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The State Agency (SA) conducted a complaint Past noncompliance: no plan of
investigation (Cl) MS#19765 and Cl MS#19950 at correction required.

the facility from 01/09/23 to 01/10/23. During the
survey, the SA determined that the facility was not
in compliance with the requirements of
participation in Medicare and Medicaid related to
the complaint Cl MS#19765 for resident abuse
and cited F600. Based on the facility's
implementation of corrective actions taken on
11/08/22, this was determined to be Past
Non-Compliance. The SA found no deficient
practice for Cl MS#19950 related to assessment
and notification.

The facility had a census of 114 at the time of the
survey and held a license for 120 beds.

F 600 | Free from Abuse and Neglect F 600
SS=D | CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

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-

§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced

by:
Based on observation, interview, record review Past noncompliance: no plan of
and facility policy review the facility failed to correction required.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/19/2023

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: J2YC11 Facility ID: 36GR If continuation sheet Page 1 of 8



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

PRINTED: 01/19/2023
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

255269

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C
01/10/2023

NAME OF PROVIDER OR SUPPLIER

OXFORD HEALTH & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1301 BELK BOULEVARD
OXFORD, MS 38655

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 600

Continued From page 1

ensure that one (1) of five (5) residents were
protected from physical abuse. Resident #2.
Based on the facility's implementation of
corrective actions taken on 11/08/22, this was
determined to be Past Non-Compliance.

Findings Include:

Review of the facility's policy titled, "Abuse,
Neglect, And Exploitation," revised date
10/10/2022, revealed, "This facility's policy is to
protect each resident's health, welfare, and rights
by developing and implementing written policies
and procedures that prohibit abuse, neglect,
exploitation, and misappropriation of resident
property."

Record review revealed an investigation of
alleged physical abuse conducted by the facility
on 11/08/22 involving Certified Nursing Assistant
(CNA) #1 and Resident #2. At approximately
9:30 AM on 11/08/22, CNA #1 and CNA #2 were
in Resident #2's room changing her brief when
Licensed Practical Nurse (LPN) #1, who was just
inside the door to Room #B95, overheard what
sounded like two pops. Immediately after hearing
that, Resident #2 stated, "Ouch, don't hit me" and
CNA #1 stated, "I didn't hit you, you hit me first."
CNA #2 witnessed CNA #1 slap Resident #2 two
times on her hand. LPN #1 checked on Resident
#2, made sure that she was okay and then
reported the incident to LPN #2. The incident
was then reported immediately to the
Administrator (ADM), the Director of Nursing
(DON), Assistant Director of Nursing (ADON),
and B-Unit Manager. CNA #1 was immediately
pulled off the floor and interviewed. The B-Unit
Manager completed a full body audit on Resident
#2 and multiple x-rays were completed with no

F 600
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injuries found. The facility immediately began an
investigation, reported the incident to the Local
Police Department, the State Department of
Health, and to the Attorney General's Office. CNA
#1 was terminated. The Police Department
arrived about five minutes after the alleged abuse
was reported. CNA #1 admitted that she slapped
Resident #2's hand while changing her. CNA #2
was interviewed and stated, "We were changing
her, and we had her legs up and she slapped at
(Resident's proper name). Resident slapped her
hand and said, don't be hitting me." Resident #2
was interviewed, and she confirmed that CNA #1
had slapped her hand. CNA #1 was immediately
terminated, and charges were filed against her for
abuse and neglect of a vulnerable adult.
Resident #2's son was notified. An immediate
in-service was started with all staff on abuse and
neglect and reporting of abuse and neglect.
Resident's Care Plan was updated. An
emergency Quality Assurance (QA) Meeting was
held, and interviews were started immediately
with residents and staff.

On 01/09/23 at 12:45 PM, an
observation/interview with Resident #2 revealed
that she could talk very little due to the recent use
of an oxygen face mask on at 10 liters/minute
continuously.

On 01/09/23 at 5:00 PM, an interview with the
DON, revealed that Resident #2 has had a recent
decline in her health and was now on hospice.
She also revealed that Resident #2 was able to
talk and answer questions some days and not
able to on other days. The Administrator revealed
that on 11/08/22, two CNAs were in Resident #2's
room to change her brief and had the privacy
curtain pulled. ADM revealed that LPN #1 was

F 600
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just inside the resident's room and heard the
commotion. LPN #1 had reported that she had
overheard the resident state, "Don't hit me again."
This LPN also overheard CNA #1 reply with,
"Well, you hit me first." CNA #2 was assisting
with the care of the resident. The ADM revealed
that LPN #1 reported this to LPN #2 and the
incident was immediately reported to
administrator, the police were called, the AG
office was contacted and so was SA office. The
Administrator revealed that the local police
arrived about five minutes after they were called
and interviewed CNA #1. CNA #1 confessed to
them that she had slapped the resident's hand
and CNA #1 was given a court date. CNA#1 was
terminated at this time. The DON stated that they
called the Resident's son and reported all of this
to him. She also stated, "The resident could get a
little feisty at times, but this did not justify her
(CNA #1) actions."

On 01/09/23 at 5:30 PM, an interview with DON,
revealed that she accompanied the local police
department into the resident's room and that
initially, resident denied any abuse. As the
interview continued, Resident #2 stated that the
aid with glasses and dark, wavy hair slapped her
hand. Resident could not remember her name
but stated that this aid was here all the time.

On 01/10/22 at 9:40 AM, a phone interview with
CNA #2 revealed that on 11/08/22, she and CNA
#1 were in Resident #2's room changing her brief.
While CNA #1 was changing her brief, the
resident slapped CNA #1 because she was being
a little rough and was rushing to get through. CNA
#2 witnessed CNA #1, pop Resident #2 on her
hand twice and heard the resident say, "Ouch,
that hurt, don't hit me again!" CNA #2 revealed

F 600
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that Resident #2 had no marks or red places on
her hand where she was slapped. CNA #2
revealed that the resident was back to herself
acting like nothing ever happened. CNA #2
revealed that this was reported immediately,
investigated and that in-services on abuse,
neglect was completed with all staff.

On 01/09/23 at 10:00 AM, the State Agency (SA)
attempted to call CNA #1 with no answer and SA
was unable to leave a voicemail. CNA#1 did not
return any calls.

On 01/10/23 at 11:55 AM, a phone interview with
LPN #1 revealed that she was standing just
inside Resident #2's room when she heard some
loud talking. She heard CNA #1 say, "Quit, be
still, quit yelling, we gotta change you!" She then
heard the resident say, "You're being too rough,
you're hurting me." She also revealed that she
heard what sounded like two slaps but did not
see it. This LPN also revealed that Resident #2
was in her right mind at this time and that if
someone would rush her or get rough with her,
she would sometimes be loud. LPN #1 revealed
that she stayed in the room until the CNAs had
finished changing the resident and then she
immediately reported this. She also revealed that
CNA #1 was immediately pulled off the floor and
was terminated later that same day.

On 01/10/23 at 1:30 PM, an interview with the
Staff Educator revealed that she had been here
for 22 years and that oversaw staff education.
She revealed that the staff members receive
training on Abuse/Neglect/Reporting Abuse upon
hire, quarterly and anytime an incident in the
facility occurred. She also revealed that upon
hire and yearly, staff were required to watch

F 600
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videos on how to deal with residents in different
scenarios and stated that it is one on one
in-services and each staff member was required
to sign that he/she attended.

Record review of "Investigation/Statement Form"
dated 11/08/22 revealed the following statement
written by accused CNA #1: "l know | don't post to
hit a resident, but it was a reflex went she hit me
and | am very sorry. | know | will get trouble for
that." This statement was signed by CNA #1.

Record review of the acknowledgement of the
"Abuse Policy" signed by CNA #1 on 3/2/20,
revealed the following: "It is the policy of this
nursing facility to prohibit abuse of any kind and
all residents. Any employee who is guilty of any
type of abuse: mental, verbal, physical, sexual, or
any other, resulting from a full investigation will be
discharged without notice and could face criminal
and civil penalties for failure to exercise
reasonable care."

Record review of the "Investigation/Statement
Form" dated 11/08/22 revealed the following
written statement completed by CNA #2 which
stated, "l seen (CNA #1) hit (proper name) on her
hand after (proper name) hit her. Form was
signed by CNA #2.

Record review of CNA #1's Personnel Record
revealed that a Criminal History Background
Check had been completed prior to her
employment and no violations found that would
prevent her from working and she was hired on
03/02/22. Annual Employee Evaluation Forms
had been completed on 03/19/21 and 03/09/22.
This SA also observed in the personnel record no
other write-ups or disciplinary actions were noted.

F 600
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The CNA License was observed with an
expiration date of 07/31/23 and the CNA was
terminated on 11/08/22 for Substantiated Abuse
of a resident.

Record review of "Employee Final Exit Job
Performance Record" Form on employee with
date employment ended date of 11/08/2022
revealed reason as "Substantiated Abuse."

Record review of Resident #2's Face Sheet
revealed that she was admitted to the facility on
06/06/2014 with the following diagnoses to
include: Encounter for Attention to Colostomy,
Dementia, Edema, Cellulitis, Cognitive
Communication Deficit, Chronic Pain, Muscle
Weakness, Lack of Coordination, Shortness of
Breath, Major Depressive Disorder, and
Generalized Anxiety. Record review of Resident
#2's most recent Minimum Data Set (MDS) with
an Assessment Reference date (ARD) of
12/27/22 revealed a Brief Interview for Mental
Status (BIMS) Score of 11 indicating a moderately
impaired cognitive status.

Record review revealed that on 11/08/22, the
ADON conducted an interview with all residents
on B-Hall who had been under the care of CNA
#1 and no further issues were noted. CNA #1
was immediately terminated, and charges were
filed against her for abuse and neglect of a
vulnerable adult. The facility notified the
Responsible party, the local police, the Attorney
General, the State Agency and immediately
began in-services regarding abuse and neglect
until 100% of the staff had completed their
in-services. Resident #2 was immediately
assessed, and a body audit was completed. The
Social Worker (SW) followed up with the resident

F 600
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for the next several weeks to ensure that she did
not suffer any negative outcome, and none was
evidenced by the SW visits with the resident one
on one. An immediate in-service was started with
all staff on abuse and neglect and reporting of
abuse and neglect. Resident's Care Plan was
updated. An emergency Quality Assurance (QA)
Meeting was held, and interviews were started
immediately with residents and staff. The SA feels
that the facility completed all the requirements
and cited abuse at past noncompliance.
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