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Redmond Care and Rehabilitation Center 7900 Willows Road Northeast
Redmond, WA 98052

F 0677

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.

47218

Based on observation, interview, and record review, the facility failed to ensure showers or bathing were 
consistently provided for 1 of 4 residents (Resident 1), reviewed for Activities of Daily Living (ADLs). This 
failure placed the resident at risk for poor hygiene, decreased self-esteem, and a diminished quality of life.

Findings included .

Review of the facility's policy titled, Activities of Daily Living, revised in July 2015, showed that nursing 
assistants would provide assistance with ADLs based on the resident's individualized plan of care. 

Review of the admission Minimum Data Set (an assessment tool) dated 02/05/2025 showed Resident 1 
required partial/moderate assistance with showers.

Review of the shower schedule updated on 02/24/2025 showed Resident 1 was scheduled for showers on 
Thursday evenings.

Review of the February 2025 bathing task showed that Resident 1 did not get showers on 02/27/2025 and 
03/06/2025. The last time the resident had a shower was on 02/17/2025 and again on 03/18/2025 [before 
lunch], almost a month of not having a shower. 

On 03/18/2025 at 10:09 AM, Resident 1 stated I have not had a shower in a while. It would be nice to have a 
shower.

During an interview and joint record review on 03/18/2025 at 10:22 AM, Staff C, Certified Nursing Assistant, 
stated that residents were provided shower according to their shower schedule. A joint record review of the 
shower schedule dated 02/24/2025 showed Resident 1 was scheduled for showers on Thursday evenings. 
Staff C stated that Resident 1 would have their showers on Thursdays by evening shift staff. 

On 03/18/2025 at 10:40 AM, Staff D, Registered Nurse, stated that residents had shower schedule, and that 
Resident 1 was scheduled for showers on Thursday evenings.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 03/18/2025 at 11:12 AM, Staff E, Resident Care Manager (RCM), stated they expect staff to document 
when resident was provided showers and/or when showers were refused. Joint record review of the 
February 2025 and March 2025 bathing task showed that Resident 1 did not have showers on Thursday 
02/27/2025 an 03/06/2025 and no documentation to show that Resident 1 refused showers. Staff E stated 
Resident 1 did not get showers as scheduled and that there were no shower refusals. 

On 03/18/2025 at 1:15 PM, Staff B, RCM/Infection Preventionist, stated that Resident 1's shower should 
have been scheduled to a different day when Resident 1's dialysis (treatment that helps remove extra fluid 
and waste products from a person's blood when the kidneys are not able to) schedule changed to evenings. 
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