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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.

37116

Based on clinical record review and resident and staff interviews, it was determined that the facility failed to 
maintain adequate personal hygiene and grooming of residents dependent on staff for assistance with these 
activities of daily living for two of three residents reviewed (Residents 1 and 3).

Findings include:

Review of Resident 1's clinical record revealed diagnoses that included muscle weakness and history of 
falling.

Review of Resident 1's current care plan revealed that he had a self-care deficit related to weakness and 
impaired mobility, and that he required assistance with bathing.

During an interview with Resident 1 on July 29, 2024, at 10:30 AM, he revealed that he was supposed to 
receive two showers per week, but he was lucky if he received one per week.

Review of shower documentation revealed that it was not documented that Resident 1 received a shower on 
July 1, 15 and 22, 2024. No refusals were noted on these dates.

Review of Resident 3's clinical record revealed diagnoses that included muscle weakness and hemiplegia 
and hemiparesis following cerebrovascular disease (inability to move, severe weakness, or rigid movement 
on either the right or left side of the body following stroke).

Review of Resident 3's current care plan revealed that she had a self-care deficit related to physical 
limitations and hemiplegia, and that she required extensive assistance with bathing.

During an interview with Resident 3 on July 29, 2024, at 10:15 AM, she revealed that she does not always 
receive two showers per week. 

Review of Resident 3's shower documentation revealed that it was not documented that Resident 3 received 
a shower on July 18, 2024.

During an interview with the Nursing Home Administrator on July 29, 2024, at 12:27 PM, she revealed that 
the facility standard was for residents to receive two showers per week.
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During an interview with the Director of Nursing on July 30, 2024, at 1:05 PM, she confirmed that Resident 
1's scheduled shower days were Mondays and Thursdays, and that Resident 3's scheduled shower days 
were Tuesdays and Thursdays. She also revealed that she had no additional information to provide 
regarding why Resident 1 and Resident 3 did not receive showers/baths on the aforementioned scheduled 
shower days.
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