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The services provided or amrangad by tha faciity
must ba provided by quallfied persons in
accardance with each resident's written plan of
care. L

This REQUIREMENT is not met as evidencad
by :

s
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“This plan of cosrection is the center’s

credible allegation of compliance, Preparation
" and/or execution of this plan of correction
does not constitute admission or agreement by
the provider of the truth of facts alleged or
conclusions set forth i the statement of
deficiencies. The plan of correction is
prepared and/or execiuted solely because it is
required by the provisions of federal and state
law."

Based on absesvation, staff interviews, and
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medleal-recerd-reviewthe-facility-failedto-assure
staff followed the tilating care plan for twe (#38,
#35) of three sample residents wha required
asslstance with toileting. The findings wers:

1. According o the 7/28/08 quarterly Minlmum
Data Set (MDS) assessment, resident #36 was
frequently incantinent of bowel and bladder, totaliy
dependent on'staff for wilet use, and had sevare
cognilive impairment. Review of the care plan
showed the toileting schedule for the resident was
AM, ac, pc, PM, HS, prn ( marning, before meals,
after meals, evening, bedtime, and as needad,

Obsarvation o 10/13/05 at 11:25 AM showed
cettified nurse aldes (CNAS) #8 and #14 provided
perineal care and transferred resident #£38 into a
wheelchalr. The CNAs did not place the resident
on the tollet or bedsicle commade or ask If s/he
needed to use the bathroom. When quesiloned,
CNA #8 stated they irlleted the residant for bowel
movemeants and after lunch. The CNA further
stated It was “easler befors funch to do peri
[perineal) care and put on a brief than to assist
the resident to the toiiel,

Observation after lunch on 10/13/05 at 1-33
PM shawad CNAs #8 and #14 agaln transfarrad
the resldery‘,#qm the wheelchair to the beg

1. Residents #38 and #65 care plans will be

i : updated fo reflect the resident’s individual

Bl need to be toileted before and after meals,

immediately afler rising and before going
| tobed. The residents will be checked and

.changed ns appropriate, .

All residents who are not independent
with toileting have the potential to be
affected by this practice,

3. All residents who require assistance will
have their care plan updated to state
“Toileting per schedule and/or check and
change” as appropriate, Some residents
wear incontinent briefs and need to be
checked and changed as well as toileted,
All nursing staff will be inserviced on this
change. Unit Managers will randomly
audit toileting procedures weekly for one
month and then monthly thereafier to

- ensure compliance,

4. Results of the audits will be brought to
the Performance Improvement Committes
meeting monthly for review, comments,

_and suggestions, _

5. Compliance Diato: November 23, 2005, |
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nursing homes, the findlngs stated above are disclosable 40 days
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extensive staff assistance with tolleting. Review of

Continued From paga 1

withoul teilefing the resident or asking if s/he
needed fo use the bathroom, The CNAs removed -
the rasident's incontinence brief, providad
peiineal care, and laft the resident in hed,

2, Revisw of the 9/28/05 quarterly MDS
assessment revealed resident #56 had
moderately impaired cognition, was frequently
incontinent of howel and bladder, and requirad

the care plan-showed slaff should-toilet the
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reaident in the moming, hefore and after meals,

| stated the resident was dry so she just assisted

| wheelshair for lunch, Observation after lungh on

atbedtime, evary Wi ta three Rours a1 night, and |
a5 needed.

* Interview with CNA#14 on 10/13/05 at 1:30
PM revealad she got the resident up for lunch but
did not take him/her to the bathroom. The GNA

with dressing and tfransferred the resident into a

10/13/05 at 12:40 PM showed the resident was
incontinent of bladder.

3. Review of the facility's policiea and procedures
showed "toiteting" was nat defined. However,
Interview with the director of nursing (DON) en
10/13/06 at 3:45 PM revealed her expectation of
“tollating” was that a resident actually be placed
on the toilel, bedpan, or commode if he/she was
capable of sitling safely, "Tollating” was not just
thecking andfor changing n incontinence brief,
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