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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted an 

Abbreviated/Partial survey investigating CI MS# 

16264, beginning 11/04/19 ending 11/05/19.  

Concerns identified in the complaint were related 

to abuse/fall not reported.  Based on record 

reviews of the Care Plan, Incident Report, 

Medical Records, Nurses Notes, interviews with 

staff (Administrator, RN, Director of Nurses, LPN, 

and CNA), and daughter of resident, SA was 

unable to determine  that there was deficient 

practice by the facility; therefore no citations will 

be issued for this complaint .  The facility took 

steps to correct the problem by reporting the 

incident to the Miss Department of Health, and 

The Attorney General's Office and terminate the 

nurses assistant who failed to report the fall of the 

resident to the nurse. 

The census at the time of the survey was 115, 

with a total bed count of 120.
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