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483.25(a)(3) ADL CARE PROVIDED FOR 

DEPENDENT RESIDENTS

A resident who is unable to carry out activities of 

daily living receives the necessary services to 

maintain good nutrition, grooming, and personal 

and oral hygiene.

This REQUIREMENT  is not met as evidenced 

by:

F 312 2/13/14

 Based on observation, record review and staff 

interviews, the facility failed to provide incontinent 

care for 1 of 2 sampled residents (Resident #14) 

whose care was observed.

Findings included: 

Resident #14 was admitted to the facility on 

04/08/11 with cumulative diagnoses of 

cerebrovascular accident, hemiplegia and 

hypertension. 

Resident #14's Quarterly Minimum Data Set 

(MDS) dated 01/18/14 indicated that Resident 

#14 was totally dependent on one person for her 

toileting needs. Resident #14 was always 

incontinent of both bladder and bowel. 

In an observation on 02/04/14 at 3:38 PM Nursing 

Assistant #1 (NA) provided incontinent care to 

Resident #14. NA #1 pulled down the incontinent 

brief of Resident #14 and wiped between her legs 

with a washcloth using a downward and then 

upward stroke. When the washcloth was brought 

up from this motion a moderate amount of a 

brownish colored substance was observed. NA 

#1 disposed of the washcloth and Resident #14 

was rolled to her right side. The brief was 

 Resident #14 was provided incontinent 

care on 02/04/14. Resident has remained 

without complaints.

Residents identified as unable to carry out 

activities of daily living and in need of 

assistance with ADL's will receive 

necessary services to maintain good 

personal hygiene.

Nurses aides were retrained on the 

facility's  incontinent/peri care and 

handwashing protocols by the 

DON/ADON/Charge Nurse on 02/12/14.

The DON/ADON/Charge Nurse 

completed 1 on 1 return

demonstrations on perineal care and 

handwashing with nurse aides on 

02/12/14 utilizing both a Peri-care for An 

Incontinent Episode audit tool and a 

Handwashing Audit Tool.

Any staff not available for this training or 

return demonstrations will not be allowed 

to work until training/demonstration is 

complete.
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removed at that time. NA #1 then cleansed 

Resident #14's buttocks of the same brownish 

colored substance using a front to back motion. A 

new brief was placed in position under Resident 

#14 and she was rolled onto her back. The brief 

was then brought up between Resident #14's legs 

and NA #1 went to attach the tabs. NA #1 stated 

she had completed the incontinent care for 

Resident #14. When the brief was pulled down to 

check and make sure Resident #14's perineal 

area was clean, a moderate amount of a 

brownish substance was noted on the resident.  

NA #1 left the room to get more linens and when 

she returned, she wiped Resident #14's perineal 

area back to front two times and then front to 

back once. 

In an interview on 02/04/14 at 4:08 PM NA #1 

stated she did not completely clean Resident #14 

when providing incontinent care. She indicated 

she had seen the brownish colored substance on 

the washcloth but felt she had removed it all. 

After completing Resident #14's care she 

indicated when she was asked by the surveyor to 

recheck the resident she saw the same brownish 

colored substance on the resident. She indicated 

when she provided Resident #14 with incontinent 

care for the second time she made two swipes 

back to front and she thought the third swipe was 

front to back. NA #1 stated she should have 

wiped Resident #14's perineal area from front to 

back and should have made closer observations 

of the resident's skin to ensure that she was 

completely clean. 

In an interview on 02/05/14 at 10:30 AM the 

Assistant Director of Nursing (ADON) indicated 

NA #1 had had a skills and knowledge check 

completed on 01/01/14 and had an incontinent 

All new hires will be in-serviced on the 

facility incontinent care and handwashing 

policies and be required to complete the 

return demonstrations for incontinent care 

and handwashing before accepting an 

assignment.

The DON/ADON/charge nurse will 

complete random 

Perineal Care for An Incontinent Episode 

Audits with nurse aides.  One audit per 

week per shift will be completed for 3 

months and monthly on an on-going 

basis.

The results of  the audits will be forwarded 

to the QA ommittee monthly x 3 months 

for review and further recommendations.
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care in-service on 01/23/14.  She stated she felt 

the incontinent care provided to Resident #14 by 

NA #1 was a problem. The ADON indicated NA 

#1 should have cleansed the resident with a front 

to back motion when cleaning the resident's 

perineal area.
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