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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure residents who were unable to carry
out activities of daily living received necessary services to maintain grooming and personal hygiene for 3
out of 7 residents (Resident #1, Resident #2, and Resident #5) reviewed for ADLs.- The facility failed to
provide scheduled showers and/or bed baths three times a week for Resident #1, Resident #2, and
Resident #5, for the weeks of 1/12/26-1/16/26 and 1/19/26-1/23/26.This failure could place residents at risk
of skin breakdown, infection, and reduced feelings of self-worth.Findings included:1. Record review of
Resident #1's undated face sheet revealed she was an [AGE] year old female admitted on [DATE] with
diagnoses of acute respiratory failure (not enough oxygen), malignant neoplasm of mouth (cancer of the
mouth), pulmonary fibrosis (lungs are scarred, thick, and stiff, making it difficult to breathe), tracheostomy
(hole into windpipe to breath), type 2 diabetes mellitus (body does not produce insulin or resists it), c-diff
(diarrhea caused by bacteria), dysphagia (trouble swallowing), and gastrostomy (hole into stomach for
nutrition).Record review of Resident #1's admission MDS assessment dated [DATE], revealed a BIMS
score of 13 out of 15 which indicated normal cognition. The resident had an impairment on both sides of
her upper and lower extremities. According to the assessment, the resident was dependent (helper does all
of the effort and resident does none of the effort to complete the activity) for showers/baths. The resident
was always incontinent of bowel and bladder. The assessment also revealed the resident had shortness of
breath or trouble breathing with exertion (walking, bathing, transferring), when sitting at rest, and when lying
flat. The resident had a PEG (hole into stomach) tube for nutrition, had a tracheostomy, and was on
oxygen.Record review of Resident #1's Care Plan dated 12/19/25, revealed a Focus: The resident had ADL
self-care performance deficits and limitations in physical mobility due to acute respiratory failure with trach
placement (Initiated: 12/19/25). The goal was that the resident would improve self-care and mobility by the
review date (Initiated: 12/19/25, Target Date: 3/29/26). The interventions were dependence for oral care,
substantial/max assist (helper does more than half the effort) for upper body dressing, and substantial/max
assist for lower body dressing. Showers/baths were not on the care plan. Focus: The resident was
incontinent of bowel and bladder (Initiated: 12/19/25). The goal was for the resident to have minimal
complications related to incontinence episodes through the review date (Initiated: 12/19/25, Target Date:
3/29/26). Interventions were changing the briefs as needed, cleaning the peri-area (area where genitals
are) with each incontinence episode, checking every 2-3hrs and PRN for incontinence,
washing/rinsing/drying the perineum (where genitals are), changing clothing PRN after incontinence, and
providing skin care with each incontinence episode.Record review of Resident #1's Progress Note from
1/13/26 by APRN B said, .Requiring max assist with ADLs and transfers. Musculoskeletal [muscles and
bones]: Severe weakness.In an observation and interview on 1/21/26 at 11:02am, Resident #1 was sitting
up in bed with a trach and oxygen connected to it at 10L. The resident was unable to
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speak due to the trach and used a communication board to say she only received a bed bath 1 time a
week. She said she would like to get at least 2 baths a week. Her family member, who was also in the room,
said they had spoken to the ADM about it, and he said they were working on hiring more staff.Record
review of Resident #1's Progress Notes from 1/2/26 through 1/20/26 revealed no refusals of
baths/showers.Record review of Resident #1's Shower Sheets in the EMR on 1/21/26, revealed she was
scheduled to receive her showers/baths on Mon/Wed/Fri on the night shift from 7pm-7am. The Shower
Sheet revealed the question, Task Completed? that was to be answered each shift for her shower/bath. The
answers to the question were: yes, no, resident not available, resident refused, or not applicable. For the
past 30 days there were only 2 entries, one on 1/13/26 and one on 1/17/26. The entry on 1/13/26 at 3:19am
was checked off for Not Applicable and the entry for 1/17/26 at 3:44am was also checked off for Not
Applicable. Entries that documented she had received a bath on 1/12/26, 1/14/26, 1/16/26, 1/19/26, and
1/21/26 were missing.Record review of Resident #1's paper Shower Sheets provided by the facility after
exit, on 1/21/26 at 6:00pm, revealed the resident had a bed bath on 1/13/26 at 2:00pm, 1/16/21 at 4:22pm,
1/19/26 at 2:51pm, and 1/21/26 at 10:00am. 2. Record review of Resident #2's undated face sheet revealed
she was a [AGE] year old female admitted [DATE] with diagnoses of diverticulitis (inflammation/infection of
pockets in intestine) of large intestine with perforation (hole) and abscess (infection), type 2 diabetes
mellitus (body does not produce insulin or resists it), heart failure (heart does not pump effectively),
abscess (infection) of spleen, acute respiratory failure (lungs are not delivering oxygen), ESRD (kidneys
stop working), dependence on renal dialysis (machine has to filter blood), gastrostomy (hole into stomach
for nutrition), and colostomy (opening in abdomen for stool to collect in bag).Record review of Resident #2's
admission MDS assessment dated [DATE] revealed a BIMS score of 14 out of 15, which indicated normal
cognition. The resident had impairment on both sides of her lower extremities and used a wheelchair.
According to the assessment, the resident was dependent for showers/baths. The resident had a colostomy
and was always incontinent of bladder. The assessment also revealed the resident had shortness of breath
or trouble breathing with exertion (walking, bathing, transferring), when sitting at rest, and when lying flat.
The resident had a PEG tube for nutrition, was on oxygen, and received hemodialysis (machine filters
blood).Record review of Resident #2's Care Plan dated 1/9/26 revealed a Focus: The resident had ADL
self-care performance deficits and limitations in physical mobility (Initiated: 1/9/26). The goal was to improve
self-care and mobility function by the next review date (Initiated: 1/9/26, Target Date: 4/19/26). The
interventions were needing substantial/max assist with baths/showers. Focus: The resident was incontinent
(Initiated: 1/9/26). The goal was for the resident to have minimal complications related to incontinence
episodes through the review date (Initiated: 1/9/26, Target Date: 4/19/26). Interventions were changing the
briefs as needed, cleaning the peri-area with each incontinence episode, checking every 2-3hrs and PRN
for incontinence, washing/rinsing/drying the perineum, changing clothing PRN after incontinence, and
providing skin care with each incontinence episode.In an observation and interview on 1/21/26 at 11:31am,
Resident #2 was lying on her side in bed with oxygen via a nasal cannula on. She had family at her bedside
with her. Resident #2's family member said the only bath she had received so far was on 1/16/26, and she
only received it because she had to ask for it. The resident said she would like baths at least twice a week
to help prevent any infections, because she was immunocompromised.Record review on 1/21/26 at 3:05pm
of the 100 hall Shower Sheet binder, revealed there were no paper Shower Sheets for Resident #2 in the
binder, and no indications of any refusals. Record review of Resident #2's Progress Notes from 1/9/26
through 1/20/26 revealed no refusals of baths/showers.Record review of Resident #2's Shower Sheets in
the EMR as of 1/21/26,
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revealed she was scheduled to receive her showers/baths on Tue/Thu/Sat, during the day shift from 7am to
7pm. The Shower Sheet revealed the question, Task Completed? that was to be answered each shift for her
shower/bath. The answers to the question were: yes, no, resident not available, resident refused, or not
applicable. For the past 30 days there was No Data Found, meaning there were no entries for the month of
January, and she was supposed to have a bath every Tue/Thu/Sat.Record review of Resident #2's paper
Shower Sheets provided by the facility after exit, on 1/21/26 at 6:00pm, revealed the resident had a bed
bath on 1/13/26 at 3:00pm, 1/15/26 at 11:00am, and 1/21/26 at 5:00pm. 3. Record review of Resident #5's
undated face sheet revealed he was a [AGE] year old male admitted [DATE] with diagnoses of right hip
fracture, afib (irregular heart beat), cardiac pacemaker (device to control heart beat), muscle weakness,
and abnormalities of gait (walking) and mobility (getting around).Record review of Resident #5's admission
MDS assessment dated [DATE] revealed a BIMS score of 15 out of 15, which indicated normal cognition.
The resident had impairment on both sides of his lower extremities and used a wheelchair. According to the
assessment, the resident was substantial/max assistance (helper does more than half the effort) with
showers/baths. The resident was always incontinent of bowel and bladderRecord review of Resident #5's
Care Plan dated 12/25/25 revealed a Focus: The resident had ADL self-care performance deficits and
limitations in physical mobility r/t right femur fracture (right hip fracture), pain management, and fall
(Initiated: 12/25/25). The goal was to improve self-care and mobility function by the next review date
(Initiated: 12/25/25, Target Date: 4/2/26). The interventions were needing substantial/max assist with
baths/showers. Focus: The resident was incontinent of bowel and bladder (Initiated: 12/25/25). The goal
was for the resident to have minimal complications related to incontinence episodes through the review
date (Initiated: 12/25/25, Target Date: 4/2/26). Interventions were changing the briefs as needed, cleaning
the peri-area with each incontinence episode, checking every 2-3hrs and PRN for incontinence,
washing/rinsing/drying the perineum, changing clothing PRN after incontinence, and providing skin care
with each incontinence episode.In an observation and interview on 1/21/26 at 11:28am, Resident #5 was
lying in bed. He said the only complaint he had was not receiving baths three times a week. He said he had
to get a bed bath because he could not walk and said he did not remember the last time he had received a
bed bath.Record review of Resident #5's Progress Notes from 12/31/25 through 1/19/26 revealed no
refusals of baths/showers.Record review of Resident #5's Shower Sheets in the EMR as of 1/21/26,
revealed he was scheduled to receive his showers/baths on Tue/Thu/Sat during the day shift from 7am to
7pm. The Shower Sheet revealed the question, Task Completed? that was to be answered each shift for her
shower/bath. The answers to the question were: yes, no, resident not available, resident refused, or not
applicable. For the past 30 days there four entries, on 1/8/26 at 6:17pm, 1/10/26 at 5:52pm, 1/13/26
2:29pm, and 1/15/26 at 11:50am. All four dates had yes answered to the question. Entries that documented
he had received a bath on 1/17/26 and 1/20/26 were missing.Record review on 1/21/26 at 3:05pm of the
100 hall Shower Sheet binder, revealed there was one sheet for Resident #5 for January 2026. A paper
Shower Sheet dated 1/8/26 revealed the resident had a bath on that day. There were no other Shower
Sheets or refusals.Record review of Resident #5's paper Shower Sheets provided by the facility after exit,
on 1/21/26 at 6:00pm, revealed the resident had a bed bath on 1/17/26 at 11:25am, and 1/21/26 at
4:32pm.In an interview on 1/21/26 at 1:35pm, the DON said showers/baths were documented in the EMR
under the tasks section of the resident's chart. She said the only reason they used the paper Shower Sheet
was for the CNA to mark if there was a skin issue, and then they gave it to the nurse.In an interview on
1/21/26 at 3:12pm, CNA A said she worked the front part of the 100 hall. She said on Mon/Wed/Fri the even
numbered rooms received showers/baths, and on Tue/Thu/Sat the odd
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numbered rooms received showers/baths. CNA A said day shift gave showers/baths to A beds and
residents in single rooms, and night shift gave showers/baths to B beds. She said she felt she had enough
time to get all the baths/showers done, plus her other CNA duties. She said Resident #2 was a new
resident from another hall and today (1/21/26) was her first day back since the previous week, so she did
not remember bathing her. The CNA said she did not remember the last time she had bathed Resident #5,
but she remembered that he got baths instead of showers because he could not walk. She said if a resident
refused a bath/shower it would be documented on the paper Shower Sheet or on the Shower Sheet in the
computer. CNA A said if residents did not get showers they could get infections and would smell bad. In an
interview on 1/21/26 at 3:45pm, the DON said her expectation was that residents received a shower/bath 3
times a week and PRN. She said the shower/bath had to be done, no questions asked, and that she
expected her staff to give them. She said there would be no adverse effects if the resident did not get a
shower/bath because they had to get done, and her staff knew that. The DON said there were no residents
that she knew of that had gone without a shower/bath long enough for it to cause any issues. She said even
though there were not paper Shower Sheets or Shower Sheets in the computer proving the residents
received showers/baths, she knew that they received them, and she would confirm it.Record review of the
facility's policy and procedure on Activities of Daily Living (10/2025) read in part: Hygiene: Resident
self-image is maintained.Showers and baths are scheduled and assistance is provided.Record review of
the facility's policy and procedure on Resident Rights (revised January 2026) read in part: To ensure each
resident is treated with dignity and respect. This includes providing activities and interactions from staff,
temporary agency or volunteers that is focused on assisting in maintaining and enhancing self-esteem,
self-worth, individualizing goals, preferences, and choices. Resident Rights: A facility must treat each
resident with respect and dignity and care for each resident in a manner and in an environment that
promotes maintenance or enhancement of his or her quality of life, recognizing each resident's individuality.
The facility must protect and promote the rights of the resident.Our facility environment encourages
self-selection to individualize needs, care, and routines in a dignified and [NAME] way to respect
preferences and full exercise of rights. Our residents have rights to a dignified existence, self-determination,
and communication with and access to persons and services inside and outside the facility.
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