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Wellbrooke of South Bend 52565 State Road 933
South Bend, IN 46637

F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, and record review, the facility failed to notify a resident's responsible party when a urinary 
catheter had become dislodged and was replaced, for 1 of 3 residents reviewed for hospice care, (Resident 
B). Finding Includes:On 12/10/25 at 10:00 A.M., Resident B's clinical record was reviewed. The resident was 
admitted to the facility from home under hospice services for 6 days of respite care. Diagnoses included but 
were not limited to degenerative disease of the nervous system, senile degeneration of the brain, dementia, 
Alzheimer's disease, hypertension, and chronic kidney disease. Resident B's MDS (Minimum Data Set) 
assessment dated [DATE] for Discharge Assessment, indicated the resident had severe cognitive 
impairment. The resident had a catheter and was frequently incontinent of bowel. A Nursing Progress Note, 
dated 11/21/25 at 6:50 P.M., indicated Resident B had stood up from her wheelchair and pulled her urinary 
catheter out. The Hospice company was called and indicated they would send a nurse to the facility to 
reinsert the catheter.A Nursing Progress Note, dated 11/21/25 at 9:41 P.M., indicated the hospice nurse had 
reinserted the catheter without difficulty. Review of the hospice visit note, dated 11/21/25 from 8:25 P.M. to 
9:19 P.M., indicated upon their arrival to the facility, Resident B had been awake lying in bed, and had 
denied any pain or discomfort. A new urinary catheter had been inserted without discomfort. It was noted that 
the dislodged catheter balloon had not been fully inflated having only 10ccs of fluid in it rather than 30ccs as 
required. On 12/10/25 at 10:20 A.M., an interview with the Administrator indicated on the day of admission, 
11/21/25, Resident B had stood up unassisted from her wheelchair and had caused her urinary catheter to 
pull out. The Administrator indicated the facility nursing staff had immediately notified hospice services, who 
then came to the facility and reinserted a new catheter. The Administrator indicated he believed hospice 
services had notified the family at that time, so the facility had not attempted to notify the family again. On 
12/11/25 at 9:16 A.M., an interview with the Hospice Executive Director, indicated she did not believe her 
staff nurse had notified the family that the urinary catheter had come out and a new catheter had been 
placed. The Hospice Executive Director indicated that the nurse who placed the catheter on Friday night 
should have notified the residents' responsible party. On 12/11/25 at 2:05 P.M., the facility Administrator 
provided a policy titled, Notification of Change in Condition, dated 12/8/25. The policy indicated, .To ensure 
appropriate individuals are notified of change in condition. The facility must inform the.resident's legal 
representative when.A need to alter treatment significantly.Documentation of notification or notification 
attempts should be recorded in the resident Electronic health record.This citation relates to complaint 
2686804. 3.1-5(a)(2)
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