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F 000 | INITIAL COMMENTS . Foop FOOO This Plan of Correction
WA i constitutes my written credible
L Correcti M allegation of compliance. This Plan of
orreclion date :
: Correction does not constitute an
| The foliowing deficiencies relate ta the facility's admission or agreement by the
annual health survey and investigation of incident provider of the truth of facts alleged or
#79504. (See the Code of Faderal Regulations conclusion set forth in this Statement
{42CFR) Part 483, Subpart B-C). of Deficiencies. This Plan of
; i ely because
| Gomplaint #82848 was not substantiated. g?sr ree"t{:?pe:jsg reg;gdafg r_!g deral
F 576 | Right to Forms of Communication wf Privacy F 576: I req Y
88+ | CFR(s): 483.10(g)(6)-(9) o law.
§483.10(g)(6) The resident has the right to have
reasonable access 1o the use of a telephone,
including TTY and TDD services, and a place in 06/1/19
the facllity where calls can be made without being F576
overheard. This includes the right to retain and
use a cellutar phone at the resident's own .
expense. The facility reasonably ensures that
each resident has their mail delivered
§483.10(g){7) The facility must protect and on Saturdays.
facllitate that resident's right to communicate with Residents 20,40,41,42, & 54 have
individuals and entities within and extemal to the their mail delivered on Saturdays.
facility, including reasonable access to:
{i) A telaphone, including TTY and TDD services; A',I residents fwe g otgn!t.ially gt risk for
(il) The internet, to the extent available to the failure of mail to be delivered on
facility; and Saturdays. . _
{fii) Stationery, postage, writing implements and On 6/7/2019 an audit of residents at
: the ahility 1o send mail. random were interviewed regarding
, Saturday mai delivery.
§483.10(g)(8) The resident has the right to send { Mait Audits will be conducted by the
and receive mail, and to raceive lefters, packages Administrat desianee weekly for 8
and other materials delivered to he facility for the - Administrator or design y 1o A
resident through a means other than a postal . weeks, bi-monthly times 1 month wit
service, including the right to: findings reviewed by the facilities QA
(i} Privacy of such communications consistent Team for further determination,
with this section; and
(i) Access to stationery, postage, and writing II
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Any deficiency stat
other safeguernds p

nt anding with an asterisk () danoles a deficiency which the Institution may be excusad fram correcting providing it is delermined that
do suflicient protection to the palisnts - (See Instructions.) Exeapt for nursing homes, the findings stated above are distlosable S0 days

following the date of survey whether or not a plan of cofrection ia provided, For nursing homes, the above findings and plans of corraction ara disclosable 14
days following the dale these dacumants are made avatable fo the facisty. If deficiencies are cilad, an appraved plan of corraction ks requisile to conlinued
program pariicipaticn.
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implements al the resident's own expense.

§483.10(g)(9} The resident has the right to have
reasonable access to and privacy in their use of
elecironic communications such as email and
video communications and for internet research.
{i} if the access is available to the facility

{ii} At the resident's expense, if any additionat
expense is incurred by the facility to provide such
access to the resident.

{ili) Such use must comply with State and Federal
faw,

This REQUIREMENT 1s not met as evidenced
hy.

| Based on observations and resident and staff
! interviews, the facility failed to defiver resident

Saturday mail for 5 of 67 residents (Resident #20,
#40, #41, #42 and #54), The facifity census was
67.

Findings include:

{ During a Resident Council group interview on
i 5/09/19 at 1:32 p.m. Resident #40 stated mail sits

on the Nurse's Station desk and not dalivered to
residents on Saturdays. Residant #40 further
stated he asked at his Care Conference about
Saturday mail delivery but he continues to not
receive his mail on Saturday.

Dusing Resident Council group interview on
5/09M19 at 1:32 p.m. Resident #20, #41, #42 and
#54 stated mail is not delivered on Saturdays.

During interview on 5/1119 at 11:15 a.m. the
Acting Administrator {AA) stated business office
staff sort mail Monday through Friday and
aclivilies staff deliver it 10 the residents. The AA
stated no mail is delivered on weekends because
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no one is working to sort it. The DON staled no
one has volced concerns about mail nol being
delivered on week ends. ‘
During interview on 56/11/19 at 11:18 a.m. the F657 05/10/19
: MDS (Minimum Data Set) Nurse stated Resident . \ that }
{ #40 was the only resident who voiced concerns The facii[ty reasonably ensures tha
 regarding mail not being delivered on Saturday each resident has a.comprehensi\{e
particutarly his newspaper. The MDS nurse care plan that is reviewsd and revised
stated she told Resident #40 he could ask staff to by the Interdisciplinary team after
get his newspaper on the weekend from the mail, each assessment, including both the
F 857 | Care Pian Timing and Revision F 657 H
" : rehensive and quanterly or as
88=D | CFR(s): 483.21(b)(2)(i)-(ili) ! comp q y

§483.21(b} Comprehensive Care Plans
§483.21(b}{(2) A camprehensiva care plan must
be-

(i) Developed within 7 days after completion of
the comprehensive assessment.

{li} Prapared by an interdisciplinary team, that
includes but is not limited to--

(A) The attending physician.

(B} A registered nurse with responsibifity for the
resident,

{C) A nurse aide with responsibitity far the
rasident.

{D) Amember of food and nulrition services staff.
{E) To the extent practicable, the participation of
the resident and the resident’s representative{s}.
An explanation must be included in a resident's
medical record if the participation of the resident
and their rasident representative is determined
not practicable for the devalopment of the
resident's care plan.

(F) Other appropriate staff or professionals in
disciplines as datermined by the resident's needs
or as requested by the resident.

(iif)Reviewad and revised by the interdisciplinary

i

FORM CMG-25667(02.99) Pravious Versans Obsilete

Event1D.Z56Z1¢

Facaly iD- ADTEA

needed based on the resident’s
condition.

Resident #28 was reassessed and
has no pressure ulcers and skin
issues currently.

All residents at risk for having
pressure ulcers in the facifity are at
tisk.

On 5/10/2019 an audit of residents at
risk of having a pressure ulcer care
plans were reviewed and updated
along with adding interventions to
provide guidance 1o the staff for the
care and treatment for the resident.
Facility staff were in-serviced on
5/10/2019 and ongoing on the facility
process/standards on Resident Care
Plans. .

Care Plan Audits will be conducted by
the DON or designee weekly for 8
weeks, bi-monthly times 1 month with
findings reviewed by the facilities QA
Team for further determination.
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team after each assessment, including both the
comprehensive and quarterly review
assassmeants,

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, rasident
interview, and staff interview, the facility falled to
} revise a care plan to include the presence of a
: prassure sore with measurable goals and
. interventions for 1 of 21 residents sampled and
: reviewad for care planning revisions (Rasident #
28). The facility reported a consus of 67
residents,

Findings include:

Review of Resident #28's Minimum Data Set
{MDS) assessment dated 2/19/19 identified a
Brief interview for Mental Status Score (BIMS) of
16 without signs/symptoms of delirium. A score
of 16 indicated intact cognition. The MDS
revealed the resident required the extensive
physical assistance of 2 parsons for bad mobility,
transfers, and toilet use. The MDS documented
diagnoses that included heart failure, diabstes
melitus, and chronic kidnay disease, The MDS
ravealed the resident did not have pressure
sores present al the time of the assessment.

The Care Pian dated 2/28/19 identified the
resident had moisture related skin alterations with
interventions which Included: document on

| wound sheets weekly for skin alterations; provide
treatment as ordered for skin alterations; observe
for signs/symptoms of insomnia and report {o
nurse/doctor; and skin inspection to ohserve for
redness, open areas, scratches, cuts, bruises
with bathing/cares, and report changes to the ;
nurse. The care plan lacked documentation :
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pertaining to a pressure sora.

On 5/9/19 at 11:30 a.m,, Resident # 28 stated she
had a pressure sore on her bottom and the staff
treated it with salve. Resident # 26 commented

: tha staff liked o Jay her down once a day 1o get

ter off her bottom.

On 5/10/19 at 10:59 a.m., Staff L, Licensed
Practical Nurse {LPN}, stated she applied a
cream for treatmeant to the resident's butiocks
area thal moming. Staff L stated the area very
superficial, pink in color, and did not blanch,

On 5/10/19 at 4:40 p.m., the Assistant Director of
Nursing (ADON), stated Resident # 28 had a
cushion {hat staff transferrad from the wheelchair
to the racliner depending on where she sat.

| The Weskly Pressure Wound Monitoring sheet
: for Resident # 28 identified a pressure sore on

the teft inner buttock with onset date of 4/5/19.
The ongoing weekly measurements documsnted
the wound remained present 5/9/19 with a
measurement of 0.4 cm {centimaters) by 0.2 cm
and the resident encouraged to lay down in bed
as tolerates. :

On 510/19 at 5:00 p.m., the MDS Coordinator
confirmed the care plan Jacked a revision to
reflect the presence of the residen{'s pressure
sore. The MDS Coordinator stated the care plan
revision process included skin condition meetings
held on Tuesdays, she would becoms aware of
any new areas, and then she updated care plans
{o reflect new skin conditions. The MDS
Coordinator acknowledged the care plan should
have addrassed the resident's pressure sore.

F 657,
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F 689 | Free of Accident Hazards/Supervision/Davices F 689 F689 ’ \
582G | CFR(s): 483.25(d)(1)(2) . 06/07/1
The facility reasonably ensures that
- §483.25(d) Accidents ' each resident with a history of falls
. The facility must ensure that - have safety devices in place at all
; §483.25(d}{1) The resident environment remalins times and ensure safe transfer !
fr i i bie; .
as free of accident hazards as is possible; and ! techniques are used. \
§463.25(d){2)Each resident receives adequate , . . l_
supevision and assistance devices 1o prevent Resident #44's safety device is in |
accidents. . place at all times and safe transfer |
This REQUIREMENT is not met as evidenced techniques are used, ]
by: : !
. Based on observation, clinical record review and Resident #54 is deceased. |
staff interviews the facility faifed to ensure safely . . 1
devices in place al all times and ensure safe All residents at rlgk for fa!ls in the i
transfer techniques used for 2 of 6 residents facility are potentially at risk. .
reviewed with a history of falls. (Resident #44 and ! [
#64) The facllity reported a census of 67. ? On 6/7/19 an audit of residents at risk |
- of having a fall's care plans were ;
d {ude: " .
Findings inclucie reviewed and updated along with 'E
!'1, The Minimum Data Set (MDS) assessment adfjmg interventions to provide |
reference dated 10/16/18 revealed Resident #64 guidance to the staff for the care and ]
required extensive assistance with all transfers treatment for the resident.
and mobifity. The MDS identified the resident !
walked fn room with extensive assistance of two Facility staff were in-serviced on }
staff. 'I:he assassment documented the rasident 6/6/19 and ongoling on the facility |
had a history of falis and experlenced two falls d toty devices f
since admisslon. The MDS identified active process/standards on safety devic !
diagnoses of difficulty walking, osteoarthritis, and and safe transfer techniques. E
diabetes mellitus. The Brief Interview for Mental ;
 Status (BIMS) revealed a score of 11 which Audits will bs conducted by the DON f
| indicated modsrately cognitive impairment, or designee weekly for B weeks, bi-
i ith findings
{ The resident's cara plan dated 10/25/18 identified mopth!y&trbnets; ggmtt::e:g‘; "T'eag tor
the resident as a fall risk, The care plan informed reviewed by ,e .
the staff the resident had fluctualing cognitive further determination,
ability, is Impulsive and personal alarms In place !
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for the resident’s safety. The care plan directed
the staff to ensure placement and functioning of
alarms al all times, answer sounding alarms
promptly and to encourage the resident to use his
call light to make needs known. The care plan
revealed Resident #54 attempted lo self transfer
from his recliner to wheslchair and staff

: implemented a puli tab alarm on 10/25118.

Adocument tiled Fall Risk Evaluation dated
10/25/18 revaaled {he resident received a score
of 20 which indicated he had a high risk for falls.

Review of Progress notes dated 10/25/18 at 7:04
a.m. revealed a CNA called Staff G-RN into the
resident's room, tha CNA reported having
difficulty assisting the resident to sit up at the side
of the bed requiring assist of 2 to sit up, the CNA
also reportad to the nurse the resident kept
sliding out of bed and required assistance back
into wheelchair with the use of a Hoyar Lift
{mechanical k).

Review of Progress notes dated 10/25/18 at
12:50 p.m. the staff reported the residant self
transferred from his wheelchair to recliner,
raporting to the staff how difficult the transfer was.

Reaview of Progress notes dated 10/25/18 at 6:50
p.m. revealed the staff found Resident #84 on the
floor on his right side, leaning against his
wheelchair, The resident siated he went to the
bathroom but didn't make it back. The resident
complained of discomfort in his knees and staff
noted in the progress notes this is a notmal
complaint for the resident. The staff ransferred
the resident back into his whaelchair vie
mechanical lift then into bed. Resident #64
continued to complain of knee discomfort but did

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION £43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
165288 B. WING 05/11/2019
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE, ZIP CODE
909 6TH STREET
SUNRISE HILL CARE CENTER
TRAER, JA 50675
o4) 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION o8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 1.SC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F B89 | Continued From page 8 F 689

FORM CMS5-2562{02-99) Pravigus Versions Obsolete Evenl |D; 255211

Faciity 0 140760

If continuation sheet Page 7 of 19




DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENGIES

PRINTED: 05/28/2019

FORMAPPROVED

OMB NQ. 0938-0391

(X1) PROVIDER/SUPPLIER/CLIA

(X2} MULTIPLE CONSTRUGTION

{X3) DATE SURVEY

not have signs or symptoms of an injury at the
time.

A fallincident report dated 10/18/18 at 6:45 a.m,
ravealed Resident #64 experienced a fall in his
room, he feaned over to pick up something off the
floor and fell out of bed, The staft provided falt
interventions which consisted of education on use
of the call light and to wait for help.

A fallfincident report dated 10/25/18 at 6:50 p.m,
Resident #64 experionced a fall while in his

: bathroom, The resident self transferred to his

bathroom and slid off the tollet, The staff provided
falt interventions which consisted of education on
use of the call light and to wait for assistance.

AProgress note dated 10/26/18 at 7:.07 a.m.
ravealed the staff transferred the resident a local
emergency room for evaltuation for possible right
fractured knee from fall on 10/2518,

. Review of a progress note dated 10/26/18 at
: 10:17 a.m. ravealed Staff N-LPN/ADON placed a

call to ihe lacal emergency room, the staff
reported the resident had a fractured right ferur,

Review of a progress note dated 10/28/18 at
11:30 a.m. revealed the facility received a call
from the local hospital, they reported the resident
experienced a serious medical issue during the
surgical repair of the hip on 10/27/18. The
surgeon could not complete the hip repair and
placed the resident on a ventilator. The Primary
Care Physician ordered the resident to return to
the facllity and placed on Hospice services. The
resident transferred back to the facility on
10/26118.
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Review of the Progress Notes dated 11/8/18 at
7:24 am, Resident #64 expired.

Adocument tilled Fall Risk Evaluation dated
10/25/18 revealed the resident received a score
of 20 which indicated he had a high risk for falls.

Review of the Nerth/West nursing report dated
| 10/25f18 revealed the staff initiated a pull tab
 alarm for Resident #64 on that day.

Review of a Personal Alarm Monitoring sheet
dated 10/25/18 revealad the staff initiated &
pressure pad in the resident's bed and a personal
pull tab alarrm while In chelr recliner.

Review of an x-ray report dated 10/26/18
revealed the resident fell on 10/25/18 and

: complalned of right knee pain. The resident had a

dlagnosis of a displaced fracture of the distal right
femur, just above the right total knee arthroplasty.

Review of an intemal facifity investigation
completed on 10/26/18 revealed Staff C and Staff
D-Agency Certified Nurses Aides transferced
Residant #84 into a dining room chair during the
evening meal and failed 1o put the pull tab alarm
on the resident.

During an interview on 5/9/19 at 1:30 p.m. Staff
D-Agency CNA verified she worked on the
evening staff found Resident #64 on the floor, she
reported baing assigned to Resident #64 that
evening. Staff D acknowledged knowing the
resident utilized alarms but couldn't find the alarm
in the resident's room prior to his fall. Staff D
staled after the 10/25/18 fall she found the pull
tab alarm behind the blinds in the resident's

room, Staff D stated she should have double
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checked the resident to make sure he had his
alarm on. Staff D assisted the resident after the
falt on 10/25/18 and stated the resident did not
have an alarm on at the time of the fall.

During an interview on 5/9/18 with Staff C-Agency
CNA at 3:25 p.m. she verified she worked and
took care of Resident #64 on the avening of
10/25/18. Siaff C stated when she got Residant
#84 up for supper he did not have an alarm on
and had no idea he should have an alarm. Staff C
verified at the time of the fall on 10/26/18 the
resident did not have an alarm on.

Dusing an interview on 5/9/19 with Staff E-CNA at
2:52 p.m. she verified she worked first shift on
10/25/18, Staff E staled the tab alam initiated
around funch time on 10/25/18 due io the self
transfer the resident did earlier in the day. Staff E
stated Stafi G-LPN communicated they initiated
an alarm for the resident. Staff E said she
thought walking rounds were done between first
and second shift that day but did not specifically
tell second shift the resident now had pul
away/tab alamm.

During an interview on 5/9/19 al 4:40 p.m. with
the Staff N-LPN/Assistant Director of Nursing she
stated she placed the pull away alarm on this
resident while he sat in his recliner. She stated
she remermbered putting the strap for the atarm
around the window crank.

Dwing an interview on 5/9/19 with Staff G-LPN al
5:05 p.m, stated she had decided per her nursing
judgment to stast the pull away alarm on Resident
#64. Staff G stated she told firat shift she initiated
the alarm and the expectation is for first shift to

walk the halls with second shift and communicate
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the changes

During an interview dated 516119 at 8:00 a.m.
the Director of Nursing {DON), revealed the
interna! investigation concluded the staff falled to
put the pull away akarm on the resident. She
stated she could not identify a final result of who
dig not place the alarm. The DON slated that staff
are expected o follow the care plans,

2. The MDS assessment dated 3714719 revealed
Rasident #44 had diagneses non-Alzheimer's
dementia, multiple sclerosis (M3}, diabetes, and
anxiety disorder. The MDS indicated the resident
had moderately impaired cognition, and required
extensive assistance of two staff for transfers.

The Care Plan, revised on 4/23/19 recorded
Resident # 44 had a diagnosis of MS and needed
assistance for all cares, The staff directives
included use an EZ stand or Hoyer lift per nursing
discretion for safety.

The physician's orders dated 4/16/19 revealed an
order for physical therapy evaluation for transfers.

A Physical Therapy (PT) evaluation 4122119
revealed Resident #44 had MS, dementia,
muscle weakness, and left hand contracture. PT
recommended staff use a Hoyer lift when the
resident transferred for staff safety.

Nursing progress notes revealed the following:

a On 4/18/2019 at 9:41 a.m., new order from the
physician for PT/OT evaluation for transfers.

b. On 4/23/2019 at 2:16 p.m., per PT at Medicare
meeting, recommended a Hoyer lift used for
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transfers,

The Rehab to Nursing cornmunication form dated
4/23/19 revealed Resident # 44 required
assistance with a Hoyer lift effactive 4/23/19.

During observation on 5/9/19 at 1:22 p.m., Staff |,
Agency CNA, and Staff H, Agency CMA, enlered
the resident's room and reported they planned to
transfer Resident #44 into bed. Resident #44 sat
in a high back wheslchair. Staff H questioned
why someone removed the Hoyar siing from
under the resident. Staff H placed a mesh sling
behind the resident's back, then pulled the leg
straps under the resident’s legs, After they
altached the sling straps to the lift, Staff H and
Staff | attachad the sling straps to the mechanicat
i, Staff H took the remote and ralsed the
resident up above the wheelchair using the
mechanical lift. Resident #44 satd “i'm falling".
Staff H tooked under the resident and sald the
sling wasn’t under the resident properiy, then
lowered the resident back into the wheelchair,
and stated they needed to use a different sling.
Resident #44 slid down in the wheelchair with her
bottom near the edge of the wheelchair seat. At
1:29 PM, Staff H stated she didn't like how the
rasident sat in the wheelchalr and requested Staff

' 110 help her pull the resident up. Staff H and

Staff | reached under the resident and pulled the
resident up in the wheelchair. At 1:33 PM, Staff
H removed the maesh sling under the resident and
placed & light blue sling behind the resident's
back, then attempted to push the sling under the
resident's legs, Staff H had the resident lean
forward and tucked the sling down lower on her
back. Staff | brought a Maxi Move mechanical lift

into the resident's room, The DON knocked on

the door to the resident's room and asked it staff
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neadad anything. Staff H told the DON there
wasn't a sling under the resident and questioned

i how staff had transferred the resident eariier.
: The DON stated she had to check the care plan
* as she thought they had upgraded her transfer

i but then returned to the room and told the CNA's

the resident required a Hoyer for all transfers,
then left the room  Staff H and Staff | attached
the sling straps to the metal buttons on the Maxi
Move mechanical lift. Staff H pulled the teg
straps between the resident's legs and attached
the lower straps to the Maxi Move buttons with
much effort. Staff H tock the remote and raised
the resident up with the mechanical lift,
transferred the resident to the bed, and then
lowered the resident into bed. Staff H and Staff i
started to remove the sling straps from the
mechanical lift when the restdent yelled “ouch®,
The bar on the mechanical lift struck the
rasident's right arm. Staff H4 apologized to the
rasident, then removed the sling under the
resident.

On 5/9/19 at 122 PM, Slaff 1, agency CNA, and
Staff H, agency CNA, reported they ware
assigned to West Hall but came and helped staff
in the 200 hall. Staff | reported she had only
worked a few shifts at the facllity and not familiar
with the residents.

During an interview 5/9/19 at 1.55 PM, Staff H
reported she had a "cheat sheet” with information
about the residents on her assigned hall (hall
300}, but didn't have a cheat sheet for the 200
hab because she was assigned to work the 300
hail that day. Staff H stated if she was not
familiar with the resident cares neaded or how to
use equipment, she just figured it out. Staff H
raporied she worked as agency staff and had

F 680
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recelved one day of orientation when she worked
her first shift at the facility. The orientation
entailed review of emergency procadures, such
as if had a fire, and the location of supplies. Staff
H acknowledged nobody showed her how to use
the resident care aquipment such as the
mechanical lifts,

{ In an inferview 5/11/19 at 9:14 AM, the MDS

Coordinator reported a care meeting he!d with
therapy on 4/23/19, and therapy recommendad
staff used a Hoyer lift when they transfarred
Resident #44.

In an interview 5/11/19 at 10:16 AM, Staff M,
Physical Therapist, reported a PT evaluation
completed on Resident #44 on 4/22/19. Staff M
reporfed they recommended staff used a Hoyer
lift for all transfers on Resident #44 because she
had a decline in status. Staff M reported she had
provided staff education on transfers for ali staff a
year ago, Staff M stated the staff education
pertaining to transfers included agency staff,

' [n a skil set for "Hoyer Lift, £2 Lift and EZ stand”

transfers revealad the following procedural steps:

 a. Bring Hoyer to bedside.

b, Roll resident ento hisfher side away from the
attendant

¢, Place wider seat of sling under the resident's
thighs, 50 the lower edge of the seat is in under
the knees

d. Place narrow part of sling just above the small
of the back.

e. Roll resident toward attendant and pull slings
through, like positioning a draw sheet.

f. Position seat sling, elevale head of bad to
facilitate placing the back piece.

g. Attach & hooks of the chains 1o the loops on

F 688
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the seat hangers, attach ends of tha chains to the
swivel bar hooks, attach $ hooks on the back in
the links as required. Check to see 8 hooks are
haoked all of the way into the chains and the seat
is close to the knees for safely,

i h. Check chains and S hooks to ensure they are
propearly positioned.

i. Position wheelchair and lock brakes. Onca
resident litted and cleared from the bed, grasp
steering handles and move resident over the
chair, then lower the resident siowly and guide
histher descant.

j- Detach the § hooks from the seat and back,
and remove the chains and back,

F 690 ; Bowel/Bladder Incontinence, Catheter, UTH

g5=p : CFR(s}; 483.25(a)(1)-{3)

§483.25(e} Incontinence.

§483.25(e){1) The facility must ensure thal
resident who is continent of bladder and bowel on
admission receives servicas and assistance to
maintain conlinence unless his or her c¢linical
condition is or becomes such that continencs is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessmant, the facility must
ansure that-

(i) A residant who enters the facility without an
indwaelling catheter is not catheterized unless the
resident's clinicat condition demonstrates that
catheterization was necessary;

(i) A residant who enters the facility with an
indwelling cathater or subsequently receives one
Is assessed for removal of the catheler as soon
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary;

F 682

F 890

H

F690 é

06/05/1
The facility reasonably ensures that
each incontinent resident will have a
complete bladder and bowel
assessment completad in order to
maintain or reduce the frequency of
incontinence.

The facility reasonably ensures that
proper incontinence care will be
completed for all residents who
require assistance with incontinence
care,

All incontinent residents in the facility
are potentially at risk.

On 6/5/19 an audit of incontinent
resident’s care plans and
assessments were reviewed and
updated.

>
i
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¢ (iif) A resident who is incontinent of bladder
| raceives appropriate treatment and services to
prevent urinary tract infactions and to restore
: continence to the extent possible.

§483.25(e)(3} For a resident with fecal

' incontinence, based on the resident's
comprahensive assessment, the facility must
ensure that a resident whao is incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review, observation,
resident and staff interviews, and policy review,
the facility failed to complete bladder and bowel
assessments for an incontinent resident in an
effort to maintain or reduce the frequency of
inconlinence for one of two residents reviewed for
bfadder and bowe! assessments (Resident #40),
and failed to provide proper incontinence care to
minimize the risk of cross-contamination and
infection for one of six residents observed for
incontinence cars {Resident #44). The facility
reported & census of 67 residents.

Findings include;

1. The Minimum Data Set (MDS) assessment
dated 3/7/19 identified Resident # 40 had
diagnoses of cerebrovascular accident (stroke),
! hemiplegia {flaccid on cne side), heart failure,
and benign prostate hyperirophy with lower
urinary tract symptoms. The MDS indicated the
resident had a Brief Interview for Mental Status
{BIMS) score of 14, which indicatad intact
cognition. The MDS recorded the resident
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Facility staff were in-serviced on
6/6/19 and ongoing on the facility
process/standards on proper
incontinence care,

Staff wa's in-serviced on 6/1/19 on
Bowel and Bladder Assessments,

. e o

Audits will be conducted by the DON
or designee weekly for 8 weeks, bi-
monthly times 1 month with findings
reviewed by the facilities QA Team for
further determination.
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required the extensive assistance of two staff for
toileting and transfers and experienced frequent
episodes of bladder incontinenca. The MDS
revealed the resident had no tria! or current
toileling program such as a scheduled tollsting or
bladder training since incontinence had been
noted to manage the resident's urlnary
incontingence, The MDS revealed the resident
took a diuretic seven of seven days during the
look-back period,

| The care plan revised 3/14/19 revealed the

! resident needed assistance with cares due to a
: stroke, right sided hamiplegia, and left side
weakness. The resident had bladder
incontinence alt times and took a divrelic. Staff
directives included providing assistanca with
toiteting and peri-care.

Tha physician's order dated 4/5/19 reveated
bumex (a diurelic) by mouth twice a day for
edema,

The clinical record lacked documentation of
bladder and bowe! assessments.

During observation on 5/10/19 at 12:20 PM, Staff
D, Cerified Nursing Assistant {CNA) stood
Resident #40 by the toilet. The resident had
visibly wet pants and a wet pull up briaf. Staff
removed and changed the resident's pants and
brief after he sat on the toilel.

During an interview 5/9/19 at 10:10 AM, Resident
#40 stated he had a stroke and required
assistance for cares, The rasident reporied
sametimes it fook awhile hefore staff responded
when he placed his call light on and provided

; agsislance when he had to go to the bathroom.

i

F680
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The resident reported at times staff told him they
would be back to provide assistance, turned his
call light off, but then didnt come back. The
resident stated he took a diuvrelic and couldn't
always wait a long time for assistance to the BR,

During an interview 5/10/19 at 2:08 PM, the MDS
1 nurse confirmed no bowe! or bladder
assessments done on the residents at the facility.

[ 2. Tha MDS assessment dated 3/14/19 revealsd
Residant #44 had diagnoses of non-Alzheimer's
dementia, multiple sclerosis (MS), and diabetes.
Fhe MOS indicated the resident had moderately
impaired cognition and required extensive
assistance of two staff for toileting and hyglene.
The resident had a catheter and frequent bowel
incontinence,

: The Care Pian revised on 3/21/19 recorded

' Resident # 44 had a diagnoses of MS. The care
 plan revealsd the sesident had a suprapubic
catheter and bowel incontinence, and had an
 allergy to incontinence products and frequently
scratched herself causing skin conditions. Tha
staff directives included provide assistance with
pericare.

During ohservation on §/8M18 at 1:22 PM, Staff H,
CNA, and Staff |, CNA, transferred Residant #44
into bad then donned a pair of gloves. Staff H
removed the resident's pants and a washcloth in
her peri area. At the lime, Staff H reporied the
resident had no brief dus to skin breakdown that
had occurred when incontinence product worn.
At 1:29 PM, Staff H had the resident roll onto her
left sids, then took a wet washcloth and cleansed
 between the resident’s buttocks. Staff H folded

: the washcloth and wiped the area again. StaifH

F 680
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had the restdant roll onto her back, then took
another washeloth and cleansed the peri area
and groin area front to back. Staff H folded the
washcloth several times betwsen wiping the
areas. Staff H rolled the restdent anto her left
side again, then used another washcloth and
cleansed the buttocks area, folding the washcloth
twice in-between wipes. Resident #44's had
redness Yo her groin and buttock area, and
complained of the area being sore when staff
performed peri care.

An Incontinence Care Checklist too! revealed the
following procedural steps:

a. Don gloves

b. Remove soiled pads, clothing, linen

c. If gloves are soiled, remove and complete
hand hygiene, and reapply clean gioves

d. Place a towel under the parineum

e. For femalss, use a washcloth and wash the
labia from front to back

f. Turn resident onto his/her side, wash bultocks,
upper thighs, and anal area front to back,

0. Remove glovas and perform hand hygiene

During an interview 5/11/19 at 11:07 AM, the
Assistant Director of Nursing (ADON) reparted
she performed staff audits for peri care evary
three months and whenever she noticed a trend
in infections. The ADON reported she expected
staff cleanse the front then the back side when
performed peri care, and changed their gloves
when contaminated.
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