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INITIAL COMMENTS

The State Agency (SA) conducted an Annual
Recertification and Complaint Investigation (Cl MS
#2993411) at the facility from 7/13/26 through
7/16/26. Cl MS #2993411 was investigated for
allegations of staff providing illicit drugs to residents
and there were no citations regarding the complaint.
During the survey, the SA determined the facility
was not in compliance with the requirements of
participation in Medicare and Medicaid and cited
F812, F550, F584, and F836.

The facility had a census of 87 and was licensed for
100 beds.

Food Procurement,Store/Prepare/Serve-Sanitary
CFR(s): 483.60(i)(1)(2)
§483.60(i) Food safety requirements.

The facility must -

8483.60(i)(1) - Procure food from sources approved
or considered satisfactory by federal, state or local
authorities.

(i) This may include food items obtained directly
from local producers, subject to applicable State and
local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown in facility
gardens, subject to compliance with applicable safe
growing and food-handling practices.

(iii) This provision does not preclude residents from
consuming foods not procured by the facility.

8483.60(i)(2) - Store, prepare, distribute and serve
food in accordance with professional standards for
food service safety.

This REQUIREMENT is NOT MET as evidenced by:

F0000

F0812

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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facility policy review, the facility failed to store food
in accordance with professional standards by not
removing expired food product, and not labeling or
dating opened or prepared food items for one (1) of
two (2) kitchen observations.

Findings include:

A review of the facility’s policy, “Food Storage
Labeling,” revised 8/12, revealed, “Policy: The
facility will ensure the safety and quality of food by
adhering to proper storage and labeling procedures.
Procedure: 1. Labeling a. All temperature-controlled
foods and ready-to-eat foods that are prepared in
the facility and held for longer than twenty-four
hours will be labeled. Information included on the
label: Name of the Food...Date of storage...3.
Rotation...b. Foods stored in storage units will be
surveyed routinely to identify and discard foods that
have passed its manufacturer use-by date or
expiration date...”

On 7/13/2026 at 10:30 AM, during an observation
and interview with the Dietary Manager (DM) in the
kitchen, there was one (1) opened bag of breaded
okra stored in the freezer that was not labeled. The
milk refrigerator contained one (1) pitcher of tea
without a preparation or discard date, (1) one
covered plastic glass containing milk without a date,
and two (2) half-pint cartons of milk with an
expiration date of 7/12/2026. The DM explained the
milk vendor instructed the facility to keep the
expired milk in the refrigerator until the facility
received credit for the products. The walk-in freezer
had one (1) opened bag of breaded chicken patties
that was not labeled with the date it was opened.

On 7/14/2026 at 11:00 AM, the DM stated all opened
food items should be properly closed and dated
when opened to ensure they remained within
safe-use periods. She stated expired food items
should be discarded because spoiled food could
cause residents to become ill. She confirmed
pitchers of tea should be dated to prevent spoilage

During an interview on 7/15/2026 at 11:15 AM, the
Nursing Home Administrator (NHA) stated that
improperly labeled or expired foods presented a
health hazard and could cause residents to become
ill. He confirmed he discussed the expired milk with
the DM and the milk vendor. He explained expired
products must be removed immediately and should
not be stored with food available for resident use.
The NHA stated the DM and dietary staff were
responsible for ensuring foods were properly
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CFR(s): 483.10(a)(1)(2)(b)(1)(2)
8§483.10(a) Resident Rights.

The resident has a right to a dignified existence,
self-determination, and communication with and
access to persons and services inside and outside
the facility, including those specified in this section.

8483.10(a)(1) A facility must treat each resident with
respect and dignity and care for each resident in a
manner and in an environment that promotes
maintenance or enhancement of his or her quality of
life, recognizing each resident's individuality. The
facility must protect and promote the rights of the
resident.

§483.10(a)(2) The facility must provide equal access
to quality care regardless of diagnosis, severity of
condition, or payment source. A facility must
establish and maintain identical policies and
practices regarding transfer, discharge, and the
provision of services under the State plan for all
residents regardless of payment source.

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a resident of the facility and as a citizen or
resident of the United States.

8483.10(b)(1) The facility must ensure that the
resident can exercise his or her rights without
interference, coercion, discrimination, or reprisal
from the facility.

8483.10(b)(2) The resident has the right to be free of
interference, coercion, discrimination, and reprisal
from the facility in exercising his or her rights and

to be supported by the facility in the exercise of his
or her rights as required under this subpart.

This REQUIREMENT is NOT MET as evidenced by:
Based on observation, interview, record review, and

facility policy review, the facility failed to ensure the
resident’s right to dignity by entering the residents’
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room without knocking for one (1) of eighteen (18)
residents sampled. Resident #20.

Findings include:

A review of the facility’s policy, “Dignity and
Respect”, revised 07/22, revealed “A facility must
treat each resident with respect and dignity...The
facility shall protect the rights of the resident...6. All
staff, regardless of department, should knock and
wait for a response before entering any resident’s
room...”

On 07/13/2026 at 2:08 PM, during an observation of
the residents' halls, Certified Nursing Assistant
(CNA) #1 entered Resident #20’s room twice without
knocking on her door.

On 07/13/2026 at 2:15 PM, during an interview with
CNA #1, she confirmed that she entered Resident
#20's room twice without knocking. CNA #1 stated
the facility's protocol for entering residents' rooms
is to knock, announce self, and explain the care to
be administered. CNA #1 reported the purpose of
knocking is to announce oneself before entering.

On 07/15/2026 at 8:46 AM, during an interview with
the Director of Nursing (DON) she was made aware
of CNA #1 entering Resident #20s room twice
without knocking on her door. The DON confirmed
that the facility’s protocol for entering a resident’s
room is for the staff to knock before entering,
introduce themself, announce the care to be
performed. The DON added that the staff are to
further ensure privacy by pulling the curtain and
closing the door. The DON reported that the purpose
of knocking on a resident's door prior to entering is
to respect the residents’ privacy. The DON affirmed
that her expectation for the staff is that they will
honor the residents’ privacy and knock before
entering their rooms.

A record review of the "Face Sheet" revealed the
facility admitted Resident #20 on 05/28/2002 with
diagnoses including Cerebral Infarction.

Arecord review Quarterly Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of
07/02/2026 revealed Resident #20 had a Brief
Interview for Mental Status (BIMS) score of 03
indicating severe cognitive impairment.

Safe/Clean/Comfortable/Homelike Environment

CFR(s): 483.10(i)(1)-(7)
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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.

8§483.10(i)(2) Housekeeping and maintenance services
necessary to maintain a sanitary, orderly, and
comfortable interior;

8483.10(i)(3) Clean bed and bath linens that are in
good condition;

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

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

§483.10(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, interview, record review, and
facility policy review, the facility failed to ensure a
resident’s right to comfortable hot water
temperatures for one (1) of three (3) resident rooms
reviewed, (Resident #53).
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Findings include:

A review of the facility's document entitled “Water
Temperature” revised 08/00, revealed, “Procedure:
The temperature of hot water at plumbing fixtures
used by residents shall not exceed 115 degrees
Fahrenheit and no less than 100 degrees
Fahrenheit.”

On 7/13/2026 at 12:30 PM, during an interview and
observation, Resident #53 was seated in a
wheelchair. Resident #53 explained the hot water at
the bathroom sink did not get hot. The resident
stated the Maintenance Director had been informed
of the problem, but it had been corrected. The hot
water was turned on for two (2) minutes and was
lukewarm. Resident #53 stated the water always had
to run for a long time before it became slightly warm
or at a comfortable temperature.

On 7/14/2026 at 9:27 AM, during an observation and
interview, with the Maintenance Director, the water
temperature was measured with a thermometer at
98.2 degrees after running for two (2) minutes, which
was below 100 degrees Fahrenheit. The Maintenance
Director explained he believed the thermostat on the
water heater was causing low water temperatures.
He reported a plumber had been contacted to
evaluate the system and acknowledged the facility
had experienced previous problems with the water
heaters.

During an interview on 7/15/2026 at 11:30 AM, the
Nursing Home Administrator stated the Maintenance
Director informed him of the out-of-range
temperatures identified on 7/14/2026. The
Administrator stated he instructed the Maintenance
Director to increase the thermostat setting on the
water heater. The Administrator acknowledged that
water temperatures outside the facility’s acceptable
range could cause resident discomfort and stated
the facility would continue monitoring water
temperatures.

Arecord review of the “Face Sheet” revealed
Resident #53 was admitted by the facility on
1/7/2026 with diagnoses including Type 2 Diabetes
Mellitus.

A record review of the Quarterly Minimum Data Set
(MDS), with an Assessment Reference Date (ARD) of
6/5/2026, revealed Resident #53 had a Brief
Interview for Mental Status (BIMS) score of 14,
indicating the resident was cognitively intact.

F0584

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

Event ID: 25D6B5-H1 Facility ID: 64HH If continuation sheet Page 6 of 8



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

PRINTED: 07/24/2026
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

255278

(X2) MULTIPLE CONSTRUCTION
A. BUILDING 07/16/2026

B. WING

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER
HILLCREST NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1401 FIRST AVENUE NORTHEAST , MAGEE, Mississippi, 39111

PROVIDER'S PLAN OF CORRECTION

CFR(s): 483.70(a)-(c)
§483.70(a) Licensure.

A facility must be licensed under applicable State
and local law.

§483.70(b) Compliance with Federal, State, and Local
Laws and Professional Standards.

The facility must operate and provide services in
compliance with all applicable Federal, State, and
local laws, regulations, and codes, and with
accepted professional standards and principles that
apply to professionals providing services in such a
facility.

§483.70(c) Relationship to Other HHS Regulations.

In addition to compliance with the regulations set
forth in this subpart, facilities are obliged to meet

the applicable provisions of other HHS regulations,
including but not limited to those pertaining to
nondiscrimination on the basis of race, color, or
national origin (45 CFR part 80); nondiscrimination
on the basis of disability (45 CFR part 84);
nondiscrimination on the basis of age (45 CFR part
91); nondiscrimination on the basis of race, color,
national origin, sex, age, or disability (45 CFR part
92); protection of human subjects of research (45
CFR part 46); and fraud and abuse (42 CFR part 455)
and protection of individually identifiable health
information (45 CFR parts 160 and 164). Violations of
such other provisions may result in a finding of
non-compliance with this paragraph.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and facility policy
review, the facility failed to comply with state
nursing facility staffing requirements by failing to
ensure the nursing staff had a ratio of 2.8 hours of
direct nursing care per resident per twenty-four (24)
hours for two (2) of 13 days reviewed in the Second
Quarter (January, February, and March) of 2026).

Findings include:

A record review of the facility’s policy, “Nursing
Services - Staffing,” with a revision date of 02/2026,
revealed, “...The facility will comply with established
staffing requirements by the individual state
governing agencies...”
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A record review of the “Minimum Standards for
Institutions for the Aged or Infirm” for Rule 45.4.1
Nursing Facility, revealed, “...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...”

A record review of the “PBJ (Payroll Based Journal)
Data Report for the Fiscal Year Quarter 2 2026
(January — March 31) revealed the facility’s “Metric”
for “Excessively Low Weekend Staffing” resulted in
“Triggered” which indicated the submitted weekend
staffing data submitted by the facility was
excessively low.

Arecord review of the “Staffing Grid” completed by
the facility revealed that on 2/7/26, the staffing ratio
was 2.63 and on 3/21/26 the staffing ratio was 2.7
which were below the state requirement of 2.8.

During an interview on 7/15/26 at 1:50 PM, the
Administrator stated reports for 2/7/26 and 3/21/26
failed to generate email notifications to alert him that
the facility fell below the 2.8 staffing ratio. He
confirmed the facility did not meet its established
staffing level of 2.8 nursing hours per resident day
on those dates.
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