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F 0726 Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a
way that maximizes each resident's well being.
Level of Harm - Minimal harm

or potential for actual harm Based on interview and record review, the facility failed to ensure education in-services were
completed for nursing staff for specific treatment care needs for 1 of 5 residents reviewed. (Resident
Residents Affected - Few B)Finding includes:The clinical record for Resident B was reviewed on 6/29/26 at 9:50 a.m. The

diagnoses included, but were not limited to, quadriplegia (a form of paralysis affecting all four limbs
and the torso) and central cord syndrome at C4 (cervical vertebrae 4) of the cervical spinal cord. A
Physician's Order, with a start date of 4/15/26 indicated, Transanal Irrigation [a water-based bowel
management tool for bowel dysfunction] Special Instructions: Instill between 500 mL [milliliters] and
1000 mL of lukewarm water per irrigation session, titrating the volume to res [resident] tolerance
and clinical response. Inflate balloon catheter with 1-2 pumps of air for retention. Do Not exceed 4
pumps per session. Document irrigation volume, frequency, balloon inflation amount, and any
complications and indicated it was to be done once daily. During an interview on 6/29/26 at 12:39
p.m., the Assistant Director of Nursing Services (ADNS), indicated that all staff members on the
rehabilitation short stay hallway when Resident B admitted received in person education related to
the physician's order for transanal irrigation. The ADNS further indicated all staff who would
potentially be caring for the resident when Resident B moved to the long-term care section of the
facility had all received in-person education and the same step-by-step instructions on paper and a
video link. A binder at the nursing station with information regarding the usage of resident's specific
transanal irrigation device had also been available upon admission and moved to the long-term nursing
station when resident moved. The ADNS indicated documentation of these in-services could not be
located.During an interview on 6/29/26 at 2:00 p.m., the Executive Director (ED) indicated the
in-services for Resident B's transanal irrigation device could not be located. During an interview on
6/29/26 at 3:00 p.m., the ED indicated the facility did not have a specific policy regarding in-services.
The ED indicated regular in-services were scheduled, and that in the instance of a specific care need
such as Resident B's device, in-services would be given as determined by the facility assessment
tool or new admission needs for an uncommon and specific type of medical device or treatment.This
citation relates to Intake 3047767.
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