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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and plans of care;
interact with members of the community both
inside and outside the facility; and make choices
about aspects of his or her life in the facility that
are significant to the resident.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to actively seek and act
upon information regarding the bathing needs
and preferences of Resident 1, one of four
sampled residents. The resident had a provider
order that she needed to shower 4 to 5 times
weekly, which the facility did not follow. This
contributed to the resident experiencing
discomfort due to perceived lack of cleanliness
and personal odor.

Findings include:

Resident 1 had history of an infected knee
replacement, and was receiving antibiotics
intravenously at the facility. The resident notified
the State agency on 11/10/2014 that she had
provider orders to have a shower 4 to 5 times
weekly, but was receiving showers less
frequently.

Record review revealed an order from the
resident's MD at an orthopedic clinic dated
10/07/2014; "Patient needs to shower 4-5 times
weekly."
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Observation of two facility showers on 11/17/2014
at 10:00 a.m. revealed that both rooms were
uncomfortably cold. Staff C from maintenance
stated they were working on fixing the furnace to ek S :
get heat back to the shower rooms. F242 The resident has the right to choose activities,
schedules, and heaith care consistent with his or her
Review of shower records at the facility for the interests, assessments, and plan of care.
month of October revealed Resident 1 was given
a shower on the following days: Resident 1 interviewed and stated she will refuse to 11/17/14
take a shower when offered by shower aide if it is in
10/01/2014 the morning. Resident 1 further stated she prefers her
10/08/2014 showers in the evening and staff accommodates her
10/15/2014 requests. POC updated to reflect shower preferences.
10/22/2014 (The resident refused, and said she
would shower later "tonight." No shower was Residents interviewed for resident choice/preference 12/25/14
documented for that night.) regarding bath/shower and frequency. Resident's plan
of care updated to reflect preferences
10/28/2014
11/06/2014 Nursing staff will be in-serviced regarding bathing/shower 12/25/14
11/08/2014 (The resident refused. Staff preference procedure.
documented "she's upset.”) ) )
11/09/2014 Residents will be interviewed by LN {Licensed Nurse) On going
11/10/2014 The resident refused because "will on admit and quarterly via the MDS schedule as to
have IV [intravenous medication] in a few their preferences regarding activities of daily living.
minutes The resident's preferences will be placed on the plan
11 /11/20'1 4 of care and resident care guide.
2/2 i . )
\;‘\/13/; n/otof'lei”?;whevazﬁldem refused. Stated she LN (Licensed Nurse) will notify shower aides and implement On going
g ’ bath/shower schedule per resident's preference.
gbnol: /t‘ll’;/?g;lzé:r: tjsosi%\/aver? .S’Csl'\t:;fu'?ewasshasvbeg Resident care Manager to monitor preference assessments On going
unable to locate the resident's bath/sﬁowe? a quarterly and PRN to ensure plan of care is appropriate
) . to meet the resident's needs.
preferences in the medical record.
During a phone interview on 11/17/2014 at 1:00 Director of Nursing to review at the Monthly Quality Assurance On going
A : Meeting to ensure compliance.
p.m., the resident stated that the MD had ordered
the showers due to the resident's report that "my
skin was peeling off due to the antibiotics I'm
getting," and that she had experienced a yeast [
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infection with odor: "It smells really strong.”

When asked if she had refused showers, the
resident said "I did not refuse, but said | did not
want to shower at that time. [ would say 'later'.”
The resident also noted that lately there had been
no heat in the shower room. When she was
offered a shower on this day (11/17/2014), she
was told the room was 58F, and she declined.

In a phone interview 11/17/2014 at 12:25 p.m.,
the surgeon's representative stated "We wrote
the order so she could shower more often.” The
resident had reported to the surgeon's office she
was only getting one or two showers a week.
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