
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

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

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

Event ID: Facility ID: If continuation sheet 
Page 1  of      

255192 06/19/2025

Claiborne County Senior Care 2124 Old Hwy 61 South
Port Gibson, MS 39150

F 0690

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate 
catheter care,  and appropriate care  to prevent urinary tract infections.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, record review and facility policy review, the facility failed to provide peri-care in 
accordance with professional standards of care for two (2) of four (4) peri-care observations (Resident #9 
and Resident #15).

Findings included:

A review of the facility's policy, Perineal Care Policy, with a revision date of 1/2010, revealed, POLICY It is 
the policy of this facility to provide perineal cleanliness and comfort to the resident, to prevent infection and 
skin irritation and to observe the resident skin condition .

Resident #9

On 06/17/2025 at 2:10 PM, during an observation of peri-care for Resident #9 provided by Certified Nursing 
Assistant (CNA) 1 and assisted by CNA #2 revealed CNA #1 placed items on the nightstand beside the bed 
without a barrier in place. CNA #1 pulled out four wipes and cleaned the vaginal area front to back, pulling 
wipes from the pack a total of four times with soiled gloves. Resident #9 had feces in the back of her brief. 
CNA #1 removed gloves, sanitized hands, and proceeded to perform care in the buttocks area, again pulling 
wipes from the pack four times after starting care with dirty gloves. They then removed gloves, applied hand 
sanitizer, put on clean gloves, and applied a clean brief. Upon request by the State Agency to check for 
cleanliness, CNA #1 removed the brief and wiped a total of six additional times, each with visible smears of 
feces, until the resident was clean.

On 06/17/2025 at 2:23 PM, during an interview with CNA #2, she explained that Resident #9 had smears of 
feces during the recheck. They stated that inadequate peri-care can lead to skin breakdown.

On 06/17/2025 at 2:31 PM, during an interview with CNA #1, she confirmed that smears of feces were 
present during the recheck. She acknowledged that improper care could result in infection and skin 
breakdown.

On 06/19/2025 at 1:50 PM, during an interview with the Director of Nursing (DON), She explained that CNAs 
are expected to follow the procedure for peri-care. She stated that improper care can lead to skin irritation 
and Urinary Tract Infections (UTIs).

(continued on next page)
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Level of Harm - Minimal harm or 
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Residents Affected - Some

A record review of Resident #9's admission Record revealed an initial admission date of 4/26/2022 and a 
readmission date of 2/28/2025, with diagnoses including Acute Kidney Failure, Vascular Dementia, and 
Cognitive Communication Deficit.

A record review of Resident #9's Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 
3/6/2025 revealed a Brief Interview for Mental Status (BIMS) score of ninety-nine (99), indicating the 
interview was not completed. The MDS dated [DATE], Section GG revealed the resident is dependent on 
toileting and hygiene.

Resident #15

On 06/18/2025 at 4:29 PM, during an observation of peri-care for Resident #15 provided by CNA #3 and 
assisted by CNA #4 revealed CNA #3 placed a barrier on the bedside table. Both CNAs washed hands and 
applied clean gloves. CNA #3 removed the brief and began care. She wiped the front to back in the groin 
area on each side, then wiped down the center of the labia one time. She did not wipe down the labial sides 
again. CNA #3 then sanitized hands, applied clean gloves, and continued care.

On 06/18/2025 at 5:44 PM, during an interview with CNA #4, she confirmed that CNA #3 wiped down the 
center of the vagina only once. They stated proper care requires wiping each labial side front to back, then 
down the center. She acknowledged this failure could lead to a UTI.

On 06/18/2025 at 5:49 PM, during an interview with CNA #3, she explained they were nervous and forgot to 
wipe down the sides. She acknowledged that this could result in a UTI for Resident #15.

On 06/19/2025 at 1:55 PM, during an interview with the DON, She confirmed CNA #3 should have wiped 
each labial side and then the middle. She stated failure to do so could cause UTIs or infection and that staff 
are expected to follow the procedure as trained.

A record review of Resident #15's admission Record revealed an admission date of 7/8/2022, with diagnoses 
including Urinary Tract Infection and Alzheimer's Disease.

A record review of Resident #15's MDS with an ARD of 3/26/2025 revealed a BIMS score of ninety-nine (99), 
indicating the interview was not completed. Section GG revealed the resident is dependent on toileting and 
hygiene.
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