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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 46939
or potential for actual harm
Based on interview and record review, the facility failed to provide necessary activities of daily living
Residents Affected - Few (ADL-skills required to independently care for oneself, such as eating, bathing, and mobility) for one of three
sampled residents (Resident 1) when Resident 1's shower sheets was not available and not documented for
a period of one month (3/4/24-4/4/24). This failure had the potential to negatively affect Resident 1's physical
and mental health.

Findings:

During an interview on 4/4/24, at 2:00 p.m., with Resident 1, Resident 1 stated she was not showered
regularly according to her scheduled shower days. Resident 1 stated she is supposed to be showered on
Mondays, Wednesdays, and Fridays. Resident 1 stated she was dependent on staff to bathe her due to
weakness from a chronic medical condition and she was unable to bathe herself.

During a concurrent interview and record review on 4/4/24, at 2:40 p.m., with Certified Nursing Assistant
(CNA) A, the shower sheet binder dated 3/4/24 to 4/4/24 was reviewed. The shower sheet binder indicated,
no documentation Resident 1 was showered for this time period. CNA A stated, there was no documentation
that Resident 1 was showered for this period of 3/4/24 to 4/4/24. CNA A stated, we are supposed to fill out a
shower sheet each time a resident was showered, and given a bed bath, or any refusal.

During a review of Resident 1's Brief Interview for Mental Status (BIMS- tool used to screen and identify the
cognitive condition of residents) dated 12/12/23. Resident 1 had a BIMS of 15, indicated the resident was
cognitively intact, no impairment to memory, and thinking, or judgement.

During a review of Resident 1's Minimum Data Set (MDS- a standardized assessment tool that measures
health status in nursing home residents) Section GG, dated 3/5/24, MDS section GG indicated, the
shower/bathe self which the ability to bathe self, including washing, rinsing, and drying self with a score of
01that means Dependent-Helper does ALL of the effort.

During an interview with Director of Nursing (DON) on 4/4/24 at 4:18 p.m., the DON confirmed the request
for Resident 1's shower sheets was not documented and filled out for the period of 3/4/24 to 4/4/24.

During a review of shower sheets requested dated 3/4/24-4/4/24, there was no documented evidenced
Resident 1 receiving any type of shower or any refusal on 3/4/24 to 4/4/24 .
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F 0677 During a review of the facility's policy and procedure (P&P) titled, Bath, Shower/Tub dated 2018, the P&P
indicated, The purpose of this procedure are to promote cleanliness, provide comfort to the resident and to
Level of Harm - Minimal harm or observe the condition of the resident's skin. Documentation 1. The date and time the shower/tub bath was
potential for actual harm performed. 2. The name and title of individual(s) who assisted the resident with the shower/tub bath. 3. All
assessment data (e.g, any reddened areas, sores, etc., on the resident's skin) obtained during the
Residents Affected - Few shower/tub bath. 4. How the resident tolerated the shower/tub bath. 5. If the resident refused the shower/tub

bath, the reason(s).
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