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 M 000 Initial Comments  M 000

The State Agency (SA) conducted a complaint 

survey from 9/27/21 through 9/28/21 for MS CI 

#18044 and MS CI #18057. The SA did not 

substantiate complaints MS #18044 for physical 

environment for offensive odors and cleanliness, 

quality of care related to resident with body odor 

and responsible party not notified of resident 

change in condition and  MS CI #18057 for injury 

of unknown origin and quality of care related to 

facility staffing. During the survey the SA 

determined the facility was in compliance with the 

Mississippi Regulations for Minimum Standards 

for Institutions for Aged or Infirm with no 

deficiencies cited.  The census was 52 with 60 

beds.
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