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F 0676 Ensure residents do not lose the ability to perform activities of daily living unless there is a medical reason.

Level of Harm - Minimal harm An abbreviated complaint survey was conducted on July 9, 2025. Based on interview, observation, and

or potential for actual harm record review, it was determined that for 1 of 5 sampled residents, that the facility failed to provide the
services consistent with the resident's needs and choices. Specifically, a resident was not offered a shower

Residents Affected - Few for 15 days. Resident identifier: 1. An abbreviated complaint survey was conducted on July 9, 2025. Based

on interview, observation, and record review, it was determined that for 1 of 5 sampled residents, that the
facility failed to provide the services consistent with the resident's needs and choices. Specifically, a resident
was not offered a shower for 15 days. Resident identifier: 1. Findings IncludeThe surveyor reviewed
Resident 1's medical records, and the following entries were observed: Resident 1's care plan, initiated May
30, 2025, indicated that Resident 1 had an Activities of Daily Living self-care performance deficit related to
her diagnoses. The intervention listed that Resident 1 was able to bathe with a one-person staff assist.
Resident 1's Minimum Data Set assessment, dated June 11, 2025, indicated that Resident 1 required
substantial/maximal assistance for showering or bathing. Resident 1's shower log revealed that Resident 1
was given a shower on June 13, 2025. It should be noted that this was the first shower given to Resident 1 in
15 days. On July 15, 2025, the survey interviewed the Director of Nursing (DON). The DON stated that all
residents are offered showers twice a week. The DON stated that residents can refuse showers or request
more showers, and the facility staff would accommodate the residents' needs. The DON stated that staff
were instructed to document shower refusals. The DON stated that Resident 1 had refused showers and
staff failed to document the refusals. The DON stated that Resident 1 had been given showers that were not
documented.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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