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Based on the residen!'s comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling cathetar is not catheterfzed unless the
resident’s clinical condition demonsirates that
catheterization was necessary; and a resident
who is incontinent of bladder recelves sppropriata
treatment and servicas to prevent urinary tract
infections and o restore as much normat bladder
function as possibla.

This REQUIREMENT is not met as evidenced
by '

Based on record review and staff intarviews, the
facifity failed to have medicel justification for the
use of ap indwelling urinary catheter for 1 of 3
sampled residents (Resident #1) who had
indwaelling cathoters. Findings include:

Review of the facility policy and procedure titled
Catheter Care revizad on $10/1/05 revealed, in
pan, that indwelling catheters could be used for:
urlnary retention that could not be corrected
medically or surgically, documentad post veid
residual volumes over 200 mfs {milliliters},
inabifity to manage refention/incontinence with
intermittent catheterlzation, persistent overfiow
incontinence, symptomatic infactions, andior
renal dysfunctlon, contamination of Stags i} or IV
wounds with urine thet impedes healing and
terminal illness of severe impairment which
makes positioning or clothing changes
uncomfortabla or painful,

Resident #1 was originally admitted 1o the facility
pd
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denying the validity or existence of the
alloged deficiencies.

The POC is prepared and execured solely
becanse it is requived by provisions of the
Federal and Stawe Law, The facility resevves
oll rights to contest findhogs through dispute,
resolution, final appeal proceeding and sny
administrator or legal procceding.

1. Resident #1 no longer resides in 1-10-2012
" this center, '

2 ANl residents  eurrently  vath 2-17-2012
indwelling folcy catheters have
been vo-cvaluated for appropriate
couditions  that wamant the
placement of an indwelling foley
cotheter by the attending physician
on 2/9/2012. A resideat who
enters the facility without m
indwolling feley catherer is not
catheterized unless the residents’
climical condiion dcmonstrates
that cathetezization is necesgary.
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tarlak (") denvles a deficiency which the inatinnlon may ba excused rom corecling providing It s dedeqnined that

other saleguards provide eufficiant prothcilon {o the patients. (Ses inetructions)) Except for nugsing homes, the findings stuted ahote ara disclozably 90 duys
follewing the date of survey whether or not a plan of corection ia provided. For nusing homes, the sbova findinga and plans of correction ars disclomable 14
days folloving tha dala these documents are made available to'the faelity, If defidenctes ane cited, art approvad plan of correcton I8 requisits to continued

program pariidpation.
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on 7/9/10 and last readmitted on 10/4/11. all shifts was started on 2/10/2012
Cumulative diagnoses included seizure disorder, and completed on 2/17/2012 on
carebral vascular accident (CVA) with use of indwelling catheters to
hemiparesis, dysphasia, history of Kiebsiella review ¢linical conditions which
urinary tract infection (UTI) and history of indicate a need for an 11'1dwe]lmg
pneumonia. Resident #1 also had multiple catheter, the care and maintenance
contractures and a gastrostomy tubs (G-tube). of a foley catheter. This re-
education was provided by the
Review of the physician ' s progress notes DON; License nurses will observe
revealed that when the resident was readmitted CNA’s doing catheter care and
from hospital on 5/21/11 she returned to the pericare 0‘;1 all three shifts kt:lrougz
nursing home with an indwelling catheter which direct  observation weekly x
: : weeks then randomly for 4 weeks
was discontinued. s o
as warranted and any identified
Review of the Care Plan initiated on 8/18/11 issues will be corrected at the time
revealed Resident #1 was lanned f of discovery.
o8 was cars planned for Audits of direct observation of 2-17-2012

urinary incontinence and interventions Included
assist with perineal care as needed, encourage
resident to consume all fluids during meals,
monitor output for color, consistency and amount,
and use absorbent products as needed. " There
were no ravisions present on the Care Plan for
urinary incontinence.

According fo a hospital discharge summary dated
10/4/11 Resident #1 was on antibiotics
{Vancomyein, Zosyn and Bactrium) on
presentation to the Emergency Room {10211 1}
for a combination of a UTI, which was Extended
Spectrum Beta Laclamase (ESBL) Kiebsiella and
4 presumed pneumonia. The antibiotics wers
discontinued prior to readmission to the nursing
home facility and a repeat urinalysis showed no
growth on culture.

Review of the Quarterly Minimum Data Set
{MDS) dated 11/8/11 revealed Resident #1 had

pericare and catherter care on all
three shifis will be completed by
the ADON/delegated person and
submitted to the DON for trending
and needed intervention,
Indwelling catheter assessment
will be done by ADON to ensure
clinical condition supports the use
of indwelling foley -catheters.
incontinence care and foley
catheter care practices aimed to
prevent UTI’s will be monitored
by the Nurse Practice
Educator/designee  with  skilis
observation documented,
Indwelling foley catheter
assessments incontinence care and
foley catheter care will be
monitored monthly x3  then
quarterly. Results will be reported
to the DON to the QI commitiee

short and long term memory problems and was for continuous quarterfy
- Improvements.
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sevarely Impaired in decision making. The MDS
indicated she did not have an indwelling catheter,
was always incontinent of bowel and bladder, was
fotally dependent and required a one person
physical assist for all activities of daily fiving. In
addillon, the MDS indicaled Resident#{ had
upper and lower extremily range of motion
impalment,

The Physlcian ' s Telephone Orders daled
12/12/11 revealed " FC (Foley Catheler) care gs
(svery shift}, (changa) FC bag ¢ {every) 30 days
and {change} FC q 980 days. FC cathster and bag
{changed) {oday on second shiff. * There was no
medical indication listed for the indwelling
cathater and the date of initlal catheter insertion
was nol evident from the medical record.

The 12/16/11 Physician ' s Telephone Orders and
Madication Administration Record (MAR)
revealed Resident #1 was started on IV
{intervenous} antibiotics (Vancomycin, Zosyn and
Ciprofloxacin) to be continued for 10 days.

Results of a blood cullure collecled on 12/15/11
were no growih al bolh 24 hours and 5 days.

Results of a urlne culture collected on 1216711
read, in part, " Mulliple Flora Present.’ A report
of " Multiple Flora Presant ' means that several
different baclerial morphotypes have been
Isolaled, none of which is a pradominant
pathogen. " " No other workup or identification
will be periormed. "

Restlts of a blood cullure coltected on 12/22/11
were no growth at both 24 hours and 5 days.
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On 12/22111 the Physician ' s Telephone Ordars
and MAR indicate IV Zosyn was disconlinued and
W Clindamycin was initiated for 10 days.

Review of the Signlificant Changs MDS dated
12/28/11 revealed changes since the 11/84 1
MDS. These changes included in parf, Resident
#1 required {he assistance of two people for bed
mobility and dressing, Instead of one parson, and
vras being lransferrad from bed to chair less
fraquenlly. Resident #1 was also coded as
having an indwelling catheter and an active UTI,

Resident #1 * s recorded femperalures from
1812 - 1112 were:

HEH2 7:36 PM 99.1 {oral)

110M2 9:22 PM 100.5 {axilla)

111442 4 PM 103 (axilla)

A 11112 Chenge in Condition Nots, indicaled
that Resldent #1 was: diaphoretic and had a
dusky facial color, along with a cough, change in
breathing pattern, fever and decreased fluid
intake. Hread, in par, " Pt (patient) lying in bed
with eyes opan, HOB (lead of bed) elevaled.
Respiration sven and labored. Diaphoretic with '
grey " hugh lo skin, Axillary temperature 102.0.
Staff unabla o braw blood for orderad labs or
infuse ordered IVF ' s (Intervenous fiulds).
G-lube clogged continuous feedings unable lo be
given.”

The Physician ' s Telephone Orders daled
1111112 at 8:50 AM revealad * May sond pt for
PICC (peripherally inserlad cenlral calhelsr) line
and PEG if okay {with) daughter " and lhe
following fahs were ordered: comprehensive
metabolic profile and complete blood count with

F315
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differential. The 3:45 PM order on /11142 read,
* Send to ER {Emargency Roomy) for evaluation, "
Resident #1 was not readmitied to tha nursing
home facliily following this,

Review of the medicat record from 10/4/41
through 1/11/12 revealed no oder or prograss
note o initiate the Indwelling catheter, or to leave
In an indwslling catheter placed at the hosplial,
and no medical indication for an indwalling
calheter.

According to the 1/11/12 Hospital History and
Physical (H&P) Resldent #1 presentad (o the ER
with a high fever and ¢logged G-lube for
feplacement. The H&P also revealed that a
wrinalysis showed 3+ bacleria and that Resident
#1 had a ches! x-ray which did not show any "
convincing evidence * of pneumonia.

According o the Hospilal Discharge/Transfar
Summary dated 1/18/11, Rosident#1's
discharge diagnosls included " Septicemia from
actite pyelonephiilis with mullifactorlal drug
resistant Escherichia coli {E coli} from both
botlles of blood cullure. " Seplicemia is a
baclerstat infection In the blood siream,
pyelonephritis is a kidnay infection and E ¢loiis a
bactesla found In the digeslive lract. E cholt
Infections are caused by contact or contamination
with feces.

On 1/20/12 al 12:24 PM, Inlerview with Nurse #1
revealed she was the nursing

Supervisor on duly, on 1411712, when Resident
it was sont to the ER, She slaled that Resldent
#1 was hot natured so she lended to sweat. She
also stated that the resident was on IV flulds and
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antibiotics for a UTI but that her G-tube was nol
functioning and the PICC line was not infusing.
Nurse #1 revealed that the resident had been
discussed in he Interdisciplinary Team meeling
that day and was already going to be sent oul for
the G-lube and PICC when she became
diaphoretic fovar, so she was senl oul for that as
well. Nurse #1 indicated that Resident #1 had an
indwelling catheler that had been inseried at the
hospltal on a previous visit there, She added that
when resfdent ' s return with an indwelling
catheter the practice Is {o leave It in for a few
days and thon removs It but she did not know
why Resident #1 * s catheler had nof baen
removac,

On 172012 at 12:30 PM, interview with
Adminlsiralive Nurse #1 revealed thal indwelling
cathelars are only kept In If the resldant has
urdnary retention or a neurogenic bladder. She
was not certaln of the reason for Resldent #1
having an indwelling catheter. She stated that
Resldent #1 had severe contraclures and It was
painful for the resident to have her lags moved for
perineal care, so she thought that may have beon
he physician ' s ratlonale.

On 1/20/12 at 1:00 PM, inlerview with lhe
allanding physician revealed that many resident *
s come back from the hospital with indwelling
calhelers inseried and " we usually take then out
fight away unfess there Is & need like urinary
retentlon or a skin issue. " He further Ingicaled
hat he did not know why Resident #1's
Indwelling catheter had nol been discontinued but
stated that it should have been. He also pointed
out thal on & previous readmission in May 2011;
Resident #1 was readmitled with an indwaliing

F 315
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catheter which was remaved on her readmission
to the facility,

On 12012 at 1215 PM, durdng interview wilh
Admirisiralive Nurse #2, she slaled " we always
discontinue catheters went they come back from
the hospllal with them. ™ She added thal she did
not know why Resident#1's indwslling catheter
was not discontinued as i was not facility practice
to keap them In withowt an underlying reason.
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