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 M 000 Initial Comments  M 000

The State Agency (SA) conducted during an 

annual recertification survey, along with 

complaints CI MS #17598, CI MS #17516, CI MS 

#17464, CI MS #17318, CI MS #17431, CI MS 

#17240, CI MS #17055, CI MS #17036, CI MS 

#17005, CI MS #16890, CI MS #16895 from 

3/22/21 through 3/25/21.  The SA determined the 

facility was not in compliance with the Mississippi 

Regulations for Minimum for Institutions for Aged 

or Infirm with deficiencies cited at M0610 and 

M0625.  The SA did not substantiate CI MS 

#17598 for not grooming, CI MS #17516 for 

Pressure ulcers and notification, CI MS #17464 

for Pressure ulcers and neglect, CI MS #17318 

for Pressure ulcers and notification, CI MS 

#17431 for assessment/ monitoring, abuse, 

transfer/discharge and falls, CI MS #17240 for 

assessment/monitoring, and quality of care, CI 

MS #17055 for abuse, CI MS #17036 for neglect, 

CI MS #17005 for grooming, assessment and 

neglect, CI MS #16890 for elopement, and CI MS 

#16895 for assessment/monitoring and 

notification.  No deficiencies were cited related to 

the complaint investigations. The census at the 

time of the survey was 81.
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