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 M 350 45.12.1 Reponsiblility

1. There shall be a licensed administrator with 

authority and responsibility for the operation of 

the facility in all its administrative and 

professional functions subject only to the policies 

enacted by the governing authority and to such 

orders as it may issue. The administrator shall be 

the direct representative of the governing 

authority in the management of the facility and 

shall be responsible to said governing authority 

for the proper performance of duties.

2. There shall be a qualified individual present in 

the facility responsible to the administrator in 

matters of administration who shall represent him 

during the absence. The persons shall not be a 

resident of the facility.

This Statute  is not met as evidenced by:

 M 350 6/2/23

Level IV

Based on interviews, record review, and facility 

policy review, the facility failed to be administered 

in a manner that enabled the use of its resources 

to effectively maintain the highest practicable 

physical well-being when residents did not 

receive physician-ordered services for five (5) of 

24 residents reviewed. Resident #31, Resident 

#34, Resident #75, Resident #87, and Resident 

#254.  

Serious harm occurred as a result of the facility's 

Administration's failure to ensure residents 

received physician-ordered services which 

caused Resident #31 to have decreased mobility, 

Resident #75 to be hospitalized, Resident #87 to 

have a wound infection, and Resident #254 to 

have sepsis.  There was a likelihood of harm for 

Resident #34 due to a delay in changing a newly 

placed supra pubic catheter.  The failure placed 

these residents, and other residents who are at 

1)   Root Cause Analysis was conducted 

by the Interdisciplinary Team (IDT) and 

based on findings.  

Resident #31 was screened by  Physical 

Therapy(PT) on 05/07/2023 and physician 

orders noted for "Physical Therapy to treat 

5 times a week x 30 days include: 

therapeutic exercises, therapeutic 

activities, neuromuscular education, 

wheelchair training, manual therapy, group 

therapy, and electrical stimulation".  

Resident #31 was screened by 

Occupational Therapy(OT) on 05/09/2023 

and physician orders noted for 

"Occupational Therapy to treat 3 times a 

week x 4 weeks for therapeutic exercises, 

therapeutic activities, self-care, 

neuromuscular education, manual 

therapy, group therapy, modalities as 

needed(prn), splinting and 
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 M 350Continued From page 1 M 350

risk in a situation that was likely to cause serious 

harm, injury, impairment, or death.

The situation was determined to be an Immediate 

Jeopardy (IJ) that began on 11/21/22 when 

Resident #87 was referred to a vascular surgeon 

and the facility did not follow physician's orders. 

The Facility Administrator was notified of the IJ on 

5/5/23 at 12:23 PM and provided an IJ Template. 

The facility provided an acceptable Removal Plan 

on 5/7/23, in which they alleged all corrective 

actions to remove the IJ were completed and the 

IJ was removed on 5/8/23.

The State Agency (SA) validated the Removal 

Plan on 5/9/23 and determined the IJ was 

removed on 5/8/23 prior to exit. Therefore, the 

scope and severity for Rule 45.12.1 

Responsibility M350 was lowered from a Level IV 

to a Level II, while the facility develops a plan of 

correction to monitor the effectiveness of the 

systemic changes to ensure the facility sustains 

compliance with regulatory requirements.

Findings include:

A review of the job description entitled "Executive 

Director I" documented, " ...The primary purpose 

of the Executive Director is to direct the 

day-to-day functions of the facility in accordance 

with current federal, state, and local standards, 

guidelines and regulations that govern nursing 

facilities to ensure that the highest degree of 

quality care can be always provided to our 

residents at all times ...you are delegated the 

administrative authority, responsibility, and 

accountability necessary for carrying out your 

assigned duties ... Responsible for day-to-day 

clinical and administrative activities of the facility 

...Duties and Responsibilities ... Schedule regular 

patient/caregiver education". An 

Orthopedic appointment was made for 

Resident #31 for 07/31/2023 at 8:00 AM. 

Transportation for the Orthopedic 

appointment was scheduled with local 

ambulance service on 05/09/2023 by the 

Executive Director(ED). Resident #31's 

Care Plan was updated to include 

medically necessary appointments as an 

intervention to prevent decreased range of 

motion and mobility. 

Resident #75 had a Cardiology 

appointment was scheduled for 

05/23/2023 at 1:00 PM. Pulmonology 

appointment was scheduled for 

06/19/2023 at 4:00 PM. Cardiology and 

Pulmonology appointments for Residents 

#75 were scheduled with the local 

ambulance company on 05/09/2023 by the 

ED. Resident # 75's Care Plan was 

updated to include medically necessary 

appointments as an intervention to prevent 

Congestive Heart Failure.

Resident #87 was transferred to 

appointment with vascular surgeon in the 

facility van on 05/04/2023 and had left 

groin artificial implant removed. Follow-up 

appointment was been scheduled for 

05/23/2023 at 9:15 AM.  Physical 

Therapy(PT) evaluated and treated 

Resident #87 on 05/07/2023 for gait 

training for abnormal gait and use of 

assistive device to increase mobilization. 

Resident #87's Care plan was updated to 

include medically necessary appointments 

as an intervention to prevent the infection 

of resident's vascular implant. 

Resident #254 was transported by an 

ambulance on 04/19/2023 to the local 

wound care clinic. Resident was 
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 M 350Continued From page 2 M 350

meeting with direct report staff to provide 

supervision, ensure communication and to 

monitor facility operations ...Support and guide 

the facility's quality improvement process 

...Attend to overall operation of the facility ..." 

On 05/04/23 at 03:40 PM, in an interview with the 

Administrator regarding transportation issues and 

residents missing outside medical appointments, 

he revealed that the local ambulance service had 

stopped all non-emergency transportation in June 

of 2022, when he first started working at the 

facility. He also revealed one of the facility's vans 

broke down in February 2023, due to an 

automobile accident and the facility's second van 

kept breaking down and needing repairs. He 

explained the facility had to move outside 

appointments around during this time, due to the 

lack of transportation. The Administrator 

confirmed that he had notified the Corporate 

office of the facility's issues with transportation 

and was told that they were working with the 

insurance company to purchase a replacement 

van. He explained that the corporate office had 

rented a van, but only for a few weeks and there 

were several times that he had no other option 

than to use the local ambulance company for 

non-emergent transportation for dialysis residents 

and had to pay between $400-800 out of his 

pocket and wait for the corporate office to 

reimburse him. The Administrator noted when the 

physicians wrote orders for appointments, the 

Director of Nurses (DON) would set up the 

appointments. However, due to lack of 

transportation, many times the scheduled 

appointments had to be canceled and 

re-scheduled. The Administrator confirmed he 

informed the Regional Vice President of 

Operations (RVPO) of every issue. However, he 

could not afford to continue to pay for 

transferred from there to the hospital and 

was discharged from facility on 

05/04/2023. Resident #254's Care Plan 

was updated to include medically 

necessary appointments as an 

intervention to prevent hospitalization for 

sepsis related to a wound. 

Resident #34 was transported by the 

facility van to his Urology appointment to 

have suprapubic catheter removed and 

had a follow up appointment on 

05/09/2023 with Urologist. Resident #34's 

Care Plan was updated to include 

medically necessary appointments.  

Resident #34's Care Plan was updated to 

include medically necessary appointments 

as an intervention to prevent infection 

related to suprapubic catheter. 

On 05/07/2023 at 4:30 PM, the Regional 

Plant Operations Director(RPOD) 

delivered an additional wheelchair 

accessible van for the facility to maintain 

effective transportation for physician 

ordered medically necessary 

appointments.

A new Executive Director was hired on 

05/08/2023 to ensure the facility uses its 

resources effectively to ensure residents 

received physician-ordered services 

related to outside medical services for 

residents. The facility administration is to 

ensure in a manner that enable the use of 

its resources to effectively maintain the 

highest practicable physical well-being for 

residents to receive physician ordered 

services to prevent future non-compliance.
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 M 350Continued From page 3 M 350

transportation out of his pocket and the corporate 

office had not directed him to rent a van.

On 05/04/23 at 4:40 PM, in an interview with the 

Director of Nurses (DON), she confirmed she set 

up all the physician appointments. She stated that 

many times the re-scheduled appointments had 

to be canceled due to lack of transportation. The 

DON revealed she informed the Administrator of 

all missed appointments.

On 05/08/23 at 5:00 PM, in an interview with the 

RVPO, she confirmed she was informed when 

the van was disabled on 2/10/23. She stated she 

told the Administrator to schedule appointments 

as needed and use petty cash or pay for the 

non-emergent transportation with the local 

ambulance company and fill out expense report. 

She stated the expense report takes one week to 

one and half weeks to reimburse. She stated she 

was not aware of residents missing 

appointments. She stated the Administrator did 

not follow company policy. 

The facility provided an acceptable Removal Plan 

which included:

  Immediate Action started on 05/05/2023 at 

12:23 PM:

* Resident # 75 has a pulmonology scheduled for 

06/19/2023 at 4:00 PM.

* Resident # 75 has a cardiology appointment 

scheduled for 05/23/2023 at 1:00 PM.

* Resident # 87 had a vascular stent removed on 

05/04/2023 at 5:30 AM.

* On 05/05/2023 at 2:00 PM, Ad Hoc Quality 

2)   On 05/05/2023, the Regional Director 

of Clinical Services(RDCS) and Licensed 

Practical Nurse(LPN) 1 conducted a 

quality review of current resident physician 

orders for medically necessary 

appointments or consults to identify any 

other residents affected by the deficient 

practice. Current residents with physician 

orders for medical necessary 

appointments have the potential to be 

affected. 

3)  On 05/05/2023, the Regional Vice 

President of Operations(RVPO) initiated 

education with the Executive Director(ED) 

and Director of Nursing(DON) to ensure 

administration uses resources to 

effectively maintain the highest practicable 

physical well-being and provide medically 

necessary physician ordered services .

On 05/07/2023, the RDCS educated the 

ED, DON, Medical Records(MR) Nurse, 

and Licensed Social Worker(LSW) on the 

medically necessary services consult and 

appointment process to ensure physician 

ordered medical services are scheduled 

and transportation is provided. Once 

consult or appointment order is received 

the MR Nurse will place the consult or 

appointment on the Appointment/Consult 

Log. Appointments will be made by the 

MR Nurse, LSW, or DON to ensure 

transportation schedule is confirmed. If a 

resident requires non-emergent 

ambulance transport, the ED will be 

notified to ensure transportation services 

are scheduled. Once appointment is met it 

will be indicated on the 
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 M 350Continued From page 4 M 350

Assurance Performance Improvement (QAPI) 

Committee met to ensure the residents receive 

needed medical services to prevent future 

occurrences of neglect, to ensure that 

Comprehensive Care Plans are developed and 

implemented to include needed medical services 

as physician ordered, to ensure that all residents 

residing in the facility receive the outside medical 

services needed to prevent complications, to 

prevent residents from experiencing avoidable 

loss of ROM, to ensure facility administration is 

administered in a manner that enables the use of 

its resources to effectively maintain the highest 

practicable physical well-being for residents 

receiving physician ordered services, and to 

ensure an effective QAPI program is maintained. 

A Root Cause Analysis (RCA) was conducted and 

reviewed policies and procedures for changes. 

RCA revealed the policy was not followed and 

one of two vans was out of commission. RCA 

revealed former ED only rented a van for two 

weeks during the timeframe one van was out of 

commission and did not continue to rent a van 

nor secure other means of transportation even 

though Company approval was given.

* Attendees were the Medical Director (MD), 

Executive Director (ED), Director of Nursing 

(DON), Infection Control Preventionist (ICP), 

Business Office Manager (BOM), Maintenance 

Director, Regional Director of Clinical Services 1 

(RDCS 1), Regional Vice President of Operations 

(RVPO), Regional Director of Business Office 

Services (RDBOS), Regional Director of Clinical 

Services 2 (RDCS 2), Business Development 

Coordinator, Certified Nursing Assistant (CNA), 

Physical Therapist (PT), Registered Nurse 

Minimum Data Set Nurse (RN MDS Nurse), 

Activities Director, Housekeeping Manager, 

Social Services Director, Dietary Manager, 

Appointment/Consult Log.

New hires will be educated in orientation.

4)   ED or DON will monitor medically 

necessary appointments for 10 residents 3 

times weekly for 1 month, then weekly for 

1 month, and then monthly for 2 months 

beginning 05/05/2023 to ensure 

appointments are scheduled, 

transportation arrangements scheduled, 

and resident attends appointments. 

Findings will be reported to the Quality 

Assurance Performance 

Improvement(QAPI) Committee monthly 

starting 05/30/2023 for four months. 

Monitoring schedule will be revised based 

on findings. 

Mississippi State Department of Health
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 M 350Continued From page 5 M 350

Medical Records Nurse, and Human Resources 

Director (HRD).  A review of policy and 

procedures were: "Abuse, Neglect, Exploitation, 

and Misappropriation", "Transportation", "Skin 

and Wound", "Plans of Care", and "Quality 

Assurance Performance Improvement (QAPI)" 

which required no changes.

* On 05/05/2023 at 3:30 PM, the RVPO initiated 

education to the Medical Director and 

Interdisciplinary Team (IDT) to ensure an effective 

QAPI program is maintained to address outside 

medical services of the residents. No new hired 

staff will work without the aforementioned 

education.

* On 05/05/2023 at 3:35 PM, the RVPO 

conducted a quality review to ensure the facility 

has a current non-emergent ambulance 

agreement in place. There is a current 

non-emergent ambulance agreement in place for 

the facility to ensure that residents with higher 

level of transfer care needs have non-emergent 

transportation provided by the facility.

* On 05/05/2023 at 3:45 PM, the RVPO initiated 

education to the ED and DON to ensure the 

administration in a manner that enables the use 

of its resources to effectively maintain the highest 

practicable physical well-being for residents to 

receive physician ordered services to prevent 

future non-compliance. No new hired staff will 

work without the aforementioned education.

* On 05/05/2023 at 4:00 PM, the DON initiated 

education to all staff to ensure the residents 

receive needed medical services and provide 

physician ordered services that are necessary. 

No current staff or new hired staff will work 

Mississippi State Department of Health
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 M 350Continued From page 6 M 350

without the aforementioned education.

* On 05/05/2023 at 4:40 PM, RDCS 1 and LPN 1 

(Licensed Practical Nurse 1) conducted a quality 

review of physician ordered appointments of 

current residents. A quality review of residents' 

physician ordered appointments were reviewed 

with the MD for medical urgency and transfer to a 

higher level of care. No residents were identified 

with medically urgent appointments.

* On 05/05/2023 at 4:45 PM, MD conducted a 

physician visit with Residents #75 and #87 to 

ensure medical stability and no new orders 

received. Resident #254 is no longer in the facility 

as of 04/19/2023 related to transferred to the 

hospital.

* On 05/07/2023 at 4:00 PM, MD conducted a 

physician's visit with Residents #75 and #87 and 

reviewed outstanding appointments for medical 

urgency and determined that no current 

appointments were medically urgent requiring a 

transfer to a higher level of care. MD gave new 

orders on Residents #75 and #87.

* On 05/07/2023 at 4:30 PM, the Regional Plant 

Operations Director delivered an additional 

wheelchair accessible van for the facility to 

maintain effectiveness transportation for 

physician ordered outside medical services.

* On 05/07/2023 at 4:45 PM, the RDCS 1 

educated the ED, DON, MR Nurse, and Licensed 

Social Worker on the process to ensure physician 

ordered medical services are scheduled and 

transportation is provided. The MR Nurse will be 

the designated person to ensure all outside 

medical appointments are maintained and 

executed.

Mississippi State Department of Health
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 M 350Continued From page 7 M 350

* On 05/07/2023 at 6:30 PM, Resident # 87 had 

an appointment scheduled with a wound 

specialist on 05/23/2023 at 9:15 AM.

* The facility alleges all corrective actions were 

completed to remove the immediacy on May 7, 

2023, and the Immediate Jeopardy was removed 

May 8, 2023.

The State Agency (SA) validated the facility's 

Corrective Actions:

1.) The State Agency (SA) validated through 

record review Resident # 75 has a pulmonology 

scheduled for 06/19/2023 at 4:00 PM.

2.) The State Agency (SA) validated through 

record review Resident # 75 has a cardiology 

appointment scheduled for 05/23/2023 at 1:00 

PM.

3.) The State Agency (SA) validated through 

record review Resident # 87 had a vascular stent 

removed on 05/04/2023 at 5:30 AM.

4.) The State Agency (SA) validated through 

record review on 05/05/2023 at 2:00 PM, Ad Hoc 

Quality Assurance Performance Improvement 

(QAPI) Committee met and covered needed 

medical services to prevent future occurrences of 

neglect, Comprehensive Care Plans, residents 

residing in the facility receive the outside medical 

services needed to prevent complications, facility 

administration and review of an effective QAPI 

program is maintained.  The SA determined a 

Root Cause Analysis (RCA) was conducted and 

policies and procedures were reviewed for 

changes. 

The SA determined attendees were the Medical 

Mississippi State Department of Health
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 M 350Continued From page 8 M 350

Director (MD), Executive Director (ED), Director 

of Nursing (DON), Infection Control Preventionist 

(ICP), Business Office Manager (BOM), 

Maintenance Director, Regional Director of 

Clinical Services 1 (RDCS 1), Regional Vice 

President of Operations (RVPO), Regional 

Director of Business Office Services (RDBOS), 

Regional Director of Clinical Services 2 (RDCS 

2), Business Development Coordinator, Certified 

Nursing Assistant (CNA), Physical Therapist (PT), 

Registered Nurse Minimum Data Set Nurse (RN 

MDS Nurse), Activities Director, Housekeeping 

Manager, Social Services Director, Dietary 

Manager, Medical Records Nurse, and Human 

Resources Director (HRD).  

The SA determined a review of policy and 

procedures were performed for: "Abuse, Neglect, 

Exploitation, and Misappropriation", 

"Transportation", "Skin and Wound", "Plans of 

Care", and "Quality Assurance Performance 

Improvement (QAPI)" which required no changes.

5.) The State Agency (SA) validated through 

interviews on 05/05/2023 at 3:30 PM, the RVPO 

initiated education to the Medical Director and 

Interdisciplinary Team (IDT) to ensure an effective 

QAPI program is maintained to address outside 

medical services of the residents. No new hired 

staff will work without the aforementioned 

education. 

6.) The State Agency (SA) validated through 

record review on 05/05/2023 at 3:35 PM, the 

RVPO conducted a quality review to ensure the 

facility has a current non-emergent ambulance 

agreement in place. There is a current 

non-emergent ambulance agreement in place for 

the facility to ensure that residents with higher 

level of transfer care needs have non-emergent 

Mississippi State Department of Health
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transportation provided by the facility.

7.) The State Agency (SA) validated through 

interviews on 05/05/2023 at 3:45 PM, the RVPO 

initiated education to the ED and DON to ensure 

the administration in a manner that enables the 

use of its resources to effectively maintain the 

highest practicable physical well-being for 

residents to receive physician ordered services to 

prevent future non-compliance. No new hired 

staff will work without the aforementioned 

education.

8.) The State Agency (SA) validated through 

interviews on 05/05/2023 at 4:00 PM, the DON 

initiated education to all staff to ensure the 

residents receive needed medical services and 

provide physician ordered services that are 

necessary. No current staff or new hired staff will 

work without the aforementioned education.

9.) The State Agency (SA) through interviews on 

05/05/2023 at 4:20 PM, the RDCS initiated 

education with the RN MDS Nurses to ensure 

that Comprehensive Care Plans are developed 

and implemented to prevent further resident 

complications for residents' treatment related to a 

vascular implant and orthopedic and vascular 

appointments. No current staff or new hired staff 

will work without the aforementioned education.

10.) The State Agency (SA) through interviews on 

05/05/2023 at 4:30 PM, the DON initiated 

education to licensed nurses to ensure that all 

residents residing in the facility receive the 

outside medical services needed to prevent 

complications.  No current staff or new hired staff 

will work without the aforementioned education.

11.) The State Agency (SA) through interviews on 

Mississippi State Department of Health
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05/05/2023 at 4:40 PM, RDCS 1 and LPN 1 

(Licensed Practical Nurse 1) conducted a quality 

review of physician ordered appointments of 

current residents. A quality review of residents' 

physician ordered appointments were reviewed 

with the MD for medical urgency and transfer to a 

higher level of care. No residents were identified 

with medically urgent appointments.

12. ) The State Agency (SA) validated through 

record review on 05/05/2023 at 4:45 PM, that the 

MD conducted a physician visit with Residents 

#75 and #87 to ensure medical stability and no 

new orders received. 

13. The State Agency (SA) validated through 

interviews/record review on 05/07/2023 at 8:00 

AM, RDCS 1, RDCS 2, RDCS 3 (Regional 

Director of Clinical Services 3), and RN 

Treatment Nurse completed assessments on 

current residents to ensure medical stability and 

not requiring a transfer to a higher level of care. 

The SA validated no residents at risk were 

identified.

14. The State Agency (SA) validated through 

record review on 05/07/2023 at 4:00 PM, MD 

conducted a physician's visit with Residents #75 

and #87 and reviewed outstanding appointments 

for medical urgency and determined that no 

current appointments were medically urgent 

requiring a transfer to a higher level of care. MD 

gave new orders on Residents #75 and #87.

15. The State Agency (SA) validated through 

observation/interviews and record review on 

05/07/2023 at 4:30 PM, the Regional Plant 

Operations Director delivered an additional 

wheelchair accessible van for the facility to 

maintain effectiveness transportation for 

Mississippi State Department of Health
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physician ordered outside medical services.

16. The State Agency (SA) validated through 

interviews on 05/07/2023 at 4:45 PM, that the 

RDCS 1 educated the ED, DON, MR Nurse, and 

Licensed Social Worker on the process to ensure 

physician ordered medical services are 

scheduled and transportation is provided. The 

MR Nurse will be the designated person to 

ensure all outside medical appointments are 

maintained and executed.

17. The State Agency (SA) validated through 

record review on 05/07/2023 at 6:30 PM, 

Resident # 87 had an appointment scheduled 

with a wound specialist on 05/23/2023 at 9:15 

AM.

 M 500 45.17.2 Residents' Rights

Residents' Rights. The residents' rights policies 

and procedures ensure that each resident 

admitted to the facility:

1. is fully informed, as evidenced by the resident's 

written acknowledgment, prior to or at the time of 

admission and during stay, of these rights and is 

given a statement of the facility's rules and 

regulations and an explanation of the resident's 

responsibility to obey all reasonable regulations of 

the facility and to respect the personal rights and 

private property of other residents;

2. is fully informed, and is given a written 

statement prior to or at time of admission and 

during stay, of services available in the facility, 

and of related charges including any charges for 

services covered by the facility's basic per diem 

rate;

 M 500 6/2/23

Mississippi State Department of Health
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3. is assured of adequate and appropriate 

medical care, is fully informed by a physician or 

nurse practitioner/physician assistant of his 

medical conditions unless medically 

contraindicated (as documented by a physician or 

nurse practitioner/physician assistant in his 

medical record), is afforded the opportunity to 

participate in the planning of his medical 

treatment, to not be limited in his/her choice of a 

pharmacy or pharmacist provider in accordance 

with state law, as referenced in House Bill 1439, 

which states that the facility shall not limit a 

resident ' s choice of pharmacy or pharmacy 

provider if that provider meets the same 

standards of dispensing guidelines required of 

long term care facilities, to refuse to participate in 

experimental research, and to refuse medication 

and treatment after fully informed of and 

understanding the consequences of such action;

4. is transferred or discharged only for medical 

reasons, or for his welfare or that of other 

residents, or for nonpayment for his stay (except 

as prohibited by sources of third-party payment), 

and is given a two weeks advance notice in 

writing to ensure orderly transfer or discharge. A 

copy of this notice is maintained in his medical 

record;

5. is encouraged and assisted, throughout his 

period of stay, to exercise his rights as a resident 

and as a citizen, and to this end may voice 

grievances, has a right of action for damages or 

other relief for deprivations or infringements of his 

right to adequate and proper treatment and care 

established by an applicable statute, rule, 

regulation or contract, and to recommend 

changes in policies and services to facility staff 

Mississippi State Department of Health
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and/or to outside representatives of his choice, 

free from restraint, interference, coercion, 

discrimination, or reprisal;

6. may manage his personal financial affairs, or is 

given at least a quarterly accounting of financial 

transactions made on his behalf should the 

facility accept his written delegation of this 

responsibility to the facility for any period of time 

in conformance with State law;

7. is free from mental and physical abuse; 

8. is free from restraint except by order of a 

physician or nurse practitioner/physician 

assistant, or unless it is determined that the 

resident is a threat to himself or to others. 

Physical and chemical restraints shall be used for 

medical conditions that warrant the use of a 

restraint. Restraint is not to be used for discipline 

or staff convenience. The facility must have 

policies and procedures addressing the use and 

monitoring of restraint. A physician order for 

restraint must be countersigned within 24 hours 

of the emergency application of the restraint; 

9. is assured security in storing personal 

possessions and confidential treatment of his 

personal and medical records, and may approve 

or refuse their release to any individual outside 

the facility, except, in the case of his transfer to 

another health care institution, or as required by 

law of third-party payment contract; 

10. is treated with consideration, respect, and full 

recognition of his dignity and individuality, 

including privacy in treatment and in care for his 

personal needs;

11. is not required to perform services for the 

facility that are not included for therapeutic 

Mississippi State Department of Health
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purposes in his plan of care;

12. may associate and communicate privately 

with persons of his choice, may join with other 

residents or individuals within or outside of the 

facility to work for improvements in resident care, 

and send and receive his personal mail 

unopened, unless medically contraindicated (as 

documented by his physician or nurse 

practitioner/physician assistant in his medical 

record);

13. may meet with, and participate in activities of, 

social, religious and community groups at his 

discretion, unless medically contraindicated (as 

documented by his physician or nurse 

practitioner/physician assistant in his medical 

record);

14. may retain and use his personal clothing and 

possessions as space permits, unless to do so 

would infringe upon rights of other residents, 

unless medically contraindicated (as documented 

by his physician or nurse practitioner/physician 

assistant in his medical record);

15. if married, is assured privacy for visits by 

his/her spouse; if both are inpatients in the 

facility, they are permitted to share a room, 

unless medically contraindicated (as documented 

by the attending physician or nurse 

practitioner/physician assistant in the medical 

record); and

16. is assured of exercising his civil and religious 

liberties including the right to independent 

personal decisions and knowledge of available 

choice. The facility shall encourage and assist in 

the fullest exercise of these rights.

Mississippi State Department of Health
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This Statute  is not met as evidenced by:

Level IV

Based on observation, interviews, record review, 

and facility policy review, the facility neglected to 

provide physician ordered services that were 

necessary for five (5) of 24 sampled residents. 

This resulted in actual harm for Residents #31, 

#75, #87, and #254 and had the likelihood of 

serious harm for Resident # 34.

The facility's failure to provide services necessary 

to avoid physical harm caused serious harm as 

Resident #31 experienced decreased range of 

motion and mobility, Resident #75 was 

hospitalized for Congestive Heart Failure (CHF), 

Resident #87 developed a infection of a vascular 

stent placement, and Resident #254 was 

hospitalized due to sepsis. There was likelihood 

of harm for Resident #34 due to a delay in 

follow-up appointment for a supra pubic catheter 

placement. This non-compliance put these 

residents and other residents in a situation that 

was likely to cause serious harm, injury, 

impairment, or death.

The situation was determined to be an Immediate 

Jeopardy (IJ) that began on 11/21/22 when 

Resident #87 was referred to a vascular surgeon 

and the facility did not follow physician's orders 

for follow-up appointment. The SA notified the 

facility Administrator of the IJ and provided an IJ 

template on 5/5/23 at 12:23 PM. The facility 

submitted an acceptable Removal Plan on 5/7/23, 

in which they alleged all corrective actions to 

remove the IJ were completed and the IJ was 

removed on 5/8/23.

The State Agency (SA) validated the Removal 

Plan on 5/9/23 and determined the IJ was 

1)  Root Cause Analysis was conducted by 

the Interdisciplinary Team (IDT) and based 

on findings:  

Resident #31 was screened by Physical 

Therapy(PT) on 05/07/2023 and physician 

orders noted for "Physical Therapy  to 

treat 5 times a week x 30 days include: 

therapeutic  exercises, therapeutic  

activities, neuromuscular education, 

wheelchair training, manual therapy, group 

therapy, and electrical  stimulation".  

Resident #31 was screened by 

Occupational Therapy(OT) on 05/09/2023 

and physician orders noted for 

"Occupational Therapy to treat 3 times a 

week x 4 weeks for therapeutic  exercises, 

therapeutic activities, self-care, 

neuromuscular education, manual 

therapy, group therapy, modalities as 

needed (prn), splinting and 

patient/caregiver education".  An 

Orthopedic appointment was made for 

Resident #31 for 07/31/2023 at 8:00 AM.  

Transportation for the Orthopedic 

appointment was scheduled with local 

ambulance service on 05/09/2023 by the 

Executive Director(ED). 

Resident #75 had a Cardiology 

appointment was scheduled for 

05/23/2023 at 1:00 PM. Pulmonology 

appointment was scheduled for 

06/19/2023 at 4:00 PM. Cardiology and 

Pulmonology appointments for Resident 

#75 were scheduled with the local 

ambulance company on 05/09/2023 by the 

ED. 

Resident #87 was transferred to 

appointment with vascular surgeon in the 

Mississippi State Department of Health
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removed on 5/8/23 prior to exit. Therefore, the 

scope and severity for Rule 45.17.2 Resident 

Rights, M500 was lowered from a Level IV to a 

Level II, while the facility develops a plan of 

correction to monitor the effectiveness of the 

systemic changes to ensure the facility sustains 

compliance with regulatory requirements.

Findings Include:

Review of the facility's policy, "Abuse, Neglect, 

Exploitation & Misappropriation" policy, revised on 

11/16/2022, revealed , "Employees of the center 

are charged with a continuing obligation to treat 

residents so they are free from ...neglect ...No 

employee may at any time commit an act of 

...neglect ...Definitions ...Neglect is the failure of 

the center, its employees or service provides to 

provide goods and services to a resident that are 

necessary to avoid physical harm, pain, mental 

anguish, or emotional distress..." 

Resident #31

During an interview on 5/3/23 at 3:30 PM, with the 

Nurse Practitioner (NP), she revealed Resident 

#31 had orders to follow up with an orthopedic 

surgeon in February 2023, but the resident still 

had not been seen by the surgeon. The NP said 

Resident #31 could not receive therapy services 

until he was assessed by the Orthopedic Surgeon 

and cleared for weight bearing status. She 

explained that Resident #31 currently had a 

non-weight bearing status and could not get out 

the bed until he was seen by surgeon. The NP 

stated that because he did not go to the post 

operative appointment, the resident's surgical 

staples were embedded in his surgical wound, 

and she had to call the orthopedic surgeon to 

obtain an order to remove the staples. She also 

facility van on 05/04/2023 and had left 

groin artificial implant removed. Follow-up 

appointment was been scheduled for 

05/23/2023 at 9:15 AM.  Physical 

Therapy(PT) evaluated and treated 

Resident #87 on 05/07/2023 for gait 

training for abnormal gait and use of 

assistive device to increase mobilization. 

Resident #254 was transported by an 

ambulance on 04/19/2023 to the local 

wound care clinic. Resident was 

transferred from there to the hospital and 

was discharged from facility on 

05/04/2023. 

Resident #34 was transported by the 

facility van to his Urology appointment to 

have suprapubic catheter removed and 

had a follow up appointment on 

05/09/2023 with Urologist. 

On 05/07/2023 at 4:30 PM, the Regional 

Plant Operations Director(RPOD) 

delivered an additional wheelchair 

accessible van for the facility to maintain 

effective transportation for physician 

ordered medically necessary 

appointments.

2) On 05/05/2023, the Regional Director of 

Clinical Services(RDCS) and Licensed 

Practical Nurse(LPN) 1 conducted a 

quality review of current resident physician 

orders for medically necessary 

appointments or consults to identify any 

other residents affected by the deficient 

practice. Current residents with physician 

orders for medical necessary 

appointments have the potential to be 

Mississippi State Department of Health
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commented that his left foot was turned outward 

to the left side now and she thought his foot 

would have to be broken again before anything 

could be done for him.  She said she had talked 

to the Administrator and the DON several times 

explaining that Resident #31 needed to go to his 

post operative appointments.  

During an observation and interview with 

Resident #31, on 05/04/23 at 09:42 AM, revealed 

he was lying in bed wearing a left leg brace that 

was not secured to his leg, a boot on his left foot 

with the foot turned outward, and had a right 

lower extremity amputation. He explained that he 

was hit by a car prior to entering the facility. 

Resident #31 said he wanted to get out of his 

room because he had not left the room since he 

was admitted on 1/23/23. He confirmed that the 

facility failed to send him to a follow up visit with 

his orthopedic doctor.  He said he was miserable 

staying in this room all the time watching 

television and he commented that he had "lost 

one leg and he might lose another leg" because it 

had been so long since he saw the orthopedic 

doctor.

During an interview on 5/04/23 at 10:35 AM, the 

facility's Physical Therapy Assistant (PTA) 

confirmed Resident #31 could not participate in 

therapy services until he was assessed by his 

orthopedic surgeon to obtain a weight bearing 

status.  The PTA said he had ordered the resident 

a prosthesis for the newly amputated extremity, 

but it could not be used because the resident did 

not have a weight bearing status. The PTA said 

until the resident was assessed by the orthopedic 

surgeon, their "hands are tied."

Record review of the "Order Recap Report" 

revealed Resident #31 had a Physician's Order, 

affected. 

3)  On 05/07/2023, the Regional Director 

of Clinical Services(RDCS) educated the 

ED, Director of Nurses(DON), Medical 

Records(MR) Nurse, and Licensed Social 

Worker(LSW) on the medically necessary 

services consult and appointment process 

to ensure physician ordered medical 

services are scheduled and transportation 

is provided. Once consult or appointment 

order is received the MR Nurse will place 

the consult or appointment on the 

Appointment/Consult Log. Appointments 

will be made by the MR Nurse, LSW, or 

DON to ensure transportation schedule is 

confirmed. If a resident requires 

non-emergent ambulance transport, the 

ED will be notified to ensure transportation 

services are scheduled. Once 

appointment is met it will be indicated on 

the "Appointment/Consult Log".

Education was conducted with current 

staff on "Abuse, Neglect, Exploitation & 

Misappropriation" with emphasis on 

providing medically necessary services to 

a resident to avoid physical harm, pain, 

mental anguish, or emotional distress. 

Education was conducted on 05/05/2023 

by the DON.

New hires will be educated in orientation. 

4)  ED or DON will monitor medically 

necessary appointments for 10 residents 3 

times weekly for 1 month, then weekly for 

1 month, and then monthly for 2 months 
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dated 2/1/23 and discontinued on 3/8/23 for, 

"Follow up appointment:  Feb (February) 14, 2023 

10:15 A ... Post-Op visit ..." and a Physician's 

Order, dated 3/8/23 for, "Schedule F/U 

appointment with Orthopedics ..."

Record review of the facility's "Progress Notes" 

revealed Resident #31 had a "Physician Progress 

Note" dated 2/14/23 at 15:44 (3:44 PM) for, " 

...Wound care nurse requests evaluation of 

multiple areas with sutures, as he had a F/U 

appointment today with Orthopedics but did not 

go, will review the reason why with DON.  Did 

document the following appointments on my last 

visit to be sure he did not miss them.  Will again 

review all appointments with DON ..."  revealed 

Resident #31 missed follow up appointment. NP 

will follow up with DON.

Record review of the facility's "Progress Notes" 

revealed Resident #31 had a "Physician Progress 

Note", dated 2/15/23 at 10:44 AM for, " 

...Reviewed appointments with DON and 

information for each appointment documented in 

my note.  Yesterday's appointment was 

rescheduled as the facility's transportation 

department already had a full calendar prior to his 

admission ..."

Record review of the facility's "Progress Notes" 

revealed Resident #31 had a "Physician Progress 

Note", dated 2/28/23 at 12:35 PM, for, "NP/F/U 

stitch removal ...Reassessed this resident's 

multiple surgical areas to see how they are doing 

after removing sutures last week to his Left leg 

and the Right AKA (Above Knee Amputation) 

stump ...some sutures remain.  On staff attempt 

to remove sutures some were too embedded to 

be able to remove.  The staff nurse asked me if I 

could look at them and attempt to remove the 

beginning 05/05/2023 to ensure 

appointments are scheduled, 

transportation arrangements scheduled, 

and resident attends appointments. 

Findings will be reported to the Quality 

Assurance Performance Improvement 

(QAPI) Committee monthly starting 

5/30/2023 for four months. Monitoring 

schedule will be revised based on 

findings. 
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remaining sutures.  Removed remaining sutures 

from Right stump and Left thigh area ...continues 

to wear a Bregg brace to LLE (Left Lower 

Extremity) and remains NWB (non-weight 

bearing) LLE and s/p (status post) RLE (Right 

Lower Extremity) AKA ..."

Record review of the "Progress Notes" revealed 

Resident #31 had a "Physician Progress Note", 

dated 3/8/23 at 11:44 AM, for, " ...This resident 

asked if he could start receiving PT (Physical 

Therapy).  I discussed this with the PT 

department, they are waiting for Weight bearing 

status update as he is NWB per his discharge 

paperwork ...He had a F/U appointment 

scheduled for Feb. 14, 2023 that was missed and 

rescheduled for Feb 27, 2023 according to the 

DON but when they called to confirm the 27th 

appointment prior to transport the DON states 

she was told they did not have any F/U 

appointment on the books with Ortho. for this 

patient at all and no other appointment has been 

made as of today as I spoke with the scheduling 

department myself ...this AM and she confirmed 

no F/U Ortho. Appointment for this patient at this 

time.  I discussed this with the DON, she is to 

schedule that F/U, after that visit we can get 

weight bearing status and be able to move 

forward with his PT/OT according to Ortho's 

recommendations ..."

Record review of the "Progress Notes" revealed 

Resident #31 had a "Nursing Progress Note" 

dated 3/8/23 at 11:44 AM, for, "Called (Proper 

Name of Orthopedic Facility)  ...in reference to f/u 

appt for resident ...schedule is filled at the time 

and he does not have any openings ..."

Record review of the "Progress Notes" revealed 

Resident #31 had a "Physician Progress Note", 

Mississippi State Department of Health
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dated 4/25/23 at 13:25 (1:25 PM) for, " ...He is 

asking when he remove his left leg brace. I 

explained to him he has to see Ortho and get the 

order to remove this brace from them.  He voiced 

concern that he has missed several appointments 

to go back and see Ortho because of 

transportation, as he is being told.  I spoke with 

DON and Administrator concerning this resident 

and his return appointments, they both state they 

are working on it as it has been a transportation 

issue.  I expressed the importance of getting him 

back to the Orthopedic ASAP (As soon as 

possible) for F/U of his surgeries and hospital 

stay prior to admission on January 31, 2023.  

They both expressed understanding ..." 

Review of the medical record revealed there was 

no documentation indicating that Resident #31 

was seen by the Orthopedic Surgeon as ordered.

A record review of the "Admission Record" 

revealed the facility admitted Resident #31 on 

1/31/23 with diagnoses including Displaced 

Fracture of Right Femur and Encounter for 

Orthopedic aftercare following surgical 

amputation.

A record review of the Admission Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD) of 02/07/23, revealed Resident #31 had a 

Brief Interview for Mental Status (BIMS) score of 

15, which indicated he was cognitively intact.

Resident #75

During an interview on 05/01/23 at 03:20 PM, with 

Resident #75, she stated the facility had failed to 

schedule and keep follow up appointments for 

her to see her cardiologist or pulmonologist. The 

resident said she was concerned because she 
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had been hospitalized for pneumonia and had 

difficulty breathing. She did not understand why 

she could not go to her doctor's appointments. 

During an interview on 5/3/23 at 1:00 PM, with 

License Practical Nurse (LPN) #2, she confirmed 

the resident did not go to see her Cardiologist 

and Pulmonologist because the facility van was 

inaccessible for the resident and the facility must 

pay the local Ambulance service in advance for 

non-emergent transporting of residents. LPN #2 

also confirmed the resident was not sent to the 

hospital for a chest x-ray (CXR). LPN #2 revealed 

she was given this information by the previous 

Director of Nursing (DON) and the Administrator.

During an interview on 5/3/23 at 4:00 PM, with the 

current DON, she revealed she was not the DON 

at the time the Nurse Practitioner (NP) placed the 

order for the resident to have follow up 

appointments with the Cardiologist and 

Pulmonologist. The DON also said she was not 

the DON when the NP wrote an order for the 

resident to get a CXR at the hospital. The DON 

stated she was aware that the local ambulance 

company required payment in advance for 

non-emergency transport services and that 

Resident #75 was not sent to see her Cardiologist 

and Pulmonologist. The DON also confirmed the 

resident was not sent to the hospital for a CXR 

due to transportation problems with the facility. 

During an interview on 5/3/23 at 3:30 PM, with the 

NP, she said she wrote an order for the resident 

to follow up with her Cardiologist and 

Pulmonologist in January of 2023, and the facility 

failed to follow her orders. The NP also said she 

ordered a portable CXR in January 2023 for the 

resident, but she exceeded 300 pounds, and the 

technician could not get a good picture. The NP 

Mississippi State Department of Health
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then wrote an order to schedule the resident to 

have a CXR at the hospital, which was not carried 

out. The NP stated that she talked to the 

Administrator and the previous DON about 

residents not going to ordered appointments. The 

Administrator told her that the Resident was too 

large to fit in the company van and that he had to 

pay the local ambulance in advance before they 

would transfer any of the residents for 

non-emergency appointments.  The NP reported 

that she told the Administrator, "You admitted the 

residents now you must take care of their needs." 

The NP stated that had the facility sent the 

resident to the follow up visit with the Cardiologist, 

Pulmonologist, and CXR, the resident would not 

have had to be hospitalized with Congestive 

Heart Failure (CHF) and pneumonia. 

Record review of the "Order Summary Report" 

with "Active Orders as of  05/03/2023," revealed 

Resident #75 had a Physician's Order, dated 

1/3/23 to "Schedule appointment in Jackson, MS 

with this resident's Cardiologist and 

Pulmonologist as she is c/o (complaining of) 

increased heart palpitations and Shortness of 

breath. She states she has not been seen in over 

a year."

Record review of the "Progress Notes" for 

Resident #75 revealed a "Physician Progress 

Note" dated 1/24/23 at 18:19 (6:19 PM) for, " 

...The resident reports she is experiencing 

occasional heart palpitations, states she just feels 

like her heart is running away from her and she 

feel short of breath when this happens.  

Reviewed V/S (vital signs) and noted her BP 

(blood pressure) is running higher than it should 

be ...Will discuss the status of her order to 

schedule a F/U (follow up) appointment with her 

cardiologist and pulmonologist in Jackson, MS 

Mississippi State Department of Health
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that is known to her for a checkup ... POC (Plan 

of Care)  ...3. CXR c/o SOB (Shortness of 

Breath).

Record review of the "Progress Notes" for 

Resident #75 revealed a "Nursing Progress Note" 

dated 1/26/23 at 18:20 (6:20 PM) for, "(Proper 

Name of Portable X-ray Company) present at this 

time to do portable CXR, unable to perform r/t 

(related to) res (resident) weight exceeding 300 

pounds per policy ...DON notified ...NP notified 

then instructed for CXR to be scheduled and res 

to be transferred to hosp (hospital) to be obtained 

..."

Record review of the "Progress Notes" for 

Resident #75 revealed a "Nursing Progress 

Note", dated 3/1/23 at 10:10 (AM) for, " ...She 

states she is having more shortness of breath 

...her thighs and lower abdomen feel "tight"  

...POC ...2. Place a Foley (indwelling) catheter 

today ..."

Record review of the "Progress Notes" for 

Resident #75 revealed a "Nursing Progress 

Note", dated 3/15/23 at 13:38 (1:38 PM), for, 

"Res c/o SOB with difficulty breathing to this 

nurse ...NP present in facility, made aware. N.O. 

(New Order) to send res to (Proper Name of 

Local Hospital)  ..."

Record review of the "Progress Notes" for 

Resident #75 revealed a "Nursing Progress 

Note", dated 3/15/23 at 18:14 (6:14 PM), for, " 

...Admitted ...with dx-CHF, pulmonary disease, 

stable condition noted."

Review of the medical record revealed there was 

no documentation indicating that Resident #75 

was seen by the Cardiologist or Pulmonologist, 

Mississippi State Department of Health
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and there was no documentation that she 

received the diagnostic CXR as ordered.

Record review of a hospital "History and Physical 

Note", dated 3/15/2023 at 17:02 (5:02 PM), 

revealed, " ...CT (Computed Tomography) of the 

chest showed evidence of pneumonitis and 

possible atypical pneumonia.  She was admitted 

..."

Record review of the "Admission Record" 

revealed the facility admitted Resident #75 on 

9/12/22 and she had diagnoses including Chronic 

Obstructive Pulmonary Disease (COPD), Morbid 

Obesity, and Diastolic Congestive Heart Failure.

Record review of the Significant Change 

Minimum Data Set (MDS) with an Assessment 

Reference Date (ARD) of 03/29/23 revealed 

Resident #79 had a Brief Interview for Mental 

Status (BIMS) score of 11, which indicated her 

cognition was moderately impaired.  

Resident #87

During an interview on 05/03/23 at 03:30 PM, the 

NP stated that Resident #87 had an artificial 

implant because of poor circulation that was 

placed by the vascular surgeon prior to his 

admission to the facility on 7/6/22.  The NP said 

the resident has had complaints of pain and has 

had recurrent infections with Methicillin-Resistant 

Staphylococcus (MRSA) in that area because the 

implant needed to be removed. The NP said she 

wrote orders last year for the facility to make an 

appointment to follow up with the vascular 

surgeon, but the facility kept changing the 

appointment, and he still has not seen the 

surgeon.  The NP stated that she had asked the 

DON why the resident had not seen the surgeon 
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and was told it was because the facility's van was 

being repaired and the dialysis residents have top 

priority related to transportation. The NP said she 

told the DON that the resident should not have to 

continue to be in pain or suffer from infections 

because the facility had transportation problems.

During an interview on 05/03/23 at 04:00 PM, with 

Resident #87, he confirmed he had pain and 

recurrent infections in his thigh. The resident said 

he talked to the NP and explained that his thigh 

was hurting and that he needed to have the 

implant removed and the NP said she would have 

the facility to set up an appointment. The resident 

was unable to recall the exact month that the NP 

said she was going to get him appointment, but 

he knew it was last year.  The resident said that 

his appointments kept getting changed because 

the facility vans were not working, but he had an 

appointment scheduled for tomorrow (5/4/23).  

Record review of the "Order Summary Report" 

dated 5/3/23, revealed Resident #87 had a 

Physician's Order, dated 11/21/22, for "refer to 

(Proper Name of Physician) vascular surgeon at 

(Proper Name of Medical Clinic), a Physician's 

Order, dated 3/17/23, for "Get appointment with 

physician at (Proper Name of Medical Clinic) 

...ASAP (as soon as possible) ...related to 

Unspecified Open Wound, Left Thigh ...", and a 

Physician's Order, dated 4/11/23, for "Get 

appointment with (Proper Name of Physician) 

vascular surgeon ...as soon as possible to have 

artificial implant removed from Left Groin/Thigh 

..."

Record review of the "Progress Notes" for 

Resident #87, revealed a "Physician Progress 

Note", dated 4/11/23 at 15:00 (3:00 PM) for " 

...The resident states he is having pain to his left 
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groin/thigh.  He just completed antibiotic therapy 

for MRSA to his left groin/thigh wound where he 

has an artificial implant placed by the vascular 

surgeon ...The implant has given him trouble 

since insertion, and he was trying to get it 

removed when he was first admitted here last 

year.  He had infection at that time and keep 

getting recurrent infection usually MRSA to this 

same area.  Order placed to get him an 

appointment with (Proper Name of Physician) 

ASAP now that he has just completed another 

round of antibiotics on the 31st of March for 

MRSA.  He is c/o pain to this area and leg 

...Getting him to the surgeon for possible removal 

of this implant will be what will help him the most 

to get rid of his pain ...POC ...Get appointment 

with ...vascular surgeon ...as soon as possible to 

have artificial implant removed from Left 

Groin/Thigh.

During an interview on 05/04/23 at 10:48 AM, with 

the DON, she confirmed the residents' 

appointments with the vascular surgeon were 

changed several times because there were 

problems with both facility vans.  The DON 

explained that one van was out of commision and 

the other van was in the shop being repaired. The 

DON said that she tried to rearrange several 

appointments and that Resident # 87's 

appointments "got lost in the cracks" because of 

all the appointments that had to be canceled. The 

DON said when she realized the resident's 

appointment was not made, she called the 

surgeon's office and asked the nurse to set up an 

appointment. She confirmed that the resident had 

complaints of pain and that he had been treated 

for infections twice since the implant was placed.

A record review of the "Admission Record" 

revealed the facility admitted Resident #87 on 
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07/06/2022, and he had diagnoses including 

Post-Traumatic Stress Disorder (PTSD) and 

Depression. 

Record review of the Quarterly MDS with an ARD 

of 04/05/23 revealed Resident #87 had a BIMS 

score of 15, which indicated he was cognitively 

intact.

Record review of the "Microbiology" report for 

"Wound Cultures" collected 3/21/23 and reported 

3/23/23 for Resident #87 revealed a specimen 

from the "Thigh" was collected and resulted in " 

...Moderate Methicillin Resistant Staphylococcus 

aureus (MRSA)..."

 

Record review of the "Microbiology" report for 

"Wound Cultures" collected 4/11/23 and reported 

4/15/23 for Resident #87 revealed a specimen 

was collected from the "Thigh" and resulted in 

"Light ...(MRSA) ..."

Resident #254

On 05/03/23 at 10:10 AM, during an interview 

with Registered Nurse (RN) #1, she explained 

Resident #254 was transferred to the hospital 

from a wound care appointment and has not 

returned to the facility.  RN #1 stated that she 

scheduled Resident #254 for a wound care 

appointment on the 4/14/23, but the facility was 

unable to transport her because of transportation 

problems. 

On 05/04/23 at 09:10 AM, during a phone 

interview with Resident #254's niece, she said 

she was not aware that Resident #254 had 

missed the wound care appointment scheduled 

on 4/14/23, but she was informed that the 

resident had an appointment scheduled for 
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04/18/23.  

On 05/08/23 at 11:10 AM, during a phone 

interview with the local would care clinic, the staff 

revealed Resident #254 arrived for the wound 

appointment. Upon arrival, her vital signs were 

abnormal, she had a fever, and was lethargic, so 

the clinic sent her to the Emergency Room, and 

she was diagnosed with Sepsis. 

Record review of the "Progress Notes" for 

Resident #254 revealed a "Nursing Progress 

Note" dated 4/14/23 at 13:53 (1:53 PM) for 

"unable to take resident to wound care apt 

(appointment) today will contact family and wound 

care to reschedule".

Resident #34

During an interview on 5/3/23 at 3:30 PM, with the 

NP, she revealed Resident #34 had a suprapubic 

catheter placed on 3/24/23 and had orders to 

return to the Urology for a follow up on 4/19/23. 

The facility changed the appointment to 5/9/23 

because of transportation issues and then 

changed it again to 5/11/23 due to continued 

transportation problems.  The NP said that she 

called the Urologists' office on 4/25/23 to ask if 

she could change the suprapubic catheter since 

his appointment had been postponed due to 

transportation problems. The doctor replied, 

"Absolutely not."  The doctor then said the 

resident needed to be in her office by tomorrow 

because she was concerned about the resident 

developing an infection. The NP said she took her 

phone to the Administrator and let him talk to the 

doctor. She said the Administrator called the 

facility's transportation staff and rearranged 

dialysis residents so the resident could be at the 

Urologists' office the following day. The NP said 
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that if she had not called the doctor herself, the 

resident would not have had his newly placed 

suprapubic catheter changed timely.

During an interview on 05/14/23 at 08:16 AM, with 

Resident #34, he confirmed his follow up 

appointment was scheduled for 4/19/23 and the 

facility changed the appointment due to 

transportation issues. Resident #34 said he was 

told the facility van was in the shop and the facility 

had to reschedule his appointment to 5/9/23. He 

explained that later the staff came to him and 

said they had to change his appointment again to 

5/11/23 because they were not sure when the van 

would be ready. Resident #34 said he was 

concerned because the doctor told him it was 

especially important for him to return for his follow 

up visit in a month.

Record review of the "Progress Notes" revealed 

Resident #34 had a "Physician Progress Note", 

dated 4/25/23 at 13:56 (1:56 PM), " ...He is 

concerned with his newly placed Suprapubic 

catheter needing changed as it was placed 

3/24/23.  He was told by (Proper Name of 

Physician) she would change it for the first time 

on his return visit for F/U, the appointment was 

made for 4/19/23, then changed by the facility 

because of transportation to 5/9/23 and then 

again because of transportation to 5/11/23.  I 

called the nurse of (Proper Name of Physician) to 

question whether we, the staff of (Proper Name 

of Facility) or myself (NP) could change the 

catheter for the first time since his appointments 

had been postponed.  The nurse states "No, the 

Dr. has to change it for the first time and he 

cannot wait until 5/11/23 for this to be done, as a 

matter of fact he needs to be in the office by 

tomorrow to get it done, as they are worried of an 

infection developing should he wait that long after 
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surgery to have it changed or even see the Dr. for 

F/U after surgery.  Spoke with Administrator ...he 

contacted the van driver and rearranged some 

dialysis transports and stated they can have the 

resident in Jackson ...at 2pm, the nurse put him 

on the book for 2pm tomorrow ..."

Record review of the "Admission Record" 

revealed the facility admitted Resident #34 on 

06/22/2020 with a diagnosis of Spina Bifida. 

Record review of the Significant Change in Status 

MDS with an ARD of 02/20/23 revealed Resident 

#34 had a BIMS score of 15 which indicated he 

was cognitively intact. 

During an interview on 5/3/23 at 2:00 PM, with the 

Chief Executive Officer (CEO) of the local 

ambulance company, he confirmed they required 

the facility to pay in advance for non-emergency 

transportation services.  

During an interview on 05/04/23 at 08:07 AM, with 

the Medical Director (MD), he stated that he was 

told at the last Quality Assurance (QA) meeting 

that the facility had rescheduled some resident 

appointments because of transportation 

problems. The MD said he was told the facility 

had addressed the problem and it was resolved. 

The MD said he did not know that Resident #37 

and Resident #81 had not been able to see their 

surgeons and recalled stating at that meeting that 

those residents needed to follow up immediately 

with their surgeons. The MD also stated that the 

residents not having transportation to 

appointments is unacceptable and must be taken 

care of immediately. The doctor said he thought 

the transportation problems were resolved.

During an interview on 05/04/23 at 09:24 AM, with 
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CNA #1, she said she had been the van 

transportation driver and took residents to 

dialysis. CNA #1 confirmed the facility had 

communication problems with appointments 

because different nurses and the DON were 

making appointments. The resident appointments 

were clashing with each other which caused a lot 

of confusion and some residents missed 

appointments because they were scheduled at 

the same time.

During an interview on 05/04/23 at 09:58 AM, with 

CNA #2, he said he drives the facility's 

transportation van, but he does not schedule the 

appointments.  CNA #2 stated the facility van was 

placed in the shop for repairs three (3) times 

since he started driving the van in February 2023. 

CNA #2 confirmed the facility rented a van, and 

dialysis residents were the top priority for 

transports. CNA #2 said this facility is too big for 

one van and needs two vans to meet the 

residents' needs.

On 05/04/23 at 11:58 AM, during an interview with 

the Administrator, revealed one van was disabled 

in February and the other van kept breaking down 

and was placed in the shop several times. The 

Administrator said he emailed his corporate office 

to let them know that he did not have 

transportation for the residents to go out to their 

appointments. He stated that he rented a van to 

help with dialysis appointments and some local 

appointments. The corporate office said they 

were working with the insurance company to try 

to get another van because the disabled van had 

not been replaced. The Administrator confirmed 

that one van could not take all the residents to 

dialysis and to local and out of town 

appointments.
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The facility provided an acceptable Removal Plan 

which included:

Immediate Action started on 05/05/2023 at 12:23 

PM:

Resident # 75 has a pulmonology scheduled for 

06/19/2023 at 4:00 PM.

Resident # 75 has a cardiology appointment 

scheduled for 05/23/2023 at 1:00 PM.

Resident # 87 had a vascular stent removed on 

05/04/2023 at 5:30 AM.

On 05/05/2023 at 2:00 PM, Ad Hoc Quality 

Assurance Performance Improvement (QAPI) 

Committee met to ensure the residents receive 

needed medical services to prevent future 

occurrences of neglect, to ensure that 

Comprehensive Care Plans are developed and 

implemented to include needed medical services 

as physician ordered, to ensure that all residents 

residing in the facility receive the outside medical 

services needed to prevent complications, to 

prevent residents from experiencing avoidable 

loss of ROM, to ensure facility administration is 

administered in a manner that enables the use of 

its resources to effectively maintain the highest 

practicable physical well-being for residents 

receiving physician ordered services, and to 

ensure an effective QAPI program is maintained. 

A Root Cause Analysis (RCA) was conducted and 

reviewed policies and procedures for changes. 

RCA revealed the policy was not followed and 

one of two vans was out of commission. RCA 

revealed former ED only rented a van for two 

weeks during the timeframe one van was out of 

commission and did not continue to rent a van 

nor secure other means of transportation even 
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though Company approval was given.

Attendees were the Medical Director (MD), 

Executive Director (ED), Director of Nursing 

(DON), Infection Control Preventionist (ICP), 

Business Office Manager (BOM), Maintenance 

Director, Regional Director of Clinical Services 1 

(RDCS 1), Regional Vice President of Operations 

(RVPO), Regional Director of Business Office 

Services (RDBOS), Regional Director of Clinical 

Services 2 (RDCS 2), Business Development 

Coordinator, Certified Nursing Assistant (CNA), 

Physical Therapist (PT), Registered Nurse 

Minimum Data Set Nurse (RN MDS Nurse), 

Activities Director, Housekeeping Manager, 

Social Services Director, Dietary Manager, 

Medical Records Nurse, and Human Resources 

Director (HRD).  A review of policy and 

procedures were: "Abuse, Neglect, Exploitation, 

and Misappropriation", "Transportation", "Skin 

and Wound", "Plans of Care", and "Quality 

Assurance Performance Improvement (QAPI)" 

which required no changes.

On 05/05/2023 at 3:30 PM, the RVPO 

initiated education to the Medical Director and 

Interdisciplinary Team (IDT) to ensure an effective 

QAPI program is maintained to address outside 

medical services of the residents. No new hired 

staff will work without the aforementioned 

education.

On 05/05/2023 at 3:35 PM, the RVPO 

conducted a quality review to ensure the facility 

has a current non-emergent ambulance 

agreement in place. There is a current 

non-emergent ambulance agreement in place for 

the facility to ensure that residents with higher 

level of transfer care needs have non-emergent 

transportation provided by the facility.
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On 05/05/2023 at 3:45 PM, the RVPO 

initiated education to the ED and DON to ensure 

the administration in a manner that enables the 

use of its resources to effectively maintain the 

highest practicable physical well-being for 

residents to receive physician ordered services to 

prevent future non-compliance. No new hired 

staff will work without the aforementioned 

education.

On 05/05/2023 at 4:00 PM, the DON initiated 

education to all staff to ensure the residents 

receive needed medical services and provide 

physician ordered services that are necessary. 

No current staff or new hired staff will work 

without the aforementioned education.

On 05/05/2023 at 4:40 PM, RDCS 1 and LPN 

1 (Licensed Practical Nurse 1) conducted a 

quality review of physician ordered appointments 

of current residents. A quality review of residents' 

physician ordered appointments were reviewed 

with the MD for medical urgency and transfer to a 

higher level of care. No residents were identified 

with medically urgent appointments.

On 05/05/2023 at 4:45 PM, MD conducted a 

physician visit with Residents #75 and #87 to 

ensure medical stability and no new orders 

received. Resident #254 is no longer in the facility 

as of 04/19/2023 related to transferred to the 

hospital.

On 05/07/2023 at 4:00 PM, MD conducted a 

physician's visit with Residents #75 and #87 and 

reviewed outstanding appointments for medical 

urgency and determined that no current 

appointments were medically urgent requiring a 

transfer to a higher level of care. MD gave new 
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orders on Residents #75 and #87.

On 05/07/2023 at 4:30 PM, the Regional 

Plant Operations Director delivered an additional 

wheelchair accessible van for the facility to 

maintain effectiveness transportation for 

physician ordered outside medical services.

On 05/07/2023 at 4:45 PM, the RDCS 1 

educated the ED, DON, MR Nurse, and Licensed 

Social Worker on the process to ensure physician 

ordered medical services are scheduled and 

transportation is provided. The MR Nurse will be 

the designated person to ensure all outside 

medical appointments are maintained and 

executed.

On 05/07/2023 at 6:30 PM, Resident # 87 had an 

appointment scheduled with a wound specialist 

on 05/23/2023 at 9:15 AM.

The facility alleges all corrective actions were 

completed to remove the immediacy on May 7, 

2023, and the Immediate Jeopardy was removed 

May 8, 2023.

The State Agency (SA) validated the facility's 

Corrective Actions:

1.) The State Agency (SA) validated through 

record review Resident # 75 has a pulmonology 

scheduled for 06/19/2023 at 4:00 PM.

2.) The State Agency (SA) validated through 

record review Resident # 75 has a cardiology 

appointment scheduled for 05/23/2023 at 1:00 

PM.

3.) The State Agency (SA) validated through 

record review Resident # 87 had a vascular stent 

removed on 05/04/2023 at 5:30 AM.
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4.) The State Agency (SA) validated through 

record review on 05/05/2023 at 2:00 PM, Ad Hoc 

Quality Assurance Performance Improvement 

(QAPI) Committee met and covered needed 

medical services to prevent future occurrences of 

neglect, Comprehensive Care Plans, residents 

residing in the facility receive the outside medical 

services needed to prevent complications, facility 

administration and review of an effective QAPI 

program is maintained.  The SA determined a 

Root Cause Analysis (RCA) was conducted and 

policies and procedures were reviewed for 

changes. 

The SA determined attendees were the Medical 

Director (MD), Executive Director (ED), Director 

of Nursing (DON), Infection Control Preventionist 

(ICP), Business Office Manager (BOM), 

Maintenance Director, Regional Director of 

Clinical Services 1 (RDCS 1), Regional Vice 

President of Operations (RVPO), Regional 

Director of Business Office Services (RDBOS), 

Regional Director of Clinical Services 2 (RDCS 

2), Business Development Coordinator, Certified 

Nursing Assistant (CNA), Physical Therapist (PT), 

Registered Nurse Minimum Data Set Nurse (RN 

MDS Nurse), Activities Director, Housekeeping 

Manager, Social Services Director, Dietary 

Manager, Medical Records Nurse, and Human 

Resources Director (HRD).  

The SA determined a review of policy and 

procedures were performed for: "Abuse, Neglect, 

Exploitation, and Misappropriation", 

"Transportation", "Skin and Wound", "Plans of 

Care", and "Quality Assurance Performance 

Improvement (QAPI)" which required no changes.

5.) The State Agency (SA) validated through 
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interviews on 05/05/2023 at 3:30 PM, the RVPO 

initiated education to the Medical Director and 

Interdisciplinary Team (IDT) to ensure an effective 

QAPI program is maintained to address outside 

medical services of the residents. No new hired 

staff will work without the aforementioned 

education. 

6.) The State Agency (SA) validated through 

record review on 05/05/2023 at 3:35 PM, the 

RVPO conducted a quality review to ensure the 

facility has a current non-emergent ambulance 

agreement in place. There is a current 

non-emergent ambulance agreement in place for 

the facility to ensure that residents with higher 

level of transfer care needs have non-emergent 

transportation provided by the facility.

7.) The State Agency (SA) validated through 

interviews on 05/05/2023 at 3:45 PM, the RVPO 

initiated education to the ED and DON to ensure 

the administration in a manner that enables the 

use of its resources to effectively maintain the 

highest practicable physical well-being for 

residents to receive physician ordered services to 

prevent future non-compliance. No new hired 

staff will work without the aforementioned 

education.

8.) The State Agency (SA) validated through 

interviews on 05/05/2023 at 4:00 PM, the DON 

initiated education to all staff to ensure the 

residents receive needed medical services and 

provide physician ordered services that are 

necessary. No current staff or new hired staff will 

work without the aforementioned education.

9.) The State Agency (SA) through interviews on 

05/05/2023 at 4:20 PM, the RDCS initiated 

education with the RN MDS Nurses to ensure 
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that Comprehensive Care Plans are developed 

and implemented to prevent further resident 

complications for residents' treatment related to a 

vascular implant and orthopedic and vascular 

appointments. No current staff or new hired staff 

will work without the aforementioned education.

10.) The State Agency (SA) through interviews on 

05/05/2023 at 4:30 PM, the DON initiated 

education to licensed nurses to ensure that all 

residents residing in the facility receive the 

outside medical services needed to prevent 

complications.  No current staff or new hired staff 

will work without the aforementioned education.

11.) The State Agency (SA) through interviews on 

05/05/2023 at 4:40 PM, RDCS 1 and LPN 1 

(Licensed Practical Nurse 1) conducted a quality 

review of physician ordered appointments of 

current residents. A quality review of residents' 

physician ordered appointments were reviewed 

with the MD for medical urgency and transfer to a 

higher level of care. No residents were identified 

with medically urgent appointments.

12.)   The State Agency (SA) validated through 

record review on 05/05/2023 at 4:45 PM, that the 

MD conducted a physician visit with Residents 

#75 and #87 to ensure medical stability and no 

new orders received. 

13.) The State Agency (SA) validated through 

interviews/record review on 05/07/2023 at 8:00 

AM, RDCS 1, RDCS 2, RDCS 3 (Regional 

Director of Clinical Services 3), and RN 

Treatment Nurse completed assessments on 

current residents to ensure medical stability and 

not requiring a transfer to a higher level of care. 

The SA validated no residents at risk were 

identified.
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14.) The State Agency (SA) validated through 

record review on 05/07/2023 at 4:00 PM, MD 

conducted a physician's visit with Residents #75 

and #87 and reviewed outstanding appointments 

for medical urgency and determined that no 

current appointments were medically urgent 

requiring a transfer to a higher level of care. MD 

gave new orders on Residents #75 and #87.

15.) The State Agency (SA) validated through 

observation/interviews and record review on 

05/07/2023 at 4:30 PM, the Regional Plant 

Operations Director delivered an additional 

wheelchair accessible van for the facility to 

maintain effectiveness transportation for 

physician ordered outside medical services.

16.) The State Agency (SA) validated through 

interviews on 05/07/2023 at 4:45 PM, that the 

RDCS 1 educated the ED, DON, MR Nurse, and 

Licensed Social Worker on the process to ensure 

physician ordered medical services are 

scheduled and transportation is provided. The 

MR Nurse will be the designated person to 

ensure all outside medical appointments are 

maintained and executed.

17.) The State Agency (SA) validated through 

record review on 05/07/2023 at 6:30 PM, 

Resident # 87 had an appointment scheduled 

with a wound specialist on 05/23/2023 at 9:15 

AM.

 M 610 45.21.2 Activities of daily living

Activities of daily living. Each resident shall 

receive assistance as needed with activities of 

daily living to maintain the highest practicable well 

 M 610 6/2/23
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being. These shall include, but not be limited to:

1. Bath, dressing and grooming;

2. Transfer and ambulate;

3. Good nutrition, personal and oral hygiene; and

4. Toileting.

This Statute  is not met as evidenced by:

Level II

Based on interviews, record review, and facility 

policy review the facility failed to provide 

assistance with bathing for three (3) of  24 

residents reviewed for Activities of Daily Living 

(ADLs).  Resident #31, Resident #71, and 

Resident #254.

Findings include:

A record review of the facility's policy "Activities of 

Daily Living", dated 01/01/2022, revealed, "Policy:  

To encourage resident choice and participation in 

activities of daily living (ADL) and provide 

...assistance as necessary.  ADLs include bathing 

...Procedure:  1.  CNA (Certified Nurse Aide) will 

review the resident Kardex for information on 

individual care needs and preferences ..."

Resident #31

On 05/05/23 at 09:00 AM, during an interview 

with Resident #31, he stated, "I have not had a 

shower since I was admitted to the facility on 

01/31/23." He explained that the facility provided 

perineal care when he needed it, but it was not a 

complete bed bath.  He reported that he had 

asked for a bed bath, even though he should not 

have had to do so. He further explained that prior 

1)   Root Cause Analysis conducted by the 

Interdisciplinary Team (IDT) on 5/11/2023, 

Root Cause identified that Certified 

Nursing Assistants failed to provide 

assistance with bathing for dependent 

residents and based on findings Resident 

#31 and Resident #71 were interviewed by 

Social Services Director on 5/11/2023 to 

determine bathing preference. Resident 

#31 and #71's Care Plan and Kardex were 

updated 5/23/2023 with bathing 

preference. Resident #31 and #71 were 

assessed by Regional Director of Clinical 

Services(RDCS) on 5/11/2023 to ensure 

proper hygiene. Resident #254 was 

discharged from the facility on 05/04/2023.

2)   Quality Review of current residents 

bathing was conducted by the Regional 

Director of Clinical Services (RDCS) on 

05/11/23 to ensure residents that are 

unable to perform activities of daily living 

are provided necessary services to 

maintain good grooming and personal 

hygiene.  Residents unable to perform 

their own activities of daily living have the 

potential to be affected.
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to his admission to the facility, he was homeless, 

and he had gotten "more baths on the street than 

he had at the facility."  

On 05/05/23 at 09:20 AM, in an interview with 

CNA #3 regarding Resident #31, she stated the 

facility did not have a bath schedule, so she 

made her own schedule.  She stated that 

residents should get a bed bath daily and she 

thought residents would feel "awful" if they did 

not.     

On 05/05/23 at 9:50 AM, during an interview with 

Licensed Practical Nurse (LPN) #3, she stated 

that Resident #31 was not able to get up for 

showers and he required a bed bath only. She 

explained that residents who were only able to 

get a bed bath should get a "head-to-toe" bath 

daily.   

A record review of the "Admission Record" 

revealed Resident #31 was admitted by the 

facility on 01/31/2023 with a diagnosis of 

Displaced Supracondylar Fracture.

A record review of the admission Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD) of 02/07/2023 revealed Resident #31 had 

a Brief Interview for Mental Status (BIMS) score 

of 15, which indicated he was cognitively intact.  A 

review of Section G revealed he was dependent 

upon staff for bathing.   

A record review of the "Documentation Survey 

Report" for April 2023, with an "Intervention/Task" 

of "ADL-Bathing ..." revealed Resident #31 

received a bed bath on 04/07/2023, 04/08/2023 

on day and evening shift, 04/10/2023, 

04/17/2023, 04/18/2023 on day and evening shift, 

04/19/2023 on day and evening shift, 04/21/2023 

3)  Education was initiated on 05/09/2023 

by the RDCS and will be completed by 

06/02/2023 on "Bathing/Showering" policy 

with emphasis on assisting in bathing for 

Residents that are unable to perform 

activities of daily living on their own to 

ensure necessary services are provided to 

maintain good grooming and personal 

hygiene. Residents bathing schedules 

were updated in Care Plan and Kardex on 

5/7/23 by RDCS#1 and RDCS#2. 

New hires will be educated in orientation. 

4)  RDCS or Director of Nursing(DON) will 

monitor bathing of 10 residents through 

interview and audit of bathing 

documentation 3 times weekly for 1 

month, then weekly for 1 month, and then 

monthly for 2 months beginning 

05/09/2023 to ensure that residents that 

are unable to perform activities of daily 

living are provided necessary services to 

maintain good grooming and personal 

hygiene. Findings will be reported to the 

Quality Assurance Performance 

Improvement (QAPI) Committee monthly 

starting 05/30/2023 for four months. 

Monitoring schedule will be revised based 

on findings. 
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on day and evening shift, 04/29/2023, and 

04/30/2023, which indicated that he did not 

receive a bed bath daily.  

Resident #71

On 05/08/23 at 11:15 AM, during an interview with 

Resident #71, he stated that he wanted a shower 

because it had "been a few days" since he had 

been to the shower.  He said he wanted to have 

his showers performed regularly and because it 

had been too many days since his last shower, he 

would "wash himself off in the sink." 

On 05/08/23 at 11:30 AM, during an interview with 

CNA #5, she reviewed the Kardex and explained 

Resident #71 was scheduled for a shower on the 

3-11 shift, which was not the scheduled shift in 

which she worked.

On 05/08/23 at 02:30 PM, during an interview 

with CNA #6, she explained the facility previously 

had a shower list, but now the staff followed the 

resident's Kardex to determine the shower days.  

 

A record review of the "Admission Record" 

revealed the facility admitted Resident #71 on 

04/30/21 with a diagnosis of Hemiplegia and 

Hemiparesis. 

A record review of the Annual MDS with an ARD 

of 04/17/2023 revealed Resident #71 had a BIMS 

score of 14, which indicated he was cognitively 

intact.  A review of Section G revealed that 

personal hygiene activity occurred only once or 

twice during the seven (7) day lookback period.  

A record review of the "Documentation Survey 

Report" for April 2023, with an "Intervention/Task" 

of "ADL-Bathing ..." revealed Resident #71 had 
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one (1) bath on 04/18/2023 for the month of April.  

Resident #254

On 05/04/23 at 08:50 AM, during a phone 

interview with Resident #254's Resident 

Representative (RR), he explained that the 

resident was currently in the hospital and had 

been in the hospital since 04/18/2023.  He stated 

the resident had complained to him that she did 

not get baths or showers.   

On 05/04/23 at 09:10 AM, during a phone 

interview with Resident #254's niece, she 

complained the facility had not been providing 

baths for the resident.  She had asked the facility 

to call her and let her know of any refusals, and 

she would talk to her aunt. She stated that her 

aunt had told her that she went days without a 

bath or shower, and she (the niece) had observed 

the resident wearing the same clothes for days at 

a time.   

On 05/04/23 at 10:00 AM, during an interview 

with CNA #7, she reported that Resident #254 

had never refused a bath.   

Record review of the "Admission Record" 

revealed the facility admitted Resident #254 on 

03/22/2021 and readmitted her on 04/14/2022 

with diagnoses including End Stage Heart Failure, 

Schizophrenia, and Type 2 Diabetes Mellitus 

without Complications.

A record review of the Annual MDS with an ARD 

of 04/10/2023 revealed Resident #254 had a 

BIMS score of 15, which indicated she was 

cognitively intact.  Review of Section G revealed 

she was totally dependent on staff for bathing.  
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A record review of the "Documentation Survey 

Report" for April 2023, with an "Intervention/Task" 

of "ADL-Bathing ..." revealed there was no 

documentation that Resident #254 received a 

bath on 04/07/2023, 04/08/2023, 04/09/2023, 

04/13/2023, 04/14/2023, 04/15/2023, 04/16/2023, 

and 04/17/2023.  

On 05/03/23 at 03:05 PM, during an interview 

with CNA #9, she explained the bath schedules 

for the residents were located on the Kardex 

Task.  She said the facility did not have a 

separate bath or shower schedule and CNA #9 

commented that she "tries to give all her 

residents a bed bath daily."

On 05/08/23 at 11:53 AM, during an interview with 

the Director of Nursing (DON) she explained that 

a bed bath consisted of a head-to-toe bath and 

that bed baths should be completed every day.  

She further explained that the nurses should 

follow up to ensure that the baths are completed.  

On 05/08/23 at 02:00 PM, during an interview 

with the DON, she presented a handwritten bath 

schedule, revised 1/10/23, and stated the facility 

staff used the schedule to perform showers and 

bathing, but was unsure if the CNAs followed 

schedule or if they solely used the Kardex to 

perform baths.  She explained that when a 

resident refused a shower, the staff would try and 

talk to the resident, and would document the 

refusal in the Tasks on the Kiosk.  She stated that 

she expected all staff to follow the resident 's bath 

schedule and for residents to receive baths.

 M 615 45.21.3 Pressure sores

Pressure sores. Residents with a pressure sore 

 M 615 6/2/23
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shall receive necessary treatment and service to 

promote healing and prevent the development of 

new pressure sores. Residents without pressure 

sores will not develop pressure sores unless the 

residents' clinical condition indicates they were 

unavoidable.

This Statute  is not met as evidenced by:

Level III

Based on observations, interviews, record review, 

and facility policy review, the facility failed to 

ensure a resident received necessary treatment 

and services to promote the healing of a pressure 

ulcer, prevent an infection and prevent new ulcers 

from developing for one (1) of two (2) residents 

reviewed for pressure wounds.  Resident #254

Findings include:

A record review of the facility's policy "Skin and 

Wound," with a revision date of 01/24/2022 

revealed, "Policy: To provide a system for 

identifying risk, and implementing resident 

centered interventions to promote skin health, 

prevention, and healing of pressure injuries.  

Process:   ... Skin Impairment Identification:  ... 4.  

Refer to Therapy as appropriate.  5.  Monitor 

residents' response to treatment, modify as 

indicated ..."

On 05/03/23 at 10:10 AM, during an interview 

with the Wound Care Nurse/Registered Nurse 

(RN) #1, she explained Resident #254 was sent 

to the hospital from the wound care appointment 

on 04/19/2023 and remains in the hospital.  She 

revealed she had referred Resident #254 to the 

local hospital wound clinic, due to a large infected 

sacral wound. She stated Resident #254 had 

previously been scheduled for a wound care 

appointment on the 14th of April, but due to lack 

1)  Resident #254 discharged from facility 

on 04/19/2023.

2)  On 05/05/2023, the Regional Director 

of Clinical Services(RDCS) and Licensed 

Practical Nurse (LPN)#1 through 

observation conducted a quality review of 

all current resident physician orders for 

medically necessary appointments or 

consults to identify any other residents 

affected by the deficient practice. 

On 05/07/2023, RDCS1, RDCS2 and LPN 

1 conducted a 100% quality review of 

residents body audits to ensure a resident 

received necessary treatment and 

services to promote the healing of a 

pressure ulcer and prevent an infection, to 

identify any other residents affected by the 

deficient practice.

Current residents with physician orders for 

medically necessary appointments and 

necessary treatment and services related 

to wound care have the potential to be 

affected. 

3)  On 05/07/2023, the RDCS educated 

the ED, Director of Nurses(DON), Medical 

Records(MR) Nurse, and Licensed Social 
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of transportation, the appointment was 

rescheduled for 04/19/2023.  

On 05/04/23 at 08:50 AM, during a telephone 

interview with Resident #254's Resident 

Representative (RR), he explained since 

admission to the facility, the resident has been 

hospitalized several times for wound infections. 

The RR revealed the resident's wounds would 

improve during the hospitalization, however, 

when she returned to the facility, the wounds 

would always get worse.

On 05/04/23 at 09:10 AM, during a telephone 

interview with Resident #254's niece, she 

explained the resident is in the hospital and the 

wounds are being treated. The niece complained 

the facility has not been taking good care of the 

resident and that she had even taken pictures of 

the resident's wound dressings, showing that they 

had not been changed in a couple of days. The 

niece revealed that as the resident's wounds 

continued to worsen, she had tried to talk to the 

Director of Nurses (DON), wound care nurse, and 

the floor nurse about her concerns, no one would 

talk to her, and everyone blamed each other.  

On 05/04/2023 at 10:15 AM, during an interview 

with the Director of Nursing (DON), she 

confirmed Resident #254 did acquire wounds in 

the facility and that the wounds continued to 

deteriorate.  She confirmed Resident #254 was 

transported to the wound care clinic via 

ambulance on 04/19/2023.

On 05/04/23 at 10:50 AM, during an interview 

with RN #1/Wound Care Nurse, she confirmed 

Resident #254 missed her first wound care clinic 

appointment on 04/14/2023 due to facility 

transportation problems of not having a van to 

Worker(LSW) on the medically necessary 

services consult and appointment process 

to ensure physician ordered medical 

services are scheduled and transportation 

is provided. Once consult or appointment 

order is received the MR Nurse will place 

the consult or appointment on the 

Appointment/Consult Log. Appointments 

will be made by the MR Nurse, LSW, or 

DON to ensure transportation schedule is 

confirmed. If a resident requires 

non-emergent ambulance transport, the 

ED will be notified to ensure transportation 

services are scheduled. Once 

appointment is met it will be indicated on 

the Appointment /Consult Log.

Education was conducted with current 

staff on "Abuse, Neglect, Exploitation & 

Misappropriation" with emphasis on 

providing medically necessary services to 

a resident to avoid physical harm, pain, 

mental anguish, or emotional distress. 

Education was conducted on 05/05/2023 

by the DON.

Education was conducted with current 

licensed nurses on "Skin and Wound" with 

emphasis on providing a resident received 

necessary treatment and services to 

promote the healing of a pressure ulcer 

and prevent an infection. Education was 

conducted on 05/05/2023 by the DON.  

New hires will be educated in orientation. 

4)  ED or DON will monitor medically 

necessary appointments for 10 residents 3 
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take the resident. She confirmed Resident #254's 

wound on her sacrum started out very small but 

has now progressed to a large wound, with large 

amounts of drainage, and wound stayed infected.  

She confirmed Resident #254 had asked to go to 

the hospital on 04/14/2023 but was not sent until 

04/19/2023 for a wound care clinic appointment.

On 05/05/23 at 01:45 PM, during an interview 

with the DON, she explained the facility has no 

records of the resident's visit to the (Proper Name 

Wound Care Clinic) because when she phoned 

the clinic, she was informed the clinic has no 

documentation on the visit, as upon arrival to the 

clinic, the patient was lethargic and when vitals 

were taken, the resident went straight to the 

Emergency Room.  

On 05/08/23 at 11:10 AM, during a telephone 

interview with the local wound care clinic, the 

clinic staff explained when Resident #254 arrived 

for the wound appointment, her vital signs were 

taken, and the resident was immediately sent to 

the Hospital Emergency Room, as the resident 

had an elevated temperature and was lethargic. 

Record review of Resident #254's "Admission 

Record" revealed the facility initially admitted the 

resident on 03/22/2021 and readmitted on 

04/14/2022 with the diagnoses of End Stage 

Heart Failure, Schizophrenia, Unspecified, and 

Type 2 Diabetes Mellitus without Complications.

Record review of Resident #254 "Order Summary 

Report" dated 05/03/2023 revealed, orders for " 

... consult Proper Name Wound care for 

worsening of Stage 4 to sacrum with order date 

04/10/2023" and an order dated 04/14/2023 

revealed, "wound care clinic apt (appointment) 

rescheduled to 04/19/2023 at 08:30 AM ..."

times weekly for 1 month, then weekly for 

1 month, and then monthly for 2 months 

beginning 05/05/2023 to ensure 

appointments are scheduled, 

transportation arrangements scheduled, 

and resident attends appointments. 

Findings will be reported to the Quality 

Assurance Performance Improvement 

(QAPI) Committee monthly starting 

5/30/2023 for 4 months. Monitoring 

schedule will be revised based on 

findings.

DON or treatment nurse will monitor 

wounds through observation and chart 

review for 10 residents weekly for 1 

month, then monthly for 2 months 

beginning 05/05/2023 to ensure resident 

receives care and services to promote 

healing of pressure ulcers and prevent 

infection. Findings will be reported to the 

Quality Assurance Performance 

Improvement (QAPI) Committee monthly 

starting 5/30/2023 for 4 months. 

Monitoring schedule will be revised based 

on findings. 
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A record review of Resident #254's "Progress 

Notes *NEW*" dated 05/05/2023 revealed on 

04/14/2023 at 01:53 PM " ... unable to take 

resident to wound care apt (appointment) today 

will contact family and wound care to reschedule 

..." with author RN#1. A note dated 04/14/2023 at 

06:40 PM revealed " ... nurse  ... educated the 

resident on the importance of allowing the facility 

to take care of her wounds and start her on 

antibiotics ... resident refused stating she doesn't 

trust anyone here she wants the hospital to give 

her the antibiotics ..." Progress note dated 

04/19/2023 at 09:30 AM revealed " ... Res 

(resident) transferred to hosp (hospital) per 

Proper Name (ambulance) via stretcher at this 

time for wound care appt (appointment) ..."

A record review of Resident #254's Annual 

Minimum Data Set (MDS), with an Assessment 

Reference Date (ARD) of 04/10/2023, revealed a 

BIMS score of 15, which indicated the resident 

was cognitively intact. Section M revealed 

Resident #254 had two (2) Stage 2, one (1) Stage 

4, and two (2) Unstageable pressure wounds. 

A record review of Resident #254's "Pressure 

Ulcer Wound Rounds" dated 04/07/2023 and 

04/13/2023 revealed effective date 04/07/2023 at 

12:12 PM sacrum pressure wound had 

measurements 15.6 centimeters (cm) length x 

width 12.9 cm x depth 3.9 cm Stage IV had 

wound bed with slough that was yellow in color 

with a large amount of yellow purulent drainage 

with odor.  Assessment with effective date 

04/13/2023 at 01:18 PM revealed sacrum 

pressure wound had measurements of 18.0 cm x 

16.6 cm and 0.5 cm Stage IV and continued to 

have a wound bed with yellow slough in color with 

a large amount of yellow purulent drainage with 
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odor. By comparison, of the last two (2) 

assessments of the Stage IV sacrum revealed 

the wound had continued to increase in size. 

A record review of Resident #254's hospital 

records dated 04/19/2023, with a chief complaint 

of Decubitus ulcer revealed " ...The patient is a 

nursing home resident. She went to wound care 

and she was found to be tachycardic (high heart 

rate) and febrile (had a fever). Patient was sent to 

ER (emergency room). The patient is complaining 

of pain in her wounds ... In the ER, the patient 

was hypotensive (had low blood pressure), 

tachycardia, and tachypneic (breathing fast). Her 

work-up cell count was 24,000. She was admitted 

... A: Sepsis secondary to multiple decubitus 

ulcers ... P. Unstageable sacral decubitus ulcer 

20 x 30 centimeters in area. Wound culture of her 

sacral decubitus ulcer is ordered. Cultures are 

taken x2. General surgery is consulted for 

debridement ..."
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