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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted an annual 

re-certification survey at the facility from 

3/13/2023 - 3/16/2023. During the survey, the SA 

determined the facility was not in compliance with 

Medicare and Medicaid requirements of 

participation. The SA identified non-compliance 

and cited F 693 related to labeling gastric 

feedings for one (1) of five (5) residents. Resident 

# 17.

The census at the time of the survey was 53 and 

the facility is licensed for 91 beds.

 

F 693 Tube Feeding Mgmt/Restore Eating Skills

CFR(s): 483.25(g)(4)(5)

§483.25(g)(4)-(5) Enteral Nutrition

(Includes naso-gastric and gastrostomy tubes, 

both percutaneous endoscopic gastrostomy and 

percutaneous endoscopic jejunostomy, and 

enteral fluids). Based on a resident's 

comprehensive assessment, the facility must 

ensure that a resident- 

§483.25(g)(4) A resident who has been able to 

eat enough alone or with assistance is not fed by 

enteral methods unless the resident's clinical 

condition demonstrates that enteral feeding was 

clinically indicated and consented to by the 

resident; and

§483.25(g)(5) A resident who is fed by enteral 

means receives the appropriate treatment and 

services to restore, if possible, oral eating skills 

and to prevent complications of enteral feeding 

including but not limited to aspiration pneumonia, 

diarrhea, vomiting, dehydration, metabolic 

abnormalities, and nasal-pharyngeal ulcers.

F 693 4/20/23

SS=D

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

03/27/2023Electronically Signed

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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F 693 Continued From page 1 F 693

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, staff interviews, facility 

policy review and record review, the facility failed 

to label an enteral feeding with nurse's initials, 

and date and time the formula was 

hung/administered for one (1) of five (5) residents 

with enteral feeding. Resident #17

Findings include:

 

A record review of the facility policy titled, Enteral 

Tube Feeding via Continuous Pump with a 

revision date of March 2015, revealed, "... Initiate 

Feeding... 5. On the formula label, document 

initials, date and time the formula was 

hung/administered, and initial that the label was 

checked against the order..." 

An observation on 03/13/23 at 10:20 AM, 

revealed Resident #17's enteral feeding of Jevity 

1.2 was infusing.  There was no date, time 

initiated, or nurse initials noted on the bottle. 

An observation on 03/13/23 at 01:34 PM, 

revealed Resident #17's enteral feeding of Jevity 

1.2 was infusing. The Jevity 1.2 bottle had no 

date, time initiated or nurse initials on the bottle. 

An interview on 03/13/23 at 02:05 PM, the 

Director of Nurses (DON) revealed any resident 

on enteral feeding, the tubing and milk is 

supposed to be changed out at least every 

twenty-four hours.  She revealed the nurse that 

changes out the feeding is supposed to fill out the 

label on the bottle which includes the date and 

time it is hung, the flow rate and their initials. 

An observation and interview on 03/13/23 at 2:15 

 On 3/13/2023 the Licensed Practical 

Nurse (LPN) that was assigned to 

Resident #17 replaced the Enteral Tube 

Feeding and labeled it with her initials and 

the date and time it was administered. 

Resident #17 was assessed on 3/13/2023 

by the Director of Nursing and exhibited 

no negative signs and symptoms. 

Four (4) residents receiving Enteral Tube 

Feeding have the potential to be affected. 

Nursing staff was in-serviced by the 

Director of Nursing on 3/13/2023 on 

Labeling Enteral Tube Feedings with the 

nurse's initials, date, and time the feeding 

is hung/administered to ensure 

compliance. 

Beginning 3/16/2023 the Director of 

Nursing will inspect Enteral Tube feedings 

three (3) times a week for four (4) weeks, 

then weekly for four (4) weeks and 

monthly for three (3) months to ensure the 

feeding is labeled with the date, time, and 

initials of the nurse responsible for 

administering the feeding. Findings will be 

reported to the Quality Assurance 

Performance Improvement Committee by 

the Director of Nursing for three (3) 

months for review and recommendations. 

The Administrator is responsible for the 

on-going monitoring and compliance. The 

Administrator will present the findings at 

the Quality Assurance meeting scheduled 

for 4/20/2023.

FORM CMS-2567(02-99) Previous Versions Obsolete QTF111Event ID: Facility ID: 42PM If continuation sheet Page  2 of 3



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  04/11/2023
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

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

255216 03/16/2023
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

1600 WEST CLAIBORNE AVENUE EXTENDED
RIVERVIEW NURSING & REHABILITATION CENTER

GREENWOOD, MS  38930

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 693 Continued From page 2 F 693

PM, the DON confirmed that Resident #17 had 

Jevity 1.2 infusing, and the bottle was not labeled 

with the date, time initiated, flow rate and the 

nurses initials. She confirmed that the nurses are 

always supposed to label the bottles. She 

revealed she was not sure how long the bottle 

had been hanging and she was going to find out. 

She revealed this could cause the resident to get 

sick if the feeding was hanging past twenty-four 

hours. 

An interview on 03/13/23 at 2:34 PM, the DON 

revealed there was no way to tell on the 

electronic medication record of what time the 

feeding was hung, she revealed it gets changed 

out when the bottle is empty or at least every 

twenty-four hours per protocol but the nurse is 

always supposed to label the bottle so the next 

nurse will know when it was last changed. 

A record review of Resident #17's Face Sheet 

revealed the Resident was admitted to the facility 

on 4/12/18 with diagnoses of Alzheimer's disease, 

Gastrostomy status and Dysphagia, 

oropharyngeal phase. 

Record review of Minimum Data Set (MDS) with 

an Assessment Reference Date (ARD) of 

02/23/2023 revealed Resident #17 is severely 

impaired-never/rarely made decisions.
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