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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48660
or potential for actual harm
Based on observation, interview, and record review, the facility failed to provide the services necessary to
Residents Affected - Some maintain good grooming for three residents (Resident 1, Resident 2, and Resident 3) of three sampled
residents when all three had long, jagged (rough, uneven shape, with some sharp points), and dirty
fingernails. This failure decreased the facility's potential to prevent skin infections if the residents' scratched
their skin with dirty jagged nails.

Findings:

A review of Resident 1' s admission record indicated admission to the facility on [DATE] with diagnoses
including generalized muscle weakness and the need for assistance with personal care.

A review of Resident 2 ' s admission record indicated admission to the facility on [DATE] with diagnoses
including generalized muscle weakness and the need for assistance with personal care.

A review of Resident 3 ' s admission record indicated admission to the facility on [DATE] with diagnoses
including generalized muscle weakness and the need for assistance with personal care.

During a concurrent observation and interview on 5/19/25 at 4:32 p.m., Certified Nursing Assistant A (CNA
A) confirmed Resident 1 had many scratches on her forearm caused by scratching herself.

During a concurrent observation and interview on 5/21/25 at 1:37 p.m., the Director of Nursing (DON)
confirmed Resident 1 needed nail care, and it was obvious she had not received nail care, as her fingernails
were excessively long, dirty, and some were jagged. The DON called Licensed Nurse B (LN B) and CNA C
into Resident 1 ' s room and told them staff were expected to conduct a bedside assessment of each
resident and identify resident care needs.

During an observation on 5/21/25 at 4:10 p.m., Resident 2 had long fingernails with some of them jagged
and had brown debris underneath them.

During an observation on 5/21/25 at 4:15 p.m., Resident 3 had long fingernails with some of them jagged
and had brown debris underneath them.

During a concurrent observation and interview on 5/21/25 at 4:52 p.m., CNA D confirmed Resident 3 's
fingernails needed to be trimmed, cleaned, and smoothed with a nail file.

(continued on next page)
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F 0677 During a concurrent observation and interview on 5/21/25 at 4:57 p.m., CNA D confirmed Resident2's
fingernails were jagged and dirty, and some were long. CNA D stated nail care was hit and miss and when
Level of Harm - Minimal harm or CNAs were busy it was not a priority.

potential for actual harm

A record review of the facility ' s policy titled Fingernails/Toenails, Care of released January 2018 indicated,
Residents Affected - Some Nail care includes regular cleaning and regular trimming during showers and/or as needed .Proper nail care
can aid in prevention of skin problems around the nail bed [and] trimmed and smooth nails prevent the
resident from accidentally scratching and injuring his or her skin.
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