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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 interviews and record review, the facility failed to provide incontinence care in a timely manner for one resident (R2)
reviewed for bowel/bladder care. Findings include: R2 is a [AGE] year old female admitted to the facility on [DATE].
 R2's Minimum Data Set admission assessment dated [DATE] documents R2 has a BIMS (Brief Interview for Mental Status) score
 of 9; is always incontinent of bowel and bladder; and needs one person extensive physical assistance with toileting. On
 07/22/20 at 2:22PM, R2 stated that sometimes she doesn't get changed at night and from approximately 10PM in the evening
 until the next morning she has been left wet. R2 stated that one overnight staff didn't want to change her. R2 stated if
 she needs assistance during the night shift , she may have to wait until the morning staff come in, because the overnight
 staff may not come to check on her at all or respond to her request for assistance. R2's care plan documents she has mixed
 bowel and bladder incontinence and indicates she is at risk for skin breakdown due to incontinence and brief use. R2's
 point of care bowel and bladder records documented on 07/14/20, 07/15/20, and 07/17/20 only one bowel and bladder
 incontinence care and toileting entry was made for the entire day. On 07/22/20 at 4:40PM V2 (Director of Nursing - DON)
 stated that nursing staff are directed to make rounds every 2 hours on all shifts. V2 stated that incontinence care plan
 interventions should include rounding, checking, and changing, providing perineal care, and change bedding if moist but she would
need to review the policy to confirm this information. V2 stated that nursing staff are monitored to ensure
 incontinence care is being provided as needed and timely through verbal reports from nursing staff and point of care record entries.
V2 stated that nursing staff should be documenting incontinence care in point of care records. V2 stated if
 residents are reporting they are not receiving incontinence care and are left soiled although nursing staff are verbally
 reporting they are providing timely incontinence care to residents this would be monitored by reviewing point of care
 records. V2 stated if there are only single entries in the point of care records for bowel and bladder incontinence and
 toileting, that would be concerning and she would follow up with the residents and staff on these issues. V2 stated that in services had
been recently conducted regarding toileting residents, frequent rounding, and checking and changing residents
 frequently during the night. The facility did not have an incontinence care policy.
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