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Initial Comments

The State Agency (SA) conducted an Annual
Recertification survey along with three (3) Complaint
Investigations (Cl MS #2962551, CI MS #2986917, and
Cl MS #3009487) at the facility from 6/15/26 through
6/18/26. During the survey, the SA determined the
facility was not in compliance with the Mississippi
Regulations for Minimum Standards for Institutions
for the Aged or Infirm. The SA identified
non-compliance and cited M500, M655, M705, M815,
M855, M1230 and M1570. There were no deficiencies
cited for ClI MS #2962551, Cl MS #2986917, or CI MS
#3009487.

The census at the time of the survey was 105 and
the facility is licensed for 120 beds.

45.17.2 Residents' Rights

Residents' Rights. The residents' rights policies
and procedures ensure that each resident admitted
to the facility:

1. is fully informed, as evidenced by the resident's
written acknowledgment, prior to or at the time of
admission and during stay, of these rights and is
given a statement of the facility's rules and
regulations and an explanation of the resident's
responsibility to obey all reasonable regulations of
the facility and to respect the personal rights and
private property of other residents;

2. is fully informed, and is given a written statement
prior to or at time of admission and during stay, of
services available in the facility, and of related
charges including any charges for services covered
by the facility's basic per diem rate;

3. is assured of adequate and appropriate medical
care, is fully informed by a physician or nurse
practitioner/physician assistant of his medical
conditions unless medically contraindicated (as
documented by a physician or nurse
practitioner/physician assistant in his medical
record), is afforded the opportunity to participate in
the planning of his medical treatment, to not be
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limited in his/her choice of a pharmacy or
pharmacist provider in accordance with state law, as
referenced in House Bill 1439, which states that the
facility shall not limit a resident * s choice of
pharmacy or pharmacy provider if that provider
meets the same standards of dispensing guidelines
required of long term care facilities, to refuse to
participate in experimental research, and to refuse
medication and treatment after fully informed of and
understanding the consequences of such action;

4. is transferred or discharged only for medical
reasons, or for his welfare or that of other residents,
or for nonpayment for his stay (except as prohibited
by sources of third-party payment), and is given a
two weeks advance notice in writing to ensure
orderly transfer or discharge. A copy of this notice
is maintained in his medical record,;

5. is encouraged and assisted, throughout his period
of stay, to exercise his rights as a resident and as a
citizen, and to this end may voice grievances, has a
right of action for damages or other relief for
deprivations or infringements of his right to
adequate and proper treatment and care established
by an applicable statute, rule, regulation or contract,
and to recommend changes in policies and services
to facility staff and/or to outside representatives of
his choice, free from restraint, interference, coercion,
discrimination, or reprisal;

6. may manage his personal financial affairs, or is
given at least a quarterly accounting of financial
transactions made on his behalf should the facility
accept his written delegation of this responsibility to
the facility for any period of time in conformance
with State law;

7. is free from mental and physical abuse;

8. is free from restraint except by order of a
physician or nurse practitioner/physician assistant,
or unless it is determined that the resident is a
threat to himself or to others. Physical and chemical
restraints shall be used for medical conditions that
warrant the use of a restraint. Restraint is not to be
used for discipline or staff convenience. The facility
must have policies and procedures addressing the
use and monitoring of restraint. A physician order
for restraint must be countersigned within 24 hours
of the emergency application of the restraint;
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9. is assured security in storing personal
possessions and confidential treatment of his
personal and medical records, and may approve or
refuse their release to any individual outside the
facility, except, in the case of his transfer to another
health care institution, or as required by law of
third-party payment contract;

10. is treated with consideration, respect, and full
recognition of his dignity and individuality, including
privacy in treatment and in care for his personal
needs;

11. is not required to perform services for the facility
that are not included for therapeutic purposes in his
plan of care;

12. may associate and communicate privately with
persons of his choice, may join with other residents
or individuals within or outside of the facility to work
for improvements in resident care, and send and
receive his personal mail unopened, unless
medically contraindicated (as documented by his
physician or nurse practitioner/physician assistant
in his medical record);

13. may meet with, and participate in activities of,
social, religious and community groups at his
discretion, unless medically contraindicated (as
documented by his physician or nurse
practitioner/physician assistant in his medical
record);

14. may retain and use his personal clothing and
possessions as space permits, unless to do so
would infringe upon rights of other residents, unless
medically contraindicated (as documented by his
physician or nurse practitioner/physician assistant
in his medical record);

15. if married, is assured privacy for visits by

his/her spouse; if both are inpatients in the facility,
they are permitted to share a room, unless medically
contraindicated (as documented by the attending
physician or nurse practitioner/physician assistant

in the medical record); and

16. is assured of exercising his civil and religious
liberties including the right to independent personal
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decisions and knowledge of available choice. The
facility shall encourage and assist in the fullest
exercise of these rights.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Level Il Pattern

Based on record review, observations, resident
interviews, staff interviews, and facility policy review,
the facility failed to make prompt efforts to resolve
resident grievances related to food quality, food
preferences, alternative menu selections, meal
variety, food temperature, and food palatability as
evidenced by unresolved concerns identified during
six (6) of 12 months of Resident Council meetings
reviewed. Resident #6, #13, #25, #28, #34, #38, #42,
#49, #69, #81, and #99

Findings Include:

Review of the facility policy titled
“Grievances-Family and Resident Grievances”
revealed under, “Policy: It is the policy of this

facility to support each resident’s and family
member’s right to voice grievances without
discrimination, reprisal, or fear of discrimination.”
Additionally revealed under, “Policy Explanation and
Compliance Guidelines: ... 12. The facility will make
prompt efforts to resolve grievances.”

Record review of Resident Council meeting minutes
dated 12/1/25, 1/5/26, 3/2/26, 4/1/26, 5/4/26, and
6/1/26 revealed repeated resident complaints
regarding food quality, alternative menu requests not
being honored, food temperature, lack of variety,
tough meats, poor food preparation, excessive
seasoning, insufficient seasoning, and repetitive
menu items.

An interview with Resident #34 on 6/15/26 at 12:30
PM revealed the food was “awful.” She stated the
facility frequently served string beans and the food
lacked flavor due to insufficient seasoning. She
reported these concerns had been ongoing.

An interview with Resident #49 on 6/15/26 at 4:30
PM revealed the facility frequently served the same
foods, including green beans, sometimes twice daily.
She stated foods were often overly spicy or salty
and indicated these concerns continued.
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An interview with Resident #6 on 6/16/26 at 4:48
PM revealed the food was “terrible.” She stated the
food lacked seasoning, meats were frequently too
tough to chew, and repetitive menu items remained
a concern.

An interview with Resident #81 on 6/17/26 at 11:45
AM revealed food quality had significantly declined.
She stated meats were tough, menu items were
repeatedly served, fruit and desserts were not
regularly available, and residents had repeatedly
voiced these concerns without improvement.

An interview with Resident #13 on 6/17/26 at 11:52
AM revealed food concerns had been discussed in
resident council numerous times. He stated residents
had been told concerns would be corrected;
however, the concerns continued.

An interview with Licensed Practical Nurse (LPN) #1
on 6/17/26 at 8:16 AM revealed food quality had
been a concern among residents for an extended
period. She stated residents frequently complained
about food quality, appearance, repetitive menu
items, and foods they did not like.

An interview with the Dietary Meal Server on 6/17/26
at 8:38 AM revealed residents constantly complained
about the foods served and the taste of the food.
She stated the concerns had been discussed during
Resident Council meetings and stated, “nothing gets
done.”

An observation of the lunch meal on 6/17/26 at
12:48 PM revealed residents continued to voice
concerns regarding tough meats, excessive
seasoning, repetitive menu items, and alternative
meal requests not being honored.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #6 on
11/14/25 with medical diagnoses that included
Age-Related Osteoporosis, Hypokalemia, Vitamin
B-12 Deficiency Anemia, Hypo-Osmolality and
Hyponatremia.

Record review of the Minimum Data Set (MDS) with
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an Assessment Reference Date (ARD) of 6/1/26
revealed under Section C, a Brief Interview for
Mental Status (BIMS) summary score of 10,
indicating Resident #6 was moderately cognitively
impaired.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #13 on
8/10/22 with medical diagnoses that included
Irritable Bowel Syndrome and Type 2 Diabetes
Mellitus without Complications.

Record review of the MDS with an ARD of 4/26/26
revealed under Section C, a BIMS summary score of
14, indicating Resident #13 was cognitively intact.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #34 on
10/10/19 with medical diagnoses that included
Hyperlipidemia, Vitamin D Deficiency, and Type 2
Diabetes Mellitus without Complications.

Record review of the MDS with an ARD of 6/14/26
revealed under Section C, a BIMS summary score of
15, indicating Resident #34 was cognitively intact.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #49 on
3/20/20 with medical diagnoses that included
Hypokalemia, Vitamin D Deficiency, and Essential
(Primary) Hypertension.

Record review of the MDS with an ARD of 6/7/26
revealed under Section C, a BIMS summary score of
15, indicating Resident #49 was cognitively intact.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #81 on
1/25/19 with medical diagnoses that included
Anemia, Magnesium Deficiency, Type 2 Diabetes
Mellitus without Complications.

Record review of the MDS with an ARD of 6/14/26
revealed under Section C, a BIMS summary score of
12, indicating Resident #81 was moderately
cognitively impaired.

On 6/17/2026 3:28 PM, during a Resident Council
meeting, multiple residents voiced ongoing concerns
regarding food quality, menu variety, food
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temperature, food palatability, and alternative meal
selections. Residents reported the concerns had
been discussed previously without improvement.
During the meeting, Resident #25 stated the food
tasted bad and that residents would like more variety
in menu selections. Resident #28 stated, "We always
have chicken." Then he stated, " | take that back, we
had pork chops today, and you would have to be an
alligator to eat it because it was so tough!"

Resident #38 stated bread products such as muffins,
toast, and biscuits were frequently unavailable at
breakfast and that breakfast meals often lacked a
meat option. Resident #42 stated residents had
repeatedly discussed food concerns with staff and
during Resident Council meetings; however, no
improvements had been made. Resident #42 stated
food was frequently overcooked, cold, overly bland,
or excessively seasoned. Resident #69 stated she
did not like the food served and would like

additional menu choices. Resident #99 stated the
food quality was poor and that the alternative meal
option was not any better than the regular meal
selection. Resident #99 stated changes to the food
service program were needed. They all confirmed
that they had voiced their grievances, but they had
gone unresolved.

An interview with the Administrator on 6/17/26 at
3:49 PM revealed awareness of resident concerns
regarding food quality, seasoning, menu selections,
and dietary services. She confirmed residents had
expressed dissatisfaction with the current dietary
services provider and acknowledged resident
grievances regarding food had not been addressed
and resolved.

An interview with the Interim Director of Food
Services on 6/19/26 at 8:45 AM revealed ongoing
concerns related to food quality, food preferences,
communication failures, and alternative menu
requests. She acknowledged there had been
significant breakdowns in communication regarding
resident food preferences and stated resident
preferences and disliked foods were not consistently
being reflected on meal tickets. She confirmed the
food should be better and acknowledged the facility
had ongoing problems related to food quality and
resident food preferences.

Record review of Resident #25's "Admission
Record" revealed the facility admitted the resident
on 2/17/2023 with diagnoses including Unspecified
Dementia.

A review of the MDS with an ARD of 5/17/2026
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revealed under section C, a BIMS summary score of
06 which indicated Resident #25 had severe
cognitive impairment.

Record review of Resident #28's "Admission
Record" revealed the facility admitted the resident
on 6/20/2023 with diagnoses including End Stage
Renal Disease.

Areview of the MDS with an ARD of 4/23/2026
revealed under section C, a BIMS summary score of
15 which indicated Resident #28 was cognitively
intact.

Record review of Resident #38's "Admission
Record" revealed the facility admitted the resident
on 7/02/2025 with diagnoses including Anxiety
Disorder, Unspecified.

A review of the MDS with an ARD of 6/07/2026
revealed under section C, a BIMS summary score of
15 which indicated Resident #38 was cognitively
intact.

Record review of Resident #42's "Admission
Record" revealed the facility admitted the resident
on 6/07/2013 with diagnoses including End Stage
Renal Disease.

A review of the MDS with an ARD of 6/07/2026
revealed under section C, a BIMS summary score of
15 which indicated Resident #42 was cognitively
intact.

Record review of Resident #69's "Admission
Record" revealed the facility admitted the resident
on 7/24/2025 with diagnoses including Unspecified
Dementia.

A review of the MDS with an ARD of 4/05/2026
revealed under section C, a BIMS summary score of
15 which indicated Resident #69 was cognitively
intact.

Record review of Resident #99's "Admission
Record" revealed the facility admitted the resident
on 3/21/2024 with diagnoses including Unspecified
Atrial Fibrillation.

Areview of the MDS with an ARD of 4/19/2026
revealed under section C, a BIMS summary score of
10 which indicated Resident #99 had moderate
cognitive impairment.
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45.21.11 Special needs

Special needs. Each resident with special needs
shall receive proper treatment and care. These
special needs shall include, but are not limited to
injections; parenteral and enteral fluids; colostomy,
ureterostomy, ileostomy care; tracheostomy care;
tracheal suction; respiratory care; foot care; and
prostheses.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Level llIBased on observations, interviews, record
review, facility document review, and facility policy
review, the facility failed to ensure a
physician-ordered fluid restriction was implemented
and monitored for three (3) of five (5) dialysis
residents. Resident #12, #43, and #58.

Findings Include:

Record review revealed that the facility does not
have a policy and presented a statement on facility
letterhead dated 06/17/26, that stated, "(Proper
name) nursing home does not have a policy specific
to fluid restrictions on dialysis residents," signed by
the Administrator.

Resident #12

An observation and interview with Resident #12 on
6/16/26 at 8:30 AM revealed she was lying in bed. A
32-ounce water pitcher full of ice water was located
on the bedside table. The resident stated she
attended dialysis three times weekly and was not
aware of a fluid restriction.

Record review of Resident #12's “Order Summary
Report” revealed an order dated 2/20/26,
“Hemodialysis with ‘proper name of dialysis
company’ Mon (Monday), Wed (Wednesday), Fri
(Friday) @ (at) 11:30.”

Record review of Resident #12’s “Order Summary
Report” revealed no physician order for a fluid
restriction was present in the facility medical record.

An interview with the Quality Assurance (QA) Nurse
on 6/17/26 at 9:38 AM revealed Resident #12 had
never been on a fluid restriction since she started
dialysis in February 2026.
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An interview with the Registered Dietitian (RD) on
6/17/26 at 10:32 AM confirmed she was aware
Resident #12 was supposed to have a physician
order for a fluid restriction, stating, "Yes she has a
1200 milliliter (ml) fluid restriction, dialysis has
already told me.” She confirmed she did not relay
this information to the nursing staff and stated it
must have been a miscommunication.

Record review of the RD “Fluid Restriction Tracking
Record” revealed Resident #12 was documented as
having a daily 1200 milliliter fluid restriction.

A telephone interview with “Proper name of the
dialysis company” RD on 6/17/26 at 10:54 AM
revealed every dialysis resident should have a 1200
milliliter fluid restriction unless notified otherwise.
She stated Resident #12’s fluid restriction had been
communicated to the facility on numerous
occasions. The RD confirmed the resident should
not have a water pitcher in her room because she
could easily exceed her fluid limit.

Record review of Resident #12's June 2026
“Medication Administration Record” (MAR) revealed
an order dated 6/3/24, “Glucerna one-time daily HS
(bedtime) snack.”

Record review of Resident #12’s “Nutrition/Fluids
Task Summary” and June 2026 MAR revealed no
evidence nursing staff were monitoring or
documenting fluid intake to ensure the resident did
not exceed the prescribed fluid restriction.

Record review of the “Admission Record” revealed
the facility admitted Resident #12 on 1/16/18 with
medical diagnoses that included Chronic Kidney
Disease, Dependence on Renal Dialysis, and
Unspecified Sequela of Cerebral Infarction.

Record review of the Minimum Data Set (MDS) with
an Assessment Reference Date (ARD) of 5/24/26
revealed under section C, a Brief Interview for
Mental Status (BIMS) summary score of 15,
indicating Resident #12 was cognitively intact.

Resident #43
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Record review of Resident #43's orders revealed,
“Hemodialysis at (Proper Name)
Monday-Wednesday-Friday” with active date
4/30/25.

Record review of Resident #43's orders revealed,
“1000 milliliters (mL) fluid restriction every 24 hours”
with active date 8/12/25.

Record review of Resident #43's Nutritional Risk
Assessment dated 4/6/26, revealed, “...Oral intake:
Fluids...Consumes 1000-1499 cc (cubic centimeters)
/day...”

Record review of Resident #43's MARs for May 2026
and June 2026 revealed no documentation of
monitoring related to the resident’s
physician-ordered fluid restriction.

Record review of Progress Note dated 5/25/2026,
revealed, “...Resident stated that he will be going
back to dialysis tomorrow (5/26/26) due to having
“too much fluid..."

Record review of Progress Note dated 5/28/2026,
revealed, “...Resident is in bed at this time...Reported
not “feeling the best” this AM due to going to

dialysis back-to-back the past three (3) days...”

Record review of Resident #43's Communication
Form with Dialysis dated 6/1/26, revealed, “...was
heavy with fluid. Did not reach Estimated Dry Weight
(EDW). Remains 2.0 kilograms (kg) over EDW. Plan to
bring patient back on Thursday for another treatment
depending on how much fluid he has on
Wednesday...”

Record review of Resident #43's Communication
Form with Dialysis dated 6/8/26, revealed, “...Please
help patient with fluid restriction control, patient
shouldn’t have over 32 ounces (0z) daily.”

Record review of Progress Note dated 6/12/2026,
revealed, “Pharmacy Recommendations to reduce
Ativan and Medical Director (MD) disagrees at this
time due to resident having severe anxiety
associated with dialysis...”

Record review of Resident #43’s Nutrition-Fluids
Intake Amount flowsheet for dates 5/19/2026
through 6/16/2026 revealed oral fluid intake
exceeded the physician-ordered 1000 mL fluid
restriction on the following dates:

5/19/26 - 1400 mL
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5/21/26 - 1660 mL

5/22/26 - 1560 mL

5/23/26 - 1760 mL

5/24/26 - 1280mL

5/27/26 - 1440 mL

5/28/26 - 1880 mL

5/29/26 - 1520 mL

5/30/26 - 1920 mL

5/31/26 - 1080 mL

6/1/26 - 1400 mL

6/2/26 - 1440 mL

6/3/26 - 1380 mL

6/4/26 - 1560 mL

6/5/26 - 1328 mL

6/6/26 - 1740 mL

6/7/26 - 1930 mL

6/8/26 - 1810 mL

6/9/26 - 1440 mL

6/10/26 - 1440 mL

6/11/26 - 2030 mL

6/12/26 - 2390 mL

6/13/26 - 1940 mL

6/14/26 - 1940 mL

6/15/26 - 1540 mL

6/16/26 - 1750 mL

During an interview on 6/17/2026 at 9:21 AM, the
Administrator confirmed that Resident #43 was on a
1000 mL per day fluid restriction.

During a phone interview on 6/17/2026 at 10:00 AM,
the Dialysis Nurse stated Resident #43 has had "too
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large of a gain" recently. She also confirmed
Resident #43 has required extra treatments in the
past few weeks for fluid.

During a phone interview on 6/17/2026 at 10:49 AM,
the Dialysis Registered Dietitian stated that her
review of recent dialysis treatments showed fluid
removal ranging from 2.6 liters to 3.10 liters,
depending on the day. She also stated that she did
not feel Resident #43 was purposefully
non-compliant with his fluid intake, however, she
stated, "He's going to drink what he's given."

During an interview on 06/17/2026 at 12:35 PM, the
Administrator stated that "Dialysis Communication
Forms" were received from dialysis by fax to the
facility after the treatment and then placed in a
notebook near the fax machine. She confirmed they
were not always reviewed by the nurse.

Record review of Resident #43's "Admission
Record" revealed the facility admitted the resident
on 4/30/2025 with diagnoses including End Stage
Renal Disease.

A record review of the MDS with an ARD of 4/12/26
revealed under section C, a BIMS summary score of
15 which indicated Resident #43 was cognitively
intact.

Resident #58

An observation and interview with Resident #58 on
6/15/26 at 12:30 PM revealed she was lying in bed
and a 32-ounce water pitcher full of water was
sitting on the bedside table. She stated she attended
dialysis and was not aware of having a fluid
restriction. Further observation revealed a case of
bottled water and soft drinks stored in her room.

Record review of Resident #58's “Order Summary
Report” revealed an order dated 7/11/25, “Dialysis @
(at) ‘proper name of dialysis company’ Monday,
Wednesday, Friday @ (at) 7:00 AM.” Record review
also revealed an order dated 6/4/25 for a 1200
milliliter per day fluid restriction.

Record review of Resident #58’s “Nutrition/Fluids
Task” on the MAR revealed the resident exceeded
the 1200 milliliter per day fluid restriction on the
following dates:
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6/4/26 - 1680 milliliters
6/7/26 - 1314 milliliters
6/9/26 - 1680 milliliters
6/11/26 - 1440 milliliters
6/13/26 - 1680 milliliters

6/14/26 - 1680 milliliters

An interview with Licensed Practical Nurse (LPN) #1
on 6/17/26 at 8:18 AM revealed she had never
known Resident #58 to exceed her fluid restriction
and stated, “We usually have to stay on her to
drink.” She revealed she provided the resident
Glucerna twice daily and approximately 120 milliliters
of water with medications but did not document the
water intake on the MAR. She confirmed a water
pitcher at the bedside was not appropriate for a
dialysis resident and stated fluid intake should be
closely monitored to prevent excess fluid
accumulation.

An interview with the Administrator on 6/17/26 at
9:12 AM revealed residents on fluid restrictions were
only allowed what the nurse provided and what
dietary provided at meals. She confirmed all fluids
should be documented and tracked for accurate
accounting of fluid intake.

An interview with Certified Nurse Aide (CNA) #1 on
6/17/26 at 12:35 PM revealed every resident
received a water pitcher full of ice water unless they
were on thickened liquids, even if they were on a
fluid restriction. She stated Resident #58's family
also brought beverages into the room, but she only
documented what was consumed during meals.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #58 on
12/20/23 with medical diagnoses that included
Anemia, Dependence on Renal Dialysis, and chronic
kidney disease.

Record review of the MDS with an ARD of 4/12/26
revealed under section C, a BIMS summary score of
15, indicating Resident #58 was cognitively intact.
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45.24.2 Policies and procedures

Policies and procedures. Each facility shall have
policies and procedures to assure the following:

1. Accurate acquiring;

2. Receiving;

3. Dispensing;

4. Storage; and

5. Administration of all drugs and biologicals.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Level lIBased on observation, staff interviews, and
facility policy review, the facility failed to ensure
medications were stored in a properly secured
refrigerator for one (1) of four (4) medication storage
rooms. C Hall

Findings include:

Review of the facility’s policy titled “Medication
Storage-Controlled Medication Storage" revised
2/1/23, revealed: “Medications included in the Drug
Enforcement Administration (DEA) classification as
controlled substances are subject to special
handling, storage, disposal and record keeping in
the nursing care center in accordance with federal,
state and other applicable laws and regulations..."

An observation on 6/16/2026 at 10:05 AM with
Licensed Practical Nurse (LPN) #2, revealed the
medication storage room on C Hall contained 44
Lorazepam syringes prescribed to Resident #50, and
were maintained on the center shelf of the
refrigerator rather than within the locked, affixed
controlled-substance storage box.

During an interview conducted with LPN #2 at 10:06
AM, she stated the syringes would not fit in the
locked storage drawer in the refrigerator.

During an observation and interview conducted on
6/16/2026 at 11:01 AM with the Director of Nursing
(DON), she confirmed the syringes were not in the
drawer that locks because they would not all fit in
the drawer but confirmed that they should have been
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Continued from page 15
locked and secured.

Record review of Resident #50's "Admission
Record" revealed the facility admitted Resident #50
on 1/09/2025 with diagnoses including Anxiety
Disorder, Unspecified.

Arecord review of the Minimum Data Set (MDS) with
an Assessment Reference Date (ARD) of 4/05/2026
revealed under section C, a Brief Interview for
Mental Status "BIMS" summary score of 00 which
indicated Resident #50 had severe cognitive
impairment.

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 Il WidespreadBased on observation, staff
interview, and facility policy review the facility failed
to maintain kitchen refrigeration equipment in a
clean, sanitary condition and in good repair for one
(1) of two (2) kitchen tours.

Findings Include:

Review of the facility policy titled “Food Handling
Guidelines: Cooling Process and Cold Holding,”
revised 4/26, revealed under, “Policy: ... An effective
preventative maintenance plan is in place for each
piece of food service equipment. All refrigeration is
maintained in good working order and is calibrated,
serviced, or tested per the manufacturer’s
instructions.”

On 6/15/26 at 11:00 AM, during the initial kitchen
tour an observation of the tray line cooler revealed,
the interior lower metal surface contained an
excessive amount of moisture and was covered with
a greenish-black substance in spotty patches. The
interior lower door gasket was covered with a black
substance, and the gasket was dangling from the
refrigerator door, visibly preventing a proper seal.

During an observation and interview with Dietary
Staff #3 on 6/15/26 at 11:06 AM, she confirmed the
refrigerator was unclean and contained a black
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substance that she stated, “Looks like mold.” She
stated the refrigerator was supposed to be cleaned
weekly and confirmed, based on its appearance, that
it had not been cleaned in some time. Dietary Staff
#3 confirmed the condition of the refrigerator could
contaminate food and make someone sick. She also
confirmed the seal (gasket) was loose and hanging,
preventing a proper seal and potentially affecting the
temperature inside the refrigerator.

An observation and interview with the Dietary
Manager on 6/15/26 at 11:14 AM confirmed the
refrigerator was unclean and that the lower gasket
was dislodged from the door, creating an improper
door seal. She stated the lack of a proper seal could
result in improper food storage temperatures inside
the refrigerator, which could make someone sick.

45.30.7 Food Preparation

Food Preparation. Foods shall be prepared by
methods that conserve optimum nutritive value,
flavor, and appearance. Also, the food shall be
acceptable to the individuals served. A file of tested
recipes shall be maintained to assure uniform
quantity and quality of products.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Level Il PatternBased on observations, resident
interviews, staff interviews, test tray review, and
facility policy review, the facility failed to ensure

food was palatable and consistent with resident food
preferences and dislikes for nine (9) of 23 residents
reviewed for food services in the ElIm and Cypress
cottages (Residents #6, #8, #16, #34, #49, #58, #70,
#81, and #90). Findings included repetitive menu
items, tough meats that were difficult to chew, food
that was excessively salty, spicy, undercooked, or
otherwise unpalatable, and failure to honor resident
food preferences and alternative meal requests.

Findings Include:

Review of the facility policy titled “Guidelines for
Patient Food Service” revised 8/22 revealed under,
“Policy/Purpose: To ensure that all food served

from the FNS (Food and Nutrition Service) is of the
highest quality, prior to each serving period.”
Additionally revealed under, “Procedure: ... Prior to
meal service, a designated team member will taste
each prepared food item on the patient serving line....
The following criteria will be used for testing food
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items: ... Is food properly seasoned? Does the food
have eye appeal? Is the food overcooked or
undercooked?...”

An observation of Resident #8 on 6/15/26 at 12:45
PM revealed she ate her meal in her room and
received a puree diet of pork chop, lima beans, and
sweet potatoes. The resident stated, "I wish you
could do something about serving a lot of green
beans." She stated green beans were served
morning, noon, and night. Further observation
revealed there was no dessert or fruit provided with
the meal.

An interview with Resident #34 on 6/15/26 at 12:30
PM revealed the food was "awful." She stated the
facility frequently served green beans and that the
food lacked flavor due to insufficient seasoning. She
reported her family kept snacks available because
she became hungry between meals.

An interview with Resident #49 on 6/15/26 at 4:30
PM revealed the facility frequently served the same
foods, including green beans, sometimes twice daily.
She stated foods were sometimes spicy and that
sauce or gravy was frequently added to meats,
making them overly salty.

An observation of the lunch meal in the EIm and
Cypress cottages on 6/16/26 at 11:36 AM revealed
the residents were served meatloaf, mashed
potatoes, carrots, and green beans, which
corroborated resident concerns regarding the
frequent serving of green beans. No dessert or fruit
was provided with the meal.

Observation of Resident #8's lunch meal on 6/16/26
at 12:10 PM revealed she received pureed meatloaf,
mashed potatoes, pureed green beans, pureed
carrots, and lemonade. No fruit or dessert was
observed.

On 6/16/26 at 2:36 PM, a telephone interview with a
family member who wished to remain anonymous
voiced concerns regarding food quality. She stated
residents were not receiving a balanced diet,
frequently did not receive desserts or fruit, and were
often served foods they did not like. She reported
meats were often difficult to chew and expressed
concern regarding the overall quality and variety of
foods served.
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An interview with Licensed Practical Nurse (LPN) #1
on 6/17/26 at 8:16 AM revealed food quality had
been a concern among residents. She stated
residents frequently reported the food did not taste
good and she had personally observed concerns
regarding food appearance. She stated residents
frequently reported dissatisfaction with foods served
by the kitchen and often refused certain menu items.
She further stated residents were repeatedly served
the same vegetables, including broccoli, green
beans, and spinach, and reported meals were
frequently served without fruit or dessert.

An interview with the Ambassador of Food Service
#2 on 6/17/26 at 8:38 AM revealed residents
frequently complained about food quality and taste.
She confirmed green beans were served frequently
and stated they had been served twice the previous
day for lunch and dinner. She reported residents
frequently complained that meat was tough. She
further stated food was sometimes brought from the
dietary department and placed in warming equipment
in the cottages well before meal service, causing
food to become dry, overcooked, and less palatable.
She reported that many residents contacted family
members to bring them food from outside the
facility.

An interview with Resident #81 on 6/17/26 at 11:45
AM revealed food quality had significantly declined.
She stated the food tasted old, meats were tough,
vegetables lacked variety, and menu items were
repeatedly served. She stated vegetables such as
spinach, potatoes, rice, and green beans were
frequently repeated. She further stated fruit and
desserts were not regularly available and that dinner
meals were often unappealing.

An interview with Resident #6 on 6/17/26 at 12:04
PM revealed desserts were frequently replaced with
gelatin products. She stated the food either lacked
flavor or was excessively spicy. She reported green
beans were frequently served and stated she did not
receive fruit regularly. She stated meats were
frequently difficult to chew and that she had
repeatedly informed staff she disliked oatmeal;
however, she continued to receive oatmeal despite
documenting this preference on her meal ticket. She
further stated she had requested alternative meal
selections on multiple occasions but did not receive
them.
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An interview with Resident #16 on 6/17/26 at 12:14
PM revealed food quality had been a concern for an
extended period. She stated salads appeared old and
unappetizing and expressed a desire for more fruit
options.

Observation of the lunch meal on 6/17/26 at 12:31
PM revealed residents were served pork chops with
gravy, rice, squash and zucchini, and a roll.
Residents #6, #16, #34, #49, #70, and #90 reported
the pork chop was excessively tough and difficult to
cut or chew. Residents also reported the vegetables
were overly spicy and the meat was salty, rendering
the food as not palatable.

Observation of Resident #58's lunch meal on
6/17/26 at 12:55 PM revealed she received pork
chops with gravy, rice, squash and zucchini, and a
roll. She stated the pork chop was too tough and
required excessive effort to chew. She further stated
the vegetables were salty.

A test tray reviewed on 6/17/26 at 12:59 PM
revealed the regular diet meal consisted of pork
chops with gravy, zucchini and squash, and rice.
The pork chop was difficult to cut and chew. The
squash and zucchini were firm, appeared
undercooked, and lacked flavor other than excessive
black pepper seasoning. The pureed pork chop and
gravy were excessively salty. The pureed squash
and zucchini were not palatable and had an
unpleasant flavor. Overall, the meal was not
palatable.

An interview with the Administrator on 6/17/26 at
3:49 PM revealed awareness of resident concerns
regarding food quality, seasoning, and menu
selections. She confirmed residents had expressed
dissatisfaction with the current dietary services
provider and acknowledged resident concerns
regarding food quality and menu selections remained
unresolved.

An interview with the Interim Director of Food
Services on 6/19/26 at 8:45 AM revealed she
identified significant concerns regarding food
appearance, preparation, and communication of
resident food preferences. She confirmed residents
should receive food that was pleasing to the palate
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and consistent with their food preferences. She
confirmed resident food preferences and dislikes
should be reflected on meal tickets to help ensure
residents received foods that were acceptable and
palatable to them. She further confirmed the
Registered Dietitian was responsible for updating
meal tickets to ensure resident preferences and
disliked foods were reflected and stated, "This is not
being done." She acknowledged there were ongoing
concerns related to food quality and communication
regarding resident food preferences.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #6 on
11/14/25 with medical diagnoses that included
Age-Related Osteoporosis, Hypokalemia, Vitamin
B-12 Deficiency Anemia, Hypo-Osmolality and
Hyponatremia.

Record review of the Minimum Data Set (MDS) with
an Assessment Reference Date (ARD) of 6/1/26
revealed under section C, a Brief Interview for
Mental Status (BIMS) summary score of 10,
indicating Resident #6 was moderately cognitively
impaired.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #8 on 8/28/19
with medical diagnoses that included Anemia,
Vitamin D deficiency, and Type 2 Diabetes Mellitus
with Diabetic Neuropathy.

Record review of the MDS with an ARD of 5/6/26
revealed under section C, a BIMS summary score of
7, indicating Resident #8 was severely cognitively
impaired.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #16 on
5/14/25 with medical diagnoses that included
Chronic Kidney Disease and Type 2 Diabetes
Mellitus without Complications.

Record review of the MDS with an ARD of 4/19/26
revealed under section C, a BIMS summary score of
11, indicating Resident #16 was moderately
cognitively impaired.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #34 on
10/10/19 with medical diagnoses that included
Hyperlipidemia, Vitamin D Deficiency, and Type 2
Diabetes Mellitus without Complications.

Record review of the MDS with an ARD of 6/14/26
revealed under section C, a BIMS summary score of
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15, indicating Resident #34 was cognitively intact.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #49 on
3/20/20 with medical diagnoses that included
Hypokalemia, Vitamin D Deficiency, and Essential
(Primary) Hypertension.

Record review of the MDS with an ARD of 6/7/26
revealed under section C, a BIMS summary score of
15, indicating Resident #49 was cognitively intact.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #58 on
12/20/23 with medical diagnoses that included
Anemia, Dependence on Renal Dialysis, and Chronic
Kidney Disease.

Record review of the MDS with an ARD of 4/12/26
revealed under section C, a BIMS summary score of
15, indicating Resident #58 was cognitively intact.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #70 on 3/5/26
with medical diagnoses that included Hypokalemia
and Type 2 Diabetes Mellitus without Complications.

Record review of the MDS with an ARD of 5/31/26
revealed under section C, a BIMS summary score of
10, indicating Resident #70 was moderately
cognitively impaired.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #81 on
1/25/19 with medical diagnoses that included
Anemia, Magnesium Deficiency, Age-Related
Osteoporosis and Type 2 Diabetes Mellitus without
Complications.

Record review of the MDS with an ARD of 6/14/26
revealed under section C, a BIMS summary score of
12 indicating Resident #81 was moderately
cognitively impaired.

Record review of the “Transfer/Discharge Report”
revealed the facility admitted Resident #90 on 6/9/25
with medical diagnoses that included Essential
(Primary) Hypertension and Atrial Fibrillation.

Record review of the MDS with an ARD of 5/17/26
revealed under section C, a BIMS summary score of
9 indicating Resident #90 was moderately cognitively
impaired.
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45.40.11 Call System

Call System. A call system shall be in place at the
nurses' station to receive resident calls through a
communication system to include audible and visual
signals from bedrooms, toilets, and bathing facilities.

This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Level lIBased on observations, resident and staff
interviews, facility document review, and facility
policy review, the facility failed to provide an
effective system for residents to summon staff
assistance when the call light system was
nonfunctional for two (2) of 24 residents residing on
one (1) nursing unit, Unit C. (Resident #52 and #95)

Findings include:Review of facility policy titled,
"Answering and Responding to Call Lights" with
revision date: 2/1/23, revealed, "Purpose: To
ensure that resident's needs are responded to and
met in a timely manner..."

During initial rounds on 6/15/2026 at 12:39 PM,
observation of the call light system was not
functioning, and residents were using handbells to
request assistance.

During an interview on 6/15/2026 at 12:42 PM,
Licensed Practical Nurse (LPN) #3 confirmed the call
light system was down yesterday (6/14/2026) and
today.

During an interview on 06/15/2026 at 12:43 PM, the
Director of Nursing (DON) revealed the call system
went out midday Friday. She stated maintenance was
working on the roof Friday, and something caused
the call system to go down. She further stated that
the Maintenance Director had called in to the
company to have the system repaired and stated
they are supposed to be here tomorrow to fix it.

During an observation and interview on 06/15/2026
at 12:56 PM, Resident #52 revealed she was not
aware the call system wasn't working properly and
she was not given a handbell to ring for assistance.
She stated she had just moved to this room on
Friday, 6/12/26. Resident #52 stated, "It normally
takes a good while for someone to answer my call
light."

During an observation on 06/15/26 at 1:10 PM,
surveyor walked down the hall and around to the
nurse's station to inquire about the call light

system. Registered Nurse (RN) #1 confirmed the call
light system did not light up or alarm for Resident
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#52. She verbalized that she worked yesterday and
the system was down then too. When asked how
residents were to notify staff they needed
assistance, she stated, "they all have handbells at
bedside." The RN walked to Resident #52's room
with surveyor and confirmed Resident #52 did not
have a handbell to ring for assistance. She stated,
"Maintenance had passed out bells to everyone this
morning, before lunch, and had informed the nurse
that he had enough for everyone.”

An interview with Maintenance Staff #1 on
06/15/2026 at 1:12 PM, he stated, "We had a few
bells. Some got one and some didn't." He further
stated he got the bells on Friday when the system
first went down. He confirmed that some of the
residents received a handbell to use and some did
not, but he did not know which residents did and
which ones didn't.

During an interview on 6/15/2026 at 1:25 PM with
Resident #95, she confirmed that she did not have a
handbell to ring for assistance and she was not
aware that the call system was not working properly.

Record review of Resident #52's "Admission

Record" revealed the facility admitted the resident
on 4/1/2026 with diagnoses including Encounter for
other Orthopedic Aftercare and Other Fracture of
T9-T10 Vertebra, Subsequent Encounter for Fracture
with Routine Healing.

A record review of the Minimum Data Set (MDS) with
an Assessment Reference Date (ARD) of 4/7/26
revealed under section C, a Brief Interview for
Mental Status (BIMS) summary score of 10 which
indicated Resident #52 had moderate cognitive
impairment.

Record review of Resident #95's "Admission
Record" revealed the facility admitted the resident
on 8/28/2025 with diagnoses including Encounter
for Surgical Aftercare following Surgery on the
Digestive System and Acute Gastric Ulcer with
Perforation.

A record review of the MDS with an ARD of 5/10/26
revealed under section C, a BIMS summary score of
5 which indicated Resident #95 had severe cognitive
impairment.

48.58.1 Infection Control

The following infection control standards shall be
met:
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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:

Level lIBased on observation, staff interview, record
review and facility policy review, the facility failed to
ensure staff implemented Enhanced Barrier
Precautions (EBP) during medication administration
for one (1) of four (4) care areas observed. Resident
#9

Findings Include:

Review of the facility policy titled “Infection
Control-EBP” with an effective date of 4/01/2024
revealed, “It is the policy of this facility to implement
enhanced barrier precautions for the prevention of
transmission of multidrug-resistant organisms...2.
Initiation of Enhanced Barrier Precautions:..
i...indwelling medical devices (e.g... feeding tubes...)"

On 6/16/26 at 4:15 PM, an observation during
medication administration with Licensed Practical
Nurse (LPN) # 2 revealed, she administered
medications to Resident #9 via a Percutaneous
Endoscopic Gastrostomy (PEG) tube and did not don
a gown, required for EBP.

An interview on 6/16/26 at 4:30 PM with LPN #2,
confirmed she did not don a gown to administer
Resident #9's medications and stated she forgot to
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wear the gown.

An interview with the Director of Nursing (DON) on
6/17/2026 at 5:08 PM, confirmed LPN #2 should
have donned a gown to administer Resident #9 's
PEG medications to prevent the spread of infection
to another resident.

Record review of Resident #9's "Admission Record"
revealed the facility admitted the resident on
1/25/2022 with diagnoses including Cerebral
Infarction.

A review of the Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 5/10/2026
revealed under section C, a Brief Interview for
Mental Status (BIMS) summary score of 03 which
indicated Resident #9 had severe cognitive
impairment.
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