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F 0584 Honor theresident'sright to a safe, clean, comfortable and homelike environment,

including but not limited to receiving treatment and supportsfor daily living safely.
Level of harm - Minimal **NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on observation, interview, and record review, the facility failed to ensure residents have a clean, comfortable, and
harm homelike environment for 1 of 5 residents (Resident #1) reviewed for health and hygiene in his environment, in that: There
was alarge brown-colored stain in the middle of Resident #1's bed sheet, aswell as on atowel on the bed. This deficient

Residents Affected - Few practice could place residents at risk for loss of self-worth. The findings were: Record review of Resident #1's face

sheet, dated 06/25/2020, reveaed an admission date of [DATE] with [DIAGNOSES REDACTED]. Record review of Resident #1's
MDS, dated [DATE], revealed the resident had a BIM S score of 13, which indicated the resident was cognitively intact, and

was occasionally incontinent of bowel and bladder. Record review of Resident #1's care plan, dated 05/11/2020 with target

date of 08/22/2020, revealed, focus section: he had mixed bladder incontinence with a goal to remain free from skin

breakdown due to incontinence. Observation on 06/24/2020 at 12:15 p.m. in Resident #1's room revealed there was a slight
brown-colored stain on the resident's bed sheet, and partially on atowel that was laying in the middle of the bed. Further observation
revealed the stain on the bedsheet measured approximately 2 feet by 2 feet. During an interview with Resident

#1 on 06/24/2020 at 12:15 p.m., the resident stated his bed, was wet since last night. Resident #1 further stated, they

tell me they ran out of linen. During an interview with CNA Z on 06/24/2020 at 1:05 p.m., CNA Z confirmed there was a

slight brown-colored stain on Resident #1's bed sheet, and partially on atowel that was laying in the middle of the bed.

CNA Z stated that they had forgotten to change the resident's bed. CNA Z further stated Resident #1 had gone out to get his labs done
and they were supposed to strip his bed - referring to cleaning the bed in its entirety. Observation on

06/24/2020 at 1:15 p.m. of Resident #1's bed revealed the resident's bed sheet and towel were still stained. During an

interview with LVN Y on 06/24/2020 at 12:20 p.m., LVN Y confirmed there was a slight brown-colored stain on Resident #1's
bed sheet, and partially on atowel that was laying in the middle of thebed. LVN Y further stated the check and change
(referring to changing the linen) should have been completed every two hours. Record review of the facility's Infection

Control Policy and Procedure Manual, dated 2018, revealed, 1. Resident linens must be clean and dry and changed regularly.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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