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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 49528
or potential for actual harm
Refer to 1R4813.
Residents Affected - Some

This deficiency is uncorrected. For previous examples, see the Statement of Deficiencies dated 4/17/24.

Based on observation, interview, and record review, the facility failed to ensure staff provided three residents
(Residents # 1, #2, and #11 ), who were unable to perform their own activities of daily living (ADLs), in a
review of 11 sampled residents, the necessary care and services to maintain bathing, grooming to include
shaving, personal hygiene, and nail care. The facility also failed to check one resident (Resident #5) for

incontinence for a prolonged period of time which resulted in the resident being wet and soiled. The facility
census was 60.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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