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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure the clinical records were maintained in accordance 
with accepted professional standards and practices and were complete and accurately documented for 2 of 6 
residents records (Resident #1 and Resident #2) reviewed for treatment documentation. 1. The facility failed 
to document on Resident #1's and Resident #2's Treatment Administration Record, when their catheter bags 
were emptied and the amount emptied on the night of 10/03/25 and the night of 10/11/25. This failure could 
affect the residents' medical record not being an accurate representation of the resident's medical condition 
or medical needs. Findings include: Record review of Resident #1's face sheet, dated 10/16/25, reflected an 
[AGE] year-old female, who admitted to the facility on [DATE]. Resident #1 had diagnoses which included, 
Parkinson's Disease (progressive neurological disorder that affects movement), Dementia (group of 
conditions that cause a decline in cognitive abilities like memory, thinking, and reasoning), and Parastomal 
Hernia (bulge that occurs in the abdominal wall). Record review of Resident #1's Treatment Administration 
Record, dated 10/16/25, reflected no documentation on her catheter bag being emptied or the amount 
drained from the bag, during the night shift on 10/03/25 and 10/11/25. The Treatment Administration Record 
reflected LVN A was the nurse responsible for documentation on the night of 10/03/25 and 10/11/25. Record 
review of Resident #2's face sheet, dated 10/16/25, reflected a [AGE] year-old male, with an initial admission 
date of 06/12/24, and a readmission date of 11/29/24. Resident #2 had diagnoses which included, Dementia 
(group of conditions that cause a decline in cognitive abilities like memory, thinking, and reasoning), Benign 
Prostatic Hyperplasia (enlarged prostate glands), and Major Depressive Disorder (mental health condition 
with persistent feeling of sadness, hopelessness, and loss of interest in activities). Record review of Resident 
#2's Treatment Administration Record, dated 10/16/25, reflected no documentation on his catheter bag being 
emptied or the amount drained from the bag, during the night shift on 10/03/25 and 10/11/25. The Treatment 
Administration Record reflected LVN A was the nurse responsible for documentation on the night of 10/03/25 
and 10/11/25. In a telephone interview on 10/16/25 at 11:44 AM, LVN A stated she did work at night on 
10/03/25 and 10/11/25. She stated she remembered an aide emptying the catheter bags on those nights but 
stated she could not remember who the aides were who emptied the bags. LVN A stated she was 
responsible for documenting the emptying and how much was drained. LVN A stated she failed to document 
the drainage of the catheter bags on the Treatment Administration Records. LVN A stated the risk of not 
documenting the drainage of the catheter bags was it would appear to others that it was not completed. In an 
interview on 10/20/25 at 12:17 PM, the Administrator stated all staff knew the importance of documentation. 
The Administrator stated the risk of missed documentation on the Treatment Administration Record was staff 
did not have enough information to properly care for the residents. In an interview on 10/20/25 at 12:23 PM, 
the DON stated all staff were trained on documentation and the importance of documentation. The DON 
stated the risk of no documentation was inaccurate information. The DON stated failed documentation would 
not provide a true picture of what actually took place. Record review of the facility's policy titled, Perineal 
Care, dated 05/11/22, reflected the following: An incontinent resident of urine and/or bowl should be 
identified, assessed, and provided appropriate treatment and services to restore as much normal 
bladder/bowel function as possible.It is essential that residents using various devices, absorbent products, 
external collection devices, etc., be checked (and changed as needed) on a schedule based upon the 
resident's voiding pattern, professional standards of practice, and the manufacturer's recommendations. 
Conclude. 33. Document

22675018

02/25/2026


