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Section 300.610 Resident Care Policies |

a) The facility shall have written policies and |
procedures governing ail services provided by the |
facility. The written policies and procedures shall | i
be formulated by a Resident Care Policy

Committee consisting of at least the

administrator, the advisory physician or the |
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating |
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1010 Medical Care Policies '

h)  The facility shal notify the resident's | Attachment A
physician of any accident, injury, or significant , . Vi’ baiher o
change in a resident's condition that threatens the | CRIPT S
health, safety or welfare of a resident, including, Statement Of Llcensm

but not limited to, the presence of incipient or

manifest decubitus ulcers or a weight loss or gain |
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of five percent or more within a period of 30 days.
The facility shall obtain and record the physician's
plan of care for the care or treatment of such
accident, injury or change in condition at the time
of notification. (B)

Section 300.1210 General Requirements for
Nursing and Personai Care

b} The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological |
well-being of the resident, in accordance with

each resident's comprehensive resident care ‘
plan. Adequate and properly supervised nursing

care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general

nursing care shall include, at a minimum, the

following and shall be practiced on a 24-hour, |
seven-day-a-week basis:

3) Objective observations of changes in a |
resident's condition, including mental and ‘
emotional changes, as a means for analyzing and

determining care required and the need for |
further medical evaluation and treatment shall be I
made by nursing staff and recorded in the '
resident's medical record.

Section 300.3240 Abuse and Neglect |
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|
a) An owner, licensee, administrator, |
|

employee or agent of a facility shall not abuse or
neglect a resident. (A, B) (Section 2-107 of the
Act)

These Requirements are not met as evidenced
by:

Based on interviews and record reviews that
facility failed to accurately identify, assess,
evaluate, provide timely care and monitor for
signs and symptoms of infection for 1 out of 3 |
residents (R2) resulting in R2 calling |
911(ambulance) for himself and being transferred '
to hospital where R2 succumb to iliness.

Findings include:

1. R2's Electronic Medical Record (EMR) |
documents in part, R2 was admitted to the facility

on 7/20/18 with diagnosis in part, |
HYPERTENSIVE CHRONIC KIDNEY DISEASE,

SPINAL STENOSIS, CERVICAL REGION,

SEPSIS, UNSPECIFIED ORGANISM, ANEMIA,
UNSPECIFIED, TYPE 2 DIABETES MELLITUS

WITH DIABETIC POLYNEUROPATHY, |
OBESITY, UNSPECIFIED, PERIPHERAL '
VASCULAR DISEASE, LOW BACK PAIN,

OTHER REACTIVE ARTHROPATHIES,

DORSALGIA and GERD.

R2's Minimum Data Set {MDS), dated 9/25/2018, |
documents Brief interview for Mental Status
(BIMS) score of 15, cognitively intact.

On 10/11/2018 at 11:50 AM, V7, Licensed
llinois Department of Public Health
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Practical Nurse (LPN), stated that R2 had right
leg surgery and he wore a leg brace and when

she removed leg brace R2 had a scarred heeled |
incision, edema in both legs. V7 also stated that I
R2 would complain of pain in his legs and back
and had scheduled pain medication.

On 10/11/2018 at 12:10 pm, V6, LPN, stated that

R2 didn't have any open wounds and R2 would |
complain of pain and had swelling in both legs. '
V6 stated that at one time R2's knee had been a

"holy terror” and was getting bandage changes.

V6 slated that she heard that R2 was running a |
fever and was concerned about it and he had

called 911. V6 stated that on 9/30/2018, V25,

LPN, called her and she (V6) stated if he (R2) is |
his own POA (Power of Attorrey) then he can go

out to the hospital. .

On 10/12/2018 at 09:00 AM, V28, Lifestar (EMT),
stated that on 9/30/2018 was dispatched to facility ‘
on a 911 call. V28 stated that R2 was in bed with

a gown on. V28 stated that V25 (LPN) stated to |
him, "You can't take (R2) without a doctor's '
order.” V28 (EMT) stated he told her, "Yes we |
are." V28 (EMT) stated that (R2) in the hospital '
ER (Emergency Room ) stated that he had been

trying to go to hospital for a week. |

The EMT patient care report, dated 09/30/2018, !
documents in part, Skin Temp=Hot, Respiratory
32, Pulse 120 and temp 102.2 sepsis is

considered. |

V29's ED (Emergency Department) Physician

Notes, dated 9/30/2018 at 11:30, documents in |
part R2's 02 (oxygen) Saturation resting is 56% -
{Normal range 95 to 100). Per ED nurse, (R2) |
called 911 himself because his nurse at NH .
(nursing home) would not call for him after asking

llinois Department of Public Health
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for 1 week. When EMS arrived, the nurse told

them they were not aflowed to take him. EMS

stated patient was A&Ox 3 (alert and oriented)

and they would bring him to the ED. ; |

R2's History & Physical from hospital, dated I
9/30/2018, documents in part, (R2) stated his

shortness of breath and fever started 3-4 days |

ago. On admission, (R2) has elevated WBC '

count 12.3 and is requiring 10 L of oxygen. (R2) |

stated that his right knee is larger in size than his | .
left knee and has been hurting since the past I
month. {R2) stated he had a fever of around 103 |

degree at home. Chest x-ray shows bilateral |
interstitial and airspace opacities likely I
representing infiltrate. Admitted for severe sepsis | |
due to infection, possible PNA vs. acute or ,
chronic R knee infection, worsening respiratory ,
status in IMC. |

R2's facility 9/2018 Treatment Administration
Record documents in part; Cleanse right knee
and lower leg incisions with wound cleanser, |
cover knee with xeroform and wrap in kerlix and .
secure ace wrap applied loosely from the base of I
toes to thigh, knee immabilizer to be worn at all
times, every night shift. The following dates I
9/3-9/13 resident refused treatment, 9/16-9/20 |
resident refused or was not at facifity, 9/22/18 is

blank, 9/23/-9/25 resident refused, 9/27-9/28 |
resident refused and 9/29/18 is blank.

R2's care plan dated 9/26/2018 documents in

part; Focus (R2) has surgical incision to right |
knee. '
Interventions monitor site for s/s of infection. |

On 10/25/2018 at 12:20 PM, V26, Certified ,
Nurses Aide (CNA), stated that R2 was alert and | I
oriented and made his needs known. V26 stated ,
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that R2 was well liked and spent a lot of time in
his room.

On 10/25/2018 at 12:25 PM, V7, LPN,
stated,"Temperature, redness, warmth are all
signs of infection."

On 10/25/2018 at 1:38 PM, V25, LPN, stated that | |
R2 was laying in bed and stated to her on
9/30/2018 that he was really really cold with chills. |
V25 stated that she would turn up the heat for R2 | |
if he wanted.

V25 stated she took (R2's) vitals and temp and | |
assessed R2 then charted a change of condition, |
V25 also stated the only thing stated to EMT's

was that to let her get paperwork ready before | |
they left. V25 also stated, elevated temperture, _

warmth, not feeling well and chills are signs and | I
symptoms of infection. - '

R2's assessment documented on interact transfer|
form V4.1 Discharge to hospital V25's vitals for

R2 are the following; Blood pressure 130/78, |
pulse 82, respirations 18, temperature 97.6

axillary, 02 Saturation 97% on room air and Bload | |
glucose 243, |

On 10/25/2018 at 2:15 PM, V2, Director of

Nursing (DON), stated you can't go by the |
assessment charted in transfer form V4.1 |
because it's not accurate, due to if the nurse ’
doesn't clear the last vital the system will pull the | ,
latest vital and that's what will be displayed. |

Health Status Note dated 9/30/2018 at 10:18 AM

Note Text: Resident c/o not feeling well this am

and having cold chills. Aide took temperature and | |

it read at 101.3. Writer administered 500 mg -

acetaminophen and contacted NP (Nurse |

Practitioner) for further orders regarding this
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concern. Resident is currently on Doxycycline 100 !
mg BID prophylactic for infection prevention.

R2's Orders - Administration Note dated
9/30/2018

Note Text: Acetaminophen Tablet 325 MG

Give 2 tablet by mouth every 6 hours as needed
for Elevated Temperature;Pain - Mild

elevated temp of 101.3 and mild pain

R2's Medication Administration Record, dated
9/4/2018-9/30/2018, documents no
acetaminophen order.

On 10/25/2018, V2 stated, " will find the
acetaminophen order.” V2 returned with Facility's | |
Medication Review report that documents |
acetaminophen 325mg-give 2 tablets q 6 hour prn |
(as needed) start date 7/20/2018. V2 unable to
provide a MAR with acetaminophen order.

Nurses Note 9/30/2018 at 10:58 AM '

Narrative: Writer called out to Dr. Resident is I
adamant about getting sent out to the ER. |
Awaiting a return call from Dr.

Nurses Note 9/30/2018 at 11:03 AM |
Narrative: Resident has called paramedics ‘
himself from his personal celi phone. Paramedics |

arrived at 11:03. Writer advised paramedics that

currently no orders are in place for resident to be | |
sent out. Writer spoke with house supervisor. | |
Resident is his own POA and can be sent outto | |
ER per his own wishes,

On 10/25/2018 at 3:00 PM, V10, PN, stated, "It
would have to be serious for (R2) to want to go to |
hospital." V10 stated that R2 was alert and
oriented, he worked with Insurance claims. I

llinois Department of Public Health
STATE FORM 6899 VK941 If continuation sheet 7 of 19




PRINTED: 12/04/2018

_ FORM APPROVED
lllinois Department of Public Health
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
©
IL6002489 B. WING 10/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
555 WEST CARPENTER
APERION CARE CAPITOL
SPRINGFIELD, IL 62702
{x4) 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
59999 Continued From page 7 59999 |

On 10/16/2018 at 3:19 pm, V31, County Coroner,
stated, "What's going on with this facility?" "Have |
you read the medical records?" "l called and
spoke to the hospital doctor and he stated that if |
(R2) had come into the hospital a week earlier he |
may have not perished."

Facility's Change in Condition policy and
procedure dated 11-17-17 documents in part;
The facility will inform the resident; consult with
the resident's physician; and if known notify
resident’s legal representatve or an interested
family member when there is:

B. A significant change in the resident's physical, ;
mental, or psychosocial status. |

Facilty's Abuse Prevention and Reporting policy | |
and procedure dated 11-28-16 documents in part; | |
The resident has the right to be free from abuse, |

neglect, misappropriatiion of resident property

Supervisors will monitor the ability of the staff to

meet the needs of residents, including that

assigned staff have knowledge of individual |
resident care needs.

(B) |

i

300.610a)

300.696a)

300.696c)1) |
300.1210b)

300.1210d)2)3) ‘
300.3240a)

Section 300.610 Resident Care Policies ' |

llinois Department of Public Health
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a) The facility shall have written policies and

procedures governing all services provided by the .
facility. The written policies and procedures shall |
be formulated by a Resident Care Policy |
Committee consisting of at leasi the

administrator, the advisory physician or the |
medical advisory committee, and representatives i
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually i
by this committee, documented by written, signed |
and dated minutes of the meeting.

Section 300.696 Infection Control

a) Policies and procedures for investigating, |
controlling, and preventing infeclions in the facility i
shall be established and followed. The policies

and procedures shall be consistent with and

include the requirements of the Control of

Communicable Diseases Code (77 Ill. Adm. Code |
690) and Control of Sexually Transmissible

Diseases Code (77 ll. Adm. Code 693). -
Activities shall be monitored to ensure that these !
policies and procedures are followed.

c) Each facility shall adhere to the following |
guidelines of the Center for Infectious Diseases, .
Centers for Disease Control and Prevention, '
United States Public Health Service, Department

of Health and Human Services (see Section

300.340):

linois Department of Public Health
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1) Guideline far Prevention of

Catheter-Associated Urinary Tract Infections |

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident. ‘

d) Pursuant to subsection (a), general

nursing care shall include, at a minimum, the

following and shall be practiced on a 24-hour,
seven-day-a-week basis: |

2) All treatments and procedures shall be |
administered as ordered by the physician.

3) Objective observations of changes in a |
resident's condition, including mental and
emotional changes, as a means for analyzing and '
determining care required and the need for !
further medical evaluation and treatment shall be

made by nursing staff and recorded in the

resident's medical record. |

Section 300.3240 Abuse and Neglect
linois Department of Public Health
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a) An owner, licensee, administrator,

employee or agent of a facility shall not abuse or I
neglect a resident. (A, B} {Section 2-107 of the
Act)

These Requirements are not met as evidenced
by:

Based on interview, observation and record
review, the facility failed to provide timely |
incontinent care, assess/monitor for a urinary

tract infection (UTIs), and failed to follow

physician orders to discontinue a catheter for 1 of

3 residents (R7) reviewed for catheter use in a |
sample of 11. This failure resulted in discomfort

from the catheter voiced by R7 and repeated

UTl's,

Findings include:

1. The Admission Record documents R7 to be a -
74 year old male admitted to the facility on 7/8/18 |
with diagnoses of Urinary tract infection, Chronic
Obstructive Pulmonary Disease (COPD), and ,
Diabetes Mellitis (DM) in part. |

The Minimum Data Set (MDS), dated 7/16/18 and |
9/14/18, identify R7 to require extensive assist of

one staff for hygiene and total assist of two staff

for bathing. The MDS documents R7 to have |
moderate cogntivie impairment with a Brief

Interview of Mental Status score of 12.

Progress Notes reviewed from 8/5/18 to 8/10/18

Iiinois Depariment of Public Health
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document no significant changes for R7. There
are no entries between 8/5/18 - 8/8/18 and
between 8/8/18 - 8/11/18.

Progress notes dated 8/11/18 at 6:54am entered |
by V22, Licensed Practical Nurse (LPN), -
documents only that R7 was showered off
schedule. At 9:44am, V22 documented in the | |
progress notes "weekly skin observations.”

The next entry into the progress notes was on ;
8/13/18 at 11:22am when V22 documented in the |
progress notes that "unable to assess bm (bowel
movement) res (resident) in hosp (hospital) since | |
8/11 (8/11118.)"

There is no indication as to why or what occurred |
that sent R7 to the hospital recorded in the
progress notes.

An elnteract Transfer Form, dated 7/8/18 entered | |
by V21, LPN, documents "SBAR (Situation,

Background, Assessment, Recommendations) |
Acute Change in Condition Note Included” with
vitals recorded as "blood pressure 215/120, Pulse |
75, Respirations 20, Temperature 97.5, 02 Sat |
(oxygen saturation) 97 room air.” The form does

not include an assessment of R7's status or |
current condition prior to his discharge via

ambulance to the hospital. The form documents |
V24, Nurse Practitioner, was notified along with

R7's POA (Power of Atiorney), but not the

attending physician. | |

A"Nursing Home to Hospital Transfer Form" |
dated 8/11/18 documents the same vitals as the '
elnteract Transfer Form, but documents the |
reason for Transfer as "Altered Mental Status.”

On 10/26/18 at 3pm, V21, LPN stated she
llinois Department of Public Health
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“probably should have done a progress note on

8/11/18, but did complete an elnteract form which

is a standard form. V21 stated she knew R7 was

making inappropriate sexual advances while he

said he was allowed to so she knew something -
was up with him. V21 stated she mentioned his |
behavior to the daughter who said that was out of |
character for him, he probably has a UTI (urinary

tract infection). V21 stated the daughter insisted ‘
he may be having focal seizures and sent him

due to her request. V21 siated she did not do an

assessment of him at the time, but just sent him |

out. |

Emergency Department (ED) notes, dated |
8/11/18 under “Physical Exam," documents "He is | ‘
well-developed, well-nourished, and in no

distress.” "Staring into space, but eventually

does respond to you. Did not look at me when |

asked him questions. Just stared ahead and his |
lower lip and tongue was twitching. Then all of a

sudden he would say soemthing that was related | |
to the topic.” Under History of present illness, it

documents "(R7) is a 73 year old male with past

medical history significant for COPD, hx (history) i
of CVA (Cerebral Vascular Accident), DM, HTN |
{Hypertension,) Lewy Body Dementia, and |
seizure disorder who since yesterday was not

himself, more disoriented than usual and unable

to speak. He was at his baseline early in the week | |
which includes holding a full conversation, playing |

chess and eating well. However, he then started |
to act inappropriately by groping staff members |
and NH (nursing home) residents. Today they
noticed he was starring into space and had
strange tongue movements that they had never
noticed before. He has hx of UTI's {last CX had
ESBL (Extended spectrum beta-lactamases)
proteus) which have made him confused in the
past. Additionally, he has also had subclinical that
linois Department of Public Health
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would improve his mental status by receiving
Ativan." The ED (Emergency Department) note
documents "UTI in past had ESBL proteus, again
now, had hematuria. The note documents under
clinical Impression: urinary tract infection
(primary), Altered mental status, Lewy body
dementia, and Seizure disorder.” The note
document "Pt (patient) with confusion and
significant UTI. Due to Delirium pt admitted to
hospital for |V (intraveneous) antibiotics and
continued monitoring. No signs of severe
sepsisfshock.”

Discharge Instructions, dated 8/17/18, include
“remove (catheter) and voiding trials, periodic |
checks PVRs (Post Void Residual Urine tests.)

Re-Admission Qbservations, dated 8/23/18 (6
days after readmission), entered by V6, LPN,
documents R7 as "always continent”, with a
indwelling urianry catheter, V6 documents !
"urinary retention that causes persistent overflow"

as the reason for the catheter.

R7's care plan, dated 7/9/18 with a target dated of
12/13/18, failed to include any focused areas for
urinary incontinence prior to R7's hospitalization
and/or R7's repeated history of urinary tract
infections including his most recent
hospitalization. Nor does it reflect the discharge
orders to do voiding trials and/or post void
residual urine {ests. |

Progress Notes, dated 8/17/18 19:36 (7:36pm), |
documents "incontinent of bladder. Resident has

a catheter. Indwelling/catheter in place. Catheter
patent/draining. Catheter care provided. Urine

characteristics: amber. Resident uses bedpan. |
Resident uses toilet/commode. Resident uses

pads/briefs, check and change."

llinois Department of Public Health
STATE FORM L VK9411 If conlinuation sheet 14 of 19



PRINTED: 12/04/2018

i FORM APPROVED
llinois Department of Public Health
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: , COMPLETED
A. BUILDING:
C
I.6002489 B. WING 10/30/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZiP CODE
555 WEST CARPENTER
APERION CARE CAPITOL
SPRINGFIELD, Il. 62702
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
59999 Continued From page 14 $0099 |

Progress Notes documented following R7's
readmission from the hospital fail to include any
assessment toward removing the catheter as
ordered on the discharge record dated 8/17/18.

A 8/28/2018 15:40 (3:40pm) PHYSICIAN
PROGRESS NOTE entered by V23,
Physician/Medical Director, documents "Patient
complains of having a catheter, we need to
ascertain the need to have this, otherwise it
should be removed can you follow up with the
Urology."

Progress Notes dated 8/27/2018 at 7:00Pm
entered by V23, LPN, documents "Nurses Note
Narrative: Writer spoke with eldest daughter
regarding catheter. Family is concerned that
catheter is not getting emptied out. Writer
assured the daughter that catheter will be
emptied out by writer and that she should call
back if any further concerns come up. Also she
expressed that she wonders if he even needs the
catheter since it was put in while he was
hospitalized. Writer contacted V24, (Nurse
Practitioner) regarding this matter."

A Progress Note entered on 8/29/2018 at 6:00am,
documents a Neurologist Note: "UA (urinalysis)

C&S {culture and sensitivity) abtained at 0600 am |

and sent to the lab. Light yellow urine with
sediment noted. Fluids encouraged. V15 (R7's
Power of Attorney) aware.

The September 2018 Physician Order Sheet
(POS) documents an order to "DISCONTINUE
CATHETER CAUSING RES DISTRESS AND
BURNING No directions specified for order.
Other Active” on 9/2/2018.
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Lab resuits of a UA collected 8/29/18 with |
resultes reported 8/31/18 document a UTI of
>100,000CFU/ML (colony forming units/milliliter) | |
Proteus Mirabilis. The results document V24,
Nurse Practitioner (NP) for V23 was notified on
9/3/18, 3 days later of R7's UTI and lab results.
V24 ordered Augmentin 875mg by mouth twice |

daily (BID.) ‘

The September 2018 POS documents an order |
to "dc foley cath No directions specified for
order” dated 9/5/2018.

The Progress Notes dated 9/5/18 at 1:29pm,

documents R7 to be "incontinent of bladder. has

catheter." There is no progress note that .
documents when R7's was actually discontinued. |

Treatment Administration Records (TAR) and

Medication Administration Records (MAR) for ,
August and September 2018 fail to reflect any .
care provided to R7's catheter ie catheter care,

recorded output and changes.

The facility's policy/procedure entitiled "Urinary

Catheter Care" dated 1/17/17 documents the

purpose of the policy is "to establish guidelines to |

reduce the risk of, or prevent infections in

resident with an indwelling catheter.” The

Guidelines document "Routine Hygiene (e.g.

cleansing of the meatal surface during daily |
bathing or showering in appropriate.” and "The

date of the catheter insertion shall be

documented in the nurses notes and treatment |
record.

Progress notes dated 10/18/2018 at 14:20
(2:20pm) documents "Note Narrative: Resident
refused multiple times to staff that he would not
get up and take a shower. Resident did give into

finois Department of Public Health
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taking a bed bath. Resident was up for about 30
minutes before he starting yelling about getting
into bed. Family requested for " UA & CS to be
done and to straight cath if needed.”

Labs results document the urine specimen was |
collected 10/22/18, 4 days after V15 requested it,

with results given on 10/25/18. The note

documents R7 was started on Cipro 750mg daily

for a UTl on 10/24/18. The C&S results identify

the source as 10,000-50,000CFU/ML of Proteus

Mirabilis which is resistent to Cipro. ‘

On 10/25/18 at 4:48pm, V2 DON stated the

nurses already identified the resistence and

contacted the nurse practitioner who changed the

order to Bactrim, |

On 10/23/18 at 10:10am, R7 was his
wheeldchair fully dressed at bedside. R7 was |
asleep, leaning to the left. R7 remained asleep at

bedside and was observed to eat lunch while in |
his wheelchair at bedside. At 1:45pm, R7 was

still in his wheelchair at bedside. At 2:30pm, R7 |
remained asleep in his wheelchair. At 2:45pm,

he was in his wheelchair when V18 and V20 I
Certified Nurse Aides (CNAs) entered the room to

transfer him. V20 had to go to another floor to

get a partial mechanical lift (Sit to stand.) R7

was transferred to bed. and his pants removed. |
R7 had deep red/white creases throughout his

abdomen, hips, buttocks, upper posterior thighs [
and buttocks. R7 had been incontinent of bowel

and blader. Incontinent care was provided but no
barrier cream was applied. R7's deep creases
remained throughout the care which ended

3:15pm. R7's left elbow, which he had been

leaning on his wheelchair armrest with, had an

oval deep red area that did not seem to blanch.

R7 was left on his back in bed, no preventitive
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measures taken with his heels which rested on
the matress.

On 10/23/18 at 3:29pm, V15, R7's Power of
Attorney (POA) stated R7 was transfered to this
facilty from another long term care facility when it
closed. V15 stated R7 had a history of UTI's and
exhibits similar symptoms when he starts into it.
V15 stated each time he's had a UTI, including
the time he went to the hospital, she's had to tell
them. V15 stated she visits in the evening in
August, she had asked for a UA C&S which took
days to get. The day he went into the hospital
8/11/18, she told the nurses he was not right
around 10am and he declined until she finally
convinced them to send him into the hospital.
V15 stated R7 ended up staying in the hospital for
a week. V15 stated when he returned, he had a
catheter which she kept asking about removing.
V15 stated he developed another UTI before they
got it out. V15 stated she was just called last
night and told he had another UTI. V15 stated
she had requested days before for them to get
another UA because he was not acting himself.
V15 described his UTI symptoms as lethargic,
touching staff inappropriately, refusing to get out
of bed, not talking, etc and that they just don't pay
attention.

The facility's policy entitled "Incontinence Care"
dated 1/16/18 documents the purpose as: "to
prevent excoriation and skin breakdown,
discomfort and maintain dignity." Under
Guidelines, the policy documents "Incontinent
residents will be checked periodically in
accordance withthe assessed incontinent every
two hours and provided perneal and genital care
after each episode.”
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