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{M 000} Initial Comments {M 000}

A Federal Monitoring Comparative Survey and 

COVID_19 survey conducted by Healthcare 

Management Solutions, LLC on behalf of CMS on 

February 22-25, 2022, identified noncompliance 

with the Federal Participation requirements.  The 

desk revisit survey conducted by the Mississippi 

State Survey Agency (SSA) is rescinded.

 

{M 610} 45.21.2 Activities of daily living

Activities of daily living. Each resident shall 

receive assistance as needed with activities of 

daily living to maintain the highest practicable well 

being. These shall include, but not be limited to:

1. Bath, dressing and grooming;

2. Transfer and ambulate;

3. Good nutrition, personal and oral hygiene; and

4. Toileting.

This Statute  is not met as evidenced by:

{M 610}

 

{M 655} 45.21.11 Special needs

Special needs. Each resident with special needs 

shall receive proper treatment and care. These 

special needs shall include, but are not limited to 

injections; parenteral and enteral fluids; 

colostomy, ureterostomy, ileostomy care; 

tracheostomy care; tracheal suction; respiratory 

care; foot care; and prostheses. 

This Statute  is not met as evidenced by:

{M 655}
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{M 655}Continued From page 1{M 655}

 

{M 815} 45.29.1 Safe Food Handling Procedures

Safe Food Handling Procedures. Food shall be 

prepared, held, and served according to current 

Mississippi State Department of Health Food 

Code Regulations.

This Statute  is not met as evidenced by:

{M 815}

 

{M1010} 45.35.1 Housekeeping Facilities and Services

Housekeeping Facilities and Services.

1. The physical plant shall be kept in good repair, 

neat, and attractive. The safety and comfort of 

the resident shall be the first consideration.

2. Janitor closets shall be provided with a 

mop-cleaning sink and be large enough in area to 

store house cleaning supplies and equipment. A 

separate janitor closet area and equipment 

should be provided for the food service area.

This Statute  is not met as evidenced by:

{M1010}

 

{M1230} 45.40.11 Call System

Call System. A call system shall be in place at the 

nurses' station to receive resident calls through a 

communication system to include audible and 

visual signals from bedrooms, toilets, and bathing 

facilities. 

{M1230}
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{M1230}Continued From page 2{M1230}

This Statute  is not met as evidenced by:
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