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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a Complaint 

Investigation (CI), MS #25028, CI MS #24916, CI 

MS #24971, CI MS #24816 and CI MS #24480 at 

the facility from 5/19/24 through 5/22/24. CI MS 

#25028, CI MS #24916, and CI MS #24971 were 

investigated regarding the same incident involving 

an allegation of employee to resident abuse. CI 

MS #24816 was investigated regarding quality of 

care related to call lights, services not provided, 

staffing, incontinent care, and Administration. CI 

MS#24480 was investigated regarding quality of 

care related to staffing and dietary services. 

During the survey, the SA determined that the 

facility was not in compliance with the Minimum 

Standards for Institutions for the Aged or Infirm, 

state licensure requirement and cited M500 

related to CI MS #25028, CI MS #24916 and CI 

MS #24971. Although the SA did not determine 

that the allegations rose to the level of abuse, it 

was determined that the residents were not 

treated with dignity and respect.

 

 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 

statement prior to or at time of admission and 

 M 500 7/1/24
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 M 500Continued From page 1 M 500

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 

other relief for deprivations or infringements of his 
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 M 500Continued From page 2 M 500

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, 

including privacy in treatment and in care for his 
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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 

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

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

Based on staff and Resident Representative (RR) 

interviews, record review, facility investigation, 

and policy review the facility failed to ensure 

nursing staff treated residents with respect and 

dignity during procedures and medication 

administration for two (2) of eight (8) residents 

sampled. Residents #5 and Resident #6.

Findings Include:

Record review of the facility's policy titled, 

"Resident Bill of Rights," reviewed/revised on 

1/23, revealed, "Each resident has a right to a 

dignified existence... and communication with and 

access to persons and services inside and 

outside the facility in a manner and in an 

environment that promotes maintenance or 

enhancement of (his or her) quality of life...10. 

Reside and receive services in the facility with 

reasonable accommodation or resident needs 

and preferences ..."

Resident #5

During an interview with Resident #5 on 5/19/24 

at 1:22 PM, she stated Licensed Practical Nurse  

(LPN) #1 was "disrespectful and demanding" 

when she entered her room to collect a urine 

sample. She explained that this conduct was 

nothing new. This nurse had frequently treated 

her in this manner. She stated that, despite her 

desire to avoid interaction with the nurse because 

1. Resident #5 was interviewed by 

Executive Director on 5/23/2024 regarding 

allegation of using demanding and 

disrespectful behavior. Resident #6 was 

interviewed by Executive Director on 

5/23/24 regarding complaint of rude 

behavior from cart nurse. Licensed 

Practical Nurse was assigned to another 

unit and not assigned these residents to 

ensure residents do not have contact with 

this nurse. Resident #5 and resident #6 

had no ill effects from the alleged deficient 

practice.

2. All residents on the North Unit had a 

potential to be affected by the deficient 

practice.

3. Licensed Practical Nurse#1 was 

provided directed one-on-one in-service 

regarding customer service and resident 

rights to include dignity and respect on 

5/22/24 by Director of Nursing. LPN 

received competency 5/22/24 regarding 

medication administration and urine 

sample collection by Staff Development 

Coordinator. LPN#1 was re-assigned to 

another unit in the facility effective 5.22.24. 

An in-service was conducted on 5.23.24 

with all staff regarding resident's rights, 

dignity, respect and customer service by 

Staff Development Coordinator. 

4. All residents will be monitored for any 

Mississippi State Department of Health
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she becomes "uneasy" around her, she just 

followed all of the instructions given to her during 

the process. She pointed out the facility is only 

now transferring her meds to another nurse, 

despite her repeated complaints that the current 

nurse is disrespectful. She added that even 

though another nurse administered her 

medications, LPN#1 still worked on her hall, 

which made her nervous to see her. Resident #5 

shared her wishes not to see the nurse at all.

Record review of a handwritten statement written 

by LPN #1 dated 4/24/24 revealed " ...Asked 

resident how she cleaned herself and she stated 

after I get through, I wipe myself ...Noted with a 

lot of nasty toilet paper between her legs, in her 

vaginal area ... Informed resident this is probably 

why you're hurting because this tissue is nasty ..."

Record review of the police department 

"Voluntary Statement "dated 4/24/24 revealed, " 

...She spread me wide and started wiping hard 

and it was hurting ...I was afraid she was going to 

do me bodily harm. Her body language and tone 

of voice said so. The hold time she was digging 

and stretching, I was yelling "Stop You're hurting 

me. She would not stop ..."

Record review of the "Supervisor Investigation 

Summary Form" dated 04/24/2024 at 8:45 AM, 

revealed facility's investigation revealed Resident 

#5 made an allegation of employee-to-resident 

abuse that occurred on 4/19/24. The facility's 

findings revealed that the allegations of abuse 

were not valid and that the resident was 

reassigned to another unit related to the resident 

"not liking" the Licensed Practical Nurse (LPN).

In an interview with the RR on 5/20/24 at 9:48 

AM, she disclosed that she had previously 

issues and complaints 3 times per week 

for 4 weeks, then weekly for 2 weeks 

beginning on 5/23/24 by Social Services 

Director and/or Executive Director. LPN#1 

will be monitored by Director of Nursing to 

ensure appropriate performance of duties 

3 times per week for 4 weeks, then weekly 

for 2 weeks beginning 5/27/24. LPN #1 will 

have performance review monthly for 2 

months. First review 6.21.24 and then 

7.19.24.The results of audits will be 

forwarded to Quality Assurance committee 

for 2 months beginning 6/14/24 and 

7.10.24. The Quality Assurance 

Committee will determine the frequency or 

discontinuation of audits based upon 

results achieved. 

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

informed the Director of Nursing (DON) and 

Administrator on numerous occasions that her 

mother had reported LPN#1 was ""unkind and 

disrespectful to her. Nevertheless, she asserts 

that they would defend the nurse, suggesting that 

the situation is not as severe as her mother 

portrayed it. In the absence of any evidence, she 

was unable to take any action. However, in the 

present scenario involving the urine sample, she 

insisted that the nurse stop administering her 

mother's medications. Subsequently, they 

transferred her medications to another nurse. 

She noted that the Administrator offered her 

mother a relocation to a different area of the 

facility, but she declined. However, she believes 

the nurse should have relocated to a different 

hall. She also stated from what she gathers, her 

mother experiences anxiety upon encountering 

the nurse and tries to avoid her. 

During an interview with LPN #1 on 5/20/24 at 

10:53 AM, she verified that she was the nurse 

responsible for entering Resident #5's room to 

collect a urine sample. She also disclosed that 

she typically works the night shift in the north 

corridor, which is where Resident #5 is located. 

Furthermore, she frequently picks up extra shifts 

in the central hall. She clarified that the 

medications for Resident #5 were transferred to 

another nurse due to her knowledge that the 

resident harbors animosity toward her and makes 

up stories about her. She also mentioned that 

there are other residents who lie and disapprove 

of her because she refuses to let them have their 

way.

In an interview with the Unit Manager (LPN#2)  

for north hall on 5/21/24 at 10:13 AM, she 

confirmed that Resident #5 did express concerns 

about LPN#1 before this current complaint. 

Mississippi State Department of Health

If continuation sheet  7 of 106899STATE FORM 0QDK11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 06/19/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

MSDH - Health Facilities Licensure and Certification

25LI 05/22/2024

C

NAME OF PROVIDER OR SUPPLIER

LAKELAND NURSING AND REHABILITATION CENTER LLC

STREET ADDRESS, CITY, STATE, ZIP CODE

3680 LAKELAND LANE

JACKSON, MS  39216

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 500Continued From page 7 M 500

However, she would have to check her notes to 

remember the actual concerns.

On 5/21/24 at 10:25 AM, during the interview with 

the DON, she said there is just a personality 

conflict between LPN#1 and the resident because 

she is a by-the-book nurse. She says Resident #5 

tends to want to take multiple medications at one 

time, and LPN #1 tells her she cannot give them 

all at one time. She points out that LPN #1 is very 

tall and has a deep voice, so her presence and 

tone can come across as harsh. She thinks 

Resident #5 is accusing the nurse of being rude 

because of the nurse's outward appearance, 

tone, and pitch.

A record review of the "Face Sheet" of Resident 

#5 revealed the facility admitted the resident on 

5/12/17. Her diagnoses included Urinary Tract 

Infection, Paranoid Schizophrenia, and 

Generalized Anxiety Disorder.

A record review of Resident #5's annual Minimum 

Data Set (MDS), with an Assessment Reference 

Date (ARD) of 4/24/24 revealed a Brief Interview 

for  Mental Status (BIMS) score of 15, which 

indicated the resident was cognitively intact.

Resident #6

On 5/20/24 at 10:35 AM, during an interview with 

Resident #6, she stated she reported to the 

Administrator about LPN #1's rudeness a few 

months ago, and the nurse's behavior improved.  

Nevertheless, LPN#1 has recently resumed her 

previous behavior of being "demanding and rude" 

when administering medication or performing any 

medical procedures with her. The resident admits 

that she experiences anxiety when in the 

presence of LPN#1 and responds to her inquiries 

Mississippi State Department of Health
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without hesitation, merely responding with "yes" 

or "no" as required. She continued by stating that 

she had asked the Unit Manager (LPN #2) to 

prevent LPN #1 from returning to her room. Still, 

LPN#1 continues to administer her medications. 

The resident asserted that she should not be 

required to experience feelings of anxiety or 

nervousness in the presence of any staff 

members. She stated "this facility is my home 

and the employees should be mindful of the 

manner in which they interact with all the 

residents."

On 5/20/24 at 11:05 AM, during the interview with 

the RR of Resident #6, she revealed that in 

recent visits with the resident, she was told LPN 

#1 had started "being mean and demanding" 

again, over the last couple of weeks or so. She 

indicated that she could tell the nurse makes her 

aunt anxious, and the facility should have fired 

the nurse or moved her off the hall when 

Resident #6 had made the first complaint 

regarding LPN #1, back in March.

On 5/22/24 at 10:48 AM, the Administrator 

confirmed that she was aware Resident #6 had 

complained about LPN #1 and addressed the 

allegation immediately. She acknowledged she 

counseled LPN#1 but did not move Resident #6's 

medication to another nurse or move LPN#1 to 

another hall. The Administrator added that as of 

5/22/24, LPN #1 was moved to another hall.

A record review of the "Face Sheet" revealed the 

facility admitted Resident #6 on 1/11/24.  Her 

diagnoses included Depression and Urinary Tract 

Infection.

A record review of the Quarterly MDS, for 

Resident #6, with an ARD of 4/12/24, revealed a 

Mississippi State Department of Health
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BIMS of 15, which indicated the resident was 

cognitively intact.
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