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§483.21(b)(3) Comprehensive Care Plans

The services provided or arranged by the facility,
as outlined by the comprehensive care plan,
must-

(i) Meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interview the facility failed to follow physician
orders for barrier cream for 1 of 3 residents
(Resident #1) reviewed for urinary tract infection.

The findings included:

Resident #1 was admitted to the facility on
04/19/2019 with diagnoses to include dementia,
Parkinson's Disease, history of stroke, and
diabetes.

A physician order dated 11/09/2020 read "apply
barrier cream after each incontinent episode."

Resident #1's quarterly Minimum Data Set (MDS)
assessment dated 04/21/2021 revealed severe
cognitive impairment, and the need for extensive

to total staff assistance for activities of daily living.

On 5/4/2021 at 10:47 AM, a continuous
observation was conducted with Nurse Assistant
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A complaint investigation survey was conducted
from 05/04/21 through 05/05/21. Event ID#
VRL911.
0 of the 4 complaint allegations were not
substantiated.
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Resident #1 had no adverse effects
related to the barrier cream not being
applied after the observation of
incontinent care on 5/4/21.

The DON discussed Resident #1 barrier
cream order with the attending medical
doctor and clarification for the order was
obtained on 5/4/21.

The nursing assistant #1 and #2 received
education by the DON on 5/4/21 regarding
where barrier cream ointment was stored
and that barrier cream should have been
applied for this resident after incontinent
care.

All residents that have orders to use
barrier cream after each incontinent
episode could be affected.

The DON reviewed all residents orders for
barrier cream orders to ensure the data
entry for the order was corrected to read
as a when necessary order.
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(NA) #1 and NA #2 administering a bath and
incontinent care to Resident #1. After completing
care, barrier cream was not observed to be
applied to Resident #1.

Immediately following the observations an
interview was conducted with NA #1 at 11:06 AM.
The NA stated she had applied barrier ointment
after the previous incontinent care at 08:15 AM
and had used the last of it. The NA stated she
was new to the facility and did not know where
additional barrier ointment was kept, and she had
not informed anyone she had run out of barrier
ointment.

On 05/04/2021 at 1:35 PM, an interview was
conducted with the Director of Nursing (DON).
The DON stated the barrier cream the NAs could
use was over-the-counter barrier ointment, and
an order should not have been written for that.
The DON stated it was the expectation that staff
were to use over-the-counter barrier ointment for
residents who were incontinent. The DON stated
she would have expected the NA to ask the nurse
or another staff where additional over-the-counter
barrier ointment was kept.

The DON and designee will ensure
agency, current and oncoming nursing
staff receives education regarding location
of barrier cream supply and that use of
barrier cream as needed after incontinent
episodes is part of the facilities protocol
for skin care. This education will be
completed by May 24, 2021.

The DON or designee will observe five
residents receive incontinent care weekly
for four weeks, and then five residents
monthly for two months to ensure staff
knows where to obtain the barrier cream
and that they utilize it after incontinent
care if indicated.

The DON is responsible for implementing
the Plan of correct by May 24, 2021.
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