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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- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | This citation pertains to intake #MI 3. Based on interview and record review, the facility failed to ensure showers were
harm provided for one resident, (R#508) of four residents reviewed for activities of daily living, resulting in aformal
complaint to the state agency, and the potential for poor personal hygiene and embarrassment. Findings include: A complaint was
Residents Affected - Few | filed with the State Agency that alleged the subject of the complaint did not receive their twice weekly scheduled
showers between 5/27/20 and 6/3/20. On 7/21/20 during an abbreviated survey, areview of R508's clinical record was

conducted. The review indicated R508 admitted to the facility on [DATE] with [DIAGNOSES REDACTED]. R508's most recent
Minimum Data Set assessment dated [DATE] indicated R508 was cognitively intact and required extensive assistance from one
staff member for all activities of daily living. On 7/21/20 12:25 PM an interview with Certified Nursing Assistant (CNA)

'D' was conducted. During the interview, CNA 'D' indicated that when they gave aresident a bath or a shower they

documented it on a paper form and in their CNA documentation in the electronic medical record. CNA 'D' also indicated that
showers were scheduled twice aweek by resident room numbers. On 7/21/20 at 1:25 PM, an interview with the facility's

Director of Nursing (DON) was conducted regarding R508's showers. The DON indicated that R508 was scheduled for a shower on
Wednesdays and Saturdays but often received them on Thursdays and Sundays because of R508's[MEDICAL TREATMENT]
scheduled.

The DON further indicated that R508 had refused a couple of showers, but was not care planned for it. At that time, the DON
provided one paper shower sheet for R508 that was for a shower given in April 2020. The DON also provided the CNA

electronic documentation for showers given to R508 during their admission to the facility. A review of the provided CNA
documentation was conducted and it was discovered R508 received a shower on 5/27/20 and the next documented shower was on
6/3/20, seven days later. A review of afacility provided policy titled, Shower/Tub Bath revised 1/16/11 was reviewed,

however; the policy did not address how often aresident was to receive a shower. A review of a second, undated, facility
provided policy titled, Quality of Care was reviewed and read, .2. By providing rehabilitative nursing service, the staff

will assist the resident with bathing, dressing, grooming, toileting and eating as needed . The facility was asked if they

had any additional information to provide regarding the concern; none was provided by the end of the survey.
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