Department of Health & Human Services Printed: 02/25/2026

. .. . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
255115 B. Wing 12/30/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Manhattan Community Care Center 4540 Manhattan Rd
Jackson, MS 39206

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm (continued on next page)
or potential for actual harm

Residents Affected - Some

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 255115 Page1 of 2



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 02/25/2026
Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

IDENTIFICATION NUMBER: COMPLETED
A. Building

255115 B. Wing 12/30/2025

NAME OF PROVIDER OR SUPPLIER

Manhattan Community Care Center

STREET ADDRESS, CITY, STATE, ZIP CODE

4540 Manhattan Rd
Jackson, MS 39206

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0607

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Based on interview and record review, the facility failed to implement its abuse prevention policy to protect
residents from potential abuse, ensure proper reporting procedures were followed, and prohibit continued
staff contact with residents following credible allegations. Specifically, the facility failed to (1) remove the
Certified Nursing Assistant (CNA) from all resident care following multiple potential abuse allegations, (2)
conduct a timely and complete investigation into resident and family reports of abuse, and (3) implement
interventions to protect residents from further potential abuse. This deficient practice affected two (2) of four
(4) residents reviewed for abuse (Residents #1 and #2).Findings include:A review of the facility's Abuse
Components Plan Elder Just Act and Affordable Care Act, dated 10/24/22, revealed, .The purpose of this
policy is to facilitate appropriate. investigation.of actual and/or suspected incidents of abuse.Investigation:
Any report of suspected and/or actual resident mistreatment.abuse.will be promptly and thoroughly
investigated by facility Administrator or their designee.If an accusation.of resident abuse.is reported, the
Administrator or designee will.Identify and interview all involved person, including the alleged victim, alleged
perpetrator, witnesses, and others who might have knowledge of the allegations.Providing complete and
thorough documentation of the investigation.Defining how care provision will be changed and/or improved to
protect residents receiving services .At 11:29 AM on 12/29/25, in a phone interview with the Resident
Representative (RR) revealed when entering the room on 11/13/25 Resident #1 was very upset indicating he
is tired of the people pushing and pulling on him when he asked them to stop. She said he told her the CNA
who came to get him up that morning was hurting him, and she that she was pushing on him and hit him in
the chest. RR#1 explained that she went to the desk and informed the Licensed Practical Nurse (LPN)
Charge Nurse #1 who called the CNA's assigned to him and he then identified the CNA who had done it.
She left the facility shortly after and revealed no one from the facility ever followed up to let her know
anything about the allegation.At 11:52 AM on 12/29/25, in an interview with the niece of Resident #1, she
revealed being in the room when Resident #1 identified CNA #1 as being the one that hit him. She points out
that before leaving the facility she asked the nurse to call R#1 to give her an update about the incident but
says no one called them.At 12:34 PM on 12/29/25, in an initial interview with the LPN Charge Nurse,
revealed that when a resident makes any type of complaint about a CNA, her role requires that she moves
that CNA away from the resident especially in instances of alleged abuse. She said there are no
circumstances that would warrant her not removing the CNA from the resident and allowing them to go back
in the resident's room. She said it is important to remove the CNA during the initial allegation even before an
investigation because it shows that you respect the resident and makes them feel safe. She said allowing the
resident to still have contact with the CNA can cause them to feel afraid as it is the residents right to feel safe.
At 12:50 PM on 12/29/25, in an interview with Resident #2 she revealed there is one CNA, who she can't
remember her name, that was rough and mean with her on more than one occasion and she has asked that
that CNA does not come back to her room because she is afraid the CNA will do something to her. She
added, she thought the CNA was banned completely since it was reported to the nurse. However, the CNA
still comes in to assist the roommate. Therefore, Resident #2 says she does not sleep while the CNA is in
the room caring for her roommate because she does not know what she may try to do to her. At 1:01 PM on
12/29/25, in an interview with Resident #1 he revealed that CNA #1 with the red hair came in his room that
morning being rough and mean to him. He said he was cussing at her and getting smart and she was doing
the same thing. He said he was telling her that he is tired of the way she keeps pulling and jerking on him
when getting him up. He said that is when the CNA balled up her fist and jumped at him like she was going
to hit him trying to intimidate him. He said he did not like that and she should not be doing that to him as it is
just not right. He adds he weighs only like fourteen pounds and she is much bigger so he can't fight her off of
him. He points out that she did not hit him but explained that she motioned she like she was going to as
trying to scare him. He says that CNA#1 does still come in his room.At 1:15 PM on 12/29/25, in another
interview with the LPN Unit Nurse revealed that it is CNA#1 that Resident #2 said she does not want back in
her room. She explained that she can tell when talking with the resident that she afraid of CNA #1.At 1:27
PM on 12/29/25, in an interview with CNA #1 revealed later during her shift, the LPN Charge Nurse called
her to Resident #1 room stating the family said she hit him. CNA #1 said although that happened, she is
currently still going in the resident room to help him. During this same conversation she revealed that she
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