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F 0224 Write and use policies that forbid mistreatment, neglect and abuse of residents and theft

of residents’ property.

Level of harm - Actual **NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm Based on observation, interview, and record review, it was determined the facility failed to implement policies and
procedures to prevent neglect for three (#3, #4, and #5) of five sampled residents reviewed for neglect. The facility
Residents Affected - Some | neglected to respond to resident requests for provision of assistance with toileting. Resident #3 and #4 verbalized being

left unattended in a urine soaked and feces soiled bed/chair for an extended period of time. &) During an interview

resident #3 stated on two different occasions it had taken the staff so long to answer his call light he had to urinate on
himself and finally have a bowel movement (BM) on himself and lay there in urine and feces until the call light was
answered. The resident stated it made him feel like the lowest form of human dignity on earth to have to urinate and have a
bowel movement on himself and then lie in urine and feces for six hours. The resident stated he did not treat his dogs that
way. Theresident stated he had cried himself to sleep. b) During an interview resident #4 stated the staff had shut the

call light off afew minutes earlier. The resident stated her bottom was very sore from sitting in urine for 5 to 6 hours

at atime. With tearsin her eyes, the resident stated it went to hours and was very cold sitting in urine that long and no
human should be treated that way. The resident stated her bottom was raw from sitting in urine. During observation of
incontinent care for resident #4, an open stage || pressure sore was noted on the resident's left upper thigh and a stage |
pressure sore was observed on the resident's right upper thigh. A nurse stated the wounds had not been noticed before. c)
During an interview resident #5 stated two times he had a BM in the bed. The resident stated, That is embarrassing, have
not done that since | was akid. The resident stated he was | eft on the bedpan one hour and 45 minutes recently. During an
observation resident #5 was assisted to turn. Discoloration was noted on the upper left leg and bottom buttock cheek (light
purple, measuring approximately 5 x 10 cm). Multiple scratches with skin break were noted in the discolored area. A nurse
observed the area and stated it looked like maybe it was caused by the bedpan. The facility identified nine residents who
needed assistance with toileting and 25 incontinent residents as living in the facility. Findings: The facility policy and
procedure for resident neglect documented neglect meant failure to provide goods and services necessary to avoid mental
anguish. The facility policy and procedure for basic responsibility of call lights documented staff was to never make the
resident feel like the staff was too busy to give assistance. The staffing policy provided by the facility documented the
following: Census 46-52 day shift=7 staff, Census 53-59 day shift=8 staff, Census 60-66 day shift=9 staff, Census 46-55
afternoon shift =5 staff, Census 56-65 afternoon shift=6 staff, Census 1-42 evening shift=2 staff, Census 43-59 evening
shift=3 staff, and Census 60-76 evening shift=4 staff. The facility provided a current list (as of 03/11/15) of 27

residents who were ventilator dependant. The facility provided a current list (as of 03/11/15) of four residents with

facility acquired pressure ulcers. The facility provided a current list of nine residents (as of 03/11/15) who needed
assistance with toileting. The facility provided a current list (as of 03/11/15) of 25 incontinent residents. 1. Resident

#3 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. A hospital discharge summary, dated 02/13/15,
documented the resident had recurrent urinary tract infections (UTIs) due to pseudomonas, the urinary catheter was removed,
and the resident was thought to have prostatis due to the recurrent UTI issue. The discharge summary documented however
with all this he has been continent of urine. The certified nurse aide (CNA) care plan, dated 02/13/15, documented the
resident was continent of bowel and bladder and used the urinal and bedpan. The admission assessment, dated 02/20/15,
documented the resident was not impaired for daily decision making and required assistance with activities of daily living
(ADLSs). The assessment documented the resident was always continent of bowel and bladder. On 03/11/15 at 10:38 am., the
respiratory therapist was interviewed regarding the new ventilators. The therapist stated the facility had changed over to
the new ventilators about two weeks ago. The therapist stated the new ventilators were alittle more sensitive and they
alarmed more, especially when aresident talked or coughed. On 03/11/15 at 10:50 am., the resident was observed in bed
with atracheotomy in place and a ventilator in use. The resident was able to speak and hold conversation. The resident
stated since the facility had changed to the new ventilators about two weeks ago the ventilator alarms went off constantly.
The resident stated the CNAs were not able to answer call lights to help with with the urinal or bedpan because the
ventilator alarms kept al the call lights going off all the time. The resident stated it was not uncommon to wait at least

30 minutes for someone to answer hiscall light. On 03/11/15 at 11:00 am., CNA #4 was interviewed regarding answering the
call light for ventilator residents. The CNA stated the alarms on the new ventilators went off more, they were more
sensitive. The CNA stated when the ventilator alarm went off the staff had to go see what the machine said and report to
the nurse. On 03/11/15 at 11:10 am. CNA #1 was interviewed regarding answering call lights. The CNA stated the new
ventilators alarmed constantly. The CNA stated some of the ventilator alarms were hooked into the call light system and
made the call lights go off automatically. The CNA stated it was hard for the staff to get their work done because of the
ventilator alarms/call lights. The CNA stated there was not enough staff to provide care to the residents. On 03/11/15 at
11:15am., licensed practical nurse (LPN) #1 was asked if it took the staff longer to do routine bed checks for

incontinent care and toileting of residents with the high volume of ventilator larms/call lights going off in the past two
weeks. The LPN stated sometimes incontinent care was late. On 03/11/15 at 3:50 p.m., CNA #3 was asked if incontinent care
for the residents had been done less frequently in the last two weeks. The CNA stated it was alot harder with the new
ventilators larming al the time and sometimes the residents had to wait for care. On 03/11/15 at 3:45 p.m., the resident
was asked if the length of time it took for his call light to be answered had ever caused him to urinate or have a bowel
movement (BM) on himself in the bed. The resident stated the facility never had enough staff and the problem had worsened
when they got new ventilators two weeks ago. The resident stated on two different occasions it had taken the staff so long
to answer hiscall light he had to urinate on himself and finally have aBM on himself and laid there in urine and feces

until the call light was answered. The resident stated the first time it took staff two hours and the second time it took

staff six hoursto answer his call light. The resident stated it made him feel like the lowest form of human dignity on

earth to have to urinate and have a bowel movement on himself and then lie in urine and feces for six hours. The resident
stated he did not treat his dogs that way. The resident stated when the next shift came on duty they came in and asked him
why his call light was on. The resident stated he told the staff he had turned the call light on six hours earlier because

he needed to urinate. The resident told the staff he had urinated in his bed and finally had a bowel movement on himself
and laid there crying for six hours. The resident stated he had cried himself to sleep. On 03/11/15 during a 13 minute time
span from 3:40 p.m. until 3:53 p.m., eleven different call lights were observed to be on. The nurse aides were observed
going from room to room at afast pace. During this time ventilator alarms were never silent. On 03/11/15 at 4:00 p.m., the
director of nurses (DON) was asked to stand in the hall and observe the staff answering call lights. The DON was informed
an observation had been made minutes earlier of 11 call lights going off during a 13 minute time frame. The DON wastold a
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resident had complained it took 2 hours on one occasion and 6 hours on another occasion for the call light to be answered.

The DON stated, The facility needed more staff. On 03/11/15 at 4:30 p.m., the administrator (ADM) was asked to stand in the
hall and observe the staff answering call lights. The ADM was informed an observation had been made minutes earlier of 11

call lights going off during a 13 minute time frame. The ADM was asked if the facility had added any more staff to
accommodate the change to the new, more sensitive alarming ventilators. The ADM stated according to the acuity and census

of the facility thereis staff sufficient to meet the residents' needs. The ADM stated the facility was unique in that it

had not only ventilator residents but [MEDICAL TREATMENT] was performed in the facility aswell. On 03/12/15 at 3:00 p.m.,
CNA #5 was interviewed. The CNA stated the call lights and ventilator alarms went off constantly with the new ventilators.

The CNA stated the ventilator alarms were hooked into the call lights and when the alarm went off the staff had to go in

and seeif the resident was okay. The CNA stated this | eft call lights on for 30 more minutes due to staff having to go

check the next alarm and light before care could be completed. The CNA stated part of the job duties for CNAs included

getting 300 pound to 500 pound residents out of bed, and getting the [MEDICAL TREATMENT] residents up and taking them to
and from the [MEDICAL TREATMENT] room on time. The CNA stated there was just not enough staff to provide care for al the
residents. On 03/12/15 at 3:30 p.m., LPN #2 stated she thought the facility needed more help to provide care for the

residents. The LPN stated the facility had a busy pace and there were alarge number of staff who called in or just did not

show up for work. On 03/12/15 at 4:30 p.m., the resident's family member was visiting. The family member stated he camein

to visit the resident recently and found him crying and blaming himself due to an incident that had occurred when the

resident was lying in urine and feces due to his call light not being answered for six hours. On 03/13/13 at 6:25 am., CNA

#2 was asked the time frame for answering residents’ call lights. The CNA stated the new ventilators alarmed constantly and

they did not have enough help. The CNA stated it took longer to do bed checks for incontinent residents and answer cal

lights for the residents who were able to use a bedpan. The CNA stated the residents were wet longer and it was impossible

for staff to get everything done. The CNA was asked if some of the residents were incontinent more due to the longer

response time for call lights. The CNA stated some residents who were previously able to use the bedpan or urinal were
incontinent. On 03/13/15 at 10:00 am., CNA #5 was asked if the resident had ever been incontinent of urine or BM. The CNA
stated one time when the resident's call light was answered, the resident was upset and said he had cried himself to sleep

waiting on his call light to be answered for 6 hours. The CNA stated the resident was wet with urine from both armpits to

his knees and his whole back was covered with BM. The CNA stated she and another staff member took the resident to the

shower and cleaned him up. 2. Resident #4 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. The care plan,

dated 12/22/14, documented the resident had the urinary catheter removed on 12/29/14 and was incontinent of bowel and
bladder and required extensive assist with incontinent care and toileting. The care plan stated the resident was at risk

for skin breakdown due to her need for extensive assistance with care. The admission assessment, dated 12/29/14, documented
the resident was not impaired for daily decision making and required assistance with ADLs. The assessment documented the
resident had a[MEDICAL CONDITION], was on aventilator, had a urinary catheter and was incontinent of bowel. On 03/13/15
at 6:00 am., the resident was observed in bed, awake, with a tracheotomy and ventilator in place. The resident had audible
wheezes with each ventilation. The resident's mucous membranes were pink and the ventilator alarm was sounding. The
resident's call light was not on. The resident stated the staff had shut the call light off afew minutes earlier. The

resident stated her bottom was very sore from sitting in urine for 5 to 6 hours at atime. The resident stated she did not

get her shower the day before and it was her regular shower day. The resident said she did not know why she did not get her
shower and the staff always said they were too busy. The resident stated she sat in her chair in urine sometimes up to 5 or

6 hours because the aides al said, I'll be back in a second. With tearsin her eyes, the resident stated it goes to hours

and it is very cold sitting in urine that long and no human should be treated that way. The resident also stated she liked

to be put back to bed at 5 p.m. The resident stated the staff said they were too busy to put her to bed in the evening. The
resident stated one night it was 11:45 p.m. and last Saturday night (03/07/15) it was after midnight before they put her to

bed. The resident stated her bottom was raw from sitting in urine. On 03/13/15 at 6:20 am., CNA #1, CNA #2 and LPN #3 were
observed providing incontinent care to the resident. An open stage |1 pressure sore was noted on the resident's left upper

thigh and a stage | pressure sore was observed on the resident's right upper thigh. These sores were located where the

buttock meets the upper thigh. LPN #3 stated the wounds had not been noticed before. On 03/13/15 at 6:25 am., CNA #1 was
asked why the resident did not get her shower the day before. The CNA stated the staff was busy answering call lights,

there was just not enough help to get it all done. On 03/13/15 at 2:10 p.m., CNA #2 was asked if she ever worked the

evening shift. CNA #2 stated she had worked all three shifts. The CNA was asked if the resident had ever been left in the

chair after 5 p.m. The CNA stated sometimes the residents had to sit in the chair until the staff could get to them. On

03/13/15 at 3:00 p.m., LPN #2 stated she had just completed an assessment on the resident's skin and there were more sores

on her coccyx. The LPN was asked what interventions were in place to prevent development of pressure sores. The LPN stated
there was nothing on the care plan to prevent sores. 3. Resident #5 was admitted to the facility on [DATE] with [DIAGNOSES
REDACTED]. The care plan, dated 02/18/15, documented the bowel and bladder status would be evaluated and the resident
placed on an appropriate toileting schedule. The admission assessment, dated 03/02/15, documented the resident was not
impaired for daily decision making and required assistance with ADLS. The assessment documented the resident was continent
of bowel and bladder and not at risk for skin breakdown. On 03/13/15 at 9:25 am., the resident was observed lying in bed

and stated he was doing okay. The resident was asked if he had ever had an accident due to staff not answering the call

light timely. The resident stated two times he had a BM in the bed. The resident stated, That is embarrassing, have not

done that since | was akid. The resident stated he was |eft on the bedpan one hour and 45 minutes recently. The resident

was asked if staff gave areason it took so long to answer the call light. The resident stated the staff just said they

were short staffed. The resident was asked if he had any sores on his bottom. The resident stated the staff had said he had

some scratches, but he could not reach back there and scratch himself. The resident stated he thought the scratches were

from the bedpan being left under him too long. On 03/13/15 at 10:25 am., LPN #1 was asked if the resident had wounds. The
LPN stated the only wound she was aware the resident had was on his stump. On 03/13/15 at 10:30 am., LPN #1 and LPN #2
assisted the resident to turn over to observe the sore place on the buttock. Discoloration was noted on the upper left leg

and bottom buttock cheek (light purple, measuring approximately 5 x 10 cm). Multiple scratches with skin break were noted

in the discolored area. LPN #2 observed the area and stated it looked like maybe it was caused by the bedpan. On 03/13/15

at 11:52 am., CNA #2 was asked if the resident had episodes of incontinence. The CNA stated she had cleaned the resident

of BM once. The CNA was asked if the resident had stated why the episode of incontinence happened. The CNA stated, Maybe it
was because the staff didn't get to him soon enough when his call light was on. The CNA stated the facility had been really
short staffed lately and the residents were not getting the care they needed

Provide carefor residentsin away that keepsor builds each resident's dignity and

respect of individuality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review, it was determined the facility failed to promote care for residentsin
amanner to maintain d|gn|ty for four (#1, #3, #4, and #5) of five sampled residents reviewed for dignity and respect.
Resident #3 and #4 verbalized being left unattended in a urine soaked and feces soiled bed/chair for an extended period of
time. @) During an interview resident #3 stated on two different occasions it had taken the staff so long to answer his

call light he had to urinate on himself and finally have a bowel movement (BM) on himself and lay there in urine and feces
until the call light was answered. The resident stated it made him feel like the lowest form of human dignity on earth to
have to urinate and have a bowel movement on himself and then lie in urine and feces for six hours. The resident stated he
did not treat his dogs that way. The resident stated he had cried himself to sleep. b) During an interview resident #5

stated two times he had aBM in the bed. The resident stated, That is embarrassing, have not done that since | was akid.
The resident stated he was left on the bedpan one hour and 45 minutes recently. During an observation resident #5 was
assisted to turn. Discoloration was noted on the upper left leg and bottom buttock cheek (light purple, measuring
approximately 5 x 10 cm). Multiple scratches with skin break were noted in the discolored area. A nurse observed the area
and stated it looked like maybe it was caused by the bedpan. ) During an interview resident #4 stated the staff had shut
the call light off afew minutes earlier. The resident stated her bottom was very sore from sitting in urine for 5 to 6

hours at atime. With tearsin her eyes, the resident stated it went to hours and was very cold sitting in urine that long
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F 0241 (continued... from page 2)
and no human should be treated that way. The resident stated her bottom was raw from sitting in urine. During observation
Level of harm - Actual of incontinent care for resident #4, an open stage || pressure sore was noted on the resident's left upper thigh and a
harm stage | pressure sore was observed on the resident's right upper thigh. A nurse stated the wounds had not been noticed

before. d) Resident #1 waited 45 minutes to be cleaned up after being incontinent. The facility identified nine residents
Residents Affected - Some | who required assistance with toileting and 25 incontinent residents. Findings: The facility policy and procedure for basic
responsibility of call lights documented staff was to never make the resident feel like the staff was too busy to give
assistance. The facility policy and procedure for promoting and maintaining resident dignity documented staff was to

respond to requests for assistance in atimely manner. The staffing policy provided by the facility documented the

following: Census 46-52 day shift=7 staff, Census 53-59 day shift=8 staff, Census 60-66 day shift=9 staff, Census 46-55
afternoon shift =5 staff, Census 56-65 afternoon shift=6 staff, Census 1-42 evening shift=2 staff, Census 43-59 evening
shift=3 staff, and Census 60-76 evening shift=4 staff. The facility provided a current list (as of 03/11/15) of 27

residents who were ventilator dependant. The facility provided a current list of nine residents (as of 03/11/15) who needed
assistance with toileting. The facility provided a current list (as of 03/11/15) of 25 incontinent residents. 1. Resident

#3 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. A hospital discharge summary, dated 02/13/15,
documented the resident had recurrent urinary tract infections (UTIs) due to pseudomonas, the urinary catheter was removed,
and the resident was thought to have prostatis due to the recurrent UTI issue. The discharge summary documented however
with all this he has been continent of urine. The certified nurse aide (CNA) care plan, dated 02/13/15, documented the
resident was continent of bowel and bladder and used the urinal and bedpan. The admission assessment, dated 02/20/15,
documented the resident was not impaired for daily decision making and required assistance with activities of daily living
(ADLSs). The assessment documented the resident was alway's continent of bowel and bladder. On 03/11/15 at 10:38 am., the
respiratory therapist was interviewed regarding the new ventilators. The therapist stated the facility had changed over to

the new ventilators about two weeks ago. The therapist stated the new ventilators were alittle more sensitive and they
alarmed more, especially when aresident talked or coughed. On 03/11/15 at 10:50 am., the resident was observed in bed
with atracheotomy in place and a ventilator in use. The resident was able to speak and hold conversation. The resident

stated since the facility had changed to the new ventilators about two weeks ago the ventilator alarms went off constantly.
The resident stated the CNAs were not able to answer call lights to help with with the urinal or bedpan because the

ventilator alarms kept al the call lights going off all the time. The resident stated it was not uncommon to wait at least

30 minutes for someone to answer hiscall light. On 03/11/15 at 11:00 am., CNA #4 was interviewed regarding answering the
call light for ventilator residents. The CNA stated the alarms on the new ventilators went off more, they were more

sensitive. The CNA stated when the ventilator alarm went off the staff had to go see what the machine said and report to

the nurse. On 03/11/15 at 11:10 am. CNA #1 was interviewed regarding answering call lights. The CNA stated the new
ventilators alarmed constantly. The CNA stated some of the ventilator alarms were hooked into the call light system and
made the call lights go off automatically. The CNA stated it was hard for the staff to get their work done because of the
ventilator alarms/call lights. The CNA stated there was not enough staff to provide care to the residents. On 03/11/15 at

11:15 am., licensed practical nurse (LPN) #1 was asked if it took the staff longer to do routine bed checks for

incontinent care and toileting of residents with the high volume of ventilator alarms/call lights going off in the past two
weeks. The LPN stated sometimes incontinent care was late. On 03/11/15 at 3:50 p.m., CNA #3 was asked if incontinent care
for the residents had been done less frequently in the last two weeks. The CNA stated it was alot harder with the new
ventilators larming al the time and sometimes the residents had to wait for care. On 03/11/15 at 3:45 p.m., the resident

was asked if the length of time it took for his call light to be answered had ever caused him to urinate or have a bowel
movement (BM) on himself in the bed. The resident stated the facility never had enough staff and the problem had worsened
when they got new ventilators two weeks ago. The resident stated on two different occasions it had taken the staff so long

to answer hiscall light he had to urinate on himself and finally have aBM on himself and laid there in urine and feces

until the call light was answered. The resident stated the first time it took staff two hours and the second time it took

staff six hoursto answer his call light. The resident stated it made him feel like the lowest form of human dignity on

earth to have to urinate and have a bowel movement on himself and then lie in urine and feces for six hours. The resident
stated he did not treat his dogs that way. The resident stated when the next shift came on duty they came in and asked him
why his call light was on. The resident stated he told the staff he had turned the call light on six hours earlier because

he needed to urinate. The resident told the staff he had urinated in his bed and finally had a bowel movement on himself

and laid there crying for six hours. The resident stated he had cried himself to sleep. On 03/11/15 during a 13 minute time
span from 3:40 p.m. until 3:53 p.m., eleven different call lights were observed to be on. The nurse aides were observed

going from room to room at afast pace. During this time ventilator alarms were never silent. On 03/11/15 at 4:00 p.m., the
director of nurses (DON) was asked to stand in the hall and observe the staff answering call lights. The DON was informed
an observation had been made minutes earlier of 11 call lights going off during a 13 minute time frame. The DON wastold a
resident had complained it took 2 hours on one occasion and 6 hours on another occasion for the call light to be answered.
The DON stated, The facility needed more staff. On 03/11/15 at 4:30 p.m., the administrator (ADM) was asked to stand in the
hall and observe the staff answering call lights. The ADM was informed an observation had been made minutes earlier of 11
call lights going off during a 13 minute time frame. The ADM was asked if the facility had added any more staff to
accommodate the change to the new, more sensitive alarming ventilators. The ADM stated according to the acuity and census
of thefacility thereis staff sufficient to meet the residents' needs. The ADM stated the facility was unique in that it

had not only ventilator residents but [MEDICAL TREATMENT] was performed in the facility aswell. On 03/12/15 at 3:00 p.m.,
CNA #5 was interviewed. The CNA stated the call lights and ventilator alarms went off constantly with the new ventilators.
The CNA stated the ventilator alarms were hooked into the call lights and when the alarm went off the staff had to go in

and seeif the resident was okay. The CNA stated this | eft call lights on for 30 more minutes due to staff having to go

check the next alarm and light before care could be completed. The CNA stated part of the job duties for CNAs included
getting 300 pound to 500 pound residents out of bed, and getting the [MEDICAL TREATMENT] residents up and taking them to
and from the [MEDICAL TREATMENT] room on time. The CNA stated there was just not enough staff to provide care for all the
residents. On 03/12/15 at 4:30 p.m., the resident's family member was visiting. The family member stated he camein to

visit the resident recently and found him crying and blaming himself due to an incident that had occurred when the resident
was lying in urine and feces due to his call light not being answered for six hours. On 03/13/13 at 6:25 am., CNA #2 was
asked the time frame for answering residents’ call lights. The CNA stated the new ventilators alarmed constantly and they

did not have enough help. The CNA stated it took longer to do bed checks for incontinent residents and answer call lights

for the residents who were able to use a bedpan. The CNA stated the residents were wet longer and it was impossible for

staff to get everything done. The CNA was asked if some of the residents were incontinent more due to the longer response
timefor call lights. The CNA stated some residents who were previously able to use the bedpan or urinal were incontinent.
On 03/13/15 at 10:00 am., CNA #5 was asked if the resident had ever been incontinent of urine or BM. The CNA stated one
time when the resident's call light was answered, the resident was upset and said he had cried himself to sleep waiting on

his call light to be answered for 6 hours. The CNA stated the resident was wet with urine from both armpits to his knees

and his whole back was covered with BM. The CNA stated she and another staff member took the resident to the shower and
cleaned him up. 2. Resident #4 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. The care plan, dated
12/22/14, documented the resident had the urinary catheter removed on 12/29/14 and was incontinent of bowel and bladder and
required extensive assist with incontinent care and toileting. The care plan stated the resident was at risk for skin

breakdown due to her need for extensive assistance with care. The admission assessment, dated 12/29/14, documented the
resident was not impaired for daily decision making and required assistance with ADLs. The assessment documented the
resident had a[MEDICAL CONDITION], was on a ventilator, had a urinary catheter and was incontinent of bowel. On 03/13/15
at 6:00 am., the resident was observed in bed, awake, with atracheotomy and ventilator in place. The resident had audible
wheezes with each ventilation. The resident's mucous membranes were pink and the ventilator alarm was sounding. The
resident's call light was not on. The resident stated the staff had shut the call light off afew minutes earlier. The

resident stated her bottom was very sore from sitting in urine for 5 to 6 hours at atime. The resident stated she did not

get her shower yesterday and it was her regular shower day. The resident said she did not know why she did not get her
shower and the staff always said they were too busy. The resident stated she sat in her chair in urine sometimes up to 5 or

6 hours because the aides al said I'll be back in a second. With tearsin her eyes the resident stated it goes to hours

and it isvery cold sitting in urine that long and no human should be treated that way. The resident also stated she liked
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to be put back to bed at 5 p.m. The resident stated the staff said they were too busy to put her to bed in the evening, one

night it was 11:45 p.m. and Saturday night (03/07/15) it was after midnight before they put her to bed. The resident stated

her bottom was raw from sitting in urine. On 03/13/15 at 6:20 am., CNA #1, CNA#2 and LPN #3 were observed providing
incontinent care to the resident. An open stage |l pressure sore was noted on the resident's left upper thigh and a stage |
pressure sore was observed on the resident's right upper thigh. These sores were located where the buttock meets the upper
thigh. LPN #3 stated the wounds had not been noticed before. On 03/13/15 at 6:25 am., CNA #1 was asked why the resident
did not get her shower the day before. The CNA stated the staff was busy answering call lights, there was just not enough
help to get it all done. On 03/13/15 at 2:10 p.m., CNA #2 was asked if she ever worked the evening shift. CNA #2 stated she
had worked all three shifts. The CNA was asked if the resident had ever been left in the chair after 5 p.m. The CNA stated
sometimes the residents had to sit in the chair until the staff could get to them. 3. Resident #5 was admitted to the

facility on [DATE] with [DIAGNOSES REDACTED]. The care plan, dated 02/18/15, documented the bowel and bladder status
would

be evaluated and the resident placed on an appropriate toileting schedule. The admission assessment, dated 03/02/15,
documented the resident was not impaired for daily decision making and required assistance with ADLS. The assessment
documented the resident was continent of bowel and bladder and not at risk for skin breakdown. On 03/13/15 at 9:25 am.,

the resident was observed lying in bed and stated he was doing okay. The resident was asked if he had ever had an accident
due to staff not answering the call light timely. The resident stated two times he had aBM in the bed. The resident

stated, That is embarrassing, have not done that since | was akid. The resident stated he was |eft on the bedpan one hour

and 45 minutes recently. The resident was asked if staff gave areason it took so long to answer the call light. The

resident stated the staff just said they were short staffed. The resident was asked if he had any sores on his bottom. The
resident stated the staff had said he had some scratches, but he could not reach back there and scratch himself. The

resident stated he thought the scratches were from the bedpan being left under him too long. On 03/13/15 at 11:52 am., CNA
#2 was asked if the resident had episodes of incontinence. The CNA stated she had cleaned the resident of BM once. The CNA
was asked if the resident had stated why the episode of incontinence happened. The CNA stated, Maybe it was because the
staff didn't get to him soon enough when his call light was on. The CNA stated the facility had been really short staffed

lately and the residents were not getting the care they needed. 4. Resident #1 was admitted to the facility on [DATE] with
[DIAGNOSES REDACTED]. The care plan, dated 01/21/15 documented a certified nurse aide care plan. A comprehensive care plan
including problems, approaches or goals had not been developed. The admission assessment, dated 01/23/15, documented the
resident was not impaired for daily decision making and required assistance with activities of daily living (ADLS). On
03/11/15 at 11:00 a.m., the resident was observed in bed, with a[MEDICAL CONDITION] and ventilator in use. The resident
stated the care at the facility was not good. The resident stated she had to wait 45 minutes for someone to clean her up
when she was incontinent. On 03/11/15 at 3:50 p.m., CNA #3 was asked if incontinent care for the residents had been done
less frequently in the last two weeks. The CNA stated it was alot harder with the new ventilators alarming al the time
and sometimes the residents had to wait for care.

Develop a complete care plan that meets all of aresident's needs, with timetables and
actionsthat can be measured.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, interview, and record review, it was determined the facility failed to fully develop care plans for
five (#1, #2, #3, #4, and #5) of five sampled residents whose care plans were reviewed. The facility identified 52
residents lived in the facility. Findings: The facility policy and procedure for development of plans of care documented
upon completion of the comprehensive assessment the interdisciplinary team would develop the plan of care for the resident.
The facility policy and procedure for pressure risk assessment documented at risk residents needed to be identified and
have interventions implemented promptly to attempt to prevent pressure ulcers. 1. Resident #1 was admitted to the facility
on [DATE] with [DIAGNOSES REDACTED)]. The care plan, dated 01/21/15 was identified as a certified nurse aide care plan. The
care plan included aonelinelist of instructions. The care plan did not include problems, approaches or goals. The
admission assessment, dated 01/23/15, documented the resident was not impaired for daily decision making and required
assistance with activities of daily living (ADLS). On 03/11/15 at 11:00 am., the resident was observed in bed, with a
[MEDICAL CONDITION] and ventilator in use. On 03/13/15 at 11:05 am., Licensed practical nurse (LPN) #2 was asked who was
responsible for the completion of care plans. The LPN stated she was the assistant director of nurses and helped with care
plans. LPN #2 stated the completion of care plans was shared by three staff members. LPN #2 stated the facility knew they
were behind on care plans and the resident's care plan had been updated last night. 2. Resident #2 was admitted to the
facility on [DATE] with [DIAGNOSES REDACTED]. No admission assessment had been documented. A certified nurse aide care
plan, dated 02/19/15 did not include any documentation pertaining to the resident's ventilator or oxygen. On 03/11/15 at
11:00 am., the resident was observed in bed with a tracheotomy, ventilator and urinary catheter in place. On 03/12/15 at
4:20 p.m., licensed practical nurse (LPN) #2 stated she was one of the staff responsible for documenting care plans. The
LPN stated the resident's care plan had not been completed. 3. Resident #3 was admitted to the facility on [DATE] with
[DIAGNOSES REDACTED)]. The certified nurse aide (CNA) care plan, dated 02/13/15, documented the resident was continent of
bowel and bladder and used the urinal and bedpan. The care plan included aonelinelist of instructions, a new admit and
an activity detail. The care plan did not include problems, approaches or goals specific to the residents care. The
admission assessment, dated 02/20/15, documented the resident was not impaired for daily decision making and required
assistance with activities of daily living (ADLS). The assessment documented the resident was always continent of bowel and
bladder. On 03/11/15 at 4:45 p.m., the resident was observed in bed, atracheotomy and ventilator were in use. The resident
was able to speak and hold conversation. On 03/13/15 at 11:05 am., Licensed practical nurse (LPN) #2 was asked who was
responsible for the completion of care plans. The LPN stated she was the assistant director of nurses and helped with care
plans. LPN #2 stated the completion of care plans was shared by three staff members. LPN #2 stated the facility knew they
were behind on care plans and the resident's care plan had been updated last night. 4. Resident #4 was admitted to the
facility on [DATE] with [DIAGNOSES REDACTED]. The care plan, dated 12/22/14, documented the resident had the urinary
catheter removed on 12/29/14 and was incontinent of bowel and bladder and required extensive assist with incontinent care
and toileting. The care plan stated the resident was at risk for skin breakdown due to her need for extensive assistance
with care. The admission assessment, dated 12/29/14, documented the resident was not impaired for daily decision making and
required assistance with ADLSs. The assessment documented the resident had a[MEDICAL CONDITION], was on a ventilator, had a
urinary catheter and was incontinent of bowel. On 03/13/15 at 6:00 am., the resident was observed in bed, awake, with a
tracheotomy and ventilator in place. On 03/13/15 at 6:20 am., CNA #1, CNA#2 and LPN #3 were observed providing incontinent
care to the resident. An open stage Il pressure sore was noted on the resident's | eft upper thigh and astage | pressure
sore on resident's right upper thigh. These sores were |ocated where the buttock meets the upper thigh. LPN#3 stated the
wounds had not been noticed before. On 03/13/15 at 3:00 p.m., LPN #2 was asked what interventions were in place to prevent
the development of pressure sores for the resident. The LPN stated there was nothing to prevent the development of pressure
sores on the care plan. The LPN stated the preventative measures should have been included on the care plan because
additional sores had been found on the resident's coccyx that morning when a more thorough skin assessment had been done.
dS. Resi deg&#S was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The care plan, dated 02/18/15,
locuments
the bowel and bladder status would be evaluated and the resident placed on an appropriate toileting schedule. The care plan
included new admit to the nursing facility for the [DIAGNOSES REDACTED)]. The care plan did not include specific
interventions or goals. The admission assessment, dated 03/02/15, documented the resident was not impaired for daily
decision making and required assistance with ADLS. The assessment documented the resident was continent of bowel and
bladder and not at risk for skin breakdown. On 03/13/15 at 9:25 am., the resident was observed lying in bed and stated he
was doing okay. The resident was asked if staff gave areason it took so long to answer the call light. The resident stated
the staff just said they were short staffed. The resident was asked if he had any sores on his bottom. The resident stated
the staff had said he had some scratches, but he could not reach back there and scratch himself. The resident stated he
thought the scratches were from the bedpan being left under him too long. On 03/13/15 at 10:25 am., LPN #1 was asked if
the resident had wounds. The LPN stated the only wound she was aware the resident had was on his stump. On 03/13/15 at
10:30 am., LPN #1 and LPN #2 assisted the resident to turn over to observe the sore place on the resident's buttock.
Discoloration was noted on the upper |eft leg and bottom buttock cheek (light purple, measuring approximately 5 x 10 cm).
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Multiple scratches with skin break were noted in the discolored area. L PN #2 observed the area and stated it looked like
maybe it was caused by the bedpan. On 03/13/15 at 3:00 p.m., LPN #2 was asked what interventions were in place to prevent
the development of pressure sores for the resident. The LPN stated there was nothing to prevent the development of pressure
sores on the care plan.

Assist those residents who need total help with eating/drinking, grooming and per sonal

and oral hygiene.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review, it was determined the facility failed to assist residents with grooming
for three (#3, #4, and #5) of five sampled residents reviewed who needed extensive assistance with activities of daily

living (ADLSs) from the facility. @) During an interview resident #3 stated on two different occasionsiit had taken the

staff so long to answer his call light he had to urinate on himself and finally have abowel movement (BM) on himself and
lay therein urine and feces until the call light was answered. The resident stated it made him feel like the lowest form

of human dignity on earth to have to urinate and have a bowel movement on himself and then lie in urine and feces for six
hours. The resident stated he did not treat his dogs that way. The resident stated he had cried himself to sleep. b) During

an interview resident #4 stated the staff had shut the call light off afew minutes earlier. The resident stated her bottom

was very sore from sitting in urine for 5 to 6 hours at atime. With tearsin her eyes, the resident stated it went to

hours and was very cold sitting in urine that long and no human should be treated that way. The resident stated her bottom
was raw from sitting in urine. During observation of incontinent care for resident #4, an open stage || pressure sore was
noted on the resident's left upper thigh and a stage | pressure sore was observed on the resident's right upper thigh. A

nurse stated the wounds had not been noticed before. ¢) During an interview resident #5 stated two times he had a BM in the
bed. The resident stated, That is embarrassing, have not done that since | was akid. The resident stated he was left on

the bedpan one hour and 45 minutes recently. During an observation resident #5 was assisted to turn. Discoloration was
noted on the upper left leg and bottom buttock cheek (light purple, measuring approximately 5 x 10 cm). Multiple scratches
with skin break were noted in the discolored area. A nurse observed the area and stated it looked like maybe it was caused
by the bedpan. The facility identified nine residents who needed assistance with toileting and 25 incontinent residents as
living in the facility. The facility identified nine residents who required assistance with toileting and 25 residents who

were incontinent as living in the facility. Findings: The facility policy and procedure for basic responsibility of call

lights documented staff was to never make the resident feel like the staff was too busy to give assistance. The staffing
policy provided by the facility documented the following: Census 46-52 day shift=7 staff, Census 53-59 day shift=8 staff,
Census 60-66 day shift=9 staff, Census 46-55 afternoon shift =5 staff, Census 56-65 afternoon shift=6 staff, Census 1-42
evening shift=2 staff, Census 43-59 evening shift=3 staff, and Census 60-76 evening shift=4 staff. The facility provided a
current list (as of 03/11/15) of 27 residents that were ventilator dependant. The facility provided a current list (as of
03/11/15) of four residents with facility acquired pressure ulcers. The facility provided a current list of nine residents

(as of 03/11/15) who needed assistance with toileting. The facility provided a current list (as of 03/11/15) of 25

incontinent residents. The facility policy and procedure for prevention of pressure ulcers documented staff was to
reposition aresident in achair at least every hour. The facility policy and procedure for prevention of pressure ulcers
documented staff was to place residents on a minimum of aevery 2 hour check and change program and provide personal
hygiene care/bath. 1. Resident #3 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. The certified nurse
alde (CNA) care plan, dated 02/13/15, documented the resident was continent of bowel and bladder and used the urinal and
bedpan. The admission assessment, dated 02/20/15, documented the resident was not impaired for daily decision making and
required assistance with activities of daily living (ADLS). The assessment documented the resident was alway's continent of
bowel and bladder. On 03/11/15 at 10:50 am., the resident was observed in bed with a tracheotomy in place and a ventilator
in use. The resident was able to speak and hold conversation. The resident stated since the facility had changed to the new
ventilators about two weeks ago the ventilator alarms went off constantly. The resident stated the CNAs were not able to
answer call lights to help with the urinal or bedpan because the ventilator alarms kept al the call lights going off all

the time. The resident stated it was not uncommon to wait at least 30 minutes for someone to answer his cal light. On
03/11/15 at 11:10 am., CNA #1 was interviewed regarding answering call lights. The CNA stated the new ventilators alarmed
constantly. The CNA stated some of the ventilator alarms were hooked into the call light system and made the call lights go
off automatically. The CNA stated it was hard for the staff to get their work done because of the ventilator alarms/call
lights. The CNA stated there was not enough staff to provide care to the residents. On 03/11/15 at 11:15 am., licensed
practical nurse (LPN) #1 was asked if it took the staff longer to do routine bed checks for incontinent care and toileting

of residents with the high volume of ventilator alarms/call lights going off in the past two weeks. The LPN stated
sometimes incontinent care was late. On 03/11/15 at 3:50 p.m., CNA #3 was asked if incontinent care for the residents had
been done less frequently in the last two weeks. The CNA stated it was alot harder with the new ventilators alarming all
the time and sometimes the residents had to wait for care. On 03/11/15 at 3:45 p.m., the resident was asked if the length

of timeit took for his call light to be answered had ever caused him to urinate or have a bowel movement (BM) on himself
in the bed. The resident stated the facility never had enough staff and the problem had worsened when they got new
ventilators two weeks ago. The resident stated on two different occasions it had taken the staff so long to answer his call
light he had to urinate on himself and finally have aBM on himself and lay there in urine and feces until the call light

was answered. The resident stated the first time it took staff two hours and the second time it took staff six hours to

answer his call light. The resident stated it made him feel like the lowest form of human dignity on earth to have to

urinate and have a bowel movement on himself and then lie in urine and feces for six hours. The resident stated he did not
treat his dogs that way. The resident stated when the next shift came on duty they came in and asked him why his call light
was on. The resident stated he told the staff he had turned the call light on six hours earlier because he needed to

urinate. The resident told the staff he had urinated in his bed and finally had a bowel movement on himself and laid there
crying for six hours. The resident stated he had cried himself to sleep. On 03/11/15 at 4:30 p.m., the administrator (ADM)
was asked to stand in the hall and observe the staff answering call lights. The ADM was informed an observation had been
made minutes earlier of 11 call lights going off during a 13 minute time frame. The ADM was asked if the facility had added
any more staff to accommodate the change to the new, more sensitive alarming ventilators. The ADM stated according to the
acuity and census of the facility, Thereis staff sufficient to meet the resident's needs. The ADM stated the facility was
unique in that it had not only ventilator residents but [MEDICAL TREATMENT] was performed in the facility aswell. On
03/12/15 at 3:00 p.m., CNA #5 wasinterviewed. The CNA stated the call lights and ventilator alarms went off constantly
with the new ventilators. The CNA stated the ventilator alarms were hooked up into the call lights and when the alarm went
off the staff had to go in and see if the resident was okay. The CNA stated thisleft call lights on for 30 more minutes

due to staff having to go check the next alarm and light before care could be completed. The CNA stated part of the job

duties for CNAs included getting 300 pound to 500 pound residents out of bed, and getting the [MEDICAL TREATMENT] residents

up and taking them to and from the[MEDICAL TREATMENT] room on time. The CNA stated there was just not enough staff to
provide care for al the residents. On 03/12/15 at 4:30 p.m., the resident's family member was visiting. The family member

stated he came in to visit the resident recently and found him crying and blaming himself due to an incident that had

occurred when the resident was lying in urine and feces due to his cal light not being answered for six hours. On 03/13/15

at 6:25 am., CNA #2 was asked the time frame for answering residents call lights. The CNA stated the new ventilators

alarmed constantly and they did not have enough help. The CNA stated it took longer to do bed checks for incontinent

residents and answer call lights for the residents who were able to use a bedpan. The CNA stated the residents were wet

longer and it was impossible for staff to get everything done. The CNA was asked if some of the residents were incontinent

more due to the longer response time for call lights. The CNA stated some residents who were previously able to use the

bedpan or urinal were incontinent. On 03/13/15 at 10:00 am., CNA #5 was asked if the resident had ever been incontinent of
urine or BM. The CNA stated one time when the resident's call light was answered, the resident was upset and said he had

cried himself to sleep waiting on his call light to be answered for 6 hours. The CNA stated the resident was wet with urine

from both armpits to his knees and his whole back was covered with BM. The CNA stated she and another staff member took the

resident to the shower and cleaned him up. 2. Resident #4 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)].

The care plan, dated 12/22/14, documented the resident had the urinary catheter removed on 12/29/14, was incontinent of
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bowel and bl adder, and required extensive assist with incontinent care and toileting. The care plan stated the resident was

at risk for skin breakdown due to her need for extensive assistance with care. The admission assessment, dated 12/29/14,
documented the resident was not impaired for daily decision making and required assistance with ADLSs. The assessment
documented the resident had a[MEDICAL CONDITION], was on a ventilator, had a urinary catheter and was incontinent of
bowel. On 03/13/15 at 6:00 am., the resident was observed in bed, awake, with a tracheotomy and ventilator in place. The
resident had audible wheezes with each ventilation. The resident's mucous membranes were pink and the ventilator alarm was
sounding. The resident's call light was not on. The resident stated the staff had shut the call light off a few minutes

earlier. The resident stated her bottom was very sore from sitting in urine for 5 to 6 hours at atime. The resident stated

she did not get her shower the day before and it was her regular shower day. The resident said she did not know why she did
not get her shower and the staff always said they were too busy. The resident stated she sat in her chair in urine

sometimes up to 5 or 6 hours because the aides all said, I'll be back in a second. With tearsin her eyes, the resident

stated it goes to hours and it is very cold sitting in urine that long and no human should be treated that way. The

resident also stated she liked to be put back to bed at 5 p.m. The resident stated the staff said they were too busy to put

her to bed in the evening. The resident stated one night it was 11:45 p.m. and Saturday night (03/07/15) it was after

midnight before they put her to bed. The resident stated her bottom was raw from sitting in urine. On 03/13/15 at 6:20

am., CNA #1, CNA #2 and LPN #3 were observed providing incontinent care to the resident. An open stage || pressure sore
was noted on the resident's left upper thigh and a stage | pressure sore on resident's right upper thigh. These sores were
located where the buttock meets the upper thigh. LPN #3 stated she had not noticed the wounds before. On 03/13/15 at 6:25
am., CNA #1 was asked why the resident did not get her shower the day before. The CNA stated the staff was busy answering
call lights, there was just not enough help to get it all done. On 03/13/15 at 2:10 p.m., CNA #2 was asked if she ever

worked the evening shift. CNA #2 stated she had worked all three shifts. The CNA was asked if the resident had ever been
left in the chair after 5 p.m. The CNA stated sometimes the residents had to sit in the chair until the staff could get to

them. 3. Resident #5 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The care plan, dated 02/18/15,
documented the bowel and bladder status would be evaluated and the resident placed on an appropriate toileting schedule.
The admission assessment, dated 03/02/15, documented the resident was not impaired for daily decision making and required
assistance with ADLS. The assessment documented the resident was continent of bowel and bladder and not at risk for skin
breakdown. On 03/13/15 at 9:25 am., the resident was observed lying in bed and stated he was doing okay. The resident was
asked if he had ever had an accident due to staff not answering the call light timely. The resident stated two times he had
aBM in the bed. The resident stated, That is embarrassing, have not done that since | was akid. The resident stated he

was |eft on the bedpan one hour and 45 minutes before. The resident was asked if staff gave areason it took so long to
answer the call light. The resident stated the staff just said they were short staffed. The resident was asked if he had

any sores on his bottom. The resident stated the staff had said he had some scratches, but he could not reach back there

and scratch himself. The resident stated he thought the scratches were from the bedpan being left under him too long. On
03/13/15 at 10:25 am., LPN #1 was asked if the resident had wounds. The LPN stated the only wound she was aware the
resident had was on his stump. On 03/13/15 at 10:30 am., LPN #1 and LPN #2 assisted the resident to turn over to observe
the sore place on the resident's buttock. Discoloration was noted on the upper |eft leg and bottom buttock cheek (light

purple, measuring approximately 5 x 10 cm). Multiple scratches with skin break were noted in the discolored area. LPN #2
observed the area and stated it looked like maybe it was caused by the bedpan. On 03/13/15 at 11:52 am., CNA #2 was asked
if the resident had episodes of incontinence. The CNA stated she had cleaned the resident of BM once. The CNA was asked if
the resident had stated why the episode of incontinence happened. The CNA stated, Maybe it was because the staff didn't get
to him soon enough when his call light was on. The CNA stated the facility had been really short staffed lately and the
residents were not getting the care they needed.

Giveresidents proper treatment to prevent new bed (pressure) soresor heal existing bed
SOres.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
Based on observation, interview, and record review, it was determined the facility failed to provide care and services to
prevent the development of and/or promote healing of pressure sores for two (#4 and #5) of three sampled residents reviewed
for pressure sores. The facility failed to: @) provide incontinent care and repositioning for resident #4 The facility
documented 25 residents requiring assistance with incontinent care lived in the facility. b) provide assistance with a
bedpan for resident #5 in a manner to prevent new pressure sores. The facility documented nine residents requiring
assistance with toileting lived in the facility. Findings: The facility policy and procedure for prevention of pressure
ulcers documented staff was to reposition aresident who was in achair at least every hour. The facility policy and
procedure for prevention of pressure ulcers documented staff was to place residents on a minimum of a every 2 hour check
and change program and provide personal hygiene care/bath. 1. Resident #4 was admitted to the facility on [DATE] with
[DIAGNOSES REDACTED)]. The care plan, dated 12/22/14, documented the resident had the urinary catheter removed on 12/29/14
and was incontinent of bowel and bladder and required extensive assist with incontinent care and toileting. The care plan
stated the resident was at risk for skin breakdown due to her need for extensive assistance with care. The admission
assessment, dated 12/29/14, documented the resident was not impaired for daily decision making and required assistance with
ADLSs. The assessment documented the resident had a[MEDICAL CONDITION], was on aventilator, had a urinary catheter and was
incontinent of bowel. On 03/13/15 at 6:00 am., the resident was observed in bed, awake, with atracheotomy and ventilator
in place. The resident had audible wheezes with each ventilation. The resident's mucous membranes were pink and the
ventilator alarm was sounding. The resident's call light was not on. The resident stated the staff had shut the call light
off afew minutes earlier. The resident stated her bottom was very sore from sitting in urine for 5 to 6 hours at atime.
The resident stated she did not get her shower yesterday and it was her regular shower day. The resident said she did not
know why she did not get her shower and the staff always said they were too busy. The resident stated she sat in her chair
in urine sometimes up to 5 or 6 hours because the aides all said I'll be back in a second. With tearsin her eyesthe
resident stated it goes to hours and it is very cold sitting in urine that long and no human should be treated that way.
The resident also stated she liked to be put back to bed at 5 p.m. The resident stated the staff said they were too busy to
put her to bed in the evening, one night it was 11:45 p.m. and Saturday night (03/07/15) it was after midnight before they
put her to bed. The resident stated her bottom was raw from sitting in urine. On 03/13/15 at 6:20 am., CNA #1, CNA #2 and
LPN #3 were observed providing incontinent care to the resident. An open stage |l pressure sore was noted on the resident's
left upper thigh and a stage | pressure sore was observed on the resident's right upper thigh. These sores were located
where the buttock meets the upper thigh. LPN #3 stated the wounds had not been noticed before. On 03/13/15 at 6:25 am.,
CNA #1 was asked why the resident did not get her shower the day before. The CNA stated the staff was busy answering call
lights, there was just not enough help to get it al done. On 03/13/15 at 2:10 p.m., CNA #2 was asked if she ever worked
the evening shift. CNA #2 stated she had worked all three shifts. The CNA was asked if the resident had ever been leftin
the chair after 5 p.m. The CNA stated sometimes the residents had to sit in the chair until the staff could get to them. On
03/13/15 at 3:00 p.m., LPN #2 was asked what interventions were in place to prevent the development of pressure sores for
the resident. The LPN stated there was nothing to prevent the development of pressure sores on the care plan. The LPN
stated the preventative measures should have been included on the care plan because additional sores had been found on the
resident's coccyx that morning when a more thorough skin assessment had been done. 2. Resident #5 was admitted to the
famllty on [DATE] with [DIAGNOSES REDACTED)]. The care plan, dated 02/18/15, documented the bowel and bladder status
would
be evaluated and the resident placed on an appropriate toileting schedule. The care plan did not document the resident was
at risk for pressure sores. The admission assessment, dated 03/02/15, documented the resident was not impaired for daily
decision making and required assistance with ADLS. The assessment documented the resident was continent of bowel and
bladder and not at risk for skin breakdown. On 03/13/15 at 9:25 am., the resident was observed lying in bed and stated he
was doing okay. The resident was asked if he had ever had an accident in the bed due to staff not answering the call light
timely. The resident stated two times he had a BM in the bed. The resident stated That is embarrassing, have not done that
since | was akid. The resident stated he was left on the bedpan one hour and 45 minutes before. The resident was asked if
staff gave areason it took so long to answer the call light. The resident stated the staff just said they were short
staffed. The resident was asked if he had any sores on his bottom. The resident stated the staff had said he had some
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scratches, but he could not reach back there and scratch himself. The resident stated he thought the scratches were from

the bedpan being left under him too long. On 03/13/15 at 10:25 am., LPN #1 was asked if the resident had wounds. The LPN
stated the only wound she was aware the resident had was on his stump. On 03/13/15 at 10:30 am., LPN #1 and LPN #2
assisted the resident to turn over to observe the sore place on the resident's buttock. Discoloration was noted on the

upper left leg and bottom buttock cheek (light purple, measuring approximately 5 x 10 cm). Multiple scratches with skin

break were noted in the discolored area. LPN #2 (the ADON) observed the area and stated it looked like maybe it was caused
by the bedpan. On 03/13/15 at 11:52 am., CNA #2 was asked if the resident had episodes of incontinence. The CNA stated she
had cleaned the resident of BM once. The CNA was asked if the resident had stated why the episode of incontinence happened.
The CNA stated Maybe it was because the staff didn't get to him soon enough when his call light was on. The CNA stated the
facility had been really short staffed lately and the residents were not getting the care they needed. On 03/13/15 at 3:00

p.m., LPN #2 was asked what interventions were in place to prevent the development of pressure sores for the resident. The
LPN stated there was nothing to prevent the development of pressure sores on the care plan.

Have enough nursesto carefor every resident in a way that maximizesthe resident's well

eing.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review, it was determined the facility failed to provide sufficient nursing

staff to maintain physica and mental well-being of each resident for five (#1, #2, #3, #4, and #5) of five sampled

residents. The facility failed to: &) Implement policies and procedures to prevent neglect for residents #3, #4, and #5.

Five sampled residents were reviewed for neglect. b) Promote care for residents in amanner to maintain dignity for

residents #1, #3, #4, and #5. Five sampled residents were reviewed for dignity and respect. The facility failed to respond

to resident requests for provision of assistance with toileting. Resident #3 and #4 verbalized being left unattended in a

urine soaked and feces soiled bed/chair for an extended period of time. c) Assist residents with grooming for residents #3,
#4, and #5. Five sampled residents were reviewed who needed extensive assistance with activities of daily living (ADLS)
from the facility. d) Provide care and services to prevent the development of and/or promote healing of pressure sores for
residents #4 and #5. Three sampled residents were reviewed for pressure sores. €) Maintain resident #1's tracheotomy care

in atimely manner. The facility census was 53. Findings: The facility provided a current list (as of 03/11/15) of 27

residents that were ventilator dependant. The facility provided a current list (as of 03/11/15) of four residents with

facility acquired pressure ulcers. The facility provided a current list of nine residents (as of 03/11/15) who needed

assistance with toileting. The facility provided a current list (as of 03/11/15) of 25 incontinent residents. The facility

policy and procedure for basic responsibility of call lights documented staff was to never make the resident feel like the

staff was too busy to give assistance. The staffing policy provided by the facility documented the following: Census 46-52
day shift=7 staff, Census 53-59 day shift=8 staff, Census 60-66 day shift=9 staff, Census 46-55 afternoon shift =5 staff,
Census 56-65 afternoon shift=6 staff, Census 1-42 evening shift=2 staff, Census 43-59 evening shift=3 staff, and Census
60-76 evening shift=4 staff. 1. Resident #3 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED)]. A hospital
discharge summary, dated 02/13/15, documented the resident had recurrent urinary tract infections (UTls) due to
pseudomonas, the urinary catheter was removed, and the resident was thought to have prostatis due to the recurrent UTI
issue. The discharge summary documented however with all this he has been continent of urine. The certified nurse aide
(CNA) care plan, dated 02/13/15, documented the resident was continent of bowel and bladder and used the urinal and bedpan.
The admission assessment, dated 02/20/15, documented the resident was not impaired for daily decision making and required
assistance with activities of daily living (ADLS). The assessment documented the resident was always continent of bowel and
bladder. A nurse note, dated 02/26/15, documented the resident refused to allow one of the ventilator alarms to be turned

on during day hours due the alarm getting on the resident's nerves. On 03/11/15 at 10:38 am., the respiratory therapist

was interviewed regarding the new ventilators. The therapist stated the facility had changed over to the new ventilators

about two weeks ago. The therapist stated the new ventilators were alittle more sensitive and they alarmed more,

especialy when aresident talked or coughed. On 03/11/15 at 10:50 am., the resident was observed in bed with a
tracheotomy in place and a ventilator in use. The resident was able to speak and hold conversation. The resident stated

since the facility had changed to the new ventilators about two weeks ago the ventilator alarms went off constantly. The
resident stated the CNAs were not able to answer call lights to help with with the urinal or bedpan because the ventilator
alarms kept all the call lights going off all the time. The resident stated it was not uncommon to wait at least 30 minutes

for someone to answer his call light. On 03/11/15 at 11:00 am., CNA #4 was interviewed regarding answering the call light
for ventilator residents. The CNA stated the alarms on the new ventilators went off more, they were more sensitive. The CNA
stated when the ventilator alarm went off the staff had to go see what the machine said and report to the nurse. On

03/11/15 at 11:10 am. CNA #1 was interviewed regarding answering call lights. The CNA stated the new ventilators alarmed
constantly. The CNA stated some of the ventilator alarms were hooked into the call light system and made the call lights go
off automatically. The CNA stated it was hard for the staff to get their work done because of the ventilator alarms/call

lights. The CNA stated there was not enough staff to provide care to the residents. On 03/11/15 at 11:15 am., licensed
practical nurse (LPN) #1 was asked if it took the staff longer to do routine bed checks for incontinent care and toileting

of residents with the high volume of ventilator alarms/call lights going off in the past two weeks. The LPN stated

sometimes incontinent care was late. On 03/11/15 at 3:50 p.m., CNA #3 was asked if incontinent care for the residents had
been done less frequently in the last two weeks. The CNA stated it was alot harder with the new ventilators alarming all

the time and sometimes the residents had to wait for care. On 03/11/15 at 3:45 p.m., the resident was asked if the length

of timeit took for his call light to be answered had ever caused him to urinate or have a bowel movement (BM) on himself

in the bed. The resident stated the facility never had enough staff and the problem had worsened when they got new
ventilators two weeks ago. The resident stated on two different occasions it had taken the staff so long to answer his call

light he had to urinate on himself and finally have aBM on himself and lay therein urine and feces until the call light

was answered. The resident stated the first time it took staff two hours and the second time it took staff six hours to

answer his call light. The resident stated it made him feel like the lowest form of human dignity on earth to have to

urinate and have a bowel movement on himself and then lie in urine and feces for six hours. The resident stated he did not
treat his dogs that way. The resident stated when the next shift came on duty they came in and asked him why his call light
was on. The resident stated he told the staff he had turned the call light on six hours earlier because he needed to

urinate. The resident told the staff he had urinated in his bed and finally had a bowel movement on himself and laid there
crying for six hours. The resident stated he had cried himself to sleep. On 03/11/15 during a 13 minute time span from 3:40
p.m. until 3:53 p.m., 11 different call lights were observed to be on. The nurse aides were observed going from room to

room at afast pace. During this time ventilator alarms were never silent. On 03/11/15 at 4:00 p.m., the director of nurses
(DON) was asked to stand in the hall and observe the staff answering call lights. The DON was informed an observation had
been made minutes earlier of 11 call lights going off during a 13 minute time frame. The DON was told a resident had
complained it took 2 hours on one occasion and 6 hours on another occasion for the call light to be answered. The DON
stated, The facility needed more staff. On 03/11/15 at 4:30 p.m., the administrator (ADM) was asked to stand in the hall

and observe the staff answering call lights. The ADM was informed an observation had been made minutes earlier of 11 call
lights going off during a 13 minute time frame. The ADM was asked if the facility had added any more staff to accommodate
the change to the new, more sensitive alarming ventilators. The ADM stated according to the acuity and census of the

facility thereis staff sufficient to meet the resident's needs. The ADM stated the facility was uniquein that it had not

only ventilator residents but [MEDICAL TREATMENT] was performed in the facility aswell. On 03/12/15 at 3:00 p.m., CNA #5
was interviewed. The CNA stated the call lights and ventilator alarms went off constantly with the new ventilators. The CNA
stated the ventilator alarms were hooked into the call lights and when the alarm went off the staff had to go in and seeif

the resident was okay. The CNA stated this |eft call lights on for 30 more minutes due to staff having to go check the next
alarm and light before care could be completed. The CNA stated part of the job duties for CNAs included getting 300 pound
to 500 pound residents out of bed, and getting the [MEDICAL TREATMENT] residents up and taking them to and from the
[MEDICAL TREATMENT] room on time. The CNA stated there was just not enough staff to provide care for al the residents. On
03/12/15 at 3:30 p.m., LPN #2 stated she thought the facility needed more help to provide care for the residents. The LPN
stated the facility had a busy pace and there were alarge number of staff who called in or just did not show up for work.
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On 03/12/15 at 4:30 p.m., the resident's family member was visiting. The family member stated he camein to visit the

resident recently and found him crying and blaming himself due to an incident that had occurred when the resident was lying

in urine and feces due to his call light not being answered for six hours. On 03/13/13 at 6:25 am., CNA #2 was asked the

time frame for answering residents call lights. The CNA stated the new ventilators alarmed constantly and they did not

have enough help. The CNA stated it took longer to do bed checks for incontinent residents and answer call lights for the
residents who were able to use a bedpan. The CNA stated the residents were wet longer and it was impossible for staff to

get everything done. The CNA was asked if some of the residents were incontinent more due to the longer response time for

call lights. The CNA stated some residents who were previously able to use the bedpan or urinal were incontinent. On

03/13/15 at 10:00 a.m., CNA #5 was asked if the resident had ever been incontinent of urine or BM. The CNA stated one time
when the resident's call light was answered the resident was upset and said he had cried himself to sleep waiting on his

call light to be answered for 6 hours. The CNA stated the resident was wet with urine from both armpits to his knees and

his whole back was covered with BM. The CNA stated she and another staff member took the resident to the shower and cleaned
him up. 2. Resident #4 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The care plan, dated 12/22/14,
documented the resident had the urinary catheter removed on 12/29/14 and was incontinent of bowel and bladder and required
extensive assist with incontinent care and toileting. The care plan stated the resident was at risk for skin breakdown due

to her need for extensive assistance with care. The admission assessment, dated 12/29/14, documented the resident was not
impaired for daily decision making and required assistance with ADLs. The assessment documented the resident had a[MEDICAL
CONDITION], was on a ventilator, had a urinary catheter and was incontinent of bowel. On 03/13/15 at 6:00 am., the

resident was observed in bed, awake, with a tracheotomy and ventilator in place. The resident had audible wheezes with each
ventilation. The resident's mucous membranes were pink and the ventilator alarm was sounding. The resident's call light was

not on. The resident stated the staff had shut the call light off afew minutes earlier. The resident stated her bottom was

very sore from sitting in urine for 5 to 6 hours at atime. The resident stated she did not get her shower the day before

and it was her regular shower day. The resident said she did not know why she did not get her shower and the staff always

said they were too busy. The resident stated she sat in her chair in urine sometimes up to 5 or 6 hours because the aides

all said, I'll be back in asecond. With tearsin her eyes, the resident stated it goes to hours and it is very cold

sitting in urine that long and no human should be treated that way. The resident also stated she liked to be put back to

bed at 5 p.m. The resident stated the staff said they were too busy to put her to bed in the evening, one night it was

11:45 p.m. and Saturday night (03/07/15) it was after midnight before they put her to bed. The resident stated her bottom

was raw from sitting in urine. On 03/13/15 at 6:20 am., CNA #1, CNA#2 and LPN #3 were observed providing incontinent care
to the resident. An open stage || pressure sore was noted on the resident's left upper thigh and a stage | pressure sore on
resident's right upper thigh. These sores were located where the buttock meets the upper thigh. LPN#3 stated she had not

noticed the wounds before, On 03/13/15 at 6:25 am., CNA #1 was asked why the resident did not get her shower the day

before. The CNA stated the staff was busy answering call lights, there was just not enough help to get it al done. On

03/13/15 at 2:10 p.m. CNA #2 was asked if she ever worked the evening shift. CNA #2 stated she had worked al three shifts.
The CNA was asked if the resident had ever been left in the chair after 5 p.m. The CNA stated sometimes the residents had

to sitin the chair until the staff could get to them. On 03/13/15 at 3:00 p.m., LPN #2 stated she had assessed the

resident's skin and there were more sores on her coccyx. The LPN was asked what interventions were in place to prevent
development of pressure sores. The LPN stated there was nothing on the care plan to prevent sores. 3. Resident #5 was

admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The care plan, dated 02/18/15, documented the bowel and
bladder status would be evaluated and the resident placed on an appropriate toileting schedule. The admission assessment,

dated 03/02/15, documented the resident was not impaired for daily decision making and required assistance with ADLS. The
assessment documented the resident was continent of bowel and bladder and not at risk for skin breakdown. On 03/13/15 at

9:25 am., the resident was observed lying in bed and stated he was doing okay. The resident was asked if he had ever had

an accident due to staff not answering the call light timely. The resident stated two times he had aBM in the bed. The

resident stated, That is embarrassing, have not done that since | was akid. The resident stated he was left on the bedpan

one hour and 45 minutes before. The resident was asked if staff gave areason it took so long to answer the call light. The
resident stated the staff just said they were short staffed. The resident was asked if he had any sores on his bottom. The

resident stated the staff had said he had some scratches, but he could not reach back there and scratch himself. The

resident stated he thought the scratches were from the bedpan being left under him too long. On 03/13/15 at 10:25 am., LPN

#1 was asked if the resident had wounds. The LPN stated the only wound she was aware the resident had was on his stump. On
03/13/15 at 10:30 am., LPN #1 and LPN #2 assisted the resident to turn over to observe the sore place on the resident's

buttock. Discoloration was noted on the upper left leg and bottom buttock cheek (light purple, measuring approximately 5 x

10 cm). Multiple scratches with skin break were noted in the discolored area. LPN #2 observed the area and stated it |ooked

like maybe it was caused by the bedpan. On 03/13/15 at 11:52 am., CNA #2 was asked if the resident had episodes of
incontinence. The CNA stated she had cleaned the resident of BM once. The CNA was asked if the resident had stated why the
episode of incontinence happened. The CNA stated, Maybe it was because the staff didn't get to him soon enough when his

call light was on. The CNA stated the facility had been really short staffed lately and the residents were not getting the

care they needed. 4. Resident #1 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. The care plan, dated
01/21/15, wasidentified as a certified nurse aide care plan. The care plan included aonelinelist of instructions. The

care plan did not include problems, approaches, or goals. The admission assessment, dated 01/23/15, documented the resident
was not impaired for daily decision making and required assistance with activities of daily living (ADLs). On 03/11/15 at

11:00 am., the resident was observed in bed with a[MEDICAL CONDITION] and ventilator in use. The resident stated the care
at the facility was not good. The resident stated she had to wait 45 minutes for someone to clean her up when she was
incontinent. 5. Resident #2 was admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. No admission assessment had
been documented. A certified nurse aide care plan, dated 02/19/15, did not include any documentation pertaining to the
resident's ventilator or oxygen. On 03/11/15 at 11:00 a.m., the resident was observed in bed with a tracheotomy, ventilator

and urinary catheter in place. The resident's call light was on. The resident's family member was standing at the door of

the room looking down the hall. The resident's family member stated the resident's tracheotomy was dirty and she wanted it
changed. The resident's family member stated she visited every day and it always took awhile to get a nurse, sometimes 45
minutes. On 03/13/15 the facility provided a monthly census. The census for the month of March 2015 varied between 54 and
53. LPN #2 stated she was the staff member responsible for staffing the facility. LPN #2 provided the actual daily schedule
sheets for March 2015. The LPN stated she checked the daily schedule sheets against the actual time cards to make sure the
number of staff recorded was accurate. According to the monthly shift census for 03/08/15, the census was 54. The daily
schedule sheets for 03/08/15 documented the total number of direct care staff present for the day shift was seven. This

staffing level was below the facility policy. On 03/11/15 at 10:30 am. when surveyors entered the building, the number of

direct care staff on duty was 12. The direct care staff on duty for the 2 p.m. to 10 p.m. was documented as nine. During
the 2 p.m. to 10 p.m. time frame, observations were made and documented of the rapid pace the staff was working to answer
the residents’ call lights that had been triggered by the ventilator dlarms.
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