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 M 000 Initial Comments  M 000

The State Agency (SA) conducted an annual 

re-certification survey with two (2) complaints, MS 

CI # 23882, and MS CI # 24150, at the facility 

from 2/12/24-2/15/24. During the survey, the SA 

determined the facility was not in compliance with 

the Mississippi Regulations for Minimum 

Standards for Institutions for Aged or Infirm. The 

SA identified non-compliance and cited M 225 

related to nursing staff, M 640 related to 

accidents and M1015 related to environmental 

concerns. There were no deficiencies cited for CI 

MS # 23882 or CI MS # 24150.

The census at the time of the survey was 108 and 

the facility is licensed for 120 beds.

 

 M 225 45.4.1 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 

 M 225 3/20/24
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 M 225Continued From page 1 M 225

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.

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 Statute  is not met as evidenced by:

Level II Pattern

Based on observation, staff interview, and record 

review the facility failed to provide adequate 

1.  On 2/13/24, the Director of Nurses 

(DON) assessed Resident #55 for any ill 

effects and none noted from inadequate 
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 M 225Continued From page 2 M 225

staffing to provide nursing and related services to 

meet the residents' needs safely and in a timely 

manner for one (1) of 28 sampled residents 

during survey and five (5) of 5 weekends in the 

month of July 2023.

Findings Include:

The Administrator (ADM) provided on facility 

letterhead that the facility does not have a policy 

on staffing, the facility follows the State 

Department of Health Licensure regulations.

An observation and interview on 02/12/24 at 

01:34 PM revealed Nurse Assistant (NA) #3 had 

Resident #55 up in the total lift sling hovering over 

her wheelchair with no other staff member in the 

resident's room. An interview with NA #3 revealed 

she is not certified, she stated she has completed 

her course but is waiting to take her exam and it 

has been close to four (4) months. She revealed 

she knows she is supposed to have a certified or 

licensed staff member with her when she uses a 

total lift, because of the risk of the resident falling 

or slipping out of the sling. She stated the 

resident was so wet and needed changing and 

she just could not find anyone to help her. 

Observation and interview on 2/12/24 at 1:38 PM 

with NA #3 revealed Licensed Practical Nurse 

(LPN) #2 and Registered Nurse (RN) #1 were 

sitting at the nurse's station. NA #3 informed them 

that she had lifted the resident with a total lift and 

no assistance from another staff member. RN #1 

stated, " why did you not come get one of us"?  

NA #3 stated she could not find anyone.  RN #1 

and LPN #2 revealed that the resident needs a 

two person assist with a total lift to prevent falls.  

NA #3 admitted that she had been in-serviced on 

how to use the total lift and knows that she should 

staffing to provide nursing and related 

services to meet the resident's needs 

safely and in a timely manner.

2.  All residents have the potential to be 

affected.

3.  An in-service was provided on 2/16/24 

to the Staff Development Coordinator 

(SDC) and Director of Nurses (DON) by 

the Executive Director (ED) on sufficient 

staffing on a 24-hour basis to provide 

nursing care to all residents in accordance 

with each resident's care plan following 

the state licensure and federal certification 

regulations.  Staffing levels have been 

reviewed with the SDC and steps to be 

taken to address call-ins.  A staff 

meeting/in-service was initiated by the 

SDC and DON to all nursing staff on 

2/23/24 to review importance of coming to 

work and the call-in policy and procedure 

which includes calling in two hours prior to 

shift. The SDC and DON will take all 

call-ins.  Unscheduled Certified Nursing 

Assistants (CNA) will be called and/or 

scheduled CNA's will be asked to stay 

over to cover shifts for call-ins. If unable to 

get shift covered with a CNA, a licensed 

nurse will be called to fill the CNA shift.  

The DON has a weekly meeting with the 

SDC to discuss open positions, applicant 

flow, and new hires in process starting 

2/19/24.  Starting 2/23/24, the SDC, DON, 

and ED will meet every Friday to ensure 

adequate staffing to meet resident needs 

on the weekend.

4.  The SDC or DON will audit Weekend 

staffing schedule daily times (three) 3 

Mississippi State Department of Health

If continuation sheet  3 of 156899STATE FORM 5LHH11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 03/20/2024 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

MSDH - Health Facilities Licensure and Certification

06CH 02/15/2024

NAME OF PROVIDER OR SUPPLIER

CLEVELAND NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

4036 HIGHWAY 8 EAST

CLEVELAND, MS  38732

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 M 225Continued From page 3 M 225

have waited to get help from another staff 

member.

An interview on 02/14/24 at 9:00 AM with the 

Staffing Coordinator confirmed that the number of 

staff needed daily in the facility for hands on care 

is determined by the number of residents inside 

of the facility and the acuity of those residents 

requiring care.  She confirmed that if there are 

call-ins or shifts and she is unable to fill in, she 

notifies the Director of Nursing (DON) and then 

the DON attempts to get additional staff to come 

in for hands-on care.  She stated the DON and 

ADM are made aware of additional needs on the 

schedule.  

An interview on 2/14/24 at 1:30 PM with Certified 

Nursing Assistance (CNA) #4 revealed she had 

been at the facility for years and she is now the 

restorative aide. She stated that she has never 

seen it as bad as it is right now with staffing, and 

we need more CNA's. She stated that they are 

doing the best they can and sometimes it's all 

they can do to turn them, clean them, and feed 

them, so they may not get three baths a week, 

they may only get two (2). She confirmed that 

sometimes the aides use the total lifts alone 

because there are not enough staff to help., She 

stated we usually know the residents that we can 

use one person with the total lift and those that 

would need 2. She revealed the policy states 

there must be 2 staff members with a total body 

lift and has been in-serviced on the policy, but to 

be honest we just do the only thing we can. 

An interview on 02/14/24 at 2:54 PM with the 

ADM confirmed that she was not aware that the 

facility had triggered on the CASPER report for 

low weekend staffing.  She stated that she has 

not seen a CASPER report and only receives a 

days per week (Friday, Saturday, and 

Sunday) for eight weeks for levels to 

ensure adequate staffing on the weekends 

starting 2/16/24.  Results of the audit will 

be forwarded to the ED weekly times eight 

weeks starting 2/23/24 to audit for 

accuracy and completeness and will be 

maintained in the ED office. Starting 

3/20/24, the ED will submit results of the 

audits to the Quality Assurance (QA) 

committee monthly times (three) 3 months 

for review and further recommendations. 
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 M 225Continued From page 4 M 225

report from her corporate office. The ADM stated, 

" I don't know how to pull that information, I have 

never pulled it".

An interview on 02/14/24 at 3:00 PM with the 

Account Manager for the facility confirmed that 

she is unaware of how to pull a report to show 

where the facility triggered for low weekend 

staffing.  The Account Manager stated, " We use 

a system called Smart Link that pulls from the 

time clock when people clock in and we compare 

it to the schedule then reconcile with payroll and 

then we generate that information into the Payroll 

Based Journal (PBJ) system, but we don't get a 

message or a notice that the facility triggers for 

low staffing".

A record review of staffing numbers that the 

facility reported in the Payroll Based Journal 

(PBJ) revealed that the facility had excessively 

low staffing for five (5) out of 5 weekends during 

July 2023. On 07/01/23 the census was 107 and 

the facility ran a 2.6 staffing per resident, 

07/02/24 census of 107, the facility ran a 2.4, on 

07/08/24 the census was 107 and the facility ran 

a 2.7, on 07/09/24 the census was 107 and the 

facility ran a 2.5, on 07/15/24 the census was 110 

and the facility ran a 2.2, on 07/16/24 the census 

was 112 and the facility ran a 2.5, on 07/22/24 the 

census was 111 and the facility ran a 2.3, on 

07/23/24 the census was 111 and the facility ran a 

2.3, on 07/29/24 the census was 105 and the 

facility ran a 2.8 and on 07/30/24 the census was 

106 and the facility ran a 2.5.

An interview on 02/15/24 at 8:00 AM with the 

ADM confirmed that the facility was excessively 

low on staffing for 5 of 5 weekends in the month 

of July 2023. The  ADM stated, " I knew we were 

low on some of those dates, and we tried to get 

Mississippi State Department of Health
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 M 225Continued From page 5 M 225

staff to come in".  

An interview on 02/15/24 at 8:30 AM with the 

DON confirmed that she was unaware of the 

facility was short on the weekends.  She reported 

that when they don't have enough staff that they 

are supposed to call additional people in to work 

and that she doesn't look at the numbers to make 

sure that there was enough staff in the facility.

 An interview on 2/15/24 at 8:40 AM with the DON 

confirmed that staff are expected to use 2 people 

with the total body lift and the CNA should have 

gone to get someone to help her, anyone like a 

nurse. She confirmed that the aides have a 

pocket care guide, and she expects them to use 

it. She confirmed that the residents care plan to 

use 2 people assist with the total body lift was not 

implemented. She confirmed that the staff receive 

services and training regarding using the total 

body lift and on abuse and neglect on hire and 

annually. She confirmed that NA #3 was in 

serviced on the use of the total body lift and on 

abuse. She stated they offer incentives to the 

CNA's when we are not fully staffed, but they quit 

offering incentive to the CNAs about a month 

ago.

A record review of "PBJ Staffing Data Report 

CASPER Report 1705D FY (Fiscal Year) Quarter 

4 2023 (July1-September 30)", revealed 

"Excessively Low Weekend Staffing - Triggered.

Triggered = Submitted Weekend Staffing data is 

excessively low".

 M 640 45.21.8 Accidents

Accidents. The facility shall ensure that the 

residents '  environment remains as free of 

 M 640 3/20/24
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 M 640Continued From page 6 M 640

accident hazards as possible, and adequate 

supervision shall be provided to prevent 

accidents. If an unexplained accident occurs, this 

injury must be investigated and reported to 

appropriate state agencies.

This Statute  is not met as evidenced by:

Level II

Based on observations, staff and resident 

interviews, record review and facility policy 

review, the facility failed to ensure an 

environment free of accident hazards as 

evidenced by one staff member using a 

two-person total body lift to transfer Resident #55 

and standing water in a bathroom (Resident's #39 

& 46) for three (3) of 28 residents reviewed on 

sample. 

Findings Include

Review of the typed statement on facility 

letterhead dated 2/14/24 and signed by the 

Administrator revealed the facility does not have a 

policy regarding accident and hazard prevention. 

Review of the facility policy titled, "Invacare Total 

Lift" with a revision date of 8/16 revealed under 

the "Policy...The Invacare Total Lift is used for 

total lifts and/or to obtain a resident's weight from 

bed to chair, chair to bed, or from the floor..."

Resident #55

An observation and interview on 02/12/24 at 

01:34 PM, revealed Nurse Assistant (NA) #3 had 

Resident #55 up in the total lift sling hovering over 

her wheelchair with no other staff member in the 

resident's room. An interview with NA #3 revealed 

she is not certified, and she knows she is 

1.  On 2/1/24, Resident #55 was assessed 

by the Director of Nurses (DON) for any ill 

effects related to staff not implementing a 

care plan for requiring (two) 2-person 

assistance utilizing a total lift with 

transfers. Resident #55 had no noted ill 

effects.  On 2/12/24, Nursing Assistant #3 

received corrective counseling for not 

following the pocket care guide (PCG) and 

care plan while using a total body lift for 

Resident #55 transfer.  On 2/12/24 an 

in-service was initiated for Nursing 

Assistant #3 on following the PCG for 

residents requiring two-person assistance 

with total lift.  On 2/13/24 Resident #39 

and Resident #46 sink faucet and sink 

toilet leak in bathroom was repaired by the 

Maintenance Director.  Resident #39 and 

Resident #46 had no ill effects from this 

deficient practice.

2.  All residents have the potential to be 

affected.

3.  An in-service was initiated on 2/13/24 

for all staff by the Staff Development 

Coordinator (SDC) on ensuring 

maintenance issues are documented in 

the Maintenance Repair Log book located 

at the nurse's station, placing wet floor 

signs down for wet floors, cleaning spills 

and liquids off the floor as soon as 

possible.  An in-serivce was initiated to all 

Mississippi State Department of Health
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 M 640Continued From page 7 M 640

supposed to have a certified or licensed staff 

member with her when she uses a total lift 

because of the risk of the resident falling or 

slipping out of the sling.  She stated the resident 

was so wet and needed changing and she just 

could not find anyone to help her. This interview 

continued at the nurse's station where we found 

Licensed Practical Nurse (LPN) #2 and 

Registered Nurse (RN) #1. NA #3 informed them 

that she had lifted the resident with a total lift and 

no assistance from another staff member.  RN #1 

stated," why did you not come get one of us" and 

NA #3 stated she could not find anyone.  RN #1 

and LPN #2 revealed that the resident needs a 

two person assist with a total lift to prevent falls. 

NA #3 stated that she had been in-serviced on 

how to use the total lift and knows that she should 

have just waited to get help from another staff 

member.

An interview on 2/14/24 at 1:30 PM, with Certified 

Nurse Assistant (CNA) #4 confirmed that 

sometimes the aides use the total lifts alone 

because there is not enough staff to help. She 

stated we usually know the residents that we can 

use one person with the total lift and those that 

would need two (2).  She stated that the policy is 

to use two (2) staff members with a total body lift 

and has been in-serviced. She stated that to be 

honest we just do the only thing we can.

An interview on 2/14/24 at 2:15 PM, with the 

Administrator revealed that the staff have "Pocket 

Care Guides" that tell them what each resident's 

care needs are and that Resident #55's indicated 

she needed a two person assist with total lifts.

An interview on 2/15/24 at 8:20 AM, with the 

Director of Nursing (DON) confirmed that staff 

are expected to use two (2) people with the total 

nursing staff on 2/13/24 by the Staff 

Development Coordinator (SDC) on 

following the PCG and care plan for 

residents requiring lift to use two-person 

assistance at all times.

4.  Starting 2/19/24, the Maintenance 

Director and/or Assistant Maintenance 

Director will make resident room rounds 

checking bathrooms for leaks or broken 

faucets (five) 5 times weekly for 4 weeks, 

then weekly times four weeks to ensure 

safe environment for residents.  The 

Director of Nurses (DON) or Unit 

Managers will make rounds (three) 3 

times per week for (eight) 8 weeks to 

ensure care plan implemented and 

followed for residents using two-persons 

for total body lift starting 2/19/24.  Starting 

2/23/24, results of audits and rounds are 

submitted to the Executive Director (ED) 

weekly times (eight) 8 weeks to audit for 

accuracy and completeness and will be 

maintained in the ED office. Starting 

3/20/24, the ED will forward the results of 

the audit to the Quality Assurance (QA) 

committee monthly times (three) 3 months 

for review and further recommendations. 

(three) 3 months for review and further 

recommendations. 
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 M 640Continued From page 8 M 640

body lift and the NA should have gone out and got 

someone to help her. She confirmed that the 

aides have a pocket care guide, and she expects 

them to use it.  She confirmed that the staff 

receive in-services and training regarding using 

the total body lift on hire and annually.  She 

confirmed that NA #3 was in-serviced on the use 

of the total body lift. 

Record review of NA #3 State approved Nurse 

Aide Training Program (NATP) certificated 

revealed it was completed on 11/17/23.

Record review of the facility in-services revealed 

the facility had an in-service dated 11/15/23 

regarding full body lifts and that noncertified staff 

were not to use the lift and that was attended by 

nursing staff including NA #3. Another in-service 

was completed on 12/9/23 regarding full body 

lifts, "students cannot use lift without a certified 

CNA and to follow the pocket care guide" that 

was attended by NA #3.

Record review revealed NA #3 had received a 

"Competency Evaluation and Assessment Total 

Lift" on 12/9/23 that indicated the staff member 

demonstrated proper use of the total lift.

Review of the Manufacturers General Guidelines 

for the Total Body Lift indicated under "Operating 

the Lift...The use of one assistant is based on the 

evaluation of the health care professional for 

each individual case."

Record review of Resident #55's 

"Admission/Readmission Evaluation" dated 

3/13/23, revealed under "Mobility-that the resident 

needed a two (2) person assist with a full body lift.

Record review of Resident #55's "Daily Care 
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Guide" revealed the resident needed a two (2) 

person assist with a total mechanical lift for 

transfers.

Record review of Resident #55's "Face Sheet" 

revealed the resident was admitted to the facility 

on 7/21/21 with medical diagnoses that included 

Unspecified Cerebral Palsy.

Record review of Resident #55's quarterly 

Minimum Data Set (MDS) with an Assessment 

Reference Date (ARD) of 12/7/23 revealed in 

Section C a Brief Interview for Mental Status 

(BIMS) score of 14, which indicates the resident 

is cognitively intact and in Section G that the 

resident needed a two-person physical assist with 

transfers.

Resident #39 and #46

During an interview and observation on 02/12/24 

at 11:06 AM, with Resident's #39 and 46 revealed 

the resident's bathroom had a puddle of water in 

the floor approximately two (2) feet wide by two 

(2) feet wide between the toilet and the sink. An 

interview with Resident #39 & 46 revealed they 

both walk independently.  When asked if the staff 

were aware there was a possible leak, Resident 

#46 stated, yes, they have come in and looked at 

it, but no one's fixed it.  

During an observation and interview on 02/13/24 

at 10:30 AM, of Resident #39 & 46's bathroom 

revealed there was still a puddle of water 

between the toilet and the sink that was 

approximately two (2) feet wide by two (2) feet 

long, that extended to the front of the toilet. 

In an interview on 2/13/24 at 10:50 AM, with 
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Licensed Practical Nurse (LPN) #1 revealed that 

she has not been notified about a water leak in 

Residents #39 & 46's room. She confirmed that 

staff should put a wet floor sign up and notify the 

staff or maintenance of the issue so it can be 

fixed.  She confirmed that both of those residents 

walk independently, and it could have been a fall 

hazard.

During an interview on 2/13/24 at 10:55 AM, with 

the Administrator confirmed that if the staff find a 

maintenance issue that needs to be fixed then 

they need to notify a nurse or maintenance.  She 

confirmed that the water in the floor could have 

been a fall hazard for the residents in that room. 

Record review of Resident #39's "Face Sheet" 

revealed the resident was admitted to the facility 

on 6/13/17 with medical diagnoses that included 

Other Recurrent Depressive Disorders.

Record review of Resident #39's MDS with an 

ARD of 1/23/24 revealed in Section C a Brief 

Interview for Mental Status (BIMS) score of 13, 

which indicates the resident is cognitively intact 

and in Section GG that the resident walked 

independently.

Record review of Resident #46's "Face Sheet" 

revealed the resident was admitted to the facility 

on 11/09/23 with medical diagnoses that included 

Unspecified Dementia, Unspecified Severity with 

Anxiety.

Record review of Resident #46's MDS with an 

ARD of 2/9/24 revealed in Section C a BIMS 

score of 6, which indicates the resident is 

severely cognitively impaired and in Section GG 

that the resident walked independently.

Mississippi State Department of Health
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 M1015 45.35.2 Bathtubs, Showers, and Lavatories

Bathtubs, Showers, and Lavatories. Bathtubs, 

showers, and lavatories shall be kept clean and in 

proper working order. They shall not be used for 

laundering or for storage of soiled materials. 

Neither shall these facilities be used for cleaning 

mops, brooms, etc. 

This Statute  is not met as evidenced by:

 M1015 3/20/24

Level II

Based on observations, staff, and resident 

interview the facility failed to correct maintenance 

issues in a resident bathroom for two (2) of 28 

residents sampled. Residents #39 & #46.

Findings Include:

Review of the written statement on facility 

letterhead dated 2/14/24 and signed by the 

Administrator revealed the facility does not have a 

policy regarding maintenance repairs.

An interview and observation on 02/12/24 at 

11:06 AM, with Resident's #39 and #46 revealed 

the residents share a bathroom and the water in 

the bathroom will not turn on and there is a 

puddle of water in the floor approximately 2 feet 

wide by 2 feet wide between the toilet and the 

sink. Resident #39 & #46 revealed the sink has 

not worked in a long time and they both walk 

independently.  When asked if the staff were 

aware their sink did not work and there appeared 

to be a leak, Resident #46 stated, "Yes, they have 

come in and looked at it, but no one's fixed it."

An observation and interview on 02/13/24 at 

1.  On 2/13/24, sink faucet and toilet leak 

in Resident bathroom #39 and #46 was 

repaired by the Maintenance Director.  

Resident #39 and Resident #46 had no ill 

effects from this deficient practice.

2.  All residents who ambulate 

independently have the potential to be 

affected.

3.  An in-service was initiated on 2/13/24 

for all staff by the Staff Development 

Coordinator (SDC) on ensuring 

maintenance issues are documented in 

the Maintenance Repair Log book located 

at the nurse's station, placing wet floor 

signs down for wet floors, cleaning spills 

and liquids off the floor as soon as 

possible.

4.  Starting 2/19/24, the Maintenance 

Director and/or Assistant Maintenance 

Director will make resident room rounds 

checking bathrooms for leaks or broken 

faucets (five) 5 times weekly for 4 weeks, 

then weekly times four weeks to ensure 

safe environment for residents.  Starting 

2/23/24, results of audits and rounds are 

submitted to the Executive Director (ED) 

Mississippi State Department of Health
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10:30 AM, of Resident #39 & #46's shared room 

revealed there was still a puddle of water 

between the toilet and the sink that was 

approximately 2 feet wide by 2 feet long, that 

extended to the front of the toilet. Observation 

revealed the handle to the faucet was not 

attached.  Resident #46 revealed that he did not 

know how to put the faucet handle back on.

An observation and interview on 2/13/24 at 10:35 

AM, with Nurse Aide (NA) #1 confirmed there was 

water standing in the floor of Residents #39 & 

#46's bathroom and that they walked 

independently. She confirmed that the sink 

handle was loose and could be removed causing 

the sink not to be able to be turned on and that 

the puddle of water could have been a fall hazard 

for the residents.  She revealed that she is not the 

residents NA, but that the staff are supposed to 

notify nurses or the maintenance man if there is 

an issue that needs to be repaired.  She stated 

that a wet floor sign needed to be put up also.

An observation and interview on 2/13/24 at 10:40 

AM, with NA #2 revealed she is Resident #39 & 

46's nurse assistant, and she knew there was 

some sort of water leak in their bathroom, and 

she had reported it to one of the nurses but was 

not sure who. She stated, "they have come and 

looked at it but cannot figure out where the leak is 

coming from."  She confirmed the residents sink 

handle needed to be fixed, because the residents 

would not know how to reattach the handle on 

their own.

An interview and observation on 2/13/24 at 10:46 

AM, with the Maintenance Supervisor revealed he 

was not aware that Resident #39 & #46's 

bathroom had a leak that was causing water to 

stand in the floor or that their sink faucet had 

weekly times (eight) 8 weeks to audit for 

accuracy and completeness and 

maintained in the ED office. Starting 

3/20/24, the ED will present results of the 

audit to the Quality Assurance (QA) 

committee monthly times (three) 3 months 

for review and further recommendations. 
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come unattached.  He stated, "Someone just told 

me about it as I was walking down the hall."  He 

revealed that normally the staff just verbally tell 

him when something needs to be fixed, there is 

no form to fill out or computer system for 

maintenance request.  He confirmed there was 

water standing in the floor in the resident's 

bathroom and that the sink faucet handle was not 

permanently attached and needed to be fixed.  

An interview on 2/13/24 at 10:50 AM, with 

Licensed Practical Nurse (LPN) #1 revealed that 

she has not been notified about a water leak or 

the sink faucet not being attached in Residents 

#39 & #46's room. She confirmed that staff 

should put a wet floor sign up and notify the staff 

or maintenance of the issue so it can be fixed. 

An interview on 2/13/24 at 10:55 AM, with the 

Administrator confirmed that if the staff find a 

maintenance issue that needs to be fixed they 

should notify a nurse or maintenance.  

Record review of Resident #39's "Face Sheet" 

revealed the resident was admitted to the facility 

on 6/13/17 with medical diagnoses that included 

Other Recurrent Depressive Disorders.

Record review of Resident #39's Minimum Data 

Set (MDS) with an Assessment Reference Date 

(ARD) of 1/23/24, revealed in Section C a Brief 

Interview for Mental Status (BIMS) score of 13, 

which indicates the resident is cognitively intact 

and in Section GG that the resident walked 

independently.

Record review of Resident #46's "Face Sheet" 

revealed the resident was admitted to the facility 

on 11/09/23 with medical diagnoses that included 

Unspecified Dementia and Unspecified Severity 
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with Anxiety.

Record review of Resident #46's MDS with an 

ARD of 2/9/24 revealed in Section C a BIMS 

score of 6, which indicates the resident is 

severely cognitively impaired and in Section GG 

that the resident walked independently.
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