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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 **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on review of facility policy, medical record review, and interview, the facility failed to provide showersin
harm accordance with the care plan for 1 resident (Resident #3) of 3 Residents reviewed for Activities of Daily Living (ADLS).
The findings included: Review of the facility's policy titled Comprehensive Care Plans, last revised on 7/19/2018, showed
Residents Affected - Few .Care plan interventions are implemented after consideration of the resident's problem areas .interventions will reflect
action, treatment or procedure to meet objectives toward achieving the resident goals . Review of the medical record showed Resident
#3 was admitted to the facility on [DATE] for short term with [DIAGNOSES REDACTED]. Review of the admission
Minimum Data Set (MDS) assessment dated [DATE] showed Resident #3 scored a 13 (cognitively intact) on the Brief Interview
for Mental Status and was independent in decision making and required assistance of one person for bathing. Review of the
admission care plan dated 5/5/2020 showed Resident #3 was to be showered twice weekly (Tuesday and Friday) and as needed.
Review of the ADL/Bathing log dated 5/1/2020 - 5/31/2020 showed no documentation Res dent #3 was bathed from 5/8/2020 to
5/19/2020 (11 consecutive days). During an interview on 6/16/2020 at 2:00 PM, the Director of Nursing (DON) stated the
facility failed to ensure Resident #3 was bathed twice weekly in accordance with the care plan between the period of
5/8/2020 and 5/19/2020. During atelephone interview on 6/19/2020, Family Member #1 stated when Resident #3 was discharged
from the facility he had body odor, his hair was unkempt and oily, and he had skin irritation in the abdominal folds and groin. The
family member stated the resident told her he had not been bathed in more than a week.
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