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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 harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm observation, interview, and record review, the facility failed to ensure residents who required staff assistance
with bathing received baths and/or showers to meet the needs of four sampled residents (Resident #1,

Residents Affected - Some Resident #3, Resident #4, and Resident #6) out of six sampled residents. The facility census was 50
residents.

The facility was asked for the Bathing/Shower Policy and was provided with a copy of Code of State
Regulations 19 CSR 30-85 (67 - 95).

-The Administrator said the facility goes by the standard of care, generally two baths per week minimum,
unless refused or care plan requests for one bath per week.

1. Review of Resident #1's admission Record showed he/she was admitted to the facility on [DATE] with the
following diagnoses:

-Glaucoma (a group of eye conditions that can cause blindness).
-Legal blindness (a significant level of vision impairment).

Review of the resident's Care Plan dated 2/1/25 showed the resident did not have a Care Plan for Activities
of Daily Living (ADLs) for the resident's cares.

Review of the resident's entry Minimum Data Set (MDS - a federally mandated assessment instrument
completed by facility staff for care planning) dated 1/22/25 showed only the resident's identification
information.

Review of the resident's paper bath sheets from 1/22/25 to 2/9/25 showed no paper bath sheets were
available for review on 2/10/25.

Review of the resident's Electronic Medical Record (EMR) on 2/10/25 showed:
-Baths for the previous 30 days were provided to the resident on 1/27/25.
-Staff documented Not Applicable on 1/31/25 and 2/7/25.

Observation and interview on 2/10/25 at 1:16 P.M., showed:

(continued on next page)
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F 0677 -The resident said he/she had only one shower since he/she was admitted to the facility on [DATE].
Level of Harm - Minimal harm or -He/She had asked the staff for showers, but staff said they did not have the time and were shorthanded.

potential for actual harm
-He/She wants a shower at least twice a week.
Residents Affected - Some
-He/She had body odor and his/her hair was greasy and uncombed.

2. Review of Resident #3's admission Record showed he/she was admitted to the facility on [DATE] and
re-admitted on [DATE] with the following diagnoses:

-Hemiplegia (paralysis on one side of the body) and Hemiparesis (muscle weakness on one side of the body)
following cerebral infraction (stroke) affecting right dominant side.

-Legal blindness.

Review of the resident's undated Care Plan showed the resident required moderate assistance from staff for
bathing.

Review of the resident quarterly MDS dated [DATE] showed the resident:
-Was moderately cognitively impaired.
-Required substantial/maximum assistance by staff for bathing.

Review of the resident's EMR on 2/10/25 showed baths for the previous 30 days were provided to the
resident twice on 1/28/25, 1/29/25, 2/1/25, and 2/8/25.

Review of the resident's paper bath sheets for the previous 30 days showed baths were offered and/or
received:

-The resident received two baths from 1/10/25 - 1/28/25.

-The resident received one bath from 1/29/25 - 2/9/25.

During an interview on 2/10/25 at 1:31 P.M., showed:

-The resident had requested showers at least once a week but was not getting them.

-He/She went about a month without a shower before finally getting one at the end of January.
-He/She requires staff to help him/her with the bath/shower.

-He/She does not care what day or time he/she just wants a bath/shower.

-He/She feels dirty, and it upsets him/her when no showers are given.

(continued on next page)
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F 0677 -He/She was given a shower on 2/8/25.

Level of Harm - Minimal harm or 3. Review of Resident #4's admission Record showed he/she was admitted to the facility on [DATE] and

potential for actual harm re-admitted on [DATE] with a diagnosis of Hemiplegia (a medical condition that causes paralysis or
weakness on one side of the body) and Hemiparesis following a cerebral infraction affecting his/her left

Residents Affected - Some non-dominant side.

Review of the resident's undated Care Plan showed the resident required max assistance of two staff with
showering twice weekly and as necessary.

Review of the resident's quarterly MDS dated [DATE] showed the resident:
-Was moderately cognitively impaired.
-Was totally dependent on staff for bathing.

Review of the resident's EMR on 2/10/25 showed baths for the previous 30 days were provided to the
resident on 1/17/25 and 1/30/25. Staff documented not applicable on 1/14/25, 1/21/25, and 2/4/25.

Review of the resident's paper bath sheets from 1/10/25 to 2/9/25 showed no paper bath sheets were
provided on 2/10/25.

Observation and interview on 2/10/25 at 2:01 P.M., showed:

-The resident did not answer any questions.

-He/She just sat in his/her wheelchair and looked down at the floor.

-He/She had body odor and his/her hair was greasy.

4. Review of Resident #6's admission Record showed he/she was admitted to the facility on [DATE] with a
diagnosis of unspecified dementia (the loss of cognitive functioning, thinking, remembering, and reasoning
that interferes with daily life and activities).

Review of the resident's undated Care Plan showed the resident:

-Provide sponge bath when a full bath or shower cannot be tolerated.

-The resident requires partial/moderate assistance by one staff with showering twice a week in the afternoon
and as necessary.

Review of the resident's quarterly MDS dated [DATE] showed the resident:
-Was severely cognitively impaired.
-Required substantial/maximal assistance by staff for bathing.
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F 0677

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Review of the resident's EMR on 2/10/25 showed baths for the previous 30 days were provided to the
resident on 1/15/25, 1/19/25, and 1/26/25. Staff documented not applicable on 1/12/25.

Review of the resident's paper bath sheets from 1/10/25 to 2/9/25 showed no paper bath sheets were
provided on 2/10/25.

Observation and interview on 2/10/25 at 2:15 P.M., showed:

-The resident was not interview able due to being severely cognitively impaired.

-His/her hair was greasy.

5. During an interview on 2/10/25 at 2:29 P.M., Certified Nursing Assistant (CNA) A said:
-They have a bath aide to give the residents their baths/showers when he/she had the time.

-No baths/showers are given on the days the bath aide was off because there was not enough staff to give
them.

-Resident should get two baths/showers a week and as needed.

-Each bath/shower should be documented in the resident's chart.

During an interview on 2/10/25 at 2:46 P.M., Licensed Practical Nurse (LPN) A said:
-Residents are to be offered two baths/showers a week.

-They do not have enough staff to give two baths/showers a week.

-They do have a bath aide that works 12-hour days for three days then off two days.

-The bath aide gets pulled to work the floor as a CNA and is not able to give all of the residents scheduled
that day a bath/shower.

-No baths/showers are given on the bath aides days off.

-The CNAs were expected to give the residents on the hall that they were working on a shower if due, but
they do not have enough help to do that.

-A shower sheet was to be filled out anytime a resident was given a bath/shower or refuses a bath/shower.
During an interview on 2/10/25 at 3:41 P.M., the Administrator said:
-The bath/shower aide was pulled to work the floor on some days when a CNA was needed.

-When that happens, all CNAs are responsible for giving their assigned residents a bath/shower if it was the
residents assigned day.
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F 0677 -The residents were not receiving showers on the bath aide's days off.

Level of Harm - Minimal harm or -He/she had been working on making sure the residents get their baths/showers on the bath aide's days off
potential for actual harm by educating the staff that all CNAs are responsible for bath/showers.

Residents Affected - Some -He/she had hired a new bath aide for evenings and they start work on 2/11/25.

-The shower days are to be scheduled days and not moved around to when every they have time to give the
bath/shower.

-Some CNAs chart bath/showers in EMR and other CNAs fill out shower sheets and give then to the nurses.

-They go by the standard of care generally two baths/showers per week minimum, unless refused or care
plan requests for one bath/shower per week.
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