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 Based on interview and record review, the facility failed to provide incontinence care and assistance for a resident
 needing moderate to extensive assistance with ADLs (Activities of Daily Living). This applies to 1 of 7 residents (R1)
 reviewed for ADLs in the sample of 7. The findings include: R1's [DIAGNOSES REDACTED]. On 8/11/2020 at 10:00 A.M., R1
was
 lying in bed. R1 was awake, alert and oriented times 3, pleasant and was able to verbalized needs. R1 had an undershirt on, adult
disposable brief, no pants, and a top sheet on him. R1 stated that was his preferred outfit when in bed. R1 had
 verbalized his frustration and anger towards V5, CNA (Certified Nurse Assistant/ From an Agency staffing ). R1 stated that
 on 8/8/2020 around 6:45 P.M., he called for assistance to be cleaned for incontinence care due to his bowel movement. R1
 also added that he had diarrhea at that time. R1 also stated that V5 came to provide incontinence care to him. R1 also
 added that V5 took towels, turned R1 to side and started to wipe R1's buttocks/scrotal and groin areas. R1 added that V5
 was very rough wiping him and he felt like her (V5) thumb was stuck into my anus. I told her to stop, you're hurting me,
 you are too rough, and also you are using towels instead of wipes. She (V5) continued to roughly wipe me despite that I
 told her to stop, so I yelled at her and said GET OUT. R1 further added that V5 did not finish cleaning him, left R1
 halfway down naked, left R1's room and shut the door. R1 added that he turned on his call light and waited for someone to
 help assist him with his incontinence care. R1 also added that he waited for almost 2 hours for someone to answer his call
 light, but no one came to answer and attend to his incontinent needs. R1 further added that he then decided to call the
 police department since he had been waiting to be cleaned and no one was coming. On 8/12/2020 at 11:00 A.M., V3 (Registered
Nurse) stated that R1 never complained of abuse or rough handling except what happened to him on 8/8/2020 toward V5. V3
 also added that (R1) is a reasonable person, but is very particular with care, demand request but not over the top, I have
 a good rapport with him. (R1) told me that (V5) was very rough when (V5) wiped (R1) perineal area using towels. (R1) also
 stated it felt like (V5) had her thumb stuck into my anus. I'm not sure if it was abuse or willful on part of (V5),
 however, it sounded like rough handling, using a towel and cleaning sensitive area of (R1). It is hard to say V5
 intentionally hurt (R1), but (R1) he told me he waited for almost 2 hours for his unanswered call light. (R1) stated he
 waited for almost 2 hours and no staff came in to help clean him, so he said he decided to call the police department. On
 8/12/2020 at 2:15 P.M. V4 (Nurse for R1 on 8/8/2020 from 7:00 A.M.-7:00 P.M.) stated that V5 informed her that R1 does not
 want V5 to clean him up and that R1 yelled at V5. V4 added that this had happened around 6:45 P.M. on 8/8/2020. V4 also
 stated that she told V5 to get another staff to help V5 and continue cleaning R1. V4 also added that she informed V5 that
 if R1 remained to yell then to call V4 and she will assist V5 to provide R1's incontinence care. V4 stated further that she saw R1's call
light was on at 6:55 P.M. on 8/8/2020, with R1's door closed. V4 also stated that she did not check why R1's
 light was on but assumed that staff were providing R1 care since the door was closed. V4 added that she left her shift at
 7:10 P.M. and did not inform V9 (Registered Nurse) regarding R1 yelling at V5. V4 also added that she assumed it was all
 taken care of and that R1 was provided care by V5. On 8/12/2020 at 3:45 P.M., V9 stated that she was surprised when V11
 (Police Officer) showed up at the facility at around 8:45 P.M. on 8/8/2020. V9 added that she followed V11 to R1's room. V9 also
stated that R1 was wearing an undershirt, no adult brief incontinence pad but has a top sheet on him but partly
 exposed his left leg (R1 is a right leg [MEDICAL CONDITION]). After V11 was done with interviewing R1, V9 went to R1's
 room. V9 asked R1 what happened. V9 stated that R1 had complained that V5 was very rough earlier while providing
 incontinence care to him. V9 also added that he felt uncomfortable because he felt that V5 had stuck her thumb into his
 anus so R1 decided to yell at V5 and asked for the nurse. V9 also added that there was no staff that came in when R1 turned on his
call light for almost 2 hours, left unclean so R1 decided to call the police department. V9 also added that she
 immediately assessed R1 for any injury and found none. V9 also added that she immediately called V2 (Director of Nursing)
 and V2 then called V1 at once. V9 also added that V1 came in that night to investigate R1's concern. V9 also added that she had
asked V7 and V8 (both CNAs- Certified Nurse Assistant) to clean R1 and put on adult brief incontinent pad. As V9 added, that was
the baseline outfit of R1 when in bed. V9 also stated that R1 needed moderate to extensive assistance with his
 ADLs. On 8/12/2020 at 4:00 P.M., V7 added that on 8/8/2020 at around 8:45 P.M., V11 came in to facility because R1 called
 911. V7 stated that she was not paying attention to R1's call light since she was working on the opposite hallway of R1's
 room V7 added that both V8 and her had cleaned R1 around 10:00 P.M. when V11 was done with interview and V9 was done
 checking R1 for injury. V7 also stated that R1's rectal area, anus, scrotum was smeared with bowel movement when they both
 (V8 and her) proceeded to clean R1. On 8/13/2020 at 3:58 P.M., V8 stated that she did not pay attention to R1's call light
 because she was with V7 as an orientee. V8 also added that both V7 and her cleaned R1 around 10:00 P.M. V8 also added that
 both V7 and her proceeded to clean R1 and that R1 was smeared with bowel movement on his scrotum, groins, rectum and anus.
 The police report dated 8/8/2020 showed that R1 called 911 on the night of 8/8/2020 because there was no staff that was
 answering R1's call light for around 2 hours to attend to his incontinence care.
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