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Shelton Health and Rehabilitation 153 Johns Court
Shelton, WA 98584

F 0550

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to treat residents with respect and honor privacy 
while having private conversations for 1 of 1 sampled resident (1) reviewed for privacy. This failure placed 
residents at risk for diminished self-worth, self-esteem, and feelings of embarrassment.Findings included.
Resident 1 was admitted to the facility on [DATE] with diagnoses of dementia, post-traumatic stress 
syndrome (a mental health condition that's caused by an extremely stressful or terrifying event), and 
diabetes mellitus. The quarterly minimum data set, an assessment tool, dated 06/30/2025, documented 
Resident 1 had moderate cognitive impairment and required substantial assistance with activities of daily 
living.The care plan, dated 12/08/2024, documented Resident 1 was dependent on staff to meet emotional, 
intellectual, physical, and social needs. Staff will converse with the resident while providing care and will 
anticipate the residents' needs.On 08/18/2025 at 2:08 pm, Resident 1 reported that sometimes staff would 
hang out in their room when they have company. Resident 1 motioned towards the entry of their room and 
pointed out Staff J, Housekeeping, was doing this during our conversation. Resident 1 said they felt like staff 
did this intentionally to overhear conversations. At this time, Resident 1 asked Staff J if someone could 
address the toilet bowl as it was still soiled after housekeeping had cleaned their room earlier. Staff J went 
and got Staff K, Housekeeping, to address the residents' concerns. While Resident 1 and this writer 
continued to speak about the resident's care, Staff K proceeded to dust the area around resident's bed, 
where the resident was laying. Staff K leaned over the bedside table, directly between the resident and this 
writer, and dusted the light fixture above the bed. Next, Staff K dusted the light fixture in an unoccupied 
space next to Resident 1's bed. Then, Staff K dusted the bottom of the bedside table directly next to this 
writer's feet. Staff K proceeded to clean and dust other areas in Resident 1's main room, where we were 
talking. Resident 1 then asked Staff K to go and clean the bathroom, where the original concern was, while 
we were talking. Staff K went to the bathroom and cleaned the area of concern. Staff J remained at the 
entrance of the room during the entire conversation. Resident 1 said see, this is what I was talking about. 
Resident 1 explained how uncaring it is to intrude on the residents' privacy and how staff lacked empathy. 
After Staff K was done cleaning the bathroom, Staff K came out into the room and asked if we were done 
talking. We concluded our conversation at that time.On 09/12/2025 at 3:00 pm, Staff I, Housekeeping, said 
housekeeping staff should respect the resident's privacy when they have guests. If privacy were required, 
Staff I would do another task instead.On 09/18/2025 at 2:15 pm, Staff B, Registered Nurse and Director of 
Nursing Services, said there was a privacy issue where housekeeping staff were cleaning in Resident 1's 
room. Staff B said staff should not have been cleaning near Resident 1 and this writer while having a 
conversation. Staff B said she would be talking with housekeeping about the issue.Reference WAC 
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Shelton Health and Rehabilitation 153 Johns Court
Shelton, WA 98584

F 0725

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.

(continued on next page)
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Shelton Health and Rehabilitation 153 Johns Court
Shelton, WA 98584

F 0725

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure sufficient staffing levels were met to follow the plan of 
care and services for 5 of 10 residents (1, 2, 4, 5 & 6) reviewed for staffing. This failure placed residents at 
risk for unmet physical, mental and psychosocial needs, a decline in health status and a diminished quality of 
life.Findings included.Resident interviews, observations & record review1) Resident 1 was admitted to the 
facility on [DATE] with diagnoses of dementia, post-traumatic stress syndrome (a mental health condition 
that's caused by an extremely stressful or terrifying event), and diabetes mellitus. The quarterly minimum 
data set (MDS), an assessment tool, dated 06/30/2025, documented Resident 1 had moderate cognitive 
impairment and required supervision with bathing.Record review of the care plan, dated 02/26/2025, showed 
Resident 1 will have a shower on Sunday and Wednesday.On 08/18/2025 at 2:08 pm, Resident 1 said the 
facility had staffing problems. Resident 1 said medications were late, there were long waits to answer the call 
light, and staff rush when assisting the resident. The resident said staff did not spend time with the residents. 
Resident 1 said showers did not always happen or did not happen on their preferred day. Resident 1 said 
they preferred to shower on Sundays, so they were clean for church. The resident said it was annoying when 
they did not get their shower when they preferred.Record Review of bathing documentation, dated 
08/13/20025 to 09/12/2025, showed Resident 1 received 3 of 8 bathing opportunities. One shower was not 
given on the planned day.2) Resident 2 was admitted to the facility on [DATE] with diagnoses of asthma, and 
chronic pain syndrome. The quarterly MDS, dated [DATE], documented Resident 2 had no cognitive 
impairment and was dependent on staff with many activities of daily living (ADLs).Record review of the care 
plan, dated 10/08/2024, showed Resident 2 will have baths on Tuesdays and Saturdays.On 09/18/2025, at 
12:22 pm, Resident 2 said the facility had staffing issues. Resident 2 said baths were not consistently getting 
done. The resident said the facility pulled the bath aides (BA) to the floor when they must cover a shift or 
someone calls in sick. Then, it was the nursing assistants (NA) responsibility to get the baths while being 
responsible for all their other duties. So, baths did not always happen. The facility would make temporary 
fixes to the staffing issues, but nothing would stick and eventually, it goes back to how it was.Record review 
of bathing documentation, dated 08/13/20025 to 09/12/2025, showed Resident 2 received 3 of 8 bathing 
opportunities.3) Resident 3 was admitted to the facility on [DATE] with diagnoses of major depressive 
syndrome and spinal stenosis (narrowing of the spine, which puts pressure on the spinal cord and nerves 
causing pain). The quarterly MDS, dated [DATE], documented Resident 3 had moderate cognitive 
impairment and required substantial assistance with ADLs.On 09/12/2025 at 2:19 pm, Resident 3 said there 
was a problem with staffing. Resident 3 said there were not enough staff to answer the call light promptly. 
Often, the resident waited for 20 minutes or longer to have the call light answered. Resident 3 said they were 
often waiting to use the bathroom and the resident needed two people to assist them. Resident 3 said 
weekends and lunch time were the worst times.4) Resident 4 was admitted to the facility on [DATE] with 
diagnoses of chronic obstructive pulmonary disease (lung and airway diseases that restrict your breathing) 
and a cerebral vascular accident (a stroke). The admission MDS, dated [DATE], documented Resident 4 had 
no cognitive impairment and required moderate assistance with ADLs.Record review of the care plan, dated 
05/23/2025, showed Resident 4 required an assist of one staff, using a slide board, to use the bath.On 
07/22/2025 2:04 pm, Resident 4 appeared disheveled and in a gown. Resident 4 had many sores and scabs 
visible along their arms and legs.Record review of bathing documentation, dated 08/13/20025 to 09/12/2025, 
showed Resident 4 would receive showers every Monday, Thursday, and Saturday at noon. Resident 4 
received 8 of 12 bathing opportunities.5) Resident 5 was admitted to the facility on [DATE] with diagnoses of 
dementia and major depressive disorder. The quarterly MDS, dated [DATE], documented Resident 5 had 
severe cognitive impairment and required moderate assistance with ADLs.Record review of the care plan, 
dated 04/25/2025, documented Resident 5 would receive showers every Tuesday and Friday.Record review 
of bathing documentation, dated 08/13/20025 to 09/12/2025, showed Resident 5 received 4 of 8 bathing 
opportunities.6) Resident 6 was admitted to the facility on [DATE] with diagnoses of left tibia fracture (lower 
leg break) and pressure ulcer (injuries to the skin and the tissue below the skin that are due to pressure on 
the skin for a long time) of the right foot. The quarterly MDS, dated [DATE], documented Resident 6 had 
severe cognitive impairment and was dependent on staff with bathing.Record review of the care plan, dated 
05/23/2025, documented Resident 6 will receive a bed bath every Sunday and Wednesday.On 09/18/2025 at 
1:15 pm, Resident 6 said staff gave them a bath recently but they had gone awhile without one. Resident 6 
said it felt so good to get cleaned up.Record review of bathing documentation, dated 08/18/20025 to 
09/17/2025, showed Resident 5 had five refusals of baths and 1 of 8 bathing opportunities. The medical 
record did not show staff reattempting to give the resident a bath after the refusal.Nursing schedulesA review 
of the nursing schedules from 06/24/2025 to 07/06/2025 showed:On 06/24/2025 a BA was removed from the 
shift.On 06/26/2025 a BA was removed from the shift.On 07/02/2025 a BA was removed from the am and 
pm shifts.On 07/06/2025 a BA was removed from the shift. A review of the schedule from 08/31/2025 to 
09/11/2025 showed:On 09/02/2025 a BA was removed from the shift.On 09/03/2025 a BA was removed from 
the am and pm shifts.On 09/04/2025 a BA was removed from the shift.On 09/06/2025 a BA was removed 
from the shift.On 09/07/2025 a BA was removed from the shift.On 09/08/2025 a BA was removed from the 
shift.On 09/09/2025 a BA was removed from the shift.On 09/011/2025 a BA was removed from the am and 
pm shifts.Resident CouncilReview of Resident Council Minutes, dated 04/16/2025, showed concerns with 
short staffing and call light response. Residents never know who's working. Medications were expiring 
without notifying residents who were required to order more.Review of Resident Council Minutes, dated 
05/1642025, showed concerns with inconsistency in the amount of nursing assistants scheduled. One day 
we will have 8 aides and the next 3. Residents report difficulty with agency staff.Review of Resident Council 
Minutes, dated 07/09/2025, showed nurses were let go and agency staff were filling in until there were 
replacements. More residents needed to move into the building to get more staffing.Review of Resident 
Council Minutes, dated 08/20/2025, showed concerns showers were not getting done on scheduled days. 
Low census of staff means no BA. A resident reported two missed showers.GrievancesReview of Grievance 
Form, dated 08/15/2025, showed during resident council, residents reported they were not getting showers, 
or the shower aide was unavailable on multiple occasions. The investigation/findings noted audits would be 
done daily. A list would be put out for nurses to follow daily. The schedule had been modified to reduce the 
workload of the staff.Review of Grievance Form, dated 09/05/2025, showed Resident 10 had not received a 
shower despite being told they would. The resident appeared in poor condition and has had visitors report 
the same concerns. The investigation/findings noted Resident 10 did not receive a shower as scheduled. 
Documentation of of showers was found to be inconsistent. Staff were not performing showers or making up 
showers despite daily audit or make up list. Schedule was adjusted and resident placed on makeup shower 
list.Staff interviewsOn 09/12/2025 at 1:19 pm, Staff H, NA, said some days were harder than others related 
to staffing. Showers were the biggest issue especially when there was no BA. If staff called out, the BA was 
the first to be pulled. Then, the staff on the floor must cover the showers. Residents who take long showers 
or who were hard to get done were the most difficult to complete. Staff H stated there was not much that 
happened when they went to leadership with their concerns.On 09/12/2025 at 2:29 pm, Staff G, NA, said it 
could be a challenge to get showers done when they were short staffed.On 09/12/2025 at 2:33 pm, Staff C, 
licensed practical nurse (LPN), said staffing was an issue with the facility. Sometimes the nurses had up to 
30 residents to care for. They get late with passing medication. Showers do not get done. Staff C says they 
feel bad for the residents as it's their basic human need and right; Staff D, LPN, said there were 27 showers 
to do this day. There were, at times, not enough NAs and all that could be done was providing for basic 
needs. Staff feel overwhelmed and stressed.On 09/12/2025 at 2:52 pm, Staff F, BA and NA, said they had 4 
to 8 baths scheduled unless they were removed from working on the floor. This happens pretty often. The 
amounts of baths [NAME] when the BA is pulled to the floor. They can have 20 or more showers to do in a 
day in this situation. This is a challenge to get done. Sometime baths or refusals are not documented due to 
time constraints. Voicing concerns to leadership regarding staffing was ineffective.On 09/12/2025 at 3:38 pm, 
Staff E, registered nurse (RN), said she was an agency nurse and was new to the facility. Staff E said the 
facility had residents who were high acuity and have a lot of needs. The facility was experiencing a COVID 
outbreak, has staffing issues, and printers and fax machines were not working, making staffing even more 
challenging. Due to all the issues, they could not get things like daily orders or treatments done resulting in a 
delay in care. Staff E said there was not enough support.On 09/18/2025 at 2:15 pm, Staff B, RN and Director 
of Nursing Services, said they started having a BA to help address missed showers. When people called off, 
they would pull the BA to the floor. They do have agency staff they use to try and cover shifts. Staff B 
acknowledged concerns have been reported in both Resident Council and through the grievances process 
related to showers and staffing concerns. Staff B said showers are an issue. Staff B said the facility has 
residents who have complex needs. Staff B said they had been trying to do things like consolidating 
medications to reduce the medication pass.On 09/18/2025 at 2:52 pm, Staff A, Administrator, acknowledged 
they had issues with bathing and staffing. Staff A said they have done many things such as job fairs and 
bonuses to increase staffing levels. They use agency staff but, at times, when they are scheduled to work 
they do not show up. Leadership is expected, and does, cover shifts and help on the floor.Reference: (WAC) 
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