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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.

 Based on interview and record review the facility failed to follow their policy to provide weekly showers for one resident
 (R6) of three residents (R5 and R7) reviewed for activities of daily living.  Findings include:  3/3/2020 at 12:55 PM, R6
 said, I don't get a shower every week. I sometimes get bed baths instead of a shower if there is not a second person to
 help with the (mechanical) lift.  The Skin Check/Shower Worksheets for 1/12/2020 and 1/19/2020 for R6 are not marked that a
shower was given.  3/5/2020 at 12:10 PM V3 (Assistant Director of Nursing) said, the CNAs (Certified Nursing Assistants)
 should check the sheet when the shower is given. Residents should get a shower once a week. There should be enough staff to help
the assigned CNA with the lift. There are two nurses on the floor or a second CNA to help with the lift. R6 should be
 getting showered every week.   The Minimum Data Set for R6 is coded 3/3 for bathing which means that she needs extensive
 physical assistance. The Care Plan reads bathing total two person.  Policy, Shower and Baths (dated 2018) includes: 1)
 Showers will be given per resident preference at minimum of 1 per week and they are on the schedule for 2 days per week and as
often as they desire.
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