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 Based on interview and record review, the facility failed to ensure treatment and care was provided in accordance with the
 comprehensive assessment and professional standards of practice for 1 of 1 resident (Resident #71) reviewed.   The facility failed to
assist Residenr # 71 with scheduling a follow up appointment with a urologist up on admission.  This failure
 could place residents at risk for damage to the bladder, loss of bladder control, and urinary tract infections.  Findings
 included:  Review of Resident #71's quarterly MDS assessment, dated 01/17/20, revealed she was a [AGE] year-old female
 admitted to the facility on [DATE]. She was cognitively intact and her active diagnoses, according to the MDS assessment,
 included [MEDICAL CONDITIONS], hypertension, [MEDICAL CONDITION], and [MEDICAL CONDITION] disorder. The MDS
assessment
 identified Resident #71 as having a Foley catheter.   Review of Resident #71's Bladder Incontinence Assessment, completed
 on 12/13/19, reflected the resident had a Foley catheter related to [MEDICAL CONDITION] that could not be treated or
 corrected medically or surgically. The facility failed to provide any supportive documentation, from a specialist, to
 support this statement.   Interview and observation of Resident #71 on 03/05/20 at 2:05 p.m. revealed the resident was in
 her room in bed. Observation revealed a Foley catheter was in use. The resident said she had the Foley catheter when she
 was at the hospital, but she was not sure why.   Review of Resident #71's discharge summary, dated 10/10/19, reflected,
  .[MEDICAL CONDITION]-keep Foley in for now and outpatient GU (Urologist) follow .   Review of the the record for Resident
 #71 revealed no evidence a follow up was completed with a urologist.  In an interview with the ADON on 03/05/20 at 2:26
 p.m., she stated Resident #71 admitted   to the facility with a Foley catheter. She stated the resident received a Foley
 catheter because she could not urinate. When asked about the urologist follow up, the ADON stated, she doesn't have one.
   Interview with the DON on 03/06/20 at 9:45 a.m. revealed,  .the treatment nurse (LVN C) was responsible for residents
 follow up appointments with new admissions .   Interview with LVN C on 03/06/20 at 10:35 a.m. revealed the admitting nurse
 was responsible for the follow up appointments for residents at the time of admission.  Interview with Administrator on
 03/06/20 at 11:05 a.m. revealed the admitting nurse informs the treatment nurse to follow up with the new admission's
 appointments and transportation. When asked about Resident #71's urologist follow up, she stated it,  .fell   through the
 cracks .   Interview with Physician I, the attending physician of Resident # 71, on 03/06/20 at 11:51 a.m. revealed she was not aware
of the follow up appointment order for Resident #71.   Review of the facility's policy, Admission Policy, dated
 08/11/13, reflected,  .The purpose of the Admission Policy is to provide continuity of care and services between the
 discharging provider and the admitting facility .
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