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M0000 M0000Initial Comments 

 

The State Agency (SA) conducted complaint 
investigations (CI) for CI #481277, CI #481280 and CI #
2592974) at the facility from 9/17/25 through 
9/18/25. The SA determined the facility was not in 
compliance with the requirements of the Mississippi 
Regulations for Minimum Standards for Institutions for
the Aged or Infirm and cited M 500 related to resident
rights for CI# 2592974. Based on implementation of the
facility's corrective actions on 8/16/25, M 500 was 
determined to be past noncompliance, and the facility 
was determined to be in compliance effective 8/18/25 
prior to the SA entrance on 9/17/25. The SA cited M 735
related to medical records accuracy for CI #481277. The
SA found no deficient practice for CI #481280. 

The facility had a census of 99 at the time of the 
survey and held a license for 120 beds. 

 

M0500 M0500

SS = D

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,

"Past Noncompliance - no plan of correction required" 
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Continued from page 1
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 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 
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Continued from page 2
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 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); 
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Continued from page 3
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. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Level II 

Based on facility investigation review, record review,
staff interview and facility policy review the facility
failed to ensure residents were free from 
misappropriation of property when narcotics belonging 
to two residents were unaccounted for two (2) of three
(3) residents reviewed for misappropriation. Resident 
#1 and Resident #2. 

Findings Include 

Review of the facility policy titled “Abuse, Neglect, 
Exploitation and Misappropriation” revised 11/16/22 
revealed, “Policy: It is inherent in the nature and 
dignity of each resident at the center that he/she be 
afforded basic human rights, including the right to be
free from abuse, neglect, mistreatment, exploitation 
and or misappropriation of property…” 

Record review of the facility investigation revealed 
that on 8/16/25 at approximately 5:15 PM, Licensed 
Practical Nurse (LPN) #1 identified a discrepancy on 
the Controlled Drug Count Sheet. The narcotic count was
altered, with numbers scratched out and rewritten, 
resulting in a two-card difference. Review of the 
narcotic count sheets documented 34 cards/packages on 
8/15/25, but 31 on 8/16/25 without documentation of 
removal. Further review revealed that the "Master List
Controlled Drug" form for 8/3/25 through 8/15/25 was 
missing. The Director of Nursing (DON) identified that
Resident #1’s Norco 5-325 milligrams (mg) (discontinued
in March 2025 but never removed from the cart) and 
Resident #2’s Norco 7.5-325 mg were unaccounted for. 

Record review of the Narcotic Count Sheet revealed the
following: 
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Continued from page 4
On 8/15/25 during the beginning of the 11:00 PM to 7:00
AM shift, 34 packages/sheets were documented on the 
cart and signed by LPN #3 and LPN #4. 

On 8/16/25 at the beginning of the 7:00 AM to 3:00 PM 
shift, the count numbers were marked out, and the 
number thirty-one (31) was written on the side, 
circled, and signed by LPN #4 and LPN #2. 

On 8/16/25 at the beginning of the 3:00 PM to 11:00 PM
shift, thirty-three (33) was documented as the number 
of packages/sheets present. This was subsequently 
written over as thirty-one (31), and both entries were
signed by LPN #2. 

Record review of the "Master Narcotic List" for the 
West Front Hall cart revealed no "Master List 
Controlled Drug" form was available for the period of 
8/3/25 through 8/15/25. Additional review identified a
"Master List Controlled Drug" form dated 8/16/25, which
documented that one (1) empty card had been removed 
from the cart by LPN #4 on 8/16/25. 

Record review of the Order Summary Report revealed 
Resident #1 had an order for Norco 5-325 mg from 
2/17/25 through 3/19/25. 

Record review of the Physician Orders revealed Resident
#2 had an order for Norco 7.5-325 mg from 1/13/25 
through 8/18/25. 

An interview with LPN #1 on 9/17/25 at 8:40 AM, 
revealed that narcotics are reconciled each shift by 
on-coming and off-going nurses, with additions or 
subtractions documented and witnessed. She stated that
when she reconciled the cart on 8/16/25, she observed 
counts scratched through and a decrease from 34 to 31 
without documentation of additions or removals. She 
reported the discrepancy to the DON immediately. 

An interview with LPN #2 on 9/17/25 at 9:04 AM, 
confirmed that she reconciled the narcotics with LPN #4
on 8/16/25 and verified the number was changed to 31 
and circled but could not explain the discrepancy. She
further stated that she sometimes did not check the 
Master List Controlled Drug form and acknowledged that
Resident #1’s discontinued narcotics remained on the 
cart. 

An interview with the DON on 9/17/25 at 9:30 AM, 
revealed she was notified of the discrepancy on 8/16/25
at approximately 5:15 PM. She confirmed that narcotics
were missing, and that Resident #1’s discontinued Norco
and Resident #2’s active Norco were not accounted for.

STATE FORM Event ID: 1D6A67-H1 Facility ID: 49WM If continuation sheet Page 5 of 8



PRINTED: 09/24/2025

Mississippi State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

09/18/2025

NAME OF PROVIDER OR SUPPLIER

MIDDLETON OAKS HEALTH AND REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE

627 MIDDLETON ROAD , WINONA, Mississippi, 38967

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

M0500 M0500

SS = D

Continued from page 5
She further stated the missing Master List Controlled 
Drug form could not be located. She verified that LPN 
#4, the nurse on duty during the shift in question, 
refused to assist with the investigation and was 
suspended on 8/17/25 and terminated on 8/21/25. 

An interview with the DON and Administrator on 9/17/25
at 2:30 PM, verified that a reconciliation and match 
back was completed on 8/16/25 of all narcotics and that
corrective actions were initiated, including weekly 
audits implemented with continuation at least monthly 
and an in-service on narcotic security and 
misappropriation prevention. 

A follow-up interview with the DON and Administrator on
9/18/25 at 8:40 AM, confirmed that the incident and 
investigation results were presented to the Quality 
Assurance Committee on 8/18/25, during which the 
facility policy was reviewed with no revisions made. 

Based on the implementation of the facility's 
corrective actions on 8/16/25, the deficient practice 
was determined to be past noncompliance, and the 
facility was found in compliance effective 8/18/25. 

The SA validated on 9/18/25, through interview and 
record review that all corrective actions had been 
implemented as of 8/16/25, and the facility was in 
compliance as of 8/18/25, prior to the SA’s entrance on
9/17/25. 

Record review of the “Admission Record” revealed that 
the facility admitted Resident #1 on 10/18/23 with a 
diagnosis of Hypertensive Disease without Heart 
Failure. 

Record review of the “Admission Record” revealed that 
the facility admitted Resident #2 on 6/9/23 with a 
diagnosis of Cerebral Infarction. 

M0735 M073545.25.1 Medical Records Management 

Medical Records Management. 

1. A medical record shall be maintained in accordance 
with accepted professional standards and practices on 
all residents admitted to the facility. The medical 
records shall be completely and accurately documented,
readily accessible, and systematically organized to 
facilitate retrieving and compiling information. 

2. A sufficient number of personnel, competent to carry
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M0735 M0735Continued from page 6
out the functions of the medical record service, shall
be employed. 

3. The facility shall safeguard medical record 
information against loss, destruction, or unauthorized
use. 

4. All medical records shall maintain the following 
information: identification data and consent form; 
assessments of the resident's needs by all disciplines
involved in the care of the resident; medical history 
and admission physical exam; annual physical exams; 
physician or nurse practitioner/physician assistant 
orders; observation, report of treatment, clinical 
findings and progress notes; and discharge summary, 
including the final diagnosis. 

5. All entries in the medical record shall be signed 
and dated by the person making the entry. 
Authentication may include signatures, written 
initials, or computer entry. A list of computer codes 
and written signatures must be readily available and 
maintained under adequate safeguards. 

6. All clinical information pertaining to the residents
stay shall be centralized in the resident's medical 
records. 

7. Medical records of discharged residents shall be 
completed within sixty (60) days following discharge. 

8. Medical records are to be retained for five (5) 
years from the date of discharge or, in the case of a 
minor, until the resident reaches the age of twenty-one
(21), plus an additional three (3) years. 

9. A resident index, including the resident's full name
and birth date, shall be maintained. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Level II 

Based on staff interview, record review and facility 
policy review, the facility failed to maintain complete
and accurate medical records for one (1) of three (3) 
residents reviewed for post-operative care. This 
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M0735 M0735Continued from page 7
deficient practice resulted in the omission of a 
physician-ordered post-operative appointment from the 
resident’s medical record and contributed to the 
resident missing the appointment. (Resident #3). 

Findings Include 

Review of the facility policy titled "Physician's 
Orders" revealed " Policy The center will ensure that 
all physician orders are accurately documented, 
promptly implemented, and authenticated in the 
resident’s medical record in accordance with Center for
Medicare and Medicaid (CMS) regulations and state 
requirements..." 

Record review of Resident #3’s “After Visit Summary” 
(AVS) upon admission revealed an order for a 
post-operative visit on 5/6/25 at 1:00 PM with the 
Orthopedic Physician. 

Record review of Resident #3’s Order Summary Report 
revealed an entry for an appointment on 5/20/25 at 
10:15 AM with the Orthopedic Physician, with an onset 
date of 5/6/25. No order was documented for the 5/6/25
post-operative appointment. 

An interview with the Director of Nursing (DON) on 
9/17/25 at 11:00 AM, revealed that Resident #3 did not
attend the 5/6/25 orthopedic appointment because the 
order was not entered into the record. The DON stated 
it is facility practice that the admitting nurse enters
all admission orders, and verified the resident was 
admitted on the 3–11 shift. The DON stated the 3–11 
supervisor performed the admission and entered the 
orders, but the 5/6/25 appointment was missed. She 
further stated that she and the Assistant Director of 
Nursing (ADON) review admission orders in their 
clinical meeting the following day, but acknowledged 
they missed the order as well. The DON verified that 
the resident missed the 5/6/25 appointment due to the 
missed order. 
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