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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide care and assistance to perform activities of daily living for any resident who is unable.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34851

This citation pertains to Intake MI00152501. 

Based on observation, interview, and record review, the facility failed to ensure resident showers were 
provided as scheduled for one resident (R701) of three reviewed for acitivites of daily (ADL) care. Findings 
include: 

On 5/7/25 at 11:00 AM, R701 was observed in bed with a hospital gown on, and with a large amount of facial 
hair, R701 was asked about the care at the facility. R701 explained things could be better. R701 continued 
and explained staff are either too busy or there is not enough staff. R701 reported they did not get out of bed 
the entire weekend and this was not the first time this had happened. R701 was asked if they receive their 
showers at minimum two times per week, R701 stated, Maybe once per week.

A review of R701's medical record noted R701 was admitted to the facility on [DATE] with diagnosis of 
Influenza. A review of R701's Minimum Data Set (MDS) assessment dated [DATE] noted, R701 with an 
intact cognition and required assistance by staff to complete activities of daily living.

A review of R701's shower record for the last 30 days revealed six documented showers on 4/10, 4/14, 4/21, 
4/28, 5/1, and 5/5/25. 

On 5/7/25 at 11:33 AM, Certified Nurse Assistant (CNA) A was asked the reason R701 had not been 
dressed and out of bed. CNA A reported they had been getting the dialysis residents up and dressed and 
had not had time to come back to get R701 up for the day. CNA A reported they typically work the afternoon 
shift and came in at 8:30 AM to pick up a shift. 

On 5/7/25 at 11:40 AM, the Director of Nursing (DON) reported R701's shower schedule is Mondays and 
Thursday. The DON confirmed after a review of the 30-day report R701 had some days when the residents 
shower was not documented as being provided.
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A review of the facility's policy titled Routine Resident Care dated 3/12/25 noted, Residents receive the 
necessary assistance to maintain good grooming and personal/oral hygiene. Steps are taken to ensure that 
a resident's capacity for self-performance of these activities does not diminish unless circumstances of the 
resident's clinical condition demonstrate the decline is unavoidable. Care is taken to ensure resident safety 
at all times. Guidelines: 2. Showers, tub baths, and/or shampoos are scheduled according to person 
centered care or state specific guidelines; Bed linens are changed at this time. Additional showers are given 
as requested .
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