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Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.

Based on interview, and record review, the facility failed to ensure medical records were complete and
accurately documented for one of three sampled residents (Resident 1) when scheduled showers were not
documented accurately in Resident 1's electronic medical record (EMR).This failure had the potential for
the records not to fully reflect Resident 1's scheduled showers being provided that could impact his health,
hygiene and dignity.Findings: Review of Resident 1's admission RECORD, indicated Resident 1 was
admitted to the facility in 2022 with diagnoses that included type 2 diabetes (a condition when the blood
sugar is too high), hemiplegia (paralysis affecting one side of the body) and hemiparesis (weakness or
inability to move one side of the body) affecting the right dominant side and generalized muscle weakness.
Review of the facility's shower schedule indicated Resident 1's showers were designated for Sunday and
Wednesday during the PM (evening) shift. Review of Resident 1's EMR titled, BATHING, for the timeframe
from 1/1/26 to 1/30/26, indicated Response not required was documented for all shifts except for the
following:- 1/17/26 at 13:59 [1:59 p.m.] - Resident not available- 1/18/26 at 16:00 [4 p.m.] - bed bath -
1/29/26 at 13:9 [1:59 p.m.] - bed bath During an interview on 1/28/26, at 4:29 p.m., with Resident 1,
Resident 1 stated he refused showers and preferred bed baths. Resident 1 further stated he got a bed bath
every Wednesday. During an interview on 1/30/26, at 11:10 a.m., with Certified Nurse Assistant (CNA) 1,
CNA 1 stated a CNA would fill out the shower sheet (a documentation tool used to record a resident's
bathing routine, skin condition, and overall well-being during a shower or bed bath) and get it signed by a
Licensed Nurse (LN) after a shower was given to a resident. CNA 1 further stated if a resident refused the
scheduled shower, she would notify the LN and would offer two to three more times throughout the shift.
CNA 1 stated she would then document in the resident's chart of the resident's shower refusal. During an
interview on 1/30/26, at 12:22 p.m., with CNA 2, CNA 2 stated all residents received showers twice in a
week. CNA 2 further stated Resident 1 was scheduled for PM shift showers but was always given a bed
bath during the morning shift. CNA 2 stated she would chart in Resident 1's chart that she gave him a bed
bath. CNA 2 further stated the CNA staff would be the one to chart for showers and bed baths provided to
the residents. CNA 2 stated the CNA staff would also document in the resident's chart if a resident refused
the showers. During an interview on 1/30/26, at 3:41 p.m., with CNA 3, CNA 3 stated Resident 1 was
known to have refused showers and preferred bed baths. CNA 3 stated the CNA staff would document in
the resident's chart when a shower or bed bath was done. During an interview on 1/30/26, at 10:51 AM,
with Licensed Nurse (LN) 1, LN 1 stated the residents got a minimum of two showers per week. LN 1
further stated during showers the CNA would check on the resident's skin to see if there was any redness,
bruising or any skin issue. LN 1 stated the CNA would document in the resident's chart if a shower was
given. LN 1 further stated the risk of not getting the showers as scheduled would be the risk of infection,
skin integrity could be compromised, and skin frictions (the physical force generated when the outer layer of
the skin
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rubs or slides against another surface) could happen. During a concurrent interview and record review on
1/30/26, at 11:54 a.m., with LN 2, the facility's shower schedule was reviewed. LN 2 confirmed Resident 1
was scheduled for his showers every Sunday and Wednesday on the PM schedule. LN 2 stated the risk of
not getting scheduled showers would be the potential for skin breakdown, possible pressure ulcers
(localized injuries to the skin and underlying tissue, usually over a bony prominence, resulting from
prolonged pressure, friction, or shear) and other skin issues. During a concurrent interview and record
review on 1/30/26, at 12:43 p.m., with LN 3, Resident 1's EMR was reviewed. LN 3 stated Resident 1 had a
known history of refusing showers. LN 3 further stated it was expected for the CNA staff to notify the LN or
the treatment nurse if a resident refused the scheduled shower and to offer alternatives. LN 3 reviewed
Resident 1's bathing task report from 1/1/26 to 1/30/26 and stated the CNA staff documented response not
required instead of documenting refused. LN 3 verified two documented bed baths were done on 1/29/26
during the AM (morning) shift and 1/18/26 during the PM shift. LN 3 stated the expectation from CNA staff
was to document refusal and not to document response not required. LN 2 further stated the CNA staff
should have charted correctly in Resident 1's chart.During a concurrent interview and record review on
1/30/26, at 1:01 p.m., with the Director of Staff Development (DSD), Resident 1's bathing report for the
month of January was reviewed. The DSD confirmed Resident 1 had two documented bed baths on
1/18/26 and 1/29/26 for the month. The DSD further confirmed Resident 1's EMR should have at least eight
total showers documented for the month if he was getting them done twice a week. The DSD stated if the
resident was not scheduled for a shower then the CNA should have documented did not occur or not
applicable. The DSD further stated a resident's shower chart documentation was important for the CNA to
complete. The DSD confirmed Resident 1's shower charting for the month of January was not consistent.
The DSD stated it was very important to document in a resident's chart accurately because if it was not
documented then it did not happen. During a concurrent interview and record review on 1/30/26, at 3:57
p.m., with the Director of Nursing (DON), Resident 1's bathing report for the month of January was
reviewed. The DON stated this did not meet her expectations and staff were expected to have documented
appropriate responses with the correct coding. The DON further stated it was important to have
documented accurately to know what was going on with the resident. The DON stated the risk of not
documenting accurately could be the risk of missing something or for the potential of worsening of an issue
that was not being tracked. Review of an undated facility policy titled, Bath, Shower/Tub, indicated,
.Purpose.The purpose of this procedure are to promote cleanliness, provide comfort to the resident and to
observe the condition of the resident's skin.Documentation .1. The date and time the shower/tub bath was
performed.5. If the resident refused the shower/tub bath, the reason(s) why and the intervention taken.
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