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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47092

Based on observation, interview, and record review the facility failed to ensure incontinence care was 
provided for one out of three sampled residents (Resident 2).

This deficient practice had the potential to result in Resident 2 having complications from skin break down.

Findings:

During a review of Resident 2 ' s Admission Record (Face Sheet), the Face Sheet indicated Resident 2 was 
originally admitted to the facility on [DATE] and readmitted to the facility on [DATE] with diagnoses including 
diabetes mellitus (DM) type 2 [a chronic disease characterized by elevated levels of blood glucose (or blood 
sugar) in a bloodstream], and a stage 4 (a depth to the muscle, bone, tendon, or joint) pressure ulcer (a skin 
injury caused by sustained pressure on an area of the body) of the sacral region (lower back) and right 
buttock.

During a review of Resident 2 ' s Minimum Data Set ([MDS] a standardized assessment and care screening 
tool) dated 8/10/2024, the MDS indicated Resident 2 was moderately cognitively impaired (ability to think and 
reason). The MDS indicated Resident 2 required total assistance (helper does all the effort) with toileting 
hygiene, showering/bathing, dressing, and personal hygiene.

During a review of Resident 2 ' s untitled Care Plan, dated 2/9/2024, the Care Plan indicated Resident 2 had 
a potential for skin breakdown. The Care Plan interventions indicated staff are to provide good peri care after 
each bladder and or bowel incontinence episode to minimize skin impairment.

During an interview on 9/4/202 at 10:05 a.m., Resident 2 stated he had been waiting for his soiled brief to be 
changed for 3 hours.

During a review of Resident 2 ' s Change in Condition Evaluation dated 9/4/2024 and timed at 1:21 p.m., the 
Change in Condition Evaluation indicated Resident 2 had a new onset of moisture-associated skin damage 
([MASD], inflammation or skin erosion caused by prolonged exposure to a source of moisture such as urine, 
stool, sweat, or wound drainage) from not turning and repositioning, not having his diaper changed.
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During an observation on 9/4/2024 at 10:13 a.m., in Resident 2 ' s room, Certified Nursing Assistant (CNA) 1 
and CNA 2 were observed changing Resident 2 ' s soiled brief. Resident 2 ' s brief was noted with a small 
amount of feces and a moderate amount of urine. Resident 2 ' s skin was observed having redness around 
the perianal (around the anus) area with two small areas of approximately 0.5x1 centimeters ([cm] a unit of 
measurement) partial thickness loss (skin loss involving the top layers of the skin known as the epidermis 
and dermis).

During an interview on 9/4/2024 at 10:20 a.m., CNA 1 stated she did not change Resident 2 during her shift 
starting from 7 a.m. because Resident 2 was in pain and refused to be changed.

During an interview on 9/4/2024 at 10:26 a.m., Licensed Vocational Nurse (LVN) 1 stated Resident 2 was 
able to verbalize his needs, and when she gave Resident 2 ' s his medications he was not in pain. LVN 1 
stated she had not been informed by any of the other nurses that Resident 2 was in pain or of his refusal of 
incontinence care. LVN 1 stated if a Resident 2 or any resident refused incontinence care the CNA should 
report it to her or another licensed nurse so they could intervene to prevent skin breakdown.

During an interview on 9/4/2024 at 11:53 a.m., LVN 2 stated on 9/3/2024, she observed Resident 2 ' s skin 
and at that time he did not have MASD. LVN 2 stated MASD occurs from not being changed enough. LVN 2 
stated if a resident stays in their own urine or feces the skin could break down in 1 hour. LVN 2 stated the 
redness and partial thickness loss around his perianal is a new onset of MASD.

During an interview on 9/5/2024 at 1:47 p.m., the Assistant Director of Nursing (ADON) stated if Resident 2 
refused care the CNA should have educated and encouraged him to be changed, and if Resident 2 still 
refused the CNA should have informed a licensed nurse to maintain the integrity of Resident 2 ' s skin.

During a review of facility Policy and Procedure, (P&P), titled Diarrhea and Fecal Incontinence, dated 9/2010, 
the P&P indicated the purpose of the policy is to provide guidelines that will aid in preventing the resident ' s 
exposure to feces, and if a resident refuses the supervisor must be notified.
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