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W 000 | INITIAL COMMENTS W 000 '
A complaint survey was completed on 5/16/19 for
complaint intake #NC00151467. The complaint
was unsubstantiated. A deficiency was cited. —
W 252 | PROGRAM DOCUMENTATION W 252
CFR(s): 483.440(e)(1) W252 Program
Documentation
Data relative to accomplishment of the criteria
specified in client individual program plan Staff have been re-inserviced
objectives must be documented in measurable on conducting dry rounds on

terms. . .
a routine basis (every two

hours or/as needed) and the

‘ ' ' importance of documenting
This STANDARD is not met as evidenced by: th It d

Based on record review and interviews, the e results (wet/dry/BM).
facility failed to ensure documentation relative to Shift Leads, Program
performing personal care for clients in the facility Supervisor and the Executive
was documented as indicated. This affected all Director will continue to

ten clients in the facility. The finding is: .
. monitor documentation —_

Direct care staff failed to complete documentation daily. 5/27/19
in shift logs to confirm that personal care had
been completed to clients in the facility as
required by facility policy.

During interviews on 5/16/19 with staff A, he
stated several of the ten clients in the facility
depend on direct care staff {o perform all of their X - ,
daily living needs which includes changing their quR Meniai Health
incontinent briefs. Staff A further stated clients are
checked every 2 hours for wetness or toileting MAY 2 3 2019
accidents to see if their incontinent briefs need to
be changed by staff. Additional interviews Li
confirmed staff change clients at any time that Ic. & Cert, SGCﬁOﬂ
they detect clients may need to be changed. Staff
A stated direct care staff document this in a shift
log every 2 hours and that staff indicate if clients

LAB ORY DIRECTOR'S O, %UPPUER REPRESENTATIVE'S SIGNATURE Z‘/ @LE.' (X8) DATE
Jda_ (/{ 7 0 oo A toclrg \jf/;?o///?

Any deficiency statement ending \@h an asterisk (*) denotes a deficiency which the institution/n;—ay be excused from correcting providing it is determined that /
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available fo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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W 252 | Continued From page 1 W 252

are wet or soiled and sign their initials. Staff A
stated this documentation is kept in a log in the
dayroom.

Interview on 5/16/19 with staff B confirmed clients
are checked for wetness or to see if their
incontinent brief needs to be changed every two
hours. Staff B indicated this documentation is
kept in the facility shift logs in the dayroom.

Interview on 5/16/19 with the facility nurse
confirmed staff check clients every 2 hours for
wetness and to see if their incontinent brief needs
to be changed. The Nurse stated the
documentation is kept in a shift log that is kept in
the dayroom area. Additional interview confirmed
there had not been any skin integrity issues for
any of the clients in the facility related to their
incontinence of bowel and bladder.

a) Review of the shift log for 1st shift for client #5
for 5/14/19 of wetness/dryness checks revealed
the following:

For client #5 mid -afternoon check was blank

b) Review of the shift log for second shift for
5/15/19 of wetness/dryness checks revealed the
following:

For client #1. Missing data from 8pm-9pm checks
For client #4. missing data for 6pm-7pm checks
For client #5: Missing data for 8pm-9pm

c) Review of the shift log dated 5/1/19-5/15/19 of
wetness/dryness checks revealed the following:
For all clients the time period from 10pm-11pm
was blank for these dates.
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Interview on 5/16/19 with the Executive Director
revealed facility policy requires that direct care
staff complete these toileting logs on each shift
so that documentation can be kept that clients
who require assistance with personal care are
checked every 2 hours and their incontinent briefs
are changed as needed. Additional interview
confirmed direct care staff are to complete this
documentation before the end of each shift and
that the shift leader should monitor this
documentation. Further interview revealed
management staff have monitored these
incontinence checks and staff are completing
these as required but may be forgetting to
complete the documentation. .
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