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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 50916

or potential for actual harm
Based on observation, interview, record review, and policy review the provider failed to ensure activities of
Residents Affected - Some daily living (ADL) tasks were performed and accurately documented for four of four sampled residents (1, 2,
3, and 4) who were dependent on staff assistance. Findings include:

1.0bservations of resident 1 while in his room revealed he was sitting in his wheelchair in the center of the
room and his call light was not within his reach:

*On 8/5/24 at 3:35 p.m.

*On 8/6/24 at 10:00 a.m.

*On 8/6/24 at 1:06 p.m.

*And again on 8/6/24 at 2:50 p.m.

Interview on 8/5/24 at 3:40 p.m. with visitors who wished to remain anonymous revealed:

*They had seen call lights on for at least 45 minutes.

*They had helped residents with simple tasks because the residents were not getting help from staff.
Interview on 8/6/24 at 1:40 p.m. with nurse consultant C revealed:

*The facility does not have a rounding (periodic monitoring of residents' status and assisting with their needs)
or positioning policy.

*The facility must follow what was in each resident's care plan regarding how often they would do rounds.
Interview on 8/6/24 at 2:00 p.m. with administrator A revealed:

*She expected rounding on residents to be done at a minimum of every two hours.

*Rounding can be specific to the resident's care plan that the facility must follow.
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F 0677 Interview on 8/6/24 at 2:52 p.m. with director of nursing (DON) B revealed:
Level of Harm - Minimal harm or *She expected call lights to always be within reach of residents.

potential for actual harm
*She said even if residents had cognitive or physical declines, they should have an adaptive call light they
Residents Affected - Some can use.

Review of the resident 1's electronic medical record (EMR) revealed:

*His Brief interview for mental status (BIMS) score was a 00, which indicated severe cognitive impairment.

*He needed assistance to alternate rest periods in bed with activity and being up in a chair for optimal
comfort per his care plan.

*He needed assistance to lay down on his bed daily to stretch out even if for a few minutes per his care plan.
*His toileting documentation revealed he was assisted with toileting:

-Two times within a 24-hour period 12 out of 28 days.

-Three times within a 24-hour period 12 out of 28 days.

-Four times within a 24-hour period 4 out of 28 days.

2. Observation and Interview on 8/6/24 at 8:00 a.m. to 8:40 a.m. of residents 1, 2, 3, and 4 while at the
assist table for the breakfast meal and registered nurse (RN) D passing medications revealed:

*Residents 1, 2, 3, and 4 were seated in their wheelchairs at the assist table and were not being fed.
*Other residents were served food and drinks when they arrived in the dining room.

*RN D stated those residents (1, 2, 3, and 4) were the first to be brought in and the last to be fed because
they are dependent on staff to assist them.

3. Observations on 8/6/24 at 10:57 a.m. of residents 1, 2, and 3 revealed they were all seated in their
wheelchairs in their rooms.

4. Observations on 8/6/24 at 11:40 a.m. of residents 1, 2, 3, and 4 revealed they were all in their wheelchairs
and brought to their table in the dining room for the lunch meal.

5. Review of resident 2's EMR revealed:
*Her BIMS score was 3, which indicated severe cognitive impairment.
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F 0677 *She needed assistance to reposition up to every two hours per her care plan.
Level of Harm - Minimal harm or *Her toileting documentation revealed she was assisted with toileting:

potential for actual harm
-Two times within a 24-hour period 11 out of 28 days.

Residents Affected - Some
-Three times within a 24-hour period 16 out of 28 days.

-Five times within a 24-hour period 1 out of 28 days.

6. Review of resident 3's EMR revealed:

*His BIMS score was a 00, which indicated severe cognitive impairment.
*His care plan revealed he is dependent on staff for:

-Mobility

-Transfers

-Repositioning

*His toileting documentation revealed he was assisted with toileting:
-Two times within a 24-hour period 13 out of 28 days.

-Three times within a 24-hour period 14 out of 28 days.

-Five times within a 24-hour period 1 out of 28 days.

45683

7. Observation on 8/5/24 at 3:25 p.m. of resident 4 in her room revealed:
*She was seated in a high-back wheelchair with her eyes closed.

*Heal protectors were applied to both feet.

*She did not respond when spoken to.

8. Observation on 8/5/24 at 5:09 p.m. of resident 4 in her room revealed she was in the same position as
above in her wheelchair.

9. Observation on 8/6/24 at 7:52 a.m. of resident 4 in the dining room revealed:
*She was seated in a high-back wheelchair at a table.
*Heal protectors were applied to both feet.
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F 0677 *A staff member started assisting her to eat at 8:30 a.m.
Level of Harm - Minimal harm or *She finished eating and was assisted back to her room at 8:55 a.m.

potential for actual harm
10. Interview on 8/6/24 at 9:05 a.m. with CNA G regarding the dining schedule revealed:
Residents Affected - Some
*The total assist (dependent on staff assistance) residents were brought to the dining room first for breakfast.

*Then the residents who needed some assistance with dressing in the morning were helped and the
independent residents were reminded to go to breakfast.

*Once everyone was in the dining room she would help the total assist residents with eating breakfast.

11. Observation on 8/6/24 at 10:10 a.m. of resident 4 in her room revealed she was still seated in the
high-back wheelchair.

12. Observation and interview on 8/6/24 at 10:35 a.m. with RN F revealed:
*Resident 4 was in her high-back wheelchair in her room.

*Care plans stated residents were to be repositioned every two hours.
*She agreed resident 4 had been in her wheelchair since breakfast.

13. Review of resident 4's EMR revealed:

*She had a primary diagnosis of Parkinson's disease.

*She had a BIMS score of 00 which indicated severe cognitive impairment.

*Her care plan interventions dated 7/24/24 indicated staff were to turn and reposition her every two hours
and as needed.

*She was dependent on staff for bed mobility, transfers, locomotion, toileting and dressing.
Review of the provider's 2/20/2024 Call Light Policy revealed:
*4. Be sure call lights are placed within reach of residents.

*6. For residents who are physically unable to depress the traditional call light but cognitively able to call for
help, evaluate the need for alternate call system .
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