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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 BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview and record review, the facility failed to provide assistance with activities of daily living (ADL-bed
harm mobility, transfer, walk in room, walk in corridor, locomotion, dressing, eating, toilet use, and persona hygiene) for one of three
sampled residents (Resident 1) when Resident 1 required supervision and limited assistance with his ADL. This
Residents Affected - Few | failure had the potential for Resident 1 feeling neglected affecting his quality of life. Findings: During an interview on
8/13/2020, at 10:35 AM, with Family Member (FM), FM stated Resident 1 reported to her the night shift staff denied him of
help. During areview of Resident 1's Minimum Data Set (MDS), dated [DATE], the MDS indicated, Resident 1 required limited
assistance with bed mobility, transfer, dressing toilet use and personal hygiene. Resident 1's MDS, dated [DATE],
indicated, Resident 1 required supervision with locomotion and eating. Resident 1's Documentation Survey Report (DSR),
dated 6/2020, the DSR indicated, there was no documentation of assisting Resident 1 with ADL (bed mobility, dressing,
locomotion-resident movement, personal hygiene, toilet use, transferring, walk in corridor, walk in room, bladder
continence, bowel continence, fluid intake, and nourishments/snack) care provided during the night shift (10:30 PM - 6:30
AM) on 6/5/2020, 6/6/2020, 6/9/2020, 6/17/2020, 6/18/2020, 6/19/2020, 6/20/2020, 6/22/2020, 6/23/2020, 6/24/2020,
6/26/2020, and 6/27/2020. Resident 1's DSR, dated 7/2020, indicated, there was no documentation of ADL care provided during the
night shift on 7/1/2020, 7/2/2020, 7/3/2020, 7/4/2020, 7/5/2020, 7/6/2020, 7/8/2020, 7/9/2020, 7/11/2020, 7/12/2020,
7/13/2020, and 7/14/20. During a concurrent interview and review of Resident 1's DSR on 10/1/2020, at 3:38 PM, with the
Director of Nursing (DON), it was noted the DSR was not completed. DON verified the finding. During areview of the
facility policy and procedure (P& P) titled, Activities of Daily Living (ADLs), Supporting, dated 3/18, the P& P indicated,
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. 5. b. Supervision -
Oversight, encouragement or cueing provided 3 or more times during the last 7 days. c. Limited Assistance - Resident highly
involved in activity and received physical help in guided maneuvering of limb(s) or other non-weight bearing assistance 3
or more times during the last 7 days.
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