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INITIAL COMMENTS

The State Agency (SA) conducted an annual
recertification survey and Complaint Investigation
(CI), MS #3008833, at the facility from 06/01/26
through 06/04/26. During the survey, the SA
determined the facility was not in compliance with
the requirements of participation in Medicare and
Medicaid. MS #3008833 was investigated related to
Nursing Services, Quality of care/treatment, and
Environment and F584 was cited. During the
recertification survey, F584, F628, F641, F656, F677,
F761, and F865 were cited.

The facility held a license for 100 beds, with a
census of 83.

Safe/Clean/Comfortable/Homelike Environment
CFR(s): 483.10(i)(1)-(7)
8483.10(i) Safe Environment.

The resident has a right to a safe, clean, comfortable
and homelike environment, including but not limited
to receiving treatment and supports for daily living
safely.

The facility must provide-

8483.10(i)(1) A safe, clean, comfortable, and homelike
environment, allowing the resident to use his or her
personal belongings to the extent possible.

(i) This includes ensuring that the resident can
receive care and services safely and that the
physical layout of the facility maximizes resident
independence and does not pose a safety risk.

(i) The facility shall exercise reasonable care for the
protection of the resident's property from loss or
theft.

§483.10(i)(2) Housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
comfortable interior;

F0000

F0584

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 reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable
90 days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable
14 days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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8483.10(i)(3) Clean bed and bath linens that are in
good condition;

8483.10(i)(4) Private closet space in each resident
room, as specified in §483.90 (e)(2)(iv);

8483.10(i)(5) Adequate and comfortable lighting levels
in all areas;

8483.10(i)(6) Comfortable and safe temperature levels.
Facilities initially certified after October 1, 1990 must
maintain a temperature range of 71 to 81°F; and

8483.10(i)(7) For the maintenance of comfortable
sound levels.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interviews, and facility policy
review, the facility failed to ensure the residents’
right to reside in a clean, comfortable, and homelike
environment, as evidenced by dark-colored staining
and residue on hallway vents and wall surfaces,
damaged wall surfaces with paint scraped away
exposing the underlying wall material, and recurring
roof leaks for three (3) of six (6) halls. (Northeast,
North Central, and South Central)

Findings include:

A review of the facility’s policy, “Resident Rights,”
dated 11/23/2016, revealed, “...It is the policy of this
facility to promote and protect the rights of the
residents residing in this facility... Procedure... 3. The
facility will make every effort to provide resident
homelike environment...”

On 6/1/26 at 10:00 AM, during an observation of the
facility, dark spot-like discoloration and residue were
observed on vents and wall surfaces throughout the
Northeast, North Central, and South Central
hallways. Areas of wall damage were also observed
with paint scraped away, exposing the underlying
wall surface in Resident #31's room.

On 6/1/26 at 11:10 AM, during an interview with
Housekeeper #1 on the South Wing, she stated she
had worked at the facility for three years and the
roof had leaked intermittently during that time. She
reported repairs were made to one area; however,

F0584

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

Event ID: 233925-H1

Facility ID: 30PL If continuation sheet Page 2 of 24



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

PRINTED: 06/10/2026
FORM APPROVED
OMB NO. 0938-0391

255207

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

(X2) MULTIPLE CONSTRUCTION

B. WING

A. BUILDING 06/04/2026

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
PLAZA COMMUNITY LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4403 HOSPITAL ROAD , PASCAGOULA, Mississippi, 39581

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION
DATE

F0584
SS=E

Continued from page 2
water would subsequently leak from another
location.

On 6/1/26 at 11:20 AM, during an interview with
Resident #70, the resident reported the ceiling
leaked when it rained and staff placed barrels
throughout the facility to collect water. The resident
further reported water entered from the floor level
causing portions of the flooring to buckle and
expressed concern about falling due to the water
intrusion.

On 6/1/26 at 11:30 AM, during an interview with
Resident #48, the resident reported observing roof
leaks on multiple occasions near the north middle
hall nurses’ station and on the south middle hall.
The resident reported observing dark-colored
staining on ceiling and wall surfaces for several
months and stated repairs were made to one area
while leaks continued to occur in other locations. He
stated he was concerned that that the discolored
areas were mold caused by the leaking roof.

On 6/1/26 at 1:00 PM, during an interview with
Resident #93's family, he reported that the resident
was no longer at the facility. He stated that during
the latter part of April 2026, rain entered the facility
through roof leaks. He reported staff placed barrels
in the hallways to collect water and ceiling material
was falling to the floor and being discarded by staff.

On 6/2/26 at 9:00 AM, during an interview with the
Activity Director, she reported the roof leaked
intermittently and multiple repair attempts had been
made; however, water continued to enter the
building in different locations.

On 6/2/26 at 10:30 AM, during an interview with
Licensed Practical Nurse (LPN) 1, the nurse reported
water leaked from the ceiling in the north hallways
and staff routinely placed barrels in the hallways to
collect water.

On 6/2/26 at 1:00 PM, during an interview with the
Maintenance Director, the director confirmed the roof
had ongoing leaks. The director reported contractors
had previously patched sections of the roof;
however, water continued to leak from different
locations. The director reported a licensed contractor
had been contacted to provide an estimate for more
extensive roof repairs, but work had been delayed
due to weather conditions. The maintenance director
also confirmed the paint was scrapped off the wall

in Resident 31's room. The Director said he did not
know the paint had been scraped off the wall. He
had been really busy and had not had time to do
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environmental rounds.

On 6/2/26 at 1:30 PM, during an interview with the
Administrator, the Administrator confirmed the roof
had resumed leaking approximately two weeks
earlier. The Administrator reported a licensed
contractor had been hired and an invoice had been
obtained for application of silicone coating to the
roof in an effort to stop the leaks.

On 6/2/26 at 3:00 PM, during an interview with the
roofing contractor, the contractor confirmed he had
previously performed patch repairs to the roof. The
contractor reported patching was not effective in
resolving the leaks and recommended application of
a silicone roof coating. The contractor reported that
the project was approved on 5/24/26 but had not
yet been completed due to ongoing rain.

Discharge Process
CFR(s): 483.15(c)(2)(iii)(3)-(6)(8)(d)(1)(2); 483.21(c)(2)
§483.15(c)(2) Documentation.

When the facility transfers or discharges a resident
under any of the circumstances specified in
paragraphs (c)(1)(i)(A) through (F) of this section, the
facility must ensure that the transfer or discharge is
documented in the resident's medical record and
appropriate information is communicated to the
receiving health care institution or provider.

(iii) Information provided to the receiving provider
must include a minimum of the following:

(A) Contact information of the practitioner
responsible for the care of the resident.

(B) Resident representative information including
contact information

(C) Advance Directive information

(D) All special instructions or precautions for
ongoing care, as appropriate.

(E) Comprehensive care plan goals;

(F) All other necessary information, including a copy
of the resident's discharge summary, consistent
with §483.21(c)(2) as applicable, and any other
documentation, as applicable, to ensure a safe and
effective transition of care.
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Before a facility transfers or discharges a resident,
the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and the
reasons for the move in writing and in a language
and manner they understand. The facility must send
a copy of the notice to a representative of the Office
of the State Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or discharge
in the resident's medical record in accordance with
paragraph (c)(2) of this section; and

(iii) Include in the notice the items described in
paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be made
by the facility at least 30 days before the resident is
transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would be
endangered under paragraph (c)(1)(i)(C) of this
section;

(B) The health of individuals in the facility would be
endangered, under paragraph (c)(1)(i)(D) of this
section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge, under
paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is required
by the resident's urgent medical needs, under
paragraph (c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30
days.

8483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:
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(ii) The effective date of transfer or discharge;

(iii) The location to which the resident is transferred
or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email), and
telephone number of the entity which receives such
requests; and information on how to obtain an
appeal form and assistance in completing the form
and submitting the appeal hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual and
developmental disabilities or related disabilities, the
mailing and email address and telephone number of
the agency responsible for the protection and
advocacy of individuals with developmental
disabilities established under Part C of the
Developmental Disabilities Assistance and Bill of
Rights Act of 2000 (Pub. L. 106-402, codified at 42
U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and email
address and telephone number of the agency
responsible for the protection and advocacy of
individuals with a mental disorder established under
the Protection and Advocacy for Mentally Il
Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility must
update the recipients of the notice as soon as
practicable once the updated information becomes
available.

8483.15(c)(8) Notice in advance of facility closure

In the case of facility closure, the individual who is
the administrator of the facility must provide written
notification prior to the impending closure to the
State Survey Agency, the Office of the State
Long-Term Care Ombudsman, residents of the
facility, and the resident representatives, as well as
the plan for the transfer and adequate relocation of
the residents, as required at § 483.70(1).
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8483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a nursing
facility transfers a resident to a hospital or the
resident goes on therapeutic leave, the nursing
facility must provide written information to the
resident or resident representative that specifies-

(i) The duration of the state bed-hold policy, if any,
during which the resident is permitted to return and
resume residence in the nursing facility;

(ii) The reserve bed payment policy in the state plan,
under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding

bed-hold periods, which must be consistent with
paragraph (e)(1 ) of this section, permitting a resident
to return; and

(iv) The information specified in paragraph (e)(1) of
this section.

8483.15(d)(2) Bed-hold notice upon transfer. At the
time of transfer of a resident for hospitalization or

therapeutic leave, a nursing facility must provide to
the resident and the resident representative written
notice which specifies the duration of the bed-hold
policy described in paragraph (d)(1) of this section.

8483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident
must have a discharge summary that includes, but is
not limited to, the following:

(i) A recapitulation of the resident's stay that
includes, but is not limited to, diagnoses, course of
illness/treatment or therapy, and pertinent lab,
radiology, and consultation results.

(i) A final summary of the resident's status to
include items in paragraph (b)(1) of §483.20, at the
time of the discharge that is available for release to
authorized persons and agencies, with the consent
of the resident or resident's representative.

(iii) Reconciliation of all pre-discharge medications
with the resident's post-discharge medications (both
prescribed and over-the-counter).
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This REQUIREMENT is NOT MET as evidenced by:

Based on staff interview, record review and facility
policy review, the facility failed to provide written
notification of a resident transfer to a resident or a
resident’s representative (RR) and failed to provide
notification to the ombudsman for one (1) of three (3)
closed records reviewed. Resident #93

Findings include:

A review of the facility’s policy, “Transfer or
Discharge Notice”, reviewed 04/10/2023, revealed,
“...Residents and/or representatives are notified in
writing, and in a language and format they
understand...Policy Interpretation and
Implementation...4. Under the following
circumstances, the notice is given as soon as it is
practicable but before the transfer or discharge...d.
An immediate transfer or discharge is required by
the resident’s urgent medical needs...5. The resident
and representation are notified in writing of the
following information: a. The specific reason for the
transfer or discharge...”

A record review of “Admission Record” revealed the
facility admitted Resident #93 on 4/14/26 with
diagnoses including Metabolic Encephalopathy.

A record review of the Discharge Minimum Data Set
(MDS) with an Assessment Reference Date (ARD) of
05/05/2026 revealed Resident #93 had an unplanned
discharged with return anticipated to a short-term
general hospital.

Arecord review of the "Emergency Transfer Log for
the Office of the State Long-Term Care
Ombudsman" for May 2026 revealed Resident #93
was not listed as having transferred during the
month, despite being transferred on 5/5/26.

A review of the medical record for Resident #93
revealed there was no written notification of transfer
indicating the details of the transfer to the hospital
on 5/5/26.

On 06/04/2026 at 10:49 AM, during an interview
with the Social Services Director (SSD) she revealed
that residents are not provided with a written
notification of transfer to the hospital which includes
a reason for the hospitalization. The SSD noted that
the RR usually knows the reason for the
hospitalization because the facility staff will call
them. The SSD stated she is responsible for sending
a monthly report of all emergency hospital transfers
to the local Ombudsman.
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06/04/2026 11:29 AM, during an interview with the
Ombudsman he confirmed that he received the
"Emergency Transfer Log for the Office of the State
Long-Term Care Ombudsman" from the facility on
06/02/2026. The Ombudsman noted that Resident
#93's name was not included on the list that he
received.

On 06/04/2026 at 2:30 PM, during an interview with
the Business Office Manager (BOM), she revealed
that she is responsible for sending out the bed hold
and transfer notifications to the resident or the RR
at the time the resident leaves the facility for the
hospital. She confirmed that there was no transfer
notification that included the details of the transfer
to the resident or the RR when Resident #93 was
transferred to the hospital on 5/5/26. The BOM
reported that the reason for providing the RR
information in writing regarding hospitalization is to
keep the RR informed of the care their loved one is
receiving.

On 06/04/2026 at 2:41 PM, during an interview with
the Administrator she revealed that she was made
aware by staff that no written naotification of transfer
was being provided to the resident or the RR at the
time of transfer. The Administrator further confirmed
she was made aware that the Emergency Transfer
Log for the Office of the State Long-Term Care
Ombudsman form for May 2026 did not contain
Resident #93’s name. The Administrator stated that
there should be a space on the hospital transfer
form for the reason for hospitalization, but the
facility was not using the form. The Administrator
noted that the reason for providing information
regarding the reason for hospitalization in writing is
to maintain communication with the families
regarding what's happening with the resident. The
Administrator reported that the Business Office
Manager is responsible for sending the bed hold and
transfer notices. The Administrator stated that the
SSD is responsible for submitting a monthly report
to the Ombudsman of emergency hospitalizations.
The Administrator affirmed that she expects all
communication to be completed regarding resident
transfers to the hospital.

F0641 Accuracy of Assessments F0641
SS=D
CFR(s): 483.20(9)(h)(i)(§)

8483.20(g) Accuracy of Assessments.

The assessment must accurately reflect the
resident's status.
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8483.20(h) Coordination. A registered nurse must
conduct or coordinate each assessment with the
appropriate participation of health professionals.

8483.20(i) Certification.

8483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed.

8483.20(i)(2) Each individual who completes a portion
of the assessment must sign and certify the
accuracy of that portion of the assessment.

8483.20(j) Penalty for Falsification.

8483.20(j)(1) Under Medicare and Medicaid, an
individual who willfully and knowingly-

(i) Certifies a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $1,000 for each
assessment; or

(i) Causes another individual to certify a material
and false statement in a resident assessment is
subject to a civil money penalty or not more than
$5,000 for each assessment.

8483.20(j)(2) Clinical disagreement does not
constitute a material and false statement.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review, staff interview, and the
Centers for Medicare and Medicaid Services (CMS)
Resident Assessment Instrument (RAI) Manual, the
facility failed to ensure a Minimum Data Set (MDS)
assessment accurately reflected services received by
a resident by coding dialysis as not received when
the resident received dialysis during the assessment
reference period, affecting one (1) of eighteen (18)
sampled residents for MDS accuracy. (Resident #2).

Findings include:

Areview of CMS’s RAI Version 3.0 Manual revealed,
“...1.3 Completion of the RAI...It is important to note
here that information obtained should cover the
same observation period as specified by the MDS
items on the assessment, and should be validated
for accuracy (what the resident’s actual status was
during the observation period)...”
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A record review of the “Admission Record” revealed
Resident #2 was admitted by the facility on 7/5/21
with current diagnoses including Type 2 Diabetes
Mellitus with Diabetic Chronic Kidney Disease, End
Stage Renal Disease, and Dependence on Renal
Dialysis.

Arecord review of the “Order Summary Report”
revealed Resident #2 had a Physician’s Order, dated
2/25/26 for dialysis on Monday, Wednesday, and
Friday.

A record review of the Significant Change In Status
Minimum Data Set (MDS) with an Assessment
Reference Date (ARD) of 5/1/26 for Resident #2
revealed Section 00110, Special Treatments,
Procedures, and Programs, Item J1 (Dialysis) was
coded "No," indicating the resident had not received
dialysis during the look-back period. The MDS also
revealed a Brief Interview for Mental Status (BIMS)
score of 11, indicating moderate cognitive
impairment.

A record review of the “Dialysis Transfer
Assessment” forms revealed Resident #2 attended
scheduled dialysis treatments on 4/22/26, 4/24/26,
and 4/29/26, which were dates that fell within the
MDS assessment reference period for the Significant
Change In Status MDS with an ARD of 5/1/26.

On 6/3/26 at 11:03 AM, during an interview with
Certified Nursing Assistant (CNA) #1, she reported
Resident #2 attended dialysis on Monday,
Wednesday, and Friday.

On 6/3/26 at 11:24 AM, during an interview with
Licensed Practical Nurse (LPN) #2, she reported
Resident #2 received dialysis on Monday,
Wednesday, and Friday.

On 6/4/26 at 12:05 PM, during an interview with
Licensed Practical Nurse (LPN) #3, she stated it was
her responsibility to complete MDS assessments.
She reported medical records, including dialysis
transfer forms, physician orders, progress notes,
hospital records, and diagnoses, are reviewed to
determine appropriate MDS coding. She confirmed
Resident #2 received dialysis treatments on 4/22/26,
4/24/26, and 4/29/26 during the look-back period

for the Significant Change In Status MDS with an
ARD of 5/1/26. She further confirmed the MDS was
coded "No" for dialysis and acknowledged the
assessment should have been coded "Yes" because
the resident received dialysis during the assessment
period.
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On 6/4/26 at 12:20 PM, during an interview with the
Director of Nursing (DON), she stated her expectation
was that MDS assessments be completed accurately.
She reported that the MDS nurse should review
medical records, including dialysis transfer forms

and dialysis pre- and post-treatment notes, when
completing the assessment. The DON confirmed the
Significant Change In Status MDS with an ARD of
5/1/26 was coded "No" for dialysis and
acknowledged the assessment should have been
coded "Yes" because the resident received dialysis.

On 6/4/26 at 12:25 PM, during an interview with the
Administrator, she stated it was the responsibility of
the MDS nurse to complete MDS assessments
accurately. The Administrator confirmed the MDS
should have been coded "Yes" for dialysis because
Resident #2 received dialysis during the assessment
reference period.

Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)(3)
§483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develop and implement
a comprehensive person-centered care plan for each
resident, consistent with the resident rights set forth

at 8483.10(c)(2) and 8483.10(c)(3), that includes
measurable objectives and timeframes to meet a
resident's medical, nursing, and mental and
psychosocial needs that are identified in the
comprehensive assessment. The comprehensive care
plan must describe the following -

(i) The services that are to be furnished to attain or
maintain the resident's highest practicable physical,
mental, and psychosocial well-being as required
under 8483.24, 8§483.25 or §483.40; and

(i) Any services that would otherwise be required
under 8483.24, 8483.25 or 8483.40 but are not
provided due to the resident's exercise of rights
under 8483.10, including the right to refuse treatment
under §483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will provide
as a result of PASARR recommendations. If a facility
disagrees with the findings of the PASARR, it must
indicate its rationale in the resident's medical

record.

(iv)In consultation with the resident and the

F0641

F0656

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

Event ID: 233925-H1

Facility ID: 30PL

If continuation sheet Page 12 of 24



PRINTED: 06/10/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS A. BUILDING 06/04/2026
255207
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PLAZA COMMUNITY LIVING CENTER 4403 HOSPITAL ROAD , PASCAGOULA, Mississippi, 39581

PROVIDER'S PLAN OF CORRECTION

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHngggECEE\E/E?SJE%NT%H%%LD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
F0656 Continued from page 12 F0656
SS=D resident's representative(s)-

(A) The resident's goals for admission and desired
outcomes.

(B) The resident's preference and potential for future
discharge. Facilities must document whether the
resident's desire to return to the community was
assessed and any referrals to local contact agencies
and/or other appropriate entities, for this purpose.

(C) Discharge plans in the comprehensive care plan,
as appropriate, in accordance with the requirements
set forth in paragraph (c) of this section.

8483.21(b)(3) The services provided or arranged by
the facility, as outlined by the comprehensive care
plan, must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interviews, record review, and
facility policy review, the facility failed to implement
care plan interventions related to shaving for two (2)
of 18 sampled residents. Residents #32 and #26.

Findings include:

A review of the facility's "Care Plan Policy and
Procedure,” undated, revealed “Purpose: To provide
a comprehensive person-centered plan of care
addressing resident’s needs, strengths, goals and
approaches. Policy: Each resident’s care plan will
remain current and inform staff of resident’s needs,
strengths, goals and approaches...”

Resident #32

A record review of the “Admission Record" revealed
the facility admitted Resident #32 on 3/25/25 and
she had current diagnoses including Cerebral
Infarction due to Embolism of the Left Middle
Cerebral Artery, Contracture of Muscle, Right Hand,
and Need for Assistance with Personal Care.

Arecord review of the Modified Quarterly Minimum
Data Set (MDS) with an Assessment Reference Date
(ARD) of 3/3/26 for Resident #32 revealed Section
GGO013015, “Personal Hygiene: The ability to

maintain personal hygiene, including...shaving...”) was
coded as dependent. The MDS further revealed she
had a Brief Interview for Mental Status (BIMS) score

of 3, indicating severe cognitive impairment.
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A record review of the “Care Plan Report” revealed
Resident #32 had a “Focus” of “| have an ADL
(activities of daily living) self-care performance
deficit r/t (related to ) Stroke” and
“Interventions/Tasks” included “Bathing...facial hair
removed...”

A record review of the “Task" Record, Schedule for
June 2026, for Resident #32 revealed documentation
completed on 6/2/26 indicating bathing was

provided and included the intervention to remove
facial hair.

During an observation on 6/1/26 at 11:09 AM,
Resident #32 had facial hair measuring
approximately one-fourth (1/4) inch in length on her
chin.

During an observation and interview on 6/2/26 at
10:23 AM, Resident #32 had facial hair on her chin.
The resident stated that she did not want facial hair
and that she wanted it to be shaved.

During an observation on 6/3/26 at 8:35 AM and at
1:25 PM, facial hair remained present on Resident
#32's chin, which was after her scheduled bath for
6/2/26.

During an interview and observation on 6/3/26 at
8:35 AM, Registered Nurse (RN) #1 confirmed
Resident #32 had facial hair and stated facial hair
should be removed on shower days.

During an interview on 6/3/26 at 10:40 AM, Certified
Nursing Aide (CNA) #2 stated facial hair should be
removed on shower days and confirmed Resident
#32's shower day was on 6/2/26. CNA #2
acknowledged the resident's facial hair had not
been removed.

During a phone interview on 6/3/26 at 2:34 PM,
CNA #4 reported she provided Resident #32 with a
bed bath and nail care on 6/2/26 but did not remove
the resident's facial hair.

Resident #26

Arecord review of the “Admission Record” revealed
Resident #26 was admitted by the facility on 6/10/25
and he had current diagnoses including Hemiplegia
and Hemiparesis following Cerebral Infarction.

A record review of the Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date (ARD) of
5/6/26 revealed Resident #26 had a Brief Interview

F0656

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

Event ID: 233925-H1

Facility ID: 30PL If continuation sheet Page 14 of 24



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

PRINTED: 06/10/2026
FORM APPROVED
OMB NO. 0938-0391

255207

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

(X2) MULTIPLE CONSTRUCTION

B. WING

A. BUILDING 06/04/2026

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
PLAZA COMMUNITY LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4403 HOSPITAL ROAD , PASCAGOULA, Mississippi, 39581

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION
DATE

F0656
SS=D

FO677
SS=D

Continued from page 14
for Mental Status (BIMS) score of 15, which indicated
he was cognitively intact.

Arecord review of the “Care Plan Report” revealed
Resident #26 had a “Focus” of “| have an ADL
self-care performance deficit r/t Impaired balance,
Pain Bilateral Lower extremities” and
“Interventions/Tasks” included “...Self Care Personal
hygiene: Requires (Substantial) to maintain personal
hygiene, including...shaving...”

During an interview and observation on 6/1/26 at
11:18 AM, Resident #26 was “dry shaving” his face
and head with a blue razor. There was no soap,
shaving cream, or water present for the resident to
use and no staff were in the room assisting the him.
Resident #26 reported he shaved himself all the time
because it was the only way he would get shaved
and reported the Activity Director had given him the
razor.

During an interview and observation on 6/1/26 at
11:20 AM, Licensed Practical Nurse (LPN) #4
confirmed Resident #26 was using a razor to dry
shaving his face and head. LPN #4 reported staff
were expected to shave residents and residents were
not permitted to shave themselves.

During an interview on 6/4/26 at 2:19 PM, during an
interview with Licensed Practical Nurse (LPN) #3, she
stated she was responsible for the care plans and
she expected the staff to implement care plan
interventions.

During an interview on 6/4/26 at 2:49 PM, the
Director of Nursing (DON) reported that staff were
expected to follow the resident care plan at all times.

ADL Care Provided for Dependent Residents
CFR(s): 483.24(a)(2)

8§483.24(a)(2) Aresident who is unable to carry out
activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review, and
policy review the facility failed to provide necessary
assistance with activities of daily living (ADLs) to
maintain personal hygiene and grooming in
accordance with a resident's needs and preferences
by failing to remove facial hair for two (2) of
eighteen (18) sampled residents. (Resident #32 and
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#26).

Findings include:

A review of the facility's "ADL Care of a Resident
Policy and Procedure," undated, revealed,
"...Resident ADL care will be provided to the resident
according to the individualized resident needs..."

Resident #32

A record review of the “Admission Record" revealed
the facility admitted Resident #32 on 3/25/25 and
she had current diagnoses including Cerebral
Infarction due to Embolism of the Left Middle
Cerebral Artery, Contracture of Muscle, Right Hand,
and Need for Assistance with Personal Care.

A record review of the Modified Quarterly Minimum
Data Set (MDS) with an Assessment Reference Date
(ARD) of 3/3/26 for Resident #32 revealed Section
GGO013015, “Personal Hygiene: The ability to

maintain personal hygiene, including...shaving...”) was
coded as dependent. The MDS further revealed she
had a Brief Interview for Mental Status (BIMS) score

of 3, indicating severe cognitive impairment.

A record review of the “Task" Record, Schedule for
June 2026, for Resident #32 revealed documentation
completed on 6/2/26 indicating bathing was

provided and included the intervention to remove
facial hair.

On 6/1/26 at 11:09 AM, during observation of
Resident #32, she had facial hair measuring
approximately one-fourth (1/4) inch in length on her
chin.

On 6/2/26 at 10:23 AM, during an observation and
interview with Resident #32, facial hair was observed
on her chin. The resident stated that she did not
want facial hair and that she wanted it to be shaved.

On 6/3/26 at 8:35 AM and at 1:25 PM, facial hair
remained present on Resident #32's chin.

On 6/3/26 at 8:35 AM, during an interview and
observation with Registered Nurse (RN) #1, she
confirmed Resident #32 had facial hair and stated
facial hair should be removed on shower days.

On 6/3/26 at 10:40 AM, during an interview with
Certified Nursing Assistant (CNA) #2, she stated
facial hair should be removed on shower days and
confirmed Resident #32's shower day was 6/2/26.
CNA #2 acknowledged the resident's facial hair had

FO677
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On 6/3/26 at 10:55 AM, during an interview with
CNA #1, she reported Resident #32 required
assistance with ADLs, including shaving. She stated
the resident's shower schedule was Tuesday,
Thursday, and Saturday and that the hospice aide
provided a bed bath on Tuesday and Thursday. She
confirmed Resident #32 had facial hair present.

On 6/3/26 at 1:45 PM, during an interview with the
Director of Nursing (DON), she stated she had
spoken with hospice staff on 6/2/26 and no refusals
of care had been reported. The DON stated refusals
would be communicated to nursing staff and
documented in the medical record.

On 6/3/26 at 2:34 PM, during a phone interview,
CNA #4 reported she provided Resident #32 with a
bed bath and nail care on 6/2/26 but did not remove
the resident's facial hair. She stated she did not
report to facility staff that the facial hair had not
been removed.

On 6/3/26 at 3:18 PM, during an interview with
Registered Nurse #2, she confirmed Resident #32
had facial hair on her chin and stated the resident
did not usually refuse care.

On 6/3/26 at 3:25 PM, during an interview with CNA
#3, she stated she provided a bed bath to Resident
#32 on 6/2/26 but did not provide facial hair
removal. She stated the resident had not refused
care and hospice staff had not reported any refusals
to her.

On 6/3/26 at 3:38 PM, during a phone interview with
Resident #32's Resident Representative (RR), she
stated her mother did not want facial hair and that
facility staff should be removing it. She further
stated she had removed the resident's facial hair
herself on occasion.

On 6/4/26 at 12:35 PM, during an interview with the
Administrator, she stated she expected staff to
provide residents with ADL care necessary to meet
their needs, including grooming and removal of
facial hair when needed.

Resident #26

A record review of the “Admission Record” revealed
Resident #26 was admitted by the facility on 6/10/25
and he had current diagnoses including Hemiplegia
and Hemiparesis following Cerebral Infarction.
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A record review of the Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date (ARD) of
5/6/26 revealed Resident #26 had a Brief Interview
for Mental Status (BIMS) score of 15, which indicated
he was cognitively intact.

On 6/1/26 at 11:18 AM, during an interview and
observation, Resident #26 was “dry shaving” his

face and head with a blue razor. There was no soap,
shaving cream, or water present for the resident to
use and no staff were in the room assisting the
resident. Resident #26 reported he shaved himself all
the time because it was the only way he would get
shaved and reported the Activity Director had given
him the razor.

On 6/1/26 at 11:20 AM, during an interview and
observation with Licensed Practical Nurse (LPN) #4,
she confirmed Resident #26 was using a razor to dry
shave his face and head. LPN #4 reported staff were
expected to shave residents and residents were not
permitted to shave themselves

On 6/2/26 at 11:22 AM, during an interview,
Certified Nursing Assistant (CNA) #5 reported she
did not know how the resident obtained the razor
and reported residents were not permitted to shave
themselves and shaving should be completed by
staff.

On 6/2/26 at 1:09 PM, during an interview with the
Assistant Director of Nursing (ADON), she reported
she was unaware how Resident #26 obtained the
razor and reported residents were not permitted to
use razors without staff assistance because they
could cut themselves.

On 6/3/26 at 2:04 PM, during an interview, the
Director of Nursing (DON) reported that the facility
policy required staff to assist residents with shaving.

On 6/3/26 at 4:13 PM, during an interview, the
Administrator reported staff were expected to follow

facility policy regarding shaving and residents
should be assisted by staff when shaving.

Label/Store Drugs and Biologicals

CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be

labeled in accordance with currently accepted
professional principles, and include the appropriate

FO677
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8483.45(h) Storage of Drugs and Biologicals

8§483.45(h)(1) In accordance with State and Federal
laws, the facility must store all drugs and biologicals
in locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

8483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Il of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, staff interview, and facility
policy review, the facility failed to ensure Schedule Il
controlled substances were maintained in
permanently affixed compartments when two (2) of
four (4) medication carts contained removable
narcotic storage boxes.

Findings include:

A review of the facility's "Medications Storage

Policy and Procedure," undated, revealed, "Purpose:
To properly secure medications and biologicals
according to CMS (Centers for Medicare and
Medicaid Services) guidelines...Policy...3. Schedule Il
controlled medications will be maintained within
a...permanently affixed compartment..."

On 06/03/2026 at 11:26 AM, during an interview and
observation of the south wing medication carts,
there were one (1) of two (2) medication carts that
contained a narcotic storage box that was not
permanently affixed within the medication cart
drawer and could be removed from the cart.
Licensed Practical Nurse (LPN) #2 confirmed the
narcotic storage box was not affixed within the
medication cart and could be removed.

On 06/03/2026 at 11:37 AM, during an interview and
observation of the north wing medication carts, there
were one (1) of two (2) medication carts that also
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contained a narcotic storage box that was not
permanently affixed within the medication cart
drawer and could be removed from the cart. LPN #1
also confirmed the narcotic storage box was not
affixed within the medication cart and the entire
compartment could be removed.

On 06/03/2026 at 2:23 PM, during a phone interview
with the facility’s Pharmacist, he stated he
completes monthly pharmacy visits, provides
recommendations, and performs random controlled
substance reconciliations. He reported he had
reviewed medication cart narcotic storage during his
last visit but was unaware the narcotic storage
boxes were not permanently affixed within the
medication carts.

On 06/03/2026 at 2:42 PM, during an interview and
observation with the Director of Nursing (DON), two
(2) of the four (4) medication carts were observed to
contain narcotic storage boxes that were not
permanently affixed within the medication cart
drawers. The narcotic storage boxes were capable of
being removed from the medication carts. The DON
confirmed the narcotic storage boxes were not
permanently affixed.

On 06/03/2026 at 2:49 PM, during an interview with
the Administrator and Registered Nurse (RN) #2, both
stated they were unaware the narcotic storage boxes
were not permanently affixed within the medication
carts.

QAPI Prgm/Plan, Disclosure/Good Faith Attmpt
CFR(s): 483.75(a)(1)-(4)(b)(1)-(4)()(1)-(6)(h)()

8483.75(a) Quality assurance and performance
improvement (QAPI) program.

Each LTC facility, including a facility that is part of a
multiunit chain, must develop, implement, and
maintain an effective, comprehensive, data-driven
QAPI program that focuses on indicators of the
outcomes of care and quality of life. The facility
must:

§483.75(a)(1) Maintain documentation and
demonstrate evidence of its ongoing QAPI program
that meets the requirements of this section. This
may include but is not limited to systems and
reports demonstrating systematic identification,
reporting, investigation, analysis, and prevention of
adverse events; and documentation demonstrating
the development, implementation, and evaluation of
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activities;

8483.75(a)(2) Present its QAPI plan to the State
Survey Agency no later than 1 year after the
promulgation of this regulation;

8§483.75(a)(3) Present its QAPI plan to a State Survey
Agency or Federal surveyor at each annual
recertification survey and upon request during any
other survey and to CMS upon request; and

8483.75(a)(4) Present documentation and evidence of
its ongoing QAPI program's implementation and the
facility's compliance with requirements to a State
Survey Agency, Federal surveyor or CMS upon
request.

§483.75(b) Program design and scope.

A facility must design its QAPI program to be
ongoing, comprehensive, and to address the full
range of care and services provided by the facility. It
must:

8§483.75(b)(1) Address all systems of care and
management practices;

8483.75(b)(2) Include clinical care, quality of life, and
resident choice;

8483.75(b)(3) Utilize the best available evidence to
define and measure indicators of quality and facility
goals that reflect processes of care and facility
operations that have been shown to be predictive of
desired outcomes for residents of a SNF or NF.

8§483.75(b) (4) Reflect the complexities, unique care,
and services that the facility provides.

8§483.75(f) Governance and leadership.

The governing body and/or executive leadership (or
organized group or individual who assumes full legal
authority and responsibility for operation of the
facility) is responsible and accountable for ensuring
that:

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
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8483.75(f)(1) An ongoing QAPI program is defined,
implemented, and maintained and addresses
identified priorities.

8483.75(f)(2) The QAPI program is sustained during
transitions in leadership and staffing;

8483.75(f)(3) The QAPI program is adequately
resourced, including ensuring staff time, equipment,
and technical training as needed;

8483.75(f)(4) The QAPI program identifies and
prioritizes problems and opportunities that reflect
organizational process, functions, and services
provided to residents based on performance
indicator data, and resident and staff input, and
other information.

8483.75(f)(5) Corrective actions address gaps in
systems, and are evaluated for effectiveness; and

8483.75(f)(6) Clear expectations are set around safety,
quality, rights, choice, and respect.

8483.75(h) Disclosure of information.

A State or the Secretary may not require disclosure
of the records of such committee except in so far as
such disclosure is related to the compliance of such
committee with the requirements of this section.

§483.75(i) Sanctions.

Good faith attempts by the committee to identify and
correct quality deficiencies will not be used as a
basis for sanctions.

This REQUIREMENT is NOT MET as evidenced by:

Based on record review, staff interview, and facility
policy review, the facility’s Quality Assurance and
Performance Improvement (QAPI) Committee failed to
sustain corrective actions to prevent recurrence of
previously cited deficiencies, specifically, the facility
was cited for failing to provide the residents with a
homelike environment during an annual

recertification survey on 01/09/2025 and was cited
again for the same deficiency during the current

F0865
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survey, demonstrating that QAPI failed to sustain
ongoing monitoring and oversight to prevent
recurrence for one (1) of seven (7) deficiencies cited.
F584.

Findings Include:

Review of the facility’s policy, “QAPI Plan, revealed,
“Purpose: The purpose of QAPI...is to take a
proactive approach to continually improve the way
we care for...our residents...Scope...The QAPI
committee analyses performance to identify and
follow-up on areas of opportunity. The facility will
utilize the best available evidence...to define and
measure goals. The facility continually identifies
opportunities for improvement and reviews the
following areas to prioritize opportunities. 1.
Regulatory Requirements...”

A record review of the “Provider History Report”
revealed the facility received a citation for F584 —
Safe/Clean/Comfortable/Homelike Environment
during the previous recertification on 01/09/2025.

A record review of the CMS-2567 (a record that
identifies the federal regulation in violation and
describes the findings of noncompliance and the
facility’s plan of correction), with a survey date of
01/09/2025, revealed the facility received a citation
for F584, “...Based on observation, staff and resident
interviews, record review, and facility policy review,
the facility failed to ensure residents' rights to a
clean , sanitary, and home-like environment as
evidenced by resident rooms with holes in the walls
and leaks in the ceilings in the dining room and
hallways for one (1) of four (4) days of survey...”

During the current recertification survey, the facility
failed to ensure the residents’ right to reside in a
clean, comfortable, and homelike environment, as
evidenced by dark-colored staining and residue on
hallway vents and wall surfaces, damaged wall
surfaces with paint scraped away exposing the
underlying wall material, and recurring roof leaks for
three (3) of six (6) halls. (Northeast, North Central,
and South Central).

On 06/04/2026 at 2:09 PM, during an interview, the
Administrator stated that in response to the previous
recertification survey and citation for F584 in 2025,
the QAPI Committee developed a plan of correction
that included discussion of residents' rights to a
homelike environment, roof repairs, and ongoing
monitoring of the facility's physical environment.
The Administrator reported the facility repaired one
section of the roof and initially did not identify

F0865
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leaks were identified again. The Administrator
reported the plan of correction also included routine
monitoring of the facility to identify areas in need of
repair or replacement. She stated maintenance and
administrative staff conducted weekly rounds of
resident rooms and common areas to identify
concerns such as roof damage, chipped paint, and
other structural issues. The Administrator reported
each department was responsible for identifying and
reporting environmental concerns and that findings
were discussed during QAPI meetings. The
Administrator stated the monitoring period was
conducted from 10/13/2025 through 04/30/2026 and
was reimplemented every six months. The
Administrator reported no complaints regarding roof
leaks or other structural concerns had been reported
to staff. The Administrator further stated she had
been in communication with the corporate office and
a decision had been made to replace the entire roof.
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