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Autumn Care of Fayetteville 1401 71st School Road
Fayetteville, NC 28314

F 0561

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to and the facility must promote and facilitate resident self-determination through 
support of resident choice.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38702

Based on record review, resident interview and staff interviews, the facility failed to honor a dependent 
resident's preference for a shower and provided a bed bath instead. This deficient practice affected 1 of 1 
sampled resident. (Resident #1). 

The findings included:

Resident #1 was admitted to the facility on [DATE]. 

The quarterly Minimum Data Set (MDS) dated [DATE] had Resident #1 coded as cognitively intact and was 
on hospice.

The care plan dated 11/28/2024 had a focus area for Resident #1 being on hospice services and for 
activities of daily living (ADL) self-care deficit related to decreased functional mobility. 

Resident #1's shower was scheduled to be each Tuesday and Friday during 1st shift.

A review of care history dated 09/01/2024 to 12/31/2024 revealed Resident #1 missed 36/36 of her 
scheduled showers.

During an interview with Resident #1 on 01/06/25 at 3:52 PM, the resident stated she was supposed to have 
a shower twice a week and had not had a shower in a very long time. The staff had not asked her if she 
wanted a shower and just gave her bed baths. The Resident also stated she did not refuse showers. 

An interview with the Unit Manager (UM) was conducted on 01/07/2025 at 3:35 PM. The UM stated he never 
had any reports of Resident #1 refusal of showers. The Nursing Assistants (NA) were supposed to offer 
showers on shower days and if the showers were refused, then they were to document and report to the 
Director of Nursing (DON). The UM also stated he was not aware Resident #1 was not getting her scheduled 
showers. 
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An interview with NA #1 was conducted on 01/08/2025 at 9:13 AM. The NA stated she has been at the 
facility since October 2024. The NAs were trained to ask the residents on their shower days if the residents 
wanted a shower. The NA explained she had not asked Resident #1 if she wanted showers because she 
was on hospice services and thought the hospice NAs gave the resident her showers. The NA also stated 
Resident #1 always received a bed bath.

An interview with the Administrator was conducted on 01/08/2025 at 2:54 PM. The Administrator stated 
every Resident that wished to have a shower should have a shower on their scheduled shower days. The 
Administrator also stated she expected her staff to ask the residents if the resident would like a shower and 
provide the shower for the resident and not to just provide a bed bath.

An interview with the DON was conducted on 01/09/2025 at 12:29 PM. The DON stated she was not aware 
that Resident #1 was not receiving her showers on her scheduled shower days. The nurses reported any 
refused showers, and she would speak with the Resident or the residents Responsible Party (RP) to update 
their care plans. The DON also stated she wanted all staff to give showers to the residents on their shower 
days and report if there were any refusals.
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