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F 0677 Provide care and assistance to perform activities of daily living for any resident who is
unable.

Level of harm - Minimal **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | This citation pertainsto MI 385. Based on interview and record review, the facility failed to provide documented evidence
harm of showers/bed baths and incontinence care for one (#601) resident, with a pressure sore of the sacrum (the triangular bone situated
between the two hipbones), reviewed who was dependent on staff for performance of activities of daily living
Residents Affected - Few (ADLSs), resulting in the potential for unmet care needs regarding skin care and worsening of his pressure wound. Findings

include: On [DATE] at 11:00 AM, a phone conversation was conducted with the complainant. The complainant indicated the
facility called her to report asmall but deep wound on [DATE]. When the complainant was in the facility on [DATE] to

observe aphysical assessment by the hospice nurse, alarge, smelly, deep hole wound was noted. The complainant reported to the
State Agency that facility staff failed to provide adequate and appropriate care to treat pressure sores. According to

the clinical record, Resident #601 (R601) was admitted to the facility on [DATE]. His [DIAGNOSES REDACTED]. A Minimum

Data

Set (MDS) dated [DATE] documented severe cognitive impairment, extensive 2+ persons physical assistance for toileting,
extensive one-person physical assistance for personal hygiene, total dependence upon staff for bathing, and frequent

incontinence of bowel and bladder. The MDS also documented the presence of two Stage 2 pressure ulcers. R601 expired in the
facility on [DATE]. A review of R601's clinical record documented the following sacrum wound measurements in centimeters
(cm): [DATE]: 2x 1.5 [DATE]: 25x 2.5 [DATE]: 4.5 x 2.6 x 0.3 [DATE]: 3.2x 2.5 x 0.3 [DATE]: 35x 2.5x 0.5 [DATE]: 6 x 7 x
2.5[DATE]: 10 x 4.5 x 6 A review of clinical notes documented in part the following: --[DATE] at 5:18 PM (skin/wound

note): Guest has stage 4 pressure ulcer to sacrum. Wound base is yellow/grey in color, wound edges are black/grey. Foul

odor noted, minimal drainage. Length=3.2, Width=2.5, Depth=0.3. Treatment administered to left ischial areaaswell.

Minimal skin breakdown noted. No open areas noted to left ischial. Guest tolerated well --[DATE] at 3:15 AM (infection

note): Guest continues to be monitored day ,[DATE] on ABT (antibiotic) therapy to sacrum. Guest has a stage 4 pressure

ulcer, drainage and foul odor noted. Treatment in place. No adverse reactions noted this shift. Fluids encouraged. Guest

turned Q2 (every two hours) while in bed. Will continue to monitor. --[DATE] at 3:36 PM (hospice note): Met with patient

and daughter. Patient unresponsive to questions, nonverbal. Patient appears calm but gets agitated with assessment or

turning. Incontinent of bowel/bladder. Patient wears brief. Patient has stage 4 pressure ulcer to sacrum 6 cm x 7 cm x 2.5

cm. Undermining noted 3 cm at 3 o'clock, 4.5 cm at 9 o'clock and 1.5 cm at 12 o'clock. Surrounding areaiis pink to purple.
Purulent foul-smelling drainage. Patient also has stage 3 one cm diameter wound to left outer ankle. A review of R601's

care plan documented the following: Focus: | have bladder incontinence and frequent bowel incontinence related to dementia
with cognitive deficit. Created on [DATE]. Goal: | will remain free from skin breakdown due to incontinence and brief use
through the review date. Created on [DATE]. Focus: | need help with the ADLs because | have dementiaand cannot remember
how to perform my ADLs. Created on [DATE]. Intervention: | am totally dependent on staff for bathing. Created on [DATE] On
[DATE] beginning at 3:00 PM, the Director of Nursing (DON) was queried about bathing and incontinence care provided to
R601. The DON indicated facility CNAs (Certified Nurse Aides) work twelve-hour shifts. First shift was from 5AM to 5PM and
second shift was from 5PM to 5AM. A review of CNA documentation of ADL care provided to R601 prior to his death was
conducted with the DON. During the 30 days prior to the Resident's death, bathing was documented to have occurred only once on
[DATE]. The DON indicated that bathing refusals should have been reported and documented in the progress notes. After

review of the clinical record the DON stated there were no documented refusal's of bathing during this time. When areview

of CNA documentation related to bladder and bowel incontinence care provided was conducted, the following was documented to
have occurred per 12-hour shift: [DATE]: 2 times on 1st shift; 0 time on 2nd shift [DATE]: 1 time on 1st shift; 0 time on

2nd shift [DATE]: 1 time on 1st shift; 1 time on 2nd shift [DATE]: 1 time on 1st shift; 1 time on 2nd shift [DATE]: 1 time

on 1st shift; 2 times on 2nd shift [DATE]: 1 time on 1st shift; 0 time on 2nd shift [DATE]: 1 time on 1st shift; 2 times on 2nd shift
[DATE]: 1time on 1st shift; 1 time on 2nd shift [DATE]: 1 time on 1st shift; 1 time on 2nd shift [DATE]: 1 time

on 1st shift; 1 time on 2nd shift [DATE]: 1 time on 1st shift; 1 time on 2nd shift [DATE]: 1 time on 1st shift; 1 time on

2nd shift [DATE]: 1 time on 1st shift; 0 time on 2nd shift [DATE]: 1 time on 1st shift; O time on 2nd shift [DATE]: 1 time

on 1st shift; 1 time on 2nd shift [DATE]: 1 time on 1st shift; 1 time on 2nd shift [DATE]: 1 time on 1st shift; 1 time on

2nd shift [DATE]: 0 time on 1st shift; 1 time on 2nd shift [DATE]: 1 time on 1st shift; 1 time on 2nd shift [DATE]: 1 time

on 1st shift; 1 time on 2nd shift [DATE]: 1 time on 1st shift; O time on 2nd shift [DATE]: 1 time on 1st shift; 1 time on

2nd shift [DATE]: 0 time on 1st shift; 1 time on 2nd shift [DATE]: 1 time on 1st shift; O time on 2nd shift [DATE]: 0 time

on 1st shift; O time on 2nd shift [DATE]: 0 time on 1st shift; O time on 2nd shift [DATE]: 1 time on 1st shift; 0 time on

2nd shift [DATE]: 0 time on 1st shift; 1 time on 2nd shift [DATE]: O time on 1st shift; O time on 2nd shift [DATE]: 0 time

on 1st shift; 1 time on 2nd shift On [DATE] at 4:40 PM, when the DON was queried if alack of skin care, i.e. bathing, can
contribute to skin breakdown, she said, It could because if the skin is not clean or has urine on it, then it breaks down.

When queried if the lack of incontinence care can contribute to skin break down, the DON said, Yes. A facility policy

titled, Skin Management, dated [DATE], was reviewed, and documented the following: Goals: Guest with wounds and/or pressure
injury and those at risk for skin compromise are identified, assessed, and provided appropriate treatment to promote

healing. Ongoing monitoring and evaluation are provided to ensure optimal guest outcomes. Procedures (in part): The CNAs

will report any new skin impairments to the licensed nurse that is identified during daily care.
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