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potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, review of clinical record, and review of facility policy and procedure, the facility failed to ensure a 
resident (#5) was provided assistance with bathing or showering according to the resident's preference and 
to meet the resident' needs. The deficient practice could lead to a breakdown in skin integrity and/or 
psychosocial harm of a resident.Findings include:Resident #5 was admitted to the facility April 27, 2022, with 
diagnoses that included paraplegia, hypertension, and other chronic pain, and re-admitted to the facility on 
[DATE], with diagnoses that included sepsis and infection and inflammatory reaction due to indwelling 
urethral catheter.A quarterly minimum data set (MDS) assessment dated [DATE], revealed Resident #5 had 
a Brief Interview for Mental Status (BIMS) score of 15, indicating intact cognition. Section GG revealed the 
resident was dependent on caregivers for showering and/or bathing.A care plan initiated May 1, 2022, and 
another care plan initiated September 9, 2025, revealed the resident has an activities of daily living (ADL) 
self-care performance deficit due to limited mobility due to paraplegia. An intervention revealed that the 
resident is totally dependent on two staff to provide a bath/shower two times a week and as necessary. 
Facility shower schedules revealed that Resident #5 was scheduled to receive a shower or bath on the 
following dates:September 5, 2025 with assistance from a certified nursing assistant (CNA / Staff 
#14)September 8, 2025, from a CNA (Staff #70)September 12, 2025, from a CNA (Staff #14)September 15, 
2025 from a CNA (Staff #2) A formal request was submitted to the facility on September 19, 2025, for shower 
sheets for Resident #5. The facility provided shower sheets and a task log that revealed the following 
documentation regarding showers for Resident #5 for the timeframe of August 23, 2025 through September 
19, 2025:-August 23, 2025: bathing/showering did not occur on the task log, and no evidence of a shower 
sheet, and no evidence of a resident refusal in the clinical record-August 26, 2025: bathing/showering did not 
occur on the task log, and no evidence of a shower sheet, and no evidence of a resident refusal in the 
clinical record-September 6, 2025: bathing support provided with one person assistance on the task log, and 
no evidence of a shower sheet.-September 13, 2025: bathing/showering did not occur on the task log, 
documented by a CNA (Staff #39). Additionally, there was no evidence of a shower sheet, and no evidence 
of a resident refusal in the clinical record.-September 15, 2025: bathing/showering did not occur on the task 
log, documented by a CNA (Staff #99). Also, there was no evidence of a shower sheet, and no evidence of a 
resident refusal in the clinical record Review of a time punch report revealed that Staff #99 was not punched 
in to the facility anytime between September 13-September 16, 2025.An interview was conducted with 
Resident #5 on September 19, 2025, at 8:13 A.M. Resident #5 stated that he was not receiving his 
scheduled showers twice a week like he was supposed to and that at one point approximately a year and a 
half ago, he had gone without a shower for four weeks. Resident #5 stated that in the past, he had raised this 
concern with the social services director (Staff #36) and that Staff #36 had told him that he had to choose 
between getting up in his wheelchair or getting a shower. Resident #5 stated that for his past two scheduled 
showers, no staff had come and offered to give him a shower.An interview was conducted with a CNA (Staff 
#22) on September 19, 2025, at 11:18 A.M. Staff #22 stated that for bathing or showering, the staff have an 
assigned list of which staff are supposed to shower which residents. Staff #22 stated that showers or baths 
are to be documented on shower sheets, and the CNAs document any skin issues observed and then CNAs 
give the shower sheet to the nurse to sign off. Staff #22 stated that if a resident refuses a shower or bath 
then she will check with the resident several times throughout the day, and that if the resident still refuses, 
then the nurse will attempt to get the resident to shower, and if the resident still refuses then it is documented 
as a refusal on the shower sheet and also in the electronic medical record.An interview was conducted with a 
Registered Nurse and Assistant Director of Nursing (ADON / Staff #9) on September 19, 2025, at 11:24 A.M. 
Staff #9 stated that residents are given showers or baths on their assigned shower day, and that if the 
resident refuses, the CNA would notify the nurse, and the nurse would try to encourage the resident to 
shower. If the resident still refused, then the Director of Nursing (DON / Staff #80) would be notified. Staff #9 
stated that showers or baths would be documented on a shower sheet that the nurse signs off on, and the 
shower sheet would also include if the resident refused. Staff #9 stated that the importance of regular 
showering or bathing would be to prevent the breakdown of skin, but that residents also have a right to 
refuse.An interview was conducted with the Social Services Director (Staff #36) on September 19, 2025, at 
11:35 A.M. who stated that she was aware that Resident #5 had complained about not getting showers 
historically.An interview was conducted with the DON (Staff #80) on September 19, 2025, at 11:51 A.M. The 
DON stated that the facility's process for giving residents showers or baths is that each resident has two 
assigned shower days per week, and that showers or baths are documented on shower sheets and in the 
electronic task log. Additionally, the DON stated that if a resident refuses, then it should be documented as a 
refusal on the shower sheet or task log or a nurse's progress note. The DON stated that the importance of 
bathing or showering is that it helps maintain skin integrity and reduces odors.A telephonic interview was 
conducted on September 19, 2025, at 12:16 P.M. with a CNA (Staff #39) who had documented on 
September 13, 2025, that a shower or bathing did not occur for Resident #5. Staff #39 stated that she did not 
offer the resident a shower on September 13, 2025, because that is the night shift staff's assignment.A 
telephonic interview was conducted on September 19, 2025, at 12:20 P.M. with a CNA (Staff #99) whose 
electronic signature had documented in the electronic clinical record that a shower or bath did not occur for 
Resident #5 on September 15, 2025. Staff #99 stated that she has never been assigned to Resident #5 and 
has never assisted Resident #5. Additionally, Staff #99 stated that she was not in the facility on September 
15, 2025, and that another staff member has her login passcode for the electronic clinical record.Another 
telephonic interview was conducted September 19, 2025, at 12:50 P.M. with a CNA (Staff #14) who was 
scheduled to assist Resident #5 with a shower on September 12, 2025. Staff #14 stated that she did not offer 
Resident #5 a shower that date because that resident was not part of her assigned hallway.A follow-up 
interview was conducted with the DON (Staff #80) on September 19, 2025, at 1:20 P.M. The task log for 
Resident #5's showering was reviewed, in addition to the time punch report for Staff #99, and the DON 
stated that she had no idea why there was electronic documentation completed by Staff #99 regarding 
Resident #5 not getting a shower on September 15, 2025, and that Staff #99 was not in the facility on 
September 15, 2025.Review of the facility policy titled Activities of Daily Living (ADLs), revised February 12, 
2024, revealed that the resident will receive assistance as needed to complete activities of daily living 
(ADLs). Any change in the ability to perform ADLs will be reported to the nurse. Quality of care is a 
fundamental principle that applies to all treatment and care provided to facility residents. Based on the 
comprehensive assessment of a resident, the facility must ensure that's residents receive treatment and care 
in accordance with professional standards of practice, the comprehensive person-centered care plan, and 
the residents' choices. The facility must provide care and services in accordance with paragraph (a) for the 
following activities of daily living: bathing, dressing, grooming, and oral care. A resident who is unable to 
carry out activities of daily living receives the necessary services to maintain good nutrition, grooming, and 
personal and oral hygiene.Review of the facility policy titled Tub Baths and Showers, revised May 19, 2025, 
revealed that tub baths and showers provide personal hygiene, stimulate circulation, and reduce tension for 
a patient. They also allow observation of the condition of a patient's skin and assessment of joint mobility and 
muscle strength. The implementation of a tub bath or shower included to document the procedure. 
Documentation associated with tub baths and showers includes: skin condition, discoloration or redness, 
tolerance of the procedure, and teaching provided to the patient and family (if applicable).Review of the 
facility policy titled Nursing Documentation, issued August 20, 2019, revealed this facility will ensure nursing 
documentation is consistent with professional standards of practice, the state nurse practice act, and any 
state laws governing the scope of nursing practice. The medical record must reflect the resident's condition 
and the care and services provided across all disciplines to ensure information is available to facilitate 
communication among the interdisciplinary team. The medical record must contain an accurate 
representation of the actual experience of the resident and include enough information to provide a picture of 
the resident's progress, including his/her response to treatment and/or services, and changes in his/her 
condition, plan of care goals, objectives and/or interventions.
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Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview, review of clinical record, and review of facility policy and procedure, the facility failed to ensure a 
resident (#5) was provided care and services for a urinary catheter according to physician orders. The 
deficient practice could lead to infection.Findings include:Resident #5 was admitted to the facility April 27, 
2022, with diagnoses that included paraplegia, hypertension, and other chronic pain, and re-admitted to the 
facility on [DATE], with diagnoses that included sepsis and infection and inflammatory reaction due to 
indwelling urethral catheter.A quarterly minimum data set (MDS) assessment dated [DATE], revealed 
Resident #5 had a Brief Interview for Mental Status (BIMS) score of 15, indicating intact cognition. Section H 
revealed the resident had an indwelling catheter, and Section I revealed the resident had the active 
diagnoses of neurogenic bladder.A care plan for a catheter related to obstructive uropathy initiated October 
20, 2022, revealed interventions to provide catheter care every shift and to observe for and report to the 
physician for signs and symptoms of urinary tract infection (UT)I: pain, burning, blood tinged urine, 
cloudiness, no output, deepening of urine color, increased pulse, increased temperature, urinary frequency, 
foul smelling urine, fever, chills, altered mental status, change in behavior, and change in eating patterns.An 
additional care plan initiated September 9, 2025, for a suprapubic catheter related to neurogenic bladder 
revealed interventions to provide catheter care every shift and to observe for and report to the physician for 
signs and symptoms of urinary tract infection (UT)I: pain, burning, blood tinged urine, cloudiness, no output, 
deepening of urine color, increased pulse, increased temperature, urinary frequency, foul smelling urine, 
fever, chills, altered mental status, change in behavior, and change in eating patterns.Another care plan for 
behavior dated September 9, 2025, revealed that the resident emptied urine from his catheter bag into an 
unmarked water pitcher. An intervention indicated to anticipate and meet the resident's needs.A physician 
order dated January 23, 2024, indicated to empty catheter and record amount in the electronic clinical record 
three times a day for output monitoring.Review of the Medication and Treatment Administration Record 
(MAR/TAR) for July 2025 revealed a record log for emptying the catheter and recording urine output in 
milliliters (mL) at 5:00 A.M., 1:00 P.M., and 9:00 P.M. The record revealed the log was blank on the 
following:-July 25 at 5:00 A.M.-July 28 at 5:00 A.M.The MAR/TAR for August 2025 revealed that the log for 
emptying the catheter and monitoring output was blank on the following:-August 9, 14, 15, 16, 21, 22, 23, 27, 
28, 29, and 30 at 5:00 A.M.-August 21 and August 28 at 9:00 P.M.The MAR/TAR for September 2025 
revealed that the log for emptying the catheter and monitoring output was blank on the following:-September 
5, 6, 13, and 14 at 5:00 A.M.The clinical record was reviewed and revealed no evidence that the catheter 
was emptied or that urine output was recorded on the dates/times that the MAR/TAR was blank. Additionally, 
there was no evidence that the resident refused.An interview was conducted with Resident #5 on September 
19, at 8:21 A.M. Resident #5 stated that his catheter was not being emptied as it should. He stated that there 
have been times where the catheter bag was not emptied for 12-14 hours at a time. He also stated that there 
have been times where the catheter was not emptied by staff as it should, and that he had to empty the 
catheter bag himself.An interview was conducted with a certified nursing assistant (CNA / Staff #22) on 
September 19, 2025, at 11:18 A.M. Staff #22 stated that CNAs are involved with residents' daily catheter 
care by emptying the catheter bag, and that for some residents, the nurse requests the CNAs to measure the 
urine output when emptying the catheter bag and notify the nurse of the output.An interview was conducted 
with a Registered Nurse and Assistant Director of Nursing (ADON / Staff #9) on September 19, 2025, at 
11:24 A.M. Staff #9 stated that daily urinary catheter care involves cleaning and flushing the catheter, and to 
empty the catheter every shift and that some require more frequent emptying. Staff #9 stated that if a 
resident had a physician order to empty the catheter and monitor the output, then the nurse or the CNA 
would record the amount of urine that was emptied. Staff #9 stated that if the catheter bag was not emptied 
regularly or only emptied once a day, then that could cause an infection.An interview was conducted with the 
Social Services Director (Staff #36) on September 19, 2025, at 11:35 A.M. Staff #36 stated that if a resident 
raises a concern or complains about something then Staff #36 speaks to the resident and fill out a comment 
and concern card, and that Staff #36 takes it to the management team to have the issue addressed. Staff 
#36 stated that Resident #5 will say care items have not been completed by staff, and that Resident #5 had 
raised a concern about his catheter bag not being emptied.An interview was conducted with the Director of 
Nursing (DON / Staff #80) on September 19, 2025, at 11:51 A.M. Staff #80 stated that daily catheter care 
includes cleansing with soap and water, emptying the catheter, and that some require flushing. Additionally, 
the DON stated that the care is recorded on the MAR / TAR. The DON stated that the importance of daily 
catheter care is to keep it clean and to prevent infection. Additionally, Staff #80 stated that if a resident had a 
physician order to empty the catheter bag and monitor the output three times a day then that would be 
important to prevent infections and to prevent the bag from getting too full with urine backing up into the 
catheter tube. Also, the DON stated that if the physician order indicated to empty the catheter bag three 
times a day, and it was only completed once a day, then that would not meet her expectations. The 
MAR/TAR for August 2025 was reviewed together, and the DON stated that there were blank log entries for 
multiple dates and times, and that it could mean that the CNA did not get the information to the nurse. The 
DON stated that there was no other way to tell if the catheter was emptied or not.Review of the facility policy 
titled Indwelling Urinary Catheter (Foley) Management, revised June 27, 2023, revealed that the facility will 
ensure that residents admitted with a urinary catheter, or determined to need a urinary catheter for a medical 
indication will have the following areas addressed: insertion, ongoing care, and catheter removal protocols 
that adhere to professional standards of practice and infection prevention and control procedures and 
ongoing monitoring for changes in condition related to potential catheter acquired UTIs, recognizing, 
reporting and addressing such changes. Additionally, a resident who is incontinent of bladder receives 
appropriate treatment and services to prevent urinary tract infections and to restore continence to the extent 
possible. General guidelines for urinary catheter maintenance include to empty the collecting bag regularly 
using a separate, clean collecting container for each patient.
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