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The State Agency (SA) conducted an annual
recertification survey at the facility from 08/21/23
through 08/24/23. During the survey, the SA
determined that the facility was not in compliance
with the requirements of participation in Medicare
and Medicaid and cited F550, F580, F585, F623,
F641, F656, F677, F688, and F692.

The facility held a license for 120 beds and the
census was 98.

F 550 | Resident Rights/Exercise of Rights F 550 10/5/23
SS=D | CFR(s): 483.10(a)(1)(2)(b)(1)(2)

§483.10(a) Resident Rights.

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

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

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

§483.10(b) Exercise of Rights.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 09/18/2023

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

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

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

This REQUIREMENT is not met as evidenced
by:

Based on staff and resident interview, record
review and facility policy review the facility failed
to assist a resident with his right to vote for one
(1) of five (5) residents reviewed for voting rights.
Resident #31

Findings Include:

Review of the facility policy titled, "Resident
Rights" with no revision date revealed that each
resident had, "... A. The right to civil and religious
liberties ..."

Review of the facility policy titled, "Voting Policy"
revealed "It is a policy of this facility that all
residents reserve the right to vote in local, State
and Federal elections...If a resident desires to go
to the local precinct to vote, transportation
arrangements will be made if ...and Social
Services will be responsible for arranging voting
by absentee ballot for any resident who so
desires."

F 550

A. For resident #31 his address was
changed to the facility address so that he
could participate in the voting process with
all elections. Arrangements will be made
to transport him to the pole or have an
absentee ballot sent to the facility. An
audit was conducted on 9/15/2023 on 5
cognitive residents to determine if they are
aware of their voting rights.

B. Any resident of the facility that has the
cognitive ability to vote could be affected
by this alleged deficient practice.

C. An in service was conducted on
9/14/2023 by the Staff Development
Coordinator with all licensed staff and
Social Service Department on the voting
process and the residents right to vote. A
list of these residents from 9/15/2023 will
be maintained by the Social Service
Department to ensure they are provided
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the opportunity to vote. A notification of
During the Resident Council meeting on 8/22/23 the residents right to vote was placed in
at 2:00 PM, Resident #31 revealed he has lived at all admission packets beginning on
the facility for two years and no one has ever 9/18/2023 to inform all resident of their
spoke to him about voting, but he would like to. right to vote. The Social Service Assistant
will conduct an audit of 5 different
An interview on 8/22/23 at 3:15 PM with Social cognitive residents weekly for 4 weeks,
Services revealed that all residents are asked every other week for 2 weeks, and
about voting on admission and if they need monthly beginning the week of 9/11/2023
assistance. A record review with Social Services to determine if they are aware of their right
revealed that Resident #31 did not have a social to vote.
history assessment completed when he was
admitted and the question about needing or D. The Social Service Director will monitor
wanting assistance with voting was not addressed the audit weekly on 9/18/2023 to validate
with the resident. She stated voting assistance that the residents are aware of their right
should have been addressed with the resident so to vote. The Social Service Director will
he could go vote or vote absentee if he wanted to. report to the Quality
Assurance/Performance Improvement
An interview on 8/23/23 at 3:45 PM, with the Committee on October 5, 2023, then
Administrator confirmed that residents should be monthly for 2 months and quarterly the
offered transportation to go vote or assisted with results of the audit to ensure that
absentee voting. This should be addressed with consistent substantial compliance has
them around election times. been meet.
Record review of Resident #31's "Face Sheet"
revealed the resident was admitted to the facility
on 8/31/21 with medical diagnoses that included
Unspecified Peripheral Vascular Disease.
Review of the Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 7/27/23
revealed in Section C a Brief Interview for Mental
Status (BIMS) score of 14, which indicated the
resident is cognitively intact.
F 580 | Notify of Changes (Injury/Decline/Room, etc.) F 580 10/5/23
SS=D | CFR(s): 483.10(g)(14)(i)-(iv)(15)

§483.10(g)(14) Notification of Changes.
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(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

(A) An accident involving the resident which
results in injury and has the potential for requiring
physician intervention;

(B) A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or

(D) A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)(ii).

(i) When making notification under paragraph (g)
(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.

(iii) The facility must also promptly notify the
resident and the resident representative, if any,
when there is-

(A) A change in room or roommate assignment
as specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section.

(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident

representative(s).

§483.10(g)(15)

F 580

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7BJB11

Facility ID: 50CH

If continuation sheet Page 4 of 40




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

PRINTED: 10/05/2023
FORM APPROVED
OMB NO. 0938-0391

Admission to a composite distinct part. A facility
that is a composite distinct part (as defined in
§483.5) must disclose in its admission agreement
its physical configuration, including the various
locations that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews, record review and
facility policy review, the facility failed to notify the
Physician or the Nurse Practitioner (NP) of
changes in condition for medication
administration for a resident for one (1) of nine (9)
residents reviewed. Resident #63.

Findings include:

Record review of facility policy titled,
"Administering Medications", dated April 2006,
revealed, "Medications will be administered in a
timely manner and as prescribed by the resident's
Attending Physician or the facility's Medical
Director." The policy also revealed, "The Director
of Nursing Services and Attending Physician must
be notified when two (2) consecutive doses of a
medication are refused or withheld."

During the record review of "Electronic Medical
Record" (EMAR) for the month of August 2023, it
was revealed that Resident #63 did not receive
his ordered 8 AM medications for 14 of the 22
days recorded from 8/1/23 - 8/22/23. The reason
documented for 13 of the held doses was that the
resident was asleep or refused by resident.
There was no documentation that the Charge
Nurse, Medical Doctor (MD), or the Nurse
Practitioner (NP) were notified. There was no

A. For resident #63 he was assessed on
8/25/2023 by nurse supervisor to verify
the need for adjustment to times of
medications administration. LPN #4
responsible for failing to notify the Nurse
Practitioner/Physician and Director of
Nursing received a written warning om
8/25/2023 for failure to notify them of the
inability to administer medication timely.

B. All residents that receive medication
from LPN #4 has the potential to be
affected by this alleged deficient practice.

C. An in service was conducted on
9/14/2023 by Staff Development Nurse
with all licensed staff addressing
circumstances that require notification to
the Nurse Practitioner/Physician. LPN #4
was given a written warning on 8/25/2023
for failure to notify the Director of Nurses,
Nurse Practitioner or Physician of
residents non compliance with
medication. The Assistant Director of
Nurses or Nurse Manager will audit 5
Medication Administration Records weekly
for 4 weeks beginning 9/11/2023, then
every other week for 2 weeks, then
monthly to determine compliance with
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documentation of any new orders related to these
medications. For one of those 14 days of
morning medications not given, the administration
documentation area on the EMAR was blank and
there was no documentation that the medications
were given or not given.

An interview with Registered Nurse (RN) #2 on
8/23/23 at 11:00 AM, revealed if he or any
resident was too sleepy to take their medications,
she would check back with the resident during the
medication administration time frame. She stated
if the resident was still too sleepy to take the
medication during the time frame for medication
to be administered, she would notify the NP/MD
for guidance on what to do or to obtain new
orders. She stated if a resident does not take
medications ordered, the provider needs to be
notified and documented in the computer and
paper chart.

An interview with the Assistant Director of Nursing
(ADON) on 8/23/23 at 11:35 AM, revealed the
facility strives to offer a home-like environment for
each resident and if they are sleeping, the nurse
should return later to try again. He stated if the
resident was still asleep and unable to take the
medications during the allotted time frame, the
NP/MD should be notified, and the facility failed to
do this.

An interview with the Director of Nursing (DON)
on 8/23/23 at 2:10 PM, revealed that neither the
MD nor the NP were notified of the medications
missed by the resident and confirmed the
resident missed multiple doses of his August
2023 morning medications. He confirmed the
facility failed to notify the NP/MD for the resident's
medication doses not given.
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notification of any needed changes to
medication administration.

The Director of Nurses will review the
audits for any variances beginning the
week of 9/18/2023 weekly for 4 weeks,
then every other week for 2 weeks, then
monthly. The results of the audit will be
reported to the Quality
Assurance/Performance Improvement
Meeting on 10/5/2023 then monthly for 2
months then quarterly until such time as
consistent substantial compliance has
been met.
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An interview with the NP on 8/23/23 at 2:20 PM,
revealed she was not informed that the resident
was often sleepy in the morning and for the
month of August, he missed 14 out of 22 days of
his AM doses of medications due to refusals or
sleepiness. She stated had she known, she
would have adjusted in his medication regimen,
such as changing the administration time to a
time he was more awake. She stated she was
aware the resident was sleepy at times, but not
that medication was being held due to his
sleepiness. She confirmed the facility failed to
notify her of medication doses being missed.

During an interview on 8/23/23 at 2:50 PM, the
Administrator confirmed that the facility failed to
notify the NP or the MD that the medications were
not administered as ordered when the resident
was asleep or didn't take his medications and
they should have been notified.

A phone interview with Licensed Practical Nurse
(LPN) #4 on 8/23/23 at 5:05 PM, revealed she
had taken care of Resident #63 and was
assigned to him on some of the days the
medications were held. She stated that
occasionally the resident would refuse his
medications, but for most of those held doses he
was too sleepy to take his meds safely. She
stated she went back to see if he was more
awake, but if he was not, she would waste the
meds and document the reason on the EMAR.
She confirmed she failed to notify the MD or the
NP when the medications were held.

Record review of the "Physician Order List"
revealed orders for Metoprolol Tartrate 50
milligrams (mg) by mouth two times daily related

F 580
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to Hypertension, Colace 100 mg by mouth two
times daily related to constipation,
Calcium-Vitamin D 500 mg-5 micrograms (mcg)
one tablet by mouth two times daily related to
supplement, Memantine 10 mg by mouth two
times daily related to dementia, Vitamin B12 1000
mcg by mouth daily related to supplement,
Glycolax 17 grams by mouth daily related to
constipation, Aspirin 81 mg by mouth daily related
to prophylactic for deep vein thrombosis, Vitamin
D3 50,000 units by mouth once weekly on
Tuesdays related to supplement, and
Escitalopram 10 mg by mouth daily related to
depression.

Record review of EMAR revealed from 8/1/23 -
8/22/23 revealed the resident's 8 AM medications
were held due to being asleep on 8/1/23, 8/2/23,
8/3/23, 8/14/23, 8/16/23, and 8/18/23. The record
revealed the 8 AM medications were refused by
the resident on 8/4/23, 8/6/23, 8/7/23, 8/11/23,
8/17/23, 8/19/23, and 8/21/23.

Record review of "Face Sheet" revealed Resident
#63 was admitted to the facility on 2/2/22 with
diagnoses that included Alzheimer's Disease,
Dementia, Hypertensive Heart Disease with Heart
Failure, Vitamin D Deficiency, Chronic Systolic
(Congestive) Heart Failure, Anxiety Disorder,
Depression, Psychotic Disorder with Delusions,
Cardiomegaly, Vitamin B12 Deficiency Anemia,
Constipation, Atherosclerotic Heart Disease of
Native Coronary Artery, and Ischemic
Cardiomyopathy.

Record review of Minimum Data Set (MDS) with
Assessment Reference Date (ARD) of 5/26/23,
revealed a Brief Interview for Mental Status
(BIMS) of two (2) indicating the resident was

F 580
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severely cognitively impaired.
Grievances

CFR(s): 483.10(j)(1)-(4)

§483.10(j) Grievances.

§483.10(j)(1) The resident has the right to voice
grievances to the facility or other agency or entity
that hears grievances without discrimination or
reprisal and without fear of discrimination or
reprisal. Such grievances include those with
respect to care and treatment which has been
furnished as well as that which has not been
furnished, the behavior of staff and of other
residents, and other concerns regarding their LTC
facility stay.

§483.10(j)(2) The resident has the right to and the
facility must make prompt efforts by the facility to
resolve grievances the resident may have, in
accordance with this paragraph.

§483.10(j)(3) The facility must make information
on how to file a grievance or complaint available
to the resident.

§483.10(j)(4) The facility must establish a
grievance policy to ensure the prompt resolution
of all grievances regarding the residents' rights
contained in this paragraph. Upon request, the
provider must give a copy of the grievance policy
to the resident. The grievance policy must
include:

(i) Notifying resident individually or through
postings in prominent locations throughout the
facility of the right to file grievances orally
(meaning spoken) or in writing; the right to file
grievances anonymously; the contact information
of the grievance official with whom a grievance

F 580
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can be filed, that is, his or her name, business
address (mailing and email) and business phone
number; a reasonable expected time frame for
completing the review of the grievance; the right
to obtain a written decision regarding his or her
grievance; and the contact information of
independent entities with whom grievances may
be filed, that is, the pertinent State agency,
Quality Improvement Organization, State Survey
Agency and State Long-Term Care Ombudsman
program or protection and advocacy system;

(ii) Identifying a Grievance Official who is
responsible for overseeing the grievance process,
receiving and tracking grievances through to their
conclusions; leading any necessary investigations
by the facility; maintaining the confidentiality of all
information associated with grievances, for
example, the identity of the resident for those
grievances submitted anonymously, issuing
written grievance decisions to the resident; and
coordinating with state and federal agencies as
necessary in light of specific allegations;

(iii) As necessary, taking immediate action to
prevent further potential violations of any resident
right while the alleged violation is being
investigated;

(iv) Consistent with §483.12(c)(1), immediately
reporting all alleged violations involving neglect,
abuse, including injuries of unknown source,
and/or misappropriation of resident property, by
anyone furnishing services on behalf of the
provider, to the administrator of the provider; and
as required by State law;

(v) Ensuring that all written grievance decisions
include the date the grievance was received, a
summary statement of the resident's grievance,
the steps taken to investigate the grievance, a
summary of the pertinent findings or conclusions
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regarding the resident's concerns(s), a statement
as to whether the grievance was confirmed or not
confirmed, any corrective action taken or to be
taken by the facility as a result of the grievance,
and the date the written decision was issued;

(vi) Taking appropriate corrective action in
accordance with State law if the alleged violation
of the residents' rights is confirmed by the facility
or if an outside entity having jurisdiction, such as
the State Survey Agency, Quality Improvement
Organization, or local law enforcement agency
confirms a violation for any of these residents’
rights within its area of responsibility; and

(vii) Maintaining evidence demonstrating the
result of all grievances for a period of no less than
3 years from the issuance of the grievance
decision.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and resident
interview, record review and facility policy review,
the facility failed to provide a follow up to
grievances voiced by residents related to laundry
services for two (2) of seven (7) residents
reviewed during investigations (Resident #37 and
Resident #150) and for grievance reported during
resident council for one (1) of six (6) residents in
attendance, (Resident #93).

Findings included:

Review of facility policy titled, "Resident's Rights",
undated, revealed, "All nursing home facilities
shall adopt and make public a statement of the
rights and the responsibilities of the residents
residing in such facilities and shall treat such
residents in accordance with the provisions of
said statement. The statement shall insure each
resident of the following: ... C. The right to
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A. For residents #37 laundry was
completed and returned to her room on
9/5/2023 and #150 was discharged to her
home on 8/26/2023 and had no
complaints of missing laundry on
discharge. Laundry staffing was increased
on 8/10/2023 but staff was in orientation
and orientation was completed on
8/30/2023. Extra staff was placed in the
laundry on 8/26/2023 to help increase
laundry production. An audit was
completed on 8/26/2023 to ensure proper
water pressure and floor stripping in all
shower rooms. For resident #93 a new
shower head was installed on 8/23/2023
and new shower stripping on the floor was
applied on 8/23/2023. Follow up with him
on 8/24/2023 revealed he was happy with
the new shower head.
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present grievances on behalf of himself, herself,
or others to the facility's staff or Administrator, to
governmental officials, or to any other person
without fear of reprisal and to join with other
residents or individuals within or outside of the
facility to work for improvements in resident care.
... H. The right to have privacy in treatment and in
caring for personal needs, confidentiality in the
treatment of personal and medical records, and
security in storing and using personal
possessions."

Resident #37

An interview with Resident #37 on 08/21/23 at
3:25 PM, revealed the resident had clothing items
that were missing. She stated she discussed her
laundry concerns with the staff and was told the
laundry was backed up because the person
working in laundry was off work. She stated she
sent pants, shirts, and 10-12 pairs of panties and
since these items were not returned she was
down to her last pair of panties. She stated she
needed her clothes returned within a reasonable
amount of time so she would have clean clothes
to wear and could choose what she wanted to
wear.

An observation during a tour of the laundry with
the Administrator on 8/22/23 at 11:45 AM,
revealed eight large barrels of soiled clothes on
the dirty side of the laundry. Six of these were
completely full and the other two were each half
full. On the clean laundry side, a large clothes
rack (approximately 12 feet long) was noted to be
full of residents' clean clothes hanging on the
rack. Dividers with residents' room numbers were
on the hanging clothes rack with each resident's
clothes next to that divider. This rack was

B. All residents that have their laundry
done in the facility has the potential to be
effected by this alleged deficient practice.
All resident that shower on the Blue Unit
has the potential to be effected by the
alleged deficient practice.

C. An in service was conducted by the
Staff Development Nurse on 9/14/2023 on
the proper procedure for reporting any
grievance that resident voiced. Social
services assistant will conduct an audit of
five residents weekly times four weeks
beginning the week of 9/11/2023, then
every other week for 2 weeks, then
monthly to ensure all residents grievances
are being addressed/resolved.

D. The social service director will review
the weekly audits for four weeks
beginning the week of 9/18/2023, then
every other week for 2 weeks, then
monthly to ensure that all residents
grievances are resolved/addressed. The
results of the audit will be reported to
quality assurance/performance
improvement beginning on 10/05/2023
then monthly times 2 months then
quarterly to ensure that consistent
substantial compliance has been met.

(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 585 | Continued From page 11 F 585

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

Event ID: 7BJB11

Facility ID: 50CH

If continuation sheet Page 12 of 40




PRINTED: 10/05/2023

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255339 B. WiNG 08/24/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

135 RESIDENTIAL CENTER RD
CHOCTAW, MS 39350

CHOCTAW RESIDENTIAL CENTER

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 585 | Continued From page 12 F 585

completely full. On another wall, there were
cubicles labeled with residents' room numbers
containing socks and other clothing items.

An interview with Laundry/Housekeeper #2 on
8/22/23 at 11:55 AM, revealed she had been
working in the laundry two (2) days each week to
help get the laundry caught up. She stated the
laundry was backed up since there had not been
a full-time person working. She stated she was
training a new full-time worker that started on
8/14/23 and confirmed that several residents had
asked about their clothing and when they would
receive them back.

An interview with the Activity Director on 8/23/23
at 8:45 AM, revealed the laundry concerns were
not mentioned in the Resident Council meeting,
but she was told by several residents that their
clothing items were missing. She stated she
went to the laundry room and located those items
for the residents. She stated she did not put this
in the Resident Council minutes since she
immediately resolved that resident's concern.
She stated any concern mentioned in Resident
Council was given to the department head so
concern could be addressed. She stated that she
needed to put any concerns in the minutes and
follow up at the next meeting to ensure the
concerns were addressed and resolved. She
confirmed that the staff were aware of the laundry
concerns and residents not receiving there
clothing back in a timely manner.

During an interview on 8/23/23 at 3:25 PM, the
Administrator confirmed that due to a staffing
issue, the facility failed to return clean laundry to
residents timely. She stated she was aware of
the residents' concerns and grievances and a
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solution was not made timely. She stated that
she and the Ombudsman had also discussed the
residents' concerns with not having their laundry
available.

An interview with Certified Nursing Assistant
(CNA) #5 on 8/24/23 at 8:08 AM, revealed she
and the other staff were aware the laundry had
been backed up and the residents would
occasionally ask about having their items
returned. She stated if a resident needed
clothing, the staff would look in the laundry to find
some of the resident's clothing.

Record review of "Face Sheet" revealed Resident
#37 was admitted to the facility on 6/14/23 with
diagnoses that included Type 2 Diabetes Mellitus,
Fibromyalgia, Anxiety Disorder, and Depression.

Record review of Minimum Data Set (MDS) with
Assessment Reference Date (ARD) of 6/21/23,
revealed a Brief Interview for Mental Status
(BIMS) score of 15, which indicated the resident
was cognitively intact.

Resident #150

An interview with Resident #150 on 8/21/23 at
3:25 PM, revealed her "Laundry had been
missing for days," and she only had one clean
outfit left. She stated she had asked staff
members several times to return her clothing
items.

During an interview on 8/22/23 at 11:45 AM, the
Administrator confirmed the laundry had been
backed up and the residents' clothes were not
returned timely. She stated a housekeeping
employee was working in the laundry two days

F 585
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each week, but the facility had been without a
full-time laundry worker during the month of July
and until August 14th, when a full-time worker
was hired and started. She confirmed the
residents did not get their clothes quickly and
some had not gotten all their clothes back and
this was a concern from the residents, and they
had not provided follow up timely in a response to
the resident's grievance.

An interview with the resident on 8/22/23 at 3:10
PM, revealed her concern with the laundry was
that she was in the facility for therapy and did not
have a lot of clothes with her and wanted to be
certain she had something to wear each day.

Record review of the "Face Sheet" revealed that
Resident #150 was admitted to the facility on
8/8/23 with diagnoses that included Chronic
Kidney Disease and Type 2 Diabetes Mellitus.

Record review of the MDS with an ARD of
8/15/23, revealed a BIMS score of 14, which
indicated Resident #150 was cognitively intact.

Resident #93

During this resident council meeting on 8/22/23 at
2:00 PM, Resident #93 revealed that he had
complained about the water pressure in the
showers on his hall, "It just barely spits water
out." He stated that it takes forever to take a
shower because you can barely get wet and there
is no stripping on the floor of the shower. He
revealed he had complained about this before,
but nothing had been done and no one had come
and talked to him about it.

F 585
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An observation on 8/22/23 at 2:30 PM, revealed
the shower on the Blue Unit had low water
pressure and no safety stripping on the floors of
the shower.

An interview and observation on 8/22/23 at 2:40
PM, with Certified Nurse Assistant (CNA) #4
confirmed there was no safety stripping on the
floor of the shower on the Blue Unit and the water
pressure was very low. She stated the safety
stripping needs to be in place to keep the
residents from slipping and falling and the water
pressure being low means it would take a long
time to give a shower to a resident or for them to
take and finish a shower. She revealed that
things like this should be reported to maintenance
and the CNAs should tell the nurse about the
residents' complaints. She stated she thinks that
maintenance has worked on the shower heads
already to help with the water pressure, but she is
not sure about the stripping and admitted that she
has not reported it to anyone.

An interview on 8/23/23 at 8:20 AM, with the
Administrator confirmed that Resident #93 had
mentioned it in resident council meeting last
month about the showers not having a safety strip
and that he had voiced a grievance about the low
water pressure. The Administrator confirmed that
she had not been told and a maintenance order
had not been put in, but it should have been.

An interview on 8/23/23 at 8:45 AM, with the
Activity Director confirmed that once she gets the
grievance from the resident that she goes to the
department head and lets them know the
concern. She confirmed that she just realized that
Resident #93 had mentioned it in the resident
council meeting in the beginning of August.
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An interview on 8/23/23 at 9:00 AM, with the
Assistant Director of Nursing (ADON) confirmed
that the Activities Director had told him about the
showers on the blue hall but never told him a
specific resident. He revealed that he told the
Maintenance man and that he said "Ok." He
confirmed that there was no documentation of the
maintenance request or follow up but there
should have been.

Record review of the Resident Council meeting
minutes from 8/7/23 revealed that Resident #93
complained about needing safety stripping on the
floor of the showers on his hallway and the water
pressure was bad.

An interview on 8/23/23 at 3:45 PM, with the
Administrator confirmed that she feels like
grievances need to be written up for
accountability and follow up and need to be
resolved timely.

Record review of the "Face Sheet" revealed that
Resident #93 was admitted to the facility on
1/04/23 with diagnoses that included Major
Depressive Disorder and Weakness.

Record review of the MDS with ARD of 6/30/23,
revealed a BIMS score of 15, which indicated the
resident was cognitively intact.

F 623 | Notice Requirements Before Transfer/Discharge
SS=C | CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer.
Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's

F 585
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representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i)(C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or
(E) A resident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section

F 623
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must include the following:

(i) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;
(iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.
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§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(1).

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility failed to provide a written notification of
transfer to the hospital and/or to the resident
and/or the Resident Representative (RR) for
three (3) of (3) residents reviewed for
hospitalization. Resident # 4, Resident # 33 and
Resident # 45.

Findings include
Resident #4

Record review on facility letterhead dated 8/23/23
from the Administrator revealed, "l do not have a
current updated policy on Discharge/Transfer
Notification."

A record review of Resident # 4's nurses notes
revealed that she was transferred to the
emergency room on 7/18/23 at 4:47 AM related to
high blood pressure, respirations, temperature,
and low heart rate.

A record review of "Face Sheet" revealed that
Resident #4 was admitted to the facility on
9/20/2021, with diagnoses that included Chronic

A. For resident #4 Representative was
mailed a transfer/discharge notice on
8/25/2023 and #33, #45 signed a a
notice of Transfer/Discharge on
8/25/2023. All residents that have
transferred out of the facility since
8/25/2023 have been sent a notice of
Transfer/Discharge. Transfer/discharge
forms and policies on transfer/discharge
were developed on 8/25/2023 and put into
place with the social service department.

B. All residents of the facility that are
transferred/discharged have the ability to
be affected by this deficiency.

C. An in-service education was held on
9/06/2023 with the social service
department on the proper procedure to
follow when a resident is
transferred/discharged from the facility.
The social service department will be
responsible for mailing transfer/discharge
notice to all residents responsible parties.
Health information clerk will be
responsible for auditing the
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Obstructive Pulmonary Disease, unspecified and
Acute on Chronic Diastolic (Congestive) Heart
Failure.

Resident #33

Record review of progress note for Resident #33
dated 8/13/23, revealed, "This nurse called to
blue side by cart nurse. Resident lying on floor by
wheelchair at nurse's station. Resident stated, 'l
am having chest pain." Fall unwitnessed.
Resident does not know if he hit his head. Got
order to send resident to (Proper Name of local
Emergency Room) for evaluation related to fall
and chest pain. Resident is complaining of pain
to right side of body. Resident left on floor with
pillow under head awaiting Emergency Medical
Service. Family notified."

Record review of "Physician's Order" revealed
late entry for 8/13/23, to send Resident #33 to
Emergency Room for evaluation related to fall.

Record review of "Face Sheet" revealed Resident
#33 was admitted to the facility on 6/16/23.
Diagnoses included Malignant Neoplasm of
Lower Lobe Right Bronchus or Lung, Congestive
Heart Failure, and Chronic Obstructive
Pulmonary Disease.

Review of the Minimum Data Set (MDS) with
Assessment Reference Date (ARD) of 6/23/23,
revealed a Brief Interview for Mental Status
(BIMS) score of 10 which indicated Resident #33
was mildly cognitively impaired.

Resident #45

A Record review of the "Departmental notes"

transfer/discharge log weekly beginning
the week of 9/11/2023 for four weeks,
then every other week times 2 weeks,
then monthly for 2 months to ensure
proper compliance.

D. The results of the audit will be given to
the administrator for final review
beginning the week of 9/18/2023 then
every other week times 2 weeks, then
monthly for 2 months. The results of the
audit will be reported to quality
assurance/improvement committee
monthly beginning 10/05/2023 then
monthly for 2 months, and then quarterly
until such time consistent substantial
compliance has been met.
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dated 6/12/23 for Resident #45, revealed "Send
to (Proper name of hospital) ER (emergency
room) related to low BP (blood pressure per
facility FNP (Family Nurse Practitioner) at 4:50
PM related to low BP, responsible party made
aware and states understanding."

Record review of the "Face Sheet" revealed that
the facility admitted Resident #45 to the facility on
5/01/23 with diagnoses that included Hemiplegia
following other non-traumatic intracranial
hemorrhage affecting the left non-dominate side.

During an interview on 8/22/23 at 4:00 PM, the
Administrator confirmed the facility failed to
provide a written notification of a hospital transfer,
including the reason for the transfer, to Resident
#4, Resident #33 or Resident # 45 and/or the
Resident's Representative. She confirmed she
was the person responsible for ensuring the
proper forms needed to meet the regulations
were available to the facility staff, and this form
had not been developed.

Accuracy of Assessments

CFR(s): 483.20(g)

§483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.

This REQUIREMENT is not met as evidenced
by:

Based on record review, staff interviews and
facility policy review, the facility failed to
accurately code the Minimum Data Set (MDS)
assessments for a Preadmission Screening
Resident Review (PASRR) for Resident #23 and
restraint use for Resident #63 for two (2) of 24
sampled residents.

F 623

F 641

A. For resident #63 the Minimum Data
Set Assessment was corrected on
8/24/2023 and #23 the MDS was
corrected on 9/19//2023 by the Minimum
Data Set Assessment Co-Ordinator. An
audit was performed on 9/15/2023 by the
Minimum Data Set Assessment nurses on

10/5/23
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Findings include:

Record review of facility policy titled, "Policy for
Completing MDS", dated 10/10 revealed, "... The
RN (Registered Nurse) Coordinator will check for
completeness of assessment by the end date and
signed and date. Each person completing
sections of the MDS must sign and certify its
accuracy..."

Resident # 23

A record review of Resident # 23's "Summary
Findings Report," dated 9/21/2020, revealed ...
Mental Health: ...The resident meets criteria for
having a diagnosis of mental illness as defined by
Preadmission Screening Resident Review
(PASRR)..."

A record review of Resident # 23's annual MDS
with Assessment Reference Date (ARD) of
7/28/23 indicated a "No" to question A1500, which
asked if Resident #23 had been evaluated by a
Level Il PASRR and determined to have a serious
mental illness and/or intellectual disability or a
related condition.

During an interview on 8/22/23 at 12:00 PM,
Social Service #1, who coded section A of the
MDS, reviewed the annual MDS and confirmed it
was inaccurate. She verified it was coded in error
as Resident #23 had been approved for a Level Il
PASRR and determined to have a serious mental
iliness.

During the interview on 8/22/23 at 12:15 PM,
Registered Nurse (RN) # 1 reviewed the Annual
MDS and confirmed it was inaccurate. The MDS

all residents that required restraints for
accuracy of coding and on last 5
admissions to check accuracy of coding
for Level Two.

B. All residents of the facility that require a
minimum data set assessment have the
potential to be affected by alleged
deficient practice.

C. An in-service was provided to all staff
responsible for coding minimum data set
assessments on 9/14/2023 by the staff
development nurse. The administrator in
training/former minimum data set
coordinator will conduct an audit of five
residents minimum data set weekly
beginning 9/11/2023 for 4 weeks, then
every other week times 2 weeks, then
monthly for accuracy in coding.

D. The minimum data set coordinator will
review the weekly audits beginning
9/18/2023 for any missed coding to
ensure the accuracy of minimum data set
coding. The results of the audit will be
discussed at the monthly quality
assurance/performance improvement on
10/05/2023, then monthly times 2 months
and then quarterly until such time that
consistent substantial compliance has
been met.
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Nurse verified it was coded in error as Resident
#23 had been approved for a Level Il PASRR and
determined to have a serious mental illness.

During an interview on 8/22/23 at 1:30 PM with
the Director of Nursing (DON) he acknowledged
Resident # 23's Annual MDS was inaccurately
coded. He verified that it is his expectation that
the MDS should be coded accurately.

Arecord review of Resident #23's Face Sheet
reveals Resident #23 was admitted to the facility
on 9/29/2020 with a diagnoses that included
Schizoaffective disorder, depressive type.

Resident #63

An observation on 8/22/23 at 2:00 PM, revealed
Resident #63 was sitting in his wheelchair with a
lap belt in place. Resident #63 was observed
unfastening the Velcro and opening the belt
independently.

An observation and interview on 8/23/23 at 8:30
AM, revealed the Administrator with Resident
#63. She asked the resident to remove his strap
and he easily opened the Velcro and the buckle
and opened the belt. The Administrator
confirmed that since the resident could remove
the belt, it was not considered a restraint but was
used for safety.

An interview with the MDS Licensed Practical
Nurse (LPN) on 8/23/23 at 9:05 AM, revealed she
was the MDS staff person that entered the
information in the assessment for Resident #63.
She confirmed the resident could remove the belt
on his own and she mistakenly entered a restraint

F 641
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for this resident when she did his assessment.

During an interview on 8/23/23 at 2:50 PM, the
Administrator confirmed the MDS was not coded
correctly and was inaccurate on the resident's
MDS. She confirmed the resident's lap belt is not
considered a restraint and it should not have
been coded as one and that this was an MDS
discrepancy.

Record review of Resident #63's "Face Sheet"
revealed the resident was admitted to the facility
on 2/22/22 with diagnoses which included
Alzheimer's Disease, Dementia, and Psychotic
Disorder with Delusions.

Record review of the MDS with an ARD of
5/26/23 revealed in Section P, the resident was
coded with a trunk restraint for chair. Section C
revealed the resident had a Brief Interview for
Mental Status (BIMS) score of 2, which indicated
severe cognitive impairment.
Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)(3)

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

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable

F 641

F 656
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physical, mental, and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

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

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

(A) The resident's goals for admission and
desired outcomes.

(B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

§483.21(b)(3) The services provided or arranged
by the facility, as outlined by the comprehensive
care plan, must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interview, record review, and facility policy review
the facility failed to implement a care plan for fluid
restriction for Resident #25, Activity of Daily
Living (ADL) care for Resident # 86 and splint
application for Resident #91, for three (3) of 27

F 656

A. For resident #25 the physician order
and care plan was corrected 9/15/2023 to
break down the amount of fluids to be
given at each meal time and with each
medication administration. A flow sheet
was created on 9/15/2023 and put into
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care plans reviewed.
Findings include:

Review of the facility policy titled,
"Comprehensive Care Plan Policy," revealed
"Policy: It is the policy of the facility to develop
and implement a comprehensive person-centered
care plan for each resident, consistent with
resident rights, that includes measurable
objectives and time frames to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the resident's
comprehensive assessment..."

Resident #25

Record review of the Care Plan, with a problem
onset date of 8/2/2022 revealed , "At risk for
nutritional decline/dehydration r/t ... ESRD (end
stage renal disease) ...fluid restriction
...Approaches: "NAS (no added salt) LCS (low
concentrated sweet) diet with 1200 ml fluid
restriction...."

During an interview with Resident #25 on 8/21/23
at 2:00 PM, revealed she was on dialysis. The
State Agency (SA) asked Resident #25 if she was
on a fluid restriction and she stated, "I may be
since | am on dialysis, but | am unsure."

An interview with the Minimum Data Set (MDS)
Coordinator on 8/22/23 at 1:15 PM, she revealed
after review of the nutrition care plan for Resident
# 25 with the SA, that the care plan reflected that
the resident was on 1200 cc (cubic centimeter)
fluid restriction. The MDS Coordinator confirmed
the care plan related to the 1200 cc fluid

place for resident #25 on fluid restriction
for licensed staff to document intake and
output. For resident #86 he was assessed
by nurse supervisor on 8/23/2023 for any
redness/skin breakdown related to this
alleged deficient practice. Resident #86
was interviewed by Director of Nurses on
9/7/2023 and he stated that the time
frames they are coming into his room has
improved at this time. Resident #86 was
also instructed that when he feels the
need for incontinent care to use his call
light for assistance. For resident #91 an
assessment was done 8/23/2023 by the
occupational therapist for decline in range
of motion of right upper extremity with no
decline found. Resident #91's right upper
extremity splint was placed on resident on
8/23/2023 to prevent any decline in range
of motion. Licensed practical nurse #1
was given a written warning on 8/25/2023
regarding applying and removing
resident's right upper extremity splint
according to physician's orders/individual
care plan.

B. It was determined that all residents on
fluid restrictions may be effected by this
alleged practice. All residents that require
incontinent care may be effected by this
deficient practice. For all residents
requiring orthopedic splinting devices may
be effected by this deficient practice.

C. All staff was in serviced on 9/14/2023
by Staff Development Nurse on
requirement of following all residents care
plans. Assistant director of nursing or unit
manager will conduct weekly audits on
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restriction was not being followed, and the
purpose of the care plan is to develop and
implement a holistic view of the resident's specific
needs and provide interventions to best meet the
resident's needs.

Record review of the "Face Sheet" revealed that
the resident was admitted to the facility on
3/10/23 with diagnosis of Hypertensive heart and
chronic kidney disease with heart failure with
stage (5) five chronic kidney/ESRD (end-stage
renal disease).

Record review of the MDS, Section C, with an
Assessment Reference Date (ARD) of 6/09/23,
revealed that Resident # 25 had a Brief Interview
for Mental Status (BIMS) score of 14 which
indicated that he was cognitively intact. Section O
revealed Resident # 25 was coded as receiving
dialysis.

Resident #86

Record review of Resident #86's Care Plan with a
problem onset date of 4/6/2022 revealed "7. |
require extensive to max (maximum) assist with
ADLs except with eating r/t (related to) CVA
(Cerebral Vascular Accident) with hemiplegia and
muscle weakness ...I am incontinent of bowel and
bladders with the use of adult briefs
...Approaches ...Toilet use: Incontinent of bowel
and bladder with use of adult briefs ...14.] am at
risk for skin impairments r/t to incontinence, brief
use, decreased mobility, diabetes, use of
anticoagulant ...Approaches ...Provide me prompt
incontinent care ..."

During an interview on 08/21/23 08:26 AM, with

five resident care plans for four weeks
beginning the week of 9/11/2023, then
every other week for 2 weeks, then
monthly for the accuracy of staff following
care plan/accuracy of resident individual

care plan.

D. The director of nursing or administrator
will review weekly audits beginning the
week of 9/18/2023 to validate accuracy of
audits. The results of the audit will be

reported to the quality

assurance/performance improvement
committee on 10/05/2023, then monthly
for 2 months, then quarterly until such
time consistent substantial compliance

has been met.
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Resident #86 revealed that he stays in the bed
most of the time and sleeps a lot because that is
what he prefers. He stated that the staff does not
come to change him every two hours and he
wished they would come check on him more
often than they do.

On 8/22/23 at 9:00 AM, during an interview with
Resident #86 revealed that his brief was changed
around 7:15 AM.

An observation on 8/22/23 at 10:30 AM revealed
Certified Nurse Assistant (CNA) #3 and CNA #5
performed incontinent care on Resident #86.

Resident #86 confirmed in interview on 8/22/23 at
10:45 AM, that he had incontinent care around
7:30 AM and again around 10:15 AM.

During an interview on 8/23/23 at 8:00 AM, with
Registered Nurse (RN) #2 confirmed that
Resident #86 had a care plan that indicated that
he needed prompt incontinent care. She stated
that means that anytime he calls for help the staff
need to get to him as quick as possible to prevent
skin breakdown and he also needs to just be
checked on every 2 hours to see if he needs
incontinent care because he sleeps a good bit.
She stated that the care plan guides the care of
the residents.

Record review of Resident #86's "Face Sheet"
revealed he was admitted to the facility on 4/6/22
with medical diagnoses that included Cerebral
Infarction, unspecified and Need for assistance
with personal care.

Record review of Resident # 86's MDS with an
ARD of 6/13/23 revealed in Section C, a BIMS

F 656
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score of 15, which indicated the resident is
cognitively intact and in Section G that the
resident needed extensive assistance with toilet
use and personal hygiene.

Resident #91

Record review of the Care Plan with a problem
onset date of 6/9/22 revealed, " ...8. | require
extensive assistance with ADLs, ...Approaches:
Caregiver to DON (apply) Resting Hand Splint to
RUE (right upper extremity) to maintain proper
alignment of RUE and to prevent contracture
formation. Check Skin every two hours to ensure
no adverse effects ..."

An observation on 8/21/23 at 11:00 AM of
Resident #91 right wrist revealed the appearance
of a contracture to right wrist area with no device
in place.

An interview with the MDS Coordinator on
8/22/23 at 3:00 PM, she revealed after review of
the care plan related to contracture for Resident
#91, it was care planned to wear a splint and
confirmed if staff are not applying it the staff were
not following the residents individualized care
plan.

Record review of the "Face Sheet" revealed that
the facility admitted Resident #91 to the facility on
6/9/22 with diagnoses of Cerebral Infarction due
to unspecified occlusions or stenosis of
unspecified cerebral artery and Hemiplegia
following cerebral infarction affecting
non-dominate right side.

Record review of the MDS with an ARD of
8/22/23, Section C , revealed that Resident # 91

F 656
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§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and resident
interview, record review and facility policy review
the facility failed to provide incontinent care every
two hours and as needed for a resident
dependent on staff for Activities of Daily Living
(ADL) for one (1) of 98 residents reviewed.
Resident #86

Findings include:

Review of the facility policy titled, "Activity of Daily
Living Policy" with a revision date of 01/2013
revealed "Policy Statement: Based on previous
evaluations and current data, the nursing staff, in
conjunction with Attending Physician, Consultant
Pharmacist, therapy staff, and others, will seek to
identify the level of care a resident requires for
ADL's..."

An interview on 08/21/23 08:26 AM, with Resident
#86 revealed the staff does not always come and
change him when he needs it. He stated that he
stays in the bed most of the time and sleeps a lot
because that is what he prefers. He stated that
the staff does not come to change him every two
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had a BIMS score of 3 which indicated that he
was severely cognitively impaired. Section G0400
revealed Resident # 91 was coded 1) Impairment
on one side for both upper and lower extremities.
F 677 | ADL Care Provided for Dependent Residents F 677 10/5/23
SS=D | CFR(s): 483.24(a)(2)

A. For resident #86 he assessed by nurse
supervisor on 8/23/2023 for any
redness/skin breakdown related to this
alleged deficient practice. Resident #86
was interviewed by the Director of Nurses
on 9/7/2023 and he stated that the time
frames they are coming into his room has
improved at this time. Resident #86 was
also instructed that when he feels the
need for incontinent care to use his call
light for assistance.

B. The facility has determined that all
dependent residents have the ability to be
affected by this alleged deficient practice.

C. An in-service was conducted by staff
development nurse on 9/14/2023 with all
licensed staff addressing the importance
of providing activity of daily living care to
dependent residents, care should be
provided following facility protocol/resident
individual care plan. Assistant director of
nursing or Unit Manager will conduct an
interview/observation audit of five
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hours and he wished they would come check on
him more often than they do.

An interview on 8/22//23 at 9:00 AM, with
Resident #86 revealed that his brief was changed
around 7:15 AM this morning.

An observation on 8/22/23 at 10:30 AM, revealed
Certified Nurse Assistant (CNA) #3 and CNA #5
performed incontinent care on Resident #86.

An interview on 8/22/23 at 10:45 AM, with
Resident #86 confirmed he had incontinent care
around 7:15 AM and again around 10:30 AM.

An interview on 8/22/23 at 1:45 PM, with CNA #3
revealed that it is hard to get incontinent care
completed especially on day shift. She stated
they try to make as many rounds and do as much
incontinent care that needs to be done before the
breakfast trays come out, but once the trays
come out, they must pass trays and then help
feed those residents that need fed. She stated
that if a resident uses their call lights and need
changing then we go ahead and do the care then,
otherwise after we pick up breakfast trays then
we start the daily baths and perform incontinent
care as much as we can. She revealed there are
two CNAs on Resident #86's hall and that one of
them takes lunch from 10:45 AM-11:15 AM and
then the other takes lunch from 11:15 AM-11:45
AM. She stated by the time they both get back
from lunch, then the lunch trays are coming out
and we have to pass the trays, help feed and then
pick up the trays. She revealed that they try to do
incontinent care at least one time before lunch,
then after lunch and check with them again
before we leave at 3:00 PM.

residents weekly for four weeks, then
every other week for 2 weeks, then
monthly to ensure that facility
protocol/resident care plan are being
followed for resident activity of daily living
care beginning the week of 9/11/2023.

D. The director of nursing/administrator
will review the audits weekly beginning
9/11/2023, then every other week times 2
weeks, then monthly for any activity of
daily care not being provided according to
facility protocol/resident care plan. The
results of the audit will be reported to the
quality assurance/performance
improvement committee on 10/05/2023,
then monthly for 2 months, then quarterly
until such time consistent substantial
compliance has been met.
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An observation on 8/22/23 at 2:00 PM, revealed
that CNA #3 and CNA #5 performed incontinent
care on Resident #86.

An interview on 8/22/23 at 3:00 PM, with Resident
#86 revealed the staff had come and changed
him once since lunch.

An interview on 8/22/23 at 4:15 PM, with the
Administrator and the Director of Nurses (DON)
confirmed that Resident #86 needed to be
checked and provided incontinent care every 2
hours if needed. The Administrator stated that
they must do better at that.

An interview on 8/23/23 at 8:00 AM, with
Registered Nurse (RN) #2 confirmed that
Resident #86 needed prompt incontinent care.
She revealed that means that anytime he calls for
help the staff need to get to him as quick as
possible to prevent skin breakdown and he also
needs to just be checked on every 2 hours to see
if he needs incontinent care because he sleeps a
good bit.

Record review of Resident #86s "Face Sheet"
revealed he was admitted to the facility on 4/6/22
with medical diagnoses that included Cerebral
Infarction, unspecified and Need for assistance
with personal care.

Record review of Resident # 86's Minimum Data
Set (MDS) with an Assessment Reference Date
(ARD) of 6/13/23 revealed in Section C a Brief
Interview for Mental Status (BIMS) score of 15,
which indicated the resident is cognitively intact
and in Section G that the resident needed
extensive assistance with toilet use and personal
hygiene.

F 677
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§483.25(c) Mobility.

§483.25(c)(1) The facility must ensure that a
resident who enters the facility without limited
range of motion does not experience reduction in
range of motion unless the resident's clinical
condition demonstrates that a reduction in range
of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of
motion receives appropriate treatment and
services to increase range of motion and/or to
prevent further decrease in range of motion.

§483.25(c)(3) A resident with limited mobility
receives appropriate services, equipment, and
assistance to maintain or improve mobility with
the maximum practicable independence unless a
reduction in mobility is demonstrably unavoidable.
This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, record
review, and facility policy the facility failed to
ensure a resident with limited range of motion
received appropriate treatment and services to
increase range of motion and/or to prevent further
decrease in range of motion as evidenced by staff
not applying a hand splint as ordered for one (1)
of 41 residents with limited range of motion.
Resident #91

Findings include:

Review of the facility policy titled, "Use of
Assistive Devices," dated October 2022, revealed
Policy: "The purpose of this policy is to provide a
reliable process for proper and consistent use of
assistive devices for those residents requiring

A. For resident #91 an assessment was
done on 8/23/2023 by the occupational
therapist for decline in range of motion of
right upper extremity with no decline
found. Resident #91's right upper
extremity splint was placed on resident
on 8/23/2023 to prevent any decline in
range of motion. Licensed practical nurse
#1 was given a written warning on
8/25/2023 regarding applying and
removing resident's right upper extremity
splint according to physician's
orders/individual care plan.

B. The facility has determined all
residents that use orthopedic splinting
devices have the potential to be affected
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equipment to maintain or improve function and/or
dignity." ... Policy Explanation and Compliance
Guidelines: "A nurse with responsibility for the
resident will monitor for the consistent use of the
device and safety in the use of the device." ...

An observation on 8/21/23 at 11:00 AM, of
Resident #91's right wrist revealed the
appearance of a contracture to right wrist area
with no device in place.

An observation of Resident #91's right arm/wrist
area on 8/22/23 at 8:30 AM, revealed no splinting
device to right wrist/hand.

Record review of the August 2023 Treatment
Record revealed the following treatment,
"Caregiver to don (apply) Resting Hand Splint to
RUE (right upper extremity) to maintain proper
alignment of RUE and to prevent contracture
formation. Check Skin every two hours to ensure
no adverse effects."

A review of the August 2023 Physician Orders for
Resident #91 revealed an order dated 9/14/22,
"Caregiver to don (apply) Resting Hand Splint to
RUE (right upper extremity) to maintain proper
alignment of RUE and to prevent contracture
formation. Check Skin every two hours to ensure
no adverse effects."

An observation and interview with Licensed
Practical Nurse (LPN) #1 on 08/22/23 at 2:33 PM,
revealed during the interview LPN #1 stated that
Resident #91 did not have a splint ordered for his
contracted hand. Upon review of the physician's
orders for Resident #91 with LPN #1 she
confirmed Resident #91 did have an order for a
right-hand splint and confirmed the splint should

(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 688 | Continued From page 34 F 688

by the alleged deficient practice.

C. An in-service was given on 9/14/2023
by the staff development nurse to educate
all licensed staff on the policy and
procedure for proper use of orthopedic
splinting devices. Assistant director or unit
manager will conduct an audit of five
residents requiring orthopedic splinting
devices weekly for four weeks beginning
the week of 9/11/2023, then every other
week for 2 weeks, then monthly to ensure
proper placement and removal of
orthopedic splinting devices.

D. The director of nursing/administrator
will review weekly audits beginning
9/18/2023 weekly for 4 weeks, then every
other week for 2 weeks, then monthly to
validate the accuracy of the audits. The
results of the audit will be reported to the
quality assurance/performance
improvement committee on 10/05/2023
then monthly for 2 months, then quarterly
until such time consistent substantial
compliance has been met.
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have been applied this morning. LPN #1
confirmed through observation that the resident
did not have a splint on and confirmed she had
not applied or checked the splint because she
thought therapy discontinued it a while ago.

An interview with the Director of Nursing (DON)
on 08/22/23 at 2:50 PM, revealed Resident #91
should have a right-hand splint and confirmed if
staff were not applying the splint as ordered they
were not following the physician's orders, and this
could potentially cause worsening of contracture
to right hand.

An interview with the Occupational Therapist (OT)
on 8/22/23 at 3:10 PM, she revealed Resident
#91 should have been wearing a right-hand splint.
The OT revealed possible concerns from not
wearing splint as ordered could lead to worsening
contractures, changes in joint integrity. and skin
concern issues.

Record review of the "Face Sheet" revealed that
the facility admitted the resident to the facility on
6/9/22 with diagnoses of Cerebral Infarction due
to unspecified occlusions or stenosis of
unspecified cerebral artery and Hemiplegia
following cerebral infarction affecting
non-dominate right side.

Record review of the Minimum Data Set (MDS)
Section C with an Assessment Reference Date
(ARD) of 8/22/23, revealed that the resident had
a Brief Interview for Mental Status (BIMS) score
of 3 which indicated that she was severely
cognitively impaired. Section G0400 revealed
Resident # 91 was coded 1-Impairment on one
side for both upper and lower extremities.

F 688
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§483.25(g) Assisted nutrition and hydration.
(Includes naso-gastric and gastrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enteral fluids). Based on a resident's
comprehensive assessment, the facility must
ensure that a resident-

§483.25(g)(1) Maintains acceptable parameters
of nutritional status, such as usual body weight or
desirable body weight range and electrolyte
balance, unless the resident's clinical condition
demonstrates that this is not possible or resident
preferences indicate otherwise;

§483.25(g)(2) Is offered sufficient fluid intake to
maintain proper hydration and health;

§483.25(g)(3) Is offered a therapeutic diet when
there is a nutritional problem and the health care
provider orders a therapeutic diet.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interview, record review, and facility policy the
facility failed to follow a physician order for a
resident who was prescribed fluid restriction for
one (1) of nine (9) residents on fluid restriction.
Resident #25

Findings include:

A review of the policy titled, "Fluid Restriction,
revealed Fluids will be restricted," originated 9/04,
revealed Policy: "Fluids will be restricted for
residents as directed by physician's orders. The

A. For resident #25 the physician order
was corrected 9/15/2023 to break down
the amount of fluids to be given at each
meal time and with each medication
administration. A flow sheet was created
on 9/15/2023 and put into place for
resident #25 on fluid restriction for
licensed staff to document intake and
output.

B. The facility has determined that all
residents on fluid restriction has the
potential to be affected by this alleged
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following conditions may require intervention of
restricting fluids: ...end stage renal disease.
Limiting fluids places the residents at high risk for
dehydration."... Procedure: 1.)"Fluids will be
distributed to residents placed on fluid restriction
in the manner indicated below (Fluid
Restriction)1200 cc (cubic centimeter) (Total
nursing)360 cc (By Shift 120 cc day 120 cc eve
(evening) 120 cc noc (night) Total Dietary) 840 cc
(Breakfast) 360 cc (Dinner) 240 cc (Supper) 240
cc."...3.)"Nursing service will document intake
and output."...

An interview with Resident #25 on 8/21/23 at 2:00
PM, she revealed she was on dialysis and stated
she did not know if she was on fluid restrictions
and stated, "I may be since | am on dialysis, but |
am unsure."

An observation of the breakfast tray on 8/22/23 at
8:00 AM, revealed 360 cc of fluids on the tray.

An interview with the Director of Nursing (DON)
on 8/22/23 at 12:45 PM, he revealed after review
of the physician's orders and medication record
he confirmed Resident #25 had an order for a
1200 milliliter (ml) fluid restriction. The DON
revealed the physician's order did not have the
fluid amounts broken down for staff to know
exactly how much fluids to provide the resident
and confirmed that they did not have any
monitoring of Intake and Output (I & O)
documented. The DON confirmed the fluid
restriction should have been broken down for
staff to know the number of fluids to provide the
resident and the | &O should be documented on
the medication record. The DON indicated a
potential concern from not monitoring the | & O is
the resident could take in too much fluid and
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deficient practice.

C. An in-service was conducted by staff
development nurse on 9/14/23 with all
licensed staff on the policy of fluid
restriction and intake and output
documentation. All residents on fluid
restriction will have a Intake and Output
flow sheet put into place on 9/15/2023.
The assistant director of nursing or unit
manager will conduct audits of five
residents on fluid restriction weekly for
four weeks beginning the week of
9/11/2023, then 2 times a week for 2
weeks and then monthly to determine
compliance with fluid restrictions.

D. The director of nursing or administrator
will review weekly audits beginning the
week of 9/18/2023, then 2 times a week
times 2 weeks, then monthly to validate
accuracy of weekly audits. The results of
the audit will be reported to the quality
assurance/performance improvement
committee on 10/05/2023, then monthly
times 2 months and then quarterly until
such time consistent substantial
compliance has been met.
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Continued From page 38
cause fluid overload.

An interview with the Dietary Manager on 8/22/23
at 1:00 PM, she revealed the resident was on a
1200 cc fluid restriction and revealed she uses
the breakdown of fluids on the fluid restriction
policy to know how much fluid to provide a
resident on fluid restriction each meal. The
Dietary Manager revealed she was unaware of
how the nursing staff communicates the amount
fluids to provide to the resident.

An interview with the Registered Dietician (RD)
on 8/22/23 at 1:05 PM, she revealed Resident
#25 is on a 1200 cc fluid restriction and her | & O
should be monitored and totaled daily to ensure
the resident is adhering to the fluid restriction and
not consuming too much or not enough fluids.
The RD revealed possible concerns from not
monitoring | &0 is dehydration or possible fluid
overload.

A interview with the Minimum Data Set (MDS)
Coordinator on 8/22/23 at 1:15 PM revealed after
review of the physician's orders that the
physician's orders reflects the resident is on 1200
cc fluid restriction but no monitoring for | &0 or
break down of the fluid intake on the physicians
orders and confirmed the nursing staff would not
know how much fluids to provide to the resident.

An interview with Certified Nurse Assistant (CNA)
#1 with the MDS Coordinator in presence on
8/22/23 at 1:25 PM, she revealed Resident #25
was not on any fluid restrictions to her knowledge.

An interview with the MDS Coordinator on
8/22/23 at 1:30 PM, revealed the facility has
looked into the | & O issues in the past but could
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not get it added as a special requirement for
nurses to document the amount of | & O and the
24-hour totals.

An interview with Licensed Practical Nurse
(LPN)#1 on 08/22/23 at 2:33 PM, revealed she
believed Resident # 25 was on fluid restriction,
but she was unaware of the specific amount of
fluid restriction. LPN #1 revealed "l just give her
about a 1/2 of cup of water with each medication
pass and she drinks what she wants. LPN #1
confirmed they were not monitoring | & O on the
resident but confirmed they should be monitoring
| & O since she is on fluid restriction.

Record review of the Physician Orders for
August 2023 revealed an order dated 3/10/23
"NAS (No Added Salt) Regular with 1200 cc
fluids restriction."

A review of the Medication Administration Record
for August 2023, revealed Resident #25 had
medications scheduled for 8:00 AM, 10:00 AM,
12:00 PM, 2:00 PM, 4:00 PM, and 8:00 PM daily.

Record review of the "Face Sheet" revealed that
the facility admitted the resident on 3/10/23 with
diagnoses that included Hypertensive heart and
chronic kidney disease with heart failure with
stage (5) five chronic kidney/ESRD (end-stage
renal disease).

Record review of the MDS with an Assessment
Reference Date (ARD) on 6/09/23, Section C
revealed the resident had a Brief Interview for
Mental Status (BIMS) score of 14 which indicated
that he was cognitively intact. Section O revealed
that it was coded as receiving dialysis.
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