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Initial Comments

The State Agency (SA) conducted a Complaint
Investigation (ClI MS #3193347) at the facility from
9/14/26 through 9/16/26. Cl MS #3193347 was a
facility reported incident (FRI) regarding a resident
abuse. During the survey, the SA determined the
facility was in compliance with the Minimum
Standards for Institutions for the Aged or Infirm,
state licensure requirements and cited M500. Based
on the facility's implementation of corrective actions
on 9/13/26, the SA determined the deficiencies to be
Past Non-Compliance (PNC), prior to the SA's
entrance on 9/14/26.

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
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
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with State law;

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

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;

9. is assured security in storing personal
possessions and confidential treatment of his
personal and medical records, and may approve or
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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
decisions and knowledge of available choice. The
facility shall encourage and assist in the fullest
exercise of these rights.
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This LICENSURE REQUIREMENT is NOT MET as
evidenced by:

Based on observations, interviews, record review,
and facility policy review, the facility failed to protect
a resident's right to be free from physical and
verbal abuse when a Certified Nurse Aide (CNA)
continued to provide care after the resident
repeatedly refused care and told the CNA to leave
the room, resulting in a physical and verbal
altercation during which the resident sustained
multiple skin lacerations and bruising, for one (1) of
six (6) residents reviewed for abuse. Resident #1.

Findings include:

A record review of the facility’s policy titled “Abuse
Prevention Program”, revised December 2016,
revealed, “Policy Statement: Our residents have the
right to be free from abuse, neglect,
misappropriation of resident property and
exploitation. This includes but is not limited to
freedom from corporal punishment, involuntary
seclusion, verbal, mental, sexual or physical abuse,
and physical or chemical restraint not required to
treat the resident’s symptoms...Policy Interpretation
and Implementation: 1. Protect our residents from
abuse by anyone including...facility staff...”

A record review of the facility’s policy titled

“Resident Rights”, revised December 2016, revealed,
“Policy Statement: Employees shall treat all
residents with kindness, respect, and dignity...Policy
Interpretation and Implementation: 1. Federal and
state laws guarantee certain basic rights to all
residents of this facility. These rights include the
residents’ right to: b. be treated with respect,
kindness, and dignity; c. be free from abuse,
neglect...”

A record review of the facility’s policy titled
“Preventing Resident Abuse”, revised August 2019,
revealed, “Policy Statement: Our facility will not
condone any form of resident abuse and will
continually monitor our facility’s policies,
procedures, training programs, systems, etc., to
assist in preventing resident abuse...Policy
Interpretation and Implementation: 1. The facility’s
goal is to achieve and maintain an abuse-free
environment...”

A record review of Resident #1's “Admission
Record” revealed the facility admitted the resident
on 01/19/2026 with the initial admission date on
12/29/2025 with diagnoses including Chronic
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Obstructive Pulmonary Disease, Peripheral Vascular
Disease, and Unspecified Cirrhosis of Liver.

A record review of Resident #1’s Quarterly Minimum
Data Set (MDS) with an Assessment Reference Date
(ARD) of 06/24/2026 revealed a Brief Interview for
Mental Status (BIMS) score of 15, indicating her
cognition was intact.

A record review of the facility incident report dated
09/09/2026 at 6:42 PM, revealed the facility
documented an incident that involved Certified Nurse
Assistant (CNA) #1 and Resident #1. While the nurse
was providing care in another resident’'s room, CNA
#1 approached the nurse and reported that Resident
#1 had “beat her” and that she was “not taking that
from anyone.” The nurse attempted to obtain
additional information from CNA #1; however, CNA
#1 clocked out and left the facility before providing
further information regarding the incident. The
Director of Nurses (DON) was immediately notified,
and nursing staff assessed Resident #1. Upon
entering Resident #1's room, staff observed the
resident’s personal belongings scattered throughout
the room. Resident #1 was partially dressed and
seated in her wheelchair. Blood was observed on the
bed, floor, and table, and Resident #1 was crying.
Resident #1 informed the nurse that CNA #1 had hit
her and pulled her off the bed. Resident #1 reported
that she had told CNA #1 that she did not want CNA
#1 to provide her care; however, CNA #1 responded
“well you have me” and proceeded to attempt to
change the resident. A head-to-toe assessment of
Resident #1 revealed four skin lacerations following
the incident: two to the right arm/hand area, one to
the left hand, and one to the left lower extremity.
Wound care was provided. The DON, Administrator,
medical provider, Resident Representative (RR), and
local police department were notified of the incident.
The medical provider ordered Resident #1 to remain
in the facility with continued monitoring and to be
transferred to the emergency room for any acute
change in condition.

A record review of the facility-reported incident and
SA observation of the facility’s video camera
footage revealed that on 09/09/2026 at 6:42:51 PM,
CNA #1 entered Resident #1's room. Resident #1
was heard telling CNA #1 that she did not want CNA
#1 to assist her. CNA #1 was heard responding, “I'm
all you got” and “I'm the only one here.” From
approximately 6:44 PM through 6:45 PM, Resident
#1 was heard repeatedly screaming, “Get out” and
“Help.” At 6:46:23 PM, CNA #2 was observed
entering Resident #1's room. CNA #1 was then
observed exiting the room while Resident #1 was
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heard yelling, “She’s hitting, punching, and fighting
me the whole time.” After exiting the room, CNA #1
was heard reporting that Resident #1 had been
fighting, hitting, and pinching her and stating, “She
hit me with the fucking call light.” CNA #1 was also
heard stating to Resident #1, “I had to roll you over
so | could clean your ass.” CNA #2 immediately
obtained assistance. Resident #1 was subsequently
observed sitting on the side of the bed. The facility
terminated CNA #1 on 09/10/2026.

A record review of the “Weekly Body Audit,” dated
09/10/2026 at 9:30 AM, revealed Resident #1 was
assessed following the incident. The assessment
identified multiple areas of injury, including a 2
centimeter (cm) x 2 cm laceration to the left hand;
bruising extending from the left hand to the left
forearm measuring 15 cm x 12 cm; bruising to the
left upper arm measuring 1.5 cm x 1.5 cm; multiple
areas of bruising to the left upper lateral back;
redness to the middle of the back measuring 8 cm x
10.5 cm; a 2 cm x 2 cm laceration to the left leg;
bruising to the right upper arm measuring 1.5 cm x
1.5 cm; a laceration to the right hand measuring 1.5
cm x 0.5 cm; three lacerations to the right forearm;
and bruising extending from the right hand to the
right forearm measuring 17.5 cm x 10 cm.

A record review of the local police department
incident report, dated 09/09/2026 at 8:41 PM,
identifying CNA #1, revealed “Offense information,
Vulnerable Person, Abuse or Neglect of...Attempted?
No”

A record review of the Nurse Practitioner-Psychiatric
(NP-P) "Progress Note" dated 09/13/2026 revealed,
Resident #1 was evaluated on 09/13/2026 for
psychiatric follow-up visit related to incident

involving allegations of abuse. She denies
nightmares, recurrent or distressing dreams,
intrusive recollections, avoidance related to the
incident, hypervigilance, or exaggerated startle
response. She denied acute emotional distress and
reported that she had been doing okay since the
incident. The resident presented with improved mood
and mild situational anxiety related to the reported
incident and trauma related symptoms were
assessed. She reports feeling safe and no acute
psychiatric decompensation, psychotic symptoms, or
significant depressive symptoms noted.

On 09/14/2026 at 11:15 AM, during an interview,
CNA #2 stated on 09/09/2026 at approximately 6:30
PM, she was going to assist CNA #1 with her last
rounds when she heard Resident #1 screaming,
“Help.” CNA #2 immediately went to Resident #1's
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staff.

present in the facility.

change in condition.

room and observed CNA #1 walking out of the room.
CNA #1 told CNA #2 that Resident #1 had been
hitting her with the call light and screaming that she
did not need CNA #1’s help. CNA #2 immediately
reported the incident to Licensed Practical Nurse
(LPN) #1. CNA #2 returned to Resident #1's room
and assisted the resident from the bed to her
wheelchair. CNA #2 reported that she initially
observed no blood; however, she observed items
from the resident’s bedside table scattered on the
floor. CNA #2 reported that Resident #1 had yelled
out on previous occasions when she did not want
certain staff members providing her care. CNA #2
further reported that she had never observed CNA #1
being unkind or disrespectful toward residents or

On 09/14/2026 at 2:00 PM, during an interview,
Resident #1 recalled the incident involving CNA #1.
Resident #1 stated that CNA #1 “had a smart
mouth,” and she threw her call light at CNA #1.
Resident #1 reported CNA #1 told her she needed to
provide peri-care because she had a bowel
movement. Resident #1 confirmed she screamed
“Help” and “Get out” and swung at CNA #1 to
defend herself. Resident #1 further reported that CNA
#1 hit and punched her. During the interview, the
State Agency (SA) observed healing skin tears and
areas of healing bruising to Resident #1's upper
arms. Resident #1 confirmed that she had no fear of
remaining at the facility since CNA #1 was no longer

On 09/14/2026 at 3:01 PM, during an interview, LPN
#1 stated that on 09/09/2026, she was in another
resident's room and did not hear screaming. When
she entered the hallway, she observed CNA #1 upset
and reporting that Resident #1 “beat my ass.” CNA
#1 refused to complete an incident report, clocked
out, and exited the facility. LPN #1 stated CNA #2
assisted Resident #1 into her wheelchair. Resident #1
was crying, her belongings from the bedside table
were scattered on the floor, and blood was observed
on the resident's bed and floor. LPN #1 stated she
assisted with calming Resident #1, completed an
assessment, and immediately notified the Director of
Nurses (DON). LPN #1 stated she observed no
bruising or bleeding on CNA #1. The medical
provider and Resident Representative (RR) were
notified following the assessment, and LPN #1 was
instructed to monitor the resident and transfer the
resident to the local emergency department for any

On 09/15/2026 at 4:00 PM, during an interview, the
Psychiatric Nurse Practitioner (NP-P) stated that she
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evaluated Resident #1 on 09/13/2026 following the
incident. The NP-P reported that Resident #1
demonstrated no symptoms of post-traumatic stress
or acute emotional distress, although mild situational
anxiety related to the incident was noted. Resident
#1 reported sleeping well, denied nightmares, and
reported feeling safe at the facility.

On 09/15/2026 at 5:00 PM, during an interview, CNA
#1 confirmed that she made a mistake by continuing
to provide care after Resident #1 began yelling and
that she should have immediately exited the room
and notified the nurse. CNA #1 reported that
Resident #1 was soiled with a bowel movement and
that while providing peri-care and assisting the
resident onto her side, she used one hand to hold
the resident while cleaning her. CNA #1 reported that
Resident #1 repeatedly hit her with the call light and
continued screaming. CNA #1 reported that after
completing the care, she exited the room and
became upset, clocked out, and left the facility. She
returned the following morning and was terminated
related to the incident. CNA #1 denied hitting
Resident #1, holding her down, or intentionally
causing the resident pain.

On 09/16/2026 at 10:00 AM, during an interview, the
Director of Nurses (DON) revealed that prior to the
incident, CNA #1 had a good reputation at the facility
and there had been no previous complaints or
concerns regarding CNA #1 being mean,
disrespectful, or abusive toward residents. The DON
confirmed that staff are expected to respect a
resident’s refusal of care and, if a resident becomes
combative or the situation escalates, staff should
stop care, leave the room, notify the nurse, and
obtain assistance. The DON reported that CNA #1
should have discontinued care when Resident #1
repeatedly told her to get out and began yelling for
help. The DON confirmed that the facility’s
investigation identified injuries to Resident #1
following the incident and that CNA #1 was
terminated from employment on 09/10/2026. The
DON confirmed that the facility expects all residents
to be protected from abuse and treated with dignity
and respect.

On 09/16/2026 at 10:30 AM, during an interview, the
Administrator revealed that immediately following the
incident, the facility initiated its abuse investigation
and reported the allegation to the State Agency,
Attorney General's Office, and local police
department. The Administrator confirmed that all
residents assigned to CNA #1 were immediately
assessed, with no additional concerns identified. The
Administrator reported that facility-wide in-services
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initiate corrective actions.
all supervisors initiated fa
Corporate Compliance, A
Abuse, Preventing Abuse
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addressing abuse, reside

beginning on 09/10/2026,

weeks. Findings from the

09/09/2026, CNA #1 was

Validation:

The SA validated on 09/1
and record review, that al

09/14/2026.

regarding abuse prevention, resident rights, and
reporting requirements were initiated for all staff. An
emergency Quality Assurance and Performance
Improvement (QAPI) meeting was conducted to
review the incident and implement corrective actions.
The Administrator confirmed that CNA #1 was
removed from resident care and subsequently
terminated from employment. The Administrator

allegation or suspected abuse.

Following the incident, the QAPI Committee held an
emergency meeting to review the incident and

Duty of Reporting Elder/Dependent Abuse, What is
and Recognizing and Addressing Burnout, with
the Resident Council held an emergency meeting

abuse. Beginning on 09/09/2026, the facility initiated
monitoring to include interviews with five staff
members five days per week for eight weeks, and

observations of staff interactions and interventions
with three residents five days per week for eight

to the QAPI Committee for two months. On

leave pending investigation and was terminated from
employment on 09/10/2026 for verbal abuse. The
facility notified the Mississippi State Department of
Health and local police department by telephone on
09/09/2026 and notified the Attorney General's
Office in writing on 09/10/2026.

been implemented as of 09/13/2026 and the facility
was in compliance, prior to the SA’s entrance on

xpects all staff to protect
immediately report any

Beginning on 09/09/2026,
cility-wide staff training on
buse (Hand in Hand), Legal
, Abuse and Exploitation,
11/2026. On 09/11/2026,

nt rights, and reporting

the DON initiated

monitoring will be reported

placed on administrative

6/2026 through interview
| corrective actions had
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