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F 0675 Honor each resident's preferences, choices, values and beliefs.

Level of Harm - Minimal harm Based on review of clinical records, as well as resident interviews and staff interviews, it was

or potential for actual harm determined that the facility failed to ensure that residents were provided appropriately fitting
incontinence products for three of 11 residents reviewed (Residents 1, 4, 11).Findings include: A

Residents Affected - Some quarterly Minimum Data Set (MDS) assessment (a mandated assessment of a resident's abilities and

care needs) for Resident 1, dated July 9, 2026, indicated that the resident was cognitively intact,
dependent on two staff for daily care needs including toileting, was frequently incontinent of urine,
and weighed 414 pounds. The resident's care plan, dated July 28, 2026, revealed that the resident had
an indwelling urinary catheter (tube inserted directly into the bladder for urine drainage). Interview
with Resident 1 on July 28, 2026, revealed that the resident had an indwelling urinary catheter. She
stated that she has skin shearing on her buttock because the briefs she was made to wear were too
small and too tight. She said that she was told the solution was to insert an indwelling urinary
catheter. She stated that she has not had the proper sized briefs to wear since the nursing facility
changed owners. She stated that she has had to wear a size 2 XL brief, despite her requiring at least
a 4 XL brief. A quarterly MDS assessment for Resident 4, dated May 5, 2026, revealed that the
resident was cognitively impaired, incontinent of urine and bowel, and weighed 247 pounds.
Observations of Resident 4 on July 28, 2026, at 10:15 a.m. revealed that the resident was sitting in
her wheelchair and had a large rotund abdomen. A quarterly MDS assessment for Resident 11, dated
July 8, 2026, revealed that the resident was cognitively intact, required staff assistance for her
activities of daily living, weighed 250 pounds, and that she had an indwelling urinary catheter.
Observations of Resident 11 on July 28, 2026, at 10:22 a.m. revealed that she was sitting up in bed
and had a large rotund abdomen. Interview with Nurse Aide 1 on July 28, 2026, at 10:25 a.m. confirmed
that Residents 1, 4, and 11 all required briefs larger than size 2 XL, however, they were not available
for them. She stated that central supply only provided up to size 2 XL briefs for the residents and

they were tight. Interview with Central Supply Director and the Nursing Home Administrator on July
28, 2026, at 11:06 a.m. confirmed that the largest size brief their corporate office will permit to be
purchased is a 2 XL. 28 Pa. Code 211.10(a)(c)(d) Resident care policies. 28 Pa. Code
211.12(d)(1)(2)(5) Nursing services.
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