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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and record reviews, the facility failed to provide toileting assistance to 2 of 5 sampled residents
(Resident 1 and Resident 2) reviewed for Activities of Daily Living (ADL) care. This failure placed residents at
risk of skin infections, low dignity, and a diminished quality of life. Findings included.1) Resident 1 admitted to
the facility on [DATE]. The admission Minimum Data Set (MDS), an assessment tool, dated 10/07/2025,
documented the resident required assistance with toileting and was moderately cognitively impaired. Record
Review of Resident 1's facility investigation, dated 10/15/2025, documented, On the morning of 10/15/2025,
two CNA's [Certified Nursing Assistants] entered resident room to adjust her bedding in order to pull her up.
Upon rolling resident, dried BM [Bowel Movement] was found on the sheets, on her buttocks and brief was
stuck to her. The assumption was that she was not checked and changed during the night. In an interview on
11/18/2025 at 10:17 AM, Staff D, CNA, said Resident 1 was dependent on staff for toileting assistance. Staff
D said Resident 1 was on a check and change schedule, meaning staff were to check Resident 1's brief
every two hours and change if necessary. Staff D said on 10/15/2025 she came in to work at 6:00 AM and
relieved Staff C, CNA, who worked the night shift. Staff D said she went into Resident 1's room and found
her positioned low in her bed. Staff D requested another CNA to assist her pulling up the resident. Staff D
said when she pulled the sheets down she noticed dry BM around Resident 1's bottom area. Staff D said she
changed Resident 1's brief and had to scrub the dried BM off Resident 1. Staff D said after changing
Resident 1's brief she reported the issue to her nurse. In an interview on 11/18/2025 at 10:39 AM, Staff B,
Director of Nursing/Registered Nurse, said the expectation for residents on a check and change schedule
was for staff to check the resident every two hours and change their brief if necessary. 2) Resident 2
admitted to the facility on [DATE]. The Quarterly MDS, dated [DATE], documented the resident was
frequently incontinent of bladder, required assistance with toileting, and was moderately cognitively impaired.
Record review of Resident 2's ADL care plan, dated 02/06/2023, documented, maximum to totally dependent
on staff for B/B [bowel and bladder] incontinent care. Record review of Resident 2's facility investigation,
dated 10/15/2025, documented, On the morning of 10/15/2025 around 8:30 AM it was reported that
[Resident 2] had a grievance for something that happened on the night of 10/10/2025. [Resident 2] stated
that CNA did not change her brief during the night. [Resident 2] said that this caregiver would come to her
room but did not wake her up for a brief change, and the morning caregivers had to make a complete bed
change because [Resident 2] was found with a saturated brief, incontinent pad, and top blanket. Upon
interview, [Resident 2] acknowledged she was not changed throughout the night. Day shift staff confirmed
the condition and documented the resident's statement. In an interview on 11/12/2025 at 10:19 AM, Resident
2 said she required two-person assistance with toileting, and it was hard to get two staff members to assist
her. When asked about the 10/10/2025 incident, Resident 2 said she did have trouble getting toileting
assistance and did wake up very wet with urine. In an interview on 11/18/2025 at 10:06 AM, Staff E,
Residential Care Manager/Registered Nurse, said Resident 2 required maximum assistance with toileting.
Staff E said staff were expected to check and change Resident 2 every two hours. Staff E said a staff
member reported to her concerned that Resident 2 was very wet from urine. Staff E said she started an
investigation and questioned Resident 2 about the issue, who told her Staff C sometimes did not change her
during the night. In an interview on 11/18/2025 at 10:27 AM, Staff F, CNA, said Resident 2 was to be
checked and changed during the night every two hours. Staff F said aides can reference a resident's care
plan if they were unaware of a residents level of assistance. Staff F said her and another CNA had gone into
Resident 2's room to pull her up for breakfast. Staff F said she noticed the incontinence pad under the
resident was soaked with urine. Staff F said Resident 2 told her no one had been in her room to change her
last night. Staff F said she changed the resident, changed her incontinence pad, and reported the issue to
her nurse. In an interview on 11/18/2025 at 10:39 AM, Staff B said during the facility investigation, Resident 2
told him she was checked but not changed. Staff B said Residents should be checked and changed every
two hours. Reference WAC 388-97 -1060(1)-(3).
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