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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** 43064
or potential for actual harm
Based on observation, interview, and medical record review, the facility failed to ensure a resident who was
Residents Affected - Few dependent on staff for eating received timely meal assistance. This affected one resident (#44) of 10
residents who required assistance at meals. The facility census was 48.

Findings include:

Review of the medical record for Resident #44 revealed an admitted [DATE] with diagnoses including
dementia, osteoporosis, contracture of left hand, and muscle weakness.

Review of Resident #44's comprehensive Minimum Data Set (MDS) 3.0 assessment dated [DATE] revealed
she had severely impaired cognition. She was dependent on staff for eating

Review of Resident #44's diet order dated 12/18/24 revealed an order for a puree diet.

Review of Resident #44's profile care guide last updated 01/31/25 revealed she required physical assistance
with eating.

Observation on 02/26/25 at 8:01 A.M. revealed Resident #44 sitting in the dining room with a plate in front of
her, she was not eating. At that time, only one staff member was present in the dining room. Certified
Nursing Assistant (CNA) #185 was assisting three residents at another table who needed fed.

Observation on 02/26/25 at 8:13 A.M. revealed another resident was added to the table of three residents
who needed fed, there was still only one staff member. Between 8:15 A.M. and 8:27 A.M. additional staff
entered the dining room to assist residents. No staff assisted Resident #44 with her meal that was sitting in
front of her during this observation from 8:15 A.M. to 8:27 A.M.

Observation and interview on 02/26/25 at 8:27 A.M. revealed Resident #44 was still sitting in the dining room
with a plate in front of her, and it was untouched. At that time, CNA #185 approached the resident. CNA
#185 stated they had a lot of residents who needed assistance at meals. She verified Resident #44 was
dependent on staff for eating, and that her plate had been sitting in front of her for almost thirty minutes.

This deficiency represents non-compliance investigated under Complaint Number OH00162840 and
Complaint Number OH00161491.

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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