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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record reviews, the facility failed to provide competent and sufficient staff to 
complete resident showers and personal care according to their plan of care for 5 of 11 residents (Resident 
1, 2, 3, 4 and 5) reviewed for sufficient staffing. This failure placed residents at risk of poor hygiene, loss of 
dignity, frustration and a decreased quality of life Findings included.RESIDENT 1Resident 1 was admitted on 
[DATE]. The Minimum Data Set Assessment (MDS), dated [DATE], showed Resident 1 was cognitively intact.
Resident 1's Activity of Daily Living Care Plan (ADL), dated 03/24/2025, showed Resident 1 required 
assistance with dressing, personal hygiene, transfers and required extensive assistance with bed mobility. 
The care plan showed Resident 1 was incontinent of bowel and bladder and staff were to check the resident 
every two hours and assist with toileting as needed.On 08/24/2025 at 10:46 AM, Resident 1's call light was 
observed on.On 08/24/2025 at 10:47 AM, Staff A, Certified Nursing Assistant (CNA), was observed entering 
Resident 1's room and immediately exited the room and the call light was observed to be off.On 08/24/2025 
at 10:47 AM, Resident 1 said they had been waiting since 5:30 AM to get up for the day and have their brief 
changed. Resident 1 said the staff kept coming in, shutting off the call light and stating they would find 
someone to assist. Resident 1 said they had been given four popsicles that day due to the heat but no 
morning care. Resident 1 said staff never offered to get them ready for their day, they had to tell staff they 
needed assistance, and the delays happened frequently. Resident 1 said they had not been changed and/or 
cleaned up since approximately 2:00 AM.On 08/24/2025 at 11:04 AM, Staff B, CNA, said they were a fill in 
staff member and had been assigned Resident 1 since 8:00 AM. Staff B said they had looked at Resident 1's 
brief to determine if it was wet at approximately 8:00 AM. Staff B said there was a line on the brief that 
indicated if the brief was wet. Staff B said the line did not indicate Resident 1 needed to be changed. Staff B 
said they had not provided any other care to Resident 1 except to deliver the breakfast tray and ice water.
RESIDENT 2Resident 2 was admitted on [DATE]. The MDS, dated [DATE], showed Resident 2 was 
cognitively impaired.Resident 2's ADL care plan, dated 04/03/2025, showed Resident 2 required assistance 
with dressing, oral care, personal hygiene, incontinent care and transfers. Resident 2's care plan showed 
Resident 2 needed set up assistance for eating and to uncover foods and cut up as needed.Resident 2's 
Resistive to Care plan of care, revised 06/19/2025, showed staff were to negotiate a time for ADLs to allow 
participation in the decision making and if the resident resisted ADLs, staff were to leave and return 5-10 
minutes later and try again.On 08/24/2025 at 10:33 AM, 11:15 AM and 11:45 AM, Resident 2 was observed 
lying on their right side in bed. The resident's eyes were closed. Resident 2's breakfast tray was on the 
overbed table with eggs and toast on the plate. Resident 2 had on a shirt and briefs. The bed linens partially 
covered Resident 2. Resident 2's call light was on the floor and the room had a strong urine smell. Resident 
2's bathroom was observed with urine on the toilet seat, a brown substance on the floor and a strong smell of 
urine. The garbage can under the sink outside of the bathroom was observed with a wet brief in it.On 
08/24/2025 at 11:45 AM, Staff B, CNA, said they were assigned Resident 2. Staff B said they started caring 
for Resident 2 at 8:00 AM and they checked and changed Resident 2 and gave them breakfast but had not 
done any other care. Staff B said they asked the resident, and Resident 2 had said no so they had not done 
anything else.On 08/26/2025 at 7:47 PM, Resident 2 was observed lying at the end of their bed with a brief 
and shirt on. Resident 2's call light was observed on the floor, the room smelled of urine and other odors and 
their meal tray was on the table next to the bed.On 08/26/2025 at 8:06 PM, Resident 2 was observed lying at 
the end of their bed yelling for help.On 08/26/2025 at 9:30 PM, Resident 2 was observed in a shirt and brief, 
a strong smell of urine and other odors in the room, the call light on the floor and the meal tray was on the 
table next to the bed.On 08/26/2025 at 9:45 PM, Staff C, CNA, was observed with a cart that contained 
snacks going from room to room. Staff C was observed entering Resident 2's room and offered them a 
snack. Staff C was observed serving Resident 2 a snack and exiting the room. When asked if Staff C could 
smell urine in the room, Staff C said they did not know but they could check the resident. Staff C proceeded 
to check Resident 2's brief and discovered the Resident was incontinent of bowel. On 08/26/2025 at 9:48 
PM, Staff D, CNA, said they were assigned to care for Resident 2. When asked if they had provided care to 
Resident 2, Staff D said they had not had time to provide care to Resident 2 since their shift started at 6:30 
PM because they had been busy with call lights, taking vital signs and helping other residents.Resident 2's 
POC (CNA documentation of care) response history for behavior, dated 08/24/2025 and 08/26/2025, showed 
no documentation of Resident 2 rejecting care.RESIDENT 3Resident 3 was admitted on [DATE]. The MDS, 
dated [DATE], showed the resident had moderate cognitive impairment.Resident 3's ADL care plan, dated 
12/29/2022, showed Resident 3 required assistance with bed mobility, oral care, personal hygiene, dressing, 
transfers and incontinent care.On 08/24/2025 at 11:18 AM and 11:45 AM, Resident 3 was observed lying in 
bed with the head of the bed at a 90-degree angle. Resident 3 was in a gown with a towel next to their face. 
Resident 3's breakfast tray was observed on the counter by the sink.On 08/24/2025 at 11:45 AM, Staff B, 
CNA, said they were assigned Resident 3. Staff B said the care they had provided to Resident 3 was to wipe 
their face with a towel that the resident had wanted to keep with them and they looked at Resident 3's brief 
and it appeared dry, so they did not change it. Staff B said they had left the breakfast tray on the sink and 
would pick it up when they delivered the lunch tray. When asked if they had provided morning care to include 
washing the resident, oral care and dressing, Staff B said it was Sunday and there was not a lot of activity 
happening so most of the time the residents just stayed in bed. Staff B said they had not provided oral care, 
dressing or personal hygiene to Resident 3.Resident 3's POC response history for behavior, dated 
08/24/2025, showed no documentation of Resident 3 rejecting care.RESIDENT 4Resident 4 was admitted on 
[DATE].Resident 4's ADL care plan, revised 07/02/2025, showed Resident 4 required assistance for 
bathing/showering twice a week and as necessary. Resident 4's care plan showed to provide for a sponge 
bath if a shower could not be tolerated.On 09/04/2025 at 9:49 AM, Resident 4 said their assigned shower 
days were Wednesday and Saturdays and they had not received a shower on Wednesday, 09/03/2025, 
because the staff said they were short staffed and did not have time. Resident 4 said they had just asked 
again for a shower.On 09/04/2025 at 9:30 AM, Staff E, CNA, said they had approximately 20 residents and it 
was only them and Staff F, CNA, on the hall because someone had called out. Staff E said because they 
were short staffed, they did not think they would be able to give showers. Staff E said on 09/03/2025 they 
only had two aides on the hall too and they could only give one shower because they didn't have enough 
time. When asked if they had time to complete morning care and dress all their residents, they said they did 
not have enough time for everyone.On 09/04/2025 at 11:07 AM, Staff F, CNA, said they could not complete 
showers because there were only two aides on the hall. Staff F said they had too many residents and the 
only care they could provide was brief changes and answering lights. When asked about morning care, Staff 
F said they only completed morning care on the residents that had to get out of bed. Staff F said the other 
residents only received brief changes, and their lights answered. Staff F said Resident 4 and Resident 5 kept 
asking for showers, but Staff F said they didn't know how they would have time to complete them.On 
09/05/2025 at 12:04 PM, Resident 4 said they had not received a shower on 09/04/2025. Resident 4 said 
they wanted their shower, it had been hot and muggy, and they did not want to smell. Resident 4 said they 
wanted to see their friend and wanted to be clean for the visit and now they would have to wait until 
Saturday. Resident 4 said they had to wait hours for care, and it was frustrating.RESIDENT 5Resident 5 was 
admitted on [DATE].Resident 5's ADL care plan, dated 05/09/2025, showed Resident 5 required assistance 
for bathing.On 09/05/2025 at 12:06 PM, Resident 5 said they were supposed to receive showers on 
Wednesday and Saturday. Resident 5 said they had not received their shower on Wednesday, 09/03/2025, 
so now they would have to wait until Saturday, the next scheduled shower day. Resident 5 said they smelled 
like urine, and they did not want to smell bad when their family members visited. Resident 5 said they did not 
get their teeth brushed anymore; it was too much of a hassle for the staff because the staff did not have time. 
Resident 5 said it was hard to find staff to assist them, and the staff turned off their call light and said they 
would be back in a bit. Resident 5 said they were so sick of hearing that, and it took three to four hours to 
have their need met, it is sad here.On 09/05/2025 at 1:13 PM, Staff G, Director of Nursing, said they 
expected the nursing assistants to provide morning care and evening care to include oral care, personal 
hygiene, shave, change linens and change clothes and/or gown according to preference. Staff G said they 
expected the aides to provide care just like you would do at home. Staff G said the residents' care plan 
provides the staff with instructions on what assistance the resident requires. Staff G said if the resident 
preferred to stay in bed, they expected the resident would receive a fresh gown, linen changed, personal 
hygiene and oral care. Staff G said they expected the residents to receive showers on their scheduled day 
but if it was missed, they expected they would receive it the following day. Staff G said when they do not 
have enough staff care could be missed but they try to have management staff assist and call staff in to work.
Reference WAC 388-97-1080 (1), 1090 (1).

22505123

02/05/2026


