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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** 43277
or potential for actual harm
Based on review of facility policy, review of clinical record, and resident interview it was determined that that
Residents Affected - Few the facility failed to ensure dependent residents received the necessary assistance to maintain personal
hygiene for one of six residents reviewed (Resident R1).

Findings Include:

Review of facility policy Activities of Daily Living (ADL) revised March 2018 revealed appropriate care, and
services will be provided for residents who are unable to carry out activities of daily living (ADLs)
independently, with the consent of the resident and in accordance with the plan of care.

Review of Resident R1's clinical record revealed the resident was admitted to the facility on [DATE], was
alert and oriented x 3 (alert to person, place, and time) and able to make needs known.

Review of Resident R1's care plan dated March 12, 2025, revealed Resident R1 had an activities of daily
living self-care performance deficit related to recent fall with hip fracture. Intervention dated March 13, 2025,
revealed Resident R1 required 1-staff assistance with bathing, transferring, dressing, and toileting.

Interview on March 24, 2025, at 11:15 a.m. with Nurse Aide, Employee E3, revealed each nursing unit has a
shower schedule book that details when each resident has a scheduled shower.

Review of the 4th floor nursing unit shower schedule book revealed Resident R1 was scheduled for a shower
on Saturdays.

Interview on March 24, 2025, at 12:05 p.m. with Resident R1 the resident reported that she required
assistance from staff with showering. Further interview Resident R1, the resident denied being provided
with/offered a shower on Saturday March 22, 2025.

Review of Resident R1's clinical record revealed a nursing kardex (documentation system that allows nursing
staff to organize and reference key patient information) task for bathing. Review of Resident R1's bathing
task revealed did the resident receive a shower or bathing per care plan? which was subsequently blank.

Review of Resident R1's entire clinical record revealed no documented evidence Resident R1 was provided
with/offered a shower on Saturday March 22, 2025.

(continued on next page)

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
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