
PRINTED: 11/17/2025

Mississippi State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

10/28/2025

NAME OF PROVIDER OR SUPPLIER

SUNPLEX SUB-ACUTE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

6520 SUNSCOPE DRIVE , OCEAN SPRINGS, Mississippi, 39564

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

M0000 M0000Initial Comments 

 

The State Agency (SA) conducted an annual 
recertification survey at the facility from 9/30/25 
through 10/2/25. During the survey, the SA determined 
the facility was not in compliance with the Minimum 
Standards for Institutions for the Aged or Infirm, 
state licensure requirement and cited M225, M500, M610,
M725, M735, M815, and M1570. The SA returned to the 
facility for an extended survey from 10/19/25 through 
10/28/25 to complete Complaint Investigations (CIs) MS
#2642575, MS #2642579, MS #2646842, and MS #2651112. MS
#2642575 was investigated related to an influenza 
outbreak and M1570 was cited. MS #2642579 was 
investigated related to staffing shortages and 
residents not receiving medications and M225 and M500 
was cited. MS #2646842 was investigated related to 
residents not receiving baths, staffing concerns, and a
resident left wet for an extended time and M225 and 
M500 was cited. MS # 2651112 was a facility reported 
incident (FRI) regarding a narcotic diversion and there
were no citations. 

During the extended survey, the SA identified Immediate
Jeopardy (IJ) and Substandard Quality of Care (SQC) 
that began on 10/12/25 when the facility failed to 
provide sufficient licensed-nurse coverage to meet 
resident needs during an influenza outbreak, resulting
in residents not receiving prescribed medications and 
supervision. Additionally, an IJ for Infection Control
began on 10/8/25 when the facility failed to identify 
an influenza outbreak. 

The IJ and SQC existed at Rule 45.17.2- Residents’ 
Rights – M500 

The IJ existed at Rule 45.4.1- Nursing Facility – M225

The IJ existed at Rule 48.58.1- Infection Control - 
M1570 

The facility Administrator was notified of the IJs and
SQC on 10/21/25 at 4:10 PM. 

The facility provided an acceptable Removal Plan on 
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M0000 M0000Continued from page 1
10/22/25, in which they alleged all corrective actions
to remove the IJ and SQC were completed on 10/22/25, 
and the IJ removed on 10/23/25. 

The SA validated the Removal Plan on 10/28/25 and 
determined the IJs were removed on 10/23/25, prior to 
exit. 

M0225 M022545.4.1 Nursing Facility 

Nursing Facility. To be classified as a facility, the 
institution shall comply with the following staffing 
requirements: 

1. Minimum requirements for nursing staff shall be 
based on the ratio of two and eight-tenths (2.80) hours
of direct nursing care per resident per twenty-four 
(24) hours. Staffing requirements are based upon 
resident census. Based upon the physical layout of the
nursing facility, the licensing agency may increase the
nursing care per resident ratio. 

2. Each facility shall have the following licensed 
personnel as a minimum: 

a. Seven (7) day coverage on the day shift by a 
registered nurse. 

b. A registered nurse designated as the Director of 
Nursing Services, who shall be employed on a full time
(five [5] days per week) basis on the day shift and be
responsible for all nursing services in the facility. 

c. Facilities of one-hundred eighty (180) beds or more
shall have an assistant director of nursing services, 
who shall be a registered nurse. 

d. A registered nurse or licensed practical nurse shall
serve as a charge nurse and be responsible for 
supervision of the total nursing activities in the 
facility during the 7:00 a.m. to 3:00 p.m. and 3:00 
p.m. to 11:00 p.m. shift. The nurse assigned to the 
unit for the 11:00 p.m. to 7:00 a.m. shift may serve as
both the charge nurse and medication/treatment nurse. A
medication/treatment nurse for each nurses' station 
shall be required on all shifts. This shall be a 
registered nurse or licensed practical nurse. 
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M0225 M0225Continued from page 2

e. In facilities with sixty (60) beds or less, the 
director of nursing services may serve as charge nurse.

f. In facilities with more than sixty (60) beds, the 
charge nurse may not be the director of nursing 
services or the medication/treatment nurse. 

3. Non-Licensed Staff. The non-licensed staff shall be
added to the total licensed staff, to complete the 
required staffing requirements. 

4. There shall be at least two (2) employees in the 
facility at all times in the event of an emergency. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Level IV- Pattern 

Based on observation, interviews, record review, and 
facility policy review, the facility failed to provide
sufficient licensed-nurse and nurse aide coverage to 
meet resident needs. Specifically, the facility failed
to ensure adequate licensed nurse coverage during an 
influenza (flu) outbreak for one (1) of two (2) 
resident care units (the West Unit) and failed to 
ensure sufficient nurse aide staffing to provide 
scheduled showers for three (3) of (17) sampled 
residents (Residents #24, #54, and #58). 

The facility’s failure to ensure sufficient 
licensed-nurse coverage resulted in missed medications
and lack of resident monitoring on the West Unit, which
placed all 29 residents on the West Unit at risk for 
serious illness, serious harm, serious impairment, or 
death. 

The situation was determined to be an Immediate 
Jeopardy (IJ) that began on 10/12/25 when one (1) 
Registered Nurse (RN) was assigned responsibility for 
all 58 residents in the facility, including 29 
residents on the West Unit and 29 residents on the 
Transitional Care Unit (TCU), from approximately 12 AM
until 7:00 AM. The facility Administrator was notified
of the IJ on 10/21/25 at 4:10 PM. The facility provided
an acceptable Removal Plan on 10/22/25, in which they 
alleged all corrective actions to remove the IJ were 
completed on 10/22/25, and the IJ removed on 10/23/25.

The State Agency (SA) validated the Removal Plan on 
10/28/25 and determined that the IJ was removed on 
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M0225 M0225Continued from page 3
10/23/25, prior to exit. Therefore, the scope and 
severity for Rule 45.4.1-Nursing Facilities- (M0225) 
was lowered from a Level IV to a Level II while the 
facility develops a plan of correction to monitor the 
effectiveness of the systemic changes to ensure the 
facility sustains compliance with regulatory 
requirements. 

Findings include: 

A review of the facility’s policy, “Staffing” dated 
10/2022, revealed, “…Our facility provides sufficient 
numbers of staff with the skills and competency 
necessary to provide care and services for all 
residents in accordance with resident care plans and 
the facility assessment…Policy Interpretation and 
Implementation…2. Staffing numbers and the skill 
requirements of direct care staff are determined by the
needs of the residents based on each resident’s plan of
care… 5. Inquires or concerns relative to our 
facility’s staffing should be directed to the 
administrator or his/her designee…” 

A record review of the “Facility Assessment,” dated 
7/1/2025 and signed by the Administrator, revealed the
“Goal” as “The goal of this assessment is to identify 
the resources required to provide competent care for 
our residents during regular operations, including 
nights and weekends, as well as in emergency 
situations…Facility Assessment and Staffing Needs a. 
This facility assessment will be utilized to…d. Review
staffing needs for each shift (day, evening, night) …f.
Aid in contingency planning for events that, while not
necessitating activation of the facility’s emergency 
plan, could impact resident care, such as the 
availability of direct care nurse staffing…” Review of
“Staffing Needs as per Shift” listed “Ratio of Staff to
Residents or #HPRD (hours per resident day)” included 
the number of hours instead of the number of staff 
required per shift or per unit. Review of the 
“Contingency Planning for Staffing” revealed, “In the 
case of an emergency event, the facility’s emergency 
plan will be activated. If the event does not rise to 
the level of activation of the facility’s emergency 
plan the facility will utilize staff, accordingly, 
including utilizing Administrative staff…” 

A review of the facility’s Casper reporting data 
revealed the facility triggered excessively low weekend
staffing for the third (3rd) quarter, April 2025 
through June 2025. 

A record review of a statement, undated, provided via 
the Administrator revealed “The facility does not have
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M0225 M0225Continued from page 4
a current policy for Contingency Staffing 
Plan/Emergency Staffing." 

A record review of a statement, undated, provided via 
the Administrator revealed “… The facility does not 
have a staffing policy specific to on-call procedures 
for call ins.” 

A record review of the facility’s “Nurse Schedule” for
October 2025 revealed on 10/11/2025 and 10/12/2025, two
(2) nurses were scheduled for 7P-7A with one (1) nurse
call-in for both days. Further review revealed the 
facility consistently scheduled two (2) licensed nurses
for the 7P to 7A shift. 

A record review of the facility’s “Daily PPD (Per 
Patient Day)” for 10/11/2025 revealed “… Census 58 … 
Day Shift Actual RN (Registered Nurse) :0, LPN 
(Licensed Practical Nurse): 3, CNA (Certified Nurse 
Aide): 4 … Evening Shift Actual: RN: 0.5, LPN: 1.5, 
CNA: 5 … Night Shift Actual RN:1, LPN: 0, and CNA:4 …”
For 10/12/2025, the “Daily PPD” revealed “… Census 58 …
Day Shift Actual RN:0, LPN: 3, CNA:5 … Evening Shift 
Actual: RN: 0.5, LPN: 2, CNA: 3.75 … Night Shift Actual
RN:1, LPN: 1, and CNA:4 …” 

A record review of the facility’s daily assignment 
sheet for 10/11/2025 for 10P-6:30A revealed RN #3 was 
listed as the “TCU Nurse” and there was no nurse 
assigned as “West Nurse.” 

A record review of the facility’s “Employee Time-Cards”
for 10/11/2025 revealed RN #3 was the only licensed 
nurse at the facility from approximately 11:00 PM until
7:00 AM. 

A record review of the facility’s “On-Call Log” 
revealed the nurse scheduled for the 7:00 PM to 7:00 AM
shift reported illness and called out at 12:00 PM on 
10/11/25, providing the facility with approximately 
seven (7) hours to secure replacement coverage before 
the shift began. The facility was unable to provide 
written documentation that leadership attempted to find
replacement coverage. 

A record review of the facility’s “Daily Census” for 
10/11/2025 and 10/12/2025 revealed there were 58 active
residents at the facility. 

On 10/19/25 at 3:25 PM, during an interview with RN #2,
she stated she was assigned on-call duty for the 
weekend and was working the medication cart that 
evening for four (4) hours. She stated she heard there
was no nurse on duty for the night shift on Saturday, 
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M0225 M0225Continued from page 5
10/11/25, but confirmed she was not on call and did not
work that weekend. She stated the facility’s wound care
nurse had the on-call phone that weekend, but she was 
not sure what occurred. She explained the Director of 
Nursing (DON) is responsible for on-call coverage 
Monday through Friday until 4:30 PM, and staff nurses 
rotate on-call duty during weekends. She stated the 
nurse assigned to on-call duty is required to answer 
the on-call phone, attempt to find coverage for any 
call-ins, and, if no coverage is available, report to 
the facility to work the shift. 

On 10/20/25 at 8:45 AM, during an interview with the 
Administrator, she stated that on Saturday, 10/11/25, 
the nurse scheduled for the 7:00 PM to 7:00 AM shift 
called in sick around 1:00 PM, reporting a fever. She 
stated the on-call nurse was also ill that day and was
unable to find coverage or report to work. She stated 
she attempted to obtain coverage from the facility’s 
sister facilities but was told no nurses were 
available. She stated the day-shift nurses agreed to 
remain until 11:00 PM, leaving one (1) Registered Nurse
(RN) in the building from approximately 11:00 PM until
7:00 AM. She stated the day-shift nurses actually left
around 12:00 AM, and because no additional nurse was 
found for the West Unit, she went to the nurses’ 
station to monitor activity and notify the RN if 
assistance was needed. She stated she is not a nurse 
and was unaware of which medications or treatments were
completed. She stated the RN came to the West Unit 
twice during the shift, once to administer an as needed
(PRN) pain medication and once to perform a PRN blood 
glucose check. She stated she did not observe the nurse
complete any medication pass around 5:00 AM or 6:00 AM.
She stated she attempted to review the Medication 
Administration Records (MARs) to see which medications
were scheduled but did not think about the 5:00 AM and
6:00 AM medication pass. She confirmed she did not 
maintain any written documentation of the efforts made
to secure shift coverage. 

A record review of the “Admission Record” revealed the
facility admitted Resident #28 on 10/12/2023 with 
current diagnoses including Unspecified Injury at 
Unspecified Level of Cervical Spinal Cord, Sequela. 

A record review of the Quarterly MDS with an ARD of 
8/6/25, revealed Resident #28 had a BIMS Summary Score
of 15, which indicated he was cognitively intact. 

On 10/20/25 at 9:40 AM, during an interview and 
observation, Resident #28 resided on the West Unit and
was observed lying in bed. Resident #28 stated he did 
not receive his morning medications, including his 
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M0225 M0225Continued from page 6
prescribed pain medication, on Sunday morning, 
10/12/25. He stated he informed the nurse when she 
later brought his medications, but she told him it was
too late to administer the missed doses. 

A record review of the “Admission Record” revealed the
facility admitted Resident #12 on 07/21/2023 with 
current diagnoses including Other Intervertebral Disc 
Degeneration, Lumbar Region with Discogenic Back Pain 
Only. 

A record review of the Comprehensive Minimum Data Set 
(MDS) with an Assessment Reference Date (ARD) of 
7/23/25 revealed Resident #12 had a Brief Interview for
Mental Status (BIMS) Summary Score of 14, which 
indicated he was cognitively intact. 

On 10/20/25 at 10:00 AM, during an interview and 
observation, Resident #12 resided on the West Unit and
was observed sitting upright in a recliner. Resident 
#12 stated he did not receive his morning medications,
including his prescribed pain medications, on 10/12/25.
He stated he informed the daytime nurse when she 
arrived for her shift, but by that time, it was too 
late for the missed medications to be administered. 

On 10/20/25 at 10:45 AM, during an interview with 
Licensed Practical Nurse (LPN) #5, she stated she 
worked the 7:00 AM to 7:00 PM shift on 10/11/25 and was
assigned to the split medication cart for both the 
Transitional Care Unit (TCU) and the West Unit. She 
stated the nurse scheduled for the West Unit called in
sick around 1:30 PM. She stated there was no supervisor
or Registered Nurse (RN) in the facility during the day
shift that weekend, and there were critical issues 
because multiple residents were ill with flu-like 
symptoms. She stated two (2) residents were transferred
to the hospital that day. She stated the other LPN on 
duty attempted to contact multiple staff for coverage 
by text and phone but received no response until 
approximately 5:00 PM. She stated the on-call nurse 
arrived at the facility around 5:00 PM, handed her and
the other LPN the on-call phone, stated she quit, and 
left the facility because she was sick and unable to 
work. She stated the Administrator was notified, but no
replacement nurse arrived. She stated she and the other
LPN remained on duty and were informed that the TCU 
nurse would count off with them at 11:00 PM. She stated
no one specifically asked them to stay, but they stayed
voluntarily because no relief arrived, and residents 
required care. She stated both nurses remained until 
11:00 PM after working sixteen (16) consecutive hours 
and completed all scheduled medication passes through 
that time. She stated she arrived late on the morning 
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M0225 M0225Continued from page 7
of 10/12/25 after oversleeping and came in at 
approximately 8:30 AM. She stated the other day-shift 
nurse called out, and the medical records nurse came in
to assist with coverage. She stated that when she 
arrived, she counted the medication cart with the TCU 
nurse, and no mention was made of the 5:00 AM 
medications not being given; however, when she passed 
her own medications later that morning, several 
residents told her they had not received their morning
medications. 

On 10/20/25 at 11:30 AM, during an interview with the 
Director of Nursing (DON), she stated she was on 
vacation the weekend of 10/11/25 and 10/12/25 and was 
not available to provide coverage for the nurse who 
called in sick. 

On 10/20/25 at 1:50 PM, during an interview with 
Licensed Practical Nurse (LPN) #7, she stated she was 
the nurse assigned to on-call duty for the weekend of 
10/11/25 and 10/12/25. She stated that around 
Wednesday, 10/08/25, she began feeling ill and went to
the doctor, who ruled out COVID-19 and influenza, so 
she continued to work while wearing a mask. She stated
that on 10/11/25, the scheduled night nurse called in 
sick, and she notified the Administrator, and both 
attempted to find coverage. She stated the on-call 
phone rang throughout the day, and at one point she 
brought the phone into the facility and told the 
Administrator she was quitting, but they discussed it,
and she agreed to continue to work. She stated the 
day-shift nurses wanted to be relieved, but no 
replacement could be found, and to her knowledge, they
were asked to stay until 11:00 PM so the night nurse 
could take over the building. She stated she was unsure
if the night nurse was ever told she would be 
responsible for both units. She stated she knew the 
Administrator came in that night and sat at the nurses’
station on the West Unit. 

On 10/20/25 at 5:00 PM, during a phone interview with 
RN #3, she stated she worked the night shift from 7:00
PM to 7:00 AM on 10/11/25 and 10/12/25. She stated that
when she arrived, she was informed another nurse 
scheduled for the West Unit had called in sick. She 
stated she counted off with the nurses on the West Unit
and was told the Administrator would be at the nurses’
station and would notify her if any residents on that 
unit needed medication. She stated she was never 
informed that she would be responsible for 
administering medications to residents on both units or
completing the morning medication pass for the entire 
facility. She stated all staff were aware that she 
could not manage both units because she had multiple 
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M0225 M0225Continued from page 8
residents on the TCU who were ill and required her 
attention. She stated she went to the West Unit twice 
during her shift to administer a PRN pain medication 
and to perform a PRN blood glucose check for a resident
who requested to have her blood sugar checked. 

On 10/20/25 at 5:30 PM, during a phone interview with 
Certified Nurse Aide (CNA) #10, she stated she worked 
on 10/11/25 from 10:00 PM to 6:30 AM on the West Unit.
She stated there was no nurse present on the unit after
midnight. She stated several residents were complaining
of flu-like signs and symptoms during that weekend. 

On 10/20/25 at 5:45 PM, during a phone interview with 
CNA #11, she stated she worked on 10/11/25 from 10:00 
PM to 6:30 AM on the TCU. She stated there was only one
nurse, a Registered Nurse (RN), in the facility after 
midnight. 

On 10/21/2025 at 12:30 PM, during a phone interview 
with the facility’s Medical Director/Physician, he 
reported he was not aware that only one (1) nurse was 
on duty overnight during the outbreak but stated that 
additional staff should have been provided, especially
during an increase in resident acuity. He stated that 
staffing adequacy and infection control are discussed 
in QAPI meetings and that he relies on facility 
leadership to ensure appropriate staffing coverage. He
explained that he believes the facility should have 
adequate staff and resources to meet resident needs 
during an outbreak, but that staffing continues to be 
an ongoing concern. 

On 10/21/25 at 1:30 PM, during an interview with the 
Administrator and DON, the Administrator explained on 
10/11/25 she was notified at approximately 1:00 PM that
the night nurse had called in sick. She stated that 
additional attempts were made to contact all nurses, 
including those at sister facilities, but they were 
unable to find coverage. The Administrator stated she 
arrived at the facility around midnight and remained at
the West nursing station to assist the night nurse by 
answering call lights and notifying the nurse when 
residents requested medications. She confirmed she 
reviewed the Medication Administration Record (MAR) for
evening medications but did not address the 5:00 AM 
medication pass. She stated she did not direct the 
night nurse to complete the morning medication pass and
was unaware that some residents did not receive 
scheduled medications. The Administrator reported that
she notified the Regional Director of Operations of the
staffing shortage and that administrative staff 
assisted as needed. She confirmed the facility’s 
contingency plan allowed administrative staff to assist
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M0225 M0225Continued from page 9
during emergencies but acknowledged no agency staff 
were used, and no updates were made to the contingency
plan following the incident. The DON confirmed she was
aware only one nurse was on duty overnight for 
approximately sixty (60) residents but stated that one
nurse should have been able to complete all medication
passes. She stated she was not aware medications were 
missed until notified by the State Agency. Both the 
Administrator and DON described the incident as 
isolated and confirmed no changes had been made to the
contingency plan or facility assessment. 

Resident #24 

A record review of the “Admission Record” revealed the
facility admitted Resident #24 on 8/11/25 with 
diagnoses including Encounter for Other Orthopedic 
Aftercare. 

A record review of the Admission Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 8/18/25 
revealed Resident #24 had a Brief Interview for Mental
Status (BIMS) score of 15, which indicated she was 
cognitively intact. Section F revealed bathing 
preference was coded as “very important.” 

A record review of the “Documentation Survey Report” 
for September 2025 revealed Resident #24 was documented
as having received one (1) bath on 9/2/25, listed as 
“PRN (as needed),” requiring one-person physical 
assistance. There were no other documented baths for 
Resident #24 for the month of September 2025. This 
documentation represented (12) missed showers during 
the month of September 2025. 

Resident #54 

A record review of the “Admission Record” revealed the
facility admitted Resident #54 on 1/2/24 with diagnoses
including Cerebrovascular Disease affecting the Left 
Dominant Side. 

A record review of the Quarterly MDS with an ARD of 
9/10/25 revealed Resident #54 had a BIMS score of 15, 
which indicated she was cognitively intact. 

A record review of the “Documentation Survey Report” 
for September 2025 revealed Resident #54 was documented
as having received one (1) bath on 9/22/25, listed as 
“Bathing/Showers M, W, F (Monday, Wednesday, Friday) X
(times) 2 bed baths and X 1 shower,” requiring 
two-person assistance. There were no other documented 
baths for Resident #54 for the month of September 2025.
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M0225 M0225Continued from page 10
During an interview on 9/29/2025, Resident #54 stated 
she received a bath once weekly but wanted to be bathed
more often. 

During a phone interview on 10/1/2025 at 8:35 AM, 
Resident #54’s family member stated she was concerned 
about her mother’s bathing care because the resident’s
feet were unclean during visits. 

Resident #58 

A record review of the “Admission Record” revealed the
facility admitted Resident #58 on 2/10/22 with 
diagnoses including Type 2 Diabetes Mellitus. 

A record review of the Comprehensive MDS with an ARD of
9/17/25 revealed Resident #58 had a BIMS score of 15, 
which indicated she was cognitively intact. Section GG
revealed impairment of range of motion in both lower 
extremities and that she required maximal assistance 
for bathing, showers, and personal hygiene. 

A record review of the “Documentation Survey Report” 
for September 2025 revealed no documentation indicating
Resident #58 received a shower or bath as scheduled on
9/4, 9/9, 9/11, 9/13, 9/23, 9/25, or 9/30/25 for a 
total of seven (7) missed showers during the month of 
September 2025. 

During an interview on 10/1/2025 at 7:40 AM, Resident 
#58 stated she did not receive her shower the previous
evening, despite requesting it several times. She 
reported the staff were always short and that there 
were not enough Certified Nurse Aides (CNAs) to 
complete all resident showers. 

During an interview on 10/1/2025 at 7:55 AM, CNA #5 
confirmed hearing Resident #58 complain about not 
receiving a shower and stated the resident was 
truthful. She confirmed there was no documentation in 
the electronic Kardex indicating Resident #58 received
a shower on 9/30/25. 

During an interview on 10/1/25 at 10:37 AM, CNA #2 
stated she was scheduled for three (3) baths that day 
but had only completed one (1) due to workload. 

During an interview on 10/1/25 at 11:12 AM, CNA #3 
reported there were more residents scheduled on shower
days than staff could handle, and she did not feel the
facility had enough CNAs to meet resident needs. 

During an interview on 10/1/2025 at 3:20 PM, CNA #1 
stated that usually two (2) CNAs worked per hall on 
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M0225 M0225Continued from page 11
both day and evening shifts, and not all showers were 
completed. CNA #1 stated staffing levels did not allow
all scheduled showers to be completed and that 
management was aware of the problem. 

During an interview on 10/1/25 at 5:46 PM, LPN #1 
reported staffing levels did not allow staff to provide
showers consistently and residents often received bed 
baths instead. 

During an interview on 10/2/25 at 3:50 PM, the Director
of Nursing (DON) confirmed residents complained of not
receiving showers as scheduled. She stated CNA staffing
shortages were an ongoing issue. 

During an interview on 10/2/25 at 4:15 PM, RN #2 stated
that staffing shortages were ongoing. 

During an interview on 10/2/25 at 4:30 PM, the 
Administrator confirmed the facility did not have 
sufficient staff to meet resident needs. She stated 
resident acuity was high, CNA turnover was significant,
and staff call-offs were frequent on weekends. 

The facility submitted the following acceptable Removal
Plan on 10/22/25: 

On 10/21/2025 at 4: 10 PM, the State Agency presented 
Immediate Jeopardy (IJ) Templates for five failures of
the facility. The facility failed to provide the 
necessary care and services to protect residents from 
neglect. Residents did not receive prescribed 
medications; the physician was not notified of missed 
medications and supervision was inadequate on 10/12/25.
The facility failed to provide sufficient 
licensed-nurse coverage to meet resident needs during 
an influenza outbreak resulting in one (1) nurse being
assigned responsibility for 58 residents from 
approximately 12 AM until 7 AM on 10/12/25, resulting 
in missed medications and lack of monitoring for 
residents on one unit. The facility failed to identify
an influenza (flu} outbreak when three residents tested
positive for flu from 10/8/25 through 1 0/12/25. The 
facility did not initiate droplet precautions, notify 
health department, provide timely antiviral treatment,
maintain outbreak surveillance or staff illness 
tracking during outbreak. The facility failed to ensure
the facility assessment had required detail on staffing
needs by shift and by unit, and the contingency plan 
for staffing emergencies had no actionable process 
which resulted in insufficient staffing during an 
influenza outbreak. The facility failed to use its 
Quality Assurance and Performance Improvement (QAPI) 
program to identify and correct system failures in 

STATE FORM Event ID: 1D7FE0-H1 Facility ID: 30SR If continuation sheet Page 12 of 57



PRINTED: 11/17/2025

Mississippi State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

10/28/2025

NAME OF PROVIDER OR SUPPLIER

SUNPLEX SUB-ACUTE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

6520 SUNSCOPE DRIVE , OCEAN SPRINGS, Mississippi, 39564

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

M0225 M0225Continued from page 12
infection control and staffing during an influenza 
outbreak. 

1. On 10/21/2025 at 6:15 PM, the Administrator held an
emergency Quality Assurance and Performance Improvement
meeting with the Medical Director, Director of 
Nursing, Infection Preventionist, Medical Records 
nurse, Life Connections Coordinator, Wound Care nurse 
and others as part of the Interdisciplinary team to 
discuss findings from the State Agency, discuss 
immediate actions, and further interventions. Immediate
actions were decided as in-servicing all staff on Abuse
and Neglect, in-servicing nurses on medication 
administration and medication errors, in-servicing all
staff on flu outbreak and isolation precautions. The 
Administrator would review policy for Quality Assurance
and Performance Improvement for any changes needed and
as re-education in policy. The Administrator would 
review and update facility assessment to identify 
updated needs to staff per unit and the contingency 
plan for emergencies. Administrative nurses would 
complete a 100 percent audit on all medication carts 
compared to medication orders to ensure all medications
were accessible in the building. The Infection 
Preventionist would be in-serviced on the roles and 
responsibilities of an Infection Preventionist. 
Policies on Abuse and Neglect, medication 
administration, medication errors, QAPI, flu outbreak,
isolation precautions, and the expectations of the 
Infection Preventionist were all reviewed and updated.
Staff were in-serviced with new policies. 

2. On 10/21/2025 at 6: 15 PM, the Administrator 
notified Medical Director of missed medications during
QAPI meeting. All missed medications were reviewed with
Medical Director during this meeting. No new orders 
were given. No adverse reactions were noted due to 
missed medications. 

3. On 10/21/2025 at 8:00 PM, the Director of Nursing 
began an in-service for all staff on the policies and 
procedures of Abuse and Neglect. No employee was 
permitted to return to work until they completed the 
in-service. 

4. On 10/21/2025 at 8:00 PM, the Director of Nursing 
began an in-service on medication administration and 
medication errors to educate all nursing staff. This 
in-service included procedures for when medication 
cannot be located anywhere in the facility. If 
medication is not available, staff should contact 
pharmacy and pull medication from emergency kit. Any 
missed medications are to be reported to the Director 
of Nursing and Medical Director immediately, an 
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M0225 M0225Continued from page 13
incident report is to be completed, the resident 
observed for any adverse reactions, and the 
family/resident representative is to be notified. Any 
tasks left undone are to be reported to relief during 
report for oncoming shift. No employee was permitted to
return to work until they completed the in-service. 

5. On 10/21/2025 at 8:00 PM, Administrator and Director
of Nursing reviewed Flu outbreak and Isolation 
precautions policy and procedures. The Director of 
Nursing began an in­service for flu outbreak and 
isolation precautions to educate all staff. All staff 
are to continue to monitor residents and staff for 
flu-like symptoms and report any findings to the 
immediate supervisor. No employee was permitted to 
return to work until they completed the in-service. 

6. On 10/21/2025 at B: 15 PM, the Administrator 
reviewed policy on Quality Assurance and Performance 
Improvement plan and policy for re-education purposes 
and to review new policy. The Quality Assurance and 
Performance Improvement plan and policy was reviewed 
with the facility's Interdisciplinary Team including 
the Administrator, Medical Director, Director of 
Nursing, Infection Preventionist, Medical Records 
nurse, Life 

Connections Coordinator, Wound Care nurse and others in
a follow up Quality Assurance and Performance 
Improvement meeting held on 10/22/2025 at 4:00 PM. 

7. On 10/21/2025 at 8:30 PM, the facility Administrator
began reviewing and updating the facility assessment to
reflect correct staffing and supervision by shift and 
by unit related to the facility's acuity level. The 
Facility Administrator began updating the contingency 
plan for staffing emergencies within the facility 
assessment. The facility assessment was updated on 
10/22/2025 at 12:00 PM. The contingency plan will be 
initiated effective 10/22/2025 at 12:00 PM and is as 
follows: Facility will utilize On-call for staffing 
needs and call ins. On-call will notify Director of 
Nursing if not able to cover. Facility will utilize 
Consultants and/or transfer staff from other nursing 
facilities within partnership to assist and cover 
staffing needs. The new facility assessment was 
reviewed with the interdisciplinary team during follow
up QAPI held on 10/22/2025 at 4:00 PM. 

8. On 10/22/2025 at 7:00 AM, the Infection 
Preventionist (IP) was included in an in-service held 
by the Director of Nursing for policy and procedures of
outbreak surveillance and staff-illness tracking during
an outbreak to be completed before beginning of their 
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M0225 M0225Continued from page 14
next shift. Due to this outbreak being finished, IP 
nurse was instructed to continue to monitor residents 
and staff for flu-like symptoms and to report to 
Director of Nursing any findings. 

9.On 10/22/2025 at 3:00 PM, the Director of Nursing, 
Medical Records nurse, and Wound Care nurse completed a
100 percent audit to compare the current medication 
orders to the medication on the carts and in medication
rooms to verify all medications ordered were readily 
available in the facility. No negative findings during
audit. 

10.On 10/22/2025 at 3:50 PM, the Administrator notified
the Mississippi Department of Health of the flu 
outbreak beginning 10/8/2025. 

11. On 10/22/2025 at 4:00 PM, the Administrator held a
follow-up QAPI meeting to discuss all immediate actions
that were in place. All in-services and audits were 
completed. All staff would continue to monitor any 
residents or staff for flu-like symptoms, staffing 
would be reviewed daily to ensure all areas were 
covered according to the facility assessment, and daily
reviews of missed medications would be reviewed each 
morning in clinical meeting. 

The facility alleges all corrective actions to remove 
the IJ was completed on 10/22/25 and IJ would be 
removed on 10/23/2025. 

Validation: 

The SA validated the removal plan on 10/28/25 and the 
immediacy was removed on 10/23/25 prior to exit. 

M0500 M050045.17.2 Residents' Rights 

Residents' Rights. The residents' rights policies and 
procedures ensure that each resident admitted to the 
facility: 

1. is fully informed, as evidenced by the resident's 
written acknowledgment, prior to or at the time of 
admission and during stay, of these rights and is given
a statement of the facility's rules and regulations and
an explanation of the resident's responsibility to obey
all reasonable regulations of the facility and to 
respect the personal rights and private property of 
other residents; 

2. is fully informed, and is given a written statement
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M0500 M0500Continued from page 15
prior to or at time of admission and during stay, of 
services available in the facility, and of related 
charges including any charges for services covered by 
the facility's basic per diem rate; 

3. is assured of adequate and appropriate medical care,
is fully informed by a physician or nurse 
practitioner/physician assistant of his medical 
conditions unless medically contraindicated (as 
documented by a physician or nurse 
practitioner/physician assistant in his medical 
record), is afforded the opportunity to participate in
the planning of his medical treatment, to not be 
limited in his/her choice of a pharmacy or pharmacist 
provider in accordance with state law, as referenced in
House Bill 1439, which states that the facility shall 
not limit a resident ' s choice of pharmacy or pharmacy
provider if that provider meets the same standards of 
dispensing guidelines required of long term care 
facilities, to refuse to participate in experimental 
research, and to refuse medication and treatment after
fully informed of and understanding the consequences of
such action; 

4. is transferred or discharged only for medical 
reasons, or for his welfare or that of other residents,
or for nonpayment for his stay (except as prohibited by
sources of third-party payment), and is given a two 
weeks advance notice in writing to ensure orderly 
transfer or discharge. A copy of this notice is 
maintained in his medical record; 

5. is encouraged and assisted, throughout his period of
stay, to exercise his rights as a resident and as a 
citizen, and to this end may voice grievances, has a 
right of action for damages or other relief for 
deprivations or infringements of his right to adequate
and proper treatment and care established by an 
applicable statute, rule, regulation or contract, and 
to recommend changes in policies and services to 
facility staff and/or to outside representatives of his
choice, free from restraint, interference, coercion, 
discrimination, or reprisal; 

6. may manage his personal financial affairs, or is 
given at least a quarterly accounting of financial 
transactions made on his behalf should the facility 
accept his written delegation of this responsibility to
the facility for any period of time in conformance with
State law; 
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7. is free from mental and physical abuse; 

8. is free from restraint except by order of a 
physician or nurse practitioner/physician assistant, or
unless it is determined that the resident is a threat 
to himself or to others. Physical and chemical 
restraints shall be used for medical conditions that 
warrant the use of a restraint. Restraint is not to be
used for discipline or staff convenience. The facility
must have policies and procedures addressing the use 
and monitoring of restraint. A physician order for 
restraint must be countersigned within 24 hours of the
emergency application of the restraint; 

9. is assured security in storing personal possessions
and confidential treatment of his personal and medical
records, and may approve or refuse their release to any
individual outside the facility, except, in the case of
his transfer to another health care institution, or as
required by law of third-party payment contract; 

10. is treated with consideration, respect, and full 
recognition of his dignity and individuality, including
privacy in treatment and in care for his personal 
needs; 

11. is not required to perform services for the 
facility that are not included for therapeutic purposes
in his plan of care; 

12. may associate and communicate privately with 
persons of his choice, may join with other residents or
individuals within or outside of the facility to work 
for improvements in resident care, and send and receive
his personal mail unopened, unless medically 
contraindicated (as documented by his physician or 
nurse practitioner/physician assistant in his medical 
record); 

13. may meet with, and participate in activities of, 
social, religious and community groups at his 
discretion, unless medically contraindicated (as 
documented by his physician or nurse 
practitioner/physician assistant in his medical 
record); 

14. may retain and use his personal clothing and 
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possessions as space permits, unless to do so would 
infringe upon rights of other residents, unless 
medically contraindicated (as documented by his 
physician or nurse practitioner/physician assistant in
his medical record); 

15. if married, is assured privacy for visits by 
his/her spouse; if both are inpatients in the facility,
they are permitted to share a room, unless medically 
contraindicated (as documented by the attending 
physician or nurse practitioner/physician assistant in
the medical record); and 

16. is assured of exercising his civil and religious 
liberties including the right to independent personal 
decisions and knowledge of available choice. The 
facility shall encourage and assist in the fullest 
exercise of these rights. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Level IV- Pattern 

Based on observation, interviews, record review, and 
facility policy review, the facility failed to protect
the resident's right to be free from neglect when 
licensed nursing staff failed to administer prescribed
medications, failed to notify physicians of missed 
medications, and failed to ensure residents received 
appropriate supervision and monitoring during a period
of increased resident illness and high acuity related 
to an influenza outbreak for five (5) of (5) residents
reviewed for medication administration, Residents #12,
#28, #36, #53, and #100. This had the potential to 
affect all 29 residents on the West Unit. 

The facility’s failure to provide clear direction 
regarding nursing coverage responsibilities, ensure 
appropriate oversight, and timely physician 
notification for missed medications, placed all 29 
residents on the West Unit at risk for serious illness,
serious harm, serious impairment, or death. 

The situation was determined to be an Immediate 
Jeopardy (IJ) and Substandard Quality of Care (SQC) 
that began on 10/12/25 when one (1) Registered Nurse 
(RN) was assigned responsibility for all 58 residents 
in the facility, including 29 residents on the West 
Unit and 29 residents on the Transitional Care Unit 
(TCU), from approximately 12 AM until 7:00 AM. The 
facility Administrator was notified of the IJ on 
10/21/25 at 4:10 PM. The facility provided an 
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acceptable Removal Plan on 10/22/25, in which they 
alleged all corrective actions to remove the IJ were 
completed on 10/22/25, and the IJ removed on 10/23/25.

The State Agency (SA) validated the Removal Plan on 
10/28/25 and determined that the IJ was removed on 
10/23/25, prior to exit. Therefore, the scope and 
severity for Rule 45.17.2- Resident Rights- (M500) was
lowered from a Level IV to a Level II while the 
facility develops a plan of correction to monitor the 
effectiveness of the systemic changes to ensure the 
facility sustains compliance with regulatory 
requirements. 

Findings include: 

A record review of the facility’s policy “Abuse, 
Neglect, Exploitation and Misappropriation Prevention 
Program” , dated 10/2022 revealed “…Residents have the
right to be free from abuse, neglect … Policy 
Interpretation and Implementation… The resident abuse,
neglect and exploitation prevention program consists of
a facility-wide commitment and resource allocation to 
support the following objectives: 1. Protect residents
from abuse, neglect … by anyone including: a. facility
staff … 3. Ensure adequate staffing and 
oversight/support to prevent burnout, stressful working
situations and high turnover rates … 7. Implement 
measure to address factors that may lead to abusive 
situations, for example: a. adequately prepare staff 
for caregiving responsibilities … 8. Identify … all 
possible incidents of … neglect…” 

A record review of the facility’s policy “Administering
Medications”, dated 8/2023 revealed “… Medications are
administered in a safe and timely manner, and as 
prescribed. Policy Interpretation and Implementation …
4. Medications are administered in accordance with 
prescriber orders, including any required time frame …

A record review of the facility’s “Nurse Schedule” for
October 2025 revealed on 10/11/2025 and 10/12/2025, two
(2) nurses were scheduled for 7P-7A with one (1) nurse
call-in for both days. Further review revealed the 
facility consistently scheduled two (2) licensed nurses
for the 7P to 7A shift and the only RN scheduled for 
the facility was the RN that worked the night shift (7P
to 7A shift.) 

A record review of the facility’s “Daily PPD (Per 
Patient Day)” for 10/11/2025 revealed “… Census 58 … 
Day Shift Actual RN (Registered Nurse) :0, LPN 
(Licensed Practical Nurse): 3, CNA (Certified Nurse 
Aide): 5 … Evening Shift Actual: RN: 0.5, LPN: 1.5, 
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CNA: 5 … Night Shift Actual RN:1, LPN: 0, and CNA:4 …”
For 10/12/2025, the “Daily PPD” revealed “… Census 58 …
Day Shift Actual RN:0, LPN: 3, CNA:5 … Evening Shift 
Actual: RN: 0.5, LPN: 1.5, CNA: 5 … Night Shift Actual
RN:1, LPN: 1, and CNA:4 …” 

A record review of the facility’s daily assignment 
sheet for 10/11/2025 for 10P-6:30A revealed RN #3 was 
listed as the “TCU Nurse” and there was no nurse 
assigned as “West Nurse.” 

A record review of the facility’s “Employee Time-Cards”
for 10/11/2025 revealed RN #3 was the only licensed 
nurse at the facility from approximately 11:00 PM until
7:00 AM. 

A record review of the facility’s “On-Call Log” 
revealed the nurse scheduled for the 7:00 PM to 7:00 AM
shift reported illness and called out at 12:00 PM on 
10/11/25, providing the facility with approximately 
seven (7) hours to secure replacement coverage before 
the shift began. The facility was unable to provide 
written documentation that leadership attempted to find
replacement coverage. 

A record review of the facility’s “Daily Census” for 
10/11/2025 and 10/12/2025 revealed there were 58 active
residents at the facility. 

Resident #12 

A record review of the “Admission Record” revealed the
facility admitted Resident #12 on 07/21/2023 with 
current diagnoses including Other Intervertebral Disc 
Degeneration, Lumbar Region with Discogenic Back Pain 
Only. 

A record review of the Comprehensive Minimum Data Set 
(MDS) with an Assessment Reference Date (ARD) of 
7/23/25 revealed Resident #12 had a Brief Interview for
Mental Status (BIMS) Summary Score of 14, which 
indicated he was cognitively intact. 

A record review of the “Order Summary Report” with 
active orders as of 10/22/2025, revealed Resident #12 
had Physician’s Orders for Gabapentin Tablet 600 mg 
(milligram) Give 1 table by mouth every eight (8) hours
for neuropathy (dated 7/21/23), 
Hydrocodone-Acetaminophen Oral Tablet 7.5-325 mg 
(Hydrocodone-Acetaminophen) Give 1 tablet by mouth four
times a day for pain (dated 8/8/24), Lasix Oral Tablet
(Furosemide) Give 20 mg by mouth one time a day for 
edema (dated 10/16/23). 
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A record review of the Medication Administration Record
(MAR) for October 2025 revealed there was no 
documentation indicating Resident #12 received the 5:00
AM dose of Hydrocodone or the 6:00 AM doses of Lasix or
Gabapentin on 10/12/25. 

A record review of Resident #12’s “Controlled Drug 
Receipt/Record/Disposition Form” revealed there was no
documentation that Hydrocodone was signed out by the 
nurse for 10/12/2025 for 5:00 AM administration. 

On 10/20/25 at 10:00 AM, during an interview and 
observation, Resident #12 resided on the West Unit and
was observed sitting upright in a recliner. Resident 
#12 stated he did not receive his morning medications,
including his prescribed pain medications, on 10/12/25.
He stated he informed the daytime nurse when she 
arrived for her shift, but by that time, it was too 
late for the missed medications to be administered. 

Resident #28 

A record review of the “Admission Record” revealed the
facility admitted Resident #28 on 10/12/2023 with 
current diagnoses including Unspecified Injury At 
Unspecified Level of Cervical Spinal Cord, Sequela. 

A record review of the Quarterly MDS with an ARD of 
8/6/25, revealed Resident #28 had a BIMS Summary Score
of 15, which indicated he was cognitively intact. 

A record review of the “Order Summary Report” with 
active orders as of 10/22/2025 revealed Resident #28 
had Physician’s Orders for Cymbalta Oral Capsule 
Delayed Release Particles 30 mg (Duloxetine HCL) Give 2
capsules by mouth one time a day for depression (dated
1/24/25), Lyrica Capsule 150 mg (Pregabalin) Give 1 
capsule by mouth three times a day for Neuropathy 
(dated 4/5/24), Methocarbamol Oral Tablet 750 mg 
(Methocarbamol) Give 2 tablets by mouth every eight (8)
hours for spasms (dated 5/28/25), Multiple 
Vitamins-Minerals tablet give 1 tablet by mouth one 
time a day for supplement (dated 7/18/24), Omega-3 Fish
Oil Capsule (Omega-3 Fatty Acids) Give 2 capsule by 
mouth one time a day for heart health (dated 10/13/23),
Percocet Oral Tablet 10-325 mg (Oxycodone w/ (with) 
Acetaminophen) Give 1 tablet by mouth three times a day
for pain (dated 6/3/25), Sennosides Tablet 8.6 mg Give
2 tablets by mouth two times a day for constipation 
(dated 10/13/23), Sertraline HCL Tablet 100 mg Give 1 
tablet by mouth one time a day for depression (dated 
1/3/25), and Sodium Chloride Tablet Give 1 tablet by 
mouth three times a day for hyponatremia (dated 
10/13/23). 

STATE FORM Event ID: 1D7FE0-H1 Facility ID: 30SR If continuation sheet Page 21 of 57



PRINTED: 11/17/2025

Mississippi State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

10/28/2025

NAME OF PROVIDER OR SUPPLIER

SUNPLEX SUB-ACUTE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

6520 SUNSCOPE DRIVE , OCEAN SPRINGS, Mississippi, 39564

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

M0500 M0500Continued from page 21

A record review of Resident #28’s MAR for October 2025
revealed there was no documentation indicating that the
prescribed Pregabalin (Lyrica) and Sodium Chloride were
administered at 9:00 PM on 10/11/25. There was no 
documentation indicating that Omega-3 Fish Oil Capsule,
Pregabalin, Percocet, and Sodium Chloride were 
administered at 5:00 AM on 10/12/25 and there was no 
documentation indicating that Multiple Vitamins, 
Sertraline, Sennoside Tablet, Methocarbamol, and 
Cymbalta were administered at 6:00 AM on 10/12/25. 

A record review of Resident #28’s “Controlled Drug 
Receipt/Record/Disposition Form” revealed there was no
documentation indicating that Pregabalin was signed out
by the nurse for 10/11/2025 at 9:00 PM and 10/12/2025 
for 6:00 AM administrations. 

On 10/20/25 at 9:40 AM, during an interview and 
observation, Resident #28, who resides on the West 
Unit, was lying in bed. He stated he did not receive 
his morning medications, including his prescribed pain
medication, on Sunday morning, 10/12/25. He stated he 
informed the nurse when she later brought his 
medications, but she told him it was too late to 
administer the missed doses. 

Resident #36 

A record review of the “Admission Record” revealed the
facility admitted Resident #36 initially on 05/20/2022
and reentry on 06/09/2022 with current diagnoses 
including Hemiplegia. 

A record review of the Quarterly MDS with an ARD of 
9/30/25 revealed Resident #36 had a BIMS Summary Score
of 14, which indicated she was cognitively intact. 

A record review of Resident the “Order Summary Report”
revealed Resident #36 had Physician’s Orders for 
Buspirone HCL Tablet 5 mg Give 2 tablets by mouth every
8 hours for anxiety (dated 8/16/23) , Lorazepam Oral 
Tablet 1 mg Give 0.5 mg tablet by mouth two times a day
for Anxiety (dated 4/28/25), and Novolog Solution 100 
unit/ml (milliliter)Inject 5 units subcutaneously with
meals for diabetes and Inject per sliding scale 
subcutaneously before meals and at bedtime for diabetes
(dated 11/3/24). 

A record review of Resident #36’s MAR for October 2025
revealed there was no documentation indicating she 
received Lorazepam, Buspirone, or Novolog at 6:00 AM on
10/12/25. 
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A record review of the “Controlled Drug 
Receipt/Record/Disposition Form” revealed Lorazepam for
Resident #36 was not signed out on 10/12/25 at 6:00 AM
as given by the nurse. 

Resident #53 

A record review of the “Admission Record” revealed the
facility admitted Resident #53 on 06/07/2024 with the 
diagnoses including Unspecified Intracranial Injury 
with Loss of Consciousness Status Unknown, Subsequent 
Encounter. 

A record review of the Quarterly MDS with an ARD of 
09/10/2025 revealed Resident #53 had a BIMS score of 3,
which indicated his cognition was severely impaired. 

A record review of the “Order Summary Report” revealed
Resident #53 had a Physician’s order for Levothyroxine
Sodium Tablet 100 mcg (microgram) Give 1 tablet by 
mouth one time a day related to Hypothyroidism, 
Unspecified (dated 6/7/24) 

A record review of the MAR for October 2025 revealed 
there was no documentation indicating Levothyroxine 
Sodium was administered at 6:00 AM on 10/12/2025. 

Resident #100 

A record review of the “Admission Record” revealed the
facility admitted Resident #100 on 10/08/2025 with the
diagnoses of Encounter for Other Orthopedic Aftercare 
and Gram-Negative Sepsis, Unspecified. 

A record review of the “Order Recap Report” revealed 
Resident #100 had a Physician’s Order, dated 10/8/25, 
for “… Cefepime HCL Intravenous Solution 1gm 
(gram)/50ml Use 1 gram intravenously every 12 hours for
infection for 4 days…” 

A record review of the Admission MDS with an ARD of 
10/15/25, revealed Resident #100 had a BIMS score of 
10, which indicated her cognition was moderately 
impaired. 

A record review of the MAR for October 2025 revealed 
there was no documentation indicating Resident #100 
received the 8:00 AM doses of IV antibiotics on 
10/11/2025 and 10/12/2025. 

On 10/19/2025 at 3:05 PM, during an interview and 
observation with Resident #100, resident lying in bed.
She explained she was on IV antibiotics but was unable
to recall if she had missed any doses. 
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On 10/20/25 at 8:45 AM, during an interview with the 
Administrator, she explained that on 10/11/25, the 
nurse scheduled for the 7:00 PM to 7:00 AM shift called
in sick around 1:00 PM, reporting a fever. She reported
the on-call nurse was also ill and unable to find 
coverage or report to work. She explained she attempted
to obtain coverage from the facility’s sister 
facilities, but no nurses were available. She stated 
the day-shift nurses agreed to remain until 
approximately 11:00 PM, leaving one (1) Registered 
Nurse (RN) in the facility from 11:00 PM until 7:00 AM.
She reported the day-shift nurses actually left around
12:00 AM, and because no additional nurse was found to
provide care for the West Unit, she sat at the nurses’
station to monitor the unit and notify the RN if 
assistance was needed. She stated she is not a nurse 
and was unaware of which medications were administered
or missed. She reported that the RN came to the West 
Unit only twice to administer a PRN (as needed) pain 
medication and once to perform a PRN blood glucose 
check. She explained she did not observe the RN 
complete the scheduled 5:00 AM or 6:00 AM medication 
pass. She reported reviewing the Medication 
Administration Records (MARs) but did not review the 
5:00 AM and 6:00 AM medications. 

On 10/20/25 at 1:00 PM, during an interview with 
Licensed Practical Nurse (LPN) #1, she reported she 
worked on 10/11/25 and 10/12/25 and confirmed there was
no Registered Nurse (RN) in the facility on the day 
shift that weekend. She explained Resident #100 was 
receiving IV medications and, to her knowledge, no IV 
medications were administered on those dates at 8:00 
AM. She stated the night-shift RN arrived on 10/11/25,
but there was no nurse assigned to the West Unit at 
7:00 PM. She explained that a number “9” on the 
Medication Administration Record (MAR) indicates 
“other—see nurse note.” She reported she entered “9s” 
on the MAR during the day shift her shifts because she
did not administer the IV medications, which were 
completed by the Director of Nursing (DON) during the 
week. She stated she was unaware of whether IV 
medications were administered over the weekend. 

On 10/20/25 at 1:30 PM, during an interview with LPN 
#6, she explained she was called in to work on 10/12/25
for the West Unit after the scheduled nurse called in.
She reported she arrived a little after 8:00 AM. She 
stated TCU nurse, RN #3, completed the medication count
for the cart, but no report was given, and there was no
mention of any medications not being administered. She
confirmed there was no Registered Nurse (RN) in the 
facility during the 7:00 AM to 7:00 PM shift on 
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10/12/25. 

On 10/20/25 at 1:50 PM, during an interview with LPN 
#7, she explained she was the nurse on call for the 
weekend of 10/11/25 and 10/12/25. She reported that 
when the scheduled night nurse called in on 10/11/25, 
she notified the Administrator, and both attempted to 
find coverage, but no nurse was available. She stated 
the day-shift nurses wanted to be relieved, but no 
coverage could be found, and to her knowledge, they 
were asked to remain until 11:00 PM. She explained she
was unaware if the night-shift nurse had been informed
she would be responsible for both units. She stated she
knew the Administrator came in and sat at the nurses’ 
station on the West Unit that night. 

On 10/20/25 at 2:45 PM, during an interview with the 
DON, she explained she was out of town at the time of 
the call-in for the weekend of 10/11/25. She reported 
receiving multiple phone calls and text messages 
regarding the staffing shortage but stated she was 
unable to assist because she was not in town. She 
explained that she is responsible for the on-call 
coverage Monday through Friday until 4:00 PM, after 
which other nurses rotate weekend on-call duty and are
expected to work the shift if coverage cannot be found.
She reported that during the weekend of 10/11/25 and 
10/12/25, the on-call nurse was also sick, and the 
Administrator stayed in the facility overnight. She 
stated the nurse working that night should have been 
able to cover the entire building and complete the 
medication passes but confirmed she did not speak 
directly with the nurse to clarify those 
responsibilities or to ensure the scheduled 8:00 AM IV
medication was administered. 

On 10/20/25 at 5:00 PM, during a phone interview with 
RN #3, she confirmed she worked the night shift from 
7:00 PM to 7:00 AM on 10/11/25 and 10/12/25. She 
reported she was informed at the start of her shift 
that the nurse scheduled for the West Unit had called 
in sick. She explained she counted off with the nurses
on the West Unit and was told the Administrator would 
remain at the nurses’ station and notify her if any 
residents on that unit needed medications. She stated 
she was not told she would be responsible for 
administering medications for both units and explained
it was understood she could not cover the entire 
building because she had residents on her assigned unit
who were sick and required care. She reported she went
to the West Unit a couple of times during the night to
administer PRN pain medication and to perform a PRN 
blood glucose check for a resident requesting a 
nighttime snack. She stated she administered the 8:00 
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M0500 M0500Continued from page 25
PM dose of IV antibiotic medication for Resident #100 
but did not give the 8:00 AM IV dose because she 
believed the day-shift RN would complete it. She stated
she left the facility at the end of her scheduled shift
around 7:00 AM on 10/12/25. 

On 10/20/25 at 5:30 PM, during a phone interview with 
Certified Nurse Aide (CNA) #10, she confirmed she 
worked on 10/11/25 from 10:00 PM to 6:30 AM on the West
Unit. She reported there was no nurse present on the 
unit after midnight. She explained several residents 
were complaining of flu-like symptoms during that 
weekend. 

On 10/20/25 at 5:45 PM, during a phone interview with 
Certified Nurse Aide (CNA) #11, she confirmed she 
worked on 10/11/25 from 10:00 PM to 6:30 AM on the TCU.
She reported the facility had only one nurse, an RN, 
providing care for the entire building after midnight.

On 10/21/25 at 9:00 AM, an interview with LPN #4 
confirmed she worked on 10/11/25 when the scheduled 
night-shift nurse called in sick around 1:00 PM. She 
reported she was not relieved from her medication cart
and explained no one specifically asked her to stay 
until 11:00 PM, but she remained because she knew she 
could not leave her residents unattended. She stated 
she left around 11:00 PM after counting the medication
cart with RN #3. She confirmed there was no RN in the 
facility during the 7:00 AM to 7:00 PM shift on 
10/11/25 and that many residents were ill with flu-like
symptoms. She stated she and the other nurse did the 
best they could to complete their duties until 11:00 PM
but acknowledged some tasks were missed, though she 
could not recall specific details. 

On 10/21/2025 at 10:30 AM, during an interview, the 
Administrator confirmed there was no RN scheduled for 
the day shift (7 AM to 7PM) on 10/11/2025 and 
10/12/2025. She also confirmed that with the flu 
outbreak, the staffing numbers were low and the acuity
of the residents was high. 

On 10/21/25 at 12:30 PM, during a phone interview with
the facility’s Medical Director, he reported he had not
been informed of any residents who failed to receive 
medications as ordered and was unaware of any missed or
delayed doses during the influenza (flu) outbreak. He 
stated he was not aware that only one (1) nurse was on
duty overnight during the outbreak and explained that 
additional staff should have been provided given the 
increased resident acuity. 

On 10/21/25 at 1:30 PM, during an interview with the 
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M0500 M0500Continued from page 26
Administrator and Director of Nursing (DON), the 
Administrator explained she reviewed the MAR for 
evening medications but did not review or address the 
morning (5:00 AM & 6 AM) medication pass. She stated 
she did not direct the night nurse to complete the 
morning medication pass on the West Unit and was 
unaware that residents had missed scheduled 
medications. The DON confirmed she was aware that only
one nurse was on duty overnight for approximately sixty
(60) residents but stated one nurse should have been 
able to complete all medication passes. She reported 
she was not aware medications were missed until 
notified by the State Agency. The DON explained the 
facility reviews the MARs daily during 
Interdisciplinary Team (IDT) meetings but acknowledged
the missed doses were not identified because the 
incident occurred over the weekend. Both the 
Administrator and the DON described the incident as 
isolated and confirmed no changes had been made to the
contingency plan in the facility assessment. 

The facility submitted the following acceptable Removal
Plan on 10/22/25: 

On 10/21/2025 at 4: 10 PM, the State Agency presented 
Immediate Jeopardy (IJ) Templates for five failures of
the facility. The facility failed to provide the 
necessary care and services to protect residents from 
neglect. Residents did not receive prescribed 
medications; the physician was not notified of missed 
medications and supervision was inadequate on 10/12/25.
The facility failed to provide sufficient 
licensed-nurse coverage to meet resident needs during 
an influenza outbreak resulting in one (1) nurse being
assigned responsibility for 58 residents from 
approximately 12 AM until 7 AM on 10/12/25, resulting 
in missed medications and lack of monitoring for 
residents on one unit. The facility failed to identify
an influenza (flu} outbreak when three residents tested
positive for flu from 10/8/25 through 10/12/25. The 
facility did not initiate droplet precautions, notify 
health department, provide timely antiviral treatment,
maintain outbreak surveillance or staff illness 
tracking during outbreak. The facility failed to ensure
the facility assessment had required detail on staffing
needs by shift and by unit, and the contingency plan 
for staffing emergencies had no actionable process 
which resulted in insufficient staffing during an 
influenza outbreak. The facility failed to use its 
Quality Assurance and Performance Improvement (QAPI) 
program to identify and correct system failures in 
infection control and staffing during an influenza 
outbreak. 
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M0500 M0500Continued from page 27
1. On 10/21/2025 at 6:15 PM, the Administrator held an
emergency Quality Assurance and Performance Improvement
meeting with the Medical Director, Director of 
Nursing, Infection Preventionist, Medical Records 
nurse, Life Connections Coordinator, Wound Care nurse 
and others as part of the Interdisciplinary team to 
discuss findings from the State Agency, discuss 
immediate actions, and further interventions. Immediate
actions were decided as in-servicing all staff on Abuse
and Neglect, in-servicing nurses on medication 
administration and medication errors, in-servicing all
staff on flu outbreak and isolation precautions. The 
Administrator would review policy for Quality Assurance
and Performance Improvement for any changes needed and
as re-education in policy. The Administrator would 
review and update facility assessment to identify 
updated needs to staff per unit and the contingency 
plan for emergencies. Administrative nurses would 
complete a 100 percent audit on all medication carts 
compared to medication orders to ensure all medications
were accessible in the building. The Infection 
Preventionist would be in-serviced on the roles and 
responsibilities of an Infection Preventionist. 
Policies on Abuse and Neglect, medication 
administration, medication errors, QAPI, flu outbreak,
isolation precautions, and the expectations of the 
Infection Preventionist were all reviewed and updated.
Staff were in-serviced with new policies. 

2. On 10/21/2025 at 6: 15 PM, the Administrator 
notified Medical Director of missed medications during
QAPI meeting. All missed medications were reviewed with
Medical Director during this meeting. No new orders 
were given. No adverse reactions were noted due to 
missed medications. 

3. On 10/21/2025 at 8:00 PM, the Director of Nursing 
began an in-service for all staff on the policies and 
procedures of Abuse and Neglect. No employee was 
permitted to return to work until they completed the 
in-service. 

4. On 10/21/2025 at 8:00 PM, the Director of Nursing 
began an in-service on medication administration and 
medication errors to educate all nursing staff. This 
in-service included procedures for when medication 
cannot be located anywhere in the facility. If 
medication is not available, staff should contact 
pharmacy and pull medication from emergency kit. Any 
missed medications are to be reported to the Director 
of Nursing and Medical Director immediately, an 
incident report is to be completed, the resident 
observed for any adverse reactions, and the 
family/resident representative is to be notified. Any 
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M0500 M0500Continued from page 28
tasks left undone are to be reported to relief during 
report for oncoming shift. No employee was permitted to
return to work until they completed the in-service. 

5. On 10/21/2025 at 8:00 PM, Administrator and Director
of Nursing reviewed Flu outbreak and Isolation 
precautions policy and procedures. The Director of 
Nursing began an in­service for flu outbreak and 
isolation precautions to educate all staff. All staff 
are to continue to monitor residents and staff for 
flu-like symptoms and report any findings to the 
immediate supervisor. No employee was permitted to 
return to work until they completed the in-service. 

6. On 10/21/2025 at B: 15 PM, the Administrator 
reviewed policy on Quality Assurance and Performance 
Improvement plan and policy for re-education purposes 
and to review new policy. The Quality Assurance and 
Performance Improvement plan and policy was reviewed 
with the facility's Interdisciplinary Team including 
the Administrator, Medical Director, Director of 
Nursing, Infection Preventionist, Medical Records 
nurse, Life 

Connections Coordinator, Wound Care nurse and others in
a follow up Quality Assurance and Performance 
Improvement meeting held on 10/22/2025 at 4:00 PM. 

7. On 10/21/2025 at 8:30 PM, the facility Administrator
began reviewing and updating the facility assessment to
reflect correct staffing and supervision by shift and 
by unit related to the facility's acuity level. The 
Facility Administrator began updating the contingency 
plan for staffing emergencies within the facility 
assessment. The facility assessment was updated on 
10/22/2025 at 12:00 PM. The contingency plan will be 
initiated effective 10/22/2025 at 12:00 PM and is as 
follows: Facility will utilize On-call for staffing 
needs and call ins. On-call will notify Director of 
Nursing if not able to cover. Facility will utilize 
Consultants and/or transfer staff from other nursing 
facilities within partnership to assist and cover 
staffing needs. The new facility assessment was 
reviewed with the interdisciplinary team during follow
up QAPI held on 10/22/2025 at 4:00 PM. 

8. On 10/22/2025 at 7:00 AM, the Infection 
Preventionist (IP) was included in an in-service held 
by the Director of Nursing for policy and procedures of
outbreak surveillance and staff-illness tracking during
an outbreak to be completed before beginning of their 
next shift. Due to this outbreak being finished, IP 
nurse was instructed to continue to monitor residents 
and staff for flu-like symptoms and to report to 

STATE FORM Event ID: 1D7FE0-H1 Facility ID: 30SR If continuation sheet Page 29 of 57



PRINTED: 11/17/2025

Mississippi State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

10/28/2025

NAME OF PROVIDER OR SUPPLIER

SUNPLEX SUB-ACUTE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

6520 SUNSCOPE DRIVE , OCEAN SPRINGS, Mississippi, 39564

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

M0500 M0500Continued from page 29
Director of Nursing any findings. 

9.On 10/22/2025 at 3:00 PM, the Director of Nursing, 
Medical Records nurse, and Wound Care nurse completed a
100 percent audit to compare the current medication 
orders to the medication on the carts and in medication
rooms to verify all medications ordered were readily 
available in the facility. No negative findings during
audit. 

10.On 10/22/2025 at 3:50 PM, the Administrator notified
the Mississippi Department of Health of the flu 
outbreak beginning 10/8/2025. 

11. On 10/22/2025 at 4:00 PM, the Administrator held a
follow-up QAPI meeting to discuss all immediate actions
that were in place. All in-services and audits were 
completed. All staff would continue to monitor any 
residents or staff for flu-like symptoms, staffing 
would be reviewed daily to ensure all areas were 
covered according to the facility assessment, and daily
reviews of missed medications would be reviewed each 
morning in clinical meeting. 

The facility alleges all corrective actions to remove 
the IJ was completed on 10/22/25 and IJ would be 
removed on 10/23/2025. 

Validation: 

The SA validated the removal plan on 10/28/25 and the 
immediacy was removed on 10/23/25 prior to exit. 

M0610 M061045.21.2 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 LICENSURE REQUIREMENT is NOT MET as evidenced by:
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M0610 M0610Continued from page 30
Based on observation, interviews, record review, and 
facility policy review, the facility failed to ensure 
that residents who were dependent upon staff for 
activities of daily living (ADL) care received 
assistance with bathing and personal hygiene as 
scheduled and in accordance with their needs and 
preferences for three (3) of (17) sampled residents 
(Residents #24, #54, and #58). 

Findings include: 

A review of the facility’s policy, “Bath, Shower/Tub,”
dated 8/25/2014, revealed, “…The purposes of this 
procedure are to promote cleanliness, provide comfort 
to the resident…Documentation…The following information
should be recorded on the resident’s ADL record and/or
in the resident’s medical record: 1. The date and time
the shower/tub bath was performed…5. If the resident 
refused the shower/tub bath, the reason(s) why and the
intervention taken. Reporting…1. Notify the supervisor
if the resident refuses the shower/tub bath…” 

Resident #24 

A record review of the “Admission Record” revealed the
facility admitted Resident #24 on 8/11/25 with 
diagnoses including Encounter for Other Orthopedic 
Aftercare. 

A record review of the Admission Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 8/18/25 
revealed Resident #24 had a Brief Interview for Mental
Status (BIMS) score of 15, which indicated she was 
cognitively intact. Section F revealed bathing 
preference was coded as “very important.” 

A record review of the “Documentation Survey Report” 
for September 2025 revealed Resident #24 was documented
as having received one (1) bath on 9/2/25, listed as 
“PRN (as needed),” requiring one-person physical 
assistance. There were no other documented baths for 
Resident #24 for the month of September 2025. This 
documentation represented (12) missed showers during 
the month of September 2025. 

On 10/1/2025 at 2:27 PM, during an interview, Resident
#24 stated she preferred to receive her bath after 
lunch but reported that she typically only received one
(1) bath per week. She explained that she wanted to 
receive a bath more than once a week. 

Resident #54 

A record review of the “Admission Record” revealed the
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M0610 M0610Continued from page 31
facility admitted Resident #54 on 1/2/24 with diagnoses
including Cerebrovascular Disease affecting the Left 
Dominant Side. 

A record review of the Quarterly MDS with an ARD of 
9/10/25 revealed Resident #54 had a BIMS score of 15, 
which indicated she was cognitively intact. 

A record review of the “Documentation Survey Report” 
for September 2025 revealed Resident #54 was documented
as having received one (1) bath on 9/22/25, listed as 
“Bathing/Showers M, W, F (Monday, Wednesday, Friday) X
2 bed baths and X 1 shower,” requiring two-person 
assistance. There were no other documented baths for 
Resident #54 for the month of September 2025. 

On 9/29/2025 at 12:54 PM, during an interview, Resident
#54 stated she received a bath once weekly, but wanted
to receive them more often. 

On 10/1/2025 at 8:35 AM, during a phone interview, 
Resident #54’s family member stated she was concerned 
about her mother’s bathing care, explaining that she 
often found her mother’s feet unclean during visits, 
leading her to believe the resident had not been bathed
for several days. 

Resident #58 

A record review of the “Admission Record” revealed the
facility admitted Resident #58 on 2/10/22 with 
diagnoses including Type 2 Diabetes Mellitus. 

A record review of the Comprehensive MDS with an ARD of
9/17/25 revealed Resident #58 had a BIMS score of 15, 
which indicated she was cognitively intact. Section GG
revealed impairment of range of motion in both lower 
extremities and that she required maximal assistance 
for bathing, showers, and personal hygiene. 

A record review of a handwritten Certified Nurse Aide 
(CNA) assignment sheet for the 2:00 PM to 10:00 PM 
shift dated 9/30/25 revealed Resident #58’s name was 
written in for a shower. A record review of the 
Tuesday, Thursday, Saturday (TTS) shower schedule dated
9/30/25 revealed Resident #58 was not listed on the 
schedule. 

A record review of the “Documentation Survey Report” 
for September 2025 revealed no documentation indicating
Resident #58 received a shower or bath as scheduled on
9/4, 9/9, 9/11, 9/13, 9/23, 9/25, or 9/30/25 for a 
total of seven (7) missed showers during the month of 
September. 
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M0610 M0610Continued from page 32

On 10/1/2025 at 7:40 AM, during an observation and 
interview, Resident #58 was observed ambulating down 
the hallway. She stated she did not receive her shower
the previous evening, despite requesting it several 
times. She stated this happens often and that she was 
“lucky to get a shower once a week.” She reported the 
staff were always short and that there were not enough
Certified Nurse Aides (CNAs) to complete all resident 
showers. 

On 10/1/2025 at 7:55 AM, during an interview, CNA #5 
confirmed hearing Resident #58 complain about not 
receiving a shower. She stated the resident was 
truthful and preferred showers over bed baths. CNA #5 
explained that if a resident refused a shower, the 
nurse should be notified, and several attempts should 
be made before documenting a refusal. She reviewed the
resident’s electronic Kardex and confirmed there was no
documentation indicating Resident #58 received a shower
on 9/30/25. 

On 10/1/2025 at 3:20 PM, during an interview, CNA #1 
stated CNA #6, who typically worked part-time, had 
worked the prior evening but was unsure when she would
return. CNA #1 stated that usually two (2) CNAs worked
per hall on both day and evening shifts, and not all 
showers were completed. She reported that the number of
showers listed on assignment sheets did not match the 
residents’ Kardex documentation. CNA #1 stated this had
been an ongoing problem. 

On 10/1/2025 at 3:30 PM, during an interview, CNA #4 
stated she worked the evening shift on 9/30/25 on the 
100 Hall and did not see Resident #58 go to the shower.
She stated the resident required two-person assistance
for transfers. 

On 10/1/2025 at 5:46 PM, during an interview, LPN #1 
confirmed that the facility typically had two (2) CNAs
per hall on each shift and stated, “They don’t have 
enough staff to give the residents showers like they 
should, and if they get a bed bath, they’re doing 
good.” 

On 10/2/2025 at 12:21 PM, during an interview, Licensed
Practical Nurse (LPN) #5 stated the facility typically
had two (2) CNAs assigned per hall, especially on 
weekends, making it difficult for residents to receive
scheduled showers. 

On 10/2/2025 at 3:50 PM, during an interview, the 
Director of Nursing (DON) stated she was aware of 
ongoing resident complaints about missed baths and 
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M0610 M0610Continued from page 33
showers. She confirmed the issue was primarily related
to CNA staffing shortages. The DON stated she expected
staff to honor residents’ bathing preferences and to 
request assistance when needed. She acknowledged that 
Resident #58 occasionally refused showers but stated 
staff should attempt to accommodate her preferred time
rather than skip bathing entirely. 

On 10/1/2025 at 3:53 PM, during an interview with both
the DON and the MDS Consultant, a review of 
documentation for Residents #24 and #54 revealed 
multiple days in September 2025 without recorded 
bathing. The MDS Consultant commented, “There is 
something wrong with the documentation.” 

On 10/2/2025 at 4:45 PM, during an interview, the 
Administrator stated she was aware of the staffing 
challenges and resident complaints regarding missed 
showers. She reported that management had discussed 
revising the shower schedule to better accommodate 
residents’ needs. The Administrator stated she did not
expect any resident to miss a shower and expected staff
to honor resident preferences, including those who 
preferred showers to bed baths. 

M0725 M072545.24.6 Poisonous Substances 

Poisonous Substances. All poisonous substances such as
insecticides, caustic cleaning agents, rodenticide, and
other such agents must be plainly labeled and kept in 
locked cabinet or closet. No substances of this type 
shall be kept in the following areas: kitchen, dining 
area, food storage room or pantry, medicine cabinet or
drug room, resident's bedroom or toilet, public rooms,
or spaces. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, interviews, record review, and 
facility policy review, the facility failed to ensure 
medications were stored securely and in accordance with
professional standards of practice by allowing a 
resident to have medications stored at the bedside 
without an assessment for safe self-administration for
one (1) of (17) sampled residents (Resident #2). 

Findings include: 

A review of the facility’s policy, “Self-Administration
of Medication,” revised February 2021, revealed, 
“…Residents have the right to self-administer 
medications if the interdisciplinary team has 
determined that it is clinically appropriate and safe 
for the resident to do so…Policy Interpretation and 
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M0725 M0725Continued from page 34
Implementation…9. Any medications found at the bedside
that are not authorized for self-administration are 
turned over to the nurse in charge…” 

On 9/29/2025 at 12:07 PM, during an observation and 
interview, Resident #2 was observed with an inhaler on
the bedside table in plain view. Resident #2 explained
she used the inhaler as needed. 

On 9/30/2025 at 2:00 PM, during an observation, 
Resident #2 was sitting on the side of the bed. The 
inhaler remained on the bedside table in plain view, 
and an empty inhaler box was observed inside the water
basin on a shelf in the room. 

On 10/1/2025 at 8:40 AM, during an observation and 
interview, Resident #2 was again observed sitting on 
the side of the bed. The inhaler remained on the 
bedside table in plain view, and the box was still 
located in a basin in the room. Resident #2 stated she
knew the inhaler was to be used as needed every four 
(4) to six (6) hours. She explained that staff 
previously brought her the inhaler, but since she did 
not always need it when they offered, it was left in 
her room. She stated she uses it when she feels it is 
needed and does not notify staff. 

On 10/1/2025 at 3:30 PM, during an observation and 
interview with Licensed Practical Nurse (LPN) #4, she 
stated she was not aware that Resident #2 had an 
inhaler at the bedside and confirmed the resident had 
never requested one. LPN #4 observed and confirmed the
inhaler was on the bedside table in plain view. She 
stated Resident #2 had an order for an inhaler, two (2)
puffs every four (4) hours as needed for shortness of 
breath. LPN #4 stated the resident was cognitively 
intact and capable of self-administering medications 
but acknowledged she was not aware if an assessment had
been completed. 

On 10/2/2025 at 3:15 PM, during an interview, the 
Director of Nursing (DON) acknowledged that the 
facility had not assessed Resident #2 for safe 
self-administration of medications and that there was 
not a physician's order authorizing the medication to 
be kept at the bedside. The DON stated it was her 
expectation that all medications be stored securely and
that medications should not be kept at the bedside 
unless specifically authorized and assessed. 

A record review of the “Admission Record” revealed the
facility admitted Resident #2 on 12/1/2023 with 
diagnoses including Simple Chronic Bronchitis and 
Unspecified Asthma, Uncomplicated. 
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M0725 M0725Continued from page 35

A record review of the “Order Summary Report” revealed
Resident #2 had a physician’s order, dated 4/12/24 for
“…Proventil HFA Inhalation Aerosol Solution…2) puff 
inhale orally every 4 hours as needed for SOB 
(shortness of breath).” There was no order authorizing
the medication to be kept at the bedside. 

A record review of the Quarterly Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 8/19/2025 
revealed Resident #2 had a Brief Interview for Mental 
Status (BIMS) score of 15, which indicated the resident
was cognitively intact. 

M0735 M073545.25.1 Medical Records Management 

Medical Records Management. 

1. A medical record shall be maintained in accordance 
with accepted professional standards and practices on 
all residents admitted to the facility. The medical 
records shall be completely and accurately documented,
readily accessible, and systematically organized to 
facilitate retrieving and compiling information. 

2. A sufficient number of personnel, competent to carry
out the functions of the medical record service, shall
be employed. 

3. The facility shall safeguard medical record 
information against loss, destruction, or unauthorized
use. 

4. All medical records shall maintain the following 
information: identification data and consent form; 
assessments of the resident's needs by all disciplines
involved in the care of the resident; medical history 
and admission physical exam; annual physical exams; 
physician or nurse practitioner/physician assistant 
orders; observation, report of treatment, clinical 
findings and progress notes; and discharge summary, 
including the final diagnosis. 

5. All entries in the medical record shall be signed 
and dated by the person making the entry. 
Authentication may include signatures, written 
initials, or computer entry. A list of computer codes 
and written signatures must be readily available and 
maintained under adequate safeguards. 
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M0735 M0735Continued from page 36

6. All clinical information pertaining to the residents
stay shall be centralized in the resident's medical 
records. 

7. Medical records of discharged residents shall be 
completed within sixty (60) days following discharge. 

8. Medical records are to be retained for five (5) 
years from the date of discharge or, in the case of a 
minor, until the resident reaches the age of twenty-one
(21), plus an additional three (3) years. 

9. A resident index, including the resident's full name
and birth date, shall be maintained. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on staff interview and record review, the 
facility failed to accurately document a resident's 
weight in the medical record for one (1) of 17 sampled
residents. Resident #10 

Findings include: 

A record review of the “Weights and Vitals Summary” for
Resident #10 revealed that on 9/5/25 a weight of 76.7 
pounds was recorded in the clinical record. However, 
two (2) days earlier, on 9/3/25, his weight was 
recorded as 167.2 pounds. Also, on 6/6/25, Resident 
#10’s weight was recorded as 159.5 pounds and five (5)
days later, on 6/11/25, the resident’s weight was 
documented as 189 lbs. 

On 10/1/25 at 3:30 PM, during an interview, the 
Director of Nursing (DON) identified that weights dated
9/5/25 and 6/11/25 for Resident #10 were entered 
incorrectly in the electronic medical record. 

On 10/1/25 at 4:44 PM, during an interview with 
Registered Nurse (RN) #1 (Nurse Supervisor), she 
confirmed that the weights documented on 9/5/25 and 
6/11/25 were inaccurate and caused the resident’s 
record to incorrectly trigger weight alerts. RN #1 
explained that Licensed Practical Nurse (LPN) #2 
entered the resident’s weight as 76 pounds rather than
76.7 kilograms on 9/5/25, which resulted in the system
calculating and triggering a 5% weight loss over a 
180-day period. She further stated that LPN #3 entered
the weights documented on 6/11/25, which were also 
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M0735 M0735Continued from page 37
inaccurate. RN #1 acknowledged these errors created 
inconsistencies between the resident’s actual clinical
status and the weights recorded in the medical record.

On 10/2/25 at 11:50 AM, during an interview, the 
Administrator stated that resident weights are reviewed
monthly during quality meetings to identify and correct
potential errors. The Administrator stated her 
expectation is that when more than one staff member 
inputs weight, there should be a monitoring and 
follow-up review process to ensure accuracy of 
documented weights. 

A record review of the “Admission Record” revealed the
facility admitted Resident #10 on 9/16/24 has current 
diagnoses including Heart Failure. 

A record Review of Quarterly Minimum Data (MDS) with 
the Assessment Review Date (ARD) date of 6/18/25, 
Section K, revealed Resident #10 had a weight loss of 
5% or more in the last month or loss of 10% or more in
last 6 months. 

M0815 M081545.29.1 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 LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, staff interview, and facility 
policy review, the facility failed to ensure food items
were stored and maintained in a safe and sanitary 
manner as evidenced by not discarding expired products
and spoiled food and not refrigerating items according
to manufacturer’s instructions for one (1) of four (4)
survey days. 

Findings include: 

A review of the facility’s policy, “Food Receiving and
Storage”, reviewed 7/24/23, revealed, “…Foods shall be
stored in a manner that complies with safe food 
handling practices...” 

On 9/29/25, at 10:28 AM, during an observation and 
interview, there were (10) loaves of wheat bread that 
had an expiration date of 9/23/25. In the dry goods 
room, there were five (5) quarts of nectar-consistency
Thick & Easy milk with a use-by date of 8/1/25, and 
five (5) quarts of moderately Thick & Easy with a 
use-by date of 5/31/25. Additionally, there was (1) 
gallon of opened Sweet Baby Ray’s teriyaki sauce that 
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M0815 M0815Continued from page 38
was stored on a dry goods shelf despite manufacturer 
instructions requiring refrigeration after opening. In
Refrigerator #1, there was peanut butter pudding with 
an expiration date of 9/2/25, as well as three (3) bell
peppers that were deteriorating and macerated. The Head
Cook acknowledged and confirmed the findings and stated
that the dietary staff who stock the food items were 
responsible for ensuring they were not expired, 
refrigerated appropriately, and were not overly ripe. 

On 10/2/25, at 11:47 AM, during an interview with the 
Administrator, she stated her expectation is for 
dietary staff to receive regular in-service training, 
perform routine checks of dry goods and refrigerator 
areas, ensure food items are labeled and dated, and 
consistently follow established procedures. She 
explained that the dietary staff had been employed at 
the facility for an extended period and should know how
to perform those tasks. 

M1570 M157048.58.1 Infection Control 

The following infection control standards shall be met:

1. The facility must maintain and document an effective
infection control program that protects patients, 
families, visitors, and facility personnel by 
preventing and controlling infections and communicable
diseases. 

2. The facility must have an active surveillance 
program that includes specific measures for prevention,
early detection, control, education, and investigation
of infections and communicable diseases in the 
facility. There must be a mechanism to evaluate the 
effectiveness of the program(s) and take corrective 
action when necessary. The program must include 
implementation of nationally recognized systems of 
infection control guidelines to avoid sources and 
transmission of infections and communicable diseases. 

3. The facility must follow accepted standards of 
practice to prevent the transmission of infections and
communicable diseases, including the use of standard 
precautions. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Level IV- Widespread 

Based on observation, interviews, record review, and 
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M1570 M1570Continued from page 39
facility policy review, the facility failed to 
implement appropriate infection prevention and control
practices to prevent and contain the spread of 
influenza (flu) when three (3) residents (Residents #1,
#53, and #63) tested positive between 10/8/25 and 
10/12/25 for (59) residents in the facility. 
Additionally, the facility failed to implement Enhanced
Barrier Precautions (EBP) during catheter care (a high
contact care activity) for Resident #49. 

The facility’s failure to identify the presence of an 
outbreak, initiate droplet precautions, post 
appropriate signage, notify the local health 
department, provide staff and family education 
regarding the outbreak, ensure the Infection 
Preventionist and clinical leadership verified 
isolation orders and monitored staff illness and 
infection-control compliance, and ensure antiviral 
medications were administered as prescribed resulted in
the continued exposure of residents and the potential 
for transmission of flu throughout the facility, 
placing all residents at risk for serious illness, 
serious harm, serious impairment, or death.. 

The situation was determined to be an Immediate 
Jeopardy (IJ) that began on 10/8/25 when the facility 
had its first laboratory-confirmed case of flu. The 
facility Administrator was notified of the IJ on 
10/21/25 at 4:10 PM. The facility provided an 
acceptable Removal Plan on 10/22/25, in which they 
alleged all corrective actions to remove the IJ were 
completed on 10/22/25, and the IJ removed on 10/23/25.

The State Agency (SA) validated the Removal Plan on 
10/28/25 and determined that the IJ was removed on 
10/23/25, prior to exit. Therefore, the scope and 
severity for Rule 48.58.1 – Infection Control (M1570) 
was lowered from Level IV to Level II while the 
facility develops a plan of correction to monitor the 
effectiveness of the systemic changes to ensure the 
facility sustains compliance with regulatory 
requirements. 

Findings include: 

A record review of the facility’s policy “Influenza, 
Prevention and Control of Seasonal,” revised 01/12/2024
revealed “… This facility follows current CDC (Center 
for Disease Control and Prevention) and State and 
Federal guidelines and recommendations for the 
prevention and control of seasonal influenza… Policy 
Interpretation and Implementation…Surveillance 1. When
there is influenza activity in the local community, or
one laboratory-confirmed influenza case is identified 
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M1570 M1570Continued from page 40
in the facility, active daily surveillance for 
influenza illness is conducted among all new and 
current residents, healthcare personnel, and visitors …
Influenza Control Symptomatic Residents and Visitors 1.
Residents and visitors are asked to inform staff if 
they have symptoms of any respiratory infections (… 
cough, runny nose, fever) … 3. Residents and visitors 
are reminded to report signs and symptoms of 
respiratory infection through the posting of signs at 
the entrance to and in public areas of the facility. 4.
Staff are trained in recognizing and reporting signs of
respiratory illness observed in residents… 7. Visual 
alerts (… signs, posters) are posted at the entrance to
and in common areas of the facility to provide 
residents, visitors, and staff with instructions about
respiratory hygiene and cough etiquette… 12. Wear a 
facemask upon entering room of influenza positive or 
suspected resident. Remove and dispose of facemask when
leaving the room… Symptomatic Healthcare Workers 1. The
infection preventionist and/or designee monitors and 
manages ill healthcare personnel… Laboratory Testing 
for Influenza 1. Laboratory testing for influenza is 
considered for residents (whether or not it is 
influenza season): a. with signs and symptoms of 
influenza; OR b. for high-risk residents who have 
atypical signs and symptoms, AND c. for residents in 
which test results will influence clinical management.
2. Confirmation of influenza by laboratory testing is 
not required in order to prescribe antiviral 
medication, and antiviral treatment is not delayed 
while awaiting test results…Infection Precautions 1. 
Contact and droplet precautions are implemented for 
residents with suspected or confirmed influenza for 
seven (7) days after illness onset or until 24 hours 
after the resolution of fever and respiratory symptoms,
whichever is longer. Precautions may be applied for 
longer periods based on clinical judgement…6. Report 
influenza outbreak to local health department. Two 
cases is considered an outbreak. 7. Follow CDC guidance
for influenza outbreak management. 8. Notify medical 
director for guidance on administering antiviral 
treatment during an outbreak…” 

A review of the facility’s policy, “Enhanced Barrier 
Precautions,” undated, revealed, “…Enhanced barrier 
precautions (EBP)s are utilized to prevent the spread 
of multi-drug-resistant organisms (MDROs) to residents.
Policy Interpretation and Implementation…2. EBPs employ
targeted gown and glove use during high contact 
resident care … 3. Examples of high-contact resident 
care activities requiring the use of gown and gloves 
for EBP’s include: … g. device care or use … urinary 
catheter …” 
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M1570 M1570Continued from page 41
A record review of the CDC “Interim Guidance for 
Influenza Outbreak Management in Long-Term Care and 
Post-Acute Care Facilities”, dated 9/17/2024, revealed,
“…Residents of long-term care facilities can experience
severe and fatal illness during influenza 
outbreaks…When there is a confirmed or suspected 
influenza outbreak (2 or more ill residents)…When 2 
cases of laboratory-confirmed influenza are identified
within 72 hours of each other in resident on the same 
unit, outbreak control measures should be implemented 
as soon as possible…Even if it’s not influenza season,
influenza testing should occur when any resident has 
signs and symptoms that could be due to 
influenza…Determine if influenza virus is the causative
agent by performing influenza testing on upper 
respiratory tract specimens…Implement daily active 
surveillance for acute respiratory illness among 
residents, healthcare personnel and visitor so the 
facility…Conduct daily active surveillance until at 
least 1 week after the last laboratory-confirmed 
influenza case was identified…Test for influenza 
with…in the following: Ill person who are in the 
affected unit(s) as well as previously unaffected units
in the facility…The local public health and state 
health departments should be notified of every 
suspected or confirmed influenza outbreak in a 
long-term care facility…Implement Standard and Droplet
Precautions for all residents with suspected or 
confirmed influenza…Droplet Precautions are intended to
prevent transmission of pathogens spread through close
respiratory or mucous membrane contact with respiratory
secretions. Droplet Precautions should be implemented 
for residents with suspected or confirmed influenza for
7 days after illness onset or until 24 hours after the
resolutions of fever and respiratory symptoms, 
whichever is longer, while a resident is in a 
healthcare facility…These Precautions are part of the 
overall infection control strategy to protect against 
influenza in healthcare settings and should be used 
along with other infection control measures, such as 
isolation or cohorting of ill residents, screening 
employees and visitors for illness, furloughing ill 
healthcare personnel, and discouraging ill visitors 
from entering the facility…All long-term care facility
residents who have confirmed or suspected influenza 
should receive antiviral treatment 
immediately…Initiation of antiviral treatment should 
not wait for laboratory confirmation of 
influenza…Antiviral treatment works best when started 
within the first 2 days of symptoms…If exposed, 
residents on units or wards with influenza cases in the
long-term care facility (currently impacted wards) 
should receive antiviral chemoprophylaxis as soon as an
influenza outbreak is determined…Antiviral 

STATE FORM Event ID: 1D7FE0-H1 Facility ID: 30SR If continuation sheet Page 42 of 57



PRINTED: 11/17/2025

Mississippi State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

10/28/2025

NAME OF PROVIDER OR SUPPLIER

SUNPLEX SUB-ACUTE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

6520 SUNSCOPE DRIVE , OCEAN SPRINGS, Mississippi, 39564

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

M1570 M1570Continued from page 42
chemoprophylaxis is meant for residents who are not 
exhibiting influenza-like illness but may be exposed or
who may have been exposed to an ill person with 
influenza, to prevent transmission…Consider the 
following additional measures to reduce transmission 
among residents and healthcare personnel…Have 
symptomatic residents stay in their own rooms as much 
as possible, including restricting them from common 
activities, and have their meals served in their rooms
when possible. Limit the number of large group 
activities in the facility and consider serving all 
meals in resident rooms if possible when the outbreak 
is widespread (involving multiple units of the 
facility…Limit visitation and exclude ill persons from
visiting the facility via posted notices…Monitor 
healthcare personnel absenteeism due to respiratory 
symptoms and exclude those influenza-like symptoms from
work until at least 24 hours after they no longer have
a fever…” 

Resident #1 

A record review of Resident #1’s “Admission Record” 
revealed the facility admitted her initially on 
06/16/2022 and re-entry on 03/05/2025 with diagnoses 
including Chronic Respiratory Failure with Hypoxia and
Chronic Obstructive Pulmonary Disease (COPD). 

A record review from of the “History and Physical 
Notes” , from an acute care hospital, dated 10/08/2024
revealed Resident #1 had a “… Chief Complaint … temp 
(temperature) of 101.8 this morning. Diagnosed with 
pneumonia 1-2 weeks ago. New onset fatigue and tremors.
Fever Temp of 103…” Further review revealed, “Workup in
the emergency rooms finds a patient … influenza. 
Patient is being admitted on broad-spectrum antibiotics
and Tamiflu…Problem List/Diagnosis … Active Problems: 
Influenza A… Assessment/Plan … 2. Influenza A continue
Tamiflu…” 

A record review of the “Progress Notes” revealed 
Resident #1 had a “Health Status Note”, dated 10/8/25 
at 11:35 AM, indicating that Resident #1 felt as if her
pneumonia had returned, reported chills, and wanted to
go to the hospital. 

A record review of a “Health Status Note”, dated 
10/15/25 at 12:40 AM revealed Resident #1 returned from
the hospital and another note on 10/15/25 at 10:23 AM 
indicated “Resident tested positive for influenza on 
10/8/25…” 

A record review of the Significant Change Minimum Data
Set with an Assessment Reference Date (ARD) of 8/26/25
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M1570 M1570Continued from page 43
revealed Resident #1 had a Brief Interview for Mental 
Status (BIMS) Summary Score of 15, which indicated she
was cognitively intact. 

Resident #53 

A record review of the “Admission Record” revealed the
facility admitted Resident #53 on 06/07/2024 with 
diagnoses including Unspecified Intracranial Injury 
with Loss of Consciousness Status Unknown, Subsequent 
Encounter. 

A record review of the “Physician Emergency Medicine” 
notes, dated 10/12/2025, for Resident #53 revealed “… 
ED (Emergency Department) Diagnosis Influenza A … Chief
Complaint … pt (patient) had fever of 105.1 and gave 
650 mg (milligram) of Tylenol. Prior to EMS (Emergency
Medical Services) arrival, pt fever dropped to 100.4 …
Results: Labs: … Influenza A and B … Abnormal for the 
following components: Result Influenza A Value POSITIVE
…Medical Decision Making: … His workup is notable for 
positive Influenza … Treated with Tamiflu … Provided 
prescription for Tamiflu … Return Precautions given…” 

A record review of a written medication prescription, 
dated 10/12/2025, revealed Resident #53 was prescribed
Tamiflu 6 mg/ml(milliliters) Suspension and had 
specific instructions including “… take 12.5 mls (75 mg
total) by mouth in the morning and take 12.5 mls (75 mg
total) before bedtime. Do all this for 9 doses…” 

A record review of the “Order Summary Report” revealed
Resident #53 had Physician Orders to transfer to the 
hospital for evaluation and treatment to rule out 
sepsis and influenza, dated 10/12/2025. No droplet or 
contact isolation orders noted. He had an order dated 
10/12/25 for Oseltamivir Phosphate Oral Suspension 
(Tamiflu), with a “Start Date” of 10/12/25 and an “End
Date” of 10/16/25. There were no physician orders for 
isolation or droplet precautions. 

A record review of the Medication Administration Record
(MAR) for October 2025 revealed Resident #53 was 
administered five (5) doses instead of nine (9). On 
10/12/25 and 10/13/25, there was a Chart Code 
documented as (9) which indicated “Other/See Nurse 
Notes”. 

A record review of the “Progress Notes” for Resident 
#53, effective date 10/12/2025 10:58 AM, revealed “… 
Note text: Reports of resident not feeling well. 
Resident presents with temp of 105.1 … MD (medical 
doctor) notified of change, instructed to transfer 
resident to hospital to rule out influenza/sepsis …” 
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The “Progress Notes” with an effective date 10/12/2025
4:10 PM revealed “… Note text: resident returned from 
hospital with influenza A, resident rec’d (received) 
first dose Tamiflu … resident to be on enhanced 
precautions for duration of medication and s/s (signs 
and symptoms) … will check in ekit (emergency kit) for
dose for tonight, until pharmacy deliver medications…”
There were no progress notes explaining the reason for
the medication not being administered and instead a 
Code number nine (9) on the MAR for 10/12/2025 and 
10/13/2025. 

A record review of the “RX (prescription) 
Profiles-Detailed from (Proper Name) Pharmacy revealed
Resident #53’s Tamiflu medication was not received by 
the facility until 10/14/2025, which was two (2) days 
after the medication was prescribed. 

A record review of Resident #53’s “Quarterly MDS” with
an ARD of 09/10/2025 revealed a BIMS score of 3, which
indicated severely cognitively impaired. 

Resident #63 

A record review of the “Admission Record” revealed the
facility admitted Resident #63 on 01/24/2023 with 
diagnoses including Chronic Systolic (Congestive) Heart
Failure. 

A record review of Resident #63’s “Lab Results” 
collected on 10/10/2025 revealed a positive result for
Influenza A. 

A record review of Resident #63’s “Discharge Summary 
Notes” dated 10/14/2025 revealed “…Admit Date: 
10/10/2025 … Problem List/Discharge Diagnosis: … Acute
on chronic respiratory failure with hypoxia. Active 
Problems: … Influenza A … Hospital Course: … male who 
presented … with hypoxia with saturations in high 80s.
He was positive for influenza … Patient was admitted to
the hospital for acute hypoxic respiratory failure 
secondary to COPD exacerbation as well as influenza A.
Was started on steroids nebulizers BiPAP placed in ICU
(Intensive Care Unit) and also placed on Tamiflu..." 

A record review of Resident #63’s “Order Summary 
Report” revealed there were no Physician’s Order for 
droplet or contact isolation orders. Resident #63 had a
Physician’s Order, dated 10/14/25 for “Tamiflu Oral 
Capsule 75 mg Give one (1) capsule by mouth two times a
day for flu related to Influenza … for 4 (four) days.”
The “Start Date” was 10/14/25 and the “End Date” was 
10/18/25. 
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A record review of Resident #63’s MAR for October 2025
revealed the Tamiflu medication was not administered on
10/14/24 and a Chart Code of 9 was entered. 

A record review of Resident #63’s “Progress Notes” with
effective date 10/10/2025 5:46 PM revealed “… Note 
text: reports of sob (shortness of breath, resident 
100.0 temp … nasal swab collected for influenza 
culture, covid rapid test completed. Covid rapid 
presents negative…” There was also a noted dated 
10/11/2025 1:49 AM revealed “… Note text: res 
(resident) lying in bed. Observed with labored 
breathing. Res with noted seizure like activity. Temp 
105.2 …” A progress noted dated 10/15/25 at 6:01 PM 
revealed “… Note text: resident remains on enhance 
barrier precautions for pneumonia and flu …” There were
no progress notes indicating why the resident was not 
administered his prescribed Tamiflu medication on 
10/14/25. 

A record review of the Quarterly MDS with an ARD of 
09/24/2025 revealed Resident #63 had a BIMS score of 
10, which indicated his cognition was moderately 
impaired. 

Resident #49 

A record review of the “Admission Record” revealed the
facility admitted Resident #49 on 9/11/25 with 
diagnoses including Benign Prostatic Hyperplasia with 
Lower Urinary Tract Symptoms. 

A record review of the “Order Summary Report” revealed
Resident #49 had a physician’s order, dated 9/13/25, 
for “…Catheter care using soap and warm water every 
shift and as needed…” 

A record review of the Admission Minimum Data Set (MDS)
with an Assessment Reference Date (ARD) of 9/23/25 
revealed Resident #49 had a Brief Interview for Mental
Status (BIMS) Summary Score of 15, which indicated he 
was cognitively intact. Section H revealed he had an 
indwelling catheter. 

On 10/1/25 at 2:50 PM, during an observation of 
catheter care for Resident #49, Certified Nurse Aide 
(CNA) #1 provided incontinence and catheter care 
without donning a gown as required for Enhanced Barrier
Precautions. 

On 10/1/25 at 3:05 PM, during an interview, CNA #1 
confirmed there was no EBP signage on the resident’s 
door and acknowledged she did not wear a gown while 
providing catheter care. 
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On 10/2/25 at 3:00 PM, during an interview, the 
Director of Nursing (DON) stated that all staff had 
been educated on Enhanced Barrier Precautions and she 
expected staff to comply with EBP requirements for 
residents at risk. She stated staff had been 
in-serviced on infection control and EBP the prior 
week. She further explained that EBP signage should be
placed when a resident is admitted or when a change in
condition requires EBP. She confirmed Resident #49 had
a catheter and required EBP. 

On 10/2/25 at 4:00 PM, during an interview, Registered
Nurse (RN) #1 explained the facility used signs on 
residents’ doors for staff to know who was on EBP and 
confirmed that she was responsible for placing EBP 
signage. She stated that she missed placing the sign 
for Resident #49 and reported that her expectation was
for all staff to follow EBP requirements for residents
requiring precautions. 

A record review of the facility’s “Order Listing 
Report” with order date range from 10/01/2025 through 
10/31/2025 revealed a total of five (5) residents 
received Tamiflu. Four (4) residents on the west unit 
and one (1) on the TCU unit. 

A record review of the facility’s “Infection Control 
Map” for October 2025 revealed three (3) rooms on the 
west unit with respiratory infections and no residents
on the TCU unit were coded for respiratory infections.

A record review of the facility’s “Infection Control 
Log” for October 2025 revealed one (1) resident on TCU
treated for URI (Upper Respiratory Infection), one (1)
resident on TCU for preventative Flu treatment, one (1)
resident on the west unit for preventative Flu, and 
three (3) residents on the west unit treated for the 
Flu. 

A record review of the facility’s “On Call Log” 
revealed one (1) staff member called in for four (4) 
shifts related to Flulike symptoms, one (1) staff 
member called in for two (2) shifts, and one (1) called
in for one (1) shift from 10/09/2025 through 10/13/2025
and no further call-in logs were provided. 

On 10/19/25 at 2:40 PM, during an interview and 
observation with Licensed Practical Nurse (LPN) #2, she
explained that Resident #53 had been moved to a private
room after testing positive for influenza (flu). LPN #2
stated that today (10/19/25) was the last day the 
resident remained on precautions. During the 
observation, Enhanced Barrier Precaution signage was 
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noted on Resident #53’s door, with no indication of 
droplet or contact precautions. LPN #2 confirmed that 
the current signage had been in place throughout the 
weekend and did not include mask requirements. At the 
time of the observation, no staff were observed wearing
masks. 

On 10/19/25 at 2:50 PM, during an interview with 
Registered Nurse (RN) #1, who identified herself as the
Infection Preventionist (IP) Nurse, she stated that she
was new to the position. RN #1 explained that several 
residents had tested positive for influenza (flu) the 
previous week. She stated she had been off work during
that time but reviewed progress notes during the 
interview. After reviewing the progress notes for 
Resident #63, RN #1 stated the resident developed signs
and symptoms, including a fever, on 10/10/25 at 5:46 
PM, and specimens were obtained for influenza and 
COVID-19 testing. RN #1 stated the COVID-19 result was
negative, and there was no documentation of the 
influenza result, although the resident was transferred
to the hospital later that night at 1:50 AM. She stated
that one resident remained hospitalized, others were no
longer on isolation precautions, and no residents were
currently on contact isolation. RN #1 stated she was 
unsure which residents had been tested for influenza. 

On 10/19/25 at 3:15 PM, during an interview with 
Certified Nurse Aide (CNA) #7, she stated that Resident
#53 had been moved to a private room and was informed 
that isolation precautions were discontinued that day.
CNA #7 confirmed that Enhanced Barrier Precaution 
signage was posted on the door, with no indication of 
contact or droplet precautions. She stated that 
Personal Protective Equipment (PPE) was available 
outside the resident’s room and that staff had been 
wearing masks the previous week when providing care to
the resident. 

On 10/19/25 at 3:50 PM, during an interview with CNA 
#4, she stated she had just arrived for the 2:00 PM to
10:00 PM shift. CNA #4 reported that several residents
had experienced flu-like signs and symptoms since the 
previous week. She stated that only (1) resident, 
Resident #53, had been placed on precautions, was moved
to a private room, and was no longer on isolation 
precautions. CNA #4 stated the only Personal Protective
Equipment (PPE) she used when entering the resident’s 
room was a mask. 

On 10/19/25 at 4:10 PM, during an interview with CNA 
#1, she stated she was working the 2:00 PM to 10:00 PM
shift. CNA #1 reported that several residents had 
complained of flu-like signs and symptoms but confirmed
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that no residents were on precautions for influenza 
(flu) at that time. 

On 10/19/25 at 4:35 PM, during an interview with CNA 
#8, she stated that several residents on the West Unit
had complained of flu-like symptoms the previous week 
and that the nurses were informed. CNA #8 reported that
multiple residents in the facility had influenza (flu),
but the only resident she recalled being on precautions
was Resident #53, who had been moved to a private room.
She stated that all staff were encouraged to wear 
masks; however, some staff did and some did not. CNA #8
stated that residents were not as ill as they had been
the previous week, although some continued to complain
of coughing and requested cough syrup. 

On 10/19/25 at 4:45 PM, during an interview with 
Resident #49, he stated that he experienced flu-like 
signs and symptoms the previous week and was prescribed
Tamiflu but was not tested for influenza (flu). 
Resident #49 stated he wore a mask for a few days while
he felt ill but not consistently and was not confined 
to his room. He stated that group activities continued
as usual. Resident #49 reported observing some staff 
wearing masks and others not and stated he never 
observed any other residents wearing masks. 

On 10/19/25 at 4:55 PM, during an interview with 
Resident #36, she stated that several residents in the
facility had been sick with influenza (flu), but she 
had only experienced coughing and had not developed a 
fever. Resident #36 stated she had felt unwell for 
approximately two weeks and was not offered Tamiflu or
tested for influenza. She stated she became aware of 
other residents being ill because some of them were 
smokers. Resident #36 reported that she knew Resident 
#1 and other residents had flu-like symptoms. She 
stated that during smoke breaks and other times, she 
had not worn a mask and had not observed any other 
residents wearing masks. 

On 10/20/25 at 8:45 AM, during an interview with the 
Administrator, she stated the facility had three (3) 
residents who tested positive for influenza (flu). The
Administrator reported she completed the weekly 
National Healthcare Safety Network (NHSN) report on 
10/18/25 for the week of 10/4/25 through 10/11/25 and 
planned to complete the report for the following week 
on 10/25/25. She stated the flu outbreak was reported 
through the NHSN system but was not reported to the 
local health department. The Administrator stated she 
consulted with corporate leadership and was informed 
that she was not required to notify the local health 
department. She stated the facility had not yet started
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administering influenza vaccines; vaccination was 
scheduled for the week of the outbreak, and the plan 
was to begin vaccinations the following week. The 
Administrator confirmed she had not reviewed Centers 
for Disease Control and Prevention (CDC) guidance 
related to influenza outbreaks or reporting 
requirements. 

On 10/20/25 at 9:00 AM, during a phone interview with 
the facility’s Ombudsman, he stated that he visited the
facility on 10/13/25 and observed some staff wearing 
masks. He stated there was no signage posted at the 
entrance or on resident room doors to inform visitors 
of an influenza (flu) outbreak, and no visitor 
screening was conducted upon entry. The Ombudsman 
stated that after asking staff about the use of masks,
he was informed there was a flu outbreak and was 
provided a mask to wear. He reported he did not observe
the residents who were ill and confirmed that not all 
residents in the facility were wearing masks. 

On 10/20/25 at 10:00 AM, during an interview and 
observation, Resident #12 was observed sitting upright
in a recliner. Resident #12 stated he was not aware of
any influenza (flu) outbreak in the facility but 
reported experiencing signs and symptoms, including a 
sore throat and cough. He stated he had not been 
offered testing for influenza and had not been 
prescribed any flu medication. 

On 10/20/25 at 10:30 AM, during an interview and 
observation, Resident #63 was observed lying in bed. 
Resident #63 stated he had been very ill the previous 
week and was sent to the hospital. He stated the 
facility tested him for influenza (flu), and hospital 
staff informed him that he was positive for influenza.
Resident #63 reported that upon his return to the 
facility, he was placed in a room with another 
resident. 

On 10/20/25 at 10:45 AM, during an interview with 
Licensed Practical Nurse (LPN) #5, she stated she 
worked on the days Residents #53 and #63 were ill. LPN
#5 reported that Resident #63 remained hospitalized, 
and Resident #53 was sent to the hospital and returned
to the facility on 10/12/25. She stated she moved 
Resident #53 to a private room and placed Enhanced 
Barrier Precaution signage on the door instead of 
Droplet Precaution signage. LPN #5 reported that no one
questioned the signage, but masks were placed with the
Personal Protective Equipment (PPE) outside the 
resident’s room. She stated she was not aware of any 
in-service training related to the influenza (flu) 
outbreak or flu precautions. LPN #5 reported that 
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several residents had flu-like signs and symptoms, but
not all were tested or offered Tamiflu. She stated that
when Resident #53 returned to the facility, his 
medications were ordered and later received from the 
backup pharmacy because Tamiflu was not available in 
the facility’s emergency kit. LPN #5 stated she wore a
mask when passing medications but did not always change
the mask between residents who were positive and those
who were not. 

On 10/20/25 at 11:30 AM, during an interview with the 
Director of Nursing (DON), she stated she had been on 
vacation during the weekend of 10/11/25 and 10/12/25. 
The DON confirmed she was aware that the first resident
tested positive for influenza (flu) on 10/8/25 at the 
hospital but stated the facility did not implement 
additional precautions at that time because, to her 
knowledge, no other residents were exhibiting signs or
symptoms. She stated that when Residents #1 and #63 
returned from the hospital, she was unsure why they 
required isolation precautions since both had been 
hospitalized for approximately five (5) days. The DON 
confirmed that after Resident #63 returned to the 
facility on 10/15/25, he was placed in the same room 
with Resident #53, who remained on precautions for 
influenza. 

On 10/21/2025 at 10:00 AM, during a phone interview 
with the Infection Preventionist (IP) Nurse, she 
explained she was notified on 10/8/2025 that a resident
sent to the hospital had tested positive for influenza.
She stated that, following the first case, two 
additional residents tested positive on 10/10/2025 and
10/12/2025. The IP reported that she was aware of three
residents testing positive for influenza but was not 
aware of any staff members with flu-like symptoms. She
stated that more than two positive cases were 
considered an outbreak. The IP explained that the 
Administrator, Director of Nursing (DON), and Medical 
Director were notified once she became aware of the 
outbreak. She stated that she did not know what 
infection-control measures were implemented immediately
but believed the two residents who were hospitalized 
were placed in isolation upon return. She further 
explained that Resident #1’s roommate was moved to 
another room, and Residents #53 and #63 were cohorted 
in the same room. The IP stated that contact isolation
was implemented rather than droplet precautions and 
that she was not on-site when the residents returned. 
She stated that she did not verify that orders were 
entered or that appropriate signage was placed on the 
doors. She reported that staff and residents were 
verbally encouraged to wear masks if desired and that 
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M1570 M1570Continued from page 51
staff were educated on the proper use of personal 
protective equipment (PPE). She confirmed that no group
activities or communal dining were restricted during 
the outbreak. The IP explained that there were no flu 
test kits available in the facility initially, and only
one resident was tested in-house before being sent to 
the hospital. She stated that nurses were responsible 
for documenting resident symptoms and test results in 
progress notes and that she only recorded positive 
results on the infection control map. She reported that
no line list or illness log was maintained and that she
did not track or trend new cases or staff illness. She
stated that some residents received Tamiflu if they had
symptoms, but she was unsure which residents were 
treated. She further explained that prophylactic 
antivirals were not offered to exposed asymptomatic 
residents and that she was unaware of any delays in 
obtaining or administering antivirals. The IP stated 
that the local or state health department was not 
notified of the outbreak and that the Administrator 
reported the outbreak to the CDC through the website. 
She reported that only families of residents who tested
positive were notified and that no outbreak notice was
posted at the facility entrance. She stated that 
communication with staff was conducted verbally during
shift meetings. The IP confirmed that the outbreak had
not been discussed in a Quality Assurance Performance 
Improvement (QAPI) or in an Infection Control Committee
meeting. The IP stated that she was not aware of 
staffing levels being affected by illness or call-outs
and that she did not maintain any log or tracking 
system for staff illness. She explained that staff who
became ill were instructed to see their physician and 
report back to the facility. She stated that no agency
staff were brought in during the outbreak and that she
relied on existing staff to clean and disinfect as 
needed. She reported that she verbally reminded staff 
to perform hand hygiene and proper cleaning. When asked
about staff education, the IP stated that no in-service
training specific to influenza precautions had been 
provided, and staff had only been spoken to verbally. 
She reported that competency checks for PPE donning and
doffing were completed on hire and annually, but not 
during the outbreak. She stated that cleaning 
frequencies had been increased and that she believed 
Environmental Protective Agency (EPA) approved 
disinfectants were used, but she was not certain. The 
IP stated that she was unsure if the facility’s 
infection control policy included droplet precautions 
for influenza and could not recall when the policy was
last reviewed or updated. She explained that droplet 
precautions should be used for influenza and COVID-19,
while enhanced barrier precautions are for residents 
with wounds, catheters, or feeding tubes. She reported
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M1570 M1570Continued from page 52
that she had only been in the IP role for a few weeks 
and was not familiar with who oversaw infection 
prevention program performance or policy updates. 

On 10/21/2025 at 12:30 PM, during a phone interview 
with the facility’s Medical Director/Physician, he 
explained that he was not certain of the exact date he
was first informed that residents were showing flu-like
symptoms but recalled (1) resident was sent to the 
hospital and tested positive for influenza, and then 
another resident developed similar symptoms and was 
also sent to the hospital. He stated he was notified 
that (3) residents had tested positive for influenza 
but was unsure how many residents had signs and 
symptoms. He explained that when influenza is suspected
or confirmed, he depends on the facility staff to 
follow protocols and notify him as needed. He stated 
that his usual recommendation is to initiate treatment
immediately, including Tamiflu and Zithromax, and 
additional medications if respiratory symptoms worsen.
The physician stated that he was unaware whether 
Enhanced Barrier or Droplet Precautions were 
implemented during the outbreak and explained that he 
expects staff to follow infection control policies and
procedures. He reported that he had not reviewed or 
been provided feedback on the facility’s outbreak 
response plan and had not been informed of any 
challenges in obtaining antivirals or other 
medications. He stated that residents with influenza 
were treated only if they had signs and symptoms and 
that prophylactic antivirals were not prescribed to 
exposed but asymptomatic residents. The physician 
reported he was unaware of any residents who had 
refused or not received ordered antivirals. He stated 
that he relies on nursing staff to notify him or the 
nurse practitioner if any resident experiences 
complications such as pneumonia. He further stated that
he had not been informed of any residents who did not 
receive medications as ordered and was unaware of any 
missed doses or late administrations during the 
outbreak. The physician stated that he was notified of
residents’ symptoms by phone and was not aware of any 
meetings with the Administrator, Director of Nursing, 
or Infection Preventionist regarding the outbreak. He 
explained that staff typically notify him only if there
are significant changes or problems, and he was unaware
whether the local or state health department had been 
notified of the outbreak. He recommended additional 
education for all staff on infection control and 
outbreak response. He stated that he was unsure whether
he had made documentation in the resident records 
during the outbreak, that he had not received updates 
regarding the progress of residents receiving 
antivirals, and that he could not recall whether the 
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M1570 M1570Continued from page 53
outbreak response was reviewed during the last QAPI 
meeting. 

On 10/21/25 at 1:30 PM, during an interview with the 
Administrator and Director of Nursing (DON), the 
Administrator and DON both stated that only (3) 
residents tested positive for influenza, and they did 
not consider the event an emergency requiring 
activation of the emergency plan. Both the 
Administrator and DON stated that Enhanced Barrier 
Precautions were used rather than Droplet Precautions 
and that they did not verify the signage or physician 
orders for isolation. They confirmed the local health 
department was not notified of the outbreak and that no
signage was posted for families. Staff were verbally 
educated on mask use, but no documentation of education
was maintained. The DON reported she was out of town 
during the weekend of the Flu outbreak and expected all
nurses to follow infection control procedures. She 
stated she became aware of the outbreak when residents
were hospitalized and tested positive for influenza 
between 10/8/25 and 10/12/25. She stated she did not 
provide additional direction while away. She stated she
was not aware medications were missed until notified by
the State Agency. 

The facility submitted the following acceptable Removal
Plan on 10/22/25: 

On 10/21/2025 at 4: 10 PM, the State Agency presented 
Immediate Jeopardy (IJ) Templates for five failures of
the facility. The facility failed to provide the 
necessary care and services to protect residents from 
neglect. Residents did not receive prescribed 
medications; the physician was not notified of missed 
medications and supervision was inadequate on 10/12/25.
The facility failed to provide sufficient 
licensed-nurse coverage to meet resident needs during 
an influenza outbreak resulting in one (1) nurse being
assigned responsibility for 58 residents from 
approximately 12 AM until 7 AM on 10/12/25, resulting 
in missed medications and lack of monitoring for 
residents on one unit. The facility failed to identify
an influenza (flu} outbreak when three residents tested
positive for flu from 10/8/25 through 10/12/25. The 
facility did not initiate droplet precautions, notify 
health department, provide timely antiviral treatment,
maintain outbreak surveillance or staff illness 
tracking during outbreak. The facility failed to ensure
the facility assessment had required detail on staffing
needs by shift and by unit, and the contingency plan 
for staffing emergencies had no actionable process 
which resulted in insufficient staffing during an 
influenza outbreak. The facility failed to use its 
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M1570 M1570Continued from page 54
Quality Assurance and Performance Improvement (QAPI) 
program to identify and correct system failures in 
infection control and staffing during an influenza 
outbreak. 

1. On 10/21/2025 at 6:15 PM, the Administrator held an
emergency Quality Assurance and Performance Improvement
meeting with the Medical Director, Director of 
Nursing, Infection Preventionist, Medical Records 
nurse, Life Connections Coordinator, Wound Care nurse 
and others as part of the Interdisciplinary team to 
discuss findings from the State Agency, discuss 
immediate actions, and further interventions. Immediate
actions were decided as in-servicing all staff on Abuse
and Neglect, in-servicing nurses on medication 
administration and medication errors, in-servicing all
staff on flu outbreak and isolation precautions. The 
Administrator would review policy for Quality Assurance
and Performance Improvement for any changes needed and
as re-education in policy. The Administrator would 
review and update facility assessment to identify 
updated needs to staff per unit and the contingency 
plan for emergencies. Administrative nurses would 
complete a 100 percent audit on all medication carts 
compared to medication orders to ensure all medications
were accessible in the building. The Infection 
Preventionist would be in-serviced on the roles and 
responsibilities of an Infection Preventionist. 
Policies on Abuse and Neglect, medication 
administration, medication errors, QAPI, flu outbreak,
isolation precautions, and the expectations of the 
Infection Preventionist were all reviewed and updated.
Staff were in-serviced with new policies. 

2. On 10/21/2025 at 6: 15 PM, the Administrator 
notified Medical Director of missed medications during
QAPI meeting. All missed medications were reviewed with
Medical Director during this meeting. No new orders 
were given. No adverse reactions were noted due to 
missed medications. 

3. On 10/21/2025 at 8:00 PM, the Director of Nursing 
began an in-service for all staff on the policies and 
procedures of Abuse and Neglect. No employee was 
permitted to return to work until they completed the 
in-service. 

4. On 10/21/2025 at 8:00 PM, the Director of Nursing 
began an in-service on medication administration and 
medication errors to educate all nursing staff. This 
in-service included procedures for when medication 
cannot be located anywhere in the facility. If 
medication is not available, staff should contact 
pharmacy and pull medication from emergency kit. Any 
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M1570 M1570Continued from page 55
missed medications are to be reported to the Director 
of Nursing and Medical Director immediately, an 
incident report is to be completed, the resident 
observed for any adverse reactions, and the 
family/resident representative is to be notified. Any 
tasks left undone are to be reported to relief during 
report for oncoming shift. No employee was permitted to
return to work until they completed the in-service. 

5. On 10/21/2025 at 8:00 PM, Administrator and Director
of Nursing reviewed Flu outbreak and Isolation 
precautions policy and procedures. The Director of 
Nursing began an in­service for flu outbreak and 
isolation precautions to educate all staff. All staff 
are to continue to monitor residents and staff for 
flu-like symptoms and report any findings to the 
immediate supervisor. No employee was permitted to 
return to work until they completed the in-service. 

6. On 10/21/2025 at B: 15 PM, the Administrator 
reviewed policy on Quality Assurance and Performance 
Improvement plan and policy for re-education purposes 
and to review new policy. The Quality Assurance and 
Performance Improvement plan and policy was reviewed 
with the facility's Interdisciplinary Team including 
the Administrator, Medical Director, Director of 
Nursing, Infection Preventionist, Medical Records 
nurse, Life 

Connections Coordinator, Wound Care nurse and others in
a follow up Quality Assurance and Performance 
Improvement meeting held on 10/22/2025 at 4:00 PM. 

7. On 10/21/2025 at 8:30 PM, the facility Administrator
began reviewing and updating the facility assessment to
reflect correct staffing and supervision by shift and 
by unit related to the facility's acuity level. The 
Facility Administrator began updating the contingency 
plan for staffing emergencies within the facility 
assessment. The facility assessment was updated on 
10/22/2025 at 12:00 PM. The contingency plan will be 
initiated effective 10/22/2025 at 12:00 PM and is as 
follows: Facility will utilize On-call for staffing 
needs and call ins. On-call will notify Director of 
Nursing if not able to cover. Facility will utilize 
Consultants and/or transfer staff from other nursing 
facilities within partnership to assist and cover 
staffing needs. The new facility assessment was 
reviewed with the interdisciplinary team during follow
up QAPI held on 10/22/2025 at 4:00 PM. 

8. On 10/22/2025 at 7:00 AM, the Infection 
Preventionist (IP) was included in an in-service held 
by the Director of Nursing for policy and procedures of
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M1570 M1570Continued from page 56
outbreak surveillance and staff-illness tracking during
an outbreak to be completed before beginning of their 
next shift. Due to this outbreak being finished, IP 
nurse was instructed to continue to monitor residents 
and staff for flu-like symptoms and to report to 
Director of Nursing any findings. 

9.On 10/22/2025 at 3:00 PM, the Director of Nursing, 
Medical Records nurse, and Wound Care nurse completed a
100 percent audit to compare the current medication 
orders to the medication on the carts and in medication
rooms to verify all medications ordered were readily 
available in the facility. No negative findings during
audit. 

10.On 10/22/2025 at 3:50 PM, the Administrator notified
the Mississippi Department of Health of the flu 
outbreak beginning 10/8/2025. 

11. On 10/22/2025 at 4:00 PM, the Administrator held a
follow-up QAPI meeting to discuss all immediate actions
that were in place. All in-services and audits were 
completed. All staff would continue to monitor any 
residents or staff for flu-like symptoms, staffing 
would be reviewed daily to ensure all areas were 
covered according to the facility assessment, and daily
reviews of missed medications would be reviewed each 
morning in clinical meeting. 

The facility alleges all corrective actions to remove 
the IJ was completed on 10/22/25 and IJ would be 
removed on 10/23/2025. 

Validation: 

The SA validated the removal plan on 10/28/25 and the 
immediacy was removed on 10/23/25 prior to exit. 
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