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F 000 | INNAL COMMENTS F 000/ .
_ 1. Resident's #3 and #6 have been
An abbreviated standard survey (KY23445) wes discharged from the facility.
initiated on 08/29/15 and concluded en 06/30/15. . '
The complaint was substantiated with deficlant Rt.:sulent - #4 and #5 were provided
practice identified at "G" level. with incontinent products as
ss=c | INDIVIDUALITY

The facility must promote care for rasidents in &
manner and In an envionmant that malniains cr
enhances each resident's dignity and respect ir:
full recognition of his or her individuallty.

This REQUIREMENT i not mat as evidenced

by:

Based on interview, racord review, and facility
policy review it was determined the facility failed
to promote care for residenta in a manner and ih
an anvironment that maintained or enhanced
each resident’s dignity for four {(4) of seven {7)
sampled residents (Residents #3, #4, #5, and |
#8). Staff and resident interviews revealed the.
facility raquirad staff members to remove
incontinence briefs on all incontinent residents
during the night. Interviews with Residents #3,
#4, #5, and #5 revealed the faclity had not
diecussed this issua with them prior to _
implementing incontinence briafs being removed
at night. The residents stated this caused
feelings of humiliation and embamrassment, and
they felt demeaned.

The findings include;
Raviaw of tha facliity’s policy titted "Resident

Rights,” date unknown, revaaled a resident was
to be treated with consideration, respect, and fill

|ER REPRESENTATIVE'S S‘GNA E

June 30, 2015. Each resident's

Plan of Care was revised by MDS
Coordinator on 7/1/15 and physician's
orders were reviewed and clarified

as appropriate.

2. Residents that have incontinence

| of bowel or bladder have the potential
to be affected. The MDS Coordinator

reviewed care plans of each resident
that has a diagnosis of incontinence
and care plans were updated and
revised as appropriate. This review
was completed on July 1, 2015.

Incontinent care and product
Physician Orders were reviewed by
the Unit Manager (UM), and

Assistant Director of Nursing (ADON)
on July 23, 2015 and clarified as

appropriate.

ALO.

07/ 15

Any deficiency sistemeant ending with an asteriak

entian a deficlancy which the Institution may be-axcused from correcting providing it s detsmined that

cthar safoguands provide sufficiant pratection to the patients . (See instruetons,) Except for nursing homes, tha findings stated sbove are disclosable 80 days
following the date of survey whather or not e plan of correction ls provided.: For nursing homes, the above findings and plans of cormaction ane dieclosable 14
days following the dato theso deauments nra made avallable te the faciity, If deficiencies are elted, an appraved plan of copectinn ir requizie to sonbinued
program participation.
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F 241 | Continued From page 1 F 241 Social Worker wil interview 5
recognition of hisfher dignity end individuality. residents with a BIMS score of
1, Record review revesled the facility admitted 9 or higher that have a
Resident #3 on 04/01/14 with diagnoses which diagnosis of incontinence. The
includad Multiple Sclerosis (MS), Anxiety, Mixed " ident D Choices
Incontinence, and Generalized Muscle Res " Ignity and
Weakness. Review of tha Annual Minimum Data Audit" tool will be used to
Set (MDS) assessment, datedd Dmg:;l sf.lreveahd idenﬂfy’ with residents, any
the facility assessad the resident's Brief Intarview .
far Menta! Status (BIMS) scare to be 15, which issues with dignity. After
indicated the resident was cognitively intact anc: completion of interview, any
interviewsbie. issues will be address as
Further raview of the MDS revealad the facility appropriate. This will be
assessed the resident as requiring axtensive
assistance with bed mobility and tolleting. The completed by August 7, 2015.
facility also assessed the resident to be frequeptily
incontinent of bowel and bladder, Review of tha 3. On July 1, 2015 the facility audited
*Care Directive” (Certifiad Nursing Assistant Czre . Y L o Y
Plan) revesled the resident was always each incontinent resident’s supply of
incontinent of bowel and bladder, The Care Plan incontinent products as ordered by
directed staff to "chack and change” the resident the physici 1 £ d
every two (2) hours and as naeded. € phiysician, plan o care an
ey resident’s preference and provided
Review of the July sician's Ordars s
revesled an ordar with an original order date of: additional products as appropriate.
04/01/14, stating tha rasident "may wear briefs Yor
incontinent episodes.” Review of the
Comprehensive Care Plan with an onsat date ¢if
04/08/15, revealed the resident was expetiencing
incontinence episodes of bowel and/or bladder
and directed staff to "check and change* tha
resident avary two (2) hours and as needed, as
well as to "use adutt brief far dignity.” Review cf
the "Weekly Skin Integrity Data Collaction” datd
05/04/15 through 06/29/15 revealed the resident's
skin was intact and dry. !
Interview with Resident #3 on 06/29/15 at 10:0R
FORM CMS-2567(02-00) Previous Varsions Obsolate Ever| 1D; NHZE11 Facllly ID: 100502
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F 241 | Continued From paga 2 F241 On 7/1/15 the Unit Manager provided
AM revealad the resident was not provided . .
incontinence briefs during the night multiple times nursing staff with inservice regarding
tacility staff had indicated the reason for not .
providing him/Mer incontinance briefs during the that resident's are to be provided with
night was ralatad 1o steff "using too malzv incontinent products according to the
dispers." During interview with the resident, - A
hefshe stated, | hava MS. The disease is bad physician order's, resident's plan of
enough. | don't need to loge any mora dignity. care, and the resident’s preferences.
g::ga::\hgo? Lo LAkl LU Inservices will be completed with
nursing staff by the Unit Managers
Further interview with the resident on 08/29/15 at : d :
1:50 PM revesled facilty staff had not asked the on Dignity and Choices by
resident or discussed the decision o discontinua August 7, 2015.
incontinence briefs at night with the resident until
siaff members wara directed to not use them, . .
Interview with Resident #2 on D6/30/15 at 12:33 Newly hired nursing personnel will
PM, revealed facility staff told tha resident they . : : care
wera not providing briefs during the night so Tecelve e?ucatioq on mc.ontment
he/she could "air out.* The resident stated the and practices during theijr new hirc
terminology "air out* was offansiva, ridiculous, orientation period.
and embarrassing to himer, Further interview
revealed the resident had been having fraquent
loosa siools and atthough he/she realized "thay
did not smell good,” the fact that the facility
wanted staff to "air” him/her out was
embamassing.
2. Record raview revealed tha facility readmitted
Resident #4 on 02/19/15 with dlegnosas which
included Cerebrovascular Disease (CVA - stroks),
Congestiva Haart Fallure, and Generalized
Weakness. Review of the Quarterly MDS
assessment revealed the facility assessed the
resident's BIMS score to be 11, indicating the
resident was interviewable. Furthar raview of tts
MDS revealed the resident required axtensive
assistance with bed mobility and tolleting, The
FORM CME-2587(02-99) Previous Versions Checiste Svent|D: NHZE11 Facitity It 100502 If eontinuation sheet Page 3af 18
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F 241 | Continued From page 3

facility also assessed tha residant to be frequenidy
incontinent of urine and occcasionally incontinant
of bowal. Raviaw of the "Care Directive” revealivd
the resident was accasionally incontinent of bowel
and bladder, Interventlons included for staff to
“check and change" the resident every two (2}
tours and as neadod,

Review of the June 2015 Physician's Orders
revealad an order with an original order date of
02/19/15, stating the resident may use
incontinence weer if needed, Raview of the
resident's Comprehensive Care Plan with a
raview date of 05/16/15, revealed the resident
was axperiancing incontinence episodes of bows)
and/er bladder, The staff was diractad to "check
and ¢hange* the resident every two (2) hours ard
as needed, and to "use adult brisf for dignity.”
Review of the "Weekly Skin Integrity Data
Collection” dated 05/01/15 through 08/2615
ravealed the resident's skin was intact and dry,

Interview with Resident #4 on 08/29/15 at 415
PM revealed facility staff had informed him/her
that his/her incontinence brief was to be left off
during the night so he/she could "get air." During
the interview, the resident became very tearful
and began crying. Further inferview revealed that
not using incontinance briafs during the night
made him/her "feel bad." The resident atated, "
don't feel comfortable without my night clothes
on. I've always wore my uncerciothes at night.”
He/sha later stated, "I's embarrassing that they
leaave them (ihe brief) off." Resident #4 stated
that a family member had purchased pull-ups to
keep in his/her nightstand because the facility
would not provide him/har briefs to wear at night.

F241| The Exccutive Director (ED) and
Director of Nursing (DON) reviewed
the process of incontinent products
distribution by the CMT (Certified
Med Tech). The process was revised
to make certain that incontinent
products are distributed consistently
and are available to nursing staff at
all times. The CMT was educated
1:1 by the ED and DON regarding
the revision to the process on July 1,

2013.

The Social Service Director will
interview 5 residents with BIM's
score 9 or higher each week for 4
weeks, then twice a month for two
months and quarterly thercaficr. The
interview will encompass questions
related to Dignity and Choices and
provision of care. The DON/ADON/
Unit Managers will perform an
obscrvation audit weekly on 5
residents that have a BIM scorc of 9
or below for 4 weeks, then twice a
month for two months and then

Tha residant stated he/she had asked facitity stiff quarterly thereafter.
to leave his/her incontinence briefs on during thn
FORM CMS-3B67(02-8) Previous Versiona Obsolete Event.ID; NHZE11 Frchity 1D: 100502 It continuation shaet Pago 4 o718
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. The results of the audits will be
241 | Continued From page 4 F 241 . .
ubmitted to the ED (Executive
night; however, the staff ¢antinued to remeva S _bm L . (Ex
his/her briefs at night against his/her wishes. Director) for review.

3. Record review for Resident #5 revealed tha
facllity admitted the resident on 01/08/15 with
diagnoses which included Alzheimer's Disease,
Dementia, Chronic Obatructive Pulmonary
Disease, and Anxiety. Review of tha Admission
Minimum Data Set (MDS) asseasment, dated
01/0715, revealed the facility assessed the
rosidant's BIMS scora to be 11, indicating the
rasident was Intarviewabla.

Further review of the MDS revealed the facility
assessed the resident to require axtensive
assistance with bad mobility and tolleting, "The
facility also assessed the rasident to be frequenily
incontinent of urine and always continent of
bowal. Review of the "Care Directive” revealed -
the resident was always incontinant of bowel ansd
occasionalfy incontinent of bladder and diracted
staff to “check and change" the resident every
two (2) hours and as naeded; the restdent may
waar adult briafs,

Review of the June 2015 Physician's Orders
revealed an ordar with an original order date of
01/16/15 stating the resident may use
Incontinence wesr if needad. Raview of the
resident's Comprehansive Care Plan, review date
of 04/15/15, ravealed the resident was
axpariencing Incontinence episodes of bowel
and/or bladder and directed staff to “check and
change" the resident every two (2) hours and as
needed; and fo “use adult brief for dignity as
needed.”

Review of the "Weekly Skin Integrity Data
Collection” datad 04/28/15 through 05/26/15

4. The results of the audits will be
communicated with the Quality
Assurance Performance Improvement
(QAP) on a monthly basis. QAPI
Team (consisting of Executive
Director, Director of Nursing,
Assistant Director of Nursing, MDS
Coordinator, Unit Manager, Dietary
Manager, Activity Director, and the
Medical Director) to review all
audits and make recommendations
related to findings weekly x 2 weeks
beginning July 22, 2015 then at

least monthly until this issue is
considered resolved. Continued QA
monitoring of Dignity, Choices and
Provision of Care audits by DON,
ADON, UM or SDC to ensure
providing residents with care in a
manner and in an environment that
mainteins or enhances each resident's
dignity and respect in full recognition
of his or her individuality will be
ongoing QA at Jeast quarterly.

3. Completion Date

8-7-15
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F 241 | Continued From page 8 F 241

revealed the resident's skin was Intact and dry, -
and indicated there was some redness, Further
review of the weokly skin assessments dated
06/02/15 through 08/16/15 revealed the resident's
skin was intact and dry.

Interview with Resident #5 on 08/26/15 at 6:30
PM, revealed facility staff told the resident they
did not have incontinencae briefs to provide duririg
the night on a "eouple" of occasions, The
resident stated not being able {o use tha
incontinence briefs made him/her “fael bad abot
mysalf."

4. Record raview revesled the facility readmitted
Resident #& on 05/04/15 with diagnoses which
included Chronic Obstructive Puimonary Diseass,
Hypertension, and Generalized Pain. Review ¢
the Admission MDS revealed the facliity assessad
the resident’s BIMS score to ba 12, indicating the
resident was interviewable, Further review of the
MOS8 revesled the resident required extensive
assistance with bed moebility and ioileting. The
facility also assessed the resident to ba fraquanily
incontinent of bowel and bladdar,

Review of the "Care Direclive” revealad tha
residant was always incontinent of boewel and
occaslonally Incontinent of bladder; and staff wes
directed to “check and change” the resident every
two {2) hours and as needed.

Review of the .June 2015 Physician's Orders
reveaied an order with the original order date of
05/04/15 indicating the resident was Incontinent:
of bowel and bladder and directing staff to "checik
and changa" the residant every two (2) hours aryd
as needed.
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Review of the resident’s Comprehansive Care
Plan with an onset date of 05/12/15, revaaled e
resident was expariancing incontinence episodes
of bowel and bladdar. Intarventions included fo-
staff to "check and change” the residant every
two (2) hours and as needed, and to "use adult
brief for dignity as neaded.”

Raview of the Weekly Skin Integrity Data
Collaction dated 05/04/15 through 05/25/15
revealed the fadliity assassed the resident to have
rednesa on histher buttocks. '

Intarviaw with Resident #5 on 06/30/15 at 3:50
PM reveeled the residant raquired assistance tc
the bedside commode and wore incontinence
brisfs. Furthar interview revealed facility staff tcid
the resident "they had ran out” of incontinanca
briefs. The rasident stated the Incident occurred
the week before and he/she had asked a family:
member to bring pull-ups from home for him/her
{o use at night. Further interview revealad faciliy
staff used "chucks” (incontinence pads) instead
of using the briefs that ha/she preferrad. The
resident stated, "No one saw anything, but it stil:
made me feel uncomfortable."

Raview of a facility "Staff Memo" addressed to &)l
night shift staff members revealed, "All residents
are 1o be chucked!! No briefs.” The memo
further stated if a resident had a brief on in the
bed, ataff would "be written up." If the staff
members had questions, thay were to coract the
Diractor of Nursing (DON) or the Assistant
Director of Nursing (ADON). The memo was
signed by Unit Managar (UM) #1.

Interview with UM #1 on 08/29/15 at 2:51 PM
revealed facility staff was instructed to remove

FORM CMS-2067 (0289} Previous Versions Obsctete Event1D:NHZE1 Feciily 1D, 100502 If eantinuation shoet Page 7 of 18
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the incontinence briefs on all incontinent
rasidents on a nightly basis. Further interview
ravealed sha was awara that Resident #3 was
upset about not being provided the incontinence:
briefs at night. The UM stated Resident #3 had
loose stools and neaded "to be alred out” to
prevent skin problems,

Interview with Certified Nurse Assistant (CNA) #8
on 06/29/15 at 5:15 PM revealed incontinence
briefs were ramoved at night unless the resider
demanded to keep them on and the family and |
facility waere agroeeable with tha decision. The
CNA stated this had been facility practice for the:
last "couple of menths,* The CNA stated she was
instructed to leava incontinenca briefs off at nighit
"because of the budget.” Further interview with
the CNA revealed she was aware that there hac
been "quite a few" residents that were "really
upset” about the changa in practice.

Interview with CNA #7 on 06/29/15 at 5:25 PM
revealed the facifity's Administrative Staff had
indicated the incontinance briefs were "costing #
lot of monay"” and it would be better to let
residents "air out” at night.

Intarview with CNA #8 on 06/29/15 at 5:33 PM
revealed the change in practice to not provida
briefs at night was related to "cutting back on
expenges.”

Intarviaw with CNA #9 on 08/30/15 at 11:48 AM "
revealed she had been instructed to not use

incontinence briafs on residents during the night
due to a shortage of briefs, The CNA stated that
if a residant raquested an incontinence brief she
provided them with one. :

F 241
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Interview with CNA #10 on 06/20/15 at 12:52 Pr4
ravealed she had also been instructed to leave :
the incontinence briefs off residents during the .
night. The CNA stated, "l left the briefs off the
first day, then | started thinking about their dignidy
and started putting therm on.” Further interview
with CNA #10 revealed she had attended a facility
verbal in-service meeting in May 2015, during
which staff membars ware instructed to et
residents "alr out” and that the facility was "over
budget” on briefs.

Intarview with CNA #11 on 06/30/15 at 2:48 PM
revealed she had aftended the verbal in-service
regarding not using incontinence briefs during the
night. The CNA stated tha change in practice
wasg inltizally explained a5 a budget concem and
wes later Indicated as a way of letling residents
“alr out." Further interview revealed the CNAwas
working the night the new practice was put into
effect. The CNA stated she was caring for
Residents #3 and #5 that night, and both
residents were very upset and requested
incontinance briefs. The CNA stated she
informed UM #1 the following morning of
Residents #3 and #5's concemns. Further .
interview with CNA #11 revealed the residants
were not given an explanation ralated to the .
change in facility practice prior to implementing
the change,

Interview with Registered Nurse (RN) #2 on
06/30/15 at 2;:32 PM revealed night shift staff
members had been instructed to loave the
ineontinence briafs off cesidents to prevent skin
breakdown.

Intarview with the ADON on 08/30/15 gt 5:37 PM
revealad she had been instructed that facility at=4f

F 241
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was not {o usa incontinence briafs during the
night shift. The ADON stated she had not been
inforrned of the raason bahind the change. She
stated Resident #4 had been "crying and upset”
the dey before (06/29/15) related to staff
members removing his/her incontinence brief at
night after the resident had requested to wear a
briaf. The ADON stated she had instructed the
night shift staff members 1o allow Resldent #4 ¢
wear briefs at night. Further interview revaaled
the ADON had not identified any concerns with

dignity.

Intarviaw with UM #1 on D8/30/15 at 8:12 PM
ravealad staff membaers were first Instructed via
note to not use incontinence briefs on any
residents during the night. Furiher intarview
revealed the facliity allowad the residants to uge:
incontinence briefs at night upon request, The
UM stated she was not aware of any residents
being "embarraszed” about not having
incontinence briefs at night and she was also nei
aware that residents’ family members ware
purchasing briefs for resident use,

Interview with the DON on 06/30/15 at 6:29 PM
revealed facility staff had initially baen instructec
10 not use incontinence briefs during the night
shift to let residents "air out” 1o prevent skin
issues. The DON siatad the change i practice
was not related to budget concems. She stated
sha wag not aware of residents having concarns
regarding not being supplied Incontinence briefs
at night. The DON stated if a resident requastec!
a brief, then staff should be giving them one, Stie
furthar stated the facility had not changed or
craated a new policy prior to Initiating the changn
in practica or discussed it with residents and/or
families. The DON stated the Administrator had:
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instructed her to initiate the change in practice
regarding incontinence briefs at night. She statad
she was unsure what the rationale was for the
change in practice, Further interview revealed
the facility did not individually assess the
residenta for the need for incontinence briefs at
night. The DON stated she had not identified ary
concerns with net using incontinence briefs
during the night.

Interview with the Administrator on 06/30/15 at
7:08 PM revealed the facility was "letting some of
the residants air out to pravent skin breskdown,"
Further interview revealed the Administrator
stated it was her understanding that residents
that were “susceptibla to skin breakdown” were .
not to have the'r incontinenca briefs during the
night shift unless they were "heavy wetters or had
diarrhea," Further interview revealed the
Administrator was unaware if azsessments had
bean completed prior to the change in practice.
She stated she did not make the dacision 1o
remove the briafs at night and that the declston
"was absolutaly not done because of budget
cuts.” The Administrator stated she was not
aware of any resident being upset regarding the:
change and she had not idantified any concerns-
with dignity.

483,20(k}(3)(Il) SERVICES BY QUALIFIED
PERSQONS/PER CARE PLAN

The services provided or arranged by the faciliy
must be provided by qualified persons in
accordence with each resident's written plan of
care,

This REQUIREMENT is not met as evidenced

F 241

1. Resident's #3 and #6 have been
discharged from the facility.
Resident's #4 and #5 were provided
F262| with incontinent products as
appropriate and by their choice on
June 30, 2015, Each resident's

Plan of Care was revised by MDS
Coordinator on 7/1/15 and physician's
orders were reviewed and clarified

as appropriate.
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F 202 | Continued From page 11 F 282| 2. Residents that have incontinence
by: of bowel or bladder have the potential
Based on interview, recard review, and facliity MD :
palicy review it was determined the facility fallec: L bc affected. The § Coordinator
to follow and implement interventions in the plars reviewed carc plans of each resident
of care for four (4) of six {6) sampled rasidents ' that has a diagnosis of incontinence
{Residents #3, #4, #5 and #8). Review of the gnosis of :
comprehensive care plans for Residents #3, #4; and care plans were updated and
#6, and #8 revealed interventions to provids revised as appropriate. This review
incontinence briefs for the residents to malntain leted ul 2015
dignity. Staff and resident interviews revealed tiie was corgpleted on July 1, 2015.
facility falled to provide incontinence care briefs -
for regidents at night resulting in feelings of
embarrassment, humillation, and feeling Incontinent care and product
demeaned. Physician Orders were reviewed by
The findings include; L an“ M‘f“ag“ e
Assistant Director of Nursing (ADON)
Review of the facility’s policy entitied "Resident
Care Plan,” with a revision date of Decamber on July _23‘ 2015 and olarified as
2008, revesled a resident's cara plan was a bries approptiate,
written portrait of the rasident and an
Individualized guide of the nursing care needad. . .
Further reviaw of the policy revealad tha care 3. On luly 1, 20135 the facility audited
ptan should reflect the resident's current needs, i i d
HroRiame loceh. care Touboae. adare = f:ach incontinent resident's supply of
incontinent products as ordered by
Reviaw of the facility's policy, "Resident Rights," the physici lan of carc and
date unknowm, revealed a resident was to ba .p y, il .
treated with considaration, respect, and full resident’s preference and provided
recognition of hisfher dignity and individuality, additional products as appropriate.
1. Record review for Regldent #3 revealad the
facility admitted the resident on 04/01/14 with
diagnosaes which included Multiple Sclerosis
(MS), Anxiety, Mixed Incontlnence, and
CGeneralized Musscla Waakness.,
Review of the Annual Minimum Data Set (MDS)
assessment, dated 03/30/11 5, revealed the )
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F 282 | Continued From page 12 : ¢ 282| On 7/1/15 the Unijt Manager provided
resident's Brief Interview for Mentzl Status (BIMS) nursing staff with inservice regarding
score was 15, indicating the residant was ;
cognitively intact and was intarviewable, Furthe® the use ° B pmduCts and,
the resident to require extensive assistance witr incontinent products according to the
bed mobility and toileting. The facility alse . . P s . . 8
assessed the residant to be fraquently incontinent physician order's, resident's plan of
of bowel and bladder, care, and the resident's preferences.
Review of the "Care Diractive” (Certified Nurse
Assistant Care Plan) revealed the resident was Newly hired nursing personnel will
always incontinent of bowel and bladder. . d . . s
Interventions included for staff to "check and receive education on incontinent care
change" the residant every two (2) hours and as. and practices during their new hire
needed. orientation period.
Raview of the July 2015 Physician’s Orders
revealed an order with an original order date of . .
04/01/14, stating the resident "may wear briefs for The Executive Director (ED) and
Incontinent episodes.” Raview of the resident’s Director of Nursing (DON) reviewed
Comprehensive Care Plan with an onset date of . :
04/08/18, ravealed the resident was axpatiencing the process of incontinent products
incontinence episodes of bowel and/er biadder. distribution by the CMT (Certified
Interventions included for staff to checkand Med Tech
chenge the resident avery two (2) hours as ech). The process was revised
needed, and to "use adult brief for dignity.” to make certain that incontinent
Interview with Residant #3 on 08/26/15 at 10:00° products arc distributed consistently
AM revealad the facility failed 1o provide the and are avajlable to nursing staff at
residant with incontinence briafs during the night: . CMT
resulting in him/her having feelings of humiliatior, all times. The Nt educa.ted
Resident #3 stated, | have MS, The disease s ° 1:1 by the ED and DON regarding
bad enough. | don't need to lose any more ) e
dignity. Going without the briefs s humiliating LDRSLEEt L process an July 1,
and demeaning." Further interview with Residant 2015.
#3 on 08/29/15 at 1:50 PM revealed facility staff -
had not asked or discussed with him/her the
decision to discontinue the use of briefs et night
prior to implamenting the changa,
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v _ The Social Service Director will
2. Record review for Resident #4 revealed the - interview 5 residents with BIM's
facility readmitted the resident on 02/19/15, with .
diagnoses that included Carabrovascular scare 9 or high er each week for 4
Diseasa, Congastive Heart Fallure, and weeks, then twice a month for two
B
Ganersiized Wasknese. months and quarterly thereafter. The
Review of the Quarterly MDS assassment intervicw will encompass questions
revealed the faciiity assessed the resident's BIMS related to Di and Choices
score fo be 11, indicating the rasident was o guity and
intarviewabla. Further review of the MDS provision of care. The DON/ADON/
ravealad tha facllity assessed the resident to Unit Managers will perform an
reguire extensive assisiance with bad mobility b 1 .
and tolleting. The facility aiso assessed the observation audit weekly on 5
resident to be fraquently incontinent of urine anc residents that have a BIM score of 9
occasianally incontinent of bowel, Review of the:
facility "Care Directive" ravealed the resident wes or below for 4 weeks, then twice a
occasionally incontinent of bawel and bladder, month for two months and then
and diracted staff to "check and change” the arter
resident every twe (2) hours and as needed. qu ly thereafter.
Review of the Juna 2018 Physician's Orders The results of the andits will be
revezied an order with an original order date of 5 N
02119/15 stating the resident may usa submitted to the ED (Executive
incontinence weer, if needed. Review of the Director) for review.
Comprehensive Care Plan reviewed on 05/18/1%,
ravealed the resident was experiencing
incontinence episodes of bowel and/or bladder
and the plan directed staff to chack and change
the resident evary twe (2) hours and as neadad:;
and to "usa adult brief for dignity.”
Interview with Residant #4 on 08/28/15 at 4:15
PM revealed facility staff removed his/her
incontinence brief during the night. The resident’
stated he/she wanled to wear tha brief, but facility
staff told him/her that ha/she could not wear a
brief at night. Resident #4 stated he/she was
"embarrassed” and it mads him/her “feel bad,"
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The resident bacame upset, tearful, and began fo 4. The re.‘.sults Of_the audits will be
cry during the interview, communicated with the Quality
3. Record review for Resident #5 revealed the Assurance Performancs Improvement
facility admitted the resident on 01/09/15, with (QAP) on a monthly basis. QAPI
dlagnoses which included Atzheimer's Disease, am tatd E :
Dementia, Chronic Obstructive Pulmonary T? (COﬂ.’:lStlng o xectftwe
Disease, and Anxlety. Review of the Admission- Director, Director of Nursing,
MDS assessment, dated 01/07/15, ravealed the - Assistant Director of Nursing, MDS
faciiity assessed tha rasident's BIMS score {0 be: .
14, indicating the resident was interviewabla, Coordinator, Unit Manager, Dictary
Further reviaw of the MDS revealed the facility Manager, Acﬁvlty Director’ and the
assessed the regident to require extensive . . .
assistance with bed mability and tofieting, The Medical Director) to review all
faciiity also assessad the resident to be fraquanty audits and make recommendations
::'x::i"em of urine and atways continant of related to findings weekly x 2 weeks
beginning July 22, 2015 then at
Review of the "Care Diractive” revealed the : g
resident was always incontinent of bowel and least monthly until this lss‘:w 18
occasionally incontinent of bladder, and dirscted considered resolved. Continued QA
staff to check and change the resident every two oni g
(2) hours and as nesded, Further raview m I't(?ring of‘Dlgmty-, Choices and
revealed the resident may wear aduit briefs. Provision of Care audits by DON,
ADON, UM or SDC to ensure
Review of the June 2015 Physiclan's Orders ' . . .
revealed an order with an original order date of providing residents with care in a
i01l1 5;15. stating th; fese?::t l;aviusemh manner and in an environment that
ncontinence wear If needed, Review of the el . .
resident's Comprehensive Care Plan with a maintains or enhances each resident's
review date of 04/15/15, revealed the rasident dignity and respect in full recognition
was experiencing incontinence episodes of bowe: s . .
andior bladder. The staff was diracted to "check of his or her individuality will be an
and change" the resident evary two (2) hours anc going QA at least quarterly.
88 needed, and to "use adult brief for dignity as
needed."
3. Completion Date 8-7-15
Interview with Resident #5 on 08/28/M5 at 6:30
, PM revealad facility staff had failed to provide the:
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resident with incontinence briefs during the nigh?,
which resultad in the resident "feefing bad"” about
himselffherself.

4, Record review for Residant #6 ravealad the
facility readmitted the resident on 05/04/15, with:
diagnoses which included Chronic Obstructiva
Pulmonary Disease, Hypertansion, and )
Generalizad Paln. Review of the Admission MDS
ravealed the facility assessed the resident's BIMS
scare to ba 12, indicating the residant weas
interviewable. Further raview of the MDS
revealed tha facility assessed the resident to
requira extansive assistance with bed mability
and toileting. The facility also assessed tha
resident to be frequently incontinent of bowel and
bladdar.

Review of the "Care Diractive" revealed the
resident was always incontinent of bowel and
occasionally incontinent of bladder; staff was to
“check and change" the residant every two (2)
heurs and as needed.

Review of the June 2015 Physician's Orders
revesled an order with tha ariginal order date of
05/04/16 indicating the rasident was incontinant
of bowel and bladder and directad staff to check
and change the resident evary two (2) hours and
as needed.

Review of the Comprehensive Cam Plan with an
onsef date of 0512/15, revealad the resident was
expariancing incontinence episodes of bowal ane
bladder, and directed staff to "check and change’
the rasident evary two {2) hours and as nesded:;
and to "use adult brief for dignity as needed.”

Interview with Resident #8 on 06/30/15 at 3:50
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PM revealed the facility failed te provide the
resident with incontinence briefs during the night
resulting in himMer having feslings of belng
"uncomfortable.”

Review of a facility "Staff Memo" addressed to ad
night shift staff members ravealed, "All residents
ara to be chucked!! No briefs. It a resident has 4
brief on in the bed you will be written up.” If the ;
siaff members had questions, they were directec.
to contact the Diractor of Nursing (DON) or the
Ansistant Director of Nursing (ADON). The
memo was signed by Unit Manager (UM) #1,

Interview with UM #1 on 08/29/15 at 2:51 PM
revealed incontinence briefs ware removed
during the night from all incantinent residents
facilitywide, UM #1 stated the practice was
intended to allow residents to “air out” to prevent:
possible skin problems. Further interview on
08/30/15 et 6:12 PM ravealed staff was
responsible to follow rasident care plans.

Interviews with Certified Nurse Assigtants (CNAs?
#9, #10, and #41 on 08730185 at 11:48 AM, 12:52.
PM, and 2:49 PM, respectively, ravealed they
were responsible to review and follow each
residant's CNA eare plan every shift. Further
intarview revealed the resident's incortinence
care needs would be indicated on the CNA care
plan, The CNAs stated they were instructed to
remove the resident's incontinence briefs during |
the night shift for alt residents,

Interview with Registorad Nurses (RNs) #2 and
#3 on 0B/30/15 at 2:32 PM and 3:09 PM,
respectively, revealed they were responsibie to
review and follow the resident's comprehensive
care plan each shift. The RNs siated
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Continued From page 17

interventions regarding Incontinance care were :
located on the comprehansive care plan; y
howaver, they had baen instructed to remove
incontinence briefs during night shift heurs to
pravent skin braakdown.

interview with the Assiatant Diractor of Nursing
{ADON) on 0B/30/5 at 5:47 PM, revaaled tha
comprebensive care plan stated to use
incontinence briefs for dignity and facility staff
sheuld follow the care plan; however, facllity staff
was instructed by the Direclor of Nursing (DON) _
and Adminictrator o remova the residents' briefe:
at night.

Intesview with the Director of Nursing (DON) ang:
the Adminietrator on 06/30/15 at 6:29 PM and
7:08 PM, respactively, revealed facliity staff had
been direcied to no longer usa incontinence care.
briefs on residents at night unless they were
requasted by the residant. The Administrator and
DON steted they did not consider dignity Issues
or resident care plans prior to making the
degision to discontinue all briefs during the night :
shift. Further interview ravealed intarventions for'
incontinence care were located on the care plan
and facility staff was responsible to follow the
care plan,
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