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 M 000 Initial Comments  M 000

The State Agency (SA) conducted an on site 

complaint investigation (CI) for a facility reported 

incident, CI MS #23719, which alleged that a 

facility staff member had verbally abused a 

resident after a fall with no injuries on 2/15/24.  

The State Agency (SA) identified an isolated 

incident of verbal abuse to Res #1 by a facility 

staff (CNA#1) which began on 12/19/23.  Based 

on the facility's implementation of corrective 

actions on 12/19/23-12/21/23 the SA determined 

that the isolated incident was Past Non 

Compliance (PNC) and was fully corrected on 

12/21/23, prior to the SA's entrance on 02/15/24. 

The SA determined that the facility was in 

compliance with the Minimum Standards for 

Institutions for the Aged or Infirm, state licensure 

requirements..  Deficiencies were cited at M 500 

for Resident Rights at a Level II Past Non 

Compliance (PNC).

The facility was licensed for 98 beds and the 

census was 87 on 12/15/24.

 

 M 500 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 

 M 500 2/26/24
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 M 500Continued From page 1 M 500

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 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 

Mississippi State Department of Health
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 M 500Continued From page 2 M 500

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; 

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, 

Mississippi State Department of Health
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 M 500Continued From page 3 M 500

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

Mississippi State Department of Health
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 M 500Continued From page 4 M 500

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.

This Statute  is not met as evidenced by:

Level II Past Non Compliance (PNC)

Based on record reviews, staff interviews, 

resident interviews, and policy and procedure 

review, the facility failed to prevent Resident #1, a 

vulnerable adult, from being verbally abused by 

Certified Nursing Assistant (CNA) #1.  Resident 

#1 was one (1) of three (3) residents reviewed for 

abuse/neglect.

Findings include:

Review of the facility's policy titled : "CMS 

definition of Abuse and Neglect" dated 12/20/23 

and signed by the facility's Acting Director of 

Nursing read:  "Abuse" The willful infliction of 

injury, unreasonable confinement, intimidation, or 

punishment with resulting in physical harm, pain, 

or mental anguish."

Record Review of the facility's written 

investigation conducted on 12/19/24 revealed that 

at approximately 10:30 PM the Director of 

Nursing (DON) was notified that CNA #1 was 

assisting resident (Res #1) when Resident #1 fell 

to the floor during a wheelchair to bed transfer.  

CNA #1 reported to the nurse supervisor, 

Past Non-Compliance, No POC needed 

Mississippi State Department of Health
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 M 500Continued From page 5 M 500

Licensed Practical Nurse (LPN #1) that he 

needed assistance and that Resident #1 was on 

the floor.  LPN #1 assessed Resident #1 and 

found no injuries.  Nurses proper name  (LPN #2) 

and another CNA , (CNA #2) went to assist with 

Resident #1.  Resident #1 was upset and began 

yelling out at the staff as a result of the fall .  CNA 

#1 pointed his finger in the face of Resident #1 

and said "who do you think you are talking too, it 

sure ain't me cause I ain't got nothing to lose."  

CNA #1 was confronted by the nurse supervisor 

(LPN #1) and was asked to leave the facility until 

a thorough investigation could be conducted.  

CNA #1 replied: "I quit."  The facility attempted to 

reach CNA #1 several times to no avail.  The 

record review revealed that the facility reported 

the incident as verbal abuse to the State Agency 

(SA).  The written facility investigation contained 3 

witness statements from CNA #2; LPN #1; and 

LPN #2.  All 3 witnesses heard and saw CNA #1 

verbally abuse Resident #1, in an intimidating 

manner.  The facility reported to the State Agency 

on 12/20/23 that verbal abuse had occurred to 

Resident #1 by CNA #1.

Interview on 02/15/24 at 3:09 PM, with LPN #2 

revealed that she was the medication nurse on 

the second shift on the evening of 12/19/23.  She 

was asked to assist with Resident #1 who was on 

the floor of his room after a fall.  She stated that 

she, LPN #1 (nurse supervisor ), CNA #1 and 

CNA #2 were in the process of placing the sling 

for the full body lift, under Resident #1 when CNA 

#1 accidentally bumped the leg of Resident #1, 

he then yelled out and was hollering and cursing.  

CNA #1 then "got up in the resident's face", 

pointed his finger at Resident #1 and in a loud 

intimidating tone told Resident #1 that he better 

not be yelling at him. LPN #2 stated that since the 

incident had happened so long ago, that the 

Mississippi State Department of Health
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 M 500Continued From page 6 M 500

exact words of CNA #1 she could not remember.  

LPN #2 stated that all she could clearly 

remember was the inappropriate manner that 

CNA #1 spoke to Resident #1.  LPN #2 confirmed 

that she felt that CNA #1 was verbally abusive to 

Resident #1. 

Interview on 02/15/24 at 3:30 PM with CNA #2 

revealed that she had been asked to assist in the 

fall of Resident #1 along with CNA #1, LPN#1 and 

LPN #2.  CNA #2 stated that CNA #1 was verbally 

abusive to Resident #1 and had yelled up close in 

the face of Resident #1 as the four (4) of them 

were assisting to get Resident #1 off the floor 

after a fall.  CNA #2 stated that LPN #1 tried to 

council with CNA #1 and he got mad and clocked 

out and did not come back. CNA #2 stated that 

LPN #1 and LPN #2 along with her had witnessed 

CNA #1 verbally and in a threatening manner, 

abuse Resident #1 on 12/19/24.

The SA attempted to contact LPN #1 for an 

interview but was unable to reach her during the 

investigation on 02/15/24. The SA did obtain 

copies of the written statements of all three (3) 

witnesses.  The SA attempted to obtain an 

interview on 02/15/24 with CNA #1 to no avail.  

Record review of the written statement of LPN #1 

dated 12/19/23 read: "Reported to this writer of 

resident "fall" entered room with (CNA #1; CNA 

#2; and LPN #2).  During placement of sling for 

use of total lift staff member (CNA #1) grabbed 

resident left leg, resident hollered out at staff not 

to hurt his leg, screaming "that's my sore leg" 

staff member (CNA #1) moved from resident side 

and stood over resident and hollered while 

pointing his finger in resident's face "who do you 

think your talking too, it sure aint me cause I got 

nothing to lose."  This nurse prompted staff to be 

Mississippi State Department of Health
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 M 500Continued From page 7 M 500

aware of communication between staff and 

resident during interaction.  Staff member (CNA 

#1) exited room.  Communication for education 

prepared.  Approached staff member (CNA #1) 

for counseling.  Staff member immediately began 

stating resident was cursing him.  Attempted to 

redirect staff member regarding his actions, his 

demeanor, and educated that he could sign the 

information or he needed to clock out for the 

evening.  Staff member continued to become 

agitated, this nurse walked away at this time and 

phoned DON for further actions needed.  After 

receiving directions from DON, staff member 

(CNA #1) was approached and informed he 

would need to clock out for the evening and reach 

out to (DON) in the A.M., he became agitated and 

began hollering at this writer that he quit and I 

could call and inform them.  No further interaction 

occurred between this writer and (CNA #1)."   The 

written statement was signed by LPN #1 and 

dated 12-19-23. 

Interview and observation of Resident #1 on 

02/15/24 at 4:00 PM, revealed  Resident #1 

recalled the evening of the incident on 12/19/24  

as:  " He talked to me real ugly and it made me 

feel bad, he hurt my feelings."  Resident #1 stated 

that CNA #1 yelled at him.  Resident #1 stated 

that CNA #1 had not worked at the facility since 

that event.

Record review of Resident #1's Facesheet 

revealed that he had been admitted to the facility 

on 8/20/20 and readmitted to the facility on 

06/01/2021.  He had diagnoses of Personal 

history of Traumatic Brain injury,Type 2 Diabetics; 

and Unspecified mood (affective) disorder; 

among other diagnoses.  

The record review of Resident #1's (MDS) dated 

Mississippi State Department of Health
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 M 500Continued From page 8 M 500

01/05/24 revealed a Brief Interview for Mental 

Status (BIMS) score of 15 which indicated that he 

was not cognitively impaired.

The State Agency (SA) identified an isolated 

incident of verbal abuse to Res #1 by a facility 

staff (CNA#1) which began on 12/19/23.  The 

facility immediately put in place a corrective 

action plan and the deficient practice was 

corrected on 12/21/23.

Based on the facility's implementation of 

corrective actions on 12/19/23-12/21/23 the SA 

determined that the isolated incident was Past 

Non Compliance (PNC) and was fully corrected 

on 12/21/23, prior to the SA's entrance on 

02/15/24.  

Record review of the facility's action plan 

confirmed and validated through staff interviews, 

resident interviews, and record reviews that the 

facility's action plan had been effective and the 

isolated deficient practice was corrected on 

12/21/23 prior to the State Agency entering the 

facility on 02/15/24.   The facility's action plan 

included the following:

1-Removed the alleged perpetrator from the 

facility

2-Protected all the residents in the facility

3-Assessed all residents for safety and freedom 

from abuse/neglect

4-Contacted the facility DON and Administrator

5-Educated and In-Serviced all staff on Abuse 

and Neglect

6-Conducted a full thorough investigation and 

obtained statements from witnesses

7-Conducted a Quality Assurance (QA) meeting 

with the QA committee members including the 

Medical Director

Mississippi State Department of Health
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8-Contacted the appropriate State Agencies and 

provided a written report of the full investigation's 

findings in a timely manner.

9-Conducted on-going surveillance and 

monitoring of all residents for signs and 

symptoms of Abuse/neglect 

10-Updated and reviewed the care plans for all 

residents on 12/20/23.  

Through interviews and record reviews the SA 

determined that all ten (10) aspects of the 

facility's action plan were validated and the SA 

determined that the isolated incident of verbal 

abuse had been corrected on 12/21/23, prior to 

the SA's entrance to the facility on 02/15/24.  The 

isolated deficient practice was cited at F600 

S/S=D Past Non Compliance (PNC).

Mississippi State Department of Health
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