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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** Based on
or potential for actual harm observations, record review and interviews the facility failed to provide necessary services to
maintain personal hygiene for two (#10 and #11) of four residents out of 13 sample
Residents Affected - Few residents.Specifically, the facility failed to:-Ensure Resident #11 received timely incontinence care in

accordance with professional standards and per the resident's preference; and,-Ensure Resident #10
received oral care as needed and per the resident's preference.

Findings include:

I. Failed to ensure Resident #11 received timely incontinence care in accordance with professional
standards and per the resident's preference

A. Facility policy and procedure:

The Urinary Continence and Incontinence Assessment and Management policy and procedure, revised
2022, was provided by the nursing home administrator (NHA) on 7/9/26 at 6:06 p.m. It read in

pertinent part, The physician and staff will provide appropriate services and treatment to help

residents restore or improve bladder function and prevent urinary tract infections to the extent

possible.

For those with such severe cognitive impairment that they cannot either point to an object or say
their own name, staff will use a check and change strategy.

B. Resident #11
1. Resident status

Resident #11, age [AGE], was admitted on [DATE]. According to the July 2026 computerized
physician orders (CPO), diagnoses included dementia, failure to thrive and basal cell carcinoma with
open wound to the right buttock.

According to the 6/1/26 minimum data set (MDS) assessment, Resident #11 had severely impaired
cognition with a brief interview for mental status (BIMS) score of three out of 15. The resident was
dependent on staff for toileting hygiene and the ability to maintain perineal hygiene.
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The assessment revealed Resident #11 was always incontinent with no episodes of continent voiding.
2. Observation and staff interview

Certified nurse aide (CNA) #3 was interviewed on 7/7/26 at 6:30 a.m. CNA #3 said Resident #11
received a bath three times per week and perineal care when the resident was incontinent. CNA #3
said she would perform incontinence care for the resident after breakfast, per Resident #11's
preference.

At 7:08 a.m. (prior to breakfast) Resident #11 was lying in bed. The resident removed her urine soaked
incontinence brief with her bare hands and tossed it onto the floor.

Observation of the incontinence brief on the floor revealed the brief was saturated with urine.
3. Record review

A review of Resident #11's toileting hygiene task record, from 6/29/26 to 7/9/26, revealed that
perineal hygiene was consistently not documented as being completed for a nine to 13 hour period of
time throughout the day for 14 out of 14 days.

The bowel and bladder incontinence care plan, revised 4/15/23, revealed Resident #11 was
incontinent of bowel and bladder related to dementia and weakness. Interventions included checking
as required for incontinence, washing, rinsing and drying the resident's perineum and changing the
resident's clothing as needed after incontinence episodes.

The skin integrity care plan, revised 10/20/25, revealed Resident #11 had actual impairment of her
skin integrity related to the chronic area of cancer on her right buttock. Pertinent interventions
included keeping the resident's skin clean and dry.

C. Additional staff interview

The staff development coordinator was interviewed on 7/8/26 at 11:00 a.m. The staff development
coordinator said lying in a soiled brief put Resident #11 at risk of infections, including urinary tract
and wound infections. The staff development coordinator said she would add a component of the
importance of timely incontinence care to the skills education fair for nursing staff.

1. Failed to ensure Resident #10 received oral care as needed and per the resident's preference
A. Professional referenc

According to Terech-Sk&oacute;ra S, [NAME]-[NAME] J, Leyk-Kola"czak M, [NAME] A,

Piotrkowska R, M“drzycka-D"browska W, Ksi~ ek J. Assessment of Oral Health in Long-Term Enteral
and Parenteral Nutrition Patients: Significant Aspects of Nursing Care. International Journal of
Environmental Resources Public Health, (February 2023), retrieved on 7/14/26 from
https://pmc.ncbi.nim.nih.gov/articles/PMC9967838,/
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Oral health is an underestimated factor affecting overall human health and quality of life. Long-term
enteral or parenteral nutritional treatment requires not only regular assessment of access routes, the
patient's nutritional status, and tolerance to the selected method of nutrition but also of oral health.
Patients receiving long-term enteral and parenteral nutrition have an increased risk of developing oral
diseases. Increasing knowledge about the factors affecting oral health among nurses is crucial to
provide appropriate care for patients requiring long-term nutritional treatment with omission of the
natural route of food intake.

Oral health is an important part of a person's physical and mental health. It has been shown to have a
significant relationship with many chronic diseases and can affect dietary choices, ability to
communicate, and functioning in society. Oral health status is closely related to the functioning of
swallowing. The longer enteral or parenteral nutrition is used, the greater the risk of deteriorating oral
health status, thus resulting in an impaired swallowing mechanism.

Chronic dry mouth has an important psychological aspect, as it significantly affects the quality of life
of patients.

B. Facility policy and procedure:

The Oral Care procedure, revised 2025, was provided by the NHA on 7/9/26 at 6:06 p.m. It read in
pertinent part, Mouth care: The purpose of this procedure is to keep the resident's lips and oral
tissues moist, to cleanse and freshen the resident's mouth, and to prevent oral infection.

Preparation: Review the resident's care plan to assess for any special needs of the resident.
Assemble the equipment and supplies as needed.

Notify the supervisor if the resident refuses the mouth care.
B. Resident #10
A. Resident status

Resident #10 age [AGE], was admitted on [DATE]. According to the July 2026 CPO, diagnoses
included aphasia (language disorder), dysphagia ( difficulty swallowing), contractures of the upper
arms, and functional quadriplegia.

According to the 7/13/26 MDS assessment, the resident had the absence of speech and was
sometimes understood due to a limited ability to make concrete requests; and sometimes understood
simple and direct communication. The resident was unable to participate in the BIMS assessment .
The staff' assessment of the resident's mental status revealed the resident's short and long term
memory was okay as the resident was normally able to recall after five minutes of time. The resident
presented no evidence of an acute change in mental status from baseline and no evidence of
disorganized thinking. The resident did not reject care assistance.

The resident had functional limitations in range of motion in both upper extremity (shoulder, elbow,
(continued on next page)
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wrist, hand) and lower extremity (hip, knee, ankle, foot). The resident was dependent on staff with
bed, transfer mobility and when completing all activities of daily living (ADL), including oral care.

The resident had an abdominal feeding tube and received more than 51% of his total calories through a
tube feeding.

B. Resident interview and observation

Resident #10 was interviewed on 7/6/26 at 11:22 a.m. Resident #10 shook his head no to respond
that staff had not yet assisted him to brush or swab his teeth today (7/6/26). He shook his head yes
that he wanted staff to clean and freshen his mouth.

Resident #10's teeth were stained deep yellow with brown and white plaque in between his teeth.

Resident #10 was interviewed a second time on 7/7/26 at 12:45 p.m. Resident #10 shook his head no
to respond that staff had still not assisted him to brush or swab his teeth.

Resident #10 opened his mouth and showed his teeth. Resident #10's teeth were stained deep yellow
with brown and white plaque in between his front teeth. The resident had a heavy build up of white
tartar on his back teeth on the left upper side of his mouth. Resident #10 made a grimacing face with
a wrinkled nose and a curled upper lip after exposing his teeth. He shook his head that he wanted his
teeth brushed regularly.

C. Staff interview

The director of nursing (DON) was interviewed on 7/7/26 at 11:00 a.m. The DON said she expected
staff to assist all dependent residents with oral care on a daily basis. The DON said it was important
to clean a resident's mouth even when they did not take food or drinks by mouth because they did not
swallow as much and their saliva could easily dry in their mouth if their mouth was not cleaned
regularly.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, record review and interviews, the facility failed to ensure residents rooms were free
from hazardous conditions for two (#2 and #13) of six residents out of 13 sample residents.
Specifically, the facility failed to:-Ensure Resident #2's care planned fall interventions were
implemented; and, -Ensure Resident #13 had a clear pathway from his bed to the bathroom and the
exit doorway to the hallway that was free of his personal items so he could safely walk
around.Findings include:l. Facility policy and procedure:The Incidents and Accidents policy, dated
2024, was provided by the nursing home administrator (NHA) on 7/9/26 at 6:06 p.m. It read, It is the
policy of this facility for staff to report, investigate, and review any accidents or incidents that occur

or allegedly occur, on facility property and may involve or allegedly involve a resident. -However, the
policy did not include methods to ensure an environment free of accidents and hazards or appropriate
preventative interventions.ll. Resident #2A. Resident statusResident #2 age [AGE], was admitted on
[DATE]. According to the computerized physicians orders (CPO), diagnoses included history of a past
fracture of the fourth lumbar vertebra (spine),chronic pain and other low back pain.According to the
5/16/26 minimum data set (MDS) assessment the resident was cognitively intact with a brief

interview for mental status (BIMS) score 13 out of 15. The resident had limited movement in the lower
extremities (feet, hip and knees) that interfered with her daily functional abilities and put her at risk

of injury. The resident was assessed to need supervision or touch assistance with verbal skills during
transfers from surface to surface. The resident could walk. The assessment documented the resident
used a wheelchair. The assessment indicated the resident had had two or more falls since admission
with a minor injury and one major injury. B. Resident observation and interviewOn 7/6/26 at 2:20 p.m.
Resident #2 was sitting in her recliner in her room. The resident stood up from the recliner. As she
stood up from the recliner, she hunched over leaning forward as she stood and started to walk. The
resident declined to use her walker and continued to walk in a hunched and leaning forward position
heading towards the bathroom. There were no grip strips on the floor in front of her recliner (see care
plan below). Resident #2 said the reason for her hunched position was due to a painful condition
related to a previous surgery where hardware was placed on her spine. Said the last time she fell was
three months ago. The resident said she was waiting for staff to come back to help her off the toilet
but nobody came so she reached out for the grab bar and missed and fell on the bathroom floor. The
resident said she hit her head in the fall and was confused for about a day after the fall. On 7/8/26
7:25 a.m. Resident #2 was asleep in bed. There was no fall mat at the bedside and the bed was not in
its lowest position, as was care planned (see care plan below). There were no grip strips on the floor
at the resident's bedside. There were two cloth incontinence pads placed on the floor at the bedside.
Neither of the incontinence pads securely affixed to the floor and did not have any gripping type
surface on the side on the floor.Resident #2 was interviewed a second time on 7/9/26 at 12:05 p.m.
Resident #2 said she did not like the fall mat because it was slippery and she placed the cloth
incontinence pads on the floor because the floor was cold on her bare feet. Resident #2 said no one
told her the incontinence pads were unsafe or could lead to potential falls. The resident said she
thought the incontinence pads were non-slip. Resident #2 said staff did not check on her very often
because they thought she was independent. She said they came into her room to check on her
roommate often because she was in a wheelchair, but she said she had to wait for staff when she
needed assistance and that was why she fell in the bathroom a few months ago.C. Resident's
(continued on next page)
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representative interview Resident #2's representative was interviewed on 7/7/26 at 1:30 p.m. The
resident's representative said she was worried about Resident #2 because the resident had fallen in
the facility. She said the resident told her she laid on the floor for 30 minutes after she fell. The
resident's representative said Resident #2 was disabled and could not do a lot of things for herself.
She said the resident could not use her hands fully due to arthritis and could not stand up straight.
She said the staff did not communicate well with Resident #2. D. Record review The fall prevention
care plan, revised 7/8/26 (during the survey), revealed Resident #2 was at risk for falls related to
pain, muscle weakness and reduced mobility. Interventions included avoiding rearranging furniture,
ensuring the call light was within reach and encouraging the resident to call for assistance as needed,
ensuring the floors were free from spills and/or clutter, making sure the bed was in a low position at
night and making sure the resident's personal items were within her reach. The fall care plan was
revised on 7/8/26 (during the survey) to include that Resident #2 was able to transfer independently
and tended to put blankets on the floor. Interventions added to the care plan on 7/8/26 included
removing fall mats to reduce falls and tripping hazards, educating the resident to not place blankets
on the floor due to her risk of falling and applying non-skid strips on the floor where the resident
transferred. E. Staff interviewsLicensed practical nurse (LPN) #2 was interviewed on 7/9/26 at 1:15
p.m. LPN #2 said yesterday (7/8/26) was the first time she had worked with Resident #2. She said it
was not safe for the resident to have the incontinence pads on the floor next to her bed because they
posed a fall risk, but the resident wanted her room to be like home. LPN #2 said she offered Resident
#2 a new fall mat but the resident refused.LPN #3 was interviewed on 7/9/26 at 3:00 p.m. LPN #3
said the incontinence pads were still on the floor at the resident's bedside. LPN #3 said he did not
know why the incontinence pads were on the floor at the resident's bedside. He said he would talk to
the resident about the pads on the floor.LPN #3 was interviewed a second time on 7/9/26 at 4:30 p.m.
LPN #3 said he had talked to Resident #2 and tried to tell her she could not put the incontinence pads
on the floor at her bedside because it was a slipping and fall hazard but she got agitated and refused
to remove them from the floor. LPN #3 said the resident was non-compliant and there was nothing he
could do about it because it was her right to refuse.The director of nursing (DON), the NHA and the
corporate nurse consultant were interviewed together on 7/9/26 at approximately 5:10 p.m. The DON,
the NHA and the corporate nurse consultant said Resident #2 refused the floor fall mat and they were
aware she was placing incontinence pads on the floor. The DON, the NHA and the corporate nurse
consultant said they did not know why the resident placed the incontinence pads on the floor. The
DON said Resident #2 had just moved into her current room and the staff must have forgotten to apply
the grip strips in the resident's new room. The DON said they would get the grip strips installed in the
appropriate place. Ill. Resident #13A. Resident statusResident #13, age [AGE], was admitted on
[DATE]. According to the July 2026 CPO, diagnoses included rheumatoid arthritis and age-related
cataracts.According to the 6/24/26 MDS assessment, Resident #13 was cognitively intact with a
BIMS score of 13 out of 15. The resident was assessed to need supervision or touching assistance
with surface to surface transfers and walking. The resident did not have any falls in the facility. B.
Resident observationsOn 7/7/26 at 12:45 p.m. Resident #13's room was observed to be full of clutter.
The resident was moving out of the facility and the empty boxes he had stacked up had fallen over.
There were two empty oxygen portable tanks in the room and several items were randomly lying on
the floor in the walk pathway between the resident's bed and the bathroom and the exit door to the
hallway. The items on the floor included a drill, hangers, clothing, blankets, boxes and other
miscellaneous items. On 7/8/26 at 7:29 a.m. Resident #13's room was observed to be still full of
clutter, with the same items (see above) lying on the floor and around the room where they were the
(continued on next page)
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F 0689 previous day. On 7/9/26 at 10:26 a.m. Resident #13's room was observed to be still full of clutter,
with the same items (see above) lying on the floor and around the room where they were the previous
Level of Harm - Minimal harm day. C. Record review The fall risk care plan, revised 3/20/26, revealed Resident #13 was at risk for
or potential for actual harm falls due to physical deterioration and oxygen equipment in his room. Interventions included
maintaining a clear pathway, free of obstacles, avoiding rearranging furniture, educating the
Residents Affected - Few resident/family/caregivers about safety reminders and what to do if a fall occurred and ensuring a

safe environment by keeping the floors free from spills and/or clutter. D. Staff interviewsLPN #3 was
interviewed on 7/9/26 at 4:00 p.m. LPN #3 said he offered and suggested to help Resident #13 picked
up the items cluttering the resident's room on two different occasions, but the resident refused. He

said the resident told him that he was not a child anymore, he was an adult and he did not want

anyone touching his things. The DON and the NHA were interviewed together on 7/9/26 at
approximately 5:15 p.m. The DON and the NHA said Resident #13 was about to move into a community
placement and said he did not like staff to touch his things. The NHA said he was not aware Resident
#13 had a drill on his floor. He said that was concerning and he would talk to the resident about not
leaving it on the floor.
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Ensure that feeding tubes are not used unless there is a medical reason and the resident agrees; and
provide appropriate care for a resident with a feeding tube.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review, observations and interviews the facility failed to ensure one (#8) of two residents
received enteral feedings consistent with professional standards of practice out of 13 sample
residents.Specifically, the facility failed to ensure Resident #8's enteral feeding pump was running at
the correct rate per physician's orders.Findings include:l. Professional referenceAccording to
Fundamentals of Nursing version 11.2 Fundamental Principles of Medication Administration, updated
4/2/26, retrieved on 7/8/26 from www.openstax.org Nurses are responsible for ensuring patient

safety during medication administration. The rights of medication administration are a set of
guidelines to adhere to when administering medications in an effort to reduce adverse medication
events. The five core rights of medication administration include the following: right patient, right

drug, right route, right time, and right dose. The five core rights of medication administration should
be confirmed at three different checkpoints during the medication administration process. These three
checkpoints are when obtaining the medication, when preparing the medication and when
administering the medication. At each of the checkpoints, the medication label should be compared to
the medication order to confirm the right patient, right drug, right route, right time, and right dose.ll.
Facility policy and procedure The Enteral Tube Feeding via Continuous Pump policy, revised
November 2018, was provided by the nursing home administrator (NHA) on 7/9/26 at 6:06 p.m. It read
in pertinent part, Check the enteral nutrition label against the order before administration. Check the
following information: resident name, ID and room number; type of formula; date and time formula was
prepared; route of delivery; access site; and, method and rate of administrationlll. Resident #8A.
Resident statusResident #8, age [AGE], was admitted on [DATE]. According to the July 2026
computerized physician orders (CPO) diagnosis included failure to thrive, muscle wasting, dysphagia,
and generalized muscle weakness. According to the 5/13/26 minimum data set (MDS) assessment,
Resident #8 was cognitively intact with a brief interview for mental status (BIMS) score of 13 out of
15.The assessment indicated the resident received enteral tube feeding nutrition. The resident
received 51% of her nutrition from the enteral feeding to ensure she maintained her daily caloric
intake.B. ObservationsOn 7/6/26 at 9:45 a.m. Resident #8's tube feed was infusing at a rate of 82
milliliters per hour. -However, the physician's order revealed the tube feed was ordered to infuse at 45
milliliters per hour (see record review below).At 10:00 a.m. certified nurse aide with medication aide
authority (CNA-Med) #1 entered the room and discontinued the infusion.C. Record Review The July
2026 CPO revealed the following physician's order:Enteral feed, administer Isosource 1.5 at 45
milliliters per hour for 19 hours, off at 10:00 a.m. and on at 3:00 p.m., ordered on 5/27/26.The
resident's nutrition risk care plan, revised 5/12/26, revealed the resident received enteral feedings.
Pertinent interventions included providing the resident's diet as ordered by the physician, encouraging
the resident to eat in the dining room, providing enteral tube feedings as ordered, monitoring meal
intakes, registered dietitian (RD) to evaluate and make diet change recommendations, as needed, and
RD to monitor ongoing nutritional status as needed related to risk of malnutrition per mini nutrition
assessment.C. Staff interviewThe RD was interviewed on 7/8/26 at approximately 12:00 p.m. The RD
said she had no concerns that the tube feed was running at the incorrect rate of 82 milliliters per hour
as it did not have any adverse effect on the resident.The staff development coordinator was
interviewed on 7/8/26 at approximately 12:30 p.m. The staff development coordinator said a root
cause analysis was completed in response to the enteral tube feeding rate error. She said nursing
(continued on next page)
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leadership found a possible cause of the error may have been related to confusion in other residents

orders on the unit. The staff development coordinator said the resident in the room next door to

Resident #8 had an order for her tube feeding to run 82 milliliters per hour. She said it was possible
that the nurse inadvertently set up Resident #8's tube feed at that rate of 82 milliliters instead of the

prescribed rate of 45 milliliters per hour in error.The director of nursing (DON) was interviewed on

7/8/26 at approximately 1:00 p.m. The DON said she and the corporate nurse consultant had audited
and reviewed all enteral tube feeding on 7/7/26. She said all tube feeding flow rates were assessed

to be running at the correct rate.
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