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F 690 Bowel/Bladder Incontinence, Catheter, UTI

CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that 

resident who is continent of bladder and bowel on 

admission receives services and assistance to 

maintain continence unless his or her clinical 

condition is or becomes such that continence is 

not possible to maintain.

§483.25(e)(2)For a resident with urinary 

incontinence, based on the resident's 

comprehensive assessment, the facility must 

ensure that-

(i) A resident who enters the facility without an 

indwelling catheter is not catheterized unless the 

resident's clinical condition demonstrates that 

catheterization was necessary;

(ii) A resident who enters the facility with an 

indwelling catheter or subsequently receives one 

is assessed for removal of the catheter as soon 

as possible unless the resident's clinical condition 

demonstrates that catheterization is necessary; 

and

(iii) A resident who is incontinent of bladder 

receives appropriate treatment and services to 

prevent urinary tract infections and to restore 

continence to the extent possible.

§483.25(e)(3) For a resident with fecal 

incontinence, based on the resident's 

comprehensive assessment, the facility must 

ensure that a resident who is incontinent of bowel 

receives appropriate treatment and services to 

restore as much normal bowel function as 

possible.

This REQUIREMENT  is not met as evidenced 

by:

F 690 7/27/25

SS=E

 Based on observation, interview, record review  Residents #9 and #15 are receiving 

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

07/09/2025Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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F 690 Continued From page 1 F 690

and facility policy review, the facility failed to 

provide peri-care in accordance with professional 

standards of care for two (2) of four (4) peri-care 

observations (Resident #9 and Resident #15).

Findings included:

A review of the facility's policy, "Perineal Care 

Policy," with a revision date of 1/2010, revealed, 

"POLICY It is the policy of this facility to provide 

perineal cleanliness and comfort to the resident, 

to prevent infection and skin irritation and to 

observe the resident skin condition..."

Resident #9

On 06/17/2025 at 2:10 PM, during an observation 

of peri-care for Resident #9 provided by Certified 

Nursing Assistant (CNA) 1 and assisted by CNA 

#2 revealed CNA #1 placed items on the 

nightstand beside the bed without a barrier in 

place. CNA #1 pulled out four wipes and cleaned 

the vaginal area front to back, pulling wipes from 

the pack a total of four times with soiled gloves. 

Resident #9 had feces in the back of her brief. 

CNA #1 removed gloves, sanitized hands, and 

proceeded to perform care in the buttocks area, 

again pulling wipes from the pack four times after 

starting care with dirty gloves. They then removed 

gloves, applied hand sanitizer, put on clean 

gloves, and applied a clean brief. Upon request 

by the State Agency to check for cleanliness, 

CNA #1 removed the brief and wiped a total of six 

additional times, each with visible smears of 

feces, until the resident was clean.

On 06/17/2025 at 2:23 PM, during an interview 

with CNA #2, she explained that Resident #9 had 

smears of feces during the recheck. They stated 

proper incontinent care as required.  The 

Director of Nursing (DON) assessed 

residents #9 and #15 on 6/19/25 with no 

skin breakdown or signs of infection 

noted. All residents who require 

incontinent care have been assessed by 

DON or Infection Prevention (IP) Nurse 

between 6/20/25 and 6/23/25 with skin 

breakdown or signs of infection noted.

All residents who require incontinent care 

have the potential to be affected by this 

deficient practice. 

Certified Nurse Aides (CNA'S) #1, #2 #3 

and #4 were in-serviced between 6/20/25 

and 6/23/25 on their next scheduled 

workday in a one-on-one meeting with IP 

nurse and DON.  Skills were 

demonstrated per the IP nurse and a 

return demonstration was provided by 

each CNA.  All CNA's were in-serviced on 

incontinent care by the IP Nurse and DON 

between 6/20/25 and 6/24/25 with 

demonstrations, videos with return 

demonstrations performed by all 

participants.  CNA's were able to verbalize 

the effects of performing incontinent care 

that was unsatisfactory such as skin 

breakdown, the risk of urinary tract 

infections and uncleanliness.

The IP nurse, Staff development nurse 

and DON will monitor incontinent care on 

three (3) residents, three (3) times weekly 

times six (6) weeks then three (3) 

residents weekly times six (6) weeks 

beginning 6/20/25 to ensure incontinent 

care is performed properly.  Findings of 
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that inadequate peri-care can lead to skin 

breakdown.

On 06/17/2025 at 2:31 PM, during an interview 

with CNA #1, she confirmed that smears of feces 

were present during the recheck. She 

acknowledged that improper care could result in 

infection and skin breakdown.

On 06/19/2025 at 1:50 PM, during an interview 

with the Director of Nursing (DON), She 

explained that CNAs are expected to follow the 

procedure for peri-care. She stated that improper 

care can lead to skin irritation and Urinary Tract 

Infections (UTIs).

A record review of Resident #9's Admission 

Record revealed an initial admission date of 

4/26/2022 and a readmission date of 2/28/2025, 

with diagnoses including Acute Kidney Failure, 

Vascular Dementia, and Cognitive 

Communication Deficit.

A record review of Resident #9's Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD) of 3/6/2025 revealed a Brief Interview for 

Mental Status (BIMS) score of ninety-nine (99), 

indicating the interview was not completed. The 

MDS dated 6/4/25, Section GG revealed the 

resident is dependent on toileting and hygiene.

Resident #15

On 06/18/2025 at 4:29 PM, during an observation 

of peri-care for Resident #15 provided by CNA #3 

and assisted by CNA #4 revealed CNA #3 placed 

a barrier on the bedside table. Both CNAs 

washed hands and applied clean gloves. CNA #3 

removed the brief and began care. She wiped the 

monitors will be brought to the Quality 

Assurance (QA) Committee by the DON 

monthly times three (3) months to ensure 

compliance maintained beginning 7/25/25.

FORM CMS-2567(02-99) Previous Versions Obsolete 4J2C11Event ID: Facility ID: 11CC If continuation sheet Page  3 of 4



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  07/14/2025
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255192 06/19/2025

C

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

2124 OLD HWY 61 SOUTH
CLAIBORNE COUNTY SENIOR CARE

PORT GIBSON, MS  39150

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 690 Continued From page 3 F 690

front to back in the groin area on each side, then 

wiped down the center of the labia one time. She 

did not wipe down the labial sides again. CNA #3 

then sanitized hands, applied clean gloves, and 

continued care.

On 06/18/2025 at 5:44 PM, during an interview 

with CNA #4, she confirmed that CNA #3 wiped 

down the center of the vagina only once. They 

stated proper care requires wiping each labial 

side front to back, then down the center. She 

acknowledged this failure could lead to a UTI.

On 06/18/2025 at 5:49 PM, during an interview 

with CNA #3, she explained they were nervous 

and forgot to wipe down the sides. She 

acknowledged that this could result in a UTI for 

Resident #15.

On 06/19/2025 at 1:55 PM, during an interview 

with the DON, She confirmed CNA #3 should 

have wiped each labial side and then the middle. 

She stated failure to do so could cause UTIs or 

infection and that staff are expected to follow the 

procedure as trained.

A record review of Resident #15's Admission 

Record revealed an admission date of 7/8/2022, 

with diagnoses including Urinary Tract Infection 

and Alzheimer's Disease.

A record review of Resident #15's MDS with an 

ARD of 3/26/2025 revealed a BIMS score of 

ninety-nine (99), indicating the interview was not 

completed. Section GG revealed the resident is 

dependent on toileting and hygiene.
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