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F 0677

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33760

Based on interview and record review the facility failed to ensure a resident was provided ADL (Activity of 
Daily Living) care prior to transfer to hospital for (R1) 1 of 3 residents reviewed for ADL care in the sample of 
3.

The findings include:

R1's face sheet printed on 3/17/25 show R1 had diagnoses that include COVID 19 positive, Dementia and 
Anxiety.

R1's facility assessment dated [DATE] under functional ability show R1 is frequently incontinent of bowel and 
bladder and needs assistance with transfers and toileting.

R1's progress note dated 3/12/25 timed at 18:45 (6:45 PM) show R1's oxygen saturation was low (at 85%). 
R1 was being sent to the hospital for evaluation via 911. 

R1's hospital record dated 3/12/25 documents- upon arrival to Emergency Department (ED), pt/patient was 
noted to have soaked brief and her pants/linens underneath her were soaked all the way down to her ankles 
with odorous urine.

On 3/17/25 at 10:38 AM, V4 (License Practical Nurse-LPN) stated on 3/12/25, she was R1's PM shift Nurse. 
V4 stated she received report that R1 was having a change in condition. R1 was placed on oxygen due to 
her Oxygen saturation (O2 sats) were low. V4 (LPN) said R1 was being closely monitored. R1 was placed in 
her wheelchair by the Nurses Station. R1's O2 sats remained low, and it was in the 80's. V4 said she notified 
R1's physician and R1 was sent to the hospital via 911. V4 stated I was focused on (R1's) condition, she was 
weak, I did not want anything bad to happen to her, I wanted to send her out to the hospital right away. I 
assumed the CNAs (Certified Nursing Assistant) should know their job of making sure R1 was clean and dry 
prior to transport to ER.

(continued on next page)
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On 3/17/25 at 10:50 AM, V5 (Certified Nursing Assistant-CNA) said on 3/12/25 she was working PM shift. V5 
(CNA) stated she came in at 2PM. V5 stated she was told that R1 was just checked and changed. R1 was by 
the Nurses Station. At around 4:30 PM, she wheeled R1 to the dining room. V5 stated she did not change R1 
at that time. V5 stated she was told that R1 was taken from the dining room and that R1 will be fed in the 
nurse's station. After dinner, V5 stated she saw R1 sitting in her wheelchair in the Nurses Station. V5 stated 
R1 was visibly wet on her frontal area but she thought R1 spilled water on herself since she saw an empty 
cup by the counter. Prior to R1 going to the hospital, R1 was lifted from her chair, and her bottom was wet. 
V5 stated R1 needed to be brought to her room to be changed. V5 stated she was told the (paramedics) 
were already on their way to get R1 to take her to the hospital. V5 confirmed she did not change R1's 
incontinent pad and she did not provide incontinence care to R1 from 2PM until the time she was sent to the 
hospital (past 6PM). V5 stated she should have provided incontinence care to R5 prior to transfer to the ER.

On 3/17/25 at 1:15 PM, V2 (Assistant Director of Nursing-ADON) stated residents should be toileted every 2 
hours and as needed. Staff should make sure Residents that are being transferred to the hospital were clean 
and dry. 

R1's Care Plan dated 11/4/24 show, R1 has an ADL Self Care Performance Deficit related to Limited Mobility 
and use of diuretics. R1 requires one staff participation to use toilet. Offer (R1) assistance with toileting every 
two hours/ overnight.
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