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NAME OF PROVIDER OR SUPPLIER
WILLOW CREEK RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
49 WILLOW CREEK LANE BYRAM, MS, BYRAM, Mississippi,

The State Agency (SA) conducted Complaint
Investigations (Cls), MS #487081, MS #487099, MS
#487098, and MS #2564771, at the facility from 8/25/25
through 8/27/25. MS #487081 was investigated for the
facility's proposed transition of a resident from the
Dementia Care Unit to the long-term care unit without
clear explanation or consideration of the resident’s
rights and level of care needs. MS #487099 was
investigated for the facility’s failure to provide
appropriate incontinence care when residents were
reported to be placed on sheets and towels instead of
bed pads. MS #487098 was investigated for the
facility’s failure to provide adequate care when a
resident was reported to have developed bed sores, fell
from a lift resulting in a dislocated shoulder, and
required surgery. MS #2564771 was investigated for the
facility’s failure to ensure proper care and follow-up
when a resident was reportedly dropped from a lift
causing a dislocated shoulder, left in severe pain, and
re-injured during care, as well as allegations of

delayed medical attention, inappropriate antibiotic

use, and ignored complaints. 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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