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A resident who is unakle to carry out activitias of Resident #1, #4 and #5 care plans wera 05/01/2013
daily living receives the necessary sarvicas to updated to reflact 1-2 batha per week.
maintain good nutrition, grooming, and personal CNAs were re-educated on nail care and
and oral hygiene. proper care of nalls for those residents who
have diabetes. Floar CNAs wera informed
they are expected 1o agsist with baths if the
This REQUIREMENT is not mel as evidenced bath aide schedula is full and additional
by baths are needed to be completed. CNAs
Based an aobsearvation, medical racord reviaw, were educated on the new bath schedule
and staff intatview, the facility failed to ensure ]
assistance with activities of daily living was during the In-service held on March 26th
provided for 3 of 4 sample residents (#1, #4, and. and 27th. _ . )
#5) raquiring extansive assistance with personal The CNA who is assigned bath aide duties
hyglene. The findings were: will monitor baths each wesk, through the
1. Review of the medicel record et 15 use of a spraad shest, to make sure
. Raview df the ical recard for residen
showed the resident was readrmitted to the facility -t)a‘ths ars given according to SChedl_J!B a3
on 12/28112 with diagneses including morbid indicated on tha care plan. The facility
obesity, dsmentia, insulin-depandent diabetes Nurse Manager, or designes, will be
meliiue, and a fractured femur. Further review of responsible to monltor the bath alde to
the madical racord showed the rasidant did nat make sure baths ware completed as
have surgical repair for his/her fractured fermur heduled and naile have been cleanad
related to multiple health conditions. The medical schedu n
recond showad the resident was suppesed to and trimmed. CNAs who do not complete
wear an immobilizer at all imes except when baths as scheduled or who have not
bathing to stabliize the fractured leg. Review of completed tasks as assigned (nail care)
the significant change MES assegsment dated will be re-adueated to Improve performance;
111/43 showed the resident was mudsrately ve discipii .
cognitively Impalred and was depencent on staff orreceive - SCIp ln_ary actions,
for personal hygiens and bathing. The resident The Wyoming Retirement Center is
also requlred the use of a mechanical It 1o actively filling the six open positions
transfer him/her. Review of the-care plan dated mentioned. As the positions are fillad, the
1[9!13 Showed intEI’Venﬁons tc include baths 2 nBW CNAS W"E be placed an thB bathlng
times a week and nail cara 2 times a week an
bath days. The care plan also showed the schedule.
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resident was a diabetic bul, “bath aides may do
fingernalla, chargs nurse or padiatrist to tim toe
nalls total dependence 2 person assiat gs
needed.” The fellowing concerns were identified:

a. Perledic observations on -3/12/13, 3/13M3,
and 3/14/13 revealed the resident had long,
Jagged fingernails with brown dabris under the
nai beds. Obsarvalion on 3/12/13 at 5:30 PM
showed the resident eating finger focds withr
his/her hands.

b. Raview of the resident's bathing schedule
frorm 1/6/13 through 311013 showed the resident
had basn bathed one lime wakly on 1/6/13,
116113, 42113, 13013, 277113, 2/16/13,
272213, 212713, and 3/8/13. Thara were 2
accaslons when the resident went 10 days
between baths.

c. Interview with CNA #1 on 3/14/13 at 3:10
AN revealed the resident received a bed bath
"one time a week." The CNA verified that on
accasion the resident went for more than 7 days
hefore receiving a bath. The GNA revealed s/he
had been "the only balh aide-on {the unit] ince
about Cctober {20112]" and that she was aware
that baths were missed at times. She further
reveaisd she had asked tha nursing home
administration to provide mare assistance with
bathing residents, stating that there was not
anough ataffio assiet the rasldents with bathing
and hygiene needs, In addition, s/he stated ihe
reaident's, "fingernails were tritmmed by the aurse
because [s/he] was a diabetic.”

d. Durlng an interview on 3/14/13 at 8:45 AM,
the DON observed and verifled resident #5
needed hisfher fingernails timmed and cleansed,
The DON also verified the resident was supposed
to be bathed 2 times weekly. The DON stated the
resident was a diabetic and that "the CNA can

The Nurse Manager, or designee, will
report her findings to the Quality Assurance
Committae who will monltor compliance
with this requirement. The Nurse

Manager will report her findings

monthly for three (3) menths and

thereafter as compliance ls

demonsiraied, as determined by

the QA Commiitee,
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clean and trim the fingernailg but the nurse or
doctor had to tim the resident's toenails.”

2. Review of the medical racord for resident #1
showed the resident was admitted to the facility
on 8/27/08 with diagnoses including atrial
fibrillation, coranary artery disease, hypertension,
Alzheimer's disease, non-Alzhalmer's dementia,
anxiety and depresston. Review of the quartary
MDS assessment dated 1/18/13 showed the
resident was moderately cognitively impaired and
was dependent on staff for personal hygiene and
bathing. Review of the care plan dated 1/31/13
showed interventions 1o include staff aseistance
with "bath/shower 1-2 X waak." The following
concerns were identified:

a. Review of the facility's bathing records from
1M M3 to 3/10/1 3 showed the resident received
baths an 1/3/13, 1/8113, 1716113, 1712013,

WB0H 3, 213713, 2F16/13, 2/22/13, 2/26M3, and
3/8/13. Thers were 2 ocoasions when the
resident went 10 duays hatween baihs, and 1
occasion when 1he resident want 13 days
beiwesn baths.

b. Interview with CNA #1 on 3/13/13 at 1048
AM confirmed that she was the aole paraon
rasponsible for hath/shower agsistance an the
rorth end of tha facility. She further confirmed tha
periods of 10 to 13 days when the resident did not
raceive a bath, stating, "What's In the bath hook
is what they got."

3. Review of the meadical record for resident #4
showed the resident was admitiad te the facility
on 12/3/08 with diagnoses Including hyperiansion,
diabetes mellitus, non-Alzheimer's dementia,
psychotic disorder and depression. Review of the
quarierly MDS assessment dated 1/12/13

F 312
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showad the resident was modarately cognifively
Impaired and was dependent an staff for personal
hygiene and bathing. Review of the cara plan
dated 1/24/13 showad Intarventlons to include
staff assistance with "bath/shower 1-2 X wesk "
The following concerns wers identifled:

a. Review of the facility’s bathlng records
from 1/1/43 to 3/10/43 showed the resident
racaived bathe an 1/5/13, 1/B8/13, 1/19/13,
/22013, 1728013, 26013, 21313, 2M9M3, 3213,
and 3/7/13. Thera was 1 ococcasion when the
rasident wont 9 days betwaen baths, and 2
occasions when the rasident went 11 days
batween baths.

b. intsrview with CNA#1 on 3/13/13 at 1C:45
AM confirmed the periods of 10 fo 13 days when
the resident did not raceive a bath.

Interview with the DON on $/14/13 at 9:45 AM
revealed, "bathing on the [unit] is a problem." Tha
Intarview further reveaied CNA. #1 had racently
made her awara that she was overwhelmed and
bathe were not getting done as scheduled, The
DON added the facility had 6 CNA vacancies and
this contributed 1o rasidants not receiving baths
as scheduled.

F 385 | 463.30{a) SUFFICIENT 24-HR NURSING STAFF F 353
58=E | PER CARE PLANS The Wyoming Retirement Center 05/01/2013
schedules nursing care hours above
The facility must have sufficient nursing staff to the required 2.25 hours for each skiled
provide nursing and related services to attain or resident In the facillty during each 24
maintain the highest practicable physical, mental, hour fime period.

and psychozocial well-being of each resident, as
determined by resident assessments and
individual plang of cara.

Tha facility must provide services by sufficient
numbers of each of the following types of
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personnel on a 24-hour basis to provide nursing The facllily has re-educated our CNAs
care to all residents (n accandance with resident on their respansibility 1o help with bathing
care plans. if the bath aide's schedule is full and

e twh ived under paragraph (c) of thi addltional baths are needed.
xcaptwhen waived under pa : 5 . . .
section, licansed nurses and other nursing During an in-service on March 26t and

personnel, 27th, CNAs were re-trained on their

responsibilities to help with baths, as

Excapt when waived under paragraph (c) of this determined by the facility bath aide if she
section, the fadlity must designate a licensed

nurse to serve as a charge nuree an each tour of I3 unable to complete scheduted baths.
duty. The CNAs were also re-educated on
correct nail care procedures Including

. trimming, ¢leaning and caring for nalls on
This REQUIREMENT s not met as evidencad

by: residents who arg diabetic,

Based on obsarvation, medicat record review A facility bath spreadsheet will be

and staff interview tha facility failed to provide developed by the bath aide which will

auﬁ:c::ntstaff tﬁ ?arcllszr?hmld:m-rm reqs”i"e" schedule baths according 1o goals stated

assistancse ngcalv aths ana nall care a N

scheduled far 3 of 4 sample residents (#1, #4, on the cam_ plan each day. The bath aide

and #5). The findings ware: will work with the floor nurse(s) each day 1o
determine if baths should ba assigned to

1. Review of the medical record showed resident other CNAs depending on the bath

#5 way readmitted to the faclity on 12/28/12 with hedul o will conduct spot chacks 1

diagnoses including morbid cbesity, dementia, sahedlle an uct sp g0

nsulin-dependent diabetes melitus, and & determine compllance with the nall care

fractured femur. Further review of the medical being completed. Additionat tralning or

record showed the resident did not have surgical

) . disciplinary action will be used to attain
repair for his/her fractured femur retated to

multiple health conditions. The medieal record compliance, _
showed the resident was supposed to wear an The Wyomlng Retirernent Center is
immobilizer at all times except when bathing to actively filling the'six open positions

stabilize the fraclured leg. Review cf the mentioned. As the positions are fillad, the
significant change MDS asgessment dated 1/1/13 . .
showed the resident was moderately cognitively new CNAs will be placed on the bathing
Impaired and was dependent or staff for parsonal schedule.

hygiene and bathing. The resident alsc required
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the use of a mechanical lift to tranefer him/her.
Review of the care plan dated 1/9/13 showed
intarventions included staff bathe tha resident "2
times a week and provide nall care 2 times &
week an bath days.” The care plan also showed
the resident was & giabelic and that "bath aides
may da fingarnails, charge nurse or podiatrist to
trim toe nails total dependence 2 person assistas
needed”. The following concerns ware ident/fiad:

a. Perlodic observations an 3M2/M13, 311313,
and 3A14/13 revealed the rasident hed lang,
Jagged fingernails with brown dabria under the
nall beds.

b. Review of the resident's bathing schadule
from 1/6/13 through 3/10/13 showsd the residant
hag beah bathad one time weekly an 1613,
1613, V2113, 1/30M13, 277113, 211613,
2422113, 22713, and 3/9/13 {there were 2
oceasions when the residant went 10 days
batwaen baths).

. Interview with GNA #1 on 3/14/12 at 210
AM revealad the resident had a bed bath, "one
time a week." The CNA verifigd that on oocasion
the rasident went for maore than 7 days before
receiving a bath, The CNA revealad s/he had
been "the only bath aide on [the unit] since about
Cictolyer [#012]" &nd that she was awara that
baths were missed at times. She further revealed
she had asked the nursing home administration
for more asslstance with hathing nesidents,
stating that there was not enough staff to assist
the residents with bathing and hygiane needs.

d. During an intsrview with the DON on
2114113 al 9:45 AM the DON observed and
verified rosident #5 needed higher fingernails
trimmed and cleansed. The DON also verified the
resident was supposead 1o be bathed 2 times
weskly and fingemails needed to be timmed and

The Nurge Manager, or designes, will
repart to the Quality Assurance Commiltee
compliance with this requirement each
month for three (3} montha. The QA
Committee will determine future
frequencies of audiie as compllance Is
demonstrated.
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cleaned as neaded.

2. Review of the medical record for resident #1
showad the rasident was admitted to the facility
on 8/27/08 with diaghosas including atriat
fibrifation, coronary artery disease, hypertension,
Alzhalmer's dissase, non-Alzheimar's demantia,
anxlety and depresslon. Review of the quarierty
MDS assessment dated 1/19/13 showsd the
ragldent was moderately cognliively impaired and
was dependent on ataff for personal hyglene and
bathing. Review of the care plan dated 1/31/13
showad Intarventions to include staff assistance
with "bath/showar 1-2 X waek." The fallowing
concarng ware identified:

a. Raview of the facility's bathing records from
17143 to 31013 showed the resident received
baths on 1/3/13, 1/an3, 1/16M3, 1/20/13,
1/30/13, 2/3/13, 211613, 2/2213, 2/26/13, and
3/8/13, There weare 2 occasions whan the
resident want 10 days bstween baths, and 1
occagion when the resldent went 13 days
between baths.

b. Interview with CNA #1 on 3/13/13 at 10:45

. AM canfirmed she was the sole person

responsible for bath/shower assistance on tha
notth and of the facility. She further confirned the
petiods of 10 to 13 days when the resident did not
receive a bath, stating, "What's in the bath book

is what they got.”

3. Review of the medicat record for resident #4
showed the resident was adrmitted to the faciiity
on 12/3/08 with diagnoses including hypertension,
diabetes meliitus, non-Alzhaimer's dementla,
peychotic disorder and depression, Review of the
quarterly MDS asseasment dated 1/12/13

showed the resident was moderately cognitively
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Impaired and was dependant on staff for persanal
hyglene and bathing. Review of the cars plan
dated 1/2413 interventions 1o include staff
assistance wilh "bath/shower 1-2 X week" The
following concemns were identifisd:

a, Ravlaw of the facility's bathing racords from
1113 to 310/13 showed the resident received
haths on 1/5113, 1/8M13, 111913, 1/22/13,
1/28013, 208113, 211343, 2/19/3, 3/2/13, and
3I7H3. Thare was 1 occasion when the resident
went 9 days betwaen baths, and 2 occasions
when the resident went 11 days batween baths.

b. Interview with CNA#1 cn 313113 at10:45
AM confirmed the periods of 10 to 13 days when
the resident did not receive a bath,

Interview with tha DON on 3/14/13 at 9:45 AM
revealed, "bathing on the [unit] is a problem." The
interview further revealed CNA #1 had recently
made her aware that she was overwhelmed and
baths were not getting done as scheduled. The
DON ndded the facility had 8 CNA vacancies and
this contributed to residents not receiving baths
a9 scheduled.
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