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The State Agency (SA) conducted an annual
recertification at the facility from 05/4/26 through
05/7/26. 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, F561, F656, F684, F697,
F851, F867, and F880.

The facility held a license for 60 beds with a census
of 58.

FO550 Resident Rights/Exercise of Rights FO550
SS=E
CFR(s): 483.10(a)(1)(2)(b)(1)(2)

8483.10(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.

8483.10(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.

8483.10(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.

8§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.
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8483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

8483.10(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 interview, record review and facility policy
review, the facility failed to ensure residents were
treated with respect and dignity from a staff member
for six (6) of eleven (11) residents who attended the
Resident Council meeting on 5/5/26. Residents #2,
#20, #19, #29, #18, #47.

Findings include:

A review of the facility policy, "Resident Rights,"
revised October 2025, revealed, "Policy
Statement...Employees shall treat all residents with
kindness, respect, and dignity..."

A record review of the grievance logs for 2026
revealed no documented concerns related to staff
conduct or resident dignity.

A record review of the Resident Council meeting
minutes for 2026 revealed no documented concerns
related to staff conduct or resident dignity.

During a Resident Council meeting on 5/5/26 at
2:00 PM, (11) residents were present, all with a Brief
Interview for Mental Status (BIMS) score of (15),
indicating the residents were cognitively intact. All
(112) residents identified Licensed Practical Nurse
(LPN) #1 as often being rude during medication
administration and general interactions. They
specifically stated she is rude, pushy, and snappy,
and speaks to them as though they are children.
Many indicated they had not previously reported this
concern because they feel staff members side with
one another. The State Agency asked the Resident
Council President and Vice President why the
concern had not been reported to the Administrator.
They stated they believed the Administrator would
take the nurse's side and that reporting would do

no good.
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On 5/5/26 at 3:11 PM, during an interview with
Resident #2, he indicated that he does not like
interacting with LPN #1, as she is rude when
administering his medications and often talks to him
as if he were a child. He says it is not going to do
any good complaining to the staff because they will
not do anything.

Arecord review of the “Admission record” revealed
the facility admitted Resident #2 on 10/14/24 with
diagnoses including Chronic Obstructive Pulmonary
Disease with Acute Exacerbation and Hypokalemia.

A record review of the Minimum Data Set (MDS) with
an Assessment Reference Date (ARD) of 4/12/26
revealed a Brief Interview Mental Score (BIMS) of
(15), indicating the resident is cognitively intact.

Resident #20

On 5/6/26 at 2:53 PM, during a follow-up interview
with Resident #20, he reported that when LPN #1
brings his medications, often before dinner, he
requests to take them after eating instead, as they
upset his stomach. He asserts that the nurse
consistently refuses this request, responding in a
confrontational manner, stating, “You have to take it
now, and I'm not leaving your room until you do!”
Resident #20 emphasizes that her tone is
disrespectful and condescending, making him feel
treated like a child. He mentioned that he brought
this issue to the Administrator’s attention months
ago, who promised to investigate it. However, he
noted that the nurse's behavior remains unchanged.

A record review of the “Admission record” reveals
the facility admitted Resident #20 on 7/1/24 with
diagnoses including Abdominal Distension
(Gaseous).

A record review of the MDS with an ARD of 3/30/26
revealed a BIMS score of 15 indicating the resident
is cognitively intact.

Resident #19

On 5/6/26 at 3:07 PM, during a conversation with
Resident #19, the Resident Council President shared
his feelings about LPN #1's tone towards him. He
described her communication style as
condescending when she gives him his medications,
which he interpreted as rudeness. He states her
behavior has left him feeling hopeless and
disrespected. He said that he hasn't felt comfortable
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discussing these concerns with the Administrator or
the Social Worker, as he has seen in the past that
the staff tends to support one another in ways that
may overlook the feelings and experiences of the
residents.

A record review of the “Admission Record” reveals
the facility admitted Resident #19 on 5/7/13 with
diagnoses including Unspecified Lack of
Coordination.

A record review of the MDS with an ARD of 4/16/26
revealed a BIMS score of 15, indicating the resident
is cognitively intact.

Resident #29

On 5/7/ 2026, at 8:06 AM, during an interview with
Resident #29, she stated that whenever she tries to
speak with LPN #1, the nurse often responds rudely.
This harsh treatment leaves her feeling vulnerable
and rejected, making her feel unable to change the
way she is treated. She longs for kindness because
the nurse's rudeness hurts her feelings, and she
does not appreciate it.

A record review of the “Admission Record” revealed
the facility admitted Resident #29 on 11/11/24 with
diagnoses including Osteomyelitis of the Vertebra,
Sacral, and Sacrococcygeal Region.

Arecord review of the MDS with an ARD of 2/16/26
revealed a BIMS score of 15, indicating the Resident
is cognitively intact.

Resident #18

On 5/7/26 at 8:12 AM, during an interview with
Resident #18, he expressed frustration and sadness
about his interactions with LPN #1. He recounts how,
when he has questions about his medications, she
often snaps at him. He expresses that she frequently
comes into his room in a bad mood. It makes him
feel angry and helpless, as he feels there’s little, he
can do to change the situation. He just endures it,
which adds to his sense of isolation and sorrow.

A record review of the “Admission Record” revealed
the facility admitted Resident #18 on 1/25/21 with
diagnoses including Orthostatic Hypotension.

Arecord review of the MDS with an ARD of 2/15/26
revealed a BIMS score of 15 indicating the resident
is cognitively intact.

Resident #47
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On 5/7/ 2026, at 8:30 AM, in an interview with
Resident #47, who holds the position of Vice
President of the Resident Council. During our
discussion, she shared that multiple residents have
voiced concerns about the way LPN #1 talks to
them. She has witnessed this behavior in front of
staff, which has led residents to believe that
reporting her actions would be ineffective, as they
feel no meaningful action will be taken to address
the issue.

Arecord review of the “Admission Record” revealed
the facility admitted Resident #47 on 2/2/19 with
diagnoses including Hemiplegia and Hemiparesis
Following Unspecified Cerebrovascular Disease
Affecting the right dominant side.

A record review of the MDS with an ARD of 3/29/26
revealed a BIMS score of 15 the resident is
cognitively intact.

During an interview on 5/6/26 at 3:41 PM, LPN #1
stated she ensures she treats residents with dignity
and does not raise her voice. She stated some
residents with behavioral concerns accuse her of
yelling when she does not. She stated she is not
aware of any resident or staff complaints that she
has mistreated residents and denied any such
complaints had been made. When discussing how
she responds to Residents who refuse to take
medications at the time indicated, LPN #1 mentioned
that one resident comes to mind, Resident # 20. She
indicates that he has a medication that he takes at 5
PM and other at 8 PM. She revealed that for this
Resident, due to the importance of the medication,
she does not allow him to take it later and that she
stays in his room ensuring that he takes it before he
leaves. She adds she only an hour after the
scheduled medications before it is determined late,
so she likes to make sure she stays within those
parameters when giving medications to the
Residents. However, with Resident #20 she could
consider giving him his medications at the 8 PM
medication pass time.

During an interview on 5/7/26 at 10:15 AM, the
Director of Nursing (DON) stated that when a
resident reports that a nurse is rude or speaking to
them in a demeaning manner, the social worker files
a grievance, an investigation is initiated, and witness
statements are obtained from both the nurse and the
residents. She stated there is no minimum number
of residents required to report a nurse before an
investigation is begun, and that a nurse would not
be allowed to remain in the building during such an
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investigation. She stated that (6) residents reporting
a nurse as rude and speaking down to them is a
very serious situation, and that this type of behavior
is a violation of residents' dignity and respect.

During an interview on 5/7/26 at 10:52 AM, the
Administrator stated she had received prior reports
regarding LPN #1 and had completed some
corrective counseling but stated no residents had
reported concerns about LPN #1's rudeness to her.
She stated that when a resident reports a nurse is
rude, her process is to interview the residents
involved, in-service staff on abuse and neglect, and
implement corrective counseling depending on the
level of the allegation. She stated this type of
behavior is a violation of residents' dignity, respect,
and resident rights, and could cause mental anguish.

Self-Determination
CFR(s): 483.10(f)(1)-(3)(8)
8483.10(f) Self-determination.

The resident has the right to and the facility must
promote and facilitate resident self-determination
through support of resident choice, including but not
limited to the rights specified in paragraphs (f)(1)
through (11) of this section.

8483.10(f)(1) The resident has a right to choose
activities, schedules (including sleeping and waking
times), health care and providers of health care
services consistent with his or her interests,
assessments, and plan of care and other applicable
provisions of this part.

8483.10(f)(2) The resident has a right to make choices
about aspects of his or her life in the facility that are
significant to the resident.

8483.10(f)(3) The resident has a right to interact with
members of the community and participate in
community activities both inside and outside the
facility.

8483.10(f)(8) The resident has a right to participate in
other activities, including social, religious, and
community activities that do not interfere with the
rights of other residents in the facility.

This REQUIREMENT is NOT MET as evidenced by:
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Based on interview, record review, and facility policy
review, the facility failed to promote and facilitate
resident self-determination by restricting residents'
right to freely congregate in the activity room during
evening hours for three (3) of eleven (11) residents
who attended the Resident Council meeting on
5/5/26. Residents #2, #20 and #40.

Findings include:

A review of the facility policy, "Resident Rights,"
revised October 2025, revealed, "Policy
Statement...Employees shall treat all residents with
kindness, respect, and dignity...Policy Interpretation
and Implementation. 1. Federal and state laws
guarantee certain basic rights to all residents of this
facility. These rights include the residents right
to...exercise their rights as a resident of this
facility...f.be supported by the facility in exercising
their rights.

A record review of the grievance logs for 2026
revealed no concerns documented related to
restrictions on resident congregation.

A record review of the Resident Council meeting
minutes for 2026 revealed no documented concerns
related to restrictions on resident congregation.

During a Resident Council meeting on 5/5/26 at
2:00 PM, (11) residents were present, all with Brief
Interview for Mental Status (BIMS) scores of 15,
indicating each was cognitively intact.

The residents expressed that they are not permitted
to congregate in the activity room, which is also the
dining area, to play cards, dominoes, or simply
socialize after administrative staff leave the building
during evening hours. They stated they would like to
use the activity room around 8:00 PM to play
dominoes, cards or to simply socialize but that the
nurse on duty refuses to allow them in the area,
stating there must be a staff member present to
monitor them and that no staff are currently
assigned to do so. They stated they had brought
this concern to the Activity Director, who repeated
that they must be monitored. They expressed that
this is upsetting because they are adults, this is
their home, and their ability to freely gather should
not be restricted.

Resident #2

On 5/5/26 at 3:14 PM, during an interview with
Resident #2 in the Resident Council meeting, he
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indicated that he does not like interacting with
Licensed Practical Nurse (LPN) #1, as she is rude
and talks to him and the other Residents as if they
were children when trying to sit in the dining area to
play dominoes or socialize during the late evening.
He said this upsets him because this place is his
home, he is an adult and feels it is his right to be
there anytime he wants.

A record review of the “Admission record” revealed
the facility admitted Resident #2 on 10/14/24 with
diagnoses including Chronic Obstructive Pulmonary
Disease with Acute Exacerbation and Hypokalemia.

Arecord review of the Minimum Data Set (MDS) with
an Assessment Reference Date (ARD) of 4/12/26
revealed a Brief Interview for Mental Score (BIMS)
score of (15), indicating the resident is cognitively
intact.

Resident #20

On 5/5/26, at 3:17 PM, during the Resident Council
meeting, Resident #20 expressed his desire for the
option to stay in the activity area to socialize with
other residents in the evening. He stated that
currently, staff require them to leave because they
need supervision, and since no staff members are
available to sit with them, they are unable to remain
in the space. He feels this is unfair and believes it
violates his rights as a resident of the facility.

A record review of the “Admission record” revealed
the facility admitted Resident #20 on 7/1/24 with
diagnoses including Abdominal Distension
(Gaseous).

A record review of the MDS with an ARD of 3/30/26
revealed a BIMS score of 15 indicating the resident
is cognitively intact.

Resident # 40

During the Resident Council meeting on 5/5/26 at
approximately 3:28 PM, Resident #40 explained that
he likes to play dominoes in the evening with some
of the other Residents around 8:00 PM or later. The
nurse on duty will say he and the other Residents
are not allowed in there this late because no one is
in there to sit with them. He states that this irritates
him because he does not understand why he is not
allowed in there, since this is where they usually do
their activities during the day. He adds that he is an
adult and would like the freedom to gather with
other Residents in this area at any time of day.
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On 5/6/26 around 4:00 PM, the State Agency (SA)
noticed Resident #40 looking pretty frustrated as he
wheeled himself into his room with a box of
dominoes in his lap. He shared that LPN #1 had just
told him to leave the activity area with the dominoes
and head back to his room. Resident #40 was clearly
annoyed, saying he was tired of talking to him like
he was a kid and telling him what to do. He pointed
out that it just wasn't right for her to treat him that
way.

A record review of the “Admission record” revealed
the facility admitted Resident #40 on 9/29/22 with
diagnoses including Muscle Weakness (Generalized).

Arecord review of the MDS with an ARD of 2/9/26
revealed a BIMS score of 15 indicating the resident
is cognitively intact.

During an interview on 5/6/26 at 10:15 AM, the
Activities Director stated residents had told her they
wanted to gather in the dining and activity room
area. She stated she brought this to the
Administrator, who responded that residents are not
allowed in that area when staff is not present. She
explained that residents expressed that they feel
they are being treated as children and that it is their
right to freely congregate adding, the Administrator
has been consistent with this decision. She further
stated residents are permitted to congregate in the
day room area near the front of the building, but that
it contains only one table and becomes crowded
quickly depending on how many residents come up
front.

During an interview on 5/6/26 at 3:41 PM, LPN #1
stated she works evening shifts from time to time
and acknowledged that residents are not allowed in
the dining area in the evening around 8:00 PM to
play dominoes or engage in other social activities.
She stated the facility does not have available staff
to sit with them in that area to ensure safety but
acknowledged it is the residents' right to be able to
congregate with or without a staff monitor present.

During an interview on 5/7/26 at 10:29 AM, the
Administrator stated there is currently no staff
member assigned to monitor residents in the activity
area during evening hours, and they are not
permitted to congregate in the activity room
unsupervised due to past allegations between the
residents. She added that residents should be
allowed to go anywhere in the building as a matter
of resident rights.
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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 8483.10(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 physical,
mental, and psychosocial well-being as required
under 8§483.24, 8483.25 or §483.40; and

(i) Any services that would otherwise be required
under 8483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under 8483.10, 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.
8§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:
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Based on observation, interview, and record review,
the facility failed to develop and implement a
comprehensive person-centered care plan for two (2)
of (16) sampled residents reviewed (Resident #7 and
Resident #9).

Findings include:

Arecord review of the facility’s “Care Plans,
Comprehensive Person-Centered” with a revision
date of March 2022 revealed, “A comprehensive
person-centered care plan that includes measurable,
objective and timetables to meet the residents
physical, psychosocial and functional needs is
developed and implemented for each resident...”

Resident #7

A record review of Resident #7's “Care Plan Report”
revealed an intervention to maintain Enhanced
Barrier Precautions (EBP) including washing hands,
wearing a gown, wearing gloves, and other
precautions when performing close contact care in
the resident's room.

During an observation on 5/6/26 at 9:20 AM,
Licensed Practical Nurse (LPN) #1 was observed
administering medication via Percutaneous
Endoscopic Gastrostomy (peg) tube to Resident #7.
Enhanced Barrier Precaution signage was posted on
the door. LPN #1 did not put on a gown prior to
administering medication via peg tube.

During an interview on 5/6/26 at 9:54 AM, LPN #1
confirmed she did not wear a gown while
administering medication via peg tube. She stated
she forgot to put it on. She stated the purpose of
the gown is to protect the nurse and resident from
body secretions that may come from the abdomen,
and that she placed the resident at risk for infection
by not wearing a gown. She stated she did not
follow the care plan.

During an interview on 5/7/26 at 10:51 AM,
Registered Nurse (RN) #1 stated the care plan
provides a road map for resident care and that all
staff are expected to be knowledgeable about and
follow the individualized care plan. She stated all
peg tube residents are care planned for EBP and
that a sign is posted on the door.

During an interview on 5/7/26 at 11:16 AM, the
Director of Nursing (DON) stated LPN #1 should have
worn a gown prior to care because the resident has

a peg tube. She stated the peg tube is an opening
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placed at risk for possible infection. She stated her
expectation is that staff wear a gown for all EBP
residents and that LPN #1 did not follow the care
plan.

A record review of the "Admission Record" revealed
the facility admitted Resident #7 on 6/23/11 with
diagnoses including Dysphagia Oropharyngeal
Phase.

Arecord review of the Minimum Data Set (MDS) with
an Assessment Reference Date (ARD) of 3/2/26
revealed a Brief Interview for Mental Status (BIMS)
score of 15, indicating the resident is cognitively
intact.

Resident #9

A record review of Resident #9's “Care Plan Report”
revealed a care plan with interventions that included
“...Clean stoma with soap and water, pat dry, wipe
skin around the stoma with skin prep, and apply
wafer with bag as needed... Clean suprapubic
catheter with soap and water each shift..."The
position assigned was listed to Licensed Practical
Nurse (LPN) and Registered Nurse (RN).

During an interview on 5/5/26 at 2:00 PM, LPN #1
stated Resident #9 performs his own catheter care.

During an interview and observation on 5/5/26 at
3:27 PM, Resident #9 stated he performs his own
catheter care and colostomy care. He stated the 11-7
nurse brings his colostomy bag to his room around
3:00—4:00 AM daily. He stated he applies three pairs
of gloves and removes one pair after each step of
care, uses a wet soap towel for catheter care, and
wipes from the insertion site downward. He stated a
nurse had never observed him performing the care.
A clean colostomy bag was observed on the bedside
table.

During an observation on 5/6/26 at 12:20 PM, a
clean colostomy bag was observed on the table by
Resident #9's bed.

During an interview on 5/7/26 at 11:23 AM, the DON
confirmed she was aware that Resident #9 performs
his own colostomy and suprapubic catheter care.
She stated the resident is at risk for infection and
that there is no physician order or assessment in
place for the resident to perform his own care. She
stated she is aware that nurses have been signing
the ETAR as if the care was completed per order.
She stated staff did not follow physician orders.
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During an interview on 5/7/26 at 11:45 AM, RN #3
confirmed she is aware that Resident #9 performs
his own colostomy and suprapubic catheter care and
that she has been signing the ETAR. She stated she
cuts the wafer and provides supplies, and the
resident performs the care.

A record review of the "Order Summary Report”
revealed an order dated 8/1/24 “Clean suprapubic
catheter with soap and water per Certified Nursing
Assistant (CNA) every shift” and an order dated
9/13/24 “Clean the stoma with soap and water, pat
dry, wipe skin around stoma with skin prep, and
apply wafer with bag as needed.”

Arecord review of the "Admission Record" revealed
the facility admitted Resident #9 on 3/5/24 with
diagnoses including Urinary Tract Infection,
Uninhibited Neuropathic Bladder Not Elsewhere
Classified, Colostomy Complications Unspecified,
and Other Retention of Urine.

A record review of Resident #9's MDS with an ARD
of 3/4/26 revealed a BIMS score of 15, indicating the
resident is cognitively intact.

Arecord review of Resident #9's Electronic
Treatment Administration Record (ETAR) for April
and May 2026 revealed the colostomy and
suprapubic catheter care was signed off as
completed by numerous nurses. RN #3 signed the
ETAR on 5/7/26.

Quality of Care
CFR(s): 483.25
§ 483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatment and care provided to facility
residents. Based on the comprehensive assessment
of a resident, the facility must ensure that residents
receive treatment and care in accordance with
professional standards of practice, the
comprehensive person-centered care plan, and the
residents' choices.

This REQUIREMENT is NOT MET as evidenced by:

Based on observations, interviews, record review
and facility policy review the facility failed to
implement physician orders related to colostomy
care and suprapubic catheter care for one (1) of (1)
care observations. Resident #9
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Findings Include:

A record review of the facility's policy "Compliance
Risks--Resident Quality of Care and Quality of Life"
revised January 2025, revealed “Compliance with
the Medicare and Medicaid Requirements of
Participation for resident quality of care and resident
quality of life is consistent with the goals of the
overall compliance and ethics program...”

On 5/5/26 at 2:00 PM, during an interview, Licensed
Practical Nurse (LPN) #1 stated Resident #9 performs
his own catheter care.

On 5/5/26 at 3:27 PM, during an interview and
observation with Resident #9 stated he performs his
own catheter care and colostomy care. He stated the
11-7 nurse brings his colostomy bag to his room
around 3:00-4:00 AM daily. He stated he applies
three pairs of gloves and removes one pair after
each step of care, uses a wet soap towel for catheter
care, and wipes from the insertion site downward.
He stated a nurse had never observed him
performing the care. A clean colostomy bag was
observed on the bedside table.

On 5/6/26 at 12:20 PM, during an observation a
clean colostomy bag was observed on the table by
Resident #9's bed.

During an interview on 5/7/26 at 11:23 AM, the
Director of Nursing (DON) confirmed she was aware
that Resident #9 performs his own colostomy and
suprapubic catheter care. She stated the resident is
at risk for infection and that there is no physician
order or assessment in place for the resident to
perform his own care. She stated she is aware that
nurses have been signing off on the ETAR as if the
care was completed by order. She stated they did
not follow physician orders.

During an interview on 5/7/26 at 11:45 AM,
Registered Nurse (RN) #3 confirmed she is aware
that Resident #9 performs his own colostomy and
suprapubic catheter care and that she has been
signing the ETAR. She stated she cuts the wafer and
provides supplies, and the resident does the care.

Arecord review of the "Admission Record" revealed
the facility admitted Resident #9 on 3/5/24 with
diagnoses including Urinary Tract Infection,
Uninhibited Neuropathic Bladder Not Elsewhere
Classified, Colostomy complications unspecified, and
Other Retention of Urine.
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A record review of Resident #9's Minimum Data Set
(MDS) with an Assessment Reference Date (ARD) of
3/4/26 revealed a Brief Interview for Mental Status
(BIMS) score of 15, indicating the resident is
cognitively intact.

A record review of the "Order Summary Report”
revealed an order dated 8/1/24, “Clean suprapubic
catheter with soap and water per Certified Nursing
Assistant (CNA) every shift” and an order dated
9/13/24 “Clean the stoma with soap and water, pat
dry, wipe skin around stoma with skin prep, and
apply wafer with bag as needed.”

Arecord review of Resident #9's Electronic
Treatment Administration Record (ETAR) for April
and May 2026 revealed numerous signatures by
nurses that the colostomy and suprapubic catheter
care were being completed by nurses. RN #3 signed
it on 5/7/26.

Pain Management
CFR(s): 483.25(k)
8§483.25(k) Pain Management.

The facility must ensure that pain management is
provided to residents who require such services,
consistent with professional standards of practice,
the comprehensive person-centered care plan, and
the residents' goals and preferences.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review and facility policy
review, the facility failed to ensure pain management
was provided consistent with professional standards
of practice for one (1) of (1) sampled residents
reviewed for pain management. (Resident #1).

Findings include:

A policy review of the "Pain Management and
Assessment" policy no date, reveals, "Purpose... The
purposes of this procedure are to help the staff
identify pain in the resident, develop interventions
consistent with the resident's goals and needs, and
address the underlying causes of pain...General
guidelines. 1. Pain management is a multidisciplinary
process that includes the following...monitoring for
the effectiveness of interventions; and modifying
approaches as necessary..."

During an interview on 5/4/26 at 1:00 PM, Resident
#1 stated he has been experiencing consistent pain
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at a level of 6 for the last couple of years and that
his current pain medication regimen is not strong
enough. He stated he has reported this to his
medication nurse and to the Nurse Practitioner (NP),
who told him it will get better eventually, but it has
not. He stated he walks around the building daily
after lunch for exercise but fears this will eventually
have to stop due to the increasing pain in his legs,
feet, and back.

During an interview on 5/4/26 at 1:09 PM, Licensed
Practical Nurse (LPN) #1 who serves as the Minimum
Data Set (MDS), acknowledged that Resident #1
walks around the building daily after lunch as part of
his exercise routine.

During an interview on 5/5/26 at 3:50 PM,
Registered Nurse (RN) #2 stated standard nursing
procedure is to notify the NP when a resident
reports that their pain regimen is not working. She
stated that once the NP is notified, it is up to the NP
to adjust medications. She stated pain affects all
aspects of a resident's daily life, including
participation in day-to-day activities and eating
habits, and that it is important to address any
resident report of ineffective pain medication.

During an interview on 5/6/26 at 11:20 AM, LPN #2
stated she has worked at the facility for the past two
years with Resident #1 and that he has consistently
reported his current pain medications are not
enough, consistently indicating a pain level of 6,
which she documents as required. She stated she
reported this to the NP a couple of months ago, and
the NP indicated there was nothing she could do.
She stated she informed the resident of this
response.

During an interview on 5/7/26 at 9:24 AM, the NP
stated her normal process when any resident reports
frequent pain on more than two occasions is to
evaluate them and order x-rays. She stated that if
conservative medications are not working, she would
change the medication regimen or refer the resident
to Pain Management, particularly if the resident
reports pain is affecting their daily activities. With
regard to Resident #1, she stated she had evaluated
him a few months ago because his nurse reported
his complaints of pain, but she did not see a reason
to adjust his medications at that time. Upon the
State Agency's review of the Weight and Vitals
summary reflecting consistent nursing
documentation of Resident #1 reporting a pain level
of 6 or higher from March 2026 through May 2026,
the NP stated she drives three hours to the facility
one time per week and is only in the building for
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two hours, does not get to see all residents, and that
she missed the frequency of this resident's
documented pain. She acknowledged it was her fault
and stated she would reevaluate him while at the
facility that day.

During an interview on 5/7/26 at 2:32 PM, the
Director of Nursing (DON) stated that following her
discussion with the State Agency that day, the NP
reported she had interviewed Resident #1 and that
during that discussion he did not express concerns
about his current pain medication regimen, stating
only that he was constipated. The DON stated the
NP did not adjust the pain regimen but provided
medication for constipation. Following this interview,
the State Agency interviewed Resident #1 with the
DON and the Administrator present. Resident #1
restated he is currently experiencing pain in his
legs, back, and feet and needs staff to do something
to help him, confirming the concerns he expressed
during the initial interview on 5/4/26.

Arecord review of the "Admission Record" revealed
the facility admitted Resident #1 on 3/4/20 with
diagnoses including Pain in Right Lower Leg, Pain in
Left Lower Leg, Pain in Right Leg, Muscle Spasm of
Back, Pain in Right Foot, Chronic Pain Syndrome,
and Other Chronic Pain.

Arecord review of Resident #1's "Order Summary
Report” revealed the following active pain-related
medication orders: Acetaminophen Extra Strength
Oral Tablet 500 milligrams (mg), give 2 tablets by
mouth every 6 hours as needed for pain; Tizanidine
HCI Oral Capsule 2 mg, give 2 mg by mouth two
times a day related to Muscle Spasm of Back;
Hydroxychloroquine Sulfate Oral Tablet 200 mg, give
1 tablet by mouth two times a day related to Other
Chronic Pain; and Acetaminophen-Codeine Tablet
300-30 mg, give 1 tablet by mouth two times a day
related to Pain in Leg, Unspecified.

A record review of the Minimum Data Set (MDS) with
an Assessment Reference Date (ARD) of 2/21/26
revealed a Brief Interview for Mental Status (BIMS)
score of 15, indicating cognitively intact.

A record review of the Weight and Vitals summary
from March 2026 through May 2026 revealed

consistent nursing documentation of Resident #1
reporting a pain level of 6 or higher.

Payroll Based Journal

CFR(s): 483.70(p)(1)-(5)
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8483.70(p) Mandatory submission of staffing
information based on payroll data in a uniform
format.

Long-term care facilities must electronically submit
to CMS complete and accurate direct care staffing
information, including information for agency and
contract staff, based on payroll and other verifiable
and auditable data in a uniform format according to
specifications established by CMS.

8483.70(p)(1) Direct Care Staff.

Direct Care Staff are those individuals who, through
interpersonal contact with residents or resident care
management, provide care and services to allow
residents to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being. Direct care staff does not include
individuals whose primary duty is maintaining the
physical environment of the long term care facility
(for example, housekeeping).

8483.70(p)(2) Submission requirements.

The facility must electronically submit to CMS
complete and accurate direct care staffing
information, including the following:

() The category of work for each person on direct
care staff (including, but not limited to, whether the
individual is a registered nurse, licensed practical
nurse, licensed vocational nurse, certified nursing
assistant, therapist, or other type of medical
personnel as specified by CMS);

(ii) Resident census data; and

(iii) Information on direct care staff turnover and
tenure, and on the hours of care provided by each
category of staff per resident per day (including, but
not limited to, start date, end date (as applicable),
and hours worked for each individual).

8483.70(p)(3) Distinguishing employee from agency
and contract staff. When reporting information about
direct care staff, the facility must specify whether
the individual is an employee of the facility, or is
engaged by the facility under contract or through an
agency.

8483.70(p)(4) Data format.

F0851

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

Event ID: 2305D9-H1

Facility ID: 76AA If continuation sheet Page 18 of 26



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

PRINTED: 05/18/2026
FORM APPROVED
OMB NO. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA

STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS

255217

(X2) MULTIPLE CONSTRUCTION
A. BUILDING
B. WING

(X3) DATE SURVEY COMPLETED
05/07/2026

NAME OF PROVIDER OR SUPPLIER
RIVER HEIGHTS HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
402 ARNOLD AVENUE , GREENVILLE, Mississippi, 38701

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID

TAG

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

(X5)
COMPLETION
DATE

F0851
SS=E

Continued from page 18 F0851

The facility must submit direct care staffing
information in the uniform format specified by CMS.

8483.70(p)(5) Submission schedule.

The facility must submit direct care staffing
information on the schedule specified by CMS, but
no less frequently than quarterly.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and facility policy
review the facility failed to ensure that complete and
accurate direct care staffing information was
electronically submitted to the Centers for Medicare
& Medicaid Services (CMS) through the
Payroll-Based Journal (PBJ) system within the
required timeframe for one (1) of four (4) quarters
reviewed, FY (Fiscal Year) Quarter 1 2026 (October
1-December 31).

Findings Include:

A review of the facility policy “Reporting Direct Care
Staffing Information (Payroll-Based Journal) with a
revision date of August 2022 revealed, “Direct care
staffing information is reported electronically to CMS
through the Payroll-Based Journal system. Policy
Interpretation and Implementation 1. Complete and
accurate direct care staffing information is reported
electronically through the PBJ system in a uniform
format specified by CMS...10. Staffing information is
collected daily and reported for each fiscal quarter
no later than 45 days after the end of the reporting
quarter. Dates are as follows: Quarter 1 Submission
Deadline — February 14th...”

During an interview on 05/04/2026 at 11:33 AM, the
Administrator revealed that the person in charge of
submitting Payroll-Based Journal (PBJ) data for the
facility is the Chief Operating Officer (COO). She
stated that she knew he had submitted the data and
was therefore unsure why it did not appear as
submitted and stated she was unaware that the
submission had not been accepted.

During an interview with the COO on 5/5/26 at

12:57 PM, he revealed that PBJ data is due to be
reported to CMS within 45 days after the end of each
quarter and is considered late on any date after that
deadline. He noted that he was out of town during
the week of the Quarter 1 PBJ submission for fiscal
year 2026. He stated that he submitted it on Friday
(Day 44) of that week and then did not recheck the
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submission on Saturday (Day 45) because he had
never previously experienced any issues. He stated
that upon returning to the office on Monday, he
received fatal warnings from CMS regarding the
submission. He then emailed CMS but was
instructed that they were unable to assist him due to
the volume of facilities they oversee. He
acknowledged that this is the second facility under
his oversight to experience this issue, noting that he
submits PBJ data for all four facilities under his
management simultaneously. He stated that he
already has a plan of correction prepared.

During a follow-up interview on 5/6/26 at 12:10 PM,
the Administrator presented an email on her
computer from the COO in which he explained that
he was out of town during the week of the PBJ
submission, that he submitted on Day 45, and that
he subsequently received fatal warnings from CMS
following that submission.

During an interview with the Director of Nursing
(DON) on 05/07/2026 at 8:43 AM, she revealed that
the COO collects PBJ staffing data via emails from
herself and Registered Nurse (RN) #1, which contains
staffing numbers for each day. She stated the COO
stores that data and utilizes it to submit the

facility's PBJ report to CMS.

During a follow-up interview with the Administrator
on 5/7/26 at 12:45 PM, she noted that the
importance of timely PBJ data submission is to
ensure that facilities maintain adequate staffing
numbers as required.

Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an infection
prevention and control program designed to provide
a safe, sanitary and comfortable environment and to
help prevent the development and transmission of
communicable diseases and infections.

§483.80(a) Infection prevention and control program.
The facility must establish an infection prevention

and control program (IPCP) that must include, at a
minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,

F0851
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and communicable diseases for all residents, staff,
volunteers, visitors, and other individuals providing
services under a contractual arrangement based
upon the facility assessment conducted according to
§483.71 and following accepted national standards;

8483.80(a)(2) Written standards, policies, and
procedures for the program, which must include, but
are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other persons
in the facility;

(if) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions to
be followed to prevent spread of infections;

(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation, depending
upon the infectious agent or organism involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility must
prohibit employees with a communicable disease or
infected skin lesions from direct contact with
residents or their food, if direct contact will transmit
the disease; and

(vi)The hand hygiene procedures to be followed by

staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and transport
linens so as to prevent the spread of infection.
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8483.80(f) Annual review.

The facility will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review, and
facility policy review the facility failed to ensure staff
adhered to Enhanced Barrier Precaution (EBP)
protocols during high-contact resident care activities
for one (1) of (1) residents reviewed. (Resident #7)

Findings include:

A record review of the facility’s “Enhanced Barrier
Precautions” with a revision date of 12/2024
revealed “Enhanced barrier precautions (EBP) are
utilized to prevent the spread of multi-drug-resistant
organisms (MDRO's) to residents...7. a. Gowns and
gloves are applied prior to performing the high
contact resident care activity (as opposed to before
entering the room) ...”

During an observation on 5/6/26 at 9:20 AM,
Licensed Practical Nurse (LPN) #1 was observed
administering medication via Percutaneous
Endoscopic Gastrostomy (PEG) tube to Resident #7.
EBP signage was posted on the door. LPN #1
entered the room but did not don (put on) a gown
prior to administering medication via PEG tube, as
required by the facility's EBP policy and the posted
door signage.

During an interview on 5/6/26 at 9:54 AM, LPN #1
confirmed she did not wear a gown while
administering medication via PEG tube to Resident
#7. She stated she "forgot to put it on." She further
stated that the purpose of the gown is to protect
both the nurse and the resident from body
secretions that may come from the abdomen and
acknowledged that she placed the resident at risk
for infection by not wearing a gown.

During an interview on 5/7/26 at 10:21 AM, LPN
#2/Infection Prevention Nurse stated that LPN #1
should have worn a gown and that not wearing one
placed the resident at high risk of infection. She
stated her expectation is that staff wear a gown
when performing direct care for residents on EBP to
prevent the spread of infection.

QAPI/QAA Improvement Activities F0867

CFR(s): 483.75(c)(1)-(4)d)(1)(2)(e)(1)-(3)(@)(2) (i) iii)
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monitoring.

A facility must establish and implement written
policies and procedures for feedback, data
collections systems, and monitoring, including
adverse event monitoring. The policies and
procedures must include, at a minimum, the
following:

8483.75(c)(1) Facility maintenance of effective
systems to obtain and use of feedback and input
from direct care staff, other staff, residents, and
resident representatives, including how such
information will be used to identify problems that are
high risk, high volume, or problem-prone, and
opportunities for improvement.

§483.75(c)(2) Facility maintenance of effective
systems to identify, collect, and use data and
information from all departments, including but not
limited to the facility assessment required at §483.71
and including how such information will be used to
develop and monitor performance indicators.

8483.75(c)(3) Facility development, monitoring, and
evaluation of performance indicators, including the

methodology and frequency for such development,

monitoring, and evaluation.

8483.75(c)(4) Facility adverse event monitoring,
including the methods by which the facility will
systematically identify, report, track, investigate,
analyze and use data and information relating to
adverse events in the facility, including how the
facility will use the data to develop activities to
prevent adverse events.

8483.75(d) Program systematic analysis and systemic
action.

8§483.75(d)(1) The facility must take actions aimed at
performance improvement and, after implementing
those actions, measure its success, and track
performance to ensure that improvements are
realized and sustained.

§483.75(d)(2) The facility will develop and implement
policies addressing:
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(i) How they will use a systematic approach to
determine underlying causes of problems impacting
larger systems;

(ii) How they will develop corrective actions that will
be designed to effect change at the systems level to
prevent quality of care, quality of life, or safety
problems; and

(iii) How the facility will monitor the effectiveness of
its performance improvement activities to ensure
that improvements are sustained.

8483.75(e) Program activities.

§483.75(e)(1) The facility must set priorities for its
performance improvement activities that focus on
high-risk, high-volume, or problem-prone areas;
consider the incidence, prevalence, and severity of
problems in those areas; and affect health
outcomes, resident safety, resident autonomy,
resident choice, and quality of care.

§483.75(e)(2) Performance improvement activities
must track medical errors and adverse resident
events, analyze their causes, and implement
preventive actions and mechanisms that include
feedback and learning throughout the facility.

8483.75(e)(3) As part of their performance
improvement activities, the facility must conduct
distinct performance improvement projects. The
number and frequency of improvement projects
conducted by the facility must reflect the scope and
complexity of the facility's services and available
resources, as reflected in the facility assessment
required at 8483.71. Improvement projects must
include at least annually a project that focuses on
high risk or problem-prone areas identified through
the data collection and analysis described in
paragraphs (c) and (d) of this section.

8483.75(g) Quality assessment and assurance.

8483.75(g)(2) The quality assessment and assurance
committee reports to the facility's governing body,

or designated person(s) functioning as a governing
body regarding its activities, including

implementation of the QAPI program required under
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paragraphs (a) through (e) of this section. The
committee must:

(ii) Develop and implement appropriate plans of
action to correct identified quality deficiencies;

(iii) Regularly review and analyze data, including data
collected under the QAPI program and data resulting
from drug regimen reviews, and act on available

data to make improvements.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, facility policy review, and record
review the facility's Quality Assurance and
Performance Improvement (QAPI) committee failed to
sustain corrective action to prevent recurrence of
previously cited deficiencies, specifically, the facility
was cited for failing to ensure infection control
standards were adhered to related to proper use of
Enhanced Barrier Precautions (EBP) during care in
June 2025 and was again cited for the same
deficient practice on the current survey,
demonstrating that QAPI failed to sustain ongoing
monitoring and oversight to prevent recurrence for
one (1) of eight (8) deficiencies cited. F880.

Findings included:

Record review of the facility policy "Quality
Assurance and Performance Improvement Program”
revealed “Policy Statement: The facility shall
develop, implement, and maintain an ongoing,
facility-wide, data-driven QAPI program that is
focused on indicators of the outcomes of care and
quality of life for our residents..."

Record review of the Centers for Medicare and
Medicaid Services (CMS) Form 2567 (Statement of
Deficiencies) dated 6/5/2025 revealed that the
facility was cited in June 2025 for citation F880 —
Failure to Ensure Infection Control Practices,
specifically related to a Certified Nursing Assistant
(CNA) performing catheter care without wearing
appropriate Enhanced Barrier Precautions (EBP)
personal protective equipment (gown). The current
survey identified the same practice concern,
demonstrating that the facility's QAPI interventions
were insufficient to sustain long-term compliance
and prevent a repeat deficiency.

An interview with on 05/07/2026 at 1:40 PM, the
Administrator revealed that the facility's QAPI
committee meets monthly, although the regulatory
requirement is at minimum quarterly. Committee

F0867
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Administrator, Director of Nursing (DON), Activity
Coordinator, Head CNA, Maintenance Supervisor,
Medical Director, Social Worker, Dietary, Assistant
Director of Nursing (ADON), Treatment Nurse, and
Business Manager. The Administrator stated that
new areas of focus are identified and discussed in
QAPI meetings, followed by implementation of an
evaluation plan via monthly or weekly audits. She
further confirmed that the facility first discussed the
results of the June 2025 annual survey during the
July 2025 QAPI meeting. At that time, it was
identified that the facility had received a citation for
Infection Control (F880) related to a CNA performing
catheter care without wearing appropriate EBP
personal protective equipment. She confirmed that
during the current survey cycle, the same concern
was again identified. As part of the Plan of
Correction from the 2025 survey, the facility initiated
weekly audits of CNA staff compliance with EBP
protocol for a period of 12 weeks. Once
administration deemed staff compliant, monitoring
was discontinued. The Administrator acknowledged
that staff may have become complacent following
the cessation of monitoring and subsequently failed
to maintain appropriate EBP practices. She stated
that to prevent recurrence, the facility may
implement an extended monitoring period beyond
the previously established 12-week timeframe. She
noted that in addition to CNA education and
monitoring, infection control audits are conducted
monthly as agreed upon during QAPI, with the next
audit scheduled for May 14, 2026. The Administrator
explained that the purpose of QAPI is to discuss
clinical performance each month, identify areas of
concern, implement plans to resolve issues, address
grievances, ensure compliance, maintain quality of
care, and follow facility policy.
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