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Initial Comments  
 
 
The State Agency (SA) conducted an annual  
re-licensure survey at the facility from 6/1/26  
through 6/4/26. 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  
M225, M610, M815, and M1570.  
 
The facility held a license for 130 beds and had a  
census of 118 during the survey.  
 

M0000  
 

M0225 45.4.1 Nursing Facility  
 
Nursing Facility. To be classified as a facility, the  
institution shall comply with the following staffing  
requirements:  
 
 
1. Minimum requirements for nursing staff shall be  
based on the ratio of two and eight-tenths (2.80)  
hours of direct nursing care per resident per  
twenty-four (24) hours. Staffing requirements are  
based upon resident census. Based upon the  
physical layout of the nursing facility, the licensing  
agency may increase the nursing care per resident  
ratio.  
 
 
2. Each facility shall have the following licensed  
personnel as a minimum:  
 
 
a. Seven (7) day coverage on the day shift by a  
registered nurse.  
 
 
b. A registered nurse designated as the Director of  
Nursing Services, who shall be employed on a full  
time (five [5] days per week) basis on the day shift  
and be responsible for all nursing services in the  
facility.  
 
 
c. Facilities of one-hundred eighty (180) beds or  
more shall have an assistant director of nursing  
services, who shall be a registered nurse.  
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M0225 Continued from page 1 
d. A registered nurse or licensed practical nurse  
shall serve as a charge nurse and be responsible for 
supervision of the total nursing activities in the  
facility during the 7:00 a.m. to 3:00 p.m. and 3:00  
p.m. to 11:00 p.m. shift. The nurse assigned to the  
unit for the 11:00 p.m. to 7:00 a.m. shift may serve 
as both the charge nurse and medication/treatment 
nurse. A medication/treatment nurse for each  
nurses' station shall be required on all shifts. This  
shall be a registered nurse or licensed practical  
nurse.  
 
 
e. In facilities with sixty (60) beds or less, the  
director of nursing services may serve as charge  
nurse.  
 
 
f. In facilities with more than sixty (60) beds, the  
charge nurse may not be the director of nursing  
services or the medication/treatment nurse.  
 
 
3. Non-Licensed Staff. The non-licensed staff shall  
be added to the total licensed staff, to complete the 
required staffing requirements.  
 
 
4. There shall be at least two (2) employees in the  
facility at all times in the event of an emergency.  
 
This LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Based on staff interviews, Payroll Based Journal  
(PBJ) review, staffing record review, and facility  
policy review, the facility failed to ensure sufficient  
nursing staff to meet the minimum staffing  
requirement of 2.80 direct care hours per resident  
per day during the 1st Quarter 2026 reporting period 
(October-December 2025).  
 
Findings Include:  
 
Review of the facility policy titled “Contingency  
Staffing Policy” revealed, under “Core Coverage: A. 
The minimum staffing needed for each skill level  
(Registered Nurses, Licensed Practical Nurses and  
Patient Care Technicians) are determined by the  
State minimum standards nurse-patient ratio  
guidelines and patient care needs.”  
 
Record review of the “Payroll Based Journal Staffing 
Data Report” revealed the facility triggered for  
excessively low weekend staffing during the 1st  
Quarter 2026 (October-December 2025).

M0225
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M0225 Continued from page 2 
 
Record review of the “Staffing Grid” revealed the  
facility maintained a census of 130 residents on  
11/8/25 and 11/9/25 and provided 2.6 direct care  
hours per resident per day (PPD), which was below  
the required minimum staffing standard of 2.80.  
 
During an interview with Licensed Practical Nurse  
(LPN) #3 on 6/1/26 at 2:00 PM, she revealed she  
worked the day shift. She confirmed low weekend  
staffing had been an ongoing concern for the facility 
due to call-ins and no-shows, primarily among the  
nurse aides. She explained that weekends “Can be  
difficult,” stating she had observed two (2) aides  
working three (3) halls and that the nurses did what 
they could to help.  
 
During an interview with LPN #4 on 6/2/26 at 9:05  
AM, she revealed she worked part-time day shifts on 
weekends during the 1st Quarter. She stated she had 
relieved the night nurse on several occasions when 
nurse aides had called in or failed to report for work 
and the facility had only one (1) nurse aide assigned 
to three (3) halls. She acknowledged there was no  
way to appropriately care for that many residents  
and stated, “Not everyone would get rounded on  
and changed in time for morning shift change.”  
 
During an interview with the Administrator (ADM) on 
6/2/26 at 10:35 AM, she explained the facility was  
experiencing difficulty retaining nurse aides and  
revealed the facility continued to hold aide classes; 
however, most aides did not remain employed long  
term. The ADM revealed the facility used a point  
system for staff accountability and stated aides  
frequently pointed out or left for employment  
elsewhere. She explained the facility attempted to  
overstaff when possible and acknowledged call-ins  
and no-shows were the reason the facility fell below 
the minimum staffing requirement.  
 
During an interview with the Assistant Director of  
Nursing (ADON) on 6/3/26 at 2:30 PM, she revealed 
she was responsible for nurse aide staffing, while  
the Director of Nursing was responsible for nurse  
staffing. She confirmed the facility fell below the  
minimum staffing requirement on both 11/8/25 and  
11/9/25 due to three (3) call-ins each day. She  
explained that when staff call in, she immediately  
begins contacting available staff to obtain coverage; 
however, in this instance, coverage could not be  
secured. The ADON revealed the facility offered  
bonuses and incentives for staff to stay over, come 
in early, and pick up additional shifts. She further  
confirmed neither she nor the Director of Nursing  
monitored the PPD to ensure the facility remained

M0225
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Continued from page 3 
above the minimum staffing requirement.  
 

M0225  

M0610 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 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 LICENSURE REQUIREMENT is NOT MET as  
evidenced by:  
 
Level IIBased on observation, resident and staff  
interview, record review and facility policy review the 
facility failed to provide necessary Activities of Daily 
Living (ADL) services for 2 of 25 sampled residents  
who were dependent on staff assistance to maintain 
their personal hygiene and grooming needs.  
Resident #59 and Resident #67.  
 
Findings include:  
 
Review of facility policy titled "Dressing and  
Grooming Policy" revised 11/20/2017, revealed, "It  
is the policy of this facility that dressing, and  
grooming will be done as follows: Grooming  
includes:...shaving, removal of facial hair..."  
 
Resident #67  
 
During an observation on 6/1/2026 at 11:35 AM,  
revealed Resident #67 had several long, curly facial 
hairs on her chin.  
 
During an observation an interview with Resident  
#67 on 6/3/2026 at 9:56 AM, revealed Resident #67 
still had multiple long, curly chin hairs. She stated,  
while feeling her chin, "I didn't know those were  
there." She verbalized she would like someone to  
shave those off.  
 
During an interview on 6/3/2026 at 10:00 AM,  
Registered Nurse (RN) #2 confirmed the presence of 
the chin hairs, and she further confirmed that

M0610
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M0610 Continued from page 4 
Certified Nursing Assistants (CNAs) should be  
shaving residents as needed during bath/shower  
time. Additionally, she stated that when female  
residents have unwanted facial hair, it is considered 
a dignity concern.  
 
During an interview on 6/3/2026 at 10:05 AM, the  
Assistant Director of Nursing (ADON) confirmed that 
it was the responsibility and expectation for the CNA 
to shave residents as needed on shower days or as 
needed. She stated it was a dignity issue for female 
residents to have unwanted facial hair.  
 
Record review of the Record of Admission indicated 
Resident #67 was admitted to the facility on  
11/25/2024.  
 
Record review of the Client Diagnosis Report  
indicated Resident #67’s diagnoses included  
weakness and vascular dementia, unspecified  
severity, with other behavioral disturbance.  
 
Record review of the Minimum Data Set (MDS), with 
an Assessment Reference Date (ARD) of 4/17/2026, 
revealed under Section C a Brief Interview for Mental 
Status (BIMS) score of 4, indicating Resident #67 had 
severe cognitive impairment. Section GG revealed  
that she required supervision or touching assistance 
with her personal hygiene.  
 
Resident #59  
 
 
Observations and interviews on 06/01/2026 at 1:35 
PM and 06/03/26 at 9:50 AM revealed Resident #59 
with scattered chin hairs that were approximately  
one-half to three-fourths of an inch in length.  
Resident #59 revealed that she could not recall staff 
asking her if she would like them shaved and stated, 
"It would be good if they had a time and place to  
get it done." Resident revealed that it bothered her  
to have facial hair and stated, "It makes me feel like 
an odd ball." She also revealed that she did not  
want her facial hair plucked out, but she would like 
it to be shaved.  
 
 
During an observation and interview on 06/03/26 at 
9:55 AM with Certified Nursing Assistant (CNA) #1,  
she confirmed that Resident #59 had facial hair to  
her chin. CNA #1 revealed that Resident #59's  
scheduled shower days were Mondays, Wednesdays, 
and Fridays and confirmed that removal of facial hair 
was the CNAs responsibility to take care of during  
that time. She stated, "I don't like to have body hair 
myself" and revealed she would take care of it.

M0610
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Continued from page 5 
 
 
During an observation and interview on 06/03/26 at 
10:00 AM with Licensed Practical Nurse (LPN) #2,  
she confirmed that Resident #59 had facial hair to  
her chin. She stated, "I wouldn't like to have facial  
hair, it would bother me too." She also revealed that 
facial hair should be addressed during resident  
showers.  
 
 
An interview on 06/03/26 at 10:05 AM with  
Assistant Director of Nursing (ADON), revealed that  
she wanted the residents to look nice, look  
presentable, and to feel good about themselves.  
ADON revealed that they expected their CNAs to  
assess for facial hair on male and female residents  
during their shower time. She also confirmed that  
leaving female residents with unwanted facial hair  
was a dignity issue and was not acceptable.  
 
 
Record review of Resident #59's "Record of  
Admission" form revealed an admission date of  
01/20/25 and that she had diagnoses that included  
Unspecified Dementia, Weakness, and Hypertensive 
Heart and Chronic Kidney Disease without Heart  
Failure.  
 
 
Record review of Resident #59's "Brief Interview for 
Mental Status" (BIMS) Assessment completed on  
03/20/26 revealed a score of 08 which indicated that 
she had moderate cognitive deficits.  
 
 
Record review of Resident #59's Minimum Data Set 
(MDS) with Assessment Reference Date (ARD) of  
04/12/26 under Section GG revealed that she  
required substantial/maximal assistance with her  
personal hygiene.  
 

M0610  

M0815 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:  
 
Level II WidespreadBased on observation, staff  
interview, and facility policy review, the facility failed 
to prevent the possible contamination of ice, as  
evidenced by a buildup of a black substance on the

M0815
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Continued from page 6 
inside door and the interior ledge of the ice machine 
that was used for all residents for one (1) of three (3) 
kitchen tours.  
 
Findings include:  
 
Record review of the facility policy titled “Ice  
Machine Cleaning Policy” with an effective date of  
5/3/2021 revealed, “...The kitchen staff will be  
responsible for weekly cleanings of ice machines in 
the kitchen...”  
 
During the initial kitchen tour on 6/1/2026 at 10:24  
AM, observation of the ice machine revealed two  
areas of black substance, each approximately two to 
three inches in diameter, on the underside of the ice 
maker lid. Black substance was also observed along 
the interior ledge of the ice machine. The interior  
ledge was covered with small, circular spots of the  
black substance that extended across the entire  
ledge surface.  
 
During an interview on 6/1/2026 at 10:25 AM, the  
Dietary Manager (DM) confirmed the presence of the 
black substance observed on the underside of the  
ice maker lid and on the interior ledge of the ice  
machine. The DM stated that dietary staff clean the  
ice machine weekly and that the underside of the lid 
and the interior ledge should have been cleaned  
during the routine cleaning process. The DM  
acknowledged that the black substance should not  
have been present and that its presence showed the 
ice machine had not been cleaned properly. The DM 
also stated that the black substance could  
potentially cause illness in residents and staff.  
 

M0815  

M1570 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

M1570
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M1570 Continued from page 7 
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:  
 
Level II WidespreadBased on observation, staff  
interview, record review and facility policy review,  
the facility failed to implement and maintain an  
effective infection prevention and control program as 
evidenced by failure to ensure the designated  
Infection Preventionist implemented and monitored  
the facility's Infection Prevention and Control  
Program by failing to conduct infection surveillance, 
track and trend infections, analyze infection data and 
identify infection control concerns, failure to follow  
Enhanced Barrier Precautions (EBP) (Resident #91),  
and failure to provide an appropriate biohazard (red 
barrel) container for a resident under contact  
isolation precautions (Resident #118). This deficient  
practice affected two (2) of twenty-five sampled  
residents (Resident #91 and Resident #118) and had 
the potential to affect all 118 residents residing in  
the facility.  
 
Findings Include:  
 
Infection Preventionist Role  
 
 
Record review of the facility policy titled “Compliant 
Infection Preventionist (IP) Job Description” revealed 
under, “Position Summary: The Infection  
Preventionist (IP) is responsible for the development, 
implementation, oversight, and evaluation of the  
facility’s Infection Prevention and Control Program  
(IPCP). The IP works collaboratively with nursing,  
medical staff, department managers, residents,  
families, and community agencies to prevent,  
identify, investigate, monitor, and control infections 
and communicable diseases throughout the  
facility...”  
 
 
Record review of the facility's "Urinary Tracking  
Infection Logs" from February 2026 through April  
2026 identified 54 urinary tract infection (UTI)  
episodes, excluding residents admitted with

M1570
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M1570 Continued from page 8 
infections and duplicate entries for the same active  
infection. Multiple residents experienced recurrent  
UTIs. The infection tracking logs included resident  
names, organisms identified, antibiotic treatment,  
treatment completion dates, and follow-up culture  
results. However, there was no documentation  
demonstrating the infections were analyzed for  
trends, contributing factors, recurring organisms, or 
opportunities for intervention.  
 
 
Record review revealed the May 2026 infection  
control log had not been completed as of 6/2/26.  
 
 
Record review of Resident #118's physician orders  
revealed an order dated 6/2/26 for "Contact  
Precautions for ESBL (Extended-Spectrum  
Beta-Lactamase) in urine every shift."  
 
 
On 6/3/26 at 2:30 PM, during an interview with the 
Infection Preventionist (IP), she stated she had not  
completed the May 2026 infection control log and  
usually remained approximately one month behind in 
infection control documentation. The IP stated she  
was unaware a resident was currently on contact  
precautions for an infection and could not identify  
the type of infection. She stated floor nurses were  
responsible for implementing precautions and  
ensuring the required equipment was available in the 
resident's room.  
 
 
On 6/3/26 at 10:00 AM, during an interview with the 
IP, she stated she had served in the role since 2018 
and dedicated approximately three days per week to 
infection prevention activities. The IP stated she was 
unsure what infection criteria were used to identify  
infections and would need to review the facility  
policy. The IP stated she did not review resident  
symptoms when monitoring infections. The IP stated 
she only reviewed physician orders for antibiotics  
and entered the information into the monthly  
infection tracking log. The IP confirmed she did not 
track or trend infections, evaluate recurring infection 
patterns, or analyze infection data. The IP stated  
UTIs had been a recurring concern within the facility. 
The IP further confirmed she had not provided staff 
education regarding perineal care, catheter care,  
hydration, or other interventions to address the  
recurring infections.  
 
 
On 6/3/26 at 10:38 AM, during an interview with the 
Administrator after reviewing the infection tracking

M1570
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M1570 Continued from page 9 
logs, confirmed the infection tracking process was  
lacking.  
 
 
Record review of the facility's "Urinary Tracking  
Infection Logs" from February 2026 through April  
2026 identified a recurring pattern of urinary tract  
infections caused by Escherichia coli (E. coli).  
Despite the recurring trend, there was no evidence  
the facility conducted surveillance activities to  
identify contributing factors, determine the source,  
or implement corrective interventions.  
 
An interview on 6/3/26 at 3:45 PM, with the  
Assistant Director of Nursing (ADON) revealed the IP 
should identify infection sources, track infection  
patterns, and ensure interventions were implemented 
to address identified concerns. The ADON confirmed 
there was no tracking or trending of infection data.  
After reviewing the infection logs, the ADON  
identified a recurring concern involving E. coli in  
urine cultures and stated staff education regarding  
perineal care, catheter care, hydration, and other  
prevention measures should have been conducted.  
The ADON stated the recurring infections should  
have been analyzed to identify the cause and  
implement corrective actions.  
 
Resident #118  
 
Review of the facility policy titled, "Infection  
Control-Contact Isolation/Transmission  
Based/Enhanced Barrier Policy" with a revision date 
of August 2024 revealed, "2. Contact  
Isolation…Red/Yellow bagged barrels will be  
utilized..."  
 
Record review of physician orders revealed Resident 
#118 had an order dated 6/2/2026 for contact  
isolation precautions related to ESBL  
(Extended-Spectrum Beta-Lactamase) in urine every 
shift.  
 
An observation on 6/01/2026 at 2:53 PM revealed  
Resident #118 was on transmission-based  
precautions related to ESBL. A red bag/ biohazard  
barrel was not present in the resident's room for  
disposal of contaminated waste and personal  
protective equipment (PPE). Gowns, gloves, masks  
were discarded in a regular trash can in the  
bathroom.  
 
During an observation and interview with Registered 
Nurse (RN) #1 on 6/01/2026 at 3:05 PM, she stated  
there should have been a barrel in the room.  
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M1570 Continued from page 10 
During an interview on 6/02/2026 at 2:30 PM, the  
Infection Preventionist (IP) stated, “According to the 
policy, there should have been a red barrel in the  
room.” She also stated, “I didn’t even know that  
Resident #118 was on contact precautions, I’m not  
sure what type of infection she has”. She stated,  
“It’s the first of June and the report is one month  
behind.”  
 
During an interview on 6/04/2026 at 8:37 AM with  
Assistant Director of Nursing (ADON), she confirmed 
infection control practices should be used to prevent 
the spread of an infection and stated, " It is the  
expectation of the facility to have biohazard trash  
bags in the room of a resident on contact isolation." 
 
Record review of the Record of Admission revealed 
Resident #118 was admitted to the facility on  
11/09/2022 with medical diagnoses that included  
Cerebral Infarction.  
 
Record review of the Minimum Data Set (MDS), with 
an Assessment Reference Date (ARD) of 4/13/2026  
revealed under Section C that a Brief Interview for  
Mental Status (BIMS) score was 8, indicating  
moderate cognitive impairment.  
 
Resident #91  
 
Review of the facility policy titled “Infection  
Control-Contact Isolation/Transmission  
Based/Enhanced Barrier Policy”, with a revision  
date of August 2024, revealed “...Enhanced Barrier  
Precautions refer to the use of gown and gloves for 
use during high contact resident care activities for  
residents known to be colonized or infected with a  
MDRO (Multi-Drug Resistant Organism), as well as  
those at increased risk of MDRO acquisition (e.g.  
residents with wounds or indwelling medical  
devices)....”  
 
During an observation and interview on 6/02/2026 at 
1:57 PM, signage indicating "Enhanced Barrier  
Precautions" was observed posted outside Resident 
#91's room. Licensed Practical Nurse (LPN) #1  
escorted Resident #91 in his wheelchair from the  
hallway into his room and proceeded to provide  
Percutaneous Endoscopic Gastrostomy (PEG) tube  
site care. LPN #1 failed to perform hand hygiene and 
failed to don the required gown prior to initiating  
care. During the treatment, LPN #1 cleansed the PEG 
site and discarded a soiled gauze pad onto the  
bedside table. LPN #1 immediately stated, "Oh, I  
shouldn't have done that," however, the soiled  
gauze remained on the bedside table. Upon  
completion of the treatment, LPN #1 bagged the
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M1570 Continued from page 11 
trash and exited the resident's room to dispose of it 
while continuing to wear the same soiled gloves.  
 
During an interview on 6/02/2026 at 2:10 PM, LPN  
#1 confirmed Resident #91 was on Enhanced Barrier 
Precautions and stated, "We usually just use gloves 
when we do his PEG site care. I think we wear  
gowns and gloves when they have a wound." After  
reading the Enhanced Barrier Precautions signage  
posted outside the resident's room, LPN #1 stated,  
"I guess I screwed up. According to the sign, we are 
supposed to wear a gown since he has a PEG tube." 
LPN #1 further acknowledged that wearing the same 
soiled gloves from the resident's room into the  
hallway was an infection-control concern and that  
the gloves should have been removed and discarded 
before exiting the room.  
 
During an interview on 6/02/2026 at 2:40 PM, the  
Infection Preventionist confirmed that Enhanced  
Barrier Precautions are required when providing PEG 
site care and explained that these precautions are  
intended to reduce the risk of transmission of  
infectious organisms.  
 
During an interview on 6/03/2026 at 4:05 PM, the  
Assistant Director of Nursing (ADON) revealed it is  
the facility's expectation that infection control  
practices are consistently followed to prevent the  
spread of infection. The ADON confirmed staff are  
trained to wear the appropriate personal protective  
equipment (PPE), including both a gown and gloves, 
when providing care to residents on Enhanced  
Barrier Precautions. The ADON further stated that  
proper hand hygiene and removal and disposal of  
soiled gloves before leaving the resident's room are 
expected infection control practices.  
 
Record review of the “Record of Admission”  
revealed Resident #91 was admitted to the facility on 
4/27/2026  
 
Record review of the “Client Diagnosis Report”  
revealed Resident #91 has diagnoses which include 
Dysphagia following cerebral infarction, and  
Encounter for attention to gastrostomy.  
 
Record review of the Minimum Data Set (MDS) with  
an Assessment Reference Date (ARD) of 5/3/26  
revealed under Section K. that Resident #91 had a  
Feeding tube.
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