
DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00520

ID:   14CU

MAPLEWOOD, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

010343800

7

12/31

02/08/2017

MAPLEWOOD CARE CENTER245276

02

1900 SHERREN AVENUE

55109

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

X A.  In Compliance With And/Or Approved Waivers Of The Following Requirements:

      Program Requirements

      Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  130 (L18)

13.Total Certified Beds  130 (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: A* (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

 130

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

X

00-Active

05/01/1985

00

03001

02/14/2017

02/08/2017 03/20/2017

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Momodou Fatty, HFE NE II Kate JohnsTon, Program Specialist
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CENTERS FOR MEDICARE & MEDICAID SERVICES

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST-CERTIFICATION REVISIT REPORT

STREET ADDRESS, CITY, STATE, ZIP CODE

B. WingY1

DATE OF REVISIT

A. Building

245276

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

MAPLEWOOD CARE CENTER 1900 SHERREN AVENUE

MAPLEWOOD, MN 55109

2/8/2017
Y2 Y3

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments 

program, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been 

corrected and the date such corrective action was accomplished.  Each deficiency should be fully identified using either the regulation or LSC 

provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on 

the survey report form).

Y4

ITEM

Y5

DATE

Y4

ITEM

Y5

DATE DATE

Y5

ITEM

Y4

ID Prefix  F0282 Correction

Reg. #
483.21(b)(3)(ii)

Completed 

LSC 01/31/2017

ID Prefix  F0309 Correction

Reg. #
483.24, 483.25(k)(l)

Completed 

LSC 01/31/2017

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

ID Prefix Correction

Reg. # Completed 

LSC

REVIEWED BY

STATE AGENCY

REVIEWED BY

CMS RO

REVIEWED BY

(INITIALS)

REVIEWED BY 

(INITIALS)

DATE

DATE SIGNATURE OF SURVEYOR

TITLE DATE

DATE

FOLLOWUP TO SURVEY COMPLETED ON CHECK FOR ANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF 

UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? YES NO12/30/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 14CU12EVENT ID:

02/08/20173092203/1 /2017SR/KJ



DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL

PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility ID: 00520

ID:   14CU

MAPLEWOOD, MN

1. MEDICARE/MEDICAID PROVIDER NO.

(L1)

2.STATE VENDOR OR MEDICAID NO.

(L2)

3. NAME AND ADDRESS OF FACILITY

(L3)

(L4)

(L5) (L6)

4. TYPE OF ACTION: (L8)

1. Initial

3. Termination

5. Validation

8. Full Survey After Complaint

7. On-Site Visit

2. Recertification

4. CHOW

6. Complaint

9. Other

FISCAL YEAR ENDING DATE: (L35)

7. PROVIDER/SUPPLIER CATEGORY (L7)

01 Hospital

02 SNF/NF/Dual

03 SNF/NF/Distinct

04 SNF

05 HHA

07 X-Ray

08 OPT/SP

09 ESRD

10 NF

11 ICF/IID

12 RHC

13 PTIP

14 CORF

15 ASC

16 HOSPICE

5. EFFECTIVE DATE CHANGE OF OWNERSHIP

(L9)

6. DATE OF SURVEY (L34)

8. ACCREDITATION STATUS: (L10)

010343800

2

12/31

12/30/2016

MAPLEWOOD CARE CENTER245276

02

1900 SHERREN AVENUE

55109

0 Unaccredited

2 AOA

1 TJC

3 Other

06 PRTF

22 CLIA

11. .LTC PERIOD OF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS:

From (a) :

To (b) :

A. In Compliance With And/Or Approved Waivers Of The Following Requirements:

Program Requirements

Compliance Based On:

1. Acceptable POC

2. Technical Personnel 6. Scope of Services Limit

3. 24 Hour RN 7. Medical Director

4. 7-Day RN (Rural SNF) 8. Patient Room Size

5. Life Safety Code 9. Beds/Room
12.Total Facility Beds  130 (L18)

13.Total Certified Beds (L17) B. Not in Compliance with Program

 Requirements and/or Applied Waivers: * Code: (L12)

14. LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS

18 SNF 18/19 SNF 19 SNF ICF IID 1861 (e) (1) or 1861 (j) (1): (L15)

(L37) (L38) (L39) (L42) (L43)

16. STATE SURVEY AGENCY REMARKS (IF APPLICABLE SHOW LTC CANCELLATION DATE):

29. INTERMEDIARY/CARRIER NO.

PART II - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

DETERMINATION APPROVAL

17. SURVEYOR SIGNATURE Date :

(L19)

18. STATE SURVEY AGENCY APPROVAL Date:

(L20)

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WITH CIVIL

RIGHTS ACT:

1. Statement of Financial Solvency (HCFA-2572)

2. Ownership/Control Interest Disclosure Stmt (HCFA-1513)

3. Both of the Above : 1. Facility is Eligible to Participate

2. Facility is not Eligible

(L21)

22. ORIGINAL DATE

OF PARTICIPATION

23. LTC AGREEMENT

BEGINNING DATE

24. LTC AGREEMENT

ENDING DATE

(L24) (L41) (L25)

27. ALTERNATIVE SANCTIONS25. LTC EXTENSION  DATE:

(L27)

A. Suspension of Admissions:

(L44)

B. Rescind Suspension Date:

(L45)

26. TERMINATION ACTION: (L30)

VOLUNTARY

01-Merger, Closure

02-Dissatisfaction W/ Reimbursement

03-Risk of Involuntary Termination

04-Other Reason for Withdrawal

INVOLUNTARY

05-Fail to Meet Health/Safety

06-Fail to Meet Agreement

OTHER

07-Provider Status Change

28. TERMINATION DATE:

(L28) (L31)

31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE

(L32) (L33)

30. REMARKS

00-Active

05/01/1985

00

03001

01/19/2017 02/13/2017

21.

FORM CMS-1539 (7-84) (Destroy Prior Editions) 020499

Mary Heim, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 The facility is enrolled in ePOC and therefore a 
signature is not required at the bottom of the first 
page of the CMS-2567 form.  Electronic 
submission of the POC will be used as 
verification of compliance.

Upon receipt of an acceptable POC an on-site 
revisit of your facility may be conducted to 
validate that substantial compliance with the 
regulations has been attained in accordance with 
your verification.

A recertification survey was conducted and 
complaint investigation(s) were also completed at 
the time of the standard survey.      
An investigation of complaint H5276090 was 
completed and found not to be substantiated.

 

F 282

SS=D

483.21(b)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

(b)(3) Comprehensive Care Plans
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must-

(ii) Be provided by qualified persons in 
accordance with each resident's written plan of 
care.
This REQUIREMENT  is not met as evidenced 
by:

F 282 1/31/17

 Based on document review, observation, and 
interview, the facility failed to ensure the care plan 
was followed for 1 of 3 residents reviewed for 
personal hygiene and skin conditions, R138.

Findings include:

 F000. The Credible Allegation of 
Compliance has been prepared and 
timely submitted. Submission of the 
Credible Allegation of Compliance is not a 
legal admission that a deficiency exists or 
that the Statement of Deficiency were 
correctly cited, and is also not to be 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

01/19/2017Electronically Signed

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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The care plan, last revised 12/29/16, directed 
staff "Check and Change Program: Resident is 
unable to take self to the toilet, has cognitive 
limitations and does not identify need to use toilet 
on a regular basis. Staff to check resident on 
arising, before and after meals, and before going 
to bed. Staff to assist with change of brief as 
needed. Peri care am [morning] and hs [bed time] 
and after each incontinent episode." ��"Confined 
to chair, will need assistance for toileting." ��
"Diuretics (urgency, frequency) taken, potential 
for urinary frequency or urgency, offer toilet 
frequently through out the day." ��"Encourage fluid 
intake." ��History of UTI. Observe for changes in 
character of urine, frequency, co of [complaints 
of] abdominal discomfort, changes in cognition 
and behavior, elevated T." ��"Large brief." ��and 
"Unable to tell need to urge to void/defecate."

During observations on 12/29/16 from 8:00 a.m. 
to 12:14 p.m. revealed R138 was not offered 
check and change services between breakfast 
and lunch. At 8:00 a.m., R138 was sleeping in 
wheelchair at the dining room table.  After lunch, 
at 12:08 p.m., R138 was slumped forward in the 
chair with eyes closed. At 12:14 p.m., R138 was 
wheeled by NA-A to R138's room. A nursing 
assistant, (NA)-C, along with NA-A, offered R138 
to use the toilet or get incontinence brief changed 
in bed. R138 chose the bed. NA-A and NA-C use 
a transfer belt and R138 was transferred from  
wheelchair to sitting and then laying in bed. NA-A 
and NA-C assisted R138 to roll back and forth 
and removed R138's pants and incontinence 
brief. There was an odor of sweat as R138's brief 
was removed. R138 had slightly pink and red 
areas in creases underneath the belly. NA-C 
wiped front perineal area and applied barrier 
cream to the crease. R138's bottom area was 

construed as an admission against 
interest of the facility, its Administrator or 
any employee, agent or other individuals 
who draft or may be discussed in the 
Credible Allegation of Compliance does 
not constitute an admission or agreement 
of any kind by the facility of the truth of 
any facts alleged or the correctness of any 
conclusions set forth in this allegation by 
the survey agency. Accordingly, we are 
submitting this Credible Allegation of 
Compliance within ten days of the receipt 
of the statement of deficiencies as a 
condition to participate in the Medicare 
and Medical Assistance programs. The 
submission of the Credible Allegation of 
Compliance with this time frame should in 
no way be considered or construed as 
agreement with the allegation of 
non-compliance or admissions by the 
facility. 

F282. It is the policy of Maplewood Care 
Center to ensure each resident�s care 
plan is followed. 

Resident #138 identified in this statement 
of deficiency has been clinically 
reassessed for toileting needs and a skin 
assessment was conducted on 12/29/16.  
No changes were made at this time. All 
staff responsible for care for resident has 
been educated on resident�s care plan in 
regards to toileting plan and skin integrity 
reporting. 

The Director of Nursing and/or Nurse 
Manager has implemented corrective 
actions for other residents potentially 
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noted to be red as well. NA-C noted R138's skin 
becomes red with incontinence and it would 
appear and then resolve. NA-C reported she will 
return in half an hour to apply cream to R138's 
bottom as R138 had fallen asleep. 

When asked about the last time R138 was 
checked, NA-A reported R138 had a shower this 
morning. When asked if R138 sat in the 
wheelchair without being checked since then, 
NA-A reported she thought she took R138 to the 
toilet at 10:00 a.m., however at 2:37 p.m. NA-C 
reported she did not assist with toileting R138 at 
10:00 a.m., so was unsure if R138 used the toilet 
at that time.

On 12/30/16 at 9:19 a.m. the nurse manager, 
(RN)-B reported there was no particular time 
frame for checking and changing R138's brief 
before and after meals, but reported she would 
expect staff to check R138's brief and change it, 
if needed, between breakfast and lunch.

affected by this practice including: care 
plan review in regards to toileting needs 
and bowel and bladder incontinence��and 
weekly skin checks by January 19, 2017. 
No other residents have had skin issues 
related to toileting plans.  

The Director of Nursing and/or Designee 
will implement measures to ensure that 
this practice does not recur, including:  
weekly IDT skin/wound rounds, quarterly 
care plan review for all residents, weekly 
care plan reviews for residents with skin 
integrity concerns��policy review of the 
following policies and procedures � 
Prevention and Treatment of Skin 
Breakdown, Incontinence Care, Care 
Plan. 
The Medical Director will review current 
policies.  
Nursing staff were trained as it relates to 
their respective roles and responsibilities 
for the aforementioned reviewed and 
revised policies and procedures by 
January 31, 2017.   

The Director of Nursing and /or designee 
will monitor the corrective actions to 
ensure the effectiveness of these actions, 
including: 
Auditing of nursing assistants following 
toileting plans for R138 and randomized 
other residents weekly for one month, 
then monthly for two months. 
Upon completion of audits, corrective 
actions, if applicable will be completed 
immediately.  Additional education will be 
provided as derived from the audits.  
Failure to adhere to educated protocols 
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will result in corrective counseling.
The results of monitoring of the corrective 
actions (track, trend and analysis) will be 
reported to the facility QA Committee 
monthly for three months.  Upon this 
review, system revisions and/or staff 
education will be implemented if indicated 
via a prescribed corrective action plan.

Facility Director of Nursing will be 
responsible for maintaining compliance.

The facility alleges that it will be in 
substantial compliance with the standard 
indicated by January 31, 2017.

F 309

SS=D

483.24, 483.25(k)(l) PROVIDE CARE/SERVICES 
FOR HIGHEST WELL BEING

483.24 Quality of life
Quality of life is a fundamental principle that 
applies to all care and services provided to facility 
residents.  Each resident must receive and the 
facility must provide the necessary care and 
services to attain or maintain the highest 
practicable physical, mental, and psychosocial 
well-being, consistent with the resident’s 
comprehensive assessment and plan of care.

483.25 
(k) Pain Management.  
The facility must ensure that pain management is 
provided to residents who require such services, 
consistent with professional standards of practice, 
the comprehensive person-centered care plan, 
and the residents’ goals and preferences.

(l) Dialysis.  The facility must ensure that 
residents who require dialysis receive such 

F 309 1/31/17
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services, consistent with professional standards 
of practice, the comprehensive person-centered 
care plan, and the residents’ goals and 
preferences.
This REQUIREMENT  is not met as evidenced 
by:
 Based on document review, interview and 
observation, the facility failed to ensure 1 of 3 
residents reviewed for skin conditions and 
personal hygiene, R138, was provided with 
necessary services.

Findings include:

R138's admission minimum data set [MDS], 
dated 9/14/16 revealed R138 was frequently 
incontinent of urine. R138's quarterly MDS, dated 
12/14/16, revealed R138 was always incontinent 
of urine and required extensive assistance from 
two or more staff for bed mobility, transfers, 
toileting and personal hygiene. R138's quarterly 
MDS indicated severe cognitive impairment.

R138's urinary incontinence care area 
assessment, dated 9/14/16, revealed "Resident is 
incontinent of urine and stool related to: Cognitive 
impairment, Diuretic use, History of constipation, 
History of UTI [urinary tract infection], functional 
incontinence, Memory loss, psychoactive drug 
use. Mobility restrictions making resident unable 
to take self to the toilet, does not identify the need 
to use the toilet on a regular basis."

On 12/27/16 at 7:23 p.m., a family member of 
R138, (F)-A, reported concerns related to R138 
getting the assistance R138 needed with toileting. 
F-A reported R138 sometimes had to wait a long 
time to use the bathroom. F-A noted sometimes 
R138 or R138's clothes had an unpleasant odor.

 F309. It is the policy of Maplewood Care 
Center to provide the necessary care and 
services to attain or maintain the highest 
practicable physical, mental, and 
psychosocial well-being, in accordance 
with the comprehensive assessment and 
plan of care.

Resident #138 identified in this statement 
of deficiency has been clinically 
reassessed for toileting needs and a skin 
assessment was conducted on 12/29/16.  
No changes were made at this time. All 
staff responsible for care for resident has 
been educated on resident�s care plan in 
regards to toileting plan and skin integrity 
reporting. 

The Director of Nursing and/or Nurse 
Manager has implemented corrective 
actions for other residents potentially 
affected by this practice including: care 
plan review in regards to toileting needs 
and bowel and bladder incontinence��and 
weekly skin checks by January 19, 2017. 
No other residents have had skin issues 
related to toileting plans.  

The Director of Nursing and/or Designee 
will implement measures to ensure that 
this practice does not recur, including:  
weekly IDT skin/wound rounds, quarterly 
care plan review for all residents, weekly 
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The care plan, last revised 12/29/16, directed 
staff "Check and Change Program: Resident is 
unable to take self to the toilet, has cognitive 
limitations and does not identify need to use toilet 
on a regular basis. Staff to check resident on 
arising, before and after meals, and before going 
to bed. Staff to assist with change of brief as 
needed. Peri care am [morning] and hs [bed time] 
and after each incontinent episode." ��"Confined 
to chair, will need assistance for toileting." ��
"Diuretics (urgency, frequency) taken, potential 
for urinary frequency or urgency, offer toilet 
frequently through out the day." ��"Encourage fluid 
intake." ��History of UTI. Observe for changes in 
character of urine, frequency, co of [complaints 
of] abdominal discomfort, changes in cognition 
and behavior, elevated T." ��"Large brief." ��and 
"Unable to tell need to urge to void/defecate."

During observations on 12/29/16 from 8:00 a.m. 
to 12:14 p.m. revealed R138 was not offered 
check and change services between breakfast 
and lunch. At 8:00 a.m., R138 was sleeping in 
wheelchair at the dining room table. A plate of 
food was brought to R138. R138 ate and drank 
breakfast without assistance. At 8:22 a.m., the 
plate was cleared from the table by the director of 
nursing (DON). R138 sat at the table without a 
plate of food, nodding head and falling asleep 
until pills were brought to R138 at 8:48 a.m. by 
the floor nurse (RN)-A.  R138 remained at the 
table until moved to the nearby lounge at 9:04 
a.m.  At 9:26 a.m. a nursing assistant (NA)-A 
wheeled R138 to the memory care unit, where 
the scale was located. At 9:28 a.m., R138 was 
wheeled by NA-A back to the lounge. At 9:28 
a.m., R138 participated in an exercise group with 

care plan reviews for residents with skin 
integrity concerns��policy review of the 
following policies and procedures � 
Prevention and Treatment of Skin 
Breakdown, Incontinence Care, Care 
Plan. 
The Medical Director will review current 
policies.  
Nursing staff were trained as it relates to 
their respective roles and responsibilities 
for the aforementioned reviewed and 
revised policies and procedures by 
January 31, 2017.   

The Director of Nursing and /or designee 
will monitor the corrective actions to 
ensure the effectiveness of these actions, 
including: 
Auditing of nursing assistants following 
toileting plans for R138 and randomized 
other residents weekly for one month, 
then monthly for two months. 
Upon completion of audits, corrective 
actions, if applicable will be completed 
immediately.  Additional education will be 
provided as derived from the audits.  
Failure to adhere to educated protocols 
will result in corrective counseling.
The results of monitoring of the corrective 
actions (track, trend and analysis) will be 
reported to the facility QA Committee 
monthly for three months.  Upon this 
review, system revisions and/or staff 
education will be implemented if indicated 
via a prescribed corrective action plan.

Facility Director of Nursing will be 
responsible for maintaining compliance.
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foam noodles and a ball. At 9:50 a.m.,the activity 
was over. R138 remained in the lounge, nodding 
off, sleeping and watching the television. At 10:50 
a.m. NA-A greeted R138 and told R138 it was 
almost lunch time. R138 looked up at NA-A and 
smiled. At 11:04 a.m., NA-A wheeled R138 back 
to the dining room table. At 11:22 a.m. the 
dietician brought R138 a plate of food to R138. At 
11:33 a.m. a nursing assistant, (NA)-B assisted 
R138 with eating lunch. At 11:51 a.m. NA-B 
brought R138 back to the lounge. At 12:08 p.m., 
R138 was slumped forward in the chair with eyes 
closed. At 12:14 p.m., R138 was wheeled by 
NA-A to R138's room. A nursing assistant, 
(NA)-C, along with NA-A, offered R138 to use the 
toilet or get incontinence brief changed in bed. 
R138 chose the bed. NA-A and NA-C use a 
transfer belt and R138 was transferred from  
wheelchair to sitting and then laying in bed. NA-A 
and NA-C assisted R138 to roll back and forth 
and removed R138's pants and incontinence 
brief. There was an odor of sweat as R138's brief 
was removed. R138 had slightly pink and red 
areas in creases underneath the belly. NA-C 
wiped front perineal area and applied barrier 
cream to the crease. R138's bottom area was 
noted to be red as well. NA-C noted R138's skin 
becomes red with incontinence and it would 
appear and then resolve. NA-C reported she will 
return in half an hour to apply cream to R138's 
bottom as R138 had fallen asleep. NA-C and 
NA-A reapplied a new incontinence brief and 
readjusted R138's pants. R138 napped in bed. 
When asked about the last time R138 was 
checked, NA-A reported R138 had a shower this 
morning. When asked if R138 sat in the 
wheelchair without being checked since then, 
NA-A thought R138 was taken to the toilet at 
10:00 a.m., however at 2:37 p.m. NA-C reported 

The facility alleges that it will be in 
substantial compliance with the standard 
indicated by January 31, 2017.
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she did not assist with toileting R138 at 10:00 
a.m., so was unsure if R138 used the toilet at that 
time.

On 12/30/16 at 9:19 a.m. the nurse manager, 
(RN)-B reported there was no particular time 
frame for checking and changing R138's brief 
before and after meals, but reported she would 
expect staff to check R138's brief and change it, 
if needed, between breakfast and lunch.
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