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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 record review, staff interviews, and the facility policy, the facility failed to perform check and changes on a
resident for at least 8 hours for 1 of 3 residents reviewed for incontinence cares (Resident #1). The facility

Residents Affected - Few reported a census of 32 residents. Findings include: The Minimum Data Set (MDS) assessment dated

[DATE] revealed Resident #1 scored a 14 out of 15 on the Brief Interview for Mental Status (BIMS) exam,
which indicated cognition intact. The MDS indicated the resident had impairment in one upper and lower
extremity. The MDS revealed Resident #1 dependent on toileting hygiene and required substantial/maximal
assistance with chair/bed to chair transfer. The MDS indicated the resident was frequently incontinent of
bladder. The MDS revealed medical diagnoses for hemiplegia following cerebral infarction (stroke) affecting
the left non-dominant side. The Care Plan revealed a focus are revised on 10/9/24 for assistance with
Activities of Daily Living (ADLs) related to history of cerebral vascular accident (CVA) (stroke) with
weakness/impairment to one side of the upper and lower extremity, decreased mobility, and balance/gait
impairments. The intervention revised on 2/6/24 indicated assistance of 1 staff member for toileting due to
resident incontinent of bladder. The Care Plan revealed a focus area revised on 1/2/25 for bladder
incontinence due to history of CVA (stroke). The intervention dated 1/2/25 indicated clean peri-area with
each incontinent episode. The Nurses Note dated 11/10/25 at 12:25 PM, revealed [name redacted] has
been quiet during this shift, denying any pain or discomfort. He has been observed resting in bed with his
eyes closed, respirations even and unlabored. He was incontinent of bladder earlier, and peri care was
provided. Bed in lowest position and call light is in reach.The Nurses Note dated 11/14/25 at 6:45 PM
revealed resting easy in recliner. No sob (shortness of breath) noted. Denies needs or wants. Call light in
reach.The Summary Report for Resident #1 regarding allegations of neglect (no dated indicated) revealed
the following timeline of events beginning November 14, 2025 and November 15, 2025a. 3:10 PM- POC
(Plan of Care) showed Resident #1 toileted and continent at this time with bladder elimination. b. 6:30 PM-
Staff B, Certified Nurse Aide (CNA) notified Staff A, CNA that both residents in 28 are ready for bed.c. 6:38
PM- Resident #1 utilized call light to ask for assistance. Staff A states that he assisted Resident #1 to his
recliner per his request. Staff A states Resident #1 told him to get the f**k out at this time. Staff A assisted
Resident #1 roommate Resident #2 before exiting the room. d. 9:15 PM- Staff C, Registered Nurse (RN)
administered medications to Resident #1 and inquired if he was ready for bed. Resident #1 declined. e.
10:00 PM- Staff D, CNA reported observing Resident #1 in his recliner at this time during shift change
rounds.f. 10:30 PM- Staff E, RN stated at this time Resident #1 requested his water pitcher and bedside
table to be placed closer to him.g 12:00 AM- Staff D reported observing Resident #1 in his recliner at this
time during rounds. h. 12:33 AM- POC showed Resident #1 did not void at this timei. 2:00 AM- Staff D
reported observing Resident #1 in his recliner at this time during rounds.j. 2:33 AM- POC shows Resident
#1 did not void at this time. k. 4:00 AM- call light report
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F 0677 showed Resident #1 utilized his call light to request assistance. I. 4:30 AM- Staff A stated Resident #1
requested to be placed in his bed at this time. Staff A stated that he told Resident #1 the time and that

Level of Harm - Minimal harm Resident #1 changed his mind and requested the urinal instead. Urinal was provided and Resident #1

or potential for actual harm placed his feet up in recliner. Staff A stated that urinal not emptied after use at this time due to Staff A
exiting the room prior to the use of the urinal. m. 6:00 AM- Staff A reported to Staff G, CNA that Resident

Residents Affected - Few #1 refused bathroom and to be put in bed. Staff A reported to Staff G that Staff A was told to get out of the

resident's room. n. 6:20 AM- POC showed Resident #1 incontinent at this timeo. 6:30 AM- 6:45 AM- Staff F,
CNA and Staff G assisted Resident #1 and Resident #2 up for the day. Both CNAs observed Resident #1
clothes, chuck, and recliner were soiled with urine. Both CNAs observed Resident #1 wore yesterday's
clothes. When Staff F inquired if staff attempted to help Resident #1 to bed or the bathroom Resident #1
stated | told him to get the hell out. Staff F inquired as to why Resident #1 would say this to the staff and he
replied with he is too rough. Staff F inquired to whether anyone else came to toilet Resident #1 and he
responded no.During an interview on 1/2/26 at 4:35 PM, Staff A stated Resident #1 turned on his call light
around 4 AM and said Resident #1 needed to use the bathroom so Staff A gave Resident #1 his urinal.
Staff A stated he did not go back into Resident #1 room and empty the urinal, but he should of checked.
Staff A stated he put Resident #1 in bed around 6:30-7:00 PM and Resident #1 kicked him out of the room.
Staff A stated he did not physically check Resident #1 for incontinence because Resident #1 would use the
call light. Staff A stated they sometimes physically checked Resident #1 on morning rounds. Staff A stated
Resident #1 wanted to go to bed at 4:00 AM and Staff A convinced him to stay in his recliner because of
the time and Resident #1 agreed. Staff A asked if he told anyone Resident #1 kicked Staff A out of Resident
#1 room and Staff A said no, because Staff A thought the situation was under control. Staff A confirmed he
didn't go into Resident #1 room after 6:30-7:00 PM until Resident #1 put his call light on until around 4:00
AM. Staff A stated he didn't physically check Resident #1 incontinent brief because Resident #1 would
voice when he needed changed. Staff A stated if he could go back, Staff A would of checked and changed
Resident #1 and put Resident #1 in bed.During an interview on 1/22/26 at 8:16 AM, Resident #1 stated he
didn't want Staff A in his room because Staff A was a big bag of wind and talked too much. Resident #1
stated recently they started to wake him up to check his brief. During an interview on 1/22/26 at 9:13 AM,
Staff F stated she went into Resident #1 room and when she moved Resident #1 blanket, Staff F noticed
Resident #1 soaked with urine. Staff F stated Resident #1 can only use the urinal when Resident #1 wore a
wraparound incontinent brief (the ones with the tabs) and when Staff F changed Resident #1 he wore a pull
up incontinent brief. Staff F stated because of the stroke, Resident #1 could not pull down the brief and hold
the urinal at the same time. Staff F stated the recliner was soaked from top to bottom and even Resident #1
was wet with urine. Staff F stated she basically gave him a bed bath and changed Resident #1 clothing.
Staff F stated she smelled urine when Staff F walked into Resident #1 room. Staff F stated Resident #1
could express his needs but sometimes Resident #1 denied needed to go to the bathroom or changed
when Resident #1 did. Staff F stated, Resident #1 needed encouragement to change his brief and then
Resident #1 would do it. Staff F stated if Resident #1 did refuse care from a CNA, the staff needed to try a
different face to see if Resident #1 would go to bed or get changed. Staff F queried on how Resident #1
reacted when Staff F changed him and Staff F stated Resident #1 didn't seem happy and wanted out of the
chair. Staff F stated she didn't ask Resident #1 a lot of questions, just got him out of the chair and cleaned
up. During an interview on 1/22/26 at 9:57 AM, Staff G queried on the incident with Resident #1 and Staff G
stated when shift rounds completed, Staff G did not physically check Resident #1
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F 0677 brief because call lights were going off and Staff G didn't go into Resident #1 room during shift rounds. Staff
G stated after rounds she went into Resident #1 room to get his roommate up and could smell an ammonia

Level of Harm - Minimal harm smell and then Staff F came into the room to get Resident #1 up and noticed Resident #1 saturated in

or potential for actual harm urine. Staff G stated Resident commented he was not checked on because Resident #1 didn't want Staff A
taking care of him. Staff G stated Resident #1 wore a pull up incontinent brief and day shift were the only

Residents Affected - Few ones who used those with Resident #1. Staff G stated Resident #1 couldn't use the urinal when Resident

#1 wore the pull up brief because he only used one hand. Staff G asked when they did shift rounds if they
physically checked the residents and Staff G stated no, they would trust the staff, but now the staff always
do physical checks. Staff G stated Staff A should of told the nurse or the other aide about Resident #1
kicking Staff A out of his room if Resident #1 was refusing cares. During an interview on 1/22/26 at 12:12
PM, Staff D stated Resident #1 was not a check and change at the time of the incident and Staff D did not
physically check on him throughout the night of November 14th. Staff D stated she did rounds every 2
hours and would look in Resident #1 room and Resident #1 would be asleep. Staff D stated all she knew
was Resident #1 refused to go to bed for Staff A. Staff D stated if residents were a one assist, staff would
wake them up to check if the residents needed to use the bathroom. Staff D stated if she knew more about
Resident #1 refusing Staff A, Staff D would of done a better job with checking on Resident #1 and made
sure Resident #1 dry and clean. During an interview on 1/22/26 at 1:04 PM, Staff B stated Resident #1 had
a habit of being incontinent and needed to be changed. Staff B stated she regularly checked Resident #1
for incontinence and Resident #1 usually incontinent between 2-4 AM rounds. Staff B stated Resident #1
sometimes would use the urinal. During an interview on 1/22/26 at 2:04 PM, Staff E, RN queried on the
incident in November with Resident #1 and Staff E stated he was not aware of Staff A being kicked out of
Resident #1 room by the nurse in report or other staff. During an interview on 1/22/26 at 2:23 PM, Staff C,
RN queried on the incident in November with Resident #1 and Staff C stated Staff A never told Staff C
about being kicked out of Resident #1 room. Staff C stated if she would of known, Staff C would of checked
on Resident #1 and asked another CNA to go into Resident #1 room. During an interview on 1/22/26 at
3:13 PM, the Director of Nursing (DON) queried on her thoughts of the incident and the DON stated she
wished the CNA would of passed it on the nurse that Resident #1 told the CNA to leave his room. The DON
stated the resident being upset was not a reason for staff to not attempt to physically do check and
changes. The Facility Rounding on Resident Policy dated 11/18/25 revealed all residents were to be
rounded on approximately every 2 hours and at the end of each shift. Incontinence check, with peri-cares or
toileting as necessary.
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