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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.

48344

Based on observation, record review, and interview, the facility failed to ensure a proper bed bath was 
provided for one (#3) of two sampled residents observed receiving bed a bath. 

The Administrator identified 105 residents resided in the facility and 79 residents needed assistance with 
bathing. 

Findings:

Resident #3 had a diagnosis of obesity. 

Resident #3's admission resident assessment, dated 05/03/24, documented Resident #3 had moderate 
cognitive impairment and they were dependent on another person for bathing.

Resident #3's care plan for self-care deficit, dated 05/01/24, documented the Resident required staff 
participation with bathing.

On 07/26/24 at 9:49 a.m., Resident was observed receiving a bed bath. 

On 07/26/24 at 9:53 a.m., There were no washcloths left to continue the Resident's bed bath. CNA #3 
stepped out of the room to get more washcloths. CNA #1 and CNA #2 each had a washcloth in their hands. 
They both reused the washcloths by dipping them back into the soapy wash basin one time to wash the 
Resident. 

On 07/26/24 at 10:00 a.m., CNA #3 cleaned Resident #3's upper peri area one time at request with one 
wash cloth. 

They did not wipe between the Residents' labia. 

On 07/26/24 at 10:02 a.m., There were no washcloths left to continue the Resident's bed bath. CNA #3 
stepped out of the room to get more washcloths. CNA #1 and CNA #2 each had a washcloth in their hands. 
They both reused the washcloths by dipping them back into the clean water basin one time to rinse the 
Resident. Resident #3 was turned to their right side.
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On 07/26/24 at 10:07 a.m., CNA #3 stated they were done with the bed bath and should get the nurse to do 
Resident #3's wound care. CNA #3 was asked if they cleaned the Resident's labia at their request. They 
stated, yes once. They stated they did not clean the Resident's peri area correctly. 

On 07/26/24 at 10:09 a.m., Resident #3 was laid on their back. CNA #3 cleaned between the Resident's 
labia with a washcloth. The washcloth had a blood stain and a string of blood clot. CNA #3 continued to 
clean the Residents peri area. 

On 07/26/24 at 10:13 a.m., Resident #3 stated they were on their menstrual cycle. 

On 07/26/24 at 10:36 a.m., CNA #3 stated the process was to clean resident's top to bottom including proper 
cleaning of female residents peri area during bed bath. 

On 07/26/24 at 10:40 a.m., CNA #1 and CNA #2 stated they should not have reused the washcloths. They 
stated the washcloths were considered dirty and should be discarded after each use. 
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