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THE SHORES POST-ACUTE

F 000 | INITIAL COMMENTS F 000

The following reflects the findings of the
California Department of Public Health during an | |
abbreviated standard survey. ' \

Complaint number: CA00630001
Category: Resident/Patient/Client Rights

The survey was limited to the specific complaint
investigated and does not represent the findings
of a full inspection of the facility.

1
Representing the California Department of Public \
Health: Health Facilities Evaluator Nurse (HFEN)
40615; Health Facilities Evaluator Supervisor
21052.

Two deficiencies were identified, F690 and F660,
as a result of complaint number CA00630001.

F 660 | Discharge Planning Process F 660
ss=p | CFR(s): 483.21(c)(1)(i)-(ix)

§483.21(c)(1) Discharge Planning Process

The facility must develop and implement an
effective discharge planning process that focuses
on the resident's discharge goals, the preparation
of residents to be active partners and effectively
transition them to post-discharge care, and the
reduction of factors leading to preventable \
readmissions. The facility's discharge planning 1
process must be consistent with the discharge !
rights set forth at 483.15(b) as applicable and-
(i) Ensure that the discharge needs of each
resident are identified and result in the
development of a discharge plan for each
resident. ‘ l
LABOHATOR‘ﬁ'I:ﬁ OR PROVIDER/SUPPLIER REPRESENTATIVE'S s:GbIJATUHE TITLE (X6) DATE

Adminishvaor v e

Any deficiéerﬁatﬁgﬁt eﬁdﬁgﬂvﬁth an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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(i) Include regular re-evaluation of residents to
identify changes that require medification of the
discharge plan. The discharge plan must be
updated, as needed, to reflect these changes.

(iiiy involve the interdisciplinary team, as defined
by §4883.21 (b}{2)(ii}, in the angoing process of
developing the discharge plan.

(iv} Consider caregiver/support person availability
and the resident's or caregiver's/support
person(s) capacity and capability to perform
required care, as part of the identification of
discharge needs.

{v) Involve the resident and resident
representative in the development of the
discharge plan and inform the resident and
resident representative of the final plan.

(vi) Address the resident's goals of care and
treatment preferences.

{vii} Document that a resident has been asked
about their interest in receiving Information
regarding returning to the community.

(A) i the resident indicates an interest in returning
to the community, the facility must document any
referrals to local contact agencies or other
appropriate entities made for this purpose.

(B) Facilities must update a resident's
comprehensive care plan and discharge plan, as
appropriate, in response to information received
from referrals to local contact agencies or other
appropriate entities.

{C) If discharge fo the community is determined
to not be feasible, the facility must document who
made the determination and why.

(viiiy For residents who are transferred to another
SNF or who are discharged to a HHA, IRF, or
LTCH, assist residents and their resident
representatives in selecting a post-acute care
provider by using data that includes, but is not

submitted in compliance with specific
regulatory requirements. Neither its
completion nor content is to be
construed as an admission by this
provider of the validity of any finding
or citation contained herein,

F 660

How the corrective action will be
accomplished immediately for those
residents affected by the deficient
practice.

Resident 1 was placed on howel and
bladder retraining program on
03/08/19 which was unsuccessful.
Resident remains incontinent of both
Bowel and bladder.
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F 660 | Continued From page 2 Feen| How will you identify other residents
limited to SNF, HHA, IRF, or LTCH standardized potentially affected by the same
patient assessment data, data on quality deficient practice and what corrective
measures, and data on resource use to the extent . .
the data is available. The facility must ensure that action you will take.
the post-acute care standardized patient
assessment data, datg on quality measures, and All residents have the potential to be
data on resource use is relevant and applicable to o _
the resident's goals of care and treatment affected by the deficient practice.
preferences,
fix) Document, complete on a timely basis based
on the resident's needs, and include in the clinical Th? MD? nurses had evaluated the
record, the evaluation of the resident's discharge resident’s bowel and bladder status
needs gnd discharge plan. The resuits of t|he on 03/16/2019 to identify residents
evaluation must be discussed with the resident or needing to be in th
resident's representative. All relevant resident Ing 1o be In the program.
information must be incorporated into the
discharge plan to facilitate its‘implemeptatic:n and What other measures you will put
to avoid unnecessary delays in the resident’s . .
discharge or transfer. into place or what systemic changes
This REQUIREMENT is not met as evidenced you will make to ensure the deficient
by: ractice does n
Based on observation, interview, and record P ot recur.
review, the facility failed fo identify, address
?ischarg? rllqeeds, andlmodifglr thf{a dzscharge plan A bowel and bowel program was put in 3/?5/1‘1
or one of three sample residents (1). place on _3_/_'25/2019. Resident’s bowel
As a result, Resident 1 had not maximize her and bladder status were reviewed lead
potential to improve her condition to meet the by the MDS nurses and were discussed
resident's discharge plan. with the IDT.
Findings:
All new resident -
Resident 1 was admitted on 6/13/18, with A S are place_d on a 3-day
diagnoses that included overactive bladder {a owel and bladder evaluation.
condition that causes a sudden urge to urinate), Assessment is done every quarter and
schizophrenia (a mental i#llness that affects on any sienifi o
perception of reality), as per Facility's Admission v significant change of condition.
Record. '
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F 660 | Continued From page 3 F 660| How will the facility monitor its
0/ g performance to make sure that
On 3/29/19 at 9:50 A.M., Resident 1 was : \
observed sitting in the chair quietly and looking solutions are sustalned,
out in the window. Resident 1 was swaying back
Resident 1 but the resident turned her head away 5 charts i hf
and did not respond verbally. charts in a month for a quarter to
ensure that resident’s bowel and
Per MDS {minimum data set - an assessmant bladder status are evaluated ti
tool} assessment, dated 3/20/19, Resident 1 had mjlely
a BIMS (brief interview for mental status) score of and updated on a quarterly basis and
14 which indicated Resident 1's mental status as needed.
was coghnitively infact.
Areview of Resident 1's MDS, dated 6/20/18 and The DSD will also do a random audit of
3/20/19, indicated Resident 1 had no active at least on 5 residents month|y for a
discharge plan. quarter who are on the program to
On 3/29/19 at 10:20 A.M., a review of Resident 1 ensure that the procedure is carried out
medical record was conducted. Resident 1 appropriately. Any deficient practice will
discharge care plan, dated 6/14/18, b 4 at the facility’
9/2018,12/2018 and /2019, indicated Resident e presented at the facllity's QA&A
1's discharge plan was for long term. Committee quarterly for further action
. . fan to sustain compliance.
On 3/29/19 at 2:32 P.M., an interview was P P
conducted to Resident 1. Resident 1 stated, "l
want to leave. | have a friend in Orange County
where | can stay". Resident 1 was upset and
stopped answering questions.
On 3/29/19 at 3:25 P.M., an interview with Social
Services (SS1} was conducted. SS1 stated,
Resident 1 was alert and confused. 5§51 stated,
Hesident 1 verbalized that she wanted to move
back to independent living. Per S81, indepandent
living facility would not accept Resident 1 due to
incontinence (lack of voluntary control) of bladder
and bowel and financial reason.
FORM CMS-2667(02-90) Previous Versions Obsolete Event 19:2JD511
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Continued From page 4

On 3/29/19 at 3:44 P.M., an interview with the
DON was conducted, The DON stated that the
facility had no bladder and bowel program. The
DON acknowledged Resident 1 should have
been placed on a bladder and bowel refraining
program, to help prepare the resident for
discharge.

On 4/3/19 at 2:20 P.M., a telephons interview with
CM1 (case manager) was conducted. CM1,
stated Resident 1 was responsible for herself.
CM1 stated that facility informed her that
independent living facility would not accept
Resident 1 because of her bladder and bowel
incontinence. CM1 stated, the facility had not
worked on Resident 1's incaontinence, to help
Resident 1 with her discharge plan.

A review of undated facility's policy, titled
Discharge Summary and Plan " ...discharge plan
will be developed to assist the residents to adjust
to his/her new living envirchment ..."
Bowel/Bladder Incontinence, Catheter, UTI
CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that-

(i) A resident who enters the facility without an

F 660

F 690
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indwelling catheter is not catheterized unless the
resident's clinical condition demonsirates that
catheterization was necessary;,

(ii) Aresident who enters the facility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as socn
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary,
and

{iiy Aresident who is incontinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible,

§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who is incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
possible.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to provide interventions in managing urinary
and bowel incontinence for three of three
sampled residents (1,2,3).

As a result, Resident's 1,2, & 3 were not provided
services to help restore continence to the extent
possible.-

Findings:

1.Resident 1 was admitied on 6/13/18, with
diagnoses that included overaciive bladder {a
condition that causes a sudden urge to urinate},
schizophrenia (a mental iliness that affects

_THESE 5 POST-ACUTE - — —— _ I A L
THE-SHORES POST-ACUTE ‘SAN DIEGU, CA 927123
£64) 1D SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF GORREGTION (%s)
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, This Plan of Correction is being
F 690 | Continued From page 5 F 690

submitted in compliance with specific
regulatory requirements. Neither its
completion nor content is to be
construed as an admission by this
provider of the validity of any finding
or citation contained herein.

F 690

How the corrective action will he
accomplished immediately for those
residents affected by the deficient
practice.

Resident 1 was placed on bowel and
bladder retraining program on 3/9/19
and was unsuccessful. Remains to be
incontinent of bowel and bladder.

Resident Z was placed on bowel and
bladder training program on 5/14/19,
however, remains to be frequently
incontinent of both bowel and bladder.

Resident 3's bowel and bladder
assessment of 3/19/19 indicated that
resident 3 was a good candidate for
retraining, however, no retraining
needed at this time since resident

is continent of both bowel and bladder,
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perception of reality), as per Facility's Admission
Record.

Per MDS (minimum data set - an assessment
tool) assessment dated 3/20/19, Resident 1 had a
BIMS (brief interview for mental status) score of
14 which indicated Resident 1's mental status
was cognitively intact. MDS assessment dated
3/20/19, Resident 1 was incontinent of bladder
and bowel.

On 3/29/19 at 2:41 P.M., an interview with the
Certified Nursing Assistant 1 (CNA) was
conducted. CNA 1 stated, Resident 1 used
incontinent briefs for bowel and bladder. CNA 1
stated Resident 1 was not on bladder/bowel
training program.

On 3/29/19 at 2:45 P.M,, an interview with CNA 2
was conducted. CNA 2 stated, Resident 1 was
incontinent of both bowe! and bladder and was
not on bladder or bowel training program.

On 3/29/19 at 3 P.M., a concurrent interview and
joined record review with Licensed Nurse 1 (LN)
was conducted. A review of Resident 1's Bladder
and Bowel Assessment dated
6/13/18,9/19/18,12/20/18, & 3/20/19, indicated
Resident 1 was a good candidate for retraining.
LN 1 stated Resident 1 was not placed on a
retraining program and should have been.

On 3/26/19 at 2:25 P.M.,, an interview with MDS 1
was canducted. MDS 1 stated "we are not good
in our bladder and bowel program".

On 3/29/19 at 3:44 P.M., an interview with the
Director of Nursing (DON) was conducted. The
DON stated the facility had no bladder and bowel

(%4) ID SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 690 | Continued From page 6 F 890| How will you identify other residents

potentially affected by the same
deficient practice and what corrective
action you will take.

All residents have the potential to be
affected by the deficient practice.

No other residents were identified
to be affected by the same deficient

practice at this time.

All newly admitted residents are
placed on bowel and bladder training
program as per facility’s policy and
procedure.

What other measures you will put
into place or what systemic changes
you wifl make to ensure the deficient
practice does not recur,

The Licensed Nurses and CNA's were
given an in-service on several dates
in March regarding howel and bladder

training program by the DSD and DON
Designee.

35/
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F 690 | Continued Fromdpage 7 on y F 690 The MDS nurses are to initiate the
program. According to the DON, a new bladder } .
and bowel program was started on 3/25/19. The 3-day ‘bom.rel and.bla.dder evaluation
DON acknowledged Resident 1 should have and will discuss findings at the iDT
been placed on a bladder and bladder retraining meetings. The MDS nurses are also
rogram. .
prog responsible on updating the
resident’s plan of care quarterly
2,Resident 2 was admitted on 7/6/17, with and as needed.
diagnoses that included chronic kidney disease (a
condition characterized by a gradual loss of
kidney function), diabetes (a disorder leading to How will the facility monitor its
!ugh blood glucose levels) and glgmentua (decline performance to make sure that
in memory and other mental abilities}, as per . )
Facility's Admission Record. solutions are sustained.
On 3/29/19 at 11 A.M., a review of Resident 2's . . b
medical record was conducted. A bladder and The DON/Designee will do a /"/ﬁ
bowel assaessment dated 11/15/18, indicated random audit of at least 5 charts
Resident 2 was a good candidate for scheduled in a month for a quarter to ensure
toileting. Resident 2's care plan fitlied "B&B h dent’s bowel and bladd
toileting (Incontinence)", dated 8/15/18, indicated that resident’s bowel and biadaer
Resident 2 was frequently incontinent of bladder status are evaluated on admission
funqtlon. The care plan did not |r.1d|c':ate that _ and updated as needed. Any
Resident 2 was on scheduled toileting. A review o . .
of Resident 2's nursing weekly summary dated deficient practice will be reported
1/15/19 ,2/5/19, & 3/19/19, indicated Resident 2 to the facility’s QA&A Committee
was not in a urinary toileting program quarterly for further action plan to
On 3/29/19 at 3 P.M., a concurrent interview and sustain compliance.
record review with LN 1 was conducted. LN 1
reviewed Resident 2's bladder and bowel
assessment dated 11/15/18. LN 1 stated
Resident 2's bladder and bowel assessment
indicated Resident 2 was & good candidate for
scheduled toileting. LN 1 stated, Resident 2
shouid have been placed on scheduled toileting
program.
On 3/29/19 at 2:25 P.M., an interview with MDS 1
FORM GiMS-2667(02-99) Pravious Verstons Obsolete Event ID; 2JD511
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was conducted. MDS 1 stated "we are not good
in our bladder and bowel program".

On 3/29/19 at 3:44 P.M., an interview with the
Director of Nursing (DON) was conducted. The
DON stated the facility had no bladder and bowel
program. According fo the DON, a new bladder
and bowel program was started on 3/25/19. The
DON acknowledged Resident 2 should have
been placed on a scheduled toileting program.

3. Resident 3 was admitted on 6/24/18, with
diagnoses that-included diabetes mellitus (a
condition where blood sugar levels are not
normal), dementia (decline of person's ability to
think, reason and manage his own life}, as par
Facility's Admission Record.

On 3/29/19 at 1:56 P.M., a review of Resident 3's
medical record was conducted. A bladder and
howel assessment dated 3/19/19, indicated
Resident 3 was a good candidate for retraining.
Resident 3's care plan fitled "B&B Toileting
{incontinence)”, dated 6/24/18, indicated
Resident 3 was continent/incontinent of bladder
fbowel functions. The care plan did not indicate
that Resident 3 was cn retraining program. A
review of Resident 3's nursing weekly summary
dated 1/7/19,1/14/19,1/21/192/4/19, & 3/25/19,
indicated Resident 3 was not in urinary and bowel
toileting program.

On 3/29/19 at 2:17 P.M., a concurrent interview
and record review with RN 1 was conducted. BN
1 stated Resident 3's bladder and bowel
assessment indicated Resident 3 was a good
candidate for retraining and should have been
placed on a retraining program.
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_ THE SHORES POST-ACUTE

F 690 | Continued From page 9 F 690

On 3/29/19 2:20P.M., a concurrent interview and
joint record review with MDS 1 was conducted.
MDS 1 stated that Resident 3's bladder and
bowel assessment indicated Resident 3 was a
good candidate for retraining. MDS 1 stated,
Resident 3 should have been placed on a
retraining program but "we are not good in our
bladder and bowel program".

On 3/29/19 at 3:44 P.M., an interview with the
Director of Nursing (DON) was conducted. The
DON stated the facility had no bladder and bowel
program. According to the DON, a new bladder
and bowel program was started on 3/25/19. The
DON acknowledged Resident 3 should have
been placed on bladder and bowel retraining
program.

A review of undated facility policy, titled Bowel
and Bladder Management Program, "It is the
policy of this facility to assess each resident's
glimination ...to develop an individualized plan of
care for those residents who require a bowel and
or bladder management program ... 5. The
licensed nurse ... leval of incontinence and type of
intervention ..."
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Section:
Resident Care

General Policy Guidelines

Title: BOWEL AND BLADDER MANAGEMENT . Effective Date: 10/ 3/05
PROGRAM Revision: 02101710
Reviewed/No
— . |Change—_-. . . .. —
PURPOSE

To ensure that residents entering the facility will remain continent unless the resident’s clinical condition
demonstrates that it is unavoidable.

To ensure that a resident who is incontinent of bowel or bladder receives the necessary care and

treatment.

To protect skin integrity and prevent complications such as urinary tract infections and constipation

POLICY

It is the policy of this facility to assure that a resident who is in incontinent of bladder receives appropriate
treatment and services to prevent urinary tract infections and to restore/maintain as much normal bladder
function as possible, '

It is the policy of this facility to assess each resident’s elimination status on admission and to develop an
individualized plan of care for those residents who require a bowel andfor bladder management program

“within fourteen {(14) days of admission.

. REFERENCE.

Title 22; 72315; OBRA 483.25; F-31 0; F-314; F-315

" PROCEDURE
' 1. Onadmission the Licensed Nurse shall assess each resident’s elimination status.

2'. A bowel and bladder (B&B) assessment shall be completed on all residents within 14 days of
admission and PRN. if incontinence problems are identified, avery effort will be made to
determine the predisposing factors contributing to incontinence or risk for incontinence and -
whether or not the condition is reversible or irreversible.

3. The Bladder Elimination voiding patterns shall be completed for at least three days on aII shifts
to determine if a pattern can be established.

4. The Bowel Elimination for BM patterns shall be completed for at least three days on a[l shifts to
determine if a pattern can be established.

5. CNA’s are respdnsible for recording elimination times and amounts of each voiding (small or
large) and/or each bowel movement. (small, medium, or large).

6. The Licensed Nurse is responsible for summarizing the outcomes of the data collected and for

" determining the typelcausal factors of incontinence.

7. Nursing staff will offer adequate fiuids, observe resident’s ability to take fluids, and determine
resident’s ability to request fluids. If the resident is at risk for dehydration, a hydration care
plan will be established. .

8. The Licensed Nurse and IDT will determine the best approach for interventions to meet the

individual needs of the resident., Facility staff will involve the resident andfor his surrogate in
care decisions. Considerations shall be given to resident’s condition, treatment options,
expected outcomes, and conseguences of refusing treatment.




Examples of program interventions may include but not Itmuted to:

BLADDER

BOWEL

Containment / Check and Change
Program

‘Containment/ Check-and-Change -
Program

if the resident is incontinent more than four (4) times
per day, with no particular pattern or if the resident
is unable to make needs known or follow simple
instructions and attempts at toileting have been
unsuccessful then a “check and change Program
may be initiated.

If the resident is always incontinent with no
particular pattern or if the resident is unable to
make needs known or follow simple instructions and
attempts at toileting have been unsuccessful then a
“check and change Program may be initiated.

Check frequently and change as needed; peri-care
following each incontinent episode; possible use of
brief or other protective barrier or the use of
external collection devices.

Check frequently and chénge as needed; per-care
following each incontinent episode; possible use of
brief or other protective barrier.

Use of indwelling catheter shall be considered only
if there is a valid clinical / medical justification.

Managemerit / Toileting Program

Management / Toileting Program

- if the resident has aﬁ identifiable pattern of voiding
but cannot make his/her needs known a Toileting
program may be initiated

If the resident has an identifiable pattern of bowel
movements but cannot make his/her needs known a
Toileting program may be initiated.

implement toileting schedules to maintain
continence,

Record schedules in care plan, care guide or ADL
records. Consider q 2 hrs while awake; or before

and after meals and q 2 hours in between, Address
'| bedtime schedule and ptan during the night if
appropriate

Implement toileting schedule to maintain

- | continence, .

Record schedule in care ptan, care guide or ADL
records. Based on pattern established, consider

‘appropriate times and remind, andfor take resident

to the bathroom (i.e after breakfast)

Tolleting program may include habit training,
scheduled voiding or prompted voiding.

| If laxatives or enemas are given per MD orders,

make time consistent. (i.e. HS, 0900 otc.)

Bladder Retraining Program

Bowel Retraining Program

If the resident is able to toilet independently, or with
minimal assist, has no cognitive impairment and is
cooperative and motivated, and whose incontinence
is due to an acute or reversible condition, a Bladder
Retraining Program and/or Pelvic Fioor Muscle
Rehabilitation may be initiated.

If the resident is able to toilet independently, or with
minimal assist, has no cognitive impairment and is
cooperative and motivated, and whose incontinence
is due to an acute or reversible condition, Bowel-
Retraining Program may be initiated

Designed to increase bladder capacity and ability to
toilet independently; a program designed to control

fluid intake and where the period between voiding is
progressively lengthened) .

9. Licensed Nurses will document progress / or lack of progress toward goals at least weekly,
document ongoing assessments whenever there is a change in cognition, physical ability, or
urinary tract function and revise care plan as appropriate,

10.

The IDT will review resident’s incontinence status on admission and re-evaluate at least

quarterly and as conditions change using the RAI-RAP guidelines. Care plans will be updated

with any change in status.

11.

Nurses will provide appropriate care and services to prevent infections to the extent possible.
(i.e. keep clean and dry, encourage fluids)




RECORD KEEPING

Document of B&B will be maintained in the resident’s reéord on the B&B assessment form, ADL’s, care
plans, IDT notes and in the weekly Nursmg Notes.

BOWEL AND BLADDER MANAGEMENT PROGRAM

DEFINITIONS to clarify clinical terms related to evaluation and treatment of urinary
incontinence and catheter use.

_Bacteremia is the presence of bacteria in the bloodstream
Bacteriuria is the presence of the bacteria in the urine

Urmary Incontinence i is the involuntary loss or leakage of urine. Some more common
types of incontinence include;

 Functional Incontinence refers to loss of urine that occurs in resu:ients whose
urinary tract function is sufficiently intact that they should be able to maintain
continence, but who cannot remain continent because of external factors (e.g.
inability to utilize the toilet facilities in time. ‘

* Mixed Incontinence is associated with leakage of small amounts of urine when
the bladder has reached its maximum capacity and has become distended

* Overflow Incontinence is associated with impaired urethral closure which allows
small amounts of urine leakage when intra-abdominal pressure on the bladder is ,

_increased by sneezing, coughing, Iaughmg, lifting, standing from a sitting
position, climbing stairs, etc.

* Transient Incontinence refers to temporary episodes of urinary incontinence that
are reversible once the causes (s) of the episode (s) is (are) identified and
treated ' .

»  Urge Incontinence {overactive bladder) is associated with detruser muscle
overactivity (excessive contraction of the smooth muscle in the wall of the

_urinary bladder resulting in a sudden, strong urge to expel moderate to large
amounts of urine before the bladder is full.

Urinary Retention is the inability to completely empty the urinary bladder by micturition

Urinary Tract Infection is a clinically detectable condition associated with invasion by
disease causing microorganisms of some part of the urinary tract. An infection of the
urethra or bladder is classified as a lower tract UTI and infection mvolvmg the ureter or
Kidney is classified as an upper tract UTI

Urosepsis refers to the systematic inflammatory response to infection (sepsis) that
appears to originate from a urinary tract source It may present with symptoms such as
fever, hypotension, reduced urine output or acute change in mental status.




THE SHORES POST-ACUTE
BOWEL AND BLADDER EVALUATION FORM (1°" TO 3%° DAY) .

TOILETING LOCATION AMBULATION ABILITY REASON FOR EVALUATION
___Commode ( )Day ( JPM . {)NOC | __ Independent : | __NEWADMISSION ]
___Bathfoom ()Day ()PM { )NOC | __ Supervision ~ ~ __CHANGE OF CONDITION
____Urinal’ {YDay ()PM { }NOC | _ 'Assist {)1person | } 2 person :

___Bedpan = { }Day (}PM { )NOC | _ Dependence { )1 person { } 2 person

| =Incontinent C=Continent F=Foley Catheter D= Diarrhea

* Each time resident void or has BM, record in the column torresponding to the time it has occurred.
Date

Time Biadder Bowel Bladder Bowel - Bladder Bowel

12 MN
1AM

2AM
3AM
4 AM
5AM
6 AM
7 AM
8 AM
9 AM
10 AM
11 AM
12 NN
1PM
2PM
3 PM

4 PM

5PM
6 PM

7PM

8 PM

9PM

10 PM
11 PM
Signature (11-7)
Signature {7-3) . | - I
- Signature (3-11)
Guideline: Bladder Incontinent = Bladder Continent = Bowel Incontinent = Bowel Continent =
{) Bladder Retraining (if throughout 72 hours look back resident was incontinent <3 episodes and/or continent >8 times
a day
. { ) Bowel Retraining (if thfoughput 72 hours look back resident did not have any bowel movement, noted with diarrhea
or resident has mix episode of continence and incontinence in bowel)
( ) Scheduled Voiding {if throughout 72 hours look back resident was incontinent 3-7 episode & had more than 3
continent episode, resident must be cognitively intact)
{ }Scheduled Bowel Movement {if throughout 72 hours look back resident is incontinent with bowel) '
~ { ) Prompted Voiding (if throughout 72 hours look back resident was incontinent § or more episode & had at least 1
ntinent episode, resident may be noted cognitively impaired but able to ask forask to go to the bathroom)
{ ) Check & Change Program (resident always incontinent with bladder & bowel/no pattern of incontinent episode

Résident: : Room: _ Physician;




