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F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Level of Harm - Minimal harm 49071
or potential for actual harm
Based on observations, interviews, record review, and facility policy review, the facility failed to ensure a
Residents Affected - Few resident who required extensive assistance with personal hygiene was regularly offered trimming of their
nails to maintain good grooming and hygiene for 2 (Residents #1 and #2) of 3 sampled residents reviewed
for activities of daily living (ADLs).

Findings include:

A review of a facility policy titled, Nail Care Policy and Procedure, reviewed 08/06/2024, indicated, Purpose:
1. To provide cleanliness. Policy: All residents will have nails cleaned and trimmed once weekly or as
needed per resident request.

The discharge Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 07/19/2024,
revealed Resident #1 had a Brief Interview Mental Status (BIMS) with a score of 10 which indicated the
resident had moderate cognitive impairment.

Review of Diagnosis form indicated Resident #1 had a diagnosis of hemiplegia and hemiparesis following
cerebral infarction affecting left non-dominant side.

A review of Resident #1's Care Plan, revised on 04/30/2024, indicated the resident had an activities of daily
living deficit related to seizures and required assistance of one staff for personal hygiene.

During a concurrent observation and interview on 8/05/2024 at 1:18 PM, Resident #1's left thumb nail was 1
inch long with a black substance under the nail. The remaining fingernails on both hands were 0.5 to 0.75
inch long with dark black substance under each nail. Resident#1 reported attempting to have staff cut and
clean their nails, but no one would.

The quarterly Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 06/18/2024 revealed
Resident #2 had a Brief Interview Mental Status (BIMS) score of 5, which indicated the resident had severe
cognitive impairment.

A review of a Diagnosis form indicated Resident #2 had diagnoses of unspecified dementia and Alzheimer
disease.
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F 0677 A review of Resident #2's Care Plan, revised on 04/18/2023, indicated the resident had an activities of daily
living self-care performance deficit related to dementia and required assistance from one staff for personal
Level of Harm - Minimal harm or hygiene.

potential for actual harm
During an observation and interview on 8/05/2024 at 1:22 PM, Resident #2 was sitting in bed with long 0.25
Residents Affected - Few and 0.5 inch jagged nails, with a brown substance under nails on all nails on both hands. Resident #2 stated,
| used to get my nails done but | cannot get anyone to do anything to my nails here.

During an interview on 8/06/2024 at 08:54 AM, Certified Nursing Assistant (CNA) #1 stated that bath aides
provide nail care to the residents, as well as other staff, if they were to notice nail care was needed. CNA #1
stated nails should be observed daily and if a resident refuses nail care, the CNA would notify the
Administrator and the Director of Nursing (DON).

During an interview on 8/06/2024 at 08:59 AM, the DON stated the nurses were responsible to ensure nail
care was provided to the residents and nail care should be provided on the resident's bath day and at least
weekly. The DON stated if a resident refused nail care, staff should notify the nurse, who would ensure the
refusal was care planned.
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