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F 0558 Reasonably accommodate the needs and preferences of each resident.

Level of Harm - Minimal harm 42807
or potential for actual harm
Based on observation, interview and record review the facility failed to ensure residents were provided call
Residents Affected - Few light access for communication and resident requests as evidenced by, call lights were out of the reach of
residents for two (2) of nine (9) sampled residents. Resident #4 and Resident #5.

Findings include:

Resident #4

On 5/14/24 at 9:00 AM, during a telephone interview with the facility Ombudsman, she revealed that during
her visits she had identified concerns related to call light availability, which she said she had reported to the
facility Administrator.

On 5/14/24 at 9:25 AM, in a telephone interview with a family member of Resident #4, she revealed she
continued to have concerns related to the resident's call light not being available and the resident not
receiving assistance as required. The family member stated she was concerned that with the resident not
having access to her call light could increase the resident's potential for falls or injury.

On 5/14/24 at 3:35 PM, during an observation and interview with Resident #4 revealed she was seated in her
wheelchair in her room next to her bed with floor mat between her and her bed. The resident's call light was
laying on her nightstand behind her and out of her reach. Resident #4 stated that she needed assistance
with incontinence care. When the resident attempted to reach the call light, she was unable to do so.

During an interview on 5/14/24 at 3:40 PM, with Certified Nurse Aide (CNA) #4, she confirmed that Resident
#4's call light was not within reach, and all resident's call lights should be within their reach while in their
rooms to summon assistance if needed. CNA #4 confirmed that Resident #4 needed her call light to request
incontinence care.

Record review of the Face Sheet, for Resident #4, revealed the facility admitted the resident on 3/29/24. The
resident's diagnoses included Hemiplegia following Cerebral Infarction, Affecting Left Nondominant Side and
Cerebellar Stroke Syndrome.
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F 0558

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Record review of the 5 Day Minimum Data Set (MDS) with Assessment Reference Date (ARD) of 4/05/24,
for Resident #4, Section GG revealed the resident had been assessed as requiring set-up assistance for
eating, substantial/maximal assistance for toileting hygiene, dressing and personal hygiene and total
dependence on staff for surface-to-surface transfers. Section H revealed she was always incontinent of
bowel and bladder.

Resident #5

An observation on 5/14/24 at 11:31 AM, revealed Resident #5 was sitting in her wheelchair next to her bed.
The resident's call light was hung over the wall mounted light fixture on the side of the room opposite the
resident's bed and out of her reach. Resident #5 confirmed that she could not reach her call light.

Record review of the Face Sheet, for Resident #5, revealed the facility admitted the resident on 7/21/11, with
diagnoses of Major Depressive disorder and Osteoarthritis.

Record review of the Annual MDS with ARD 3/23/24, for Resident #5, revealed the resident had a Brief
Interview for Mental Status (BIMS) score of 12, which indicated the resident had moderate cognitive
impairment.

On 5/16/24 at 3:00 PM, during an interview with the Director of Nurses (DON), stated that it was very
important for all residents to have access to their call lights and that it was the responsibility of each staff
member to place call lights within the residents' reach upon exiting their rooms.

On 5/16/24 at 4:45 PM, an interview with the Administrator revealed she was surprised that call lights were
positioned out of reach of residents. She confirmed staff were supposed to make rounds daily to ensure
residents had call lights within reach. She stated that it was unacceptable for call lights to be positioned over
the wall-mounted light fixtures. The Administrator stated that the facility did not have a policy specific to call
lights or call light placement, however, it was common knowledge that according to current standards of
practice, residents' call lights were to be placed within their reach to ensure residents could summon
assistance as needed.
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F 0656

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

42807

Based on observations, interviews, record review, and facility policy review, the facility failed to ensure that
the comprehensive care plans were implemented for two (2) of nine (9) sampled residents. Residents #4 and
#5

Findings include:

Record review of the facility policy titted, CARE PLANS, reviewed 1/15, revealed, Each resident will have a
plan of care to identify problems, needs and strengths that will identify how the team will provide care .

Resident #5

Record review of the Care Plan for Resident #5 with a problem onset date of 6/10/22 revealed,
Problem/Need: Potential for occasional episodes of urinary incontinence .Approaches .Encourage resident to
call for assistance with toileting. Keep call light within reach of resident .

Record review of the Care Plan with a problem onset date of 6/10/22 revealed, Problem/Need: Potential for
falls related to (R) (right) lower leg pain, and a hx (history) of fall . Approaches . Keep call light within reach of
resident .

On 5/14/24 at 11:31 AM, an observation revealed Resident #5 was sitting in her wheelchair next to her bed.
The call light was hung over the wall mounted light fixture on the side of the room opposite the resident's bed
and out of her reach.

Resident #4

Record review of the Care Plan with a problem onset date of 3/29/24 revealed Problem/Need: Potential for
UTI (urinary tract infection) r/t (related to) bowel and bladder incontinence . Approaches: Call light in reach .
Incontinent checks/care every two hours. Encourage resident to call for assistance when needed .

Record review of the Care Plan with a problem onset date of 3/29/24 revealed, Problem/Need: Potential for
falls . Approaches .Call light in reach .Bed in lowest position .

On 5/14/24 at 3:35 PM, an observation and interview with Resident #4 revealed she was seated in her
wheelchair in her room next to her bed. The resident's call light was lying on her nightstand next to her bed,
out of her reach. Resident #4 stated that she needed assistance with incontinence care and attempted to
reach her call light, but was unable to do so.

On 5/14/24 at 3:40 PM, during an interview with Certified Nurse Aide (CNA) #4, she confirmed that Resident
#4 needed access to her call light to call for assistance with incontinence care, however, the call light was
out of her reach.
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F 0656 On 5/15/24 during a continuous observation of Resident #4 from 10:35 AM until 1:30 PM, revealed the

resident was sitting in her wheelchair in the day room when CNA #1 assisted the resident to her room.
Level of Harm - Minimal harm or

potential for actual harm On 5/15/24 at 1:35 PM, an observation revealed CNA #1, with the assistance of CNA #2 transferred the
Resident #4 to her bed and provided incontinence care. However, after providing care, the CNAs left the
Residents Affected - Few resident in bed, with the bed elevated and not in the lowest position.

On 5/15/24 at 2:28 PM, during an interview with CNA #1, she confirmed that the bed of Resident #4 should
have been lowered to the lowest position prior to leaving the resident's room for safety.

On 5/16/24 at 3:00 PM, during an interview with the Director of Nurses (DON), she confirmed that resident
care plans were developed to address abilities and needs of each resident, and it was very important for the
care plans be followed to meet the needs of each resident. Additionally, the DON commented that prior to
leaving a resident's room, it is the responsibility of each staff member to place call lights within a resident's
reach, to allow access to their call lights.

On 5/16/24 at 4:45 PM, during an interview with the Administrator, she expressed that she expected each
resident's care plan to be followed to ensure appropriate care for each resident.
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F 0690 Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate
catheter care, and appropriate care to prevent urinary tract infections.

Level of Harm - Minimal harm or
potential for actual harm 42807

Residents Affected - Few Based on observations, interviews, record review, and facility policy review the facility failed to ensure a
resident admitted with incontinence of bladder received appropriate treatment and services in a manner to
prevent a possible urinary tract infection for one (1) of nine (9) sample residents. Resident #4

Findings include:

Record review of the facility policy titled, INCONTINENT CARE, reviewed 1/15, revealed, .Procedure . 11.
When washing perineal area, wash the entire area moving from front to back .while using a clean area of the
washcloth for each stroke. 12. Rinse the perineal area and other skin surfaces washed with warm water and
a washcloth from front to back .

On 5/15/24 during a continuous observation of Resident #4 from 10:35 AM through 1:30 PM, revealed the
resident was seated in her wheelchair in the day room. The resident was not taken to her room for
incontinence check/care until 1:30 PM.

On 5/15/24 at 1:35 PM, observation revealed Certified Nurse Aide (CNA) #1 brought a mechanical lift into
Resident #4's room and at 1:40 PM, CNA #1 and CNA #2 assisted Resident #4 with transfer from wheelchair
to bed to provide incontinence care. During incontinence care, CNA #2 used the same side of the same
disposable cleansing cloth and wiped back to front three (3) times, with the resident laying on her back, then
disposed of the visibly soiled cloth. After assisting the resident to turn on to her right side, CNA #2 used the
same side of another disposable cleansing cloth to wipe three (3) times before disposing of the soiled cloth.

On 5/15/24 at 2:28 PM, an interview with CNA #1 she confirmed she was assigned to the care of Resident
#4 for the 7:00 AM through 3:00 PM shift on 5/15/24. CNA #1 stated that she had checked Resident #4 prior
to 10:30 AM on 5/15/24, after which incontinence care had not been provided for Resident #4 until
approximately 1:35 PM. CNA #1 stated that incontinent residents required incontinence care every two (2)
hours and as needed. She reported that resident care instructions were available to the CNAs on the Daily
Care Guide.

On 5/15/24 at 2:33 PM, an interview with CNA #2 revealed the facility provided in-service training and
competency checkoffs on incontinence care during orientation at the time of hire and at least annually
thereafter. She confirmed that each cleansing cloth should be used for one wipe, especially if obviously
soiled, and that cleansing should always be done front to back during incontinence care to prevent the risk of
infection.
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F 0690 On 5/16/24 at 3:00 PM, during an interview with the DON, she confirmed incontinence care was to be
provided for residents with incontinence every two hours and as needed. She also confirmed that the facility
Level of Harm - Minimal harm or provided in-service training to all nursing staff that included the facility approved procedure for incontinence
potential for actual harm care, which included wiping with a clean surface in a front to back manner for each wipe/stroke to prevent
urinary tract infection. The DON confirmed that the Create Date documentation of care and on the
Residents Affected - Few Elimination Report were automatically entered upon input and did not represent the time care was provided.

She also confirmed that documentation entered at 11:02 AM for Resident #4 indicated one episode of
incontinence care provided.

On 5/16/24 at 4:45 PM, an interview with the Administrator revealed that she expected each CNA to follow
facility procedure for incontinence care in a manner to prevent urinary tract infections. She confirmed that the
facility provided in-service training for nursing staff regarding appropriate procedure for incontinence care
and provision of care in a timely manner.

Record review of the Daily Care Report revealed documentation that Resident #4 received incontinence care
one time on 5/15/24 prior to 11:00 AM, the time at which the documentation was entered into the computer
software program by CNA #1.

Record review of the 5 Day Minimum Data Set (MDS) with an Assessment Reference Date (ARD) 4/05/24,
revealed in Section H that Resident #4 was always incontinent of bowel and bladder.
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