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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 Based on clinical record reviews, as well as staff and resident interviews, it was determined that the facility

or potential for actual harm failed to ensure that residents were provided with showers/complete bed baths as scheduled for three of
four residents reviewed (Residents 1, 2, 3).Findings include:An annual Minimum Data Set (MDS)

Residents Affected - Some assessment (a mandated assessment of a resident's abilities and care needs) for Resident 1, dated

October 2, 2025, indicated that the resident was cognitively impaired, was dependent on staff for
bathing/showering, and had diagnoses that included hypertension (high blood pressure) and osteoporosis
(weak, thinning bones). Review of Resident 1's active task list, dated December 2025 and January 2026,
revealed that showers were scheduled to be provided every Wednesday and Sunday on dayshift. Review of
Resident 1's Bath/Shower record, dated December 2025 through January 2026, revealed no documented
evidence that a shower or a complete bed bath was provided to the resident on December 3, 10, 14, 21,
28, and 31, 2025 and January 11, 2026. A significant change MDS assessment for Resident 2, dated
October 28, 2025, indicated that the resident was severely cognitively impaired, was dependent on staff for
bathing/showering, and had diagnoses that included hemiplegia (loss of function on one side of the body).
Review of Resident 2's active task list, dated December 2025 and January 2026, revealed that showers
were scheduled to be provided every Tuesday and Saturday on dayshift. Review of Resident 2's
Bath/Shower record, dated November 2025 through December 2025, revealed no documented evidence
that a shower or a complete bed bath was provided to the resident on November 11, 18, 25, 2025 and
December 6, 2025. An annual MDS assessment for Resident 3, dated October 7, 2025, indicated that the
resident was severely cognitively impaired, needed supervision and touch assistance from staff for
bathing/showering, and had diagnoses that included dementia.Review of Resident 3's active task list, dated
December 2025, revealed that showers were scheduled to be provided every Tuesday and Saturday on
dayshift. Review of Resident 3's Bath/Shower record, dated November 2025 through December 2025,
revealed no documented evidence that a shower or a complete bed bath was provided to the resident on
December 14, 2025. Interview with the Interim Director of Nursing on January 15, 2025, at 6:00 p.m.
confirmed that there was no documented evidence that the residents listed were offered, refused, or
received their scheduled shower or complete bed bath on the days noted above. 28 Pa. Code 211.12(d)(5)
Nursing Services.
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