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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 Based on observations, interviews, and record review, the facility failed to ensure that 1 of 3 residents

or potential for actual harm reviewed for activities of daily living received the necessary services to maintain grooming and personal
hygiene. (Resident #1)The findings include:On 2/25/2026 approximately 10:15 am during an interview with

Residents Affected - Few Resident #1, she reported she has not received a bath today or last night. She stated she gets cleaned

sometimes during the day shift when she is wet or has a bowel movement. Her hair appeared oily and a
noticeable body odor was present. Her skin was dry and flaky and clothes were stained and urine type
smells were noted.An interview was conducted on 2/25/2025 at approximately 11:00 am with Staff A, a
Licensed Practical Nurse. She stated the resident is scheduled for a bath during the night. She stated that,
during shift change, night shift always reports that a bath is not being given for different reasons. Resident
#1 did receive incontinent care during the day shift and sometimes a full bath is given when the resident or
family request, because the bath was not given during the night shift. Per record review on 2/26/2026, it
was found that Resident #1 was scheduled for a bath on Monday, Wednesday and Friday on night shift.
However, the documentation showed the following: From 1/10/2026 through 1/25/2026 she only received
one bath. From 1/26/2026 through 2/10/2026, she only received 3 bed baths. From 2/11/2026 through
2/26/2026, she received only one bath. On 2/26/2026 at approximately 3:00 pm, the Administrator and
Director of Nursing were interviewed. After an extensive review of the records, they could not provide any
other documentation for baths given to Resident #1.
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