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1D PROVIDER'S PLAN OF CORRECTION

A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review and staff
interviews the facility failed to cleanse a resident’
s skin of urine for 1 (Resident #1) of 3 residents
observed during incontinence care.

The findings include:

The undated facility policy titled Incontinence
Care under purpose read: 1. To keep skin clean,
dry, free of irritation and odor. 3. To prevent skin
breakdown. 4. To prevent infection. The section
titled Procedure in Bed #7 read: Use wipe or
wash clothe to wash ali soiled skin areas and dry
very well, especially between skin folds.

Resident #1 was originally admitted to the facility
on 06/23/09 and had diagnoses inciuding
Cerebrovascular Accident and Urinary
incontinence.

The most recent Minimum Data Set (MDS)
Assessment (Quarterly) dated 03/24/11 showed
that the resident had some short term memory
problems and was moderately cognitively
impaired. According to the MDS the resident
required extensive assistance with personal
hygiene and bathing and was frequently
incontinent of bowsl and bladder.

are not an admission to and do not constitute
an agreement with the alleged deficiencies. To
remain in compliance with all federal and state
regulations the facility has taken or will take
the actions set forth in this plan of correction.
The plan of correction constitutes the facility’s
allegation of compliance such that all alleged
deficiencies cited have been or will be
corrected by the date or dates indicated.

'orrective Action for Resident Affected
Lesident # 1 had appropriate
ncontinence care provided on April
9" by Sasha Underwood. The nurse
ide involved was suspended on April
9th until education could be provided.
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orrective Action for Resident Potentially
(ffected

e

\11 residents who receive incontinence
are have the potential to be affected

y this alleged deficient practice. See
ystemic changes for interventions that
ddress all potentially affected
esidents,
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On April 21* the Staff Development
The resident ' s Care Plan updated on 03/24/11 (oordinator completed a  skills
listed a problem that read: " Requires staff dhecklist on all nursing assistants
assistance with daily care d/t {due to) poor durrent! emploved Th Lill
endurance, decreased mobility. Frequent . Y . ployed. ¢ 8 1 8
incontinent episodes with risk for skin breakdown. check11§t mc}uded how to I?IOVl(_ie
One of the approaches to the problem read: " proper incontinence care as outlined in
Monitor for incontinence and provide incontinence gur policy and procedures. Stalf
giaer:n\:il;h the use o_f moisture barrier wipes for hembers were coached and educated
g dt the time of skills validation if errors
On 04/19/11 at 4:00 PM Resident #1 was in the protocol were identified. The
observed to be lying in bed. Nursing Assistant Staff Development Coordinator will
(NA) #1 was observed to check the resident for dnsure that any nursing assistants who
incontinence. The _NA stat_ed that the resident was Have not completed the skills checklist
wet and the incontinent brief was observed to be v April 28th will be all d
wet. There were no incontinence wipes or other y April 28th will not be allowed to
cleansing items observed at the bedside. The NA work until their skills checklist is
was observed to remove the wet incontinent brief dompleted. On April 20th a Nurse
and put a dry incontinent brief on the resident. Educator from Sampson Community
The NA did not cleanse the resident ' s skin prior College completed in-service
to applying the dry diaper. . . .
agducation for all nursing assistants,
The NA stated in an interview on 04/19/11 at 4:10 who currently work in the facility, on
PM that she did not usualily cleanse the resident ' proper incontinence care as defined by
s skin when changing a wet diaper. The NA dur policies and procedures, This in-
stated that if the resident’ s clothes were wet she Service was recorded so staff memb
would change the clothes. The NA stated that she ce © S Cmoers
had not been told to cleanse a resident ' s skin who were not able to attend the
when changing a wet diaper. tyaining can watch the video. The
The Staff Devel \ Coordinator (SDC) stated Staff Development Coordinator will
e Staff Development Coordinator state hsure th ffm - who di
in an interview on 04/19/11 at 4:34 PM that the 9 tu‘ - at ?ny §ta Zmb..? ngﬂf 13
nursing assistants were suppose to use ot recetve tratmng on April wi
incontinent wipes to cleanse the resident ' s skin rjot be allowed to work until in-service
during incontinent care. The SDC stated that NA training has been completed.
#1 had been out of orientation about 2 weeks and
had received training on incontinence care during
orlentation.
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This information has been integrated

The Administrator stated in an interview on fnto the standard orientation training

04/19/11 at 5:00 PM that residents should be and in the required in-service refresher
cleaned appropriately during incontinent care with ¢ourses for all employees and will be
wipes or a hed bath or a shower depending on feviewed by the Quality Assurance

the situation. Process to verify that the change has

been sustained,

Quality Assurance

The Staff Development Coordinator
will monitor this issue using the
TIncontinence Care Audit". The
monitoring will include conducting 10
observations of incontinence care.
‘This will be done weekly for three
months or until resolved by QOL/QA
committee. Reports will be given to
the weekly Quality of Life- QA
committee and corrective action
initiated as appropriate.
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