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 M 000 Initial Comments  M 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 the Mississippi Regulations for Minimum 

Standards for Institutions for the Aged or Infirm 

and cited M500, M610, M620, M735, M1010, and 

M1570.

The census at the time of the survey was 93 with 

a license for 120 beds.

 

 M 500 45.17.2 Residents' Rights

Residents' Rights. The residents' rights policies 

and procedures ensure that each resident 

admitted to the facility:

1. is fully informed, as evidenced by the resident's 

written acknowledgment, prior to or at the time of 

admission and during stay, of these rights and is 

given a statement of the facility's rules and 

regulations and an explanation of the resident's 

responsibility to obey all reasonable regulations of 

the facility and to respect the personal rights and 

private property of other residents;

2. is fully informed, and is given a written 

statement prior to or at time of admission and 

during stay, of services available in the facility, 

and of related charges including any charges for 

services covered by the facility's basic per diem 

rate;

3. is assured of adequate and appropriate 

medical care, is fully informed by a physician or 

nurse practitioner/physician assistant of his 

medical conditions unless medically 

contraindicated (as documented by a physician or 

 M 500 4/24/25
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 M 500Continued From page 1 M 500

nurse practitioner/physician assistant in his 

medical record), is afforded the opportunity to 

participate in the planning of his medical 

treatment, to not be limited in his/her choice of a 

pharmacy or pharmacist provider in accordance 

with state law, as referenced in House Bill 1439, 

which states that the facility shall not limit a 

resident ' s choice of pharmacy or pharmacy 

provider if that provider meets the same 

standards of dispensing guidelines required of 

long term care facilities, to refuse to participate in 

experimental research, and to refuse medication 

and treatment after fully informed of and 

understanding the consequences of such action;

4. is transferred or discharged only for medical 

reasons, or for his welfare or that of other 

residents, or for nonpayment for his stay (except 

as prohibited by sources of third-party payment), 

and is given a two weeks advance notice in 

writing to ensure orderly transfer or discharge. A 

copy of this notice is maintained in his medical 

record;

5. is encouraged and assisted, throughout his 

period of stay, to exercise his rights as a resident 

and as a citizen, and to this end may voice 

grievances, has a right of action for damages or 

other relief for deprivations or infringements of his 

right to adequate and proper treatment and care 

established by an applicable statute, rule, 

regulation or contract, and to recommend 

changes in policies and services to facility staff 

and/or to outside representatives of his choice, 

free from restraint, interference, coercion, 

discrimination, or reprisal;

6. may manage his personal financial affairs, or is 

given at least a quarterly accounting of financial 

Mississippi State Department of Health
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 M 500Continued From page 2 M 500

transactions made on his behalf should the 

facility accept his written delegation of this 

responsibility to the facility for any period of time 

in conformance with State law;

7. is free from mental and physical abuse; 

8. is free from restraint except by order of a 

physician or nurse practitioner/physician 

assistant, or unless it is determined that the 

resident is a threat to himself or to others. 

Physical and chemical restraints shall be used for 

medical conditions that warrant the use of a 

restraint. Restraint is not to be used for discipline 

or staff convenience. The facility must have 

policies and procedures addressing the use and 

monitoring of restraint. A physician order for 

restraint must be countersigned within 24 hours 

of the emergency application of the restraint; 

9. is assured security in storing personal 

possessions and confidential treatment of his 

personal and medical records, and may approve 

or refuse their release to any individual outside 

the facility, except, in the case of his transfer to 

another health care institution, or as required by 

law of third-party payment contract; 

10. is treated with consideration, respect, and full 

recognition of his dignity and individuality, 

including privacy in treatment and in care for his 

personal needs;

11. is not required to perform services for the 

facility that are not included for therapeutic 

purposes in his plan of care;

12. may associate and communicate privately 

with persons of his choice, may join with other 

residents or individuals within or outside of the 

facility to work for improvements in resident care, 

Mississippi State Department of Health
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 M 500Continued From page 3 M 500

and send and receive his personal mail 

unopened, unless medically contraindicated (as 

documented by his physician or nurse 

practitioner/physician assistant in his medical 

record);

13. may meet with, and participate in activities of, 

social, religious and community groups at his 

discretion, unless medically contraindicated (as 

documented by his physician or nurse 

practitioner/physician assistant in his medical 

record);

14. may retain and use his personal clothing and 

possessions as space permits, unless to do so 

would infringe upon rights of other residents, 

unless medically contraindicated (as documented 

by his physician or nurse practitioner/physician 

assistant in his medical record);

15. if married, is assured privacy for visits by 

his/her spouse; if both are inpatients in the 

facility, they are permitted to share a room, 

unless medically contraindicated (as documented 

by the attending physician or nurse 

practitioner/physician assistant in the medical 

record); and

16. is assured of exercising his civil and religious 

liberties including the right to independent 

personal decisions and knowledge of available 

choice. The facility shall encourage and assist in 

the fullest exercise of these rights.

This Statute  is not met as evidenced by:

Level II Pattern

Based on observation, staff interview, and facility 

policy review, the facility failed to honor a 

resident's right to be treated with dignity and 

The facility failed to honor a resident�s 

rights to be treated with dignity and 

respect by feeding resident #57 while 

standing and not utilizing privacy covers 

for residents #65 and #439�s urinary 

Mississippi State Department of Health
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 M 500Continued From page 4 M 500

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..."

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 

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 resident�s 

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.  

On 3/26/2025 the Staff Development 

nurse educated nurses and nursing 

assistants on the resident�s 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. 

Mississippi State Department of Health
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 M 500Continued From page 5 M 500

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

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.

Mississippi State Department of Health
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 M 500Continued From page 6 M 500

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 

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.

 M 610 45.21.2 Activities of daily living

Activities of daily living. Each resident shall 

receive assistance as needed with activities of 

daily living to maintain the highest practicable well 

being. These shall include, but not be limited to:

 M 610 4/24/25

Mississippi State Department of Health
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 M 610Continued From page 7 M 610

1. Bath, dressing and grooming;

2. Transfer and ambulate;

3. Good nutrition, personal and oral hygiene; and

4. Toileting.

This Statute  is not met as evidenced by:

Level II Pattern

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/severity of this deficiency was 

increased to pattern due to repeat deficiency from 

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." 

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) 

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. Resident 

#51�s 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. 

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 

Mississippi State Department of Health

If continuation sheet  8 of 296899STATE FORM NBCB11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 04/25/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

MSDH - Health Facilities Licensure and Certification

49WM 03/27/2025

NAME OF PROVIDER OR SUPPLIER

WINONA MANOR HEALTH CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

627 MIDDLETON ROAD

WINONA, MS  38967

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 610Continued From page 8 M 610

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 

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 (½) 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. 

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. 

Mississippi State Department of Health
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 M 610Continued From page 9 M 610

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 

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 

Mississippi State Department of Health
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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 ½ inch 

past the tip of the nailbed except for the right big 

toe. The right big toe was approximately 

three-fourths (¾) 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 

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 

Mississippi State Department of Health
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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.

 M 620 45.21.4 Urinary incontinence

Urinary incontinence. Residents with urinary 

incontinence shall be assessed for need of 

bladder retraining program. An indwelling 

catheter will not be used unless the resident ' s 

clinical condition indicates that catheterization is 

necessary. These residents shall receive 

treatment and services to prevent urinary tract 

infections.

This Statute  is not met as evidenced by:

 M 620 4/24/25

Level II

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 

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 

Mississippi State Department of Health
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 M 620Continued From page 12 M 620

facility) does not have a specific policy for 

obtaining physician orders." 

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

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) 

facility Medical Director with no changes to 

plan of care and no complaints voiced by 

resident #439.  

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�s 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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 M 620Continued From page 13 M 620

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 

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.

 M 735 45.25.1 Medical Records Management

Medical Records Management.

1. A medical record shall be maintained in 

accordance with accepted professional standards 

and practices on all residents admitted to the 

facility. The medical records shall be completely 

and accurately documented, readily accessible, 

and systematically organized to facilitate 

retrieving and compiling information.

2. A sufficient number of personnel, competent to 

carry out the functions of the medical record 

service, shall be employed.

3. The facility shall safeguard medical record 

information against loss, destruction, or 

unauthorized use.

4. All medical records shall maintain the following 

information: identification data and consent form; 

assessments of the resident's needs by all 

disciplines involved in the care of the resident; 

medical history and admission physical exam; 

annual physical exams; physician or nurse 

practitioner/physician assistant orders; 

observation, report of treatment, clinical findings 

and progress notes; and discharge summary, 

 M 735 4/24/25
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 M 735Continued From page 14 M 735

including the final diagnosis.

5. All entries in the medical record shall be signed 

and dated by the person making the entry. 

Authentication may include signatures, written 

initials, or computer entry. A list of computer 

codes and written signatures must be readily 

available and maintained under adequate 

safeguards.

6. All clinical information pertaining to the 

residents stay shall be centralized in the 

resident's medical records.

7. Medical records of discharged residents shall 

be completed within sixty (60) days following 

discharge.

8. Medical records are to be retained for five (5) 

years from the date of discharge or, in the case of 

a minor, until the resident reaches the age of 

twenty-one (21), plus an additional three (3) 

years.

9. A resident index, including the resident's full 

name and birth date, shall be maintained.

This Statute  is not met as evidenced by:

Level II

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 

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 

Mississippi State Department of Health
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 M 735Continued From page 15 M 735

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 

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 

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 

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. 

Mississippi State Department of Health

If continuation sheet  16 of 296899STATE FORM NBCB11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 04/25/2025 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

MSDH - Health Facilities Licensure and Certification

49WM 03/27/2025

NAME OF PROVIDER OR SUPPLIER

WINONA MANOR HEALTH CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

627 MIDDLETON ROAD

WINONA, MS  38967

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 735Continued From page 16 M 735

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. 

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.

 M1010 45.35.1 Housekeeping Facilities and Services

Housekeeping Facilities and Services.

1. The physical plant shall be kept in good repair, 

neat, and attractive. The safety and comfort of 

the resident shall be the first consideration.

2. Janitor closets shall be provided with a 

mop-cleaning sink and be large enough in area to 

store house cleaning supplies and equipment. A 

separate janitor closet area and equipment 

should be provided for the food service area.

This Statute  is not met as evidenced by:

 M1010 4/24/25

Level II Pattern

Based on observation, resident and staff 

interview, record review and facility policy review, 

the facility failed to provide a safe homelike 

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 
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 M1010Continued From page 17 M1010

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 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 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. 

the repaired dresser with a new dresser 

for resident #22. On 3/26/2025 the 

Maintenance Assistant cleaned resident 

#28�s 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, 

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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 M1010Continued From page 18 M1010

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 

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 
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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 

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 
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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.

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 
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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.

 M1570 48.58.1 Infection Control

 The following infection control standards shall be 

met:

1. The facility must maintain and document an 

effective infection control program that protects 

patients, families, visitors, and facility personnel 

by preventing and controlling infections and 

communicable diseases.

2. The facility must have an active surveillance 

program that includes specific measures for 

prevention, early detection, control, education, 

and investigation of infections and communicable 

diseases in the facility. There must be a 

 M1570 4/24/25
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mechanism to evaluate the effectiveness of the 

program(s) and take corrective action when 

necessary. The program must include 

implementation of nationally recognized systems 

of infection control guidelines to avoid sources 

and transmission of infections and communicable 

diseases.

3. The facility must follow accepted standards of 

practice to prevent the transmission of infections 

and communicable diseases, including the use of 

standard precautions.

This Statute  is not met as evidenced by:

Level II Widespread

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 

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. 
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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 

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 

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.  

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 
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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.   

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 × 4 gauze, paint with 

betadine and cover with bordered gauze dressing 

q (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 

4/24/2025 for three months to maintain 

substantial compliance. 
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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 

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 
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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" 

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 
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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 II 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 

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 
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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 

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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