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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** 47195
or potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure dependent residents who
Residents Affected - Some were unable to carry out activities of daily living (ADL's) received the necessary services to maintain good
personal hygiene when staff did not provide shaving to care to one of three sampled resident (Resident # 1),
failed to ensure showers were completed for two of three sampled residents (Resident #1 and Resident #3)
and failed to ensure nail care was completed for one resident (Resident #2). Facility census was 56.

Review of facility policy, care of fingernails/toenails, revised February 2018, showed:

-Purpose of procedure are to clean nail bed, keep nails trimmed, and prevent infections;

-Review resident care plans to assess for any special needs of resident;

-Nail care included daily cleaning and regular trimming;

-Proper nail care can aide in prevention of skin problems around the nail bed;

-The following information should be recorded in the resident's medical record:

-Date and time that nail care was given;

-Name and title of the individual who administered the nail care

Review of facility policy, supporting ADL's, revised March 2018, showed:

-Residents will be provided with care, treatment, and services as appropriately to maintain or improve their
ability to carry out activities of daily living.

-Residents who are unable to carry out activities of daily living independently will receive the services
necessary to maintain good nutrition, grooming, and personal and oral hygiene.

Review of facility policy, bath, shower/tub, revised February 2018, showed:
-Documentation: The date and time shower/tub bath was performed,;

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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F 0677 -The name and title of individuals who assisted resident with shower/tub bath;

Level of Harm - Minimal harm or -All assessment data (any reddened areas, sores, and areas on resident's skin) obtained during the
potential for actual harm shower/tub bath;

Residents Affected - Some -If resident refused the shower/tub bath, the reasons.

Facility did not provide a policy on shaving.

1. Review of Resident #1's quarterly minimum data set (MDS), a federally mandated assessment tool
completed by facility staff, dated 10/7/24, showed:

-He/She had moderate cognitive impairment;

-He/She had clear speech and was able to make self understood and usually understood others;
-He/She had severely impaired vision;

-He/She was dependent for showers and bathing;

-He/She required supervision or touching assistance for personal hygiene;

-Diagnoses included glaucoma (eye disease that can cause vision loss and blindness), dementia (decline in
mental abilities that affects a person's ability to think, remember, and reason) and depression (a common
mental health condition that involves a persistent low mood or loss of interest in activities).

Review of care plan, undated, showed:

-No care plan for activities of daily living;

-No care plan for bathing preferences;

-No care plan for shaving preferences.

During an interview on 10/29/24 at 8:46 A.M., Resident said:

-He/She needed his/her chin shaved;

-He/She received shower one time a week;

-He/She would like a shower twice a week;

-He/She felt like a man with his/her chin hairs;

-Having chin hairs bothered him/her;

(continued on next page)
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F 0677 -He/She kept asking staff to shave him/her and they would tell him/her that it would be done sometime later;
Level of Harm - Minimal harm or -He/She did not have set shower schedule.

potential for actual harm
Observation on 10/29/24 at 8:46 A.M., showed resident had white 1/2 centimeter (cm) chin hair protruding
Residents Affected - Some from his/her chin.

Review of shower schedule posted in the shower room showed:

-He/She was scheduled to receive shower on Tuesday and Saturday evenings.

Review of electronic medical record, dated 9/30/24 to 10/29/24, showed:

-He/She received two showers on 10/2/24 and 10/22/24.

Review of skin monitoring shower review sheet showed:

-He/She received four of 11 scheduled showers in last 30 days on 10/2, 10/14, 10/22, and 10/24;

-No shaving was documented on shower sheets.

During an interview on 10/29/24 at 10:30 A.M., Nurse Aide (NA) A said:

-Resident #1 was scheduled in evenings to receive his/her showers.

During an interview on 10/29/24 at 10:40 A.M., Certified Nurse Aide (CNA) A said:

-Resident #1 was scheduled for Tuesday and Saturday evening showers.

2. Review of Resident #2's, quarterly MDS, dated [DATE], showed:

-He/She was cognitively intact;

-He/She had clear speech and usually understood others and made self-understood;

-He/She required supervision/touching assistance with personal hygiene;

-Diagnoses included unsteadiness on feet, weakness, glaucoma, and spinal stenosis (a condition in which
narrowing of the spinal canal compresses the spinal cord, nerve roots, and cerebrospinal fluid).

Review of care plan, undated, showed:
-No care plan for activities of daily living;
-No care plan for nail care.

(continued on next page)
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F 0677 Observation on 10/29/24 at 8:55 A.M., showed nails were overgrown with a brown/black substance under the
nail.

Level of Harm - Minimal harm or

potential for actual harm During an interview on 10/29/24 at 8:55 A.M. resident said:

Residents Affected - Some -His/Her nails were getting long;

-He/She preferred to have his/her nails cut;

-Facility was responsible for cutting his/her nails.

Review of electronic medical record, dated 9/30/24 to 10/29/24, showed:
-He/She received shower on 10/24/24.

Review of shower scheduled showed he/she was scheduled to receive showers on Sunday and Thursday
evenings;

Review of skin monitoring shower review sheet showed:

-He/She received only four of nine scheduled showers on 10/6, 10/16, 10/20, and 10/24;

-Nail care was not documented on any of shower sheets on 10/6, 10/16, 10/20, and 10/24.

During an interview on 10/29/24 at 10:40 A.M., CNA A said:

-Resident #2 had loose bowel movements and he/she dug and collect bowel movement under his/her nails.
During an interview on 10/29/24 at 12:09 P.M., Director of Nursing said:

-He/She knew Resident #2 needed his/her nails cleaned and cut and had instructed staff to provide nail care
on 10/28/24.

3. Review of Resident #3's quarterly MDS, dated [DATE], showed:

-He/She was cognitively intact;

-He/She had clear speech, was able to make self-understood and understand others;

-He/She required substantial/maximal assistance with bathing;

-Diagnoses included arthritis (a disease that causes joint inflammation, pain, stiffness, swelling, and limited
movement), diabetes (a condition resulting from too much sugar in the blood), dysuria (painful or difficult
urination), anxiety (a feeling of fear, dread or uneasiness), and depression.

Review of care plan, undated, showed:

(continued on next page)
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(X4) ID PREFIX TAG
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F 0677

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

-No care plan for activities of daily living;

-No care plan for bathing preferences;

During an interview on 10/29/24 at 9:25 A.M., Resident said:

-He/She hadn't had a shower in a couple weeks until he/she received one on 10/28/24;
-His/Her previous shower was on 9/18/24 on the day prior to going to the doctor;
-He/She felt gross when he/she didn't receive shower;

-Staff sometimes show up in his/her room at 10:00 P.M. to offer his/her shower, sometimes staff offer
him/her shower at midnight;

-He/She had been getting showers on Tuesday's and Thursday's but now was lucky to get them one time a
week;

-In the past thirty days he/she had only received two showers;

-He/She had been sick a few times when staff had asked her to shower;

-Staff did not come in to offer him/her showers enough so he/she had not refused showers.
Review of shower schedule showed he/she was scheduled for Monday and Thursday evenings showers.
Review of electronic medical record, dated 9/30/24 to 10/29/24, showed:

-He/She had three showers in last thirty days on 10/3, 10/7 and 10/29;

-He/She refused one shower on 10/10/24.

-He/She was out of facility on 8/31/24 to 9/5/24

Review of skin monitoring shower sheets showed:

-He/She received 5 of 8 scheduled showers in last 30 days on 10/3, 10/7, 10/14, 10/20, and 10/28.
-Resident refused one bath on 10/10/24 when he/she felt sick.

During an interview on 10/29/24 at 10:30 A.M., NA A said:

-Resident #3 was scheduled as a night time shower.

During an interview on 10/29/24 at 10:40 A.M., CNA A said:

-Resident #3 was on scheduled to receive showers on Monday and Thursday evenings.
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F 0677 4. During an interview on 10/29/24 at 10:30 A.M., NA A said:
Level of Harm - Minimal harm or -He/She documented showers on the shower sheet and in the electronic medical record;

potential for actual harm
-Residents have scheduled shower days;

Residents Affected - Some
-If only two staff were working, it was difficult to get showers done as scheduled;

-Resident #1 was scheduled in evenings to receive his/her showers;

-Resident #3 was scheduled as a night time shower;

-The first shift sometimes had to make up resident showers if night shift did not get them done;
-Residents were shaved during their scheduled showers;

-The nurse had to sign off on shower sheets;

-If resident refused their shower the resident had to sign the shower sheet.

During an interview on 10/29/24 at 10:40 A.M., CNA A said:

-He/She completed showers;

-Showers were scheduled Sunday-Saturday;

-Showers were documented in the electronic medical record and on paper shower sheets;
-Residents who refused a shower included Resident #3;

-When the resident refused shower the resident had to sign their refusal;

-Nail care was completed on Mondays by the activity director;

-Shaving was offered to residents with showers or when resident wanted to be shaved;
-Resident #1 was scheduled for Tuesday and Saturday evening showers;

-Resident #2 had loose bowel movements and he/she dug and collect bowel movement under his/her nails;
-Resident #3 was on scheduled to receive showers on Monday and Thursday evenings.
During an interview on 10/29/24 at 11:05 A.M., CNA B said:

-Showers were completed according to shower schedule;

-Some residents were on shower schedule twice or three times per week;

(continued on next page)
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F 0677 -He/She documented resident showers on paper shower sheets and also in electronic medical record;
Level of Harm - Minimal harm or -Shaving was offered during showers;

potential for actual harm
-Residents who were diabetic were offered nail care by nurse;

Residents Affected - Some
-Shaving was offered when resident needed it or on shower day.
During an interview on 10/29/24 at 12:09 P.M., Director of Nursing said:

-He/She expected residents to receive one shower every week or as needed or however often the resident
preferred;

-He/She expected staff to fill out shower sheets;

-Facility recently started using electronic medical record on 8/1/24;

-Staff were expected to document cares in electronic medical record and shower sheets;

-He/She did not know to check to ensure staff were documenting showers in electronic medical records;
-He/She did not expect residents to have feces caked under their nails;

-He/She expected staff to provide nail care and cut nails when they were too long;

-He/She expected staff to continue to offer showers if resident refused their shower that was offered;

-He/She expected staff to offer showers per residents schedule and if resident was up at 4 A.M. or up all
night then it was okay for staff to offer shower;

-He/She did not expect staff to wake resident up and get resident up out of bed to offer a shower;
-He/She expected nurse to sign off on shower sheets;

-There were times night shift had hard time getting showers offered to residents;

-Nail cares and shaving should be offered with resident showers.

During an interview on 10/29/24 at 12:17 P.M., Administrator said:

-He/She expected residents to be groomed daily;

-Shaving should be offered on resident's shower days or when a resident asked to be shaved;
-Showers should be offered once weekly, most residents receive them twice a week;

(continued on next page)
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F 0677 -He/She expected residents to have clean nail bed and nails cut;
Level of Harm - Minimal harm or -He/She expected nail care to be offered every time resident is showered.
potential for actual harm

M0O243234
Residents Affected - Some
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