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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a Complaint 

Investigation (CI MS #27019), at the facility on 

12/4/24.  CI MS #27019 was investigated for falls, 

safe environment, medication, facility not clean, 

and resident rights.  During the survey, the SA 

determined the facility was not in compliance with 

the requirements of participation in Medicare and 

Medicaid and cited F761 as Past Non-compliance 

(PNC). 

The facility remains out of compliance due to 

deficiencies cited on the October 17, 2024 Annual 

Survey.

The facility was licensed for 120 beds and had a 

census of 114 at the time of survey.

 

F 761 Label/Store Drugs and Biologicals

CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals

Drugs and biologicals used in the facility must be 

labeled in accordance with currently accepted 

professional principles, and include the 

appropriate accessory and cautionary 

instructions, and the expiration date when 

applicable.

§483.45(h) Storage of Drugs and Biologicals  

§483.45(h)(1) In accordance with State and 

Federal laws, the facility must store all drugs and 

biologicals in locked compartments under proper 

temperature controls, and permit only authorized 

personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately 

locked, permanently affixed compartments for 

F 761

SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

12/16/2024Electronically Signed

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.

FORM CMS-2567(02-99) Previous Versions Obsolete GB7R11Event ID: Facility ID: 62SC If continuation sheet Page  1 of 6



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  12/27/2024
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

255250 12/04/2024

C

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

96 OLD HIGHWAY 80 EAST
MS CARE CENTER OF MORTON

MORTON, MS  39117

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 761 Continued From page 1 F 761

storage of controlled drugs listed in Schedule II of 

the Comprehensive Drug Abuse Prevention and 

Control Act of 1976 and other drugs subject to 

abuse, except when the facility uses single unit 

package drug distribution systems in which the 

quantity stored is minimal and a missing dose can 

be readily detected.

This REQUIREMENT  is not met as evidenced 

by:

 Based on interviews, record review, and facility 

policy review, the facility failed to ensure a 

medication was secured in a locked storage area 

and available to only authorized personnel when 

a medication was left at a resident's bedside for 

one (1) of three (3) sampled residents. Resident 

#1  

Findings include:  

A review of the facility policy titled "Administration 

and Documentation," revised July 24, 2015, 

revealed, "... Under no circumstances is 

medication to be left at the bedside or given to 

the resident without him/her swallowing it in your 

presence, unless a physician has written an order 

to this effect and unless the facility has 

determined that the resident is mentally and 

physically capable of self-administration ..."  

On 12/4/24 at 12:00 PM, during an interview with 

Resident #1, he confirmed that in September 

2024 of this year, his nurse left his new face 

cream at his bedside, and he used it all the time, 

hoping his face would heal faster.  He confirmed 

that his daughter was upset because instead of 

healing faster, it irritated his face, and it had to be 

stopped.  

A record review of the dermatological consultation 

 Past noncompliance:  no plan of 

correction required.
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revealed the "Visit Note," dated 9/4/24, revealed a 

"local dermatologist," prescribed Fluorouracil 5% 

topical cream, to be applied two times a day on 

his scalp and down temples for two (2) weeks 

related to Actinic Keratosis.

A record review of the "Order Recap Report," with 

active orders for September, revealed an order 

for Fluorouracil External Cream 5% to be applied 

topically every shift related to Actinic Keratosis 

until 9/19/24, then discontinued. However, further 

review of the order revealed the Fluorouracil 

Cream was discontinued on 9/13/24 and a new 

order for Triamcinolone Lotion was ordered. The 

Triamcinolone Lotion was ordered to be applied 

BID (twice a day) for four (4) days on irritated 

places on the face, with a start date of 9/14/24 

and an end date of 9/17/24.

During an interview with License Practical Nurse 

(LPN) #1 on 12/4/24 at 1:15 PM, she stated she 

had left the Fluorouracil External Cream 5 % at 

Resident #1's bedside.  The resident was fussing 

about the cream, so she just left the cream in his 

room for a few days.  LPN #1 stated that when 

she spoke to the resident's dermatologist, the 

dermatologist became upset when she learned 

the medication was at the resident's bedside. 

Following the incident, the nurse said the 

resident's physician discontinued the medication 

and prescribed a different cream because of his 

face being irritated.  LPN #1 stated she reported 

the situation to the prior Director of Nurses (DON) 

before she resigned.  

On 12/4/24 at 1:30 PM, during an interview with 

DON, she revealed she began working at the 

facility on 8/31/24; during that time, the previous 

DON was present. The current DON confirmed 
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F 761 Continued From page 3 F 761

that the facility must follow physician orders on 

medications, and they are not to be left at the 

bedside.   

On 12/4/24 at 2:30 PM, during an additional 

interview with the DON, she stated that after the 

incident related to Resident #1, the facility had a 

"QAPI" (Quality Assurance and Performance 

Improvement) meeting to discuss the incident. 

Following the meeting, there was Nurses' Meeting 

to plan additional in-services to reinforce the 

policy that medications and creams are not to be 

left at the bedside unless it is ordered. The 

in-services were mandatory for all nursing staff 

prior to returning to work.

On 12/4/24 at 3:00 PM, during an interview with 

the Medical Provider, he confirmed that when he 

was made aware that Resident #1 had the 

prescribed Fluorouracil External Cream 5% 

topically at his bedside for approximately 9 days, 

and he observed the resident's face to be 

irritated. He stated that he discontinued the 

Fluorouracil External Cream and Triamcinolone 

lotion was ordered to be applied to the resident's 

face twice a day for 4 days.  He stated that the 

facility should not leave any medication at the 

residents' bedside unless they are prescribed to 

be there.  

A record review of the "Admission Record," 

revealed the facility admitted Resident #1 to the 

facility on 1/23/20. The resident had diagnoses 

that included Type 2 Diabetes Mellitus with 

Hyperglycemia, Neoplasm of Uncertain Behavior 

of Skin, Actinic Keratosis, and Rosacea, 

Unspecified.   

A record review of the Quarterly Minimum Data 
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Set (MDS) with an Assessment Reference Date 

(ARD) 11/20/24, revealed a Brief Interview for 

Mental Status (BIMS) score of 12, which 

indicated the resident was moderately impaired.  

Validation:  

On 12/4/24, the State Agency (SA) validated 

through staff interviews, record review, and facility 

policy review the facility began an immediate 

investigation when they were aware of the 

incident involving Resident #1.  

A review of the emergency QAPI meeting minutes 

revealed the facility held a QAPI meeting on 

9/24/24 at 1:30 PM, in which the Infection 

Preventionist (IP) was present, and the Medical 

Director attended via phone.  The SA verified 

through an interview with the DON and 

Administrator they attended the QAPI meeting to 

discuss the situation, and the facility policies 

related to not leaving medication at the bedside 

unless the facility has physician orders.  The 

QAPI meeting concluded that Correction planned 

to in-service all nurses and interview all residents 

with Brief Interview of Mental Status (BIMS) over 

12 to determine if any other residents 

experienced medications being left at the 

bedside.  

The SA reviewed in-service sign-in sheets that 

began on 9/24/24 related to the administration of 

medications and reinforced the policy that stated, 

medication (pills or creams) are not to be left in a 

resident's room, unless the physician has written 

an order to this effect and the facility has 

determined that the resident in mentally and 

physically capable of self-administration. The 

DON conducted in-services in which they had 
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every nurse sign the policies on medication 

administration.
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