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Provide care and assistance to perform activities of daily living for any resident who is
 unable.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to assist a resident identified as needing
 extensive assistance with toileting. This applies to 1 of 3 (R3) residents reviewed for toileting in the sample of 5. The
 findings include: R3's EMR (Electronic Medical Record) shows R3 was admitted   to the facility on [DATE]. R3 has multiple
 medical [DIAGNOSES REDACTED]. R3's MDS (Minimum Data Set), dated July 17, 2020, shows R3 is cognitively intact. R3
requires extensive assistance from two staff with regards to toileting and requires extensive assistance of one staff with regards
 to dressing and personal hygiene. On August 14, 2020 at 10:55 AM, observed R3 trigger her call light (call light was turned on). On
August 14, 2020 at 11:03 AM, V5 (Assistant Administrator) was observed going into R3's room and coming right back
 out. The call light was turned off. On August 14, 2020 at 11:05 AM, R3 stated V5 came in and turned my call light off. I
 need to go to the bathroom. R3 stated, I usually wait 3-4 hours for someone to help me to the bathroom. On August 14, 2020
 at 11:15 AM, observed two staff walking towards R3's room. V6 (Certified Nurse Assistant, CNA) went into R3's room and the
 other staff member walked off the unit. V6 came back out of the room to get assistance from another CNA. On August 14, 2020 at
11:19 AM, V6 and V7 (CNA) went into R3's room and assisted R3 to the bathroom. R3's care plan, dated July 17, 2020,
 shows that R3 is incontinent of bowel and bladder. Care plan indicates that R3 requires the assistance of two staff with
 toileting and toilet hygiene due to weakness, limited ROM (range of motion) to her lower extremities, poor balance and
 coordination. On August 14, 2020 at 12:30 PM, V2 (Director of Nursing, DON) stated, All are responsible for answering a
 call light if they see it going off. If a staff member goes in and answers a call light and they are not able to help them, the staff should
tell the resident I will go get someone to help you and they are to leave the call light on. For example,
 if an activity aide sees a call light and answers it, the resident is requesting pain medication. The activity will tell
 the resident, I will let your nurse know and leave the call light on.
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