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Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews, and
medical record review, the facility failed to assure
staff provided treatment and services to maintain
urinary dryness for 1(#4) of 5 sample residents,
The findings were:

According to the 9/1/06 quarterly Minimum Data
Set assessment, resident #4 was totally
incontinent of bladder, Review of the current care
plan revealed staff were to "cue & assist" the
resident to urinate every 2 to 3 hours or provide
the resident with incontinence care every 2 to 3
hours. Observation on 11/22/06 showed the
resident was seated in the dining room at 735
AM. Further observation showed the resident was
hot toileted or checked and changed until 1:20
PM that day. At that time a certified nurse aide
and a training nurse aide (TNA) changed the
resident's incontinence brief. Interview with TNA
#9 during that observation confirmed the brief
was saturated with urine. Interviews with all other
nursing staff present that day revealed no one

i cued or assisted the resident to the toilet or

changed the incontinence brief, Interview with the

deimonstrates that

and a resident who is

accomplished by:

carc on

Plan of Correction as follows:é

This facility will ensure that a
~|resident who enters the facility
 |without an indwelling catheter
is not catheterized unless the
resident’s clinical condition

catheterization was necessary

incontinent of bladder receive
appropriate treatment and

services to prevent urinary tract
infections and to restore as
much normal bladder function
as possible. This will be
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987D . . 11/22/2006; which included
Based on the resident's comprehensive . . . . |
assessment, the facility must ensure that a instruction to toilet resident |
resident who enters the facility without an ~ 1
indwelling catheter is not catheterized unless the ’_#4 GVG.I'Y 2-3hrs and pI'OVl.dC
resident's clinical condition demonstrates that mncontinence care as SpeCIfied
catheterization was necessary; and a resident . N
who is incontinent of bladder receives appropriate ) on the resident’s care plan.

treatment and services to prevent urinary tract
infections and to restore as much normal bladder

function as possible. All residents who are
incontinent of bladder have the
"kl;his REQUIREMENT Is not met as evidenced | potential to not receive
y: . .
Based on observation, staff intervisws, and mc:(.)ntTnent carfa on a regular
n:e#ical r%cocgc: revtiew, tthe :;aci!ityl faifetd to qs?u_re basis, if the resident care plan,
staff provided treatment and services to maintain . :
urinary dryness for 1(#4) of 5 sample residents. is not followed by the nursing
The findings were: staff. !
According to the 9/1/06 quarterly Minimum Data
Set assessment, resident #4 was totally 12/ )5/,
incontinent of bladder. Review of the current care The Plan of Care and / Aj
p!andre\ﬁaleq st?ff were tzot"cgeh& assist" the‘d Bowel/Bladder Program for
resident fo urinate every 2 to 3 hours or provide . . .
the resident with incontinence care every 2 to 3 resident (#4) will be reviewed and
hours. Observation on 11/22/06 showed the updated by 12/14/2006. All
resident was seated in the dining room at 7:35 . . .
AM. Further observation showed the resident was nursing staff will be re-instructed
not toileted or checked and changed untii 1:20 . : _
PM that day. At that time a certified nurse aide to toilet I'.BSIC!GI’I’[ #4% every 2 3hrs
and a training nurse aide (TNA) changed the and prOVIdG mncontinence care as
resident's incontinence brief. Intarview with TNA . . )
#9 during that observation confirmed the brief specified on the resident’s care
was saturated with urine. Interviews with all other plan ,
nursing staff present that day revealed no one ) |
: cled or assisted the resident to the toilet or i
; changed the incontinence brief. Interview with the I
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director of nursing {DON) on 11/27/06 at 2:05 PM
revealed she had contacted the last person not

interviewed on 11/22/08, The DON sonfirmed the
resident was not toileted or changed from at least

7:35 AM untif 1:20 PM.

The nursing staff will also be
in-serviced on Bowel/Bladder
Plans, incontinence, toileting,

meecting on 12/20/2006.

with attached educational
material on urinary
incontinence will be included.;
The DON and MDS
Coordinator will monitor
compliance through random
observation of toileting and
peri-care on 10% of all
residents with urinary
incontinence a minimum of 3
days each week for one

quarterly thereafter.

i
H
i
i
!
|

and peri-care at scheduled staff

A written memo from the DON

month, beginning 12/18/2006,
then monthly for 3 months, and

I2/ag ol

1385,
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director of nursing (DON) on 11/27/06 at 2:05 PM
revealed she had contacted the last person not
interviewed on 11/22/06. The DON confirmed the
resident was not toileted or changed frem at least
735 AM until 1:20 PM,
If staff is found to have failed
to provide urinary dryness,
immediate 1:1 in-servicing and
corrective action will be taken.
Results of the audits will be
reported by the DON at the
regularly scheduled quarterly
QA meetings for review by the
medical director.
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