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Initial Comments

The State Agency (SA) conducted an annual
re-certification survey at the facility from
8/14/23-8/17/23. During the survey, the SA
determined that the facility was not in compliance
with the Minimum Standards for Institutions for
the Aged or Infirm at M500, M610, M640, M655
and M815.

The census at the time of the survey was 139 and
the facility is licensed for 155.

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
nurse practitioner/physician assistant in his
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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
transactions made on his behalf should the
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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,
and send and receive his personal mail
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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 Il

Based on observations, resident and staff
interview, record review and facility policy review
the facility failed to honor the choices of residents

1.

inclu
Resi

On 8/14/23, Certified Nursing

Assistant (CNA) went to dietary and
corrected Resident # 1050Js meal tray to

de double portions. On 8/14/23,
dent #65(1s meal ticket was reviewed

and corrected by dietary manager to
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for not serving food preferences (Resident #65),
not serving double portions (Resident #105) and
for not being assisted out of bed (Resident #49
and 123) for four (4) of 139 resident's reviewed
during survey. Resident's #49, 65, 105 and 123

Findings include:

A review of the facility policy, titled "Residents
Rights," revealed, "Policy Interpretation and
Implementation 1. Federal and state laws
guarantee certain basic rights to all residents of
this facility. These rights include the resident's
right to: ...s. Choose and participate in decision
making regarding his or her care..."

Resident #105

An interview on 08/14/23 at 11:17 AM with
Resident #105 revealed he is supposed to get
double portions with all his meals, but he usually
does not. He stated that he had complained to
the nurses and Certified Nurse Assistant's
(CNAs) about it, but it has not helped. He stated,
"one portion is just not enough food for me".

An observation and interview on 8/14/23 at 11:45
AM, with Resident #105 revealed his lunch meal
tray had been delivered and set up by the staff,
his lunch meal ticket indicated that the resident
was supposed to receive double portions, but his
lunch tray did not have double portions. This
observation revealed he had one portion of
mashed potatoes, one hamburger steak and one
portion of green beans. An interview with the
resident at this time confirmed he did not receive
double portions on his lunch tray today and
stated, "that's normal".

An interview and record review on 8/15/23 at

remove sausage and grits and replaced
with bacon and oatmeal as per resident
request. On 8/14/23, Residents #49 and
#123 were both gotten up by CNA and
placed in wheelchairs.

2. The facility determined that each of
the 139 residents has the potential to be
affected.

3. Dietary Department staff received a
directed in service on 8/14/23 from District
manager for on resident choice, food
preferences, and ensuring accuracy of
meal tickets. All nursing staff received
directed in service from Nurse Educator
beginning 8/25/23 on resident choice and
verifying that resident meal tickets match
meal tray given to resident. An audit was
completed by dietary management From
8/14/23-8/18/23 verifying that the meal
ticket matches orders given by Dietician. 9
of 129 residents required clarification.

4. Beginning 9/4/23 Dietary management
will observe one meal per day for 7 days,
four (4) meals per week for four (4)
weeks, and eight (8) meals per month for
two (2) months to ensure that the meal
ticket matches the meal being served to
the resident. Beginning 9/4/23, Registered
Nurse Supervisors will choose three (3)
residents per day for seven (7) days then
four (4) residents per week for four (4)
weeks and eight (8) residents per month
for two (2) months, who are in bed to ask
them if they were asked if they wanted to
get up from the bed. A report will be
submitted to the Quality Assurance
Performance Improvement on 9/20/23 for
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10:00 AM, with the Dietary Manager (DM)
revealed that she receives request for "double
portions" from the nurses on a request form and
then she puts them on the resident's meal ticket.
She stated that if the resident's meal ticket
indicated "double portions" then the resident
should receive "double portions". A record review
at this time of Resident #105's meal ticket with
the DM confirmed that the resident's meal ticket
indicated he was supposed to receive double
portions.

An interview on 8/15/23 at 10:15 AM, with
Registered Nurse (RN) #1 confirmed that if a
resident has "double portions" on their meal ticket
then it is a preference of the resident, and they
should be receiving double portions.

An interview on 8/15/23 at 10:30 AM, with the
Administrator and the Director of Nurses (DON)
confirmed that Resident #105 should be receiving
double portions with all of his meals consistently
since his meal ticket indicates "double portions"
The DON stated that it is not an order but a
choice of the resident to receive double portions
with his meals.

Record review of Resident #105's Admission
Record revealed the resident was admitted to the
facility on 6/18/21 with medical diagnoses that
included Unspecified Polyneuropathy.

Record review of Resident #105's Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of 07/22/23 revealed in Section C a Brief
Interview for Mental Status (BIMS) score of 15,
which indicates the resident is cognitively intact.

Resident #49

review and recommendations then
monthly for three (3) months. The Dietary
Manager and Director of Nursing are
responsible for monitoring and
compliance.
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An observation and interview on 08/14/23 at
11:56 AM, revealed Resident #49 was in the bed
wearing a hospital gown. He shared that he had
been bathed and placed in a fresh hospital gown
by his Certified Nurse Aide (CNA). Resident #49
revealed he wanted to get out of bed more and
had not been out of bed in over a week. He said
he use to get out of bed when he first admitted to
the facility, but the staff stopped getting him up
regularly. He said he did not know why the staff
does not get him up anymore. He noted he did
not want to sit up for a very long time, but he was
tired of being in bed all day, every day.

An interview on 8/15/23 at 10:41 AM, with
Certified Nursing Assistant (CNA) #7 revealed he
had not asked Resident #49 if he wanted to get
out of bed. He revealed he had not seen Resident
#49 out of the bed and placed in a Geri-chair
since early July and was not aware of why he was
no longer gotten up out of bed.

An interview on 8/15/23 at 10:55 AM, with the
Licensed Practical Nurse (LPN) #6, revealed
Resident #49 had not refused to get out of bed.
She noted she last remembered him being out of
bed sometime in early July. She then confirmed
she had not asked Resident #49 if he wanted to
get out of bed and she was not aware of a reason
he needed to stay in bed.

An interview on 8/15/23 at 11:00 AM with CNA #4,
revealed she last assisted Resident #49 out of
bed into a Geri-chair one (1) day when she
worked two (2) weeks ago. She noted she
worked as needed (PRN), maybe three (3) days a
week, and would get Resident #49 out of the bed
at least one of the days when she worked. She
revealed she was not aware of a reason why
Resident #49 was left in bed most of the time.
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An interview on 8/15/23 at 11:35 AM, with the
Administrator, revealed the staff was not honoring
Resident #49's choices of wanting to get out of
bed more often and should have asked Resident
#49 what his choices were regarding getting up or
choosing to stay in bed. She confirmed Resident
#49 should be gotten out of bed as he chooses to
assist in avoiding the possibility of
medical/physical decline.

Record review the Departmental Notes for
Resident #49 revealed no documentation
regarding nursing staff assisting Resident #49 out
of bed and no documentation of nursing staff
asking Resident #49 his choice to get up or to
stay in bed.

Record review of Section F - Preferences for
Routine and Activities of the Admissions Minimum
Data Set (MDS) Assessment, with an
Assessment Reference Date (ARD) of
01/10/2023, for Resident #49, revealed " ... E.
How important is to you to choose your own
bedtime? 1. Very Important.”

Record review of the "Admission Record," for
Resident #49, revealed an admission date of
01/03/2023, with diagnoses of Hemiplegia and
Hemiparesis Following Cerebral Infarction
Affecting Left Non-Dominant Side and Transient
Cerebral Ischemic Attack, Unspecified.

Record review of Section C of the Quarterly MDS
Assessment, with an ARD of July 6, 2023, for
Resident #49, revealed a BIMS score of 14,
indicating Resident #49 is cognitively intact.

Resident #123
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An observation and interview on 08/14/23 at
11:30 AM, with Resident #123 revealed he was
still in bed close to lunch time and was not
dressed in street clothes. He revealed he wanted
to get out of bed and sit in a wheelchair. He noted
he used to get out of bed and sit in a wheelchair
but had not been up out of bed for a long time. He
shared that he did not want to stay in bed all the
time, that he wanted to go out of the room on
some days, and that nobody had asked him if he
wanted to get out of bed. Resident #123 noted he
never use to have to ask to get up and staff would
tell him they were going to get him up and put him
in the wheelchair.

An interview on 8/15/23 at 11:10 AM, with the
Registered Nurse (RN) #2 Charge Nurse,
revealed she was not aware of any reason why
Resident #123 was not able to get out of bed into
a Geri-chair and was not aware of why he stayed
in the bed daily. She revealed she was not aware
of Resident #123 refusing to get out of bed and
was not sure why the Certified Nurse Aides
(CNA)s would not get him up.

An interview on 8/15/23 at 11:15 AM, with CNA #5
revealed Resident #123 did not get out of bed
because he did not ask to get up. She noted he
can say what he wants and had not told her he
wanted to get up. She confirmed she should have
asked Resident #123 of his choice to stay in bed
or if he would like to get out of bed. She also
confirmed she had not asked Resident #123 if he
would like to get out of bed. She noted she was
not aware of the last time he was up out of bed.

An interview on 8/15/23 at 11:21 AM, with the
Licensed Practical Nurse (LPN) #5, revealed it
was Resident #123's preference to want to stay in
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bed and to tell the staff when he wanted to get up.
She revealed he had not voiced wanting to get
out of bed and she had not asked him.

An interview on 8/15/23 at 11:35 AM, with the
Administrator, confirmed that the nursing staff
should have asked Resident #123 about his
choice to want to get out of bed and not always
remain in his room in the bed. She confirmed that
Resident #123's choices were not being honored
by the nursing facility. She confirmed Resident
#123 should be gotten out of bed as he chooses
to assist in avoiding the possibility of
medical/physical decline.

Record review of the ADL (Activities of Daily
Living) Care Plan revealed "Locomotion: Resident
requires total assist X1 (times one) staff for
locomotion via Geri chair. Resident prefers to
stay in bed most of the time".

Record review of the "Departmental Notes,"
nurses notes, revealed no documentation
regarding staff offering to get Resident #123 out
of bed or Resident #123 refusing to get out of
bed.

Record review of Section F - Preferences for
Routine and Activities of the Significant Change
MDS Assessment, with an ARD of 03/06/2023, for
Resident #123, revealed "E. How Important is it to
you to choose your own bedtime? 2. Somewhat
Important."

Record review of the Admission Record for
Resident #123 revealed an admission date of
8/4/22 with diagnoses including Muscle Wasting
and Atrophy, Acquired absence of left leg above
knee and Cerebral Infarction.
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Record review of the quarterly MDS with an ARD
of June 1, 2023 revealed in Section C a BIMS
score of 09, indicating the resident is moderately
cognitively impaired.

Resident #65

An interview with Resident #65 on 8/14/23 at 1:00
PM, revealed he spoke to someone from dietary
about a week ago and asked them to stop
sending him sausage and grits because he is
tired of it and asked for oatmeal and bacon.

Arecord review of a Nutrition/Dietary Note dated
8/7/2023 for Resident #65, revealed "resident
stated that he likes bacon, oatmeal and not grits."

During an interview and observation of the
breakfast tray for Resident #65 with Certified
Nurse Assistant (CNA) #3 on 8/16/23 at 7:50 AM,
she revealed the meal for Resident #65 consisted
of a bowl of grits, scrambled eggs, a sausage
patty, one slice of bacon, and two biscuits. CNA
#3 then revealed the meal ticket listed oatmeal, 2
sausage patties, scrambled eggs, hash browns
and double portions. CNA #3 confirmed again
that Resident #65 did not receive oatmeal on his
breakfast tray.

An interview with the Assistant Director of Nursing
on 8/16/23 8:00 AM, revealed after review of the
Resident #65's tray he received grits and
sausage and confirmed the facility did not honor
his preference's.

An interview with the Dietary Manager (DM) on
8/16/23 at 10:30 AM, revealed the dietary aide
misread the meal ticket and should not have sent
grits on the breakfast tray, she also revealed that
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the meal ticket was not updated to reflect his
preferences for bacon instead of the sausage and
confirmed the ticket should have been updated
on 8/7/23. The Dietary Manager then revealed
Resident #65's food preferences were not being
honored and she would ensure the changes were
made.

Record review of Resident #65's Admission
Record revealed that the facility admitted the
resident to the facility on 7/8/23 with diagnoses of
Protein Calorie Malnutrition and Pressure ulcer of
sacral region, left heel, and right heel.

Record review of the Minimum Data Set (MDS)
Section C with an Assessment Reference Date
(ARD) on 7/15/23, revealed that Resident #65
had a Brief Interview for Mental Status (BIMS)
score of 14 which indicated that he was
cognitively intact.

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:
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 Il

M 500

M 610

1.

On 8/16/23, Resident #22[]s nails
were cleaned and trimmed and Resident

9/29/23
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Based on observations, staff and resident
interview, record review and facility policy review
the facility failed to assist a resident out of bed
and provide nail care for resident's that require
assistance with Activities of Daily Living (ADLs)
for two (2) of 139 residents reviewed during
survey. Resident #22 and #127.

Findings include:

Review of the facility policy titled, "Activities of
Daily Living (ADL), Supporting", revealed
residents will be provided with care, treatment,
and services as appropriate to maintain or
improve their ability to carry out activities of daily
living (ADLs). Residents who are unable to carry
out activities of daily living independently will
receive the services necessary to maintain good
nutrition, grooming ,and personal and oral
hygiene. The policy interpretation and
implementation revealed under #2. Appropriate
care and services will be provided for residents
who are unable to carry out ADLs independently,
with the consent of the resident and in
accordance with the plan of care, including
appropriate support and assistance with: a.
hygiene (bathing, dressing, grooming, and oral
care).

Resident #22

An observation and interview, on 08/14/23 at
12:20 PM revealed Resident #22 complained that
her fingernails needed cut. Resident #22's
fingernails are long, approximately one-half inch
past her fingertips and dirty with small amounts a
brownish material under the nails. She stated her
granddaughter cut them last time and she thinks
her family is waiting to see if the staff cuts them.
She stated that she thought maybe someone was

#127s face was cleaned of facial hair by
Certified Nursing Assistant and verified by
Registered Nurse Supervisor.

2. The facility determined that each of
the 139 residents has the potential to be
affected.

3. All nursing staff received a directed in
service from the Nurse Educator
beginning 8/25/23 on providing nail care
and shaving all residents who need to
have that activity of daily living performed
in according to care plan and
documentation of care to include any
refusals. Observations were conducted by
Registered Nurse Supervisors on 8/21/23
inspecting all residents for proper nail care
and shaving practices.

4. Beginning 9/4/23, Registered Nurse
Supervisors will observe five (5) residents
per week for three (3) months to ensure
that shaving and nail care are being
performed in accordance with orders, care
plan, and Kardex in Point of Care on Point
Click Care. A report will be submitted to
the Quality Assurance Performance
Improvement on 9/20/23 for review and
recommendations then monthly for three
(3) months. The Assistant Director of
Nursing is responsible for monitoring and
compliance.
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going to cut them today. She stated her toenails
are fine because the podiatrist comes and cuts
them.

On 08/15/23 at 11:43 AM, an observation and
interview revealed Resident #22 continued to
have long unclean fingernails. She stated that no
one had offered to cut her nails.

An observation and interview on 8/15/23 at 3:35
PM, with Licensed Practical Nurse (LPN) #8
confirmed she had seen the resident's fingernails
and they were long and dirty. She stated the
resident could damage her skin by scratching.
Resident #22 stated that she does itch on her
back and shoulders and scratches her shoulders.
LPN #8 assessed the resident's skin, and no
scratches or open areas were noted.

An interview on 8/16/23 at 8:20 AM, with Certified
Nursing Assistant (CNA) #1 stated she was
assigned to Resident #22 yesterday. She
confirmed the resident's fingernails were long and
dirty. She stated that they should have already
been cut.

An interview, with the Administrator (ADM) on
8/16/23 at 8:30 AM, revealed nail care should be
done at least once a week. She stated that
residents could scratch themselves if their nails
were too long.

An interview on 08/17/23 at 08:42 AM, with the
Director of Nursing (DON) revealed that the staff
should be cutting nails. The CNA's cut nails
unless the resident is diabetic, then the nurse
cuts them. The DON stated nails should be cut to
prevent skin impairments.

Review of the facility Admission Record revealed
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Resident #22 was admitted to the facility on
1/31/2022 with diagnoses that included
Hypertensive Heart Disease with Heart Failure,
Unspecified Atrial Fibrillation, Anxiety Disorder,
and Chronic Obstructive Pulmonary Disease.

Review of the Minimum Data Set (MDS) Section
C with an Assessment Reference Date (ARD) of
7/6/23 revealed Resident #22 had a Brief
Interview for Mental Status (BIMS) score of 10
which indicated moderately impaired cognition.

Resident #127

An observation and interview on 08/14/23 at
10:50 AM with Resident #127 revealed him to
have a full beard growing half-way down the front
of his neck. The hair was approximately 1/3 inch
long. Resident revealed he had not had a shave
in a while, and no one had offered to shave him.
He mentioned he wanted the beard shaved and

normally wears a clean face with just a mustache.

An observation and interview on 8/15/23 at 11:10
AM with Registered Nurse (RN) #2 Charge
Nurse, confirmed Resident #127 had a full beard
that was growing down the front half of his neck
and was approximately 1/3 inch long. She
revealed there are Certified Nurse Aides (CNA)s
in the building that are not always assigned to the
floor that assist with shaving residents and a
person that comes to the beauty shop that could
have shaved Resident #127. RN #2 Charge
Nurse shared that she was not aware of why he
had not been shaved in a while. She noted she
had no knowledge of Resident #127 refusing to
be shaved. RN #2 Charge woke Resident #127
and asked him if he wanted a shave. Resident
#127 was witnessed informing the RN Charge
Nurse he did want to shave, but to come back
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later to do it.

An interview and observation on 8/15/23 at 11:15
AM with CNA #5, revealed she had not asked
Resident #127 if he would like a shave. She
confirmed she had observed his full beard that
was grown half-way down the front of his neck
and did not ask Resident #127 if he liked having
the facial hair. CNA #5 confirmed she should
have asked him about his choice for grooming.
She revealed that all the nursing facility CNAs
can shave their assigned residents and revealed
a box of disposable razors that were stored at the
nursing desk for the CNAs to use to shave the
residents.

An interview on 8/15/23 at 11:35 AM with the
Administrator confirmed that the nursing staff
should have inquired about and documented
Resident #127's choices for grooming, should
have honored his resident right for the choice of
wanting to have his facial hair shaved, and should
have offered to shave him. She confirmed that
Resident #127's grooming choices were not
being honored by the nursing facility.

Record review of Resident #127's admission
photo revealed he was wearing a mustache and
did not have a full beard.

Record review of the medical record for Resident
#127 revealed no staff documentation of Resident
#127 being asked about his grooming choices or
him refusing to be shaved.

Record review of the 'Admission Record," for
Resident #127, revealed an admission date of
10/05/2022, with diagnoses of Rhabdomyolysis,
Effusion, Left Knee, Unilateral Primary
Osteoarthritis, Left Knee, and Traumatic Ischemia

Mississippi State Department of Health

STATE FORM

6899 C5KE11 If continuation sheet 16 of 29




MSDH - Health Facilities Licensure and Certification

PRINTED: 09/12/2023
FORM APPROVED

Accidents. The facility shall ensure that the
residents ' environment remains as free of
accident hazards as possible, and adequate
supervision shall be provided to prevent
accidents. If an unexplained accident occurs, this
injury must be investigated and reported to
appropriate state agencies.

This Statute is not met as evidenced by:
Level Il

Based on observation, resident and staff
interview, record review and a facility policy, the
facility failed to provide adequate supervision in
order to reduce the risk of an accident hazard for
two (2) of 139 residents reviewed in the facility.
Resident #29 and 85.

Findings include:

A review of a statement on facility letter head
provided to the State Agent (SA), revealed "The
facility does not have a policy on Accidents and
Hazards."

1. On 8/14/23, Vitamins were
immediately removed from Resident
#29(1s possession by the Registered
Nurse Supervisor and given to Director of
Nursing Services. Resident #29 was
placed on 72 hour observation for signs
and symptoms of any adverse effects with
none noted. Registered Nurse Supervisor
verified that no other medications were
located in the room. On 8/16/23, Resident
#85 was redirected by Certified Nursing
Assistant and placed on individual
monitoring which consisted of redirecting
away from other resident's rooms and
engaging the resident in other activities.

2. The facility determined that each of
the 139 residents has the potential to be
affected.
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of Muscle, Subsequent Encounter.
Record review of Section C of the Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of June 27, 2023, for Resident #127,
revealed a Brief Interview for Mental Status
(BIMS) score of 08, indicating Resident #127 is
moderately cognitively impaired.
M 640, 45.21.8 Accidents M 640 9/29/23
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A record review of the facility policy, titled
"Wanderer Management, Monitoring System &
Resident Elopement Protocol", revealed under
Policy...It is the policy of this facility that all
residents are afforded adequate supervision to
provide the safest environment possible ..."

Resident #29

An observation and interview with Resident #29
on 8/14/23 at 2:41 PM, revealed a large bottle of
Women's One a Day multivitamin and a large
bottle of Vitamin C on a table visible upon
entering the room. Resident #65 revealed these
were her vitamins she must take daily.

An observation of Resident #29's room with
Licensed Practical Nurse (LPN) #1 on 8/15/23 at
9:20 AM, confirmed there was a large bottle of
Women's One a Day Multivitamins and a large

bottle of Vitamin C sitting on Resident #29's table.

LPN #1 revealed Resident #29 does not have an
order to self-administer medications and
confirmed she should not have any medications
in her room. LPN #1 confirmed the concerns of
Resident #29 having medications in her room
would be she could accidentally take too many

pills causing possible gastric distress and toxicity.

An interview the Director of Nursing (DON) on
8/15/23 at 9:32 AM, revealed after review of the
medical record, Resident #29 does not have a
self-administration of medication evaluation or a
physician's order to self-administer any
medications. The DON confirmed Resident #29
should not have the medications in her room and
she would remove them immediately and
confirmed possible concerns from having the
vitamins in the room is the resident could take

3. Nursing staff received a directed
in-service from Nurse Educator beginning
8/23/23 on procedures and protocols for
self-administration and storage of
medication in resident's room. from
Nursing Educator. Beginning 9/1/23, all
staff received a directed in service from
Nurse Educator on Wandering and how to
redirect residents with dementia.
Observations were conducted by
Registered Nursing Supervisors of all
resident's rooms in the facility looking for
medication. 0 out 88 rooms had
unauthorized medication in them.

4. Beginning 9/4/23, the Registered
Nurse Supervisor will choose two (2)
rooms per day for seven (7) days, three
(3) rooms per week for two (2) weeks and
five (5) rooms per month for the next two
(2) months to look for unauthorized
medications. Beginning 9/4/23, two (2)
residents that are high risk for wandering
will be selected three (3) times a week for
three (3) months by Registered Nurse
Supervisor to observe if staff is
redirecting. A report will be submitted to
the Quality Assurance Performance
Improvement on 9/20/23 for review and
recommendations then monthly for three
(3) months. The Assistant Director of
Nursing is responsible for monitoring and
compliance.
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extra and have side effects from the medications.

A record review of the Order Summary Report
dated 8/15/23 for Resident #29, revealed no
order for Resident #29 to self-administer
medications. Record review revealed two orders
dated 10/09/2020 for One-A-Day Women's Tablet
(Multiple Vitamins-Minerals) Give 1 tablet by
mouth one time a day related to VITAMIN
DEFICIENCY, UNSPECIFIED ...Vitamin C Tablet
(Ascorbic Acid) Give 1 tablet by mouth one time a
day related to VITAMIN DEFICIENCY,
UNSPECIFIED ..."

An interview with the Minimum Data Set (MDS)
Nurse on 8/16/23 at 2:33 PM, revealed she is
unaware of any residents wanting to
self-administer medications and revealed if a
resident voiced interest the Interdisciplinary Team
(IDT) would meet and evaluate the resident.

Record review of the Admission Record revealed
that the facility admitted Resident #29 to the
facility on 5/03/2017 with diagnoses of Paranoid
Schizophrenia, Major Depressive disorder, and
Anxiety Disorder.

Record review of the MDS Section C with an
Assessment Reference Date (ARD) on 7/10/23,
revealed that Resident #29 had a Brief Interview
for Mental Status (BIMS) score of 15 which
indicated that she was cognitively intact.

Resident #85

On 8/15/23 at 8:15 AM an observation revealed
Resident # 85 ambulating in the hall and walking
up to different resident doors. Resident #85 was
wearing a wander alert device on his right wrist.
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An observation of Resident # 85 on 8/15/23 at
9:15 AM, revealed that he was riding the elevator
from the first floor to the second floor without staff
supervision.

On 8/16/23 at 9:10 AM, Resident # 85 was
observed in the second-floor dining area walking
up to another resident, who was sitting in a Geri
chair and picking up the other resident's arm
using his shirt sleeve then putting the other
resident's arm down.

Record review of a facility investigation conducted
for an incident that occurred on 7/14/23 revealed
that Resident #85 had gone into another
resident's room and went through his clothing
looking for a shirt. The resident who lives in that
room became angry and hit Resident #85 in the
head with a wet floor sign.

Record review of the Wander Data
Assessment-V 1, dated 7/31/23, revealed that
Resident #85 had a score of 25, which indicated
that he is High Risk for Wandering. Question
number four (4), Does the wandering significantly
intrude on the privacy or activities of others, was
answered yes.

A record review of the August 2023 "Medication
Administration Record" revealed that Resident
#85's behavior monitoring does not include
monitoring or supervision for wandering or
intruding on the privacy or activities of others.

A record review of Resident # 85's "Progress
Notes *New™" for the time frame of 7/14/23
through 8/14/23 revealed there is no
documentation that the resident received
monitoring or supervision for wandering or
intruding on the privacy or activities of others.
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During an interview with Social Worker (SW) #1
on 8/15/23 at 2:00 PM, when asked what
interventions were provided to keep Resident #85
from intruding on other residents and to keep him
safe, she stated that she educated other
residents that Resident #85 was not aware of
what he was doing. When asked what
interventions were provided to protect Resident
#85 from cognitively impaired residents, that
could not understand teaching, she stated that
the nurses and certified nursing assistants
perform close monitoring of Resident # 85 to
keep the resident safe. She clarified that close
monitoring means keeping the resident on his
hall.

In an interview with LPN #5 on 8/15/23 at 3:00
PM, she stated that Resident #85 does wander
up and down the hall, but only goes into the
rooms of the residents to socialize with them.

In an interview with the Activities Director (AD) on
8/15/23 at 3:10 PM, she stated that the resident
does wander. She stated that the resident comes
to and from activities on his own. The AD stated
she does not leave any type of activity for
Resident # 85 as a diversion to prevent the
resident from intruding on others privacy and
activity during the evening or at night.

Interview with Certified Nursing Assistant #3
(CNA) on 8/15/23 at 4:00 PM, she stated that she
is very familiar with Resident # 85. CNA #3 stated
that Resident # 85 wanders, but only goes into
residents' rooms that he knows.

In an interview with Licensed Practical Nurse # 4
(LPN) on 8/16/23 at 8:50 AM, she stated that
Resident # 85 ambulates up and down the hall
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socializing with staff and other residents. She
states he likes to help other residents and if he
sees them in the hall he will go up to the
wheelchair and start pushing it. She stated that
Resident # 85 has had a physical altercation with
another resident when he went into the other
resident's room looking for a shirt the other
resident got mad and hit Resident # 85 in the
head with a wet floor sign. She verified that
Resident #85 goes to and from activities on the
first floor by himself.

During an interview with Resident # 85 on 8/16/23
@ 8:50 AM, he attempted to hug this State Agent
(SA), then began repetitively tapping SA on the
shoulder and stated "you my wife" over and over.
He was unable to answer any questions.

During an interview with the Director of Nursing
(DON) on 8/16/23 at 9:30 AM, she agreed that
keeping the resident on his hall was not
considered close monitoring. She also agreed
that there is no documentation showing that
resident has received supervision related to
wandering or interfering with others privacy or
activities. She agreed that failure to provide
supervision puts the resident at risk for accidents
and injury from other residents.

A record review of Admission Record revealed
Resident # 85 was admitted to the facility on
3/7/2019, with diagnoses that include Unspecified
Dementia, Unspecified Severity, with Other
Behavioral Disturbance and Attention-Deficit
Hyperactivity Disorder, Unspecified Type.

A record review of Resident # 85's Quarterly
Minimum Data Set (MDS) Assessment, with an
Assessment Reference Date (ARD) of 7/24/2023,
Section C, Cognitive Patterns revealed Resident
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#85 has a Brief Interview for Mental Status
(BIMS) score of 9, indicating moderately impaired
cognition.
M 655 45.21.11 Special needs M 655 9/29/23

Special needs. Each resident with special needs
shall receive proper treatment and care. These
special needs shall include, but are not limited to
injections; parenteral and enteral fluids;
colostomy, ureterostomy, ileostomy care;
tracheostomy care; tracheal suction; respiratory
care; foot care; and prostheses.

This Statute is not met as evidenced by:

Based on observation, staff interviews, record
review, and facility policy review the facility failed
to post oxygen in use signage outside the
resident's room entrance door for a one (1) of 15
residents reviewed receiving oxygen. Resident
#290

Findings Include

Review of the facility policy titled, "Oxygen
Administration," with a revised date of February
2023, revealed "Purpose: The purpose of this
procedure is to provide guidelines for safe oxygen
administration. ... Steps in the Procedure ... 2.
Place an "Oxygen in Use" sign on the outside of
the room entrance door. ... 3. Place an "Oxygen
in Use" sign in a designated place."

An observation on 08/14/23 at 11:23 AM with
Resident #290 revealed there was no oxygen

(02) signage outside the room entrance door.

An observation and interview on 8/15/23 at 11:10

1. On 8/15/23, an [10xygen in use(] sign
was placed on the door of Resident
#2900s room by Registered Nurse
Supervisor.

2. The facility determined that 22 of the
139 residents has the potential to be
affected.

3. Adirected in service was conducted
by Nurse Educator beginning 8/23/23 on
ensuring that proper signage is on the
door of every room where oxygen is used.
An audit was completed by Registered
nurse supervisors on 8/21/23 to ensure
that signage was on every resident door
who receives oxygen via concentrator.

4. Beginning 9/4/23, Registered Nurse
Supervisors will select three (3) residents
per week for three (3) months with orders
for continuous oxygen to observe that
proper signage is on the door outside of
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AM with Registered Nurse (RN) #2, Charge
Nurse, confirmed there was no O2 signage
outside the room entrance door to Resident
#290's room. She revealed she had not paid
attention to there not being an O2 in use sign
posted outside Resident #290's room entrance
door. She confirmed there should have been O2
in use signage placed outside Resident #290's
room entrance door to alert all who entered the
room that there was O2 in use.

An interview on 8/15/23 at 11:35 AM with the
Administrator, confirmed there should have been
an O2 in use sign on the outside of Resident
#290's room entrance door to allow all who
entered his room to know there was O2 being
used in the room.

An interview on 8/16/23 at 08:30 AM with the
Licensed Practical Nurse (LPN) #7, revealed the
steps in the process for setting up O2 for a
resident, but she did not reveal that O2 in use
signage should be placed on the outside of the
room entrance door.

Record review of the "Order Summary Report,"
for Resident #290, revealed " ... O2 at 2 liters per
minute via nasal cannula continuously ... Order
Status: Active; Order Date: 07/28/2023; Start
Date: 07/28/2023

Record review of the "Admission Record," for
Resident #290, revealed an admission date of
07/28/2023, with diagnoses of Chronic Atrial
Fibrillation, Unspecified, Unspecified Combined
Systolic (Congestive) and Diastolic (Congestive)
Heart Failure, and Shortness of Breath.

Record review of Section C on the Admission
Minimum Date Set (MDS) Assessment, with an

that resident's room. A report will be
submitted to the Quality Assurance
Performance Improvement on 9/20/23 for
review and recommendations then
monthly for three (3) months. The
Assistant Director of Nursing is
responsible for monitoring and
compliance.
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Assessment Reference Date (ARD) of August 4,
2023, for Resident #290, revealed a Brief
Interview for Mental (BIMS) of 12, indicating
Resident #290 is cognitively

Based on observation, staff interviews, record
review, and facility policy review the facility failed
to post oxygen in use signage outside the
resident's room entrance door for one (1) of 15
residents reviewed receiving oxygen. Resident
#290

Findings Include

Review of the facility policy titled, "Oxygen
Administration," with a revised date of February
2023, revealed, "Purpose: The purpose of this
procedure is to provide guidelines for safe oxygen
administration. ... Steps in the Procedure ... 2.
Place an "Oxygen in Use" sign on the outside of
the room entrance door. ... 3. Place an "Oxygen
in Use" sign in a designated place."

An observation on 08/14/23 at 11:23 AM, with
Resident #290 revealed there was no oxygen
(02) signage outside the room entrance door.

An observation and interview on 8/15/23 at 11:10
AM, with Registered Nurse (RN) #2, Charge
Nurse, confirmed there was no O2 signage
outside the room entrance door to Resident
#290's room and she had not noticed this. She
confirmed there should have been O2 in use
signage placed outside Resident #290's room

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
82CI B. WING 08/17/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
925 CALHOUN AVENUE
YAZOO CITY REHABILITATION AND HEALTHCARE CF
YAZOO CITY, MS 39194
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
M 655 | Continued From page 24 M 655

Mississippi State Department of Health

STATE FORM

6899

C5KE11

If continuation sheet 25 of 29




MSDH - Health Facilities Licensure and Certification

PRINTED: 09/12/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

82ClI

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

08/17/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

925 CALHOUN AVENUE
YAZOO CITY, MS 39194

YAZOO CITY REHABILITATION AND HEALTHCARE Ct

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

M 655

M 815

Continued From page 25

entrance door to alert all who entered the room
that there was O2 in use.

An interview on 8/15/23 at 11:35 AM, with the
Administrator confirmed there should have been
an O2 in use sign on the outside of Resident
#290's room entrance door to allow all who
entered his room to know there was O2 being
used in the room.

An interview on 8/16/23 at 08:30 AM, with
Licensed Practical Nurse (LPN) #7, revealed the
steps in the process for setting up O2 for a
resident, but she did not reveal that O2 in use
signage should be placed on the outside of the
room entrance door.

Record review of the "Order Summary Report,"
for Resident #290, revealed " ... O2 at 2 liters per
minute via nasal cannula continuously ... Order
Status: Active; Order Date: 07/28/2023; Start
Date: 07/28/2023

Record review of the "Admission Record," for
Resident #290, revealed an admission date of
07/28/2023, with diagnoses of Chronic Atrial
Fibrillation, Unspecified, Unspecified Combined
Systolic (Congestive) and Diastolic (Congestive)
Heart Failure, and Shortness of Breath.

Record review of Section C on the Admission
Minimum Date Set (MDS) Assessment, with an
Assessment Reference Date (ARD) of August 4,
2023, for Resident #290, revealed a Brief
Interview for Mental Status (BIMS) score of 12,
indicating Resident #290 is cognitively intact.

45.29.1 Safe Food Handling Procedures

M 655

M 815

9/29/23
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Safe Food Handling Procedures. Food shall be
prepared, held, and served according to current
Mississippi State Department of Health Food
Code Regulations.

This Statute is not met as evidenced by:
Level Il

Based on observation, staff interview, record
review and facility policy review the facility failed
to properly thaw raw chicken for meal preparation
for one (1) of three (3) kitchen tours.

Findings Include

Review of the facility policy titled, "Food:
Preparation," with a revised date of 9/2017,
revealed "Policy Statement: All foods are
prepared in accordance with the FDA Food Code.
Procedures: ... 5. The Cook (s) thaws frozen
items that requires defrosting prior to preparation
using one of the following methods: ...
Completely submerging the item under cold water
(at a temperature of 70 degrees F (Fahrenheit) or
below) that is running fast enough to agitate and
float off loose ice particles."

An observation, during the initial tour, on
08/14/23, at 10:14 AM revealed a clear bag
containing raw chicken in a metal strainer in the
double-sided sink to thaw. The chicken was not
observed to be submerged in a pan of cold water
and was not under a stream of cold running
water. The strainer holding the chicken was not
under the faucet and was located near the front
wall of the sink.

1. On 8/14/23, Dietary Manager
immediately discarded the chicken from
the sink.

2. The facility determined that the 139

3. Adirected in service was conducted
by the District Manager on 8/14/23 on
proper thawing procedures and protocol
with all dietary staff.

observe three (3) thawing procedures for
Potentially Hazardous Food (PHF) per
week for the next three (3) months. A
report will be submitted to the Quality
Assurance Performance Improvement on
9/20/23 for review and recommendations
then monthly for three (3) months. The
Director of Nursing is responsible for
monitoring and compliance.

residents have the potential to be affected.

4. Beginning 9/4/23, Dietary Manager will
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An observation and interview on 8/14/23 at 10:20
AM, with the Dietary Kitchen Aide #2, confirmed
the clear bag of raw chicken was thawing in the
sink in a strainer near the front wall of the sink.
She shared the proper way to thaw raw meat was
to stop up the sink, place the raw meat in the
sink, fill the sink with water, and let the meat sit in
the water until it thaws.

An observation and interview on 8/14/23 at 10:23
AM, with Assistant Dietary Manager #3,

confirmed the clear bag of raw chicken was in a
strainer placed at front wall of the sink to thaw for
meal preparation. She confirmed that raw meat
was to be thawed in a deep pan that will allow it to
be submerged in cold water, while a constant
stream of cold water is running over it into the
pan. She noted the raw chicken was not being
properly thawed in the sink.

An observation and interview on 8/14/23 at 10:30
AM, with the Dietary Manager #1, confirmed the
clear bag of raw chicken was in a strainer at the
front wall of the sink, that there was no cold water
running over it, and it was not thawing properly.
She added that she had placed the clear bag of
raw chicken in the strainer for thawing, was
aware she should have submerged it in a deep
pan of cold water and placed it under a constant
stream of running water. The Dietary Manager
revealed she was aware that thawing raw meat
the wrong way could cause a resident to get sick.

An interview on 8/16/23 at 02:00 PM, with the
Administrator, confirmed the raw chicken was not
thawed correctly and improper thawing of raw
meat could be a possible health hazard for the
residents.

Record review of the Dietary Department
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In-services revealed "Healthcare SERVICES
GROUP Associate In-Service Record ... Date
5-13-23 ... Topic: Correct Thawing Methods ...
Thawing in the sink: the frozen item must be
completely submerged under cold water, at a
temperature of 70 degrees F or below, that is
running fast enough to agitate and float off loose
ice particles."

Mississippi State Department of Health

STATE FORM

600 C5KE11

If continuation sheet 29 of 29




