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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Provide appropriate care for residents who are continent or incontinent of bowel/bladder,
 appropriate catheter care,  and appropriate care  to prevent urinary tract infections.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to provide appropriate treatment and services for one of three
 sampled residents (Resident 1). This failure had the potential to result in skin breakdown and possible infection for
 Resident 1. Findings: During a review of the clinical record for Resident 1, the Admission Record, indicated Resident 1 was admitted
to the facility on [DATE], with a [DIAGNOSES REDACTED]. The Change of Condition, dated 5/8/20, indicated Resident
 1 had a urinary tract infection (UTI - bladder infection). During a concurrent interview and record review, on 8/19/20, at
 2:55 PM, with the Assistant Director of Nursing (ADON), the ADL Flowsheet for Resident 1's B&B for 4/20, was reviewed and
 noted the following: On 4/4/20, there was no documentation of B&B on NOC (8 hours) shift. On 4/5/20, there was no
 documentation for B&B for NOC shift. On 4/6/20, there was no documentation for B&B for NOC shift. On 4/10/20, there was no
 documentation for B&B for NOC shift. On 4/11/20, there was no documentation for B&B for NOC shift. On 4/15/20, there was no
documentation for B&B for NOC shift. On 4/22/20, there was no documentation for B&B for NOC shift. On 4/23/20, there was no
documentation for B&B for AM (8 hours) shift. On 4/24/20, there was no documentation for B&B for NOC shift. On 4/25/20,
 there was no documentation for B&B for PM (8 hours) shift. On 4/26/20, there was no documentation for B&B for AM and PM
 shift (16 hours). On 4/27/20, there was no documentation for B&B for AM and NOC shift. On 4/28/20, there was no
 documentation for B&B for AM and NOC shift. On 4/29/20, there was no documentation for B&B for PM and NOC shift. On
 4/30/20, there was no documentation for B&B for AM, PM, and NOC shift (24 hours). The ADON stated her expectation is for
 the nursing staff to document all services provided to the residents. She stated if it is not documented it is not done.
 During a review of the facility's policy and procedure (P&P) titled CORPORATE COMPLIANCE PROGRAM QUALITY OF
CARE COMPLIANCE REQUIREMENTS POLICY AND PROCEDURE revised 6/16, the P&P indicated, 2. Appropriate Treatment
and Services: . d. Bladder .
 ii. Residents that have bladder incontinence unresolved by a program of bladder training and scheduled toileting are
 appropriately monitored to reduce risk of skin irritation, breakdown and avoidable urinary tract infections [MEDICAL
 CONDITION].
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