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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 observation, medical record review, and staff and resident interviews, the facility failed to

or potential for actual harm ensure timely activities of daily living (ADL) care for dependent residents in 1 of 4 sampled residents
(#3) reviewed for ADL care. The findings were:1.Review of the 4/14/26 cognitive evaluation showed

Residents Affected - Few resident #3 had a BIMS score of 13 out of 15, which indicated the resident was cognitively intact.

Review of a provider note dated 4/21/26 showed the resident required assistance with personal
cares, was not ambulatory, and was unable to perform ADL's independently due to a recent above the
knee amputation. Review of the care plan dated 4/13/26 showed the resident was dependent upon
staff for incontinence care and had interventions which included .Provide incontinence care after each
incontinent episode. and .ADL needs will be met each day. The following concerns were identified:a.
Observation on 4/28/26 at 1:56 PM showed resident #3's call light was on. At 1:58 PM an unidentified
staff member entered the room and was told by the resident that two staff members were required to
provide care. The staff member left the resident's room and the call light remained on. At 2:04 PM the
unidentified staff member was observed entering the resident's room, turned off the call light, and
exited the room.b. Interview with resident #3 on 4/28/26 at 2:05 PM revealed s/he had waited
approximately 45 minutes for the return of two staff members to provide incontinence care and take
him/her to the shower. The resident confirmed s/he was dependent upon staff for incontinence care.
In addition, the resident revealed it was not unusual to wait an hour or more for incontinent care. c.
Observation on 4/28/26 at 2:15 PM showed CNA #1, CNA #2, and CNA #3 entered the resident's room
with a mechanical lift and provided incontinence care. The resident stated Might as well take the
gown off, it's soaking wet. Continued bservation showed the resident's bedding was removed and the
mattress was wet. Interview with CNA #1 at that time confirmed the resident's brief and gown were
wet.2. Interview with the DON on 4/29/26 at 11:27 AM revealed Anyone who requires assistance
receives the care they need and Staff were expected to answer call lights and provide incontinence
care at the time of need3. Review of the incontinence policy last revised 4/2025 showed .All

residents that are incontinent will receive appropriate treatment and services.
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