
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: 00150

ID:   D947

RED WING, 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)

649240100

7

07/01/2012

09/30

07/07/2016

SEMINARY HOME245449

02

906 COLLEGE AVENUE

55066

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  84 (L18)

13.Total Certified Beds  84 (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)

 84

(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

03/01/1987

00

03001

06/30/2016

07/07/2016 07/19/2016

21.

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

Robyn Woolley, 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

245449

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER

SEMINARY HOME 906 COLLEGE AVENUE

RED WING, MN 55066

7/7/2016
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. #
483.20(k)(3)(ii)

Completed 

LSC 06/07/2016

ID Prefix  F0311 Correction

Reg. #
483.25(a)(2)

Completed 

LSC 06/07/2016

ID Prefix  F0312 Correction

Reg. #
483.25(a)(3)

Completed 

LSC 06/07/2016

ID Prefix  F0314 Correction

Reg. #
483.25(c)

Completed 

LSC 06/07/2016

ID Prefix  F0315 Correction

Reg. #
483.25(d)

Completed 

LSC 06/07/2016

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 NO5/5/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 D94712EVENT ID:

SR/KJ 07/19/2016 20810 07/07/2016



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

245449

NAME OF FACILITY

MULTIPLE CONSTRUCTIONPROVIDER / SUPPLIER / CLIA / 

IDENTIFICATION NUMBER 01 - MAIN BUILDING 01

SEMINARY HOME 906 COLLEGE AVENUE

RED WING, MN 55066

6/10/2016
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 Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0014

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0017

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0018

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0025

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0038

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0056

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0062

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0066

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0069

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0070

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0073

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0074

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0144

ID Prefix Correction

Reg. #
NFPA 101

Completed 

LSC 06/07/2016K0147

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 NO5/5/2016

Form CMS - 2567B (09/92)   EF (11/06) Page 1 of 1 D94722EVENT ID:

TL/KJ 07/19/2016 37008 06/10/2016



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: 00150

ID:   D947

RED WING, 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)

649240100

2

07/01/2012

09/30

05/05/2016

SEMINARY HOME245449

02

906 COLLEGE AVENUE

55066

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  84 (L18)

13.Total Certified Beds  84 (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)

 84

(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

03/01/1987

00

03001

06/14/2016 06/15/2016

21.

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

Susan Miller, HFE NE II Kate JohnsTon, Program Specialist
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F 000 INITIAL COMMENTS F 000

 The facility's plan of correction (POC) will serve 
as your allegation of compliance upon the 
Department's acceptance. Because you are 
enrolled in ePOC, your signature is not required 
at the bottom of the first page of the CMS-2567 
form.  Your electronic submission of the POC will 
be used as verification of compliance.

Upon receipt of an acceptable electronic 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.

 

F 282

SS=D

483.20(k)(3)(ii) SERVICES BY QUALIFIED 
PERSONS/PER CARE PLAN

The services provided or arranged by the facility 
must 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 6/7/16

 Based on observation, interview and document 
review, the facility failed to ensure activities of 
daily living were completed according to the 
individual care plan for 3 of 4 residents (R88, R8, 
R72) requiring staff assistance in the areas of 
ambulation, shaving, oral care, positioning and/or 
toileting needs

Findings include: 

Ambulation:

R88's care plan, revised on 4/13/16, directed staff 

 1. Residents #8 and #72, and #88 Care 
plans were reviewed. Revisions made and 
are appropriate/accurate at this time. 
Corresponding updates have been made 
to care assignment sheets.  Education 
and/or counseling has been provided for 
staff members regarding the following 
plan of care. 

2.Each resident is assessed for ADL�s 
and ability to perform ADL�s on 
admission, quarterly and/or with a 
significant change in condition as 

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

05/27/2016Electronically 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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to ambulate R88 with the assist of one, to and 
from meals. However, on the morning of 5/4/16, 
R88 was not offered the opportunity to walk to 
and from the breakfast meal. 

On 5/4/16, at 7:20 a.m. R88 was wheeled to the 
dining room from the West unit and was not 
ambulated. At 9:17 a.m. licensed practical nurse 
(LPN)-C approached R88 and asked if R88 would 
like to return to the bedroom to use the restroom. 
R88 was not asked about ambulating at this time 
and was wheeled back to the room. 

On 5/4/16, at 11:54 a.m. LPN-C stated she 
thought the resident was walked "bid with 
nursing." At 1:30 p.m. nursing assistant (NA)-D 
verified R88 had not been ambulated to the 
breakfast meal, as staff had not had time to 
complete the ambulation. NA-D stated being 
aware that R88 was to ambulate to and from all 
meals. 

On 5/5/16, at 9:15 a.m. R88 was observed 
wheeling from the dining room down the hallway 
to their room. No attempt to ambulate R88 was 
observed. 

Shaving, oral care, positioning/toileting:

R8 was assessed as moderately impaired 
cognition with aphasia on 4/19/16, according to 
the care area assessment (CAA).

R8's plan of care, dated 8/1/14, directed staff,  
"Potential for alteration in communication R/T 
(related to) aphasia. Resident is able to 
communicate using 1-2 word sentences and 
gestures. Resident has full upper dentures, lower 

determined by the RAI process and per 
facility policy.  A comprehensive analysis 
and care planning is conducted as part of 
the process.

a.The related policy and procedures 
including ADL�s and ability to perform 
ADL�s are part of the Care Planning 
Process, and Individualized Care Plans 
and Care Cards are updated as 
necessary in real time.

3.Additional educational In-Services 
regarding following plan of care, including 
Na/R care cards and care plans will be 
conducted with all Nursing staff at staff 
meetings held on 5/19/16 and 5/20/16. 
Ongoing staff meetings to continue and 
appropriate 1:1 counseling as needed.

4.All residents care plans were reviewed 
and are appropriate for resident needs 
and preferences. Audits related to ADL�s 
and ADL preference and care plans will be 
conducted by clinical leadership members 
weekly for Three to Four random 
residents a week x 4 weeks, then  5 
random residents over the following four 
weeks.  The results will be reported and 
reviewed in Quality Council monthly and 
recommendations from the Quality team 
will be followed.

The Director of Nursing or Designee is 
responsible for ongoing compliance of this 
plan Date of completion to be by 6/7/16.
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partial. He is dependent on staff for oral care. 
Grooming/Hygiene: extensive assist of 1."

R8 was not clean shaven and was not provided 
oral care. 

During an observation on 5/2/16, at 3:00 p.m. R8 
was sitting up in a recliner chair in the bedroom 
and appeared unshaven with whiskers/stubble 
hair growth to the face. 

During observations on 5/4/16, at 7:07 a.m. until 
11:29 a.m., R8 was sitting in the recliner chair. No 
staff went into the room to assist R8 with shaving.

When interviewed on 5/4/16, at 12:23 p.m. 
nursing assistant (NA)-A and NA-B verified they 
did not shave or provide oral care for R8 because 
the night shift got him up and they thought the 
night shift provided the grooming. NA-A and NA-B 
validated R8 needed to be shaved. 

In addition, R8's care plan, dated 4/20/16, 
directed staff, "Resident is incontinent of B&B 
(bowel and bladder) he does not request toileting 
and is unaware when incontinence occurs. He is 
dependent on staff for all cares and mobility. Hx 
(history) of UTI's (urinary tract infections). Check 
and change q2h (every 2 hours) and prn 
(whenever necessary)  Provide incontinence care 
after each incontinent episode."

The plan of care also directed staff, "Resident is 
at risk for skin breakdown/pressure ulcers R/T 
(related to) limited mobility, B&B (bowel and 
bladder) incontinence, hx MASD (maceration) 
buttocks. Turn and reposition every 2 hours and 
prn (whenever necessary)
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R8 was not checked and changed for 
incontinence and did not receive a position 
change every two hours according to the plan of 
care.

During continuous observation on 5/4/16, at 7:07 
a.m. until 11:29 a.m. four hours and 22 minutes, 
R8 was sitting in the recliner chair. No staff had 
gone into the room to address offloading or 
position change for pressure relief to buttocks. 

Nursing assistant (NA)-A was interviewed on 
5-4-16 at 11:29 a.m. to ask when would R8 be 
offered a position change or offloading. NA-A 
verified there had been no offers to offload and 
stated, "He will tell us when he needs to be 
changed so we don't do him until after lunch." 

When interviewed on 5/4/16, at 12:23 p.m. 
nursing assistant NA-A and NA-B verified they did 
not offer a check and change for incontinence or 
a position change because the resident did not 
ask for the services.

R72 was assessed on 2/3/16, as cognitively intact 
according to the care area assessment (CAA).

R72's  plan of care, dated 11/21/14, directed staff, 
"Resident has his own teeth in good repair, he is 
dependent on staff for oral hygiene. Resident will 
have oral hygiene BID (twice a day) et (and) prn 
(whenever necessary) Resident is dependent on 
staff for cares and Grooming/Hygiene: extensive 
assist of 1."
 
R72 was not clean shaven, and was not provided 
oral care. 
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During an observation and interview on 5/2/16, at 
7:00 p.m. R72 was sitting up in the wheel chair 
and had a heavy accumulation of 
whiskers/stubble present. R72 expressed he 
doesn't always get shaved or oral care every day 
because it depends on who gets him up and how 
much time they have. R72 expressed a 
preference to be shaved everyday and to have 
oral care done every day.

During continuous observations of care for R72 
on 5/4/16, from 6:45 a.m. until 12:42 p.m. there 
were no offers for oral care or shaving. 

When interviewed on 5/4/16, at 12:45 p.m. NA-A 
and NA-B revealed another team member floated 
over to the unit to help out today because of a 
team member being late, and did not have time to 
do the shaving and oral care because they had to 
get back to the other unit that they were assigned 
to. 

R72's plan of care, dated 11/21/14, directed staff, 
"Resident is limited in ability to toilet self R/T 
(related to) impaired mobility, weakness, he is 
incontinent of B&B (bowel and bladder) Check 
and change q2h (every 2 hours) et prn (and 
whenever necessary). Peri care after incontinent 
episodes."

The plan of care for R72, dated 11/9/15, directed 
staff, "Resident is at risk for pressure ulcers/skin 
breakdown R/T impaired mobility, incontinence. 
Turn and reposition q2hr et prn. keep clean and 
dry as possible. Minimize skin exposure to 
moisture.

R72 was not checked and changed for 
incontinence and did not receive a position 
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change every two hours according to the plan of 
care.

During continuous observations of care for R72 
on 5/4/16, from 6:45 a.m. until 12:42 p.m. there 
were no offers for incontinence check or position 
changes from the staff. 

When interviewed on 5/4/16, at 12:45 p.m. NA-A 
and NA-B revealed another team member floated 
over to the unit to help out today because of a 
team member being late, and verified they did not 
offer a check and change for incontinence or a 
position change because the resident did not ask 
for the services.

When interviewed on 5/4/16, at 1:19 p.m. 
licensed practical nurse (LPN)-A verified R8 and 
R72 are to be clean shaven everyday and oral 
care performed twice a day. R8 and R72 are to 
be checked and changed for incontinence and to 
have their position changed every two hours.

F 311

SS=D

483.25(a)(2) TREATMENT/SERVICES TO 
IMPROVE/MAINTAIN ADLS

A resident is given the appropriate treatment and 
services to maintain or improve his or her abilities 
specified in paragraph (a)(1) of this section.

This REQUIREMENT  is not met as evidenced 
by:

F 311 6/7/16

 Based on observation, interview and document 
review, the facility failed to ensure 3 of 3 residents 
(R88, R8, R72) received the appropriate 
treatment and services to maintain the ability to 
ambulate (R88)��as well as shave and do oral 
care with minimal assistance (R8, R72.) 

 1.Residents #8,#72, and #88 Care plans 
were reviewed. Revisions made and are 
appropriate/accurate at this time. 
Corresponding updates have been made 
to care plan and assignment sheets 
focusing on maintaining ADL�s related to 
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Findings include: 

A form dated 1/29/16, titled Walking Program 
Functional Skills Instruction Sheet identified R88 
was to ambulate to and from all three meals. 

A nurses note dated 3/10/16, indicated the nurse 
practitioner ordered a physical therapy 
assessment to consider a functional maintenance 
program��and an occupational therapy assistant 
note dated 4/15/16, indicated R88 had been 
screened and was on an ambulation program. 
The care plan, revised on 4/13/16, indicated R88 
required limited to extensive assistance of 1-2 
and a walker to ambulate to and from meals.

On the morning of 5/4/16, R88 was not offered 
the opportunity to walk to and from the breakfast 
meal. 

On 5/4/16, at 7:20 a.m. R88 was wheeled to the 
dining room from the West unit and was not 
ambulated. At 9:17 a.m. licensed practical nurse 
(LPN)-C approached R88 and asked if R88 would 
like to return to their room and use the restroom. 
R88 was not asked about ambulating at this time 
and was wheeled R88 back to the room. 

On 5/4/16, at 11:54 a.m. LPN-C stated she 
thought the resident was walked "bid with 
nursing." 

On 5/4/16, at 11:56 a.m. two nursing assistants 
were observed to assist R88 with ambulation. 
R88 walked from the bathroom to the doorway in 
their room and then sat down in the wheelchair. 
The nursing assistants attempted ambulation 
again in the hallway leading to the dining room. 

resident needs and resident choice.  
Education and/or counseling has been 
provided for staff members regarding the 
following plan of care.

2.Each resident is assessed for ADL�s 
and ability to perform ADL�s on 
admission, quarterly and/or with a 
significant change in condition as 
determined by the RAI process and per 
facility policy.  A comprehensive analysis 
and care plan is conducted as part of the 
process.

a.The related policy and procedures 
including ADL�s and ability to perform 
ADL�s are part of the Care Planning 
Process, and Individualized Care Plans 
and Care Cards are updated as 
necessary in real time.

3.Additional educational In-Services 
regarding following plan of care, including 
Na/R care cards and care plans will be 
conducted with all Nursing staff at staff 
meetings held on 5/19/16 and 5/20/16. 
Ongoing staff meetings to continue and 
appropriate 1:1 counseling as needed.

4.All residents care plans were reviewed 
and are appropriate for 
resident needs and preferences. Audits 
related to ADL�s and ADL preference and 
care plans will be conducted by clinical 
leadership members weekly for Three to 
Four random residents a week x 4 weeks, 
then  5 random residents over the 
following four weeks.  The results will be 
reported and reviewed in Quality Council 
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R88 ambulated approximately eight feet with a 
walker and gait belt before stating "my knees 
aren't working" and sat down in the wheelchair, 
which the second nursing assistant was pushing 
behind the resident. 

At 1:30 p.m. nursing assistant (NA)-D verified 
R88 had not been ambulated to the breakfast 
meal. NA-D stated being aware R88 was to 
ambulate to and from all meals. 

On 5/5/16, at 9:15 a.m. R88 was observed 
wheeling from the dining room down the hallway 
to their unit. No attempt to ambulate the resident 
was observed. 

A review of documents titled Point of Care 
History, dated 4/1 to 4/30/16, and 5/1-5/4/16, 
revealed R88 was not being  consistently 
ambulated to and from meals. The documents 
identified R88  ambulated from one to three times 
a day during the time frame from 4/13/16 to 
present. 

R8, during an observation on 5/2/16, at 3:00 p.m., 
was sitting up in a recliner chair in the bedroom 
and appeared unshaven with whiskers/stubble 
hair growth to the face. 

When interviewed on 5/2/16, at 3:58 p.m. family 
member (F-A) expressed concern regarding the 
cares for R8 and stated, "Staff are not good about 
brushing his teeth. I am not happy about the care, 
his face is often dirty, and he isn't shaved 
everyday. I don't think they have enough staff  to 
take care of all the people."

During an observation on 5/4/16, at 7:25 a.m. R8 

monthly and recommendations from the 
Quality team will be followed.

The Director of Nursing or Designee is 
responsible for ongoing compliance of this 
plan Date of completion to be by 6/7/16.
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was sitting up in the recliner chair watching 
television. R8 said he had not been shaved and 
did not have oral cares completed. R8 had visible 
whiskers/stubble hair growth to the face. 

When interviewed on 5/4/16, at 12:23 p.m. 
nursing assistant (NA)-A and NA-B verified they 
did not shave or provide oral care for R8 because 
the night shift got him up and they thought the 
night shift provided the grooming. NA-A and NA-B 
validated R8 needed to be shaved.

R8 was assessed as moderately impaired 
cognition with aphasia on 4/19/16, according to 
the care area assessment (CAA).

Document review of the plan of care for R8 dated 
8/1/14, read "Potential for alteration in 
communication R/T (related to) aphasia. Resident 
is able to communicate using 1-2 word sentences 
and gestures. Resident has full upper dentures, 
lower partial. He is dependent on staff for oral 
care. Grooming/Hygiene: extensive assist of 1."

R72 was not clean shaven, and was not provided 
oral care.

During an observation and interview on 5/2/16, at 
7:00 p.m. R72 was sitting up in the wheel chair 
and had a heavy accumulation of 
whiskers/stubble present. R72 expressed he 
doesn't always get shaved or oral care every day 
because it depends on who gets him up and how 
much time they have, but that R72 would prefer 
to be shaved everyday and to have oral care 
done every day.

During continuous observation of care for R72 on 
5/4/16, from 6:45 a.m. until 12:42 p.m. there were 
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no offers for oral care or shaving from the staff. 

When interviewed on 5/4/16, at 12:45 p.m. NA-A 
and NA-B revealed another team member floated 
over to the unit to help out today because of a 
team member being late, and did not have time to 
do the shaving and oral care because they had to 
get back to the other unit that they were assigned 
to.

R72 was assessed on 2/3/16, as cognitively intact 
according to the care area assessment (CAA).

Document review of the plan of care for R72 
dated 11/21/14, read, "Resident has his own teeth 
in good repair, he is dependent on staff for oral 
hygiene. Resident will have oral hygiene BID 
(twice a day) et (and) prn (whenever necessary) 
Resident is dependent on staff for cares and 
Grooming/Hygiene: extensive assist of 1." 

The facility policy dated October 2010 titled, 
Shaving the Resident, read��"The purpose of this 
procedure is to promote cleanliness and to 
provide skin care. Notify the supervisor if the 
resident refuses the care."

The facility policy dated October 2010, titled, 
Teeth, Brushing, read��"The purposes of this 
procedure {sic} are to clean and freshen the 
resident's mouth, to prevent infections of the 
mouth, to maintain the teeth and gums in a 
healthy condition, to stimulate the gums and to 
remove food particles from between the teeth. 
Notify the supervisor if the resident refuses the 
procedure."

When interviewed on 5/4/16, at 1:19 p.m. 
licensed practical nurse (LPN)-A verified R8 and 
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R72 are to be clean shaven everyday and oral 
care performed twice a day.

F 312

SS=D

483.25(a)(3) ADL CARE PROVIDED FOR 
DEPENDENT RESIDENTS

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:

F 312 6/7/16

 Based on observation, interview and document 
review, the facility failed to provide personal 
hygiene care for 2 of 2 residents (R8, R72) in the 
sample who were dependent upon staff for 
personal care.

Findings include:

R8 did not receive every two hour brief checks for 
incontinence.

During an observation on 5/2/16, at 3:00 p.m. R8 
was sitting up in a recliner chair in the bedroom 
watching television. Various observations on 
5/2/16, revealed R8 sitting in the recliner chair 
throughout the shift, including eating supper in 
the bedroom in the recliner chair.

When interviewed on 5/2/16, at 3:58 p.m. family 
member (F-A) expressed concern regarding the 
cares for R8 and stated, "Staff are not good about 
brushing his teeth. I am not happy about the care, 
his face is often dirty, and he isn't shaved 
everyday. I don't think they have enough staff to 

 1.Residents #8 and #72 were 
comprehensively re-assessed for 
pressure ulcer risk using Skin Risk 
Assessment with Braden Scale, and 
Tissue Tolerance Observation, and 
repeated Bowel and Bladder observation 
on 05/24/16 and it has been determined 
that care plan is accurate.

2.Each resident is assessed for B & B and 
pressure ulcer risk upon admission, 
quarterly and/or with a significant change 
in condition as determined by the RAI 
process and per facility policy.  A 
comprehensive analysis and care plan is 
conducted as part of the process.

3.Additional educational In-Services 
regarding following plan of care, including 
Na/R care cards and care plans will be 
conducted with all Nursing staff at staff 
meetings held on 5/19/16 and 5/20/16. 
Ongoing staff meetings to continue and 
appropriate 1:1 counseling as needed.
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take care of all the people." Furthermore, F-A 
expressed frustration for R8 sitting long periods 
of time in the recliner chair without an opportunity 
to check and change for incontinence. 

During continuous observation on 5/4/16, at 7:07 
a.m. R8 required the mechanical lift to transfer 
into the reclining chair in the bedroom. Feet 
elevated in the reclining chair. At 7:50 a.m. the 
dietary aide put the feet down and sat R8 up in 
the reclining chair for breakfast. At 8:37 a.m. the 
meal tray was removed and R8 was positioned 
with the feet up on the recliner chair.  R8 was 
observed dozing on and off in the recliner chair 
with feet elevated. At 10:25 a.m. a volunteer 
arrived to play cards and assisted R8 putting the 
feet down in the recliner so R8 could sit up to play 
cards. At 11:29 a.m. four hours and 22 minutes, 
R8 continued to play cards sitting in the recliner 
chair. No staff had gone into the room to check 
for incontinence. 

Nursing assistant (NA)-A was interviewed on 
5-4-16 at 11:29 a.m. to ask when would R8 be 
checked for incontinence. NA-A verified there had 
been no offers to check for incontinence and 
stated, "He will tell us when he needs to be 
changed so we don't do him until after lunch." 
NA-A said they would change him after lunch 
because everyone was going to lunch now.

On 5/4/16, at 12:23 p.m. R8 finished lunch and 
NA-A and NA-B used the mechanical device to 
put R8 to bed. R8 had deep red craters and 
crevices throughout the perineal and buttock area 
from the brief and clothing wrinkling. R8's brief 
was heavily saturated with urine. R8 expressed 
being happy to lay in the bed and have the brief 
changed.

4.All residents care plans were reviewed 
and are appropriate for resident needs 
and preferences. Audits related to 
incontinence and managing incontinence 
will be conducted by clinical leadership 
members weekly for Three to Four 
random residents a week x 4 weeks, then  
5 random residents over the following four 
weeks.  The results will be reported and 
reviewed in Quality Council monthly and 
recommendations from the Quality team 
will be followed.

The Director of Nursing or Designee is 
responsible for ongoing compliance of this 
plan Date of completion to be by 6/7/16.
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R8 was assessed as moderately impaired 
cognition with aphasia on 4/19/16, according to 
the care area assessment (CAA).

Document review of the plan of care for R8 dated 
8/1/14, read "Potential for alteration in 
communication R/T (related to) aphasia. Resident 
is able to communicate using 1-2 word sentences 
and gestures. Resident is incontinent of B&B 
(bowel and bladder) he does not request toileting 
and is unaware when incontinence occurs. He is 
dependent on staff for all cares and mobility. Hx 
(history) of UTI's (urinary tract infections). Check 
and change q2h (every 2 hours) and prn 
(whenever necessary)  Provide incontinence care 
after each incontinent episode."

R72 did not receive every two hour brief checks 
for incontinence.

During an observation on 5/2/16, at 7:32 p.m. 
R72 was complaining of sitting up in the wheel 
chair for a very long period of time and 
complained of pain in the buttock region. R72 
said no one had checked him for incontinence 
since early afternoon.

During continuous observation on 5/4/16, at 6:45 
a.m. R72 was positioned in the wheel chair with a 
mechanical device. At 7:33 a.m. R72 was able to 
wheel himself to the dining room for breakfast. At 
8:20 a.m. R72 remained in the wheel chair and 
was watching television in the bedroom. At 9:45 
a.m. R72 appeared to be dozing sitting in the 
wheel chair and the television was on. At 11:12 
a.m. licensed practical nurse (LPN)-A brought in a 
diuretic medication and said R72 had the diuretic 
medication at 8 a.m. as well. 
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Nursing assistant (NA)-A was interviewed on 
5-4-16 at 11:29 a.m. to ask when would R72 be 
checked for incontinence. NA-A verified there had 
been no offers to check for incontinence and 
stated, "He will tell us when he needs to be 
changed so we don't do him until after lunch." 

On 5/4/16, at 12:42 p.m. R72 and NA-A and NA-B 
used the mechanical device to put R72 to bed. 
R72 had deep red craters and crevices 
throughout the perineal and buttock area from the 
brief and clothing wrinkling. R72's brief was 
heavily saturated with urine. R72 expressed being 
happy to lay in the bed and have the brief 
changed and perineal cleansing.

R72 was assessed on 2/3/16, as cognitively intact 
according to the care area assessment (CAA).

Document review of the plan of care for R72 
dated 11/21/14, read, "Resident is limited in ability 
to toilet self R/T (related to) impaired mobility, 
weakness, he is incontinent of B&B (bowel and 
bladder) Check and change q2h (every 2 hours) 
et prn (and whenever necessary). Peri care after 
incontinent episodes."

Document review of the facility policy titled, 
Urinary Continence and 
Incontinence-Assessment and Management, 
dated October 2010, read��Management of 
incontinence will follow relevant clinical 
guidelines. The staff and physician will identify 
individuals with complications of existing 
incontinence, or who are at risk for such 
complications (e.g., skin maceration or 
breakdown, or perineal dermatitis.
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When interviewed on 5/4/16, at 1:19 p.m. 
licensed practical nurse (LPN)-A verified R8 and 
R72 were to be checked and changed for 
incontinence every two hours and to receive 
perineal cleansing after each incontinence.

F 314

SS=D

483.25(c) TREATMENT/SVCS TO 
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they were unavoidable��and a resident having 
pressure sores receives necessary treatment and 
services to promote healing, prevent infection and 
prevent new sores from developing.

This REQUIREMENT  is not met as evidenced 
by:

F 314 6/7/16

 Based on observation, interview, and document 
review, the facility failed to ensure a resident 
identified at risk for pressure ulcers (PU) received 
timely repositioning for 2 of 2 residents (R8 & 
R72) in the sample identified at risk for pressure 
ulcers. 

Findings include:

R8 did not receive every two hour repositioning.

During an observation on 5/2/16, at 3:00 p.m. R8 
was sitting up in a recliner chair in the bedroom 
watching television. Various observations on 
5/2/16, revealed R8 sitting in the recliner chair 
throughout the shift, including eating supper in 
the bedroom in the recliner chair.

 1.Residents #8 and #72 were 
comprehensively reassessed for pressure 
ulcer risk using Skin Risk Assessment 
with Braden Scale, and Tissue Tolerance 
Observation on 05/24/16 and it has been 
determined that care plan is accurate.

2.Each resident is assessed for pressure 
ulcer risk upon admission, quarterly 
and/or with a significant change in 
condition as determined by the RAI 
process and per facility policy.  A 
comprehensive analysis and care plan is 
conducted as part of the process.
a.The related policy and procedures 
including Skin Risk Assessment/Turning 
and Repositioning, Skin Integrity-Pressure 
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When interviewed on 5/2/16, at 3:58 p.m. family 
member (F-A) expressed frustration for R8 sitting 
long periods of time in the recliner chair without 
an opportunity to change position. 

During continuous observation on 5/4/16, at 7:07 
a.m. R8 required the mechanical lift to transfer 
into the reclining chair in the bedroom. Feet 
elevated in the reclining chair. At 7:50 a.m. the 
dietary aide put the feet down and sat R8 up in 
the reclining chair for breakfast. At 8:37 a.m. the 
meal tray was removed and R8 was positioned 
with the feet up on the recliner chair.  R8 was 
observed dozing on and off in the recliner chair 
with feet elevated. At 10:25 a.m. a volunteer 
arrived to play cards and assisted R8 putting the 
feet down in the recliner so R8 could sit up to play 
cards. At 11:29 a.m. four hours and 22 minutes, 
R8 continued to play cards sitting in the recliner 
chair. No staff were observed to go into the room 
to address offloading or position change to relieve 
pressure for buttocks. 

Nursing assistant (NA)-A was interviewed on 
5-4-16 at 11:29 a.m. to ask when would R8 be 
offered a position change or offloading. NA-A 
verified there had been no offers to offload and 
stated, "He will tell us when he needs to be 
changed so we don't do him until after lunch." 
This surveyor informed NA-A R8's buttocks would 
need to be observed due to sitting up for so long. 
NA-A said they would change him after lunch 
because everyone was going to lunch now.

On 5/4/16, at 12:23 p.m. R8 finished lunch and 
NA-A and NA-B used the mechanical device to 
put R8 to bed. R8 had deep red craters and 
crevices throughout the perineal and buttock area 

Sores, Treatments, Care Planning 
Process, and Individualized Care Plans 
and Care Cards were reviewed and 
revised on May 24, 2016.

3.Additional educational In-Services 
regarding following plan of care, including 
Na/R care cards and care plans will be 
conducted with all Nursing staff at staff 
meetings held on 5/19/16 and 5/20/16. 
Ongoing staff meetings to continue and 
appropriate 1:1 counseling as needed.

4.All residents care plans were reviewed 
and are appropriate for 
resident needs and preferences. Audits 
related to ADL�s and off-loading potential 
areas of pressure will be conducted by 
clinical leadership members weekly for 
Three to Four random residents a week x 
4 weeks, then  5 random residents over 
the following four weeks.  The results will 
be reported and reviewed in Quality 
Council monthly and recommendations 
from the Quality team will be followed.

The Director of Nursing or Designee is 
responsible for ongoing compliance of this 
plan Date of completion to be by 6/7/16.
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from the brief and clothing wrinkling. R8 
expressed being happy to lay in the bed and have 
the position changed.

R8 was assessed as moderately impaired 
cognition with aphasia on 4/19/16, according to 
the care area assessment (CAA).

Document review of the plan of care for R8 dated 
4/20/16, read "Potential for alteration in 
communication R/T (related to) aphasia. Resident 
is able to communicate using 1-2 word sentences 
and gestures. Resident is at risk for skin 
breakdown/pressure ulcers R/T (related to) 
limited mobility, B&B (bowel and bladder) 
incontinence, hx MASD (maceration) buttocks. 
Turn and reposition every 2 hours and prn 
(whenever necessary)

R72 did not receive every two hour position 
changes.

During an observation on 5/2/16, at 7:32 p.m. 
R72 was complaining of sitting up in the wheel 
chair for a very long period of time and 
complained of pain in the buttock region. R72 
said no one had offered a position change since 
early afternoon.

During continuous observation on 5/4/16, at 6:45 
a.m. R72 was positioned in the wheel chair with a 
mechanical device. At 7:33 a.m. R72 was able to 
wheel himself to the dining room for breakfast. At 
8:20 a.m. R72 remained in the wheel chair and 
was watching television in the bedroom. At 9:45 
a.m. R72 appeared to be dozing sitting in the 
wheel chair and the television was on. At 11:12 
a.m. licensed practical nurse (LPN)-A brought in a 
diuretic medication and said R72 had the diuretic 
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medication at 8 a.m. as well. 

Nursing assistant (NA)-A was interviewed on 
5-4-16 at 11:29 a.m. to ask when would R72 have 
a position change NA-A verified there had been 
no offers to change position and stated, "He will 
tell us when he needs to be changed so we don't 
do him until after lunch." This surveyor informed 
NA-A R72's buttocks would need to be observed 
due to sitting up for so long. NA-A said they would 
change him after lunch because everyone was 
going to lunch now.

On 5/4/16, at 12:42 p.m. R72 and NA-A and NA-B 
used the mechanical device to put R72 to bed. 
R72 had deep red craters and crevices 
throughout the perineal and buttock area from the 
brief and clothing wrinkling. R72's brief was 
heavily saturated with urine. R72 expressed being 
happy to lay in the bed and have the brief 
changed and perineal cleansing.

R72 was assessed on 11/5/16, as cognitively 
intact according to the care area assessment 
(CAA) and was assessed as at risk for skin 
breakdown.

Document review of the plan of care for R72 
dated 11/9/15, read, "Resident is at risk for 
pressure ulcers/skin breakdown R/T impaired 
mobility, incontinence. Turn and reposition q2hr et 
prn. keep clean and dry as possible. Minimize 
skin exposure to moisture.

Document review of the facility policy titled, 
Repositioning, dated May 2013, 
read�Repositioning is a common, effective 
intervention for preventing skin breakdown, 
promoting circulation, and providing pressure 
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relief. Residents who are in a chair should be on 
an every one hour (q1h) repositioning schedule.

When interviewed on 5/4/16, at 1:19 p.m. 
licensed practical nurse (LPN)-A verified R8 and 
R72 were to have their position changed at least 
every two hours.

F 315

SS=D

483.25(d) NO CATHETER, PREVENT UTI, 
RESTORE BLADDER

Based on the resident's comprehensive 
assessment, the facility must ensure that a 
resident who enters the facility without an 
indwelling catheter is not catheterized unless the 
resident's clinical condition demonstrates that 
catheterization was necessary��and a resident 
who is incontinent of bladder receives appropriate 
treatment and services to prevent urinary tract 
infections and to restore as much normal bladder 
function as possible.

This REQUIREMENT  is not met as evidenced 
by:

F 315 6/7/16

 Based on observation, staff interview and record 
review, the facility failed to ensure 1 of 1 resident 
(R82) in the sample identified as frequently 
incontinent of urine, was assessed to assure 
appropriate treatment and services were 
implemented to minimize urinary incontinence. 

Findings include:

A bladder assessment dated 3/7/16, identified 
R82 was continent of urine, however, the initial 
Minimum Data Set, dated 3/14/16, identified R82 
as frequently incontinent of urine and required 
extensive assistance of one person to transfer 

 1.Resident 82 is no longer in the building 
and discharged while survey was in the 
building.

2.Each resident is assessed for 
continence of Bowel and Bladder upon 
admission over a 3 day study, then again 
quarterly and/or with a significant change 
in condition as determined by the RAI 
process and per facility policy.  A 
comprehensive analysis and care plan is 
conducted as part of the process.

a.All residents who exhibit urinary 
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and use the toilet. A care plan was developed on 
3/24/16, indicating R82 had frequent bladder 
incontinence, and required extensive assist of 
one person to toilet, "on demand." The initial MDS 
also identified R82's Brief Interview for Mental 
Status (BIMS) score as 14/15. 

Interview with nursing assistant (NA)-F and 
review of a care card dated 3/24/16, did not 
identify  toileting needs for R82. It did not direct 
staff that R82 was frequently incontinent, that 
extensive assistance with transferring was 
required, that although R82 was to be taken to 
the toilet "on demand", R82 did not consistently 
ask to be taken to the toilet and R82's incontinent 
product was frequently wet, when checked or 
toileted.  

During interview on 5/2/16, at 5:44 p.m. R82 was 
asked about toileting needs. R82 stated did not 
always get help to use the toilet and explained 
that when there is no help, " I wet in my brief." At 
5:45 p.m. R82 turned the call light on and it was 
answered by nursing assistant (NA)-H. When 
NA-H answered the call light R82 told NA-H that 
the incontinent brief needed to be changed. NA-H 
asked if it needed to be changed at this time and 
although R82 stated "No", NA-H did not offer to 
take R82 to the toilet or make an attempt to 
change the incontinent brief. 

At 5:50 p.m. R82 turned the call light on again 
and told NA-I the incontinent brief was wet. R82's  
wet incontinent brief was changed, however R82 
was not offered the opportunity to use the toilet. 
At 6:18 p.m. NA-H was interviewed and verified 
R82's incontinent brief had been wet. When 
asked why NA-H had not offered to take R82 to 

incontinence will have plan of care 
developed to avoid incontinence and a 
loss of dignity and will be toileted 
according to plan of care.

3.Additional educational In-Services 
regarding following plan of care, including 
Na/R care cards and care plans will be 
conducted with all Nursing staff at staff 
meetings held on 5/19/16 and 5/20/16. 
Ongoing staff meetings to continue and 
appropriate 1:1 counseling as needed.

4.All residents care plans were reviewed 
and are appropriate for resident needs 
and preferences. Audits related to 
managing bladder incontinence and 
toileting rlated to care plans will be 
conducted by clinical leadership members 
weekly for Three to Four random 
residents a week x 4 weeks, then  5 
random residents over the following four 
weeks.  The results will be reported and 
reviewed in Quality Council monthly and 
recommendations from the Quality team 
will be followed.

The Director of Nursing or Designee is 
responsible for ongoing compliance of this 
plan Date of completion to be by 6/7/16.
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the toilet, NA-H stated R82 was difficult to 
transfer. 

On 5/4/16, at 7:05 a.m. R82 was observed being 
taken to the dining room for breakfast. Nursing 
assistant (NA)-F was asked at this time which 
cares had been completed for R82. NA-F stated  
all cares, except oral, which would be done after 
breakfast. When asked if R82 had been toileted, 
NA-F stated R82 did not ask use the toilet. NA-F 
explained that R82 will ask to use the toilet during 
the day, but had increased urinary incontinence at 
night. 

At 8:21 a.m. R82 was taken from the dining room 
back to the bedroom by licensed practical nurse 
(LPN)-C and transferred from the wheelchair into 
a recliner. R82 was not asked by LPN-C if R82 
needed to use the toilet and R82 did not ask to 
use the toilet. At 8:37 a.m. R82 put the call light 
on and when answered by NA-G, R82 asked to 
use the toilet. With a transfer belt, and assist of 
two nursing assistants, R82 was transferred from 
the w/c to the toilet and voided on the toilet. 
When NA-G was asked if the incontinent brief 
was wet or dry, NA-G stated the brief was wet. 

At 9:02 a.m. a follow up interview was conducted 
with NA-F who had completed morning cares on 
R82 before breakfast. When asked what the 
conditon of R82's incontinent brief had been that 
morning, NA-F stated it had been wet. NA-F 
stated sometimes R82's incontinent brief was wet 
even when the resident indicated needing to use 
the toilet.
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