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F 0677

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34117

Based on interview and record review the facility failed to ensure a resident who is dependent on staff 
received assistance with incontinence care. This applies to 1 of 4 (R1) residents reviewed for activities of 
daily living in the sample of 4. 

The findings include: 

R1's face sheet shows he is [AGE] year-old male with diagnoses including hemiplegia and hemiparesis 
following cerebral infarction affecting right dominant side, morbid obesity, generalized anxiety, and major 
depression disorder. 

On 4/2/24 at 9:10 AM, R1 was observed lying in a bariatric bed. He said on 3/28/24 during third shift, V9 
(Agency Certified Nursing Assistant/CNA) did not change him during her shift from 10 PM to 6 AM. R1 said 
he pressed his call light on a few times in the morning and someone answered and said they would come. 
V8 (CNA) the day shift CNA answered his call light after 6:00 AM to change him. R1 said he was soaked with 
urine and stool and had not been changed from the night before about 8:30 PM. 

On 4/2/24 at 9:41 AM, V5 (CNA) said there has been times when she comes in for her shift in the morning 
and she finds residents who have not been changed. It happened three days ago and its usually agency 
staff. 

On 4/2/24 at 11:54 AM, V8 (CNA) said she was R1's CNA on 3/29/24, during day shift at 6:00 AM. When she 
came in R1's call light was on. He said he needed to be changed. He said he was aggravated with one of the 
rentals )that's what he calls the agency staff.) R1 was soaked with urine and stool, I had to change the 
complete bed because it was soiled. R1 is alert and oriented when he voids, he is a heavy wetter. When a 
resident is soaked it usually means they have not been changed. I had a couple of residents that shift who 
were soaked. V9 did not give her report in the morning. V8 said, Agency staff they just leave when their shift 
is over. Residents should be checked and changed every two hours for incontinence care. 

On 4/2/24 at 1:38 PM, V2 (ADON) said R1 has reported to her concerns with agency staff. A previous time 
he did report not being changed during a shift and it was true. We try to keep him with our regular staff 
because he does not like agency staff. 

R1's current care plan dated through April 2024 shows he is always incontinent of bladder and bowel with 
interventions for staff to check me for incontinence episodes every two hours. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The facility's 2nd floor Assignment Sheet for night shows V9's assignment including R1's room. 

The Incontinent and Perineal Care Policy reviewed July 2023 states, It is the policy of the facility to provide 
perineal care to ensure cleanliness and comfort to the resident to prevent infection and skin irritation and to 
observe the residents skin condition. Do rounds at least every two hours to check for incontinence during 
shift. 
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