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The State Agency (SA) conducted an Annual
Recertification survey and four Complaint
Investigations (Cl) MS #27703, ClI MS #27184, CI
MS #27940, and Cl MS #27952 at the facility
from 2/10/25 through 2/13/25. During the survey,
the SA determined the facility was not in
compliance with Medicare and Medicaid
requirements for participation and cited F550,
F576, F584, F604, F623, F641, F655, F656,
F677, F684, F698, F755, F758, F761, F806,
F867, and F880. The SA identified
non-compliance and cited F584 for environmental
issues for CI MS #27703. The SA identified
non-compliance and cited F604 regarding
physical restraints for C| MS #27952. The SA
investigated Cl MS #27184 and Cl MS #27940
with no deficiencies cited.

The census at the time of the survey was 114 and
the facility was licensed for 152 beds.

F 550 | Resident Rights/Exercise of Rights F 550 3/14/25
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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 03/07/2025

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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§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.

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 observation, resident and staff
interviews, record review, and facility policy
review, the facility failed to ensure residents had
the right to participate in smoking during rainy or
inclement weather for two (2) of four (4) survey
days. Resident #60, 65, A, and B.

Findings include:
Review of the facility policy titled, "Resident

Rights & Quality of Life Policy" with an effective
date of 3/13/20, revealed, "It is the policy of

F 550

1. Residents #60, #65, A and B and other
residents who smoke were offered and
assisted to the smoking area on 2/13/25
by staff member. Education completed on
2/27/25 with staff on residents rights to
include the smoking policy and smoking
times to assure compliance by the
Director of Clinical Education.

2. All residents with the desire to smoke
are at risk of the deficient practice.

3. Notification of the smoking policy was
provided to the residents who smoke on
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"proper name" that all patients and residents
have the right to a dignified existence,
self-determination, and communication with
access to people and services inside and outside
the center...A patient or resident has the right: To
be fully informed of his or her rights and all rules
and regulations governing patient and resident
conduct and responsibilities during the stay in the
center."

Review of "Proper name Smoke Schedule"
undated, revealed ** Staff members are not
allowed to take residents out to smoke during
inclement weather, such as: Rain, Sleet, Snow,
Hail, Storms, Heat index of 100+ and freezing
temp of 32 degrees and below. **

In an interview on 2/12/25 at 8:35 AM, Resident
#60 revealed that she wanted to go out and
smoke, but they won't take anyone because it is
raining outside. She stated she would really like
to have a cigarette, plus we didn't get to go out
yesterday and smoke all day because it was
raining.

During an interview on 2/12/25 at 8:45, Certified
Nurse Aide (CNA) #8, with Resident #60 present,
confirmed that the residents aren't allowed to go
out today and smoke because it is raining. She
revealed they aren't allowed to go out if it's
raining, snowing, bad weather, or cold.

During an observation and interview on 2/12/25 at
11:05 AM, Resident #60 was sitting in her
doorway in her wheelchair and stated that she
really wanted to go out and smoke, but we still
can't because it's still raining.

In an interview on 2/12/25 at 11:15 AM, Central

3/4/25 by the Administrator. A resident
council meeting was conducted by the
Administrator on 3/4/25 to discuss the
current smoking times and variances that
may occur due to weather concerns.
Education was provided by the Director of
Clinical Education on 2/27/25 to staff to
ensure residents that desire to smoke will
be assisted by staff to the smoking area
during scheduled smoking times when
weather concerns are present based off
the residents choice to attend.

4. On 2/28/25, the Administrator began
an audit of three residents weekly x four
weeks then monthly x two months to
ensure compliance with the smoking
schedule. The results of the audit will be
addressed in the Quality Assurance and
Performance Improvement (QAPI)
meeting on 3/13/25 and then monthly for
a minimum of three consecutive months
to assure continued compliance. Any
variance will be addressed immediately.
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Supply revealed that the person that is assigned
to take the smokers out at 11 AM is the Minimum
Data Set (MDS) #1, but she probably won't do it
because it's raining. She then confirmed that the
residents don't go out to smoke fif it's raining, so
they did not get to go yesterday either.

An observation and interview on 2/12/25 at 11:25
AM revealed several residents sitting by the
smoking door waiting for the 11 AM smoke break.
Resident A and Resident #60 both revealed they
hoped they would let them, especially since they
missed yesterday because it rained all day.

An observation and interview on 2/12/25 at 11:30
AM, MDS #1 arrived at the door to the smoking
area with the residents still waiting and stated that
they do not usually take them out to smoke when
it's raining or inclement weather.

An interview on 2/12/25 at 11:35 AM with
Resident A, B and #65. Resident A stated, "l don't
understand why we can't come out to smoke,
because we have a pavilion to sit under and it
helps my nerves. Resident B revealed he wishes
they would let them go out and smoke regardless
of the weather when it is their smoke break time.
Resident #65 stated, "l didn't get a cigarette all
day yesterday because it was raining."

During an interview on 2/12/25 at 2:35 PM with
the Admission Liaison she revealed it is her
responsibility to complete admission paperwork
with the residents and their families. She stated
that the admission paperwork does not address
smoking. She revealed that if they ask, she does
tell them that they allow smoking, but they do not
sign anything.

F 550
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An interview on 2/12/25 at 3:37 PM, the
Administrator (ADM) confirmed that the residents
do not have to sign anything regarding smoking
rules. She revealed that they discuss smoking
rules during the 72-hour report after admitting the
residents and confirmed that she understands
that residents have their rights.

Record review of Resident #60's "Admission
Record" revealed the facility admitted the resident
on 6/28/2023 with diagnoses that included Major
Depressive Disorder, and Nicotine Dependence,
Cigarettes.

Record review of Resident #60's MDS with an
Assessment Reference Date (ARD) of 11/27/24
revealed a Brief Interview for Mental Status
(BIMS) score of 9 which indicated the resident
had moderate cognitive impairment.

A record review of Resident #65's "Admission
Record" revealed the facility admitted the resident
on 10/14/2023 with diagnoses that included Heart
Failure, Major Depressive Disorder, and Nicotine
Dependence on Cigarettes.

A record review of Resident #65's MDS with an
ARD of 12/9/24 revealed, under section C, a
BIMS score of 15, which indicated that Resident
#65 is cognitively intact.

Record review of Resident A's "Admission
Record" revealed the facility admitted the resident
on 1/9/2025 with diagnoses that included
Displaced Trimalleolar Fracture of the Left Lower
Leg, Encounter for Closed Fracture with Routine
Healing, Weakness, and Bipolar Disorder.

A record review of Resident A's MDS with an ARD

F 550
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of 1/16/25 revealed, under section C, a BIMS
score of 15, which indicated the resident is
cognitively intact.

A record review of Resident B's "Admission
Record" revealed the facility admitted the resident
on 11/27/2023 with diagnoses that included
Anxiety Disorder and Major Depressive Disorder.

A record review of Resident B's MDS with an
ARD of 11/14/24 revealed, under section C, a
BIMS score of 13, which indicated that the
resident is cognitively intact.

Right to Forms of Communication w/ Privacy
CFR(s): 483.10(g)(6)-(9)

§483.10(g)(6) The resident has the right to have
reasonable access to the use of a telephone,
including TTY and TDD services, and a place in
the facility where calls can be made without being
overheard. This includes the right to retain and
use a cellular phone at the resident's own
expense.

§483.10(g)(7) The facility must protect and
facilitate that resident's right to communicate with
individuals and entities within and external to the
facility, including reasonable access to:

(i) A telephone, including TTY and TDD services;
(i) The internet, to the extent available to the
facility; and

(iii) Stationery, postage, writing implements and
the ability to send mail.

§483.10(g)(8) The resident has the right to send
and receive mail, and to receive letters, packages
and other materials delivered to the facility for the
resident through a means other than a postal

F 550

F 576

3/14/25
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service, including the right to:

(i) Privacy of such communications consistent
with this section; and

(i) Access to stationery, postage, and writing
implements at the resident's own expense.

§483.10(g)(9) The resident has the right to have
reasonable access to and privacy in their use of
electronic communications such as email and
video communications and for internet research.
(i) If the access is available to the facility

(i) At the resident's expense, if any additional
expense is incurred by the facility to provide such
access to the resident.

(iii) Such use must comply with State and Federal
law.

This REQUIREMENT is not met as evidenced
by:

Based on resident and staff interviews, record
review and facility policy review, the facility failed
to deliver resident mail on Saturdays for four (4)
of ten (10) residents present during the Resident
Council meeting. Resident #8, #14, #25, and #38.

Findings include:

Review of the facility policy, titled "Residents’
Rights Summary" unrevised, revealed, "9. Mail:
The resident has the right to privacy in written
communications, including the right to send and
receive mail promptly and unopened and have
access to stationery, postage, and writing
implements at the resident's expense."

During a Resident Council meeting on 2/11/25 at
11:00 AM, Resident's #8, #14, #25 and #38
voiced that they have not been getting mail
delivered to them on Saturday. The residents
revealed they could not recall the last time they

1. The Administrator met with residents
#8, 14, 25, 38 on 2/28/25 to assure the
timely delivery of mail including on
weekends will be enforced. Education
was provided 2/27/25 to Social Services
to assure understanding of mail delivery to
residents including weekends by the
Director of Clinical Education.

2. All residents who receive mail have the
potential to be affected by this deficient
practice.

3. Aresident council meeting was
conducted on 3/4/25 to discuss mail
delivery on weekends by the
Administrator. Education was conducted
by the Director of Clinical Education on
2/27/25 with staff on residents rights to
ensure mail is delivered six days per week
(excluding holidays) to residents. Going
forward, Manager on Duty (MOD) is to
ensure this process is followed and mail is
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did. Resident #25 stated that the facility did not
have anyone available to distribute the mail on
Saturdays, so it just stayed in the mailbox until
the social worker was back during the week. She
explained that if anyone was waiting for a card or
letter, they would have to wait for it.

An interview with Social Services (SS) #1 on
2/11/25 at 12:05 PM, confirmed the residents
were not getting mail on Saturdays. She
explained the mail was always left for her to pass
out. SS #1 revealed it was important for the
residents to receive their mail and stated, "l would
want mine."

An interview with the Administrator (ADM) on
2/12/25 at 2:18 PM revealed the facility had a
manager on duty Saturdays that was responsible
for passing out the mail. She revealed she was
not aware it was not being done. The ADM
confirmed the mail should be passed out to the
residents on days the mail ran.

Record review of the "Admission Record"
revealed the facility admitted Resident #8 on
7125/12.

Record review of Resident #8's Quarterly
Minimum Data Set (MDS) with an Assessment
Reference Date (ARD) of 1/13/25 revealed under,
section C, a Brief Interview for Mental Status
(BIMS) score of 15, which indicated the resident
was cognitively intact.

Record review of the "Admission Record"
revealed the facility admitted Resident #14 on
11/27/12.

Record review of Resident #14's MDS with an
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delivered on weekends.

4. On 2/21/25 the Administrator began an
audit of a minimum of five residents
weekly x four weeks then monthly x two
months to ensure compliance of mail
delivery including the weekends. The
results of the audits will be addressed in
the Quality Assurance and Performance
Improvement (QApl meeting on 3/13/25
and then monthly for a minimum of three
consecutive months to assure continued
compliance. Any variance will be
addressed immediately.
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ARD of 11/11/24 revealed under, section C, a
BIMS score of 15, which indicated the resident
was cognitively intact.

Record review of the "Admission Record"
revealed the facility admitted Resident #25 on
9/15/20.

Record review of the MDS with an ARD of
12/17/24 revealed under section C, a BIMS
summary score of 15, which indicated Resident
#25 was cognitively intact.

Record review of the "Admission Record"
revealed the facility admitted Resident #38 on
12/29/17.

Record review of the Quarterly MDS with an ARD
of 12/12/24 revealed under, section C, a BIMS
summary score of 15, which indicated Resident
#38 was cognitively intact.

F 584 | Safe/Clean/Comfortable/Homelike Environment
SS=E | CFR(s): 483.10(i)(1)-(7)

§483.10(i) Safe Environment.

The resident has a right to a safe, clean,
comfortable and homelike environment, including
but not limited to receiving treatment and
supports for daily living safely.

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and
homelike environment, allowing the resident to
use his or her personal belongings to the extent
possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident

F 576

F 584

3/14/25

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YTTI11

Facility ID: 48AM

If continuation sheet Page 9 of 70




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

PRINTED: 03/17/2025
FORM APPROVED

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
255119 B. WING 02/13/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1215 EARL FRYE DRIVE
DIVERSICARE OF AMORY
AMORY, MS 38821
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xX5)
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 584 | Continued From page 9 F 584
independence and does not pose a safety risk.
(i) The facility shall exercise reasonable care for
the protection of the resident's property from loss
or theft.
§483.10(i)(2) Housekeeping and maintenance
services necessary to maintain a sanitary, orderly,
and comfortable interior;
§483.10(i)(3) Clean bed and bath linens that are
in good condition;
§483.10(i)(4) Private closet space in each
resident room, as specified in §483.90 (e)(2)(iv);
§483.10(i)(5) Adequate and comfortable lighting
levels in all areas;
§483.10(i)(6) Comfortable and safe temperature
levels. Facilities initially certified after October 1,
1990 must maintain a temperature range of 71 to
81°F; and
§483.10(i)(7) For the maintenance of comfortable
sound levels.
This REQUIREMENT is not met as evidenced
by:
Based on observation, resident and staff 1. The overbed table for Resident #48
interviews, and facility policy review, the facility and #99 were repaired or replaced by
failed to provide a safe, clean environment as Maintenance Director on 2/12/25. The
evidenced by an unsanitary toilet in room C-7, arm rest of wheelchair for Resident #60
resident wheelchair (Resident #60), overbed was replaced by the Maintenance Director
tables, and wall in disrepair affecting three (3) on 2/28/25. The Director of Nursing
residents in the seventy-three resident occupied ensure the wheelchair for Resident #60
rooms observed. Resident #48, Resident #60 was cleaned by the nursing staff on
and Resident #99 2/13/25. The raised toilet seat in
bathroom of C7 was replaced by the
Findings Include: Maintenance Director on 2/12/25. The
Maintenance Director painted the section
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YTTI11 Facility ID: 48AM If continuation sheet Page 10 of 70
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Review of the facility policy titled, "Resident
Rights and Quality of Life Policy", dated 3/13/20,
revealed, "A patient or resident has the right: ... to
receive services in a center environment that is
safe, clean, and comfortable ..."

Review of the facility policy titled,
"Resident/Patient Room Cleaning," last reviewed
2/1/2025, revealed Policy: Room Cleaning:
"Rooms are to be regularly cleaned and
disinfected with a particular focus on disinfecting
high-touch surfaces such as light switches, bed
rails, doorknobs, call lights, etc. ... Nursing staff
provides the initial cleanup of blood and bodily
fluids... Environmental services staff follow by
disinfecting surfaces contaminated with a small,
residual amount of feces, blood, or other bodily
fluids..."

Resident #48

An observation on 2/10/25 at 11:45 AM, revealed
two (2) overbed tables in Resident #48's room.
One overbed table was situated to the left of the
bed, and the other overbed table was situated to
the right of the bed. Both overbed tables had a
thick red and black rust like appearance to the
metal base of the overbed tables. The edges of
both overbed tables were tattered and torn with
edging missing.

During an observation and interview on 2/11/25 at
3:30 PM, the Director of Nursing (DON)
confirmed both overbed tables in Resident #48's
room had thick rust on the metal frames, and the
tabletops had torn and jagged edging and needed
to be replaced. She stated, "These certainly
need to be replaced."

of wall in the room of Resident #99 on
2/28/25.

2. All residents have the potential to be
affected by this deficient practice.

3. On 2/27/25, all rooms were inspected
by the Maintenance Director and/or the
Assistant Maintenance Director to
determine which, if any rooms and
equipment, were in need of repairs or
painting. All wheelchairs and overbed
tables were inspected by the Administrator
and Director of Nursing. Wheelchairs
identified in need of cleaning were
cleaned and washed on 3/5/25. The
Administrator submitted an order for
replacement of any overbed table in need
of replacement on 2/24/25. Beginning
2/24/25 the Maintenance Director will
check work orders daily. The
Maintenance Director will report work
orders and completion to the
Administrator for verification and
completeness weekly beginning 2/24/25.
Beginning 2/28/25, the Director of Nurses
devised a wheelchair washing schedule to
assure that all wheelchairs will be cleaned
timely. The Maintenance Director was
in-serviced on room inspection and
reviewing work orders and timely
completion by the Director of Clinical
Education on 2/27/25. Facility staff were
in-serviced 2/27/25 on reporting damages
to Maintenance for a safe, clean,
comfortable and homelike environment.
Nursing staff were educated on reporting
any repair needs of wheelchairs, providing
routine cleaning of wheelchairs according
to assignments and providing cleaning of
soiled resident equipment.
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A record review of Resident #48's "Admission
Record" revealed the facility admitted the resident
on 4/19/2019 with diagnoses that included
Unspecified Dementia, Peripheral Vascular
Disease, Contracture of the Right Hand, and
Contracture of the Left Hand.

Resident #60

An observation and interview on 2/10/25 at 10:45
AM, revealed Resident #60 sitting in a wheelchair
with the left armrest vinyl tattered and torn.
Resident #60 revealed that she has been in this
wheelchair for three weeks, and the armrest was
torn when they gave it to her. A dark-gray thick
substance was noted on the frame and the
spokes of the wheels.

During an interview on 2/11/25 at 3:10 PM,
Certified Nursing Assistant (CNA) #5 revealed the
night shift CNAs are responsible for cleaning the
wheelchairs. She revealed that we let the
Maintenance Director know about any equipment
or furniture in a resident's room that needs to be
replaced or repaired and admitted that she had
not told anyone about the wheelchair armrest.

During an interview and observation on 2/11/25 at
3:20 PM, the DON confirmed that Resident #60's
wheelchair armrest was torn and tattered and
could cause a skin tear. She revealed that the
night shift staff is responsible for ensuring that the
wheelchairs are clean and confirmed that the
wheelchair had a gray substance on the frame
and needed to be cleaned.

Record review of Resident #60's "Admission
Record" revealed the facility admitted the resident
on 6/28/2023.

4. To monitor the performance of our
corrective action and to ensure
sustainability, the Administrator and the
Maintenance Director will make rounds
one x week x four weeks beginning
2/27/25, then monthly to ensure a safe,
clean, comfortable, homelike
environment. The Administrator and
Director of Nursing will make rounds one
x week x four weeks beginning 3/4/25,
then monthly to ensure wheelchairs are
clean and no repairs needed. The results
of the audits will be addressed in the
Quality Assurance and Performance
Improvement (QAPI) meeting on 3/13/25
and then monthly for a minimum of three
consecutive months to assure continued
compliance. Any variance will be
addressed immediately.
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Record review of Resident #60's Minimum Data
Set (MDS) with Assessment Reference Date

(ARD) of 11/27/24, revealed a Brief Interview for
Mental Status (BIMS) score of 9 which indicated
the resident had moderate cognitive impairment.

C-7 Bathroom

An observation 2/10/25 at 10:45 AM, of the
bathroom in room C-7 revealed a raised toilet
seat that had a large dark brown dried substance
on the back of the toilet seat rim, and a smeared
dark brown substance was also on the metal bar
at the top of the back of the raised toilet seat.

An observation of the bathroom of room C-7 with
CNA #3 on 2/11/25 at 1:25 PM, she confirmed
there was a large dried dark brown substance on
the back of the toilet seat rim and a smeared dark
brown substance on the metal bar at the top of
the back of the raised toilet seat that appeared to
be stool. She stated concerns about the toilet not
being clean is that it is not sanitary and could lead
to the spread of infection. She then stated the
nursing staff are responsible for cleaning the
toilets or any equipment or surface that is
contaminated with bodily secretions.

An interview with the DON on 2/11/25 at 2:05 PM,
she confirmed that nursing staff are responsible
for cleaning equipment that is soiled with bodily
fluids. She stated concerns from not sanitizing the
toilet is an infection control concern and
sanitation issue and could lead to infections.

In an interview with Housekeeper #2 on 2/12/25
at 2:00 PM, she revealed housekeeping should
notify their supervisor and nursing staff if they find

F 584
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a room that has surfaces or equipment soiled
with bodily fluids. She then stated that the
housekeeping staff clean the contaminated
surfaces after nursing has cleaned the surfaces.

Resident #99

During the initial tour on 2/10/25 at 11:40 AM, an
observation revealed a large section of paint,
measuring approximately two feet wide by one
and a half feet high, missing from the wall behind
Resident #99's headboard. The resident's
overbed table was observed to have rust on the
entire metal frame. During an interview, Resident
#99 stated he would like to have the paint
repaired and the table replaced.

During an observation of Resident #99's room
with the DON and interview on 2/11/25 at 3:25
PM, the DON confirmed the wall needed repair.
She stated the maintenance department is
responsible for the repair of damaged walls and it
was the staff's responsibility to report these
concerns so they could be addressed. She
stated it was also the staff's responsibility to
ensure the residents' equipment was in good
repair, and this overbed table did not meet that
standard. She confirmed each resident should
have a room that is clean, comfortable and
homelike and the facility failed to provide this for
Resident #99.

An interview on 2/12/25 at 8:50 AM, with the
Administrator confirmed that the maintenance
staff was responsible for painting and repairing
damage. She stated the paint concern had been
noted on the room rounds previously but had not
been repaired. She confirmed each resident has

F 584
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§483.10(e) Respect and Dignity.
The resident has a right to be treated with respect
and dignity, including:

§483.10(e)(1) The right to be free from any
physical or chemical restraints imposed for
purposes of discipline or convenience, and not
required to treat the resident's medical symptoms,
consistent with §483.12(a)(2).

§483.12

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

§483.12(a) The facility must-

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
255119 B. WING 02/13/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1215 EARL FRYE DRIVE
DIVERSICARE OF AMORY
AMORY, MS 38821
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xX5)
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 584 | Continued From page 14 F 584
the right to a safe, comfortable, home-like
environment and the facility failed to provide this
for Resident #99.
Record review of Resident #99's "Admission
Record" revealed the facility admitted the resident
on 1/23/25 with medical diagnoses that included
Traumatic Subdural Hemorrhage, Dysphagia, and
Epilepsy.
Record review of Resident #99's Admission MDS
with an ARD of 1/30/25 revealed a Brief Interview
for BIMS score of 9 which indicated the resident
had a moderate cognitive impairment.
F 604 | Right to be Free from Physical Restraints F 604 3/14/25
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§483.12(a)(2) Ensure that the resident is free
from physical or chemical restraints imposed for
purposes of discipline or convenience and that
are not required to treat the resident's medical
symptoms. When the use of restraints is
indicated, the facility must use the least restrictive
alternative for the least amount of time and
document ongoing re-evaluation of the need for
restraints.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, record
review, and facility policy review, the facility failed
to ensure a resident was free from physical
restraints as evidenced by restricting a resident's
voluntary movement by body contact for one (1)
of 23 sampled residents. Resident #88

Findings Include:

Review of the facility policy titled "Residents’
Rights Summary" unrevised, revealed under,
"Examples of Violations: ... 12. Restraining a
resident without a physician's order for the
convenience of staff, or as a disciplinary
measure."

An observation on the Memory Care Unit on
2/11/25 at 3:49 PM revealed Resident #88 sitting
in a wheelchair in the activity room and Certified
Nurse Aide (CNA) #4 was standing in front of the
resident with her right knee in between the
residents' legs. The resident was anxious and
asked the aide to take her to the bathroom. The
resident tried to stand up from the wheelchair
several times but was stopped. CNA #4 replied,
"No, you've got to stay right here" while touching
the resident's leg and instructing her to sit down
because she had just went to the bathroom. The

1. On 2/11/2025, Certified Nurses
Assistant CNA#4 was removed from
resident care and suspended pending
investigation as it is not the policy of
Diversicare to use restraints. 1:1
education regarding resident rights and
restraints was provided to this Certified
Nurses Assistant (CNA) by the Director of
Nursing (DNS) prior to the CNA leaving
the center on 2/11/2025. Resident #88
was assessed by the DNS on 2/11/25 for
unmet needs and emotional status with no
negative outcomes identified.

2. All residents have the potential to be
affected by this practice.

3. Aresident council meeting was
conducted on 2/18/2025 to inquire as to
whether residents feel safe at the center
and all residents in attendance voiced no
safety concerns. On 2/27/2025 education
was provided to staff members on
resident rights and restraints by the
Director of Clinical Education (DCE). On
2/12/2025 education was provided to staff
members by the DCE on Abuse and
Neglect.

4. On 2/24/2025, the Administrator and

DNS began an audit of a minimum of five
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resident continued rocking forward in her
wheelchair.

An observation and interview with the Memory
Care Unit Coordinator on 2/11/25 at 4:01 PM
confirmed CNA #4 was standing over Resident
#88 and restricting her from voluntarily standing
up. She revealed CNA #4 was doing that to keep
the resident from getting out of the chair and
falling. She stated that the resident had just been
toileted and was frequently asking to go to the
bathroom. The Memory Care Coordinator
revealed the resident was on a toileting program
and should be toileted every two (2) hours and
when needed.

An interview with the Administrator (ADM) on
2/11/25 at 4:08 PM confirmed the aide's actions
were not how the facility should be handling the
residents. She stated that she had been made
aware of the incident witnessed between CNA #4
and Resident #88. She revealed the resident's
request to go to the bathroom could be a
behavior or a urinary tract infection.

An interview with the Director of Nursing (DON)
on 2/11/25 at 4:13 PM confirmed that CNA #4's
action was restraining Resident #88 from
standing up from the wheelchair.

An interview with CNA #4 on 2/11/25 at 4:18 PM
revealed she was trying to prevent Resident #88
from getting up and falling. She explained the
resident was a fall risk and always asking to go to
the bathroom because she wanted to go and stay
in her room.

An interview with the Nurse Practitioner (NP) on
2/12/25 at 10:08 AM revealed Resident #88 had

Memory Care residents to ensure no use
of restraints. This audit will be weekly x
four weeks, then monthly for an additional
two months. The results of the audits will
be addressed in the Quality Assurance
and Performance Improvement (QAPI)
meeting on 3/13/2025 and then monthly
for a minimum of three consecutive
months to assure continued compliance.
Any variance will be addressed
immediately.
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declined over the past three (3) months with an
increase in behavior and restlessness. She
explained that the resident had been up walking
but recently required a wheelchair because she
was unsteady. She revealed frequent bathroom
requests had started around the same time and
the resident was currently on an antibiotic for a
urinary tract infection (UTI) which could be
increasing her behavior.

An interview with Registered Nurse (RN) #3 on
2/13/25 at 8:38 AM revealed the Memory Care
Unit had a fall risk area where the residents that
were at risk stayed, so they were overseen
closely by the staff. She revealed the aides were
to watch over the residents and oversee but
never prevent a resident from getting up.

Record review of CNA #4 "Education Transcript"
revealed she was trained on preventing falls
(8/15/24), dementia care (8/16/24), and dementia
with challenging behaviors (1/21/25).

Record review of the "Admission Record"
revealed the facility admitted Resident #88 on
3/19/24 with a diagnosis that included Alzheimer's
Disease.

Record review of the Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date
(ARD) of 12/16/24 revealed under section C, a
Brief Interview for Mental Status (BIMS) summary
score of 3, which indicated Resident #88 was
severely cognitively impaired.

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

§483.15(c)(3) Notice before transfer.

F 604

F 623

3/14/25

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YTTI11

Facility ID: 48AM

If continuation sheet Page 18 of 70




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

PRINTED: 03/17/2025
FORM APPROVED
OMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
255119 B. WING 02/13/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1215 EARL FRYE DRIVE
DIVERSICARE OF AMORY
AMORY, MS 38821
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D 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

F 623 | Continued From page 18

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
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.

F 623
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