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F 0676

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Ensure residents do not lose the ability to perform activities of daily living unless there is a medical reason.

45490

Based on interview and record review, it was determined that for 2 of 10 sampled residents, that the facility 
did not ensure that the resident was given the appropriate treatment and services to maintain or improve 
their ability to carry our the activities of daily living. Specifically, residents were not provided bathing/shower 
assistance. Resident identifier: 1 and 5. 

Findings Included: 

On March 24, 2025, the surveyor interviewed Resident 1. Resident 1 stated that she was not receiving her 
scheduled showers from the facility and had occasionally gone a week without a shower. 

On March 25, 2025 the surveyor reviewed Resident 1's medical record, and the following entries were 
observed: 

A care plan dated August 8, 2024, revealed that Resident 1 had an ADL (Activities of Daily Living) self-care 
performance deficit and required substantial/maximal assistance with bathing/showering. 

Resident 1 ' s showers were scheduled twice a week.

Shower documentation revealed the following:

a. In February 2025, she received 2 showers and was missing 6 or 8 scheduled showers.

[It should be noted that the resident's husband gave both showers.] 

b. In March 2025, she was offered/received 4 showers and was missing 3 of 8 scheduled showers.

[It should be noted the resident's husband gave one of the showers documented.] 

On March 26, 2025, the surveyor interviewed Admin 3. Admin 3 stated that Resident 1's showers are twice a 
week, and staff should offer her a shower on the days she is scheduled to receive them; staff should 
document all showers and refusals. Admin 3 stated that Resident 1's husband would shower her on 
Saturday because Resident 1 felt like she was not getting her showers on her scheduled Sunday day.

(continued on next page)
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F 0676

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On March 25, 2025, the surveyor interviewed Admin 2. Admin 2 stated that if cares were not documented, 
then they were not completed. 

2. On March 24, 2025, the surveyor reviewed Resident 5's medical records. 

Resident 5's medical records revealed that the only documented showers in January 2025 were on January 
20 and 25th. 

The surveyor interviewed Admin 4 and Admin 5. Both staff members stated that resident showers were often 
missed. 

The facility was unable to locate documentation showing that showers were offered and/or completed on the 
missing dates for Residents 1 and 5. 
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F 0677

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.

45490

Based on interview and record review, it was determined that for 1 of 10 sampled residents, that the facility 
failed to provided the necessary services to maintain good nutrition, grooming, and personal and oral 
hygiene for residents who were unable to carry out activities of daily living. Specifically, a resident was not 
provided showers or oral care as scheduled. Resident identifier: 4. 

Findings Included: 

On March 24, 2025 the surveyor reviewed resident 4 ' s medical record, and revealed the following. 

Resident 4 had an ADL (activities of daily living) self care performance deficit related to paralysis of the left 
side and aphasia following a CVA (cerebrovascular accident) and requires substantial/maximal assistance 
with bathing/showering, and is DEPENDENT on staff for personal hygiene. 

Resident 4's showers were scheduled for twice a week, shower documentation revealed the following: 

a. February 2025, she received 2 showers, missing 6 out of 8 showers. 

b. March 2025 she received 3 with one documented as a refusal with the reason of no soap, missing 4 out of 
7 showers.

Resident 4's medical record revealed she required oral care to be complete daily morning and night, 
documentation revealed the following: 

a. March 2025 POC (Point of Care) Response History of the Tasks: ADL- Bathing section revealed she 
missed at least one or both of her twice daily oral care for 22 out of 25 days reviewed. 

 On March 25, 2025 the surveyor interviewed Admin 6. Admin 6 stated that resident 4 required assistance 
with all cares. 

On March 25, 2025 the surveyor interviewed Admin 7. Admin 7 stated that each resident has a scheduled 
shower that should be completed, time a resident is showered, a shower sheet was filled out and placed in a 
binder as well as documented in the residents POC. If this was not documented in either place it probably 
was not completed. 

On March 25, 2025 the surveyor interviewed Admin 2. Admin 2 stated that if cares were not documented 
then it was not completed. 

The Admin 2 was unable to locate documentation showing showers and oral care was offered and/or 
completed on the missing dates for resident 4.
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