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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 35749

or potential for actual harm
Based on record review and interview, the facility failed to ensure bathing was provided for 1 (#2) of 3
Residents Affected - Few sampled residents reviewed for bathing.

The assistant director of nursing identified 117 residents resided in the facility.

Findings:

A Bathing policy, dated 02/12/20, read in part, Staff will provide bathing services for residents within standard
practice guidelines.

Resident #2 had diagnoses which included endocarditis (inflammation of heart valves).

An admission resident assessment, dated 12/12/24, showed Resident #2 required substantial to maximum
assistance with bathing.

On 02/27/25 at 1:40 p.m., CNA #3 stated residents had shower schedules. CNA #3 stated they were not
aware of what schedule Resident #2 would have been on during their stay in the facility.

On 03/03/25 at 10:35 a.m., the traveling interim DON was asked to provide bathing records for Resident #2's
stay in the facility. Resident #2 was in the facility during the month of December 2024.

On 03/03/25 at 11:07 a.m., the traveling interim DON stated they were unable to find any documentation on
Resident #2's bathing.
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