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The State Agency (SA) conducted an annual
recertification survey with Complaint Investigations
(Cls), MS #2787198 and Cl MS #2735527, at the
facility from 4/28/26 through 4/30/26. Cl MS
#2787198 was investigated for accidents and Quality
of Care/Treatment and Cl MS #2735527 was
investigated for accidents related to a fall. There
were no citations related to the Cls. During the
survey, the SA determined the facility was not in
compliance with the requirements of participation in
Medicare and Medicaid and cited F577 and F880.

The facility had a census of 57 and was licensed for
60 beds.

FO577 Right to Survey Results/Advocate Agency Info FO577
SS=F
CFR(s): 483.10(g)(10)(11)

8483.10(g)(10) The resident has the right to-

(i) Examine the results of the most recent survey of
the facility conducted by Federal or State surveyors
and any plan of correction in effect with respect to
the facility; and

(ii) Receive information from agencies acting as
client advocates, and be afforded the opportunity to
contact these agencies.

§483.10(g)(11) The facility must--

(i) Post in a place readily accessible to residents,
and family members and legal representatives of
residents, the results of the most recent survey of
the facility.

(ii) Have reports with respect to any surveys,
certifications, and complaint investigations made
respecting the facility during the 3 preceding years,
and any plan of correction in effect with respect to
the facility, available for any individual to review
upon request; and

(iii) Post notice of the availability of such reports in
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accessible to the public.

(iv) The facility shall not make available identifying
information about complainants or residents.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, record review, and resident
rights and responsibilities guide review, the facility
failed to ensure residents’ rights to be informed of
and have ready access to the most recent State
survey results for all 57 residents residing in the
facility during three (3) of three (3) days of survey.

Findings include:

Arecord review of the document “A Matter of

Rights: A Guide to Your Rights and Responsibilities
as a Resident,” undated, revealed “...In addition, you
have the right...to review the results of the most
recent survey of our facility, and any plans to

correct deficiencies...Our policies and procedures...1.
We will post the results of the most recent

inspection of our facility, together with any plan of
correction currently in effect. We encourage

residents and family members to review these...”.

On 4/29/26 at 1:39 PM, during an interview in the
Resident Council meeting, seven (7) residents with
Brief Interview for Mental Status (BIMS) scores of
thirteen (13) to (15), which indicated they were
cognitively intact, were present. All (7) residents
reported they were unaware of the location of the
State survey results and did not know where they
could be reviewed.

On 4/29/26 at 2:00 PM, during an interview with
Activities Director, she explained the survey results
were previously posted behind glass on a bulletin
board near the administrative offices but had been
moved to the foyer near the exit, behind doors on a
desk near the visitor sign-in area. She reported she
was unsure when the survey results were moved
and indicated residents would not readily see them
unless exiting or entering the facility.

On 4/29/26 at 2:49 PM, during an interview with
Social Services Director, she explained she assisted
in locating the survey results and initially searched
the Director of Nursing (DON) office before finding
them at the visitor sign-in area near the entrance.
She reported the survey results had previously been
located in a glass bulletin board but could not recall
when they were relocated.
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SS=F On 4/30/26 at 9:35 AM, during an observation, the

State survey results book was located in the foyer
near the exit by the visitor sign-in area. This area
was separated from the main resident living areas
and was not readily accessible to residents without
leaving the primary resident space.

On 4/30/26 at 1:35 PM, during a follow-up interview
with the Activities Director, she explained a current
copy of the survey results would be placed in a
three-ring binder and made available in the
activity/dining room beneath the activity calendar to
improve accessibility. She reported the survey
results were likely removed from the previous
location approximately six (6) months prior during
hallway decorating.

On 4/30/26 at 1:50 PM, during an interview the
Administrator, was informed of the findings. He
reported Social Services and Activities staff were
responsible for maintaining access and indicated his
expectation was to ensure all residents have access
to the survey results.

F0880 Infection Prevention & Control F0880
SS=D
CFR(s): 483.80(a)(1)(2)(4)(e)(h

8483.80 Infection Control

The facility must establish and maintain an infection
prevention and control program designed to provide
a safe, sanitary and comfortable environment and to
help prevent the development and transmission of
communicable diseases and infections.

8483.80(a) Infection prevention and control program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at a
minimum, the following elements:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents, staff,
volunteers, visitors, and other individuals providing
services under a contractual arrangement based
upon the facility assessment conducted according to
§483.71 and following accepted national standards;

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include, but
are not limited to:
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(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other persons
in the facility;

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions to
be followed to prevent spread of infections;

(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation, depending
upon the infectious agent or organism involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility must
prohibit employees with a communicable disease or
infected skin lesions from direct contact with
residents or their food, if direct contact will transmit
the disease; and

(vi)The hand hygiene procedures to be followed by

staff involved in direct resident contact.

8483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.
Personnel must handle, store, process, and transport
linens so as to prevent the spread of infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, record review, and
facility policy review, the facility failed to implement
Enhanced Barrier Precautions (EBP) during care for
one (1) of two (2) residents reviewed for perineal and

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHngggECEE\E/ESSJE%NT%H%%LD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
F0880 Continued from page 3 F0880
SS=D

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: 22F839-H1

Facility ID: 51JA

If continuation sheet Page 4 of 6



PRINTED: 05/05/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:
AND PLAN OF CORRECTIONS A. BUILDING 04/30/2026
255318
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
J G ALEXANDER NURSING CENTER 25112 HIGHWAY 15 , UNION, Mississippi, 39365

PROVIDER'S PLAN OF CORRECTION

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACHngggECEE\IE/EIS\?&IE%NT%H%%LD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG APPROPRIATE DEFICIENCY) DATE
F0880 Continued from page 4 F0880
SS=D catheter care. Resident #7.

Findings include:

A review of the facility’s policy, “Enhanced Barrier
Precautions (EBP) Policy,” revealed, “To reduce the
transmission of multidrug-resistant organisms
(MDROs) in residents of the facility by implementing
Enhanced Barrier Precautions in accordance with
guidelines from CDC (Center of Disease Control).
Enhanced Barrier Precautions will be implemented
for residents who...have indwelling medical devices,
including... urinary catheters...have wounds or
pressure injuries...Staff must wear gown and gloves
during high-contact resident care activities. This
includes...device care...Signage: Place appropriated to
EBP signage on resident closet door or designated
area ...".

A record review of the “Admission Record” revealed
the facility initially admitted Resident #7 on 7/5/23
and she was readmitted on 10/7/25 with diagnoses
including neuromuscular dysfunction of bladder.

Arecord review of the “Order Summary Report”
revealed Resident #7 had a physician’s order dated
3/28/26 for a Foley (indwelling catheter).

A record review of the Quarterly Minimum Data Set
(MDS) with an Assessment Reference Date (ARD) of
3/27/26 revealed Resident #7 had a Brief Interview
for Mental Status (BIMS) score of (15), which
indicated the resident was cognitively intact. Section
H revealed the resident had an indwelling catheter,
and Section M revealed one (1) unhealed Stage 3
pressure ulcer/injury was present.

On 4/28/26 at 2:50 PM, during an observation,
Certified Nurse Aide (CNA) #1 was observed
providing perineal care to Resident #7 in her room.
Resident #7 had a Foley (indwelling catheter)
secured to the right thigh, and her brief was open
for care. CNA #1 wore gloves but did not wear a
gown while performing catheter and perineal care.

On 4/28/26 at 3:10 PM, during an interview with
CNA #1, she reported she had just completed
incontinent and catheter care for Resident #7 and
confirmed the resident had a Foley catheter and a
wound to her back.

On 4/29/26 at 9:40 AM, during an observation and
interview, Resident #7 was observed lying in bed.
She reported staff provided catheter care frequently;
however, not all staff wore gowns when providing
care. EBP signage was observed on the resident’s
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protective equipment (PPE) including a gown.

On 4/29/26 at 10:40 AM, during an interview with
Licensed Practical Nurse (LPN) #2, she reported
Resident #7 had a Foley and was on Enhanced
Barrier Precautions due to the catheter and a wound
to her back. She reported the signage for EBP was
located on the resident’s closet door and PPE were
stored inside the closet. She explained staff were
expected to wear gowns and gloves when providing
high-contact care, including catheter care.

On 4/30/26 at 10:10 AM, during an interview with
CNA #1, she confirmed she performed incontinent
and catheter care for Resident #7 on 4/28/26 and
did not wear a gown. She reported the resident was
on Enhanced Barrier Precautions due to having a
Foley catheter and wounds and acknowledged PPE,
including gown and gloves, was required during
high-contact care. She stated she forgot to wear the
gown while providing catheter care.

On 4/30/26 at 1:28 PM, during an interview with
Registered Nurse (RN) #5, she reported staff had
been educated on EBP for residents with catheters,
wounds, or percutaneous endoscopic gastrostomy
(PEG) tubes. She stated staff were expected to wear
PPE, including gowns and gloves, during
high-contact resident care activities. She reported
signage identifying EBP requirements was located in
resident rooms.

On 4/30/26 at 1:34 PM, during an interview with the
Director of Nursing (DON), she reported residents
with indwelling medical devices required staff to
follow EBP during care. She stated signage was
located on the resident’s closet door and PPE were
readily available with no shortage. She reported staff
were expected to wear gowns and gloves during all
high-contact care activities using EBP.
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