 3/27/2025 the Staff Development
Nurse initiated education with licensed
nursing staff on the components of
Storage and Expiration Dating of
Medications, Biologicals.; Newly hired
licensed nurses will be educated by the
Director of Nurses on the policies and
procedures that govern the proper
procedure of not leaving medications in
resident(]s rooms.

The Quality Assurance Performance
Improvement Committee (QAPI) meeting
was held on 3/28/2025 to ensure nursing
staff understands the policies and
procedures of Storage and Expiration
Dating of Medications, Biologicals with
emphasis on not leaving medications in
resident]s rooms.¢, Beginning 3/28/2025
the Staff Development Nurse will conduct
ongoing quality monitoring for all residents
to ensure policies regarding Label and
storage of drugs and biologicals along
with ensuring no medication is left at
bedside, weekly times four weeks then
every two weeks for four weeks then
monthly times three months. On
4/24/2025 a Quality Assurance
Performance Improvement Committee
meeting will be conducted to review the
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During an interview on 3/26/25 at 10:47 AM with
the Assistant Director of Nursing (ADON)
confirmed the medication should not have been
left on the bedside table.

A record review of the Admission Record for
Resident #28 revealed that she was admitted to
the facility on 7/14/22 with a diagnosis of
polyneuropathy, chronic obstructive pulmonary
disease (COPD), and type 2 diabetes mellitus.

A record review of the Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of
1/28/25 revealed a Brief Interview for Mental
Status (BIMS) score of 15 which indicated
Resident #28 is cognitively intact.

Assistive Devices - Eating Equipment/Utensils
CFR(s): 483.60(g)

§483.60(g) Assistive devices

The facility must provide special eating equipment
and utensils for residents who need them and
appropriate assistance to ensure that the resident
can use the assistive devices when consuming
meals and snacks.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, record
review, and facility policy review, the facility failed
to provide a resident with adaptive equipment and
staff assistance for three (3) of three (3) dining
observations. Resident #42

Findings include:
Review of the facility policy titled "Assistive

Devices" with a revision date of 10/2022 revealed
under, "Policy Statement ...Assistive

F 761

F 810

results from the Quality Monitoring.¢; The
results will be reviewed monthly times
three months to maintain substantial
compliance.

The facility failed to provide resident # 42
with adaptive equipment and staff
assistance for dining. A physician order
was clarified on 3/27/2025. Resident # 42
was provided a divided plate and built-up
utensils on 3/26/2025. The nursing
assistants that provide care for resident #
42 were educated on 3/26/2025 by the
Staff Development Nurse regarding
needing assistance with meals and
ensuring that the divided plate and

4/24/25
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devices/utensils will be provided as identified in
the individualized plan of care to maintain or
improve a resident's/patient's ability to eat or
drink independently."

An observation on 3/25/25 at 11:50 AM revealed
Resident #42 unassisted, eating her lunch; her
meal was on a regular plate, and the resident was
struggling with holding her spoon. No adaptive
utensil equipment was noted.

During an observation and interview on 3/25/25 at
12:00 PM, the Assistant Director of Nurses
(ADON) confirmed that Resident #42 did not have
her divided plate and stated that it was on her
meal ticket to have one, and the resident is
supposed to have a Certified Nurse Aide (CNA)
assisting her with her meals also.

On 3/26/25 at 8:10 AM, an observation revealed
Resident #42 eating her breakfast in her room
unassisted with no adaptive utensils were noted.

On 3/26/25 at 11:50 AM, an observation revealed
Resident #42 eating her lunch in her room
unassisted with no adaptive utensils noted.

During an observation and interview on 3/26/25 at
12:00 PM, CNA #10 stated, "I'm new, and I'm not
sure if the resident requires assistance with
eating."

An interview on 3/26/25 at 2:30 PM, Registered
Nurse (RN) #2 stated, "The resident is supposed
to be assisted with all her meals, and she uses
big utensils and a divided plate also."

In an interview on 03/26/25 at 2:40 PM, the
Occupational Therapist (OT) revealed she was

built-up utensils are provided.

Facility residents with physician orders for
adaptive equipment or those who need
assistance with meals can be affected by
this practice.

On 3/26/2025 the Staff Development
Nurse provided education to the nurses,
nursing assistants on the importance of
ensuring that adaptive equipment is
provided to residents as ordered by the
physician or therapy, and to provide
assistance with meals according to the
care plan. On 3/31/2025 the Dietary
Manager provided education to the dietary
staff on the importance of following the
tray card requirements and ensuring that
adaptive equipment is used.

The Quality Assurance Performance
Improvement committee (QAPI) meeting
was held on 3/28/2025 to ensure that
residents that need adaptive equipment
and assistance with meals is being
provided. Beginning 3/28/2025 the Dietary
Manager will complete Quality Monitoring
to ensure that residents' dietary cards and
the tray are correct weekly times four
weeks, then every two weeks for four
weeks then monthly times three months.
Beginning 3/28/2025 the Director of
Nursing, Assistant Director of Nursing, or
Unit Managers will complete Quality
Monitoring weekly times four weeks, then
every two weeks times four weeks and
then monthly times three months to
ensure the three residents requiring
adaptive equipment are provided that
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aware that the resident required a divided plate equipment for meals and any new
and revealed when the resident was discharged residents requiring adaptive equipment.
from occupational therapy last month, she had The results of the Quality Monitoring will
recommended for her to use adaptive built-up be reviewed by the Quality Assurance
utensils to assist the resident in holding her Performance Improvement Committee
spoon or fork in addition to using her divided starting on 4/24/2025 for three months to
plate. maintain substantial compliance.

Record review of the Physicians Orders revealed
no order for the built-up utensils or the divided
plate.

Record review of the "Admission Record"
revealed the facility admitted Resident #42 on
12/26/2023 with medical diagnoses that included
sequelae of Cerebral Infarction, muscle
weakness and need for assistance with personal
care.

Record review of the Minimum Data Set (MDS)
with an Assessment Reference Date of
12/31/2024 revealed under Section
GG-Functional Abilities that "the resident required
Substantial/maximal assistance with eating,"
which details "The ability to use suitable utensils
to bring food and/or liquid to the mouth and
swallow food and/or liquid once the meal is
placed before the resident."

F 842 | Resident Records - Identifiable Information F 842 4/24/25
SS=D | CFR(s): 483.20(f)(5), 483.70(h)(1)-(5)

§483.20(f)(5) Resident-identifiable information.

(i) A facility may not release information that is
resident-identifiable to the public.

(i) The facility may release information that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not to use or disclose the information
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except to the extent the facility itself is permitted
to do so.

§483.70(h) Medical records.

§483.70(h)(1) In accordance with accepted
professional standards and practices, the facility
must maintain medical records on each resident
that are-

(i) Complete;

(i) Accurately documented;

(iii) Readily accessible; and

(iv) Systematically organized

§483.70(h)(2) The facility must keep confidential
all information contained in the resident's records,
regardless of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident
representative where permitted by applicable law;
(i) Required by Law;

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

§483.70(h)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(h)(4) Medical records must be retained
for-
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(i) The period of time required by State law; or
(ii) Five years from the date of discharge when
there is no requirement in State law; or

(iii) For a minor, 3 years after a resident reaches
legal age under State law.

§483.70(h)(5) The medical record must contain-
(i) Sufficient information to identify the resident;
(i) A record of the resident's assessments;

(iii) The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v) Physician's, nurse's, and other licensed
professional's progress notes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as evidenced
by:

Based on staff interviews, record review, and
facility policy review, the facility failed to
document if wound treatments had been
completed for a resident with a Stage 4 pressure
ulcer for one (1) of three (3) residents with
wounds reviewed. Resident #11

Findings include:

Record review of facility policy titled, "Dressing
Change", dated 12/6/17, revealed, "A clean
dressing will be applied by a nurse to a wound as
ordered to promote healing. ... Document in
medical record".

Record review of "Order Listing Report" revealed
an order dated 2/21/25 for wound care to stage
four pressure ulcer to sacral region to clean with
one-quarter (1/4) strength Dakins, pat dry with

The facility failed to document wound
treatments ordered by the physician. The
Director of Nursing provided one on one
education to the wound care nurse
regarding the importance of documenting

treatments upon completion on 3/27/2025.

All residents have the potential to be
affected.

On 3/26/2025 the Staff Development
Nurse provided education to the licensed
nurses regarding the importance of
documenting upon completion of
physician orders. New nurses will be
trained upon hire.

The Quality Assurance Performance
Improvement committee (QAPI) meeting
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4x4 gauze, apply collagen with silver sheet, cover
with bordered dry dressing daily until healed
every day shift. This order was discontinued on
3/25/25.

Record review of Electronic Treatment
Administration Record (ETAR) for March 2025
revealed wound treatments for 3/1/25, 3/4/25,
3/5/25, 3/6/25, 3/7/25, 3/12/25, 3/13/25, 3/14/25,
3/16/25, 3/18/25, 3/24/25, and 3/25/25 were not
documented as administered.

An interview and record review with the Wound
Care Registered Nurse on 3/27/25 at 8:15 AM,
revealed she worked Monday through Friday and
had performed the wound treatments for
Resident #11 each day she worked. A record
review with the Wound Care RN confirmed there
were 12 undocumented treatments in the
electronic treatment administration record (ETAR)
for this month. She stated she thought that she
always documented her care but admitted she
missed documenting multiple treatments. She
stated it might be due to how it was put into the
computer, behind multiple respiratory entries and
she failed to see it. She stated accurate
documentation was needed to verify that the care
was done on each resident's record.

During an interview on 3/27/25 at 8:10 AM, the
Director of Nursing (DON) confirmed that wound
treatments should be documented upon
completion of the care, and this was not done for
12 of Resident #11's wound treatments for this
month. She stated that documenting care is part
of the continuity of care and treatment. She
verified that treatments should be done and
documented accurately.

was held on 3/28/2025 to ensure that
nurses are documented upon completion
of providing treatments. Beginning
3/28/2025 the Director of Nursing or the
Assistant Director of Nursing will complete
Quality Monitoring to ensure
documentation is completed weekly times
four weeks then then every two weeks for
four weeks then monthly times three
months. Results from the Quality
Monitoring will be reviewed by the Quality
Assurance Performance Improvement
Committee monthly starting 4/24/2025
times three months to maintain
substantial compliance.
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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:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255171 B. WING 03/27/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
627 MIDDLETON ROAD
WINONA MANOR HEALTH CARE AND REHABILITATION CENTER
WINONA, MS 38967
(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 842 | Continued From page 44 F 842
Record review of Resident #11's "Admission
Record" revealed the facility admitted the resident
on 12/7/23. Diagnoses included Pressure Ulcer
to Sacral Region and Type 2 Diabetes Mellitus.
Record review of Minimum Data Set (MDS)
Section C with Assessment Reference Date
(ARD) of 2/21/25 revealed that Resident #11 was
rarely or never understood.
F 880 | Infection Prevention & Control F 880 4/24/25
SS=F | CFR(s): 483.80(a)(1)(2)(4)(e)(f)
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(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;

(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:
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Based on observations, staff interviews, record
reviews, and policy review, the facility failed to
implement and maintain an effective Infection
Prevention and Control Program (IPCP) for five
(5) of thirty-eight (38) sampled residents
(Residents #11, #25, #32, #65, and #75).
Specifically, the facility failed to ensure staff used
Enhanced Barrier Precautions (EBP) during
high-contact resident care activities (wound care
and percutaneous endoscopic gastrostomy
(PEG) tube handling), failed to prevent the reuse
of a single-use medical device (PEG tube
declogger), and failed to store a biliary drainage
collection bag in a sanitary manner. These
failures created an increased risk for the
transmission of infectious organisms among
residents requiring complex care.

Findings include:
Cross- reference F726

Review of the facility policy titled "Infection
Prevention and Control Program" with a revision
date of 10/2018 revealed under, "Policy
Statement: An infection prevention and control
program (IPCP) Is established and maintained to
provide a safe, sanitary and comfortable
environment and to help prevent the development
and transmission of communicable diseases and
infections."

Review of the facility policy titled, "Enhanced
Barrier Precautions," with an effective date of
9/01/22, revealed the following: "Policy:
Enhanced barrier precautions (EBP) is used to
reduce the spread of Multidrug-resistant
organisms (MDROs) among residents by utilizing
gloves and gowns for high-contact resident care

The facility failed to implement and
maintain an effective infection Prevention
and Control program regarding the use
and implementation of Enhanced Barrier
Precautions (EBP) during high contact
resident care for residents # 11, # 25, #
32, and # 75. Education was provided to
facility staff by the Staff Development
Nurse on 3/26/2025 regarding the policy
for Enhanced Barrier Precautions (EBP).
Residents were identified that needed to
be placed on EBP by the Director of
Nursing on 3/27/2025 to ensure that each
resident had a sign on the door, and EBP
supplies readily available. The
de-cloggers were removed from use on
3/26/2025. The biliary drainage bag was
secured for resident # 65 on 3/26/2025 by
Licensed Practical Nurse #2.

All facility residents have the potential to
be affected by this practice.

On 3/26/2025 the Staff Development
nurse educated staff on the Enhanced
Barrier Precautions policy and procedure.
New employees will be trained on hire. On
3/26/2025 the Staff Development Nurse
educated nurses on the facility protocol
for de-clogging G tubes and PEG tubes.
New nurses will be trained on hire. On
3/27/2025 the Staff Development Nurse
educated nursing assistants and nurses
on the importance of following infection
control practices regarding the biliary
drainage bag with emphasis on securing
the bag to keep it from being on the floor.
New nurses will be trained on hire.
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activities... High-contact care activities provide
opportunities for the transfer of MDROs to staff
hands and clothing... High-contact care activities
include: feeding tube care, wound care..."

Record review of facility's letterhead revealed,
"This facility does not have a policy on storage of
a biliary tube bag."

Resident #11

During an observation and interview on 3/26/25 at
10:35 AM, the Wound Care Registered Nurse
(RN) and Certified Nursing Assistant (CNA) #5
performed wound care for Resident #11. The RN
performed the wound treatment on the resident's
sacral area and CNA #5 assisted. Neither staff
used enhanced barrier precautions (EBP) during
the wound care procedure.

During an interview on 3/27/25 at 8:15 AM, the
Wound Care RN revealed she was unaware of
the EBP guidelines and did not dress out during
her wound care treatments. She stated she had
now been in-serviced on EBP and the purpose to
decrease the risk for infection.

Record review of Resident #11's "Admission
Record" revealed the facility admitted the resident
on 12/7/23. Diagnoses included pressure ulcer to
sacral region and type 2 diabetes mellitus.

Record review of Minimum Data Set (MDS)
Section C with Assessment Reference Date
(ARD) of 2/21/25 revealed the resident was rarely
or never understood.

The Quality Assurance Performance
Improvement Committee (QAPI) meeting
was held on 3/28/2025 to review the
Enhanced Barrier Precautions Policy and
Procedure with no recommendations for
revisions to the policy. Beginning
3/28/2025 the Executive Director will
conduct ongoing Quality Monitoring by
making observation rounds and
interviewing staff weekly times four
weeks, then every two weeks times four
weeks then monthly times three months to
ensure that staff are following the
Enhanced Barrier Precautions Policy and
Procedure. Beginning 3/28/2025 the
Director of Nursing, Assistant Director of
Nursing, or Unit Managers will conduct
Quality Monitoring by making observation
rounds weekly times four weeks, then
every two weeks times four weeks then
monthly times three months to ensure
de-cloggers are not being used and that
the drainage bags are secured according
to infection control practices. The results
of the Quality Monitoring will be reviewed
by the Quality Assurance Performance
Improvement Committee starting on
4/24/2025 for three months to maintain
substantial compliance.
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Resident #25

Record review of Resident #25's "Order Listing
Report" revealed an order dated 12/27/24,
"Cleanse unstageable pressure ulcer to tip of left
great toe with wound cleanser or NS (normal
saline), pat dry with 4 x 4 gauze, paint with
betadine and cover with bordered gauze dressing
g (every) Monday, Wednesday and Friday."

An observation of Resident #25's wound care
with the Wound Care Nurse assisted by CNA #5
on 3/26/25 at 12:15 PM revealed that the care
was provided without using a gown for EBP.

An interview with both the Wound Care Nurse
and CNA #5 on 3/26/25 at 12:20 PM confirmed
they did not dress out in a gown for EBP during
Resident #25's wound care. They both revealed
they had no knowledge of these precautions and
indicated they had not been in-serviced or had
any training on the subject.

An interview on 3/26/25 at 12:25 PM with CNA #2
and CNA #6 confirmed neither had been trained
nor had knowledge of EBP.

An interview with the Regional Director of Clinical
Services (RDCS) on 3/26/24 at 12:30 PM
revealed the facility was currently working on
getting EBP into place and confirmed staff had
not been educated, and the precautions had not
been practiced at the facility. She confirmed the
purpose of using EBP was to protect the
residents from infection.

Record review of the "Admission Record"
revealed the facility admitted Resident #25 on
9/15/23 with a medical diagnosis that included
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metabolic encephalopathy.

Resident #75

An observation of Resident #75 during
medication administration on 3/26/25 at 8:00 AM
revealed Licensed Practical Nurse (LPN) #4
attempted to flush the resident's PEG tube with
water, but the tube was clogged. LPN #4
retrieved an opened package off the bedside
table and indicated it was a peg tube declogger.
The opened package was undated, and she
inserted the declogger inside the resident's peg
tube multiple times. Afterward, she rinsed the
de-clogger and placed it back into the package.
She administered the resident's medications via
PEG tube without wearing a gown for EBP.

Review of the "Bionix Enteral Feeding Tube
Declogger" manufacturer's instructions online
revealed "single use" and "discard after using."

An interview with LPN #4 on 3/26/25 at 8:47 AM
confirmed the manufacturer's instructions
revealed the tube declogger was for single use
and revealed reusing the declogger placed
Resident #75 at risk for infection. LPN #4
confirmed she did not wear a gown to administer
the medications and indicated she had not been
trained or had any in-services on using EBP.

On 3/26/25 at 3:21 PM, an interview with the
RDCS with the Director of Nursing (DON) in
attendance revealed the staff should not be using
feeding tube de-cloggers and voiced there were
other alternatives to handle a clogged tube.

Record review of the "Admission Record"
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revealed the facility admitted Resident #75 on
3/07/24 with medical diagnoses that included
sequelae of cerebral infarction and gastrostomy
status.

Resident # 32

During an observation of wound care for Resident
#32 on 3/26/25 at 11:50 AM with the Wound Care
Nurse and CNA #5, revealed the Wound Care
Nurse or CNA #5 did not don a gown as part of
the EBP.

A review of the March 2025 Treatment Record for
Resident #32 revealed the following: "Clean
diabetic/PVD (peripheral vascular disease) right
heel wound with wound cleanser, pat dry, apply
collagen dressing with silver, cover with kerlix and
secure with tape daily," signed off as completed
on 3/26/25.

During an interview with the Wound Care Nurse
and CNA #5 on 3/26/25 at 12:22 PM, it was
confirmed that they did not wear any special PPE
for EBP during Resident #32's wound care and
that they had not been in-serviced or trained on
EBP.

A review of Resident #32's "Admission Record"
revealed that he was admitted on 1/17/2019, with
a diagnosis of Type Il diabetes.

During an interview with the Infection Control (IC)
Nurse on 3/26/25 at 2:51 PM, she revealed that
she was aware of what EBP was because she
learned about it in her Infection Control training.
She stated that EBP is used as an extra layer of
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protection between residents and staff to reduce
the spread of infection for residents with open
wounds and indwelling devices. She confirmed
that the facility was not using EBP for any
residents. She also revealed she was unaware of
why the facility did not educate staff or implement
EBP practice.

During an interview with the Administrator on
3/26/25 at 3:00 PM, he revealed that he was not
aware staff were not using EBP. He stated that
the facility had been using EBP at one point but
experienced a breakdown in its practice due to
significant staff turnover in the past six months.

During a follow-up interview with the Administrator
on 3/27/25 at 10:48 AM, he confirmed that
concerns from failing to educate and implement
EBP is that high-risk residents would not receive
the necessary precautions.

Resident # 65

During an observation on 3/25/25 at 11:05 AM of
Resident #65 revealed he was lying in bed with a
biliary drain connected to a drainage bag. The
biliary drainage collection bag with a brown,
foamy substance was lying on the floor visible
from the doorway.

During an observation and interview on 3/26/25 at
10:07 AM with LPN) #2, it was confirmed the
biliary drainage collection bag should not be on
the floor. She further confirmed that the bag

being on the floor was an infection control issue.
She stated, "the floor is the nastiest place!"

During an interview on 3/26/25 at 10:47 AM with
the Assistant Director of Nursing (ADON) it was
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confirmed the that the biliary drainage collection

bag should not have been on the floor as that is

an infection control concern that could lead to an
infection to the resident.

Record review of "Order Summary Report"
confirmed Resident #65 had orders related to a
biliary drain with start date 2/28/25.

Record review of "Admission Record" revealed
the facility admitted Resident #65 on 3/9/25 with
medical diagnoses that included Malignant
Neoplasm of Pancreas, and Obstruction of Bile
Duct.
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