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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** 18229
or potential for actual harm
Based on observation, clinical record review and resident and staff interview, it was determined that the
Residents Affected - Some facility failed to assist dependent residents with bathing, grooming, and dressing care for four of seven
residents reviewed (Residents 1, 3, 5, and 7).

Findings include:

Observation of Resident 1 on September 19, 2024, at 8:50 AM revealed that his shirt was soiled with dried
stains. Interview with Resident 1 at this time revealed staff only change his shirt on his shower days.
Resident 1 stated he receives a bed bath on Tuesdays and Fridays. Further observation of Resident 1
revealed a lot of facial hair. Resident 1 stated that he prefers to be clean shaven but is unable to shave
himself due to not getting out of bed, having no mirror, and his poor eyesight. Resident 1 stated that staff
refuse to shave him and tell him he can do it himself.

Clinical record review for Resident 1 revealed his most recent MDS (Minimum Data Set, an assessment
completed at specific interval to determine care needs) dated August 28, 2024, noted staff assessed him as
requiring substantial/maximum assistance for upper body dressing, and he was dependent on staff for
personal hygiene (including shaving).

Clinical record for Resident 3 revealed her preference for bathing is to receive a shower on Mondays and
Thursdays. Review of Task documentation (electronic system of nurse aide documentation of activities of
daily living care) for the last 30 days revealed that Resident 3 received two showers on August 22, and
September 16, 2024. Staff only documented one time that Resident 3 refused a shower. Review of Resident
3's most recent MDS dated [DATE], revealed she requires substantial/maximum staff assistance for bathing.

Clinical record review for Resident 5 revealed her preference for bathing is to receive a shower on
Wednesdays and Saturdays. Review of Task documentation for the last 30 days revealed that Resident 5
received two showers on September 7 and 11, 2024. Staff only documented two times that Resident 5
refused a shower. Staff documented NA (not applicable) three times in the last 30 days. Review of Resident
5's most recent MDS dated [DATE], revealed she requires substantial/maximum staff assistance for bathing.

Clinical record review for Resident 7 revealed her preference for bathing is to receive a shower on Tuesdays
and Fridays. Review of Task documentation for the last 30 days revealed that Resident 7 only received one
shower in the last 30 days on September 6, 2024.
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F 0677 The facility failed to provide assistance for bathing, dressing, and personal hygiene for residents dependent

on staff assistance.
Level of Harm - Minimal harm or

potential for actual harm These findings were reviewed during a meeting with the Nursing Home Administrator and Director of Nursing
on September 19, 2024, at 3:00 PM.
Residents Affected - Some

28 Pa. Code 211.12 (d)(1)(2)(3)(5) Nursing services
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