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 Based on the residents comprehensive
assessment, the facility must ensure that a

. fesidentwho enters:the facility without an

1 indwelling-catheter is not Catheterized Linless the:
fesidents clinical condition demopstrates that

| cathelerzation was pecessany;and a resident

whi.ig incontinent of bladder receives appropriate

reatment and services to prevent urinaty iract

i
functioti as possible.

T_,his REQUIREMENT Is not met as evidenced
: Based on interview and record review it was

'and services to prevent UT] and to restore as

1 much bladder function aspossible for ong-of

+three sampled residents. The facility also failed’
1o provide documentation that the resident's

i v days.

Thie findings include:

1 December 2610) revealed the ingwalling
“catheters were'to be utilized and changed'in
" accordance withphysician's orders:

. wiections dnd to festore as muth normai bladder |

: determmed the facility failed to provide’ treatment .
indwelling catheter had been changed every thnty-

| Ttie tacility's poficy 6 indwelling catheters (dated
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F080 ‘ INITIAL CONMMENTS F000; Rockeasile Heglth-and Rehabilitation, 4 g {5y j if _
i " Signature Healthvare Facility does v B f '
* An abbreviated standard suriey (KY16275) was  beligve.and does wol admit that any :
initiated on May 2, 2011, and corickided on May deficiencies existed, cillir before, during
4,2011. Thiallégafion was substantiated dnd or afier the simvey. The Factlini reserves
* deficient practice was cited at T leve), all rights to-contest the survey finding
F 3151 483,25(d) NO CATHETER, PREVENTUTI, sy 1roush informal disputs rasolution;

fGrmaf apipedt pmczedmgx oF gny
, admzmgtmtrw or legul proceedings. Thiy

: contamed zrrrhl.s plan of carrection should
| Conisider us @ waiver of ary:potentially.
I apphcabc’e peer Review, Guakity

. compliance and p{cm of correction as part
“of its ongoing: efforts to pravide: quafzry
- rareto res1denrs

|F315

plan of correction s not smednt 16 éstablish
any stapdard of care; contract ohligation
or position and the Facility reserves.all.
' aise alf possible contentions and: -
#.dny Bipe of Sivil.oF erimiingt

v or proceeding, Nothirg

- Assurance or.self eritical exumination

: prwrlege which-the Facilrgz does it wefve
- aid reserves the vight.io dssert in any
adniinistrative, civil or criminal claim,

| action oF proveeding, The Fueility offers

| dts response, credible allegations of

1. Resident#1 no longer
tesides-atthe facility.

xa '+ BATE

r/g

7/';

Any deﬁcrency statement endmg thh an asterisk (*) denotesa deficienicy which: the Tnstiution may b e;ccused from GO!rBﬁlng pmmdmg it: lsdetermmed fhat

‘othersafeguards provide suffisient protectibn to the patients, (See instructions y Except for nuising homes, the fincings stated above-ére disdlessble 96.days
- Tlluwing the. dhte of suney whether ornata ptan ef correctlnn ig prcwdedr For nufsmg hames the above ﬁndmgs and plans of correct|on am dtsclosab}e 14
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+A review of the-closed medical record of vésident |

#1 revealad resident #1 was admitted fo:the
facility oh Novembier 20, 2010, with medical

i diagnoses that included Closed Fractirg Nasal
1 Bohes, Congéstion Hearf Faiiire; Difficulty

i Walkmg, Muscle Weakness, Memory Loss, and

| Anxigty, A Minirfiin Data Set (MDS) dated:

| Novémber 20, 2010, revealed residant #1 was
oceasionally mcont;nent and was noton a

! taileting prograrm,

ecord review of resident #1's record revealed on |

January 8, 2011, the fachity received @

.phg.rs:ctans orcer fo perform a catheterization and

-0 anchor thaeatheter if urinary output was,

i greaterthan 200:ce; An:additiorial ghysictan's.
order was received on January 19, 2011 fo
anchor an indweling catheter fo bedstde drainage |
| for medical:diagnoses of Urinary Retention.

i Review of resident#1's medical recerd revealed

documentation of ireatmert records for: January; *

February, and March 2014, Based on

« tocumentation, facility staff had changed: restdeni

S #1'S inthwielling ‘catheter on January 21, 2611,

Lof March 2011, The residentwas discharged
from thie-facil lity on April-8, 2011.

An ifiterview conducted on May 2,2011, &t 4:50
‘B, with Licensed Pracfical Nurse (LEN)#T
crevealed catheters weére o be changed gviery
~moenth-and gs nesded by the'hurses an night

| Howévet; based on documentation, the resjdént's
ingwelling catheter was not changed in February |

2. Thé ADONs have audited
orders-of residents with
catheters to ensure-the order-
contains the frequency of
cathefer changes.

3; Licensed staff will receive
education by the
SDC/desighiee by the date
of completion on obtaifiing
proper orders for catheters.
{o:include the catheter and
baloor size, frequancy of
chariging the catheter and
catheter care,

‘The education 2lso included
proper documeritation of
changing the eatheter,

4. The ADONswillcomplete =
amonthly audit on orders of
residents with cathetets to
ensure the order includes”
thee frequency'to change the

shift. In eddition, according to LPN #1, he/she. cathigter and thatthe:
was respensible 1o record on the treatment sheet | docurnentation feflects
when the cathetsrs were changed.. ‘when it was changed.
- Another interview conducted on May 2, 7011, at §
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; for resident #1's catheter-on January 10, 2011,

| but failed to obtgin anorder for the frequency of
the catheterchange.

* Furiher intenview conducted on May 2, 2041, at
§:55 p.m., with the Assistant Directerof

N ursmg/Uﬂ it Matager (ADONAIM) revesled

Tacdording to e facility's policy, cathéters were o
‘be changed as ordered by the physician and on a
wonthly basis. The ADON/UM stated the facility's:
policy failed to'address afrequency for resident
catheter changes: However the ADON/UM

Ligonfimmed there was no-dosumentation in the

- facifity records that resident #1's indwelling
catheterhad been changed ona monthly bagls:

An addifional interview conducted on May 2,
(2011, at 6:30 p.m., with the Director of Nursing
-(DON) revealed the facility's policy Was t¢ change
ingwelling catheters as prescribed by the
physician. However, according o the DON, the:

be-changed on a month}y basis; unless the: . 4

- physician ordered miore frequent catheter :

change. The DON stated based on facility :

practice resident#1's catheter should have been

: changed in February 2011 and March-2011.

| However there was no documertstion the
catheter had-been changed.

| An interview conducted on May 22011, 8t 7:15
] p m.. with LPN #2 revealed helshe worked the

facility requirernent was for indwelling catheters to :
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5:05 p.m., with Registered: Nuirse: (RN) # o o i
| revesled when anlirsereceived an order froma | The results of the audit will
: physician to-utilize an indweling catheterfora | be reported to the QA
! residentthe physician should also direc the ! rrmi
frequency. the catheter was to be:changed,. RN commifiee monthly by the:
#1 stated hefshe received the physician's order DON with review for

further récommendations -
and follow-up agindicated.
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| riight shift-and had been sésponsible to change

resident#1's catheter. LPN#2 stated the

: : freatment tecord was used: by the nursing: staff to |

: * document & due:date for the catheter-change and

: - also fodogument the date the cathater had been
changed: Thednterview wlth LPN#2 revealed
thiere was no documentation on the treatment
record-that resident #1's catheter had been
;hanged during the months:of February or March

041

F 315]
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