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Dood Inital Comments pobo  [This is tha plan of correction for the alleged
deficlency Indicated In the summary

The Adult Care Licensure Sestion conducted an Statements.of deficlenciea. The plan of

annual and follow-up survey on 10/22/24 - llc_:orractlon constitutes the community's plan

10/23/24. or compliance stich that the alleged

_ daﬂclarlcy clted has been or will be
! comacted by the dates indlcated.
D289 10ANCAC 13F .0801(g) Personal Care and D269
Suparvision Caomective actlons for thaso affacted.

10ANCAC 13F 0801 Personal Care and
Supevision

(a) Adult care home staff shall provide personal
care to residents according to the residents’ care
plana and attend to any other personal cara
needs residents may be unable to attend to for
themsslves.

Thiz Rule is not met as avidenced by:

Based on observatlons, interviaws, and record
reviews, the facility fafled to provide persanal care
ssslstance for 1 of 5 sampled residents (#5) who
required staff assistance with nall care and had
fingemalls that wera long and Jaggad with brown
debtls undemeath the nalls ahd who required
assistance with bathing and had extremely dry,

flaking skin on both feet

The findings are:

1. Review of Resident#5's current FL-2 dated
02/25/24 revealed:

-Diagnosas included chrenle atrdal fibdilation,
muscla weakness, cognitive impaltment, chranic
systollc heart faflure, hypertension,
hypothyroldism, anemla, history of deep valn
thrombosis, chronlc hyponatremia, chronlc
constipation, Vitamin D deficlency, Vitamin B12
deficiancy, and bifateral hearing loss.

«Tha resldant waa documented as Intennitently
disoriented.

-The resident was dacumanted as

For the resident affected:

s AL Wellness Coordinatar cleaned

and filed resldents’ nalls, 10723724

s Al Wellness Coordinator modified
care plan to reflect accurate showar
scheduls.

10/23/24

Resident was bathed onthe day in  4g/23124
questian.

Staff Wera made aware of the
* residents’ naeds. 10/23/24
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nen-amhulatory.

~The resident was documented as needing
asslstance with bathing and dressing.

~The resldent was documented as Incontinent of
bladder and bowel.

Review of Resldent#5's Resident Reglster
revaslad;

-The resident’s date of admissionwas
documented as 03/06/24.

-The resldent required assistance by staff with
dressing, bathing, nail care, shaving, ambulallon,
correspondence, getting infout of bad, folleting,
halr/grooming, positioningfturming, and scheduling
appointments.

-The resident's memory was adequate but he
was forgetful and nseded reminders.

“The residant had a wheslchalr, ayeglasses, and
hearing alds.

Review of Resldent #5's currant assessmant and
care plan dated 4/11/24 revealed:

-The resident had occaslonal difficulty
remembering and was occaslonally disorlanted,
-“The resident was able to communicate
affectively and make needs known,

-The residant had severe hearing impairment and
was [egally blind,

-Staff would push resident In awheslchair for
mobility.

-The resident required axtenslve assistance by
staff with toilating, ambulation, bathing,
transfarring, and dressing.

-Tha resldent required total assistance by staff
with dressing.

-The resident was dependent on stalfto provide
all grooming/personal hyglene needs.
-Documentatlon in the care plan noted the
resident did not resist care.

~Thera was no dacumentalion In the resident's

D 269

Corrective action for those potentially
pffected:

e An audit was conducted of all
residents to verify that showers 10/25/24
were correct on their care plan.

s Careglvers will complete the 11/19/24
shower skir chack form whenever aand
shower is given to a resident, and  pngoing
will document any abnormalities
and will inform the Medication Tech
and the YWellness Coardinator.

o Resident Care Manager and/or 1119/24
deslgnee will review the shower and
skin check forms on a weekly basis ‘ongoing
for compllance. '

¢ Random audits will be conducted to{1/22/24
verify that the shower skin check  and
forms are being completed. bngoing
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care plan to Indlcate ha refused any assistance Systemic changes Includa:
by staff with actlvitles of dally living {ADLs). |
. g’ pling ey « Resident Care Manager andfor 11/18/24
Reviaw of Resident#5's licensad health daesignee wiil verlfy that showers are and
professional support (LHPS) review dated actually being completed by ongolng
07112124 revealed: randomly plcking residents and
<The nuree documented that the resident was a observing the shower, This will be
hon-Insulin dependent diabetlc, done twice a week for ene menth,
“The nurse recommended that dlabates mellitus once a week for two weeks and then
be added as a dlagnosls on the tesident's as nesded.
glectronic recond.
o Resldent Care manager andfor 12/2024
Observation of Resldent#5 an 10/22/24 at dasighes will audit electronlc and
10:28am revealed: medlcal record to verify pongoing
-Razldant#5 was In his badroom with covers documentation of showers, This will  untif
pulted up to his neck. be done for three (3) months. 2/2025
-Rasldent #5 was asleep.
Intarviaw with Resldent #5's family member who _ The Resldent Care Manager and/or !1 1/15/24
resided In the room with ResIdent#5 on 10/22/24 . dasignee will conduct the following tralnings |
al 10:26am revealed: - with the Resldent Cars team: '
~They moved Into the facility In Aprl 2024, :
~Resldent #5 was In the bed and did not usually a2 Completing NGA (Needs, Goals,
get outofbed, Action) for care plan in electronie 11/ 19/24
-Resldent #5 needed asskstance with personal medical record with the Resident
cam [neluding bathing. Care Leadership
-The facllity staff "didn’t really bathe" Resident #5. team.
~The facility staff washed Resident#5's face and 11/45/24,
brought his razor to him. o Tralhing on “Completing the 4119/24
; "Shower Skin Check form®. :
Obsarvations of Resldent #5 on 10/23/24 at : :
2:20pm end 2:40pm ravealad: : !
~The rasident was in his bedroom [y[ng in bad, s "Who parforms and how ta perfarm
<The resident's fingemalls an both hands ware % nall care” 11119/24
to Yz Inches long and Jagged with tneven edges.
-Same of the resldent's fingermails had a brown
stbstance undemeath the nalls.
~The resldent was wearing two palrs of socks on o “Baslc Cam- Showering and 11/15/24,
each fool. documentation.” 11119/24
“When the PCA/MA removed the resident’s socks
TSI T RoAT SoTVRE REquIRIal
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on each foot, a thick layer of pieces of flaking, dry
skin fell out of the socks an onfo the bed.

-There were 50 many pieces of flaking skin, there
was a pile heaped up on the maltress whare the
socks wera removed from his feat.

~Tha skin on the resident’s feet was extremely dry
with white, flaky skin peeling from the resident's
feet including his toes.

Interview with Resident #5 on 10/23/24 at 2:20pm
revealed:

-He was in bed most of the time.

-Staff helped him with incontinence care.

-He did not like his fingernails to be that long; ha
would like for his fingernails to be cut.

-He did not want to taks showers because he was
in bed most of the time.

-Staff helped him get cleaned up whila In bed but
he could not say how often or the [ast time he had
a bed bath.

-He danied any pain in his feeb

Review of Resident #5's July 2024 monthly task
log revealed:

-There was a section for bathing indicating the
resident required extensive assistance for this
task.

-The resident required hands on assistance with
participation by the resident to complete the task.
-The schedule for bathing was documented as 3
times per day with scheduled times of day shift,
aftermnoon, and evening.

-Bathing was inilialed by staff as complated 3
times par day from 07/01/24 - 07/31/24.

-There was no documentation of any refusals by
the residant.

-There were no other tasks listed on the monthiy
task log.

-There was a section at the bottom of the task log
that staff initialed as information only but no tasks
Diviston of Heallh Servica Regulation
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were specified, date is 11/22/24 with ongoing
monltoring.

Reviaw of Resldent#5's August 2024 menthly
task log dated ravealed:

-There was a section for bathing Indleating the
rasidant required extansive assistanca for this
fask.

| -The resident required hands on asslstance with !
participation by the resident to complate the task,
~The schedule for bathing was documented a3 3
times per day with scheduled mes of day shift,
afternoon, and evening.

! -Bathing was Initlaled by staff as complatad 3

. Umes per day from 08/01/24 - 08/31/24.

-There was no documantation of any refusals by
the resldent.

-There ware no other tasks listed on the monthly
task log.

-There was a sectlon at the bottom of the task log
that staff Inltialed as Information onty but no tasks '
ware specified, '

Review of Residant #5'a Saptamber 2024
monthly {ask lag dated reveated:

~There was a section for bathing Indicating the
rosident requlred extensive agslstance for this
task.

-The resldent requited hands on assistance with
particlpation by the resldent to complete the task,
-The schadula for bathitg was documented az 3 I
{imes per day with scheduled Umes of day shift,
afternoon, and evening.

! -Bathing was inltlaled by staff as completed 3

: times per day from 09/01/24 - 08/30/24.

-There was no documentation of any refusais by '
the restdant.

-There were ho other tasks (Isted an the monthly
task [og.

~There was a section at the bottom of the task lop
that staff initialed as information only, but no
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Reviaw of Resident #5's Octobar 2024 monthly
task log dated 10/01/24 - 10/23/24 revealed:
~There was a section for bathing indicating the
resident required extensive assistance for this
task.

-Tha rasident required hands on assistance with
participation by the resident to complete the task.
-The schedule for bathing was documented as 3
times per day with scheduled times of day shift,
aftemoon, and evening.

-Bathing was initialed by staff as completed 3
times per day fram 10/01/24 - 10/23/24 (day
shift).

-There was no documentation of any refusals by
the resident.

-There were no other tasks listed on the monthly
task log.

-There was a section at the bottom of the task log
that staff initialed as information only but no tasks
wera specified.

Interview with a medication aide (MA) / personal
care alde (PCA) on 10/23/24 at 2:08pm revealed;
-Resident #5 chose to stay in bed most of the
time.

-Resident #5 did not want to get in the shower
and preferred a bed bath.

-Resident #5 was scheduled for baths an
Mondays and Saturdays.

-The resident would swing at staff at times in the
past when staff tried to provide care to the
resident, but the residant did not usually do that
now.

-She did no! recall when she was last assisted
Resident #5 with bathing because she was
usually administering medications.

A second interview with the same MA/PCA on
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tasks were specified.
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10/23724 at 2:40pm revealed she did not cut
residents' fingernails because a resident could be
diabetic.

Interview with a PCA on 10/23/24 at 5:25pm
revealed:

-Resident #5 did not get In the shower but he did
a bed bath twice a week.

-She last helped Resident #5 get a bed bath one

day last week when she was assigned to his care,

-When she helped Resident #5 with a bed bath
1ast week, the resident's skin was "good”, and his
fget locked "nomal”,

-She did nof recall seeing any dry, flaking skin.
-Last week, sha noticed the resident's fingernails
were "a [ittle long".

-The PCAs were supposed to report things like
long fingernails to the MA.

-5he did not remember if she reported Resident
#5's long fingarnails to tha MA last wask.

-The PCAs could file residents' fingernalls but the
PCAs were not allowed to trim residents’
fingernails.

-Some residents had their fingernails done during
actvities at the facility.

Interview with the Assisted Living Coordinator
(ALC) / Licensed Practical Nurse (LPN) on
10i23/24 at 5:10pm revealed:

-If a PCA noticed a resident's fingernails were too
leng, the PCA could clip or file the resident's
fingernails.

-If the resident was diabetic, the PCAs should let
her know and she could clip or file the diabotic
residents' fingernails since she was a nurse.
-Resident #5 was diabetic so the staff should
have notified her about his long fingemails.

-No staff had natified her about Resident #5's
long fingemails or his dry feet prior to today.
-Resident #5 would sometimes refuse care or
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become combative during cars.

-Staff could go back later and the resident would
comply.

-For bed baths, the PCAs should wash the
resident’s entire body including his feet,

-If a resident continued to refuse bathing, the staff
should notify her.

-She obsetved Resident #5's fingernails and feet
today, once it was brought to her attention.
-Resident #5's fingernails were foo long, and the
resident could accidentally scratch himself.

-The condition of Resident #5's feat were "not
good at all; unacceptable”.

-She entered infarmation info the electronic
monthly task leg for Resident #5's bathing task
incorrectly.

-8he reviewed monthly task logs daily but did not
notice Resident #5's bathing task was entered as
3 times a day or that staff was docurnenting they
ware complseting that task 3 times a day when
they were not.

Interview with the Administrator on 10/23/24 at
3:37pm revealed:

~The top half of the monthly task log was for
documenting bathing assistance.

-Staff documented they were bathing Resident #5
threa times a day.

-She was unsure why staff was documenting the
resident was being bathed 3 times a day.
-Resident #5 was scheduled for bathing twice a
week, not 3 times a day.

-it appeared the Information was entered
Incorrectly into the electronic system.

-The bottom portlon of the monthly task log was
for documentation of the rest of tha resident's
care plan.

-There was documentation for inforrnation only
because they chart by excaption.

~The information should have been entered into
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the system as show and chart

~The ALLC was responsible for entering care plan

- tasks on tha monthly task log.

-The PCAs should let the ALC know if thera was

* an entry error In the system,

-For diabetic residents, cne of the facllity's nurses
could soak and file a resident's fingemails.

=If not diabetic, the PCAs could soak and file a
residant's fingernalls,

-She was "shocked”, and It was "upsetting” fo see
the condition of Rasldent#5's feet.

-Resldent #5 should be receiving a bed bath at
least twice a weeak, to Include washing and
providing care for his feet.

Interview with Rosident #5's primary care providor
(PCP} on 10/23/24 at 4:42pm ravesled:

-The resident had a profound dacline over time
and neaded asslstance with parsonal care.

-Tha resldent could not bathe or drass himsalf.
-The resldent was severely debilitated and was
mostly In bed,

-it could take anywhers from 1 {o 4 people to
assist the resident with getting up.

-The reeldent had bean vary cooperative with him
during visils,

-He was not aware of the resident being
non-compllant with psrsonal care asslstance
except the resldent did not usually want to get out
of bed.

-The facllity staff should be assisting the resldent
| with bed baths and with fingemall cara,

- “When he saw the resident today, 10/23/24, ha

{ noticed the resident's fingemalls were long.
 -He had not seen the resident's fast recantly and
, was not aware of the resldent’s dry, flaking skin.

" -Not getting bathed end having dry skin could

" cause the resident to develop pressure ulcers.

D 269

implemented by the Resident Care
Manager with oversight from the
Executive Diractor.
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