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SS=D

483.25(a)(2) TREATMENT/SERVICES TO 

IMPROVE/MAINTAIN ADLS

A resident is given the appropriate treatment and 

services to maintain or improve his or her abilities 

specified in paragraph (a)(1) of this section.

This REQUIREMENT  is not met as evidenced 

by:

F 311

 Based on observation, record review and 

interview the facility failed to provide restorative 

services for perineal and genital care and ACE 

bandage wraps for two of three sampled 

residents R1 and R2 reviewed for restorative 

programs.

The finding includes:

R1 was admitted to the facility on 5/20/2014 with 

history of Morbid Obesity and stage I and stage II 

pressure sores. On 6/18/2014 at 7:30 p.m., R1 

was observed with (E9) CNA, (E8) CNA, (E7) 

CNA and (E5) LPN to perform incontinence care 

for R1. 

E9 was observed to take a towel and wet one end 

in the bath room. E9 began to wipe the outsides 

of the R1's labia then R1's urethral area. 

R1 was then turned and E7 was observed to use 

wipes to clean R1's rectal area of which fecal 

matter was noted on the wipes.

A review of the facility's undated policy for 
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PERINEAL AND GENITAL CARE reads:  soap 

and warm water in a basin is to be used. Steps 

5a, b, c, d, for cleaning and rinsing were not 

followed.  Step 7 for drying was not done and 

step 9 for washing rinsing and drying the perianal 

area was not followed.

R2 during survey on 6/18/2014 said she was 

suppose to get ACE wraps to her legs every three 

days to assist with her bilateral lower extremities 

edema and lymph edema. R2 said she has not 

been getting the wraps. 

A review of R2 physician order dated 3/5/2014 

reads:  ACE wrap to bilateral lower extremities for 

Lymph edema every three days. 

An undated Medication Administration Record 

(MAR) was noted in the chart for the 11-7am shift. 

The date on the 10th was noted to be signed for 

the wraps only. The rest of the month is blank. 

Review of the MAR with (E2), E2 was unable to 

identify when the record was created.

A review of a 5/16/2014 Hospital Discharge 

Summary reads discharge instructions:    please 

have patient seen by physical therapy for lymph 

edema wraps:

A Physical Therapy plan of care dated 5/18/2014 

reads:   R1 currently discharged to long term care 

with transition to restorative nursing.

R1 reports 8/10 bilateral knee pain upon initial 

evaluation. Bilateral lower extremities edema 

noted with ACE bandage wraps. RN aware.

Interview on 6/18/2014 with (E10) LPN floor 

nurse, (E5) LPN shift supervisor and (E4) ADON 
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were not aware why R2 was not getting her 

wraps.
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