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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 45462
or potential for actual harm
Based on observation and interview, the facility failed to ensure incontinent care was provided to dependent
Residents Affected - Few residents at least every two hours for two (#4 and #5) of five dependent residents observed for receiving
incontinent care.

The DON identified 112 residents resided in the facility.
Findings:

1. A Comprehensive Assessment for Resident #4, dated 06/10/24, documented they had impaired ROM to
both lower extremities, was incontinent of bowel and bladder, and was dependent on staff for all ADL's.

2. A Comprehensive Assessment for Resident #5, dated 06/18/24, documented they had impaired ROM to
both lower extremities, was incontinent of bowel and bladder, and was dependent on staff for all ADL's.

On 08/13/24 at 11:30 a.m., Resident #4 and Resident #5 were observed in the facility dining room on the
lower level.

On 08/13/24 at 12:30 p.m., Residents #4 was escorted in their reclining geri-chair from the dining room to
their room and placed beside their bed by CNA #1.

On 08/13/24 at 1:12 p.m., Residents #5 was escorted in their reclining geri-chair from the dining room to their
room and placed beside their bed by CNA #2.

On 08/13/24 at 2:00 p.m., after uninterrupted observation on the hall from 12:30 p.m., Resident #4 and
Resident #5 were observed in their rooms sitting in their reclining geri-chairs, at the side of their beds. No
staff had been observed entering or exiting Resident #4's room since 12:30 p.m. No staff had been observed
entering or exiting Resident #5's room since 1:12 p.m.

On 08/13/24 at 2:50 p.m., after uninterrupted observation from 2:00 p.m. to this time, CNA #1 and CNA #2
were observed while they put Resident #5 in bed and performed peri-care. Resident #5's brief was observed
to be grossly saturated and contained a medium bowel movement.
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F 0677 On 08/13/24 at 3:14 p.m., after further observation of Resident #4 sitting in their reclining geri-chair at the
side of their bed, this surveyor asked CNA #3 who from the day shift was responsible for Resident #4's care.
Level of Harm - Minimal harm or CNA #3 stated, | am, but I'm working 16 hours. CNA #3 was informed of my observations and immediately
potential for actual harm following our conversation, CNA #3 and CNA #4 were observed while they put Resident #4 in bed and
performed peri-care. Resident #4's brief was observed to be moderately saturated and blanchable redness
Residents Affected - Few was noted to entire buttocks and sacral area.

On 08/14/24 at 2:16 p.m., the DON was asked the facility policy regarding incontinent care for dependent

residents. They reported dependent residents should be checked and/or provided incontinent care at least
every two hours. The DON was informed of my observation for Residents #4 and #5. They acknowledged

facility policy had not been followed for the above residents.
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