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Initial Comments

The State Agency (SA) conducted an Annual
Recertification survey along with two (2) Complaint
Investigations (Cl MS #3028783 and Cl MS #2974987)
at the facility from 06/1/26 through 06/04/26. ClI MS
#3028783 was investigated for quality of
care/treatment, and no deficiencies were cited
related to this Cl. Cl MS #2974987 was investigated
for accidents and M640 was cited. During the survey,
the SA determined the facility was not in compliance
with the Minimum Standards for Institutions for the
Aged or Infirm, state licensure requirements and
cited M815 and M1570.

45.21.8 Accidents

Accidents. The facility shall ensure that the residents
' environment remains as free of accident hazards
as possible, and adequate supervision shall be
provided to prevent accidents. If an unexplained
accident occurs, this injury must be investigated and
reported to appropriate state agencies.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on record review, staff interviews, and facility
policy review, the facility failed to ensure a
resident's environment remained as free of accident
hazards to prevent accidents for one (1) of (1)
residents reviewed for falls and accident prevention.
Resident #39.

Findings include:

A record review of the facility policy, "Fall
Assessment and Prevention" dated 5/14/25, reveals,
"...Il. Procedure...Prior to turning resident, upper side
rails should be fully raised and in locked position..."

A record review facility reported an incident (FRI)
#2974987, to the Complaint Unit on 4/4/2026, titled
"Risk Management Accident/Incident Investigation
Summary." The summary revealed that Resident #39
sustained a fall during activities of daily living (ADL)
care. Upon the facility investigation and an interview
with Certified Nursing Assistant (CNA)#1 involved, it
was determined that one of the side rails on the left
may not have been fully engaged at the time of the
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incident. As a result, Resident #39 fell to the floor in
a supine position, sustaining a 2cm (centimeter)
laceration to the scalp with bleeding.

In an interview with the Registered Nurse (RN) on
shift at the time of the incident (RN #1) at 1:15 PM
on 6/3/ 2026, she described that the incident
occurred between 5:00 AM and 6:00 AM on
4/4/2026. Following her medication pass, CNA #1
informed her that Resident #39 was on the floor.
Upon entering the room, she observed Resident
#39's leg resting on the bottom left rail with the rest
of his body on the floor and blood near his head.
The bottom left rail was raised; the top left rail was
down. She noted that as a routine part of her own
practice, she ensures rails are locked by pulling up
on each one to confirm they are secure. She also
noted that Resident #39 is obese and emphasized
the necessity of keeping rails up and ensuring they
are locked for this resident.

In an interview with CNA #1 on 6/3/26 at 2:00 PM,
she recalled the incident, which occurred on
4/4/2026, in the early morning hours after 4:00 AM.
She entered Resident #39's room for general rounds
and to provide a bath near the end of her shift. After
positioning the bed and completing care to the top
portion of the resident's body, she prepared to
lower the top right rail to reposition the resident to
his side, while the remaining rails remained raised.
As she pulled the top sheet to reposition Resident
#39, he unexpectedly slid over the left side and
landed on his back with his head striking the
feeding pole. One leg came to rest on the bottom
left rail. She noted Resident #39 did not exhibit any
facial grimacing. The top left rail had dropped
partially. She opened the door and informed a
nearby nurse of the situation.CNA #1 further stated
that going forward, she would physically check each
rail to confirm it is locked before beginning care.
She admitted that she had not done this in the past
because it had never been an issue.

In an interview with the CNA Coordinator/Licensed
Practical Nurse (LPN #1) at 3:10 PM on 6/3/2026,
she stated that staff are educated during orientation
regarding the importance of ensuring side rails are
in the locked position when providing care. She
acknowledged that all staff are required to check
rails before moving residents.

In an interview with the Director of Nursing (DON) at
3:41 PM on 6/3/2026, she stated that it has always
been standard procedure to check bed rails before
providing any care to residents and that every new
hire is trained on this protocol during orientation
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and receives annual reminders. She reveals that this
important to ensure the safety of the resident.

Arecord review of the local hospital provider notes
dated 4/4/2026, revealed the following imaging
findings: small right frontal scalp hematoma near
the vertex.

Arecord review of the "Orientation Checklist"
revealed the following entry for Day 3: "Please
ensure side rails are up and secured prior to care."
CNA #1 acknowledged this requirement by signing
on 2/20/26.

Arecord review of the "Admission Record" revealed
the facility admitted Resident #39 on 7/20/22, with
diagnoses including Anoxic Brain Damage, Not
Elsewhere Classified, and Persistent Vegetative
State.

Arecord review of the Minimum Data Set (MDS) with
an Assessment Reference Date (ARD) of 5/27/2026,
revealed a Brief Interview for Mental Status (BIMS)
score of 00, indicating Resident #39 was unable to
complete the cognitive assessment, consistent with
the resident's persistent vegetative state diagnosis.

45.29.1 Safe Food Handling Procedures

Safe Food Handling Procedures. Food shall be
prepared, held, and served according to current
Mississippi State Department of Health Food Code
Regulations.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observations, interviews, and facility policy
review, the facility failed to procure, store, prepare,
distribute, and serve food under sanitary conditions
for two (2) of four (4) survey days. Specifically, the
facility failed to ensure deteriorating fruits and
vegetables were removed from food storage and
service areas and failed to properly clean and
sanitize a food thermometer between food items
during food temperature monitoring.

Findings Include:

A record review of the facility’s policy, “Food
Receiving and Storage" policy, effective December
2016, revealed “Food shall be received and stored in
a manner that complies with safe food handling
practices...”

A record review of the facility’s policy, “Preventing
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Foodborne llinesses Food Handling" policy effective
December 2016 revealed “Food will be stored
prepared and handled and served so that the risk of
food borne illness is minimized...”

On 6/1/26 at 10:02 AM, observed two 1-pound
boxes of strawberries in the refrigerator with
received and storage dates of 5/30/2026.The
strawberries were moldy and deteriorating. The
Dietary Manager (DD1) confirmed the strawberries
were deteriorated and reported dietary staff were
responsible for inspecting produce upon receipt and
throughout storage.

On 6/1/26 at 10:04 AM, during an observation, a
clear container of lemons in the refrigerator
contained three lemons that were soft to the touch
and deteriorating. DD1 reported the lemons had been
used on the salad bar earlier that day.

On 6/1/26 at 10:06 AM, during an observation, a
three-pound bag of tangerines with a received date
of 5/27/2026 contained several overly ripe, soft, and
deteriorating tangerines. DD1 reported tangerines
were prepared and served based on resident
requests.

On 6/1/26 at 10:07 AM, during an observation, a
clear zip-lock bag containing three tomatoes
packaged on 5/30/2026 included one tomato that
had begun to deteriorate. DD1 reported produce was
used daily and staff were responsible for inspecting
and discarding deteriorating items.

On 6/1/26 at 10:08 AM, during observation, a box of
romaine lettuce contained both fresh leaves and
leaves that had begun to break down within the
same container. DD1 reported staff stocking the
salad bar were responsible for discarding
deteriorated lettuce leaves.

On 6/1/26 at 10:10 AM, during an observation, 27
cartons of reduced-fat milk with a “Best By” date of
5/31/2026 were present. DD1 reported the date
reflected a “Best By” date and the milk remained
acceptable for use based on manufacturer guidelines
and facility practices.

On 6/1/26 at 10:12 AM, during an observation, three
deteriorating tangerines were present on a resident
snack cart located in the dry goods room. DD1
removed the deteriorating tangerines from service
during the observation.

On 6/3/26 at 9:45 AM, during an interview with
Registered Dietitian (RD) revealed the Dietary
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Manager was responsible for supervising dietary
staff, monitoring food storage practices, and
ensuring compliance with dietary procedures.

On 6/3/26 at 10:45 AM, during an observation, DD1
used the same alcohol wipe to clean a food
thermometer between multiple food temperature
checks, including steamed rice, potato casserole,
and cabbage. DD1 did not obtain a new wipe
between uses and then obtained a different wipe
after questioning. The thermometer was not cleaned
and sanitized between food items.

On 6/4/26 at 1:05 PM, during an interview with the
Administrator revealed expectations were for dietary
staff to inspect and discard deteriorating produce
prior to use and to conduct inspections prior to food
distribution to ensure deteriorated produce was
removed from service areas.

48.58.1 Infection Control

The following infection control standards shall be
met:

1. The facility must maintain and document an
effective infection control program that protects
patients, families, visitors, and facility personnel by
preventing and controlling infections and
communicable diseases.

2. The facility must have an active surveillance
program that includes specific measures for
prevention, early detection, control, education, and
investigation of infections and communicable
diseases in the facility. There must be a mechanism
to evaluate the effectiveness of the program(s) and
take corrective action when necessary. The program
must include implementation of nationally recognized
systems of infection control guidelines to avoid
sources and transmission of infections and
communicable diseases.

3. The facility must follow accepted standards of
practice to prevent the transmission of infections
and communicable diseases, including the use of
standard precautions.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observation, interview, record review and
facility policy review the facility failed to ensure
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proper hand hygiene practices were performed
during urinary catheter care for one (1) of (1) resident
observed with an indwelling urinary catheter.
Resident #12

Findings included:

A record review of facility policy
“Handwashing/Hand Hygiene” revised 12/30/24
revealed, “All staff should perform proper hand
hygiene procedures to prevent the spread of
infection to other personnel, residents, and
visitors...6. e. Before and after handling an invasive
device (e.g., urinary catheters...)

On 6/2/26 at 1:33 PM, Resident #12 was observed
for foley catheter care provided by Certified Nursing
Assistant (CNA)#4. While providing care, CNA#4
cleansed the catheter three times with wipes before
removing her gloves and applying new gloves
without performing hand hygiene in between. She
then cleansed the penis with cleansing wipes and
removed her gloves once more and applied new
gloves without performing hand hygiene and
cleansed the site again with wipes.

In an interview with CNA #4 at 1:37 PM on 6/2/26
she confirmed that she “forgot” to perform hand
hygiene during catheter care each time she changed
gloves. She noted that the consequences of not
changing gloves could lead to infections of the
catheter or a urinary tract infection for the resident.

An interview with the Director of Nursing (DON) at
2:10 PM on 6/3/26 revealed staff should always
perform hand hygiene any time they remove their
gloves to avoid the risk of spreading infection to
residents. She noted that wearing gloves does not
replace the need for hand hygiene.

An interview at 10:40 AM on 6/4/26 with the
Infection Preventionist revealed that CNA #4 should
have performed hand hygiene with each glove
change to avoid spreading contamination or
infection to the resident's catheter site. She stated
each time they remove their gloves; they are
potentially dragging bacteria from the catheter site
across their hands. Failing to properly clean their
hands appropriately, puts the resident at risk for a
urinary tract infection.
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Record review of the “Admission Record” revealed
Resident #12 was admitted to the facility on
8/4/2005 with diagnoses that included anoxic brain
injury.
A review of the Minimum Data Set (MDS) with an
Assessment Reference (ARD) date of 4/8/26
revealed the resident was unable to complete a Brief
Interview for Mental Status (BIMS) due to vegetative
state.
A record review of the “Order Summary Report” with
active orders as of 6/2/26 revealed an order dated
8/5/24 “Clean foley cath (catheter) daily and prn (as
needed) with soap and water or with peri wipes.”
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