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The State Agency (SA) conducted an on-site
Complaint Investigation (Cl) MS #16500, at the
facility on 03/02/2020. The SA did not
substantiate Cl MS #16500 for the complaint of
not having sufficient staffing. The SA
substantiated CI MS #16500 for the complaint of
Resident Rights related to environment, and cited
the regulatory deficiency at F584. The SA
determined that the facility was not in substantial
compliance with the requirements of participation
in Medicare and Medicaid.

At the time of the survey, the facility had a census
of 46, and held a license for 59 beds.

F 584 | Safe/Clean/Comfortable/Homelike Environment F 584 4/22/20
SS=D | 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
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
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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, record review, and staff
interviews, the facility failed to provide an
environment that was safe, clean and homelike
for three (3) of 46 residents' bedrooms. Resident
bedroom #111 #122, and #118, contained a black
substance on the walls and ceilings, chipped
paint, peeling plaster, and loose quarter and dime
sized paint/plaster chip residue lying on the floors.

During an interview, on 03/02/2020 at 1:15 PM,
the Director of Nursing (DON) revealed, the
facility had Registered Nurse (RN) coverage
seven (7) days per week. The DON stated she
had no knowledge of mold or mildew being in the
facility. The DON stated no ilinesses related to
mold and mildew had been brought to her
attention.
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A. What corrective action(s) will be
accomplished for those residents found to
have been affected by the deficient
practice?

Upon notification of the deficient practice
on March 2, 2020, the residents in
bedrooms 111, 118, and 122 were
removed from the bedrooms and the
housekeeping staff cleaned the affected
areas with peroxy hdox to remove the
black substance from the walls and
ceiling. On March 2 and 3, 2020, the
Charge Nurses examined the residents in
bedrooms 111, 118, and 122 and found no
negative outcome related to the deficient
practice. The residents in room 122 were
moved to other resident rooms.

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

Event ID: DA6411

Facility ID: 61AD

If continuation sheet Page 2 of 5



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

PRINTED: 01/15/2021

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

25A403

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

COMPLETED

C
03/02/2020

NAME OF PROVIDER OR SUPPLIER

JNH-ADAMS INN

STREET ADDRESS, CITY, STATE, ZIP CODE
3550 HIGHWAY 468 WEST PO BOX 207, BUILDING 31
WHITFIELD, MS 39193

An interview, on 03/02/2020 at 1:30 PM, with the
facility's Administrator (ADM), revealed, the black
substance on the walls and window sills, had
been an on-going issue, and the facility was
working daily to clean, paint, and get rid of the
black substance. The ADM stated there had not
been an outside contractor and/or company
consulted to identify the black substance or to
remove the black substance. The Administrator
revealed the facility had a large housekeeping
and maintenance department located on the
property.

During an interview, on 03/02/2020 at 1:45 PM,
with the facility's Social Worker (SW), she
revealed that several months ago a complaint
was issued by a family member of one of the
residents, that there was black mold and mildew
growing on the walls of the resident's bedroom.
The SW revealed, at that time, the facility's ADM
removed all residents from room #122, and had
the room cleaned and re-painted. The SW stated
that no residents had ever been returned to live in
bedroom #122, since that complaint was issued
several months ago.

On 03/02/2020 at 2:00 PM, during an interview,
with the Director of Operations and
Environmental Services, revealed,15 work orders
had been submitted to the maintenance
department concerning mold and mildew and the
need for cleaning and re-painting. She stated
that Housekeeping works daily to clean and to
stay ahead of the "black substance." The Director
of Operations and Environmental Services
confirmed, the housekeeping employees were not
allowed to clean with strong chemicals, such as
bleach, because of safety hazards. She stated
the Housekeeping Department cleans with

B. How you will identify other residents
having the potential to be affected by the
same deficient practice?

On March 2, 2020, the Director of Nursing
(DON) and the Minimum Data Set
(MDS)Nurse reviewed Adams Inn(Js
census and found that 4 of the 46
residents have the potential to be
affected, but no other residents were
found to be affected.

C. What measures will be put into place
or what systemic changes you

will make to ensure the deficient practice
will not recur?

Beginning March 3, 2020, the Adams
InnOs housekeeping staff cleaned the
resident bedrooms daily with peroxy hdox.
On March 4, 2020, a work order was
generated when the Mississippi State
Hospital (MSH) Environmental Services
Department was notified of a black
substance in resident bedrooms 118 and
122; room 111 no longer had black
substances on the wall or ceilings.
Employees from the above department
presented to the building, cleaned and
treated resident bedrooms 118 and 122.
Additionally, on March 4, 2020,
dehumidifiers were placed in resident
bedrooms 111, 118 and 122 to decrease
the potential buildup of the black
substance and moisture. Additional
dehumidifiers were purchased and placed
throughout the facility. On March 6, 2020,
an Environmental Consultant conducted a
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hydrogen peroxide and other approved
chemicals. The Director of Operations and
Environmental Services stated there had not
been an outside agency consulted to positively
identify the "black substance" or to get rid of it.
She stated the facility was well aware of the
"black substance" and that they were working
daily to provide a safe and clean environment for
all residents and staff. She stated the
Maintenance Department had been contacted
and that they had re-painted and cleaned the
walls and ceilings, but the "black substance"
comes back because the walls and ceiling are
made of concrete and the buildings were 60 to
100 years old.

During an observation, on 03/02/2020 at 2:00 PM,
rooms #111, #118, and #122 revealed, there was
"black substance" on the walls and ceilings, and
there was chipped paint and peeling plaster, with
loose pieces of plaster (dime and quarter size)
and paint residue on the floors. There were no
residents present upon observation.

Arecord review, revealed, 15 facility work orders,
supplied and identified by the Director of
Operations and Environmental Services, and that
she verified were sent to the Maintenance
Department, for re-painting and repairing the
walls of the residents' bedrooms since June
2019. The Director of Operations and
Environmental Services signed and dated the
verification of the 15 work orders, that were
submitted to the Maintenance Department.

Review of the facility's statement, dated
03/02/2020, signed by the facility's ADM and
DON, revealed, "As of March 2, 2020, (name of
facility) has not had any resident that has been

walkthrough to examine the facility for
black substances on the walls and
ceilings. Due to restricted visitations due
to COVID -19, a return date is pending for
the Environmental Consultant. On March
9, 2020, the Coordinator of Unit
Operations (CUO) began conducting
rounds three (3) times a week to ensure
the dehumidifiers were located in the
affected bedrooms and to monitor for any
existing black substance on the walls and
ceilings. On March, 18, 2020, the CUO
in-serviced the housekeeping staff on the
importance of checking and cleaning the
resident bedrooms and reporting any
occurrence of black substance on the
walls and ceilings.

D. How the corrective action(s) will be
monitored to ensure the deficient practice
will not recur, i.e. what quality assurance
will be put in place?

The CUO will report findings to the Adams
InnCs Nursing Home Administrator (NHA)
weekly. Any deficiencies will be addressed
immediately by the CUO. The NHA will
report to the Adams Inn(ls Quality
Assurance Performance Improvement
(QAPI) Committee as needed the
progression and effectiveness of the
corrected actions. Should systemic
changes not be effective, QAPI will
investigate and determine further action(s)
to be implemented.
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identified with having any respiratory sickness
due to Mold or Mildew."
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