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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 record review and interview, the facility failed to document incontinence care for a resident who

or potential for actual harm was dependent on staff for activities of daily living (ADLs) for 1 of 3 residents who were reviewed for ADLs.
(Resident C) Finding includes:Resident C's record was reviewed on 9/29/25 at 10:18 a.m. Diagnoses

Residents Affected - Few included, but were not limited to, hemiplegia (paralysis of one side of the body), stroke, and Parkinson's.The

Quarterly Minimum Data Set (MDS) assessment, dated 7/18/25, indicated the resident was cognitively intact
for daily decision making, required maximal assistance with ADLs and was frequently incontinent of bowel
and bladder.A Care Plan, revised on 8/28/24 and identified as current, indicated the resident was incontinent
of bowel and bladder. Interventions included checking the resident for incontinence every 2 hours and as
needed. A review of the Point of Service documentation for September 2025, received from the Director of
Nursing on 9/30/25 at 10:40 a.m., lacked documentation of incontinence care on the following days/shifts:
day shift on 9/2/25, 9/4/25, 9/22/25, and 9/28/25; evening shift on 9/5/25, 9/7/25, 9/10/25, 9/17/25, 9/20/25,
9/21/25, 9/22/25, 9/23/25, 9/24/25, 9/26/25, 9/27/25, and 9/28/25; and night shift on 9/6/25, 9/7/25, 9/9/25,
9/10/25, 9/12/25, 9/17/25, 9/18/25, 9/19/25, 9/20/25, 9/21/25, 9/22/25, 9/23/25, and 9/24/25.During an
interview on 9/29/25 at 2:45p.m., Resident C indicated staff did not check him at least once per shift to see if
he needed incontinence care. When he used the call light to let staff know he needed to be changed, the
staff would say they would come back to do it, but they did not. He indicated he had been left for hours in a
dirty brief. During an interview on 9/30/25 at 10:52 a.m., the Director of Nursing (DON) indicated
incontinence care should be performed and documented each shift, and she did not know why there were
dates/shifts with blanks.This citation relates to Intakes 2606842 and 2614759.3.1-38(a)(3)
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