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NAME OF PROVIDER OR SUPPLIER
PLAZA COMMUNITY LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
4403 HOSPITAL ROAD , PASCAGOULA, Mississippi, 39581

The State Agency (SA) conducted Complaint
Investigations (Cls), MS #2581231, MS #2601558, MS
#2595156, and MS #2600621, at the facility from 9/2/25
through 9/4/25. MS #2581231 was investigated for an
allegation of neglect when a resident developed a
swollen and infected leg that was later diagnosed as a
hematoma requiring hospitalization, blood transfusions,
and surgery. MS #2601558 was investigated for an
allegation of facility failure to maintain a secure
environment when entrance doors were not locking
properly, creating a risk for residents with dementia

to elope. MS #2595156 was investigated for an
allegation of neglect and insufficient staffing when a
fire in the ceiling disabled auto-lock doors, leaving

staff to monitor multiple unsecured exits while also
being responsible for resident care. MS #2600621 was
investigated for an allegation of staff misconduct,
including mishandling of narcotics, use of
inappropriate language toward residents, leaving the
facility during scheduled shifts, and failure to
adequately staff and manage resident needs. During the
survey, the SA determined the facility was in
compliance with the Minimum Standards for Institutions
for the Aged or Infirm, state licensure requirement.
There were no deficiencies cited.
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