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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 interview and record review, the facility failed to assist a resident timely with incontinence
or potential for actual harm care for 1 of 3 residents reviewed for Activities of Daily Living. (Resident B) Findings include:The
clinical record for Resident B was reviewed on 5/14/26 at 12:06 p.m. The diagnoses included, but
Residents Affected - Few were not limited to, major depressive disorder, anxiety, and chronic obstructive pulmonary disease

(progressive lung disease that blocks air-flow and causes severe breathing difficulty). A Quarterly
Minimum Data Set (MDS) assessment, dated 2/5/26, indicated Resident B was cognitively intact, had
no behaviors for rejection of care, was dependent with toileting and hygiene (the ability to maintain
perineal hygiene, adjust cloths before and after voiding or having a bowel movement), was
non-ambulatory, and was always incontinent of bowel and bladder. During an interview with Resident
B and her family member on 5/14/26 at 11:35 a.m., indicated Resident B had an incontinent episode of
stool while doing activities. Per family member, when they found her, she had stool coming through
her brief and pants, and coming out of her front and backside. The family member indicated she had
several meetings with staff to tell them Resident B needed to be checked for incontinence between
meals because she does not know when she goes and will just sit in it. Resident B indicated it made
them feel terrible to have to wait for help and they cry often because they do not know when they
need to be changed due to the incontinence and makes them uncomfortable. During an observation
and interview with Resident B on 5/15/26 at 11:15 a.m., they were sitting up in their wheelchair.
Resident B indicated they had not been toileted since before breakfast time and they did not know if
they were soiled or not. A progress note, dated 5/15/26 at 12:39 p.m., indicated Resident B was
toileted before breakfast and was offered again at that time (12:39 p.m.). A plan of care, dated
7/12/22, indicated Resident B had potential for decline in Activities of Daily Living (ADLs) due to
decreased mobility. The interventions included, but were not limited to, if incontinence occurs,
provide incontinent care after each incontinent episode. A plan of care, dated 5/14/26, indicated
Resident B had MASD (Moisture Associated Skin Damage) to a gluteal tear skin fold. The
interventions included, but were not limited to, keeping resident's skin clean and dry. A Resident
Right's policy was provided by the Executive Director (ED) on 5/15/26 at 9:39 a.m. It indicated .Each
resident has the right to be treated with dignity and respect. This citation relates to intake 2972144
410 IAC (Indiana Administrative Code) 3.1-38(a)(2)(C)
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