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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure a resident who was unable to
carry out activities of daily living received the necessary services to maintain good grooming, and
personal hygiene for 1 of 7 residents (Resident #1) reviewed for ADL care.The facility failed to ensure
Resident #1 was cleaned of bowel movement and urine on 5/10/2026 and on 5/11/2026.This failure
could place the residents at risk for skin breakdown, infection and poor self-esteem.The findings
include:Record review of Resident #1's face sheet revealed an [AGE] year-old female originally
admitted to the facility on [DATE]. Resident #1 had a medical history of cerebral ischemia (lack of
blood flow deprives the brain of vital oxygen and glucose) , unspecified dementia (when a patient
exhibits clear signs of cognitive decline such as memory loss, impaired reasoning, or personality
changes severe enough to affect daily life), encounter for attention to other artificial opening of
urinary tract (management, cleansing, or changing of surgical urinary appliance such as a Urostomy (a
surgical procedure that creates an alternate route for urine to exit the body)), muscle weakness and
need for assistance with personal care.Record review of Resident #1's admission MDS dated
[DATE], indicated in Section C- Cognitive patterns revealed a BIMs score of 4 which indicated
Resident #1 had severe cognitive deficits. Section GG- functional abilities revealed Resident #1 was
depended for personal hygiene, toileting, and shower/bathing. Section E- Behavior Section E0800
Rejection of care- Presence and Frequency revealed Did the resident reject evaluation or care (.ADL
assistance) that is necessary to achieve the resident's goals for health and well-being? 0. Behavior
not exhibited. Section H- Bladder and Bowel Appliances revealed resident had a urinary ostomy (a
surgically created opening in the abdomen that bypasses the natural intestinal or urinary tract) and
resident was always incontinent of bowel.Record review of Resident #1's care plan focus dated
4/22/2026 revealed [Resident #1] have an ADL self-care performance deficit r/t [related to]
dementia. [Resident #1] will maintain my current level of function through the review date.provide
supportive care. Care plan focus dated 5/05/2026 revealed [Resident #1] continuously removed
clothes and urostomy bag, Monitor behavior episodes and attempt to determine underlying cause.
Care plan focus dated 5/11/2026 revealed [Resident #1] REMOVED FECES FROM HER BRIEF
SMEARED IT, WHEN STAFF ATTEMPTED TO REDIRECT PT [patient] BECAME AGITATED AND
PHYSCIALLY AGGRESSIVE. The resident will have no evidence of behavior problems (smearing feces
and becoming physically aggressive) . Anticipate and meet the resident's needs.Record review of
grievance report dated 5/10/2026 by Resident #1's family member revealed Nature of complaint:
Family came in on 5/10/2026 and [Resident #1] had dried feces (a solid or semi-solid waste material
expelled from the body through the rectum and anus during defecation) on hands, vaginal area and
buttocks.How the complaint was investigated: Interviewed staff.Findings of investigation: Resident
hitting and aggressive refusing to allow staff to provide care.Solution: Family notified.Record review
of Resident #1's progress notes dated 5/10/2026 at 7:39am revealed This nurse [LVN A]. was
notified by CNA [unknown] that [Resident #1] family was in room and [family member] wanted to
speak to a nurse [LVN A]. This nurse [LVN A] entered room and [Resident #1] appeared to have
been playing in feces prior to family arriving. [Resident #1 family] states I am not mad at you or your
(continued on next page)
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staff but [Resident #1] had to have done this sometime last night. Look at how hard this poop is on
her hands and body. This nurse [LVN A] assessed [Resident #1]; [Resident #1] had feces all over
body and had feces all over bed rails. [Resident #1] was asleep at this time. This nurse [LVN A] and
CNA [unknown] gave [Resident #1] a bed bath at this time. [Resident #1] was cleaned up, nails
cleaned, and clothes changed. [Resident #1] had also pulled urostomy bag off; this nurse [LVN A]
placed new bag. This nurse spoke to family and family states they understand she is not the only
resident in facility, and they know this is what she has been doing lately [lately]. Family asked if
they could place a complaint. This [LVN A] nurse notified .ADON and was given a complain sheet for
family to fill out. Family filled out sheet and returned to this nurse [LVN A] who turned it into ADON.
Family apologized and stated they were not sure why [Resident #1] continues to play in feces.
Family educated.Record review of Resident #1's POC Response History Task: Toileting Hygiene
revealed Resident #1 received toileting hygiene on 5/10/2026 at 4:16am. The POC Response History
Task: bowel and bladder elimination revealed on 5/10/2025 at 4:18am Resident #1 had a large BM
[bowel movement]. There were no documented Resident #1 refusals for either task for this date.
There were no further task documentations that showed Resident #1 had been provided toileting
hygiene after 4:18am and before 7:00am on 5/10/2026.Record review of Resident #1's progress notes
for dates 5/09/2026-5/10/2026 did not reveal any documentation that stated resident had refused to
be changed or refused toileting hygiene care prior to 7:00am on 5/10/2026.During an interview on
5/12/2026 at 10:33am, CNA E stated he had worked on 5/10/2026 day shift. He stated he entered
Resident #1's room at approximately 7:15am to help CNA F. He stated when he entered the room, he
saw Resident #1 had poop pasted on her. He stated family was in the room with CNA F because they
had found Resident #1 in that state. He stated he felt Resident #1 had been laying in BM for a while
because the feces appeared dry. He stated Resident #1 was given a bed bath by CNA F and LVN A in
order to remove the feces from Resident #1. He stated the night CNAs were CNA G and CNA H. He
stated the oncoming CNAs and off going CNAs should be rounding together and checking their
assigned residents but that did not always happen. He stated he did not know if CNA F had checked
Resident #1 before 7:15am. He stated the night CNAs usually conduct their last rounds at
approximately 5:30AM but was not sure what time CNA G or CNA H had done their last night rounds.
He stated he did not see skin breakdown or any redness on Resident #1's buttocks. He stated he had
been trained to check on residents every two hours and more frequently on residents who may have
behaviors. He stated residents being left in that manner was not okay and that is why they needed to
do end of shift rounds with the oncoming staff, so things like this don't happen.During an interview on
5/12/2026 at 12:09pm, CNA F stated she had been assigned to care for Resident #1 on 5/10/2026 day
shift. She stated when she arrived on shift at 6:00am she did lay eyes on Resident #1, but she was
ensuring Resident #1 was in bed and that she was okay. She stated she did not check her brief at that
time she just made sure Resident #1 was breathing and was safe. She stated that morning
[5/10/2026] it was approximately 7:00am when Resident #1's family member told her Resident #1
had poop dried up on her. She stated she and LVN A went into the room to clean Resident #1. She
stated it did appear Resident #1 had been laying in feces for a while because the feces was stuck and
dried on the bed handrails. She stated during the shift change report, CNA G and CNA H had not
mentioned that Resident #1 had refused to be cleaned up and had a current BM. She stated she felt
that they should have checked on Resident #1 more often but during shift change, they only check to
ensure residents are breathing and alive. She stated she did not believe the night shift staff had
checked on Resident #1 as they should have before leaving the shift because between 6am to 7am the
feces would not have been that dried. She stated she was not sure when nightshift would have done
their last rounds, but they had to scrub the feces off Resident #1 during her bed bath. She stated
residents with behaviors should be checked on for often than every two hours but sometimes they get
busy assisting other residents and the two hours goes by quickly.During an interview on 5/12/2026 at
12:19pm, CNA H stated she had worked the night of 5/9/2026 to 5/10/2026 in the morning. She
(continued on next page)
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stated when they arrive on shifts all the residents are checked on and any needs are addressed such
as changing, bathing, or getting them settled in bed for sleep. She stated rounds are done every two
hours or more frequently if needed. She stated that morning [5/10/2026] she had done her last
rounds at approximately 5am. She stated they had changed Resident #1 early in the shift and she had
cleaned her hands because they had feces on them but after that CNA G did rounds on that side of the
hall. She stated at 5am she did her last rounds and asked CNA G if she had checked on Resident #1
and CNA G told her she already had. CNA H stated she did not inquire further about Resident #1
because she took CNA G's word for it and left Resident #1 alone. She stated she asked CNA G about
Resident #1 at approximately 5:30am but was not sure what time CNA G had actually rounded on
Resident #1 or if she had needed any form of incontinence care. She stated when she returned for her
next shift that night, she had been told Resident #1 had been found with dried feces on her and when
she asked CNA G, CNA G told her don't worry I got you (the speaker has a situation completely under
control and will take care of the problem on your behalf). CNA H stated she didn't know why CNA G
was saying that, but she was upset that Resident #1 had been found that way and she did not want to
get in trouble for something that was not her fault.Attempted interviews on 5/12/2026 with CNA G at
12:03pm, 12:08pm and 1:00pm, were unsuccessful. CNA G did not return any calls or messages. During
an interview on 5/12/2026 at 2:00pm, LVN A stated she had been working on 5/10/2026 day shift.
She stated she had been in the dining room helping with breakfast when CNA F told her Resident #1's
family member wanted to speak to her. She stated she went to speak to Resident #1's family member
and he was upset that Resident #1 had feces on her that was hard, so she had to receive a bed bath.
She stated Resident #1 does have a behavior of grabbing her BM and smearing it on herself that
requires her to be cleaned often. She stated she offered a complaint form to the family, and she
returned the filled form to the ADON. She stated she did speak to the CNAs on that shift and educated
on ensuring residents were being checked on earlier. She stated even though the feces was hard she
could not place blame on day shift or night shift. She stated they were able to soak the BM off of
Resident #1. She stated rounds should be done when the CNAs first get on shift and she has asked
them to look at the briefs and below the sheets to ensure residents are clean. During the observation
of a video dated 5/11/2026 at 1:33pm, the video revealed Resident #1's family member entering
Resident #1's room. The video revealed Resident #1 resting in bed with a black/gray cover pulled up
to her chest, a blue fall mat on the floor and the bed in a low position. The family member stated so I
just got to [Resident #1] as soon as I walked into the room it smells like pee. Looks like she has been
sitting in pee for quite a while because the bedsheets are dry from urine. The video focuses on the
large urine stain on the sheet Resident #1 is lying on top of. The urine stain appeared to be dry. In a
second video dated 5/11/2026 at 1:35pm it revealed Resident #1's saying tengo mucho frio (I am very
cold) and the family member replying I know you're cold. It looks like her sheets been having pee
forever and it's super dry, the video showed Resident #1's family member pulling the blanket down to
show Resident #1's clothes. The clothes mid- abdomen and above were a shade of white with small
sea/ocean designs. From the mid abdomen down, a yellowish stain was visible on the same shirt. The
family members pulled the shirt down to show the shirt appeared to be dry where the stain was
visible.Record review of Resident #1's progress notes for date 5/11/2026 did not reveal any
documentation that stated resident had refused to be changed or refused hygiene care prior to 3:30pm
on 5/11/2026.Record review of Resident #1's POC Response History Task: Toileting Hygiene and
bowel and bladder elimination for 5/11/2026 did not reveal Resident #1 had received toileting hygiene
or bowel and bladder elimination and there were no documented Resident #1 refusals of hygiene care.
During an interview on 5/11/2026 at 6:10pm with LVN C, she stated she had been the charge nurse
for the day. She stated when she arrived at her shift on 5/11/2026 she had laid eyes on Resident #1
and did not see anything out of the ordinary. She stated around lunch time, CNA D had gone into
Resident #1's room and she was clean and dry. LVN C stated, next thing I know [Resident #1's family
member] told CNA D she wanted Resident #1 out of here. She stated she called ADON and explained
(continued on next page)
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the situation and she was told to notify the physician, hospice and to send her to the hospital if that
was what the family wanted. She stated Resident #1 was asleep and calm. She stated Resident #1
had dementia and had played in her feces before. She stated Resident #1 often removed her urostomy
bag and they would have to frequently replace the bag. LVN C stated she had not observed any open
wounds or sores to Resident #1's buttocks.During an interview on 5/11/2026 at 8:19pm, Resident #1's
family member, she stated she was aware Resident #1 had behaviors where she refused care at
times, but she felt the facility had left Resident #1 in her own urine and feces long enough for it to dry
to her clothes and to her sheets. She stated there were times she would visit and would find feces on
her nails but today on 5/11/2026 she had come to visit and Resident #1 had been laying in dried urine
and her nails were dirty. She stated she just couldn't do it anymore and had Resident #1 sent to the
hospital for an evaluation and to have her transferred to a different facility. She stated all she had
wanted was for Resident #1 to be changed every two hours as the staff was supposed to, but she felt
they were not rounding every two hours. She stated the hospital had cleaned up Resident #1 and
changed her sheets.During an observation on 5/11/2026 at 8:29pm, of Resident #1 there were no open
wounds, skin breakdown, sores or drainage noted from Resident #1's coccyx, left and right buttocks.
On 5/11/2026 at 8:30pm Resident #1 was not interviewable due to severe cognitive deficits.During an
interview on 5/12/2026 at 3:34pm with CNA D, she stated she had worked 5/11/2026 day shift and
was assigned Resident #1's room. She stated she had gone into Resident #1's room at approximately
7-7:30am and had changed Resident #1's clothes and bedding. She stated Resident #1 had a behavior
of ripping off her urostomy bag and often had urine leaking due to it being pulled on. She stated she
checked on Resident #1 again at approximately 2pm before she went to her lunch break and Resident
#1 was asleep and dry. She stated CNA I had passed out lunch trays and had gone into Resident #1's
room at around 12:00pm. She stated rounds are done every two hours but on 5/11/2026 she had only
rounded at 7:30am and 2:00pm. She stated between 7:30am to 2:00pm she was unable to go into the
room as she was providing showers to other Residents. She stated she did not know if her partner
went into Resident #1's room before 12:00pm but she knew CNA I had attempted to feed Resident #1
lunch. She stated when she came back from lunch Resident #1 was gone and had been told Resident
#1's bed was wet with urine. She stated she asked CNA I if she had seen urine on the bed and CNA I
had denied seeing wet urine on the bed. She stated a potential negative outcome of not providing
hygiene care for Residents could be skin breakdown, new wounds or infection. She stated she was
unable to see Resident #1's bed before she left the facility to see what had been missed.During an
interview on 5/12/2026 at 3:48pm, CNA I stated she had worked 5/11/2026 day shift. She stated
someone in Resident #1's room had pushed the call light, and she went into the room. She stated
Resident #1's family member told her Resident #1 wasn't being herself and she had poop on her. She
stated she did not see any poop, but she did see a yellow ring of urine on her bedsheet. She stated
she could not tell if it was actively wet or dry, but she could see the urine ring. She stated Resident
#1 was not assigned to her and had not rounded on her every two hours. She stated she remembered
Resident #1's family member had called after 2pm because CNA D had just gone to lunch. She stated
she did go into Resident #1's room at around 12pm for lunch and at that time she seemed okay but had
not checked to see if she was wet, she only attempted to feed her lunch. She stated CNA D and her
(CNA I) do communicate if they need them to do their rounds for them, but nothing had been
communicated to her that day. She stated call lights are answered by everyone and that is why she
had answered Resident #1's call light. She stated a potential negative outcome of not changing
residents every two hours could be skin breakdown, wounds and diminished quality of care.During an
interview on 5/12/2026 at 4:52pm, the ADON, she stated staff are trained to round every two hours.
She stated residents who have behaviors such as Resident #1's should be rounded on more
frequently. She stated Resident #1 did have a history of refusing care and they had been working with
hospice on a plan to encourage Resident #1 to allow staff to provide the care, but she often still
refused. She stated a potential negative outcome of staff not rounding every two hours could be skin
(continued on next page)
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breakdown, not meeting expectations, and resident needs not being met. She stated it is the
residents' right to refuse care but if it became a habit or behavior, they needed to discuss a care plan
that would address the new concerns. She stated staff cannot force the residents to receive care, but
they should be encouraged and notifying family if the care is not able to be completed.During an
interview on 5/12/2026 at 5:01pm, the ADM and RDO, the RDO stated they did not currently have a
DON and the ADM's first day was 5/11/2026. The RDO stated staff were trained to round on residents
every two hours and training is done upon hire and with annual competencies. She stated rounding
involved checking on residents, making sure they are comfortable, ensuring they are not soiled,
checking to see if they have fresh water and to assess each resident's well-being. The ADM stated
rounding's at the end and beginning of shifts should be done together by the off going CNA and
oncoming CNA to assess all the residents and provide care together if needed before the ongoing
person left, that way it would ensure all residents were clean and comfortable. The RDO stated they
would be monitoring POC's and ensuring all the tasks are being done and ADON would be doing spot
checks as well. The ADM stated the potential negative outcome of not providing rounding every two
hours could be falls, new wounds and poor quality of care. Record review of facility policy titled
Activities of Daily Living (ALDs), Supporting last revised March 2018 revealed; Residents will [be]
provided with care, treatment and services as appropriate to maintain or improve their ability to carry
out activities of daily living (ADLs).Residents who are unable to carry out activities of daily living
independently will receive the services necessary to maintain good nutrition, grooming and personal
and oral hygiene.2. Appropriate care and services will be provided for residents who are unable to
carry out ADL's independently, with the consent of the resident and in accordance with the plan of
care, including appropriate support and assistance with: a. hygiene, b. mobility, c. elimination
(toileting), d. dining, e. communication.4. if a resident with cognitive impairment or dementia resist
care, staff will attempt to identify the underlying cause of the problem and not just assume the
resident is refusing or declining care. Approaching the resident in a different way or a different time,
or having another staff member speak with the resident may be appropriate.
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