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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** 50752
or potential for actual harm
Based on record review and interview, the facility failed to provide activities of daily living (ADL; activities
Residents Affected - Few related to personal care such as bathing, showering, dressing, walking, toileting, and eating) assistance for
baths and showers for 1 (R #1) of 1 (R #1) residents reviewed for ADL care. This deficient practice is likely to
negatively affect the dignity and health of the residents.

The findings are:

A. Record review of R #1's face sheet revealed R #1 was admitted into the facility on [DATE] and discharged
on [DATE].

B. Record review of R #1's Minimum Data Set (MDS; a federally mandated assessment instrument
completed by facility staff) indicated R #1 was dependent on staff assistance for showers.

C. Record review of the facility's shower logs revealed the record did not contain shower sheets for R #1 for
the months of September and October, 2024.

D. On 11/14/24 at 9:35 am, during an interview, R #1's daughter stated R #1 had a series of falls at home
and ended up in the trauma intensive care for a couple weeks. She stated her father transferred to the facility
on [DATE], and he was full assist with eating, drinking, and bathing. The daughter stated her mother was at
the facility most of the time. She stated her mother would push the call light for staff, but they would not come
to the room. The daughter stated the facility staff did not assist her father with oral care, and the staff told
them the family was responsible to do it. The daughter stated her father wore the same soiled hospital gown
for a week, and he looked unclean. She stated they brought clean clothes to the facility for R #1 and laid
them out for staff to dress him. The daughter stated she and her mother begged the staff to shower her
father, but he did not receive a shower during the six weeks he was at the facility. The daughter stated a staff
member promised them R #1 would receive a shower before he was discharged , but he did not receive one.
The daughter stated her father discharged from the facility on 10/17/24 and transferred to her sister's house
where he passed away a few days later.

E. On 12/09/24 at 12:27 p.m., during an interview with the Director of Nursing (DON), she stated the facility
did not have any records to indicate that staff offered R #1 a shower or that R #1 received or refused a
shower.
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