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The State Agency (SA) conducted a Complaint
Investigation (Cl) #17749 for Abuse (resident to
resident) from 04/19/21 through 04/21/21. During
the survey, the SA determined that the facility was
not in compliance with the requirements for
participation in Medicare and Medicaid. The SA
did substantiate the Cl 17749 and cited F600 for
physical abuse and F609 for failure to report
physical abuse. The facility held a license for 120
beds, with a census of 95.

F 600 | Free from Abuse and Neglect F 600 6/11/21
SS=E | CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced

by:
Based on staff and resident interview, record 1 Resident #1 was transferred to
review and facility policy review, the facility failed the Emergency Department (ED) after
to ensure two (2) residents were free from incident with no abnormal findings and no
physical abuse for two (2) of four (4) residents new orders. Resident #1 has been safely
reviewed for abuse. Resident #1 and Resident kept away from Resident #4 until
#2. discharged from facility on 3/31/2021 to
another LTC facility. Resident #2 has
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 06/01/2021

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Findings include:

The facility's policy titled "Free from Abuse and
Neglect", revised November 2016, revealed all
residents of this facility will be free from abuse,
neglect, misappropriation of resident property,
and exploitation. Physical abuse includes hitting,
slapping, pinching, and kicking.

Resident #1

A review of Occurrence Report on 3/17/21 at 5:10
PM revealed, nurse heard female Resident #1
yelling, "Help, Help." Upon entry to the room
Resident #4 was observed holding Resident #1
right arm and twisting it. Resident #1 complained
of pain to right upper extremities and face.
Resident #1 was transferred to Emergency
Department (ED) Resident #4 was moved to
private room in less populated area of facility.

On 4/19/21 at 4:12 PM, the State Agency (SA)
interviewed Resident #1. Resident #1 stated she
was in bed resting when Resident #4 entered her
room. She stated she thought Resident #4 was
going to shake her hand but instead he started
hitting her right arm/hand and her head. Resident
#1 stated Resident #4 has never hit her before
and stated he was always gentle.

On 4/19/21 at 4:45 PM, in an interview with the
Administrator revealed Resident #4 did come into
Resident #1's room and hit her and the
occurrence report was completed on 3/17/21. An
investigation was completed, and the SA was
notified, as well as the Attorney General (AG),
Physician, and Responsible Party (RP) on
3/18/21.

been safely away from Resident #3 until
planned discharge on 06/01/2021 to a
memory care unit.

2 All residents who are in an area
with a resident who may exhibit abuse has
the potential to be affected.

3 a Facility's Freedom from Abuse,
Neglect, and Exploitation Policy was
reviewed on 04/22/2021 by the Quality
Assurance Committee including the
Administrator and no revisions were
necessary.

b  All employees were inserviced on
Facility's Freedom from Abuse, Neglect,
and Exploitation Policy and Resident
Rights Policy on April 22, 2021 and again
on May 19, 2021 by the Staff
Development Nurse to include protection
from and reporting of abuse.

c Directed In-Service is scheduled
for all staff on the Facility's Freedom from
Abuse, Neglect, and Exploitation Policy
with an emphasis on identifying abuse to
be performed by the ADON at MSCC of
Raleigh, on June 3, 2021.

d Each morning in the Stand Up
Meeting, department supervisors will
review all incident reports to determine if
any incidents constitute alleged abuse
and if found to be alleged abuse, will be
reported to the State Agency as required.
All incident reports will be initialed as
checked by the DON or designee. Abuse,
Crime Reporting Checklist is to be

MS CARE CENTER OF MORTON
MORTON, MS 39117
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On 4/20/21 at 10:51 AM, an interview with the
Director of Nurses (DON) revealed she began
working on 4/13/21 as DON and she was
unaware of any injuries prior to 4/13/21.

On 4/21/21 at 10:40 AM, in an interview with the
Licensed Master Social Worker (LMSW), she
stated there was an incident on 3/17/21 when
Resident #4 struck Resident #1. She also stated
Resident #4 has never acted out to another
resident and this was his first episode.

On 4/21/21 at 11:22 AM, an interview with
Licensed Practical Nurse (LPN) #1, revealed she
witnessed Resident #4 placing his hands on
Resident #1's right arm area. LPN #1 stated with
the assistance of Certified Nurse Assistant
(CNA) #1, they removed Resident #4's hands off
Resident # 1. She stated then she calmed
Resident #1 down and CNA #1 assisted Resident
#4 to his room. LPN #1 stated she then notified
Registered Nurse (RN) #1, the Administrator, the
Physician, and Resident #1's Responsible
Representative (RR).

On 4/21/21 at 1:00 PM, an interview with CNA #1
revealed, Resident #1 was hollering out loud
when she entered her room and Resident #4 was
standing to the right of her, hitting her on her arm.
She stated she separated Resident #4 from
Resident #1 and brought Resident #4 to his room
and calmed him down.

A record review of the Face Sheet for Resident
#1 revealed the facility admitted Resident #1 on
2/13/19 with diagnoses of Hypertension,
Peripheral Vascular Disease, and Depressive
Disorder. Review of Resident #1's Annual
Comprehensive Minimum Data Set (MDS) with

F 600

completed and reviewed if incidents are
found to be alleged abuse. This was put
into place on June 1, 2021.

4 All alleged abuse incident reports
will be reviewed monthly during the

Quality Assurance Meeting by the
Administrator and QA Committee to

ensure continued compliance. This was
put into place on June 3, 2021.
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the Assessment Reference Date (ARD) of
3/22/21 revealed Resident #1 had a Brief
Interview for Mental Status (BIMS) of 15
indicating the resident was cognitively intact.

Review of a Nurses' Note dated 3/17/21 revealed
Resident #4 was in Resident #1's room and was
twisting her right arm. This nurses' note stated
both Resident #1 and Resident #4 were
separated. Resident #1 was transferred to the
Emergency Department (ED) for evaluation.

Record review of Nurses' Notes on 3/18/21
revealed Resident #1 returned from the ED with
no new orders.

Record review of Resident #1's Computed
Tomography (CT) of head without contrast, on
3/17/21, noted the impression was no evidence of
an acute intracranial injury and no acute facial
fractures.

Resident #2

Record review of an internal investigation
performed by Administrator revealed on 3/12/21
Resident #2 was in day room when Resident #3
hit Resident #2 on the arm three (3) times and
both residents were separated. Resident #3 was
sent to Geri-psych for evaluation and treatment.
Resident #2 was assessed by nursing staff, no
acute distress, no emotional reaction, no redness
to arm, and no complaint of pain when arm
moved. Due to evidence from the investigation
from the facility it was deemed no reporting was
necessary.

On 4/20/21 at 1:05 PM in an interview with the

F 600
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Social Services Assistant (SS-A), revealed she
had been standing close to the B-Wing Day
Room, when Resident #2 was sitting in a
wheelchair, talking out loud and with rambling
speech. Resident #3 walked past Resident #2,
became agitated and grabbed Resident #2's arm
and slapped her three (3) times fast on her right
wrist/arm. The SS-A stated after the incident she
separated both residents and re-directed them.
The SS-A stated she then reported the incident to
the DON, the Administrator, and the RR.

On 4/21/21 at 10:40 AM, in an interview with the
LMSW revealed she was aware of the incident on
3/12/21 with Resident #2 and Resident #3. She
stated Resident #3 slapped Resident #2 on her
arm three (3) times.

On 4/21/21 at 11:54 AM, in an interview with LPN
#2, she stated she heard Resident #3 yelling in
the B-Wing Day Room and went to investigate.
She observed the SS-A separating Resident #3
from Resident #2. LPN #2 stated she observed
Resident #3 slapping Resident #2 on her arm.
LPN #2 performed a body audit and observed no
bruising on Resident #2 and notified the RR.

On 4/21/21 at 1:30 PM in an interview with
Resident #2's RR, stated the facility informed her
of Resident #3 hitting my mother (Resident #2),
and stated Resident #3 and Resident #2 were
cousins, and they had a history of hitting each
other in the past when they were younger.

The facility admitted Resident #2 on 1/29/15 with
diagnoses of Chronic Obstructive Pulmonary
Disease (COPD), Hypertension, and Dementia
per the Face Sheet. In a review of Resident #2's
Quarterly MDS with an ARD of 3/24/21 revealed

F 600
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Resident #2 had a Brief Interview for Mental
Status (BIMS) of 4 indicating Resident #2 was
severely, cognitively impaired.

Review of Resident #2's Nurses' Notes for
3/12/21 noted Resident #2 was in the day room
and Resident #3 hit her on the arm. Resident #2
and Resident #3 were separated immediately and
checked. No bruising or skin tears were noted
and the SW and RR were called.

The facility admitted Resident #3 on 6/2/17 with
the diagnosis of Cognitive Deficit, Hypertension,
and Dementia per the Face Sheet. In a review of
Resident #3 Quarterly MDS with the ARD of
3/11/21 revealed Resident #3 BIMS of six (6).
Reporting of Alleged Violations

CFR(s): 483.12(c)(1)(4)

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established

F 600

F 609

6/11/21
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procedures.

§483.12(c)(4) Report the results of all
investigations to the administrator or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is not met as evidenced
by:

Based on staff interview, record review, and
facility policy review, the facility failed to report
resident on resident abuse for two (2) of four (4)
residents reviewed for abuse, Resident #2, and
Resident #3.

Findings include:

The facility's, "Reporting of Alleged Violations"
policy, revised November 2016, revealed the
facility will ensure that all alleged violations
involving abuse are reported immediately, but not
later than two (2) hours after the allegation is
made, if the events that cause the allegation
involve abuse, to the Administrator of the facility,
State Survey Agency, Adult Protective Services,
and local law enforcement in accordance with
state law.

Record review of an internal investigation
performed by Administrator revealed on 3/12/21
Resident #2 was in day room when Resident #3
hit Resident #2 on the arm three (3) times and
both residents were separated. Resident #3 was
sent to Geri-psych for evaluation and treatment.
Resident #2 was assessed by nursing staff, no
acute distress, no emotional reaction, no redness
to arm, and no complaint of pain when arm

1

survey.

2

found.

3 a

an unknown time, by an unknown
individual on the 3/17/21 incident of
Resident #1 and the 3/12/21 incident of
Resident #2. The Administrator verified
information when the surveyor was in the
facility on 4/22/21 for this complaint

occurred during the previous Director of
Nursing's tenure had the potential to be
affected.
reviewed to ensure proper reporting of
resident abuse. There were no other
incidents that required reporting to the
State Agency other than the two that were

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
255250 B. WING 04/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
96 OLD HIGHWAY 80 EAST
MS CARE CENTER OF MORTON
MORTON, MS 39117
(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 609 | Continued From page 6 F 609

The State Agency was notified at

All 2021 resident's incidents that

These incident reports were

The Facility's Freedom from

Abuse, Neglect, and Exploitation Policy -
reporting Abuse section was reviewed on
04/22/2021 by the Quality Assurance

Committee and no revision was needed.

b  Anin-service was done on
Freedom from Abuse, Neglect, and
Exploitation Policy for all employees on
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moved. Due to evidence from the investigation April 22, 2021 and again on May 19, 2021
from the facility it was deemed no reporting was by the Staff Development nurse.
necessary.
c Directed In-Service is scheduled
On 4/20/21 at 10:51 AM in an interview with the for all staff on the Facility's Freedom from
Director of Nurses (DON) she stated she began Abuse, Neglect, and Exploitation Policy
working on 4/13/21 as DON and unaware of with an emphasis on reporting is to be
injuries prior to 4/13/21. performed by the ADON at MSCC of
Raleigh, on June 3, 2021.
On 4/20/21 at 12:04 PM in an interview with the
Administrator revealed she did not report the d Each morning in the Stand Up
incident on Resident #2 and Resident #3 to the Meeting, department supervisors will
State Agency (SA) and/or Attorney General Office review all incident reports to determine if
because she is accustomed to the ex-Director of any incidents constitute alleged abuse
Nurses (Ex-DON) reporting to SA and Attorney and if found to be alleged abuse, will be
General Office. The Administrator stated reported to the State Agency as required.
reporting has always been done like that in the All incident reports will be initialed as
past. The Administrator stated she took it upon checked by the DON or designee. Abuse,
herself to perform an internal investigation in Crime Reporting Checklist is to be
which she notified the Responsible completed and reviewed if incidents are
Representative (RR). The Administrator stated found to be alleged abuse. This was put
Resident #1 and Resident #2 are related and they into place on June 1, 2021.
have a history together. The Administrator stated,
"Also, according to the Federal Regulation
483.13, if it was witnessed, | do not have to report e Licensed staff will report any
to SA." incidents that may occur after regular
working hours that are determined to be
On 4/19/21 at 5:00 PM, in an interview with the considered inappropriate behavior by a
Ex-DON, SA asked him if he reported the incident resident or employee to the Director of
to SA, Attorney General, Responsible Nursing and/or Administrator immediately.
Representative, and Physician. Ex-DON revealed
he did not report the incident nor complete an f  All reportable incidents will be
incident report of the injury, he was not at work. reported by the Administrator, unless in
her absence will be reviewed by the
administrator and delegated to the
Director of Nursing (DON) to report to
State Agency.
4 All alleged abuse incident reports

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

Event ID: T4JG11

Facility ID: 62SC

If continuation sheet Page 8 of 9




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/17/2021

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
C
255250 B. WING 04/21/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
96 OLD HIGHWAY 80 EAST
MS CARE CENTER OF MORTON
MORTON, MS 39117
(X4) 1D 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 609 | Continued From page 8 F 609
will be reviewed monthly during the
Quality Assurance Meeting by the
Administrator and QA Committee to
ensure continued compliance of reporting.
This was put into place on June 3, 2021.
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