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08/07/12, revealed the facllity identified Resldent
#1 to be severely cognitively impaired and totally
dependent upon the staff for transfers, ealing,
hygiene, and bathing. The resident wes assessed
to be inconlinent of bowel and bladder.

A reviaw of the "MDS Kardex Repott/Certlfied
Nurse Aide (CNA) Care Record,” dated October
2012, revealed Resident #1 was totally
dependent on one staff for transfers, eating,
hygiene, and bathing. Further review revealed the
4 bath schedule notation which stated "bed bath
on non-shower days,”

A review of Resident #1's bath scheduls,
undeted, revealed he/she was to recelve a
shower or whirlpool on Mondays and Thursdays
during the 11:00 PM to 7:00 AM shift. Further
revlew revealed the shower schedule Indicated
the resldent's praeference, and determined
whether a shower or whirlpoct was given on the
appolnted days each week.

A review of the Resident Functlonal Performance
Record for Resident #1, dated October 2012,
ravealed no evidence that showers or whirlpool
baths were provided between 10/01/12 and
1011012,

An observalion of Resident #1, on 10/11/12 at
4:00 PM, revealed the resident received a brief
change, dressed, and was transferred to this
wheslchair by CNA ##1. The resident's halr was
matted and uncombed after being transferred
from the bed to the wheelchair. CNA#1 assisted
Resident #1 to the nurse's desk and parked the
wheelchair. An observation of Resldent #1, at
4:15 PM, ravealed he/she remained at the
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‘The Ditector of Nursing and/or the Assistant

sure hait is washed and brushed and to give
additional showers as needed with a pactial
bath the other days on November 8, 2012 by
Director of Nursing and Assistant Director of
Nursing,

Dirsctor of Nursing will audit 8 residents
weekly for three months for care provided ina
manner that enhances resident’s dignity to
include bathing/hair care and appearance.
Identified problems will be corrected
immediately. The Director of Nursing and/or
Assistant Director of Nursing will report
results to the Performance Improvement
comnmittee monthly for three months attended
by the Medical Director, Administrator,
Director of Nursing and Interdisciplinary
Team Members for further recommendations.
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nurse's desk with hisher hair matted and
uncombed,

2. Arecord review revealad the facility admitted
Resident #5 on 10/02/06 with diagnoses to
include Alzheimer's, Anemia, Chronic Alrway
Obstruction, Diabetes Type |1, Hyportension, and
Congestive Heart Failure.

Arevlew of the quarterly MDS, dated 07/30/12,
reveaied the facility identified Resldent #5 to be
moderately cognitively Impaired and required
extensive assistance of one staff for transfers,
dressing, toilet use, and personal hygiene.
Further review revealed Resident #5 required
physleal agsistancs of one staff with bathing. The
resident was assessed to ba incontinent of bowel
and bladder.

Areview of the "MDS Kardex Report/CNA Care
Record," dated October 2012, revealed Resident
#5 required extensive assistance of one staff for
transfers and was fotally dependent on the
assisiance of one staff for dressing, foilet use,
personat hygiene, and bathing. Further review
revealed the bath schedule notation of "bed bath
on non-shower days."

Areview of Resldent #5's bath scheduls,
undated, revealed he/she was to recaive a
shower or whirlpool on Wednesday and Saturday
on the 3:00 PM to 11:00 PM shif. Further review
revealed the shower schedule indicated the
resident's preferance, and determined whether a
shower or whirlpool was given on the appointed
days each week,

A review of the Resident Functional Performance

F 241
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Records for Resident #5, dated Octobar 2012,
revealed no showers or whirlpool baths were
provided between 10/01/12 and 10/08/12,

Interview with CNA#5, on 10/12/12 at 5:25 AM,
revealed residents received a shower in the
morning If there was enough staff. CNA #5 stated
a bed bath included washing the face,
underarms, and provision of perineal care, She
stated that was sufficient until the dayshift was
able o assist the resident. CNA #5 stated there
were four or five residents who received showers
on the 11:00 PM to 7:00 AM shift,

Interviow with CNA #3, on 10/12/12 at 8:05 AM,
revealed she had not provided a bath or shower
for Resident #1 or Resident #5 recantly related to
the monthly assignment rotation. CNA #3 stated
each resident's hair was washed when he/she
was given a shower. CNA #3 stated each resident
was to have a whiripool or shower ohe time each
week, and she had not provided a whirlpool bath
to Resident #1.

Interview with Licensed Practicat Nurse (LPN} #2,
on 10/12/12 at 10:45 AM, revealed she always
worked the weekend on dayshift and the
residents received his/her bed bath. LPN #2
stated they do not usually provide showers on
Sundays unless there was not enough time on
Saturday, or if an odor was noted the staff were
asked to provide a shower for that resident. LPN
#2 revealed the staff provided one shower and
one whirlpool bath for each resident each week.
LPN #2 stated any resident who was
uncomfortable with the whirlpool bath was
provided a shower or vice versa.

F 241
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The facility must provide comfortable and safe
temperature levels. Facilities initiaily cartifled
after Cctober 1, 1890 must malntain a
temperature range of 71 -B1°F

This REQIIREMENT is not met as evidenced
by:

Based on observation and interview, it was
determined the facility falied to provide
camfortable and safe temperature levels of 71-81
degrees Farenheit {F) for one resident (#5), in the
selected sample of five residents.

Findings Include:

On 10/11/12 at 4:20 PM, cbservation during a
tour of the facility revealed the temperature of a
resident's room was excassively hot. The
temperature chtained at 4:20 PM by the
Maintenancs Director revealed a reading of 87.8
degrees F near {he window area of the room.
The temperature by the door of the room was
86.8 degrees F.

An interview with the Maintenanca Director, on
10/11/12 at 4:20 PM, revealed he did not monitor
room tempaeratures and there was no facliity
policy/procedure which addressed monltoring the

“The Maintenance Director will monitor two
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Interview with the Director of Nursing (DON), on Resident #5's thermostat was immediately set
10/12/12 at 1:45 PM, revealed she directed the at a safo and comforiable terperature (71-81
staff to assist Resldent #1 with a shower this degrees Fahrenheit range) by the Maintenance
moming. The DON stated she occaslonally did Director on October 12, 2012,
that if she noticed a residant was in need of -On October 15, 2012, resident #5's knob was
grooming or a shower, removed so the resident could not adjust
F 257 | 483.15(h){8) COMFORTABLE & SAFE F 257 | temperature levels out of 71-81 degrees
s8=p | TEMPERATURE LEVELS Fahrenheit (F) range.

The Maintenance Director instalted a remote
temperature sensor control to better regulate
the temperature in this room on 11/2/12.

Maintenance Director completed a facility
inspection of resident rooms of comfortable
and safe temperature levels on October 12,
2012. No other rooms were identified. Alert
residents will determine their level of comfort

and adjust thermostat accordingly.

Staff was educated concerning safe and
comfortable temperature ranges by the

‘Administrator and Director of Nursing on

October 30, 2012,

rooms per unit weekly for three inonths and
address immediately as needed, The
Maintenance Director will immediately check
temperature ranges when staff reports a
residents room Is either too cool or too warm
and adjust as needed. All findings will be

.brought to the Improvement commitfee
‘monthly for three months which is attended by

the Medical Director, Administrator, Director

_of Nutsing and Interdisciplinary Teatn

Meinbers for finther recommendations.
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temperatura of rasident rooms.

An interview with the Director of Nursing {DON}),
on 10/12/2, revealed Resldent #5, who was
cognitively impaired, frequently adjusted the
temperature control on the climate contret unit,
She stated the facllity should ensure the room
lemperatures were malntained and comfortable
for the residents.
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