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25A162 10/08/2025

Shearer-Richardson Memorial Nursing Home 512 Rockwell Drive
Okolona, MS 38860

F 0584

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not
limited to receiving treatment and supports for daily living safely.

Based on observation, resident and staff interview, record review and facility policy review, the
facility failed to ensure a resident had a safe and homelike environment as evidenced by a broken
bathroom wall tile and a broken towel holder in the bathroom for one (1) of 67 residents' rooms
observed. Resident #55Findings include:

Review of the facility's policy titled, Safe and Homelike Environment dated 7/29/25, revealed, In
accordance with residents' rights, the facility will provide a safe, clean comfortable and homelike
environment, allowing the resident to use his or her personal belongings to the extent possible. This
includes ensuring that the residents can receive care and services safely and that the physical layout
of the facility, both inside and outside, maximizes resident independence and does not pose a safety
risk. 'Environment' refers to any environment in the facility that is frequented by residents, including
(but not limited to) the residents' rooms, bathrooms, hallways, dining areas, lobby, outdoor patios,
therapy areas and activity areas. 'Orderly' is defined as an uncluttered physical environment that is
neat and well-kept .

During an interview and observation on 10/6/25 at 10:44 AM, Resident #55 stated her towel holder
had been broken since she moved in the room, and she would like to be able to use it. An observation
revealed the left side of the towel holder was partially out of the wall and the tile was broken. The
right side was secured in place, but there was no bar between the ends.

An interview and observation on 10/7/25 at 2:45 PM, with the Director of Nursing (DON) revealed that
it was her expectation that every area of the facility be in good repair and not a safety risk. She
confirmed the facility failed to maintain the towel rack adequately and the broken tile was sharp and
could cause an injury.

During an interview on 10/7/25 at 2:50 PM, the Administrator confirmed that facility failed to maintain
the resident's bathroom towel rack in safe and functioning condition.

Record review of the admission Record for Resident #55 revealed the facility admitted the resident on
6/24/24 with diagnoses that included Hypertensive Chronic Kidney Disease and weakness.

Record review of the Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 7/1/25
revealed Resident #55 had a Brief Interview for Mental Status (BIMS) score of 12 which indicated a
moderate cognitive impairment.
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25A162 10/08/2025

Shearer-Richardson Memorial Nursing Home 512 Rockwell Drive
Okolona, MS 38860

F 0644

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Coordinate assessments with the pre-admission screening and resident review program; and referring
for services as needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure a Preadmission Screening and Resident
Review (PASRR) status change was completed when a resident's original diagnosis was corrected to
reflect the presence of a mental illness for one (1) of four (4) residents reviewed for PASRR. Resident
#25.Findings included:

In an interview with the Administrator (ADM) on 10/8/25 at 8:05 AM, she stated that the facility did
not have a policy regarding submitting Status Change for PASRR.

Record review of Resident #25's Intake Information dated 7/19/23, revealed in Section J-Disease
Diagnoses that a mental illness was not included in the diagnosis section. Section M PASRR revealed
that No was answered under the section PASRR Activity Required.

Record review of the admission Record for Resident #25 revealed the resident was originally admitted
to the facility on [DATE] with diagnoses that included generalized anxiety disorder. Further review
revealed that on 3/20/25, the resident's diagnosis list was updated to include Other psychotic
disorder not due to a substance known physiological condition.

Record review of the medical record revealed that the facility did not submit a Status Change
following the correction of the resident's diagnosis to reflect a qualifying mental illness and there was
no Level II evaluation was requested or completed.

On 10/7/25 at 1:00 PM, the Social Worker (SW) confirmed that she did not complete a Status Change
Request for Resident #25 because she was not aware of the diagnosis. She stated that she usually
reviews the psychiatric Nurse Practitioner's notes to determine if a Status Change should be done.
She verified the purpose of completing a Status Change is to ensure the resident is appropriate for
the nursing home and may identify services that a resident with a mental illness may need. She
agreed that a Status Change should have been completed for Resident #25.

In a further interview with the ADM on 10/8/25 at 8:45 AM, she stated that the Minimum Data Set
(MDS) nurse is responsible for coding resident diagnoses, and she did not correctly code Resident
#25's diagnosis on admission. She stated the MDS nurse identified her error on 3/20/25 and corrected
the diagnosis but did not notify the SW of the correction. She agreed the SW should have been notified
so a Status Change could be submitted.

5225A162

07/18/2026



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

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

25A162 10/08/2025

Shearer-Richardson Memorial Nursing Home 512 Rockwell Drive
Okolona, MS 38860

F 0726

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a
way that maximizes each resident's well being.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
staff interview, record review, and facility policy review the facility failed to ensure that all nursing
staff had valid and current certification to provide care to residents. This deficient practice resulted
in a Certified Nursing Assistant (CNA) working 15 shifts while her certification was expired, which
placed residents at risk of receiving care from an unqualified individual for one (1) of (44) CNA
certifications reviewed. (CNA #1). Findings include:

Review of the facility policy titled, Nursing Services and Sufficient Staff, last reviewed [DATE],
revealed the following: It is the policy of the facility to provide staff with appropriate competencies to
assure resident safety and to attain or maintain the highest practicable physical, mental, and
psychosocial well-being of each resident .

Record review of the Nurse Aide Registry with an inquiry date of [DATE] at 4:30 PM, revealed CNA
#1's certification expired on [DATE].

An interview with the Staff Educator on [DATE] at 11:09 AM, confirmed that CNA #1's certification
expired [DATE]. She stated that she accidentally missed the expiration date on the CNA log used to
track certification dates. She acknowledged that allowing the CNA to work while her certification was
expired was a violation of state and federal regulations.

Record review of the time sheet for CNA #1 revealed that from [DATE] through [DATE], CNA #1
worked 15 days while her certification was expired.

An interview with the Administrator (ADM) on [DATE] at 11:30 AM, confirmed that CNA #1's
certification was expired and that the CNA had continued to work at the facility during that time. The
ADM stated that the facility tracks CNA certification dates, but this particular lapse was overlooked.
She confirmed CNA#1 should not have worked while her certification was expired.

A phone interview with CNA #1 on [DATE] at 11:40 AM, revealed she was unaware that her
certification had expired until she was notified by the ADM. She stated that she had recently moved
and did not receive a renewal notice in the mail. She acknowledged she would be required to retest to
regain her certification.
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25A162 10/08/2025

Shearer-Richardson Memorial Nursing Home 512 Rockwell Drive
Okolona, MS 38860

F 0770

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide timely, quality laboratory services/tests to meet the needs of residents.

Based on staff interview, record review and facility policy review, the facility failed to ensure
laboratory tests were obtained as ordered by the physician for (1) one of five (5) resident laboratory
reviews conducted. (Resident # 14).Findings include:

Review of the facility policy titled, Diagnostic Testing Services, last reviewed 7/22/25, revealed:
Policy: This facility will provide the appropriate diagnostic services (laboratory/radiology) required to
maintain the overall health of its residents and in accordance with State and Federal guidelines .

Record review of Order Details revealed a physician's order dated 6/7/24 to obtain a HGBA1C
(Glycated Hemoglobin) every 3 months (July, Oct, Jan, April).

Record review of Resident #14's HGBA1C results revealed there were no results for January 2025 or
July of 2025.

An interview with the Director of Nursing (DON) on 10/7/25 at 1:49 PM, confirmed that Resident #14
did not have a HGBA1C obtained for January 2025 or July of 2025. She revealed that the physician's
order for the HGBA1C was not correctly entered into the electronic medical record, and the lab was
not scheduled. The DON stated that failure to obtain the lab as ordered could result in missed
elevated levels and adversely affect the resident's diabetic management.

Record review of the admission Record revealed the facility admitted Resident #14 on 5/16/25 with
diagnoses that included of Type 2 Diabetes Mellitus.
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25A162 10/08/2025

Shearer-Richardson Memorial Nursing Home 512 Rockwell Drive
Okolona, MS 38860

F 0919

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Make sure that a working call system is available in each resident's bathroom and bathing area.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, resident and staff interview, and facility policy review, the facility failed to ensure a
resident had a functioning call light system in the bathroom for one (1) of 67 residents' rooms
observed. Resident #55Findings include:

Review of the facility's policy titled, . Call Lights: Accessibility and Timely Response dated [DATE],
revealed, The purpose of this policy is to assure the facility is adequately equipped with a call light at
each residents' bedside, toilet, and bathing facility to allow residents to call for assistance. Call lights
will directly relay to a staff member or centralized location to ensure appropriate response. 7. The call
system must be accessible to the residents at each toilet and bath or shower facility. The call system
should be accessible to a resident lying on the floor. 8. Staff will report problems with a call light or
the call system immediately to the supervisor and/or maintenance director and will provide immediate
or alternative solutions until the problem can be remedied .

During an observation and interview on [DATE] at 10:44 AM, Resident #55 revealed that when she
pulls the cord on the call light in her bathroom, it does not activate the call light system. She stated
that she took her phone into the bathroom with her, so that she had a way to call for assistance if
needed. An observation of the bathroom call light system confirmed that the cord was not able to be
pulled to activate the call system.

On [DATE] at 2:45 PM, during an observation and interview, the Director of Nursing (DON) confirmed
that the call light system in Resident #55's bathroom could not be activated with the pull cord.
Resident #55 informed the DON that she took her phone in the bathroom with her in case assistance
was needed. The DON confirmed that each call light in resident's room and bathroom was required to
function properly to alert the staff if needed. She confirmed the facility failed to ensure a call light in
a resident's bathroom was functioning properly.

During an interview on [DATE] at 2:50 PM, the Administrator revealed it was her expectation that
each resident's room and bathroom have a call light system to alert staff of the need for assistance.
She confirmed the facility failed to provide a functioning call light in Resident #55's bathroom.

Record review of the admission Record for Resident #55 revealed the facility admitted the resident on
[DATE] with diagnoses that included Hypertensive Chronic Kidney Disease and weakness.

Record review of the Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of [DATE]
revealed Resident #55 had a Brief Interview for Mental Status (BIMS) score of 12 which indicated a
moderate cognitive impairment.

5525A162

07/18/2026




