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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to ensure a resident who was unable to carry out
activities of daily living received the necessary services to maintain good nutrition, grooming, and personal
and oral hygiene for 2 (Residents #1 and #2) of 5 residents reviewed for ADL care. The facility failed to
provide Residents #1 and #2 with showers based on their weekly shower/bathing schedule. This failure could
place residents at risk of not receiving the care they require to maintain their highest practical well-being, and
could result in low self-esteem, anxiety, embarrassment, and a decline in their quality of life.Findings
included: Record review of Resident #1's MDS assessment, dated 08/26/25, reflected he was a [AGE]
year-old male initially admitted to the facility on [DATE] and re-admitted on [DATE]. His BIMs score was 15
indicating his cognitive status was not impaired. His diagnoses included hypertension, acute kidney failure,
need assistance with personal care and muscle weakness. The resident was dependent on staff for
showering/bathing and required maximal assistance. Record review of Resident #1's care plan revised
06/25/24 reflected: The resident had an ADL self-care performance deficit related to impaired gait, impaired
coordination. Facility interventions included resident required assistance with showering every other day and
as necessary. Observation and interview on 10/01/25 at 10:52 a.m., of Resident #1 revealed he was in the
wheelchair near his room. He stated he was heading to dialysis. Resident #1 stated he had issues with
showers. He stated the facility did not offer showers consistently per the schedule, and at times he had
requested a shower, but he was not provided with the shower. At times he would request the staff to come at
a later time, but they did not. Resident #1 stated not being provided with a shower had been an ongoing
issue. He stated the last time he was offered a shower had been more than one week. Resident #1 stated he
would have loved to receive a shower per the scheduled days. He was supposed to receive showers on the
days he did not go to dialysis. Record review of Resident #2's quarterly MDS assessment, dated 09/09/25,
reflected he was a [AGE] year-old male admitted to the facility on [DATE]. His BIMs score was 14 indicating
his cognitive status was not impaired. His diagnoses included hypertension, muscle weakness and
abnormalities of gait and mobility. The resident was dependent on staff for showering/bathing and required
total assistance. Record review of Resident #2's care plan revised 06/17/25 reflected: The resident had an
ADL self-care performance deficit. The facility goal was for the resident to maintain or improve the current
level of function.Observation and interview on 10/01/25 at 11:15 a.m., Resident #2 was in bed. Resident #2
stated he had been in the facility for a few months, and he had not been provided with showers/bed baths
consistently. He stated he preferred a bed bath because he had right side weakness. He stated the last time
he received a bed bath was last week, and when he asked the staff told him that he refused. He stated at
times he refused the shower but not all the time as the staff was indicating. He stated he would like to be
cleaned and offered the bed baths. Review of the showers sheets for the month of September, 2025
revealed there was missing shower sheets for Resident #1 and #2. In an interview on 10/01/25 at 12:32 p.m.,
CNA A revealed she was taking care of Resident #2. The resident required total assistance with activities of
daily living and with showers. CNA A stated she had not given either of the residents shower/bed bath
because the facility had shower staff who came in the evenings to provide only showers. CNA A stated if she
gave a resident a shower she would document in the shower sheet that was at every nurse station, and then
the charge nurse will sign the shower sheet. CNA A stated the resident was to be offered showers to prevent
skin breakdown and foul smell. In an interview on 10/01/25 at 1:50 p.m., LVN B revealed she was the one
responsible for making sure the residents was being offered showers/bed baths and shower sheets were
completed on the days the residents was scheduled to be showered. LVN B stated she failed to follow up if
the residents received showers/bed baths for the missing shower sheets, and she stated she did not have
the record for the missing shower sheet. LVN B stated the residents were to be offered showers on their
scheduled days, and if not, the aides were to report to the charge nurses. LVN B stated the residents were to
be offered showers/bed baths to prevent skin breakdown. In an interview on 10/01/25 at 2:13 p.m., with the
DON revealed LVN B was responsible for making sure showers were completed, and she was supposed to
follow up if there were no records of any resident missing a shower record. The DON stated they had been
reviewing showers every morning during the morning meetings, and LVN B had been indicating showers

were offered and she had records. The DON stated he was not aware that Residents #1 and #2 were not
hainn nravidad with chnware/had hathe In an intansiaw Aan 10NIN1/2K at 2:-EN n m  with CNIA © cha ctatad cha

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID:

455861

If continuation sheet
Page 2 of 2




