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A facility must immediately Inform the resident;
consull wilh the resident's physician; and if
known, nolify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physiclan
intervention; a significant change in the resident's
physlcal, mental, or psychosocial status (i.e., a
deterioration in health, mantal, or psychosocial
status in either life threatening conditions or
clinical complications); a need to aller treatment
significantly (i.e., a need to discontinue an
existing form of trealment due to adverse
consequeances, or to commence a new form of
treatmant); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resldent's legal representative
or interested family member when there is a
change in reom or roommale assignment as
specified in §483,15(e)(2); or a change in
resident rights under Faderal or State law or
regulations as specified in paragraph (b)(1) of
this section,

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interasied family member.

This REQUIREMENT is not met as evidenced
by:

Based on slaff, family membaer and nurse
practitioner Interviews, and record review, the
facility fai[ed to notify the nurse practitioner of

xAsR wi/

implementation of this Flan
of Correction does not
constitute an admission pf
or agreement with the facts
and conclusions set forth on
the survey report. Our Plan
of Correction is prepare

and executed as a meang to
continuously improve th
quality of care and to
comply with all applicable
State and Federal regulatory
requirements.

F157:

*Resident #1 was sent to[ER
3/5/2016 and has not
returned to facility

Resident with potential:

*One on one education
completed with both Nurse
#1 and Nurse #2 on 3/14416
regarding family and MD
notification of change in
resident condition.

LASCRATORWDIRECTOR! PROWTE ?ﬁi%fw

TITLE
/40’”1/}1/3 //V‘?é 4

(X8) DATE

3/z2/l6>

Qnﬁetbéncy statemant ending with an astenisk (°) \‘!(unous a daficiancy which the Institution may be excused from carrecting providing It is datarmined that
othar safeguards provide sufficlant protection to the patients, (See Instructions.) Except for nursing homes, the findings staled above are disclosable 80 days
following the date of survay whether or niol a plan of comrection Is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
days fellowing the date these documants are made availabla to the facility. If deficlenclas are cited, an approved plan of correction I8 requisita to continued
program participation,
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failure to insert a urinary catheter into the bladder
prior to balloon inflation and flush attempt which
rasulted in pain, bleeding and emergancy
hospitalization and the facility failed to notify an
interested family member of intravenous (1V)
fluids and urinary catheterization implementation
for 1 of 3 sampled residents wilth urinary
catheters (Resident #1).

The findings includad;

Resldent #1 was admitted to the facility on
01/1416 with diagnoses which included chronic
kidney disease stage 3, congestive heart failure,
diabetes mallitus type 2 and history of deep vein
thrombosis,

Review of Resident #1's medications revealed the
physician ordered daily administration of Xarelto
16 milligrams (mg.) and aspirin 81 mg upon
admisslon. (Both of these medications thin
blood.)

Review of Resident #1's admission Minimum
Data Set (MDS) dated 01/21/16 revealed an
assessment of intact cognition,

Review of nurse practitioner's (NP) telephone
orders for Resident #1 dated 03/04/16 revealed
direction to insert an Indwelling urinary catheter
for inability to urinate and begin Intravenous fluids
for an elevated blood urea nitrogen laval,

Review of nursing notes dated 03/04/16 at 9:33
AM revealed Nurse #1 documented urinary
catheter ptacement "without any difficulties, some
blood noted at penls and in bag, no trauma noted
at this time."

condition.

practice:

reviewed,

etc.) will be
their return

were/will be re-educated by
Staff Development
Coordinator or other
Administrative Registered
Nurse, on need for family
and MD notification when
there is a change in resident

Measure and changes td

*The facility policy titled
“Change in Resident’s
Condition or Status” wag

*All nurses will be re-

educated regarding nee
family and MD notificatipn of
resident change in cond

*Nurses who are not
available (i.e. LOA, Vacation,
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for

ion.

educated ugon
to an assignment
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Raview of the NP nole-dated 03/04/16 revealed
Residant #1 complalned of pain from the
catheter. The NP documented “he has noted
hemaluria (blood In the urine)" and ordered a
urinalysis with culture and sensitivity, The NP
ordered removal of the urinary catheter with
calheter replacement if Resident #1 was uhable
to void within a few hours.

Review of a nursing note dated 03/04/16 at 1:43
PM revealed Resident #1 complained of penila
pain with blood tinged urine. Nurse #1
documented an urinalysis with cutture and
sensitivity was obtained with urinary catheter
removal,

Review of a nursing dated 03/05/16 at 4:22 AM
revealed Resident #1's inconlinent brief
"salurated with bright red blood." Resident #1
raceived emergency transportation o the
hospital.

Review of Residant #1's emergency depariment
physician's note dated 03/05/16 revealed
Raesident #1 arrived "bleeding profusely from
penis with clots." The physician documented "a
threa-way catheter was placed and imigated.
Urine remainad clear with no more active
bleeding." The physician noted Resident #1
would require 2 unils of packed red blood cells to
treat anemia secondary to acute blood loss from
hematuria, treatment for & urinary tract Infection
and bladder irrigations for 24 hours,

Interview with Nurse #1 on 03/14/16 at 1 1:10 AM
revealed the NP was notified when Resldent #1
complained of Inability to urinate on 03/04/06.
Nurse #1 explained she Inserled the urinary
catheter and Inflated the balloon. Nurse #1
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F 157 | Continued From page 2 F 157

*A lesson plan was
developed addressing
notification of all approptiate
persons when thereis a
change in the resident’s
condition,

Monitoring Performance

1. Anaudit tool wa
developed which
addresses:

a.) Identify resillent
with changelin
condition

b.) Documentec
notification of
Responsible
Party

c.) Documented
notification pf
MD/NP

o7
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reported there was no urine flow from the urinary 2. Audits will continue
catheter upon Insertion of the catheter and as follows:
inflation of the balloon. Nurse #1 reported she ;
asked Nurse #2 for assistance to see if the 10% of residents
catheter was correctly placed in the bladder. with change in
Nurse #1 reported Nurse #2 pushad the catheter condition will be
up higher and urine began ta flow. Nurse #1
reported a small amount of bleeding occurred at audited weekly for 4
the tip of Resident #1's penis. Nurse #1 weeks, then bi-
explained the urine In the catheter bag was weekly for 2 m0|J ths,
slightly red and Resident #1 complained of pain
from the catheter. Nurse #1 reported she notified then monthly foq 3
the NP of the pain but did not notify the NP months. Ongoing
regarding the difficulty with catheterization. audits will be
Telephone interview with Resident #1's family determined by the
member on 03/14/16 at 11:40 AM revealed she results of the las; 6
racgivad a talfaphona call on 03/05/16 from the months of audits
facility regarding Resident #1's bleeding and need
for emergency transportation to the hospital. The QAPI;
family member reported the facility did not notify '
her of the IV and atlempt at catheterization until
the call regarding Resident #1's blood loss. The results of the audits will
be reviewed at QAPI
A second Interview with Nurse #1 on 03{05/16 at meetings monthly for 6
12:01 PM revealed she attempted to notify th
Resident #1's family member once but "the day montns.
got busy and | forgot.” Nurse #1 explained she
thought Resident #1 could notffy the family
member. Nurse #1 explained she forgot to ask
the ancoming shift nurse to attempt to notify Date of Compliance:
Resident #1's family member. Nurse #1 could
not provide a reason for the lack of notification to 3/29/2016
the NP regarding the urinary catheter difficulty.
Interview with Nurse #2 on 03/14/16 at 12:04 PM
revealad Nurse #1 asked for assistance with
Resident #1's catheler since it was not draining
urine, Nurse #2 explained a small amount of
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bleeding was on the penis tip which he would
estimate to ba approximately 10 ce. (cubic Preparation, submission and
cantimeters). Nurse #2 reporied he attempted to implementation of this Plan
inject normal saline as a flush. Nurse #2 .
explained he injected "about 1 cc. in" and of Correction does not
Resident #1 complained of severe pain. Nurse constitute an admission of
#2 reporied he stopped immediately, deﬂa}ed the or agreement with the fagts
balleon and advanced the cathater until urine ! .
began to flow. Nurse #2 reporied he inflated the and conclusions set forthion
balloon and secured the leg strap. Nurse #2 the survey report. Our Plan
explained notification of Resident #1's family
member and NP was Nurse #1's responsibility of Correctlon s prepared
sinca he worked on the other hall, and executed as a means to
continuously improve the
Interview with the NP on 03/14/16 at 1:25 PM
revealed she was not aware of the balloon quality of care and to
inflation and flush attempt prior to bladder comply with all applicabl
placement of the urinary catheter. The NP State and Federal regulatory
reported she was not aware bleeding occurred
upon insertion of the urinary catheter. The NP requirements,
explained she examined Resident #1, observed .
his hematuria and suspected a urinary tract F 315:
infection. The NP explained her orders would )
have included catheter irrigalions and close Resident # 1 was sent to the
monitoring since Resident #1 received Emergency room 3/5/2016
anlicoagulant medication and trauma with
Insertion occurred. The NP explained she and has not returned to the
expected staff to notify her of possible trauma facility.
during the catheterizalion.
Telephone interview with Nurse #3 on 03/14/16 at
2:10 PM revealed she Immediately called
emergency transportation, Resldent #1 * s family
member and Resident #1's physician when
Resident #1 began bleeding. Nurse #3 reported
she informed Resident #1's family member of the
IV fluids and attempt at cathetarization on
03/04/16.
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F 157 | Continued From page 5 F 157
Interview wilh the Director of Nursing (DON) on y
03/14/16 at 3:15 PM revealed she expacted siaff All residents in the facility
to notify Resident #1's family member of the IV who currently have a Foley
and catheterization ordars. The DON reported catheter have been assesl ed
nurses should continue to attempt to contact
family members. The DON reported she for proper placement of the
expected Nurse #1 and Nurse #2 to nolify the NP Foley catheter.
of the cathetarization difficulty when it occurred.
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315 .
ss=G | RESTORE BLADDER One to one education wak
completed with both nurge #
Based on the resident's comprehensiva
assessment, the facllity must ensure that a 1and #2 on 3/14/16. A‘”
resident who enters the facility without an licensed nurses will be in
indwalling catheter is not catheterized unless the serviced regarding prope
residant's clinical condilion demonstrates that
catheterization was necessary; and a rasident Insertion of a FOIey catheter.
who Is Incontinent of bladder receives appropriate Any nurse who is not
treatment and services to pravant urinary tract available for this Instructibn
infections and to restore as much normal bladder
fumcifon s possibi: (LOA, etc.) will be educated
on Foley catheter insertian
prior to accepting an
This REQUIREMENT is not met as evidenced
by: assignment,
Based on staff and nurse practitioner interviews,
and record review, the facility failed to insert a
urinary catheter Into the bladder prior to balloon
inflation and flush attempt which resulted in pain,
bleeding and emergency hospilalization for 1 of 3
sampled residents with urinary cathetars
(Resident #1).
The findings included:
Review of the facility's procedure for catheter
insertion of a male resident revised August 2002
revealed direction included: "Insert the catheter
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into the mealus (approximately 5-7 inches) until
urine begins to flow from the bladder. When
urine begins to flow, advance the catheter
another 2 inches. Inflate the balloon slowly with 5
cc¢. (cubic centimeters) normal saline, If resident Measure and changes to
complains of any pain or pressure while inflating practice:
the balloon, stop, deflate the balloon and advance
the catheter another inch. If the resident
complains of any pain or pressure, stop, deflate
the balloon and call for assistance." A lesson plan was developed
titled “Catheter Care and
Resident #1 was admitted to the facility on )
01/14/16 with diagnoses which included chronlc Placement’
kidney disease stage 3, congaslive heart failure,
diabetes mellitus type 2 and history of deep vein All licensed nurses were/will
irombionls. be educated regarding the
Raview of Rasldent #1's medications ravealsd the insertion and care of a Fgley
physician ordered daily administration of Xarelio catheter. This will be dorle by
15 milligrams (mmg.) and aspirin 81 mg upon
admission. (Both of these medications thin the Staff Developme‘nt Nurse
bload.) or other administrative
Registered Nurse.
Review of Resident #1's admission Minimum N ided wikh
Data Set (MDS) dated 01/21/16 revealed an urses were provided w
assessment of intact cognition. The MDS “Bladder Care: Step by Step
indlc.aled Resident #1 was frequently incontinent Process” handout.
of urine,
Review of nurse practitioner's (NP) telephone The facilities procedure fpr
orders for Resident #.1 dated 03!0_4!16 ravealed insertion of a catheter ofla
diraction to Insart an indwelling urinary catheter
for |nah|||[y to urinate. ma’e res‘dent was rEVIEWEd.
Reviaw of nursing notes dated 03/04/16 at 9:33
AM ravealed Nurse #1 documented urinary
catheter placement "without any difficulties, some
blood noled at penis and in bag, no trauma noted
at this time,"
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Reviaw of the NP note dated 03/04/16 revealed
Resident #1 complained of pain from the
catheter. The NP documented "noted hematuria
{blood in the urine)" and ordared a urinalysis with
culture and sensitivily. The NP ordered removal
of the urinary catheter with catheter replacement
if Resident #1 was unable to void within a few
hours.
Review of a nursing nole dated 03/04/16 at 1:43
PM ravealed Resident #1 complained of penile o
pain with blood tinged urine. Monitoring Performance;
Review of a nursing dated 03/05/16 at 4:22 AM
revealed Resident #1's incontinent brief An audit tool was developed
"sah{rated with bright red blcod.:' Resident #1 which addresses:
received emergency transporation to the
hospital.
Raview of Resident #1's emergency department All Foley catheters have an
physician's nole dated 03/05/16 revealed appropriate diagnosis.
Resident #1 arrived "bleeding profusely from
panis," The physician documented "a three-way Residents Foley catheter|is
catheter was placed and irrigated. Urine drairii .
remained clear with no more active hleeding." ralning urine.
The physician noted Resident #1 would require 2
units of packed red blood calls to treat anemia The collection bag is properly
sacondary to acute blood loss from hematuria, placed below the bladdef
lrealn_lenl for a urinary tract infection and bladder The Foley catheter s sectired
irrigations for 24 hours. ) )
with a securing device to
Intarview with Nurse #1 on 03/14/16 at 11:10 AM minimize dislodging of tHe
revealed Rasldent #1 complained of inability to
urinate on 03/04/06. Nurse #1 explained she Foley catheter.
inserted the urinary catheter and inflated the
balloon. Nurse #1 reported there was no urine
flow from the urinary catheter upon insertion of
the catheter and inflation of the balloon, Nurse
FORM CMS-2587(02-89) Pravious Verﬂons Qbsaolele Event ID:CXOY 11 Facility ID: 923280 If continuation sheel Page 8 of 10
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#1 reportad she asked Nurse #2 for assistance to
see if the catheter was correctly placed in the
bladder. Nurse #1 reported Nurse #2 pushed the
cathater up higher and urine began to flow.
Nurse #1 raported a small amount of bleeding
occurred at the tip of Resident #1's panis. Nurse
#1 explained the urine in the catheter bag was
slightly red and Resident #1 complained of pain Th‘? nurses caring for the
from the catheter. Nurse #1 reported the pain to resident can verbalize the
the NP, proper procedure for
Interview with Nurse #2 on 03/14/16 at 12:04 PM inserting the Foley cathgter.
ravealad Nurse #1 asked for assistanca with
Residant #1's calheter since it was not draining Resident is free of s/s of|pain
urine. Nurse #2 explained a small amount of h
bleeding was on the penis tip which he would related to catheter.
estimate to be approximately 10 c¢, (cubic
_canlimeters). Ngrsa #2 reported he attampted to A post-test for the in-setvice
inject normal saline as a flush, Nurse #2 "
explained he injected "about 1 cc. in" and title “Catheter Care and
Resident #1 complained of severe pain. Nurse Placement” was develoﬂed
#2 reported he stopped immediately, deflated the ce
balloon and advanced the catheter until urine toevaluate the | ‘nse'j
began to flow. Nurse #2 reported ha inflated the nurses understanding of the
balloon and secured the leg strap. in-service education
Interview with the NP on 03/14/16 at 1:25 PM provided regarding Foley
revealed she was not aware of the balloon catheter insertion.
inlﬂation a?dfﬁ:sh attempt p[:or to b_llghddzrp Audits will continue as rl
placement of the urinary catheter. The . "
reported she was nat aware bleeding occurred follows: 100% of resident
upon insertion of the urinary catheter. The NP with a Foley catheter Wgekly
explainad she examined Residant #1, observed
his hemaluria and suspected a urinary tract
infection. The NP explained her orders would
have Included catheter irrigations and close
monitoring since Resident #1 recelved
anticoagulant medication and trauma with
insertion accurred. The NP explained both
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balloon inflation and flush atternpt should not
occur until bladder placement is confirmed with
urine flow.

Talephone interview with Nurse #3 on 03/14/16 at
2:10 PM revealed Resident #1's disposable brief
was filled with bright red blood when chacked on
regular rounds between 3:00 and 3:45 AM,

Nurse #3 explained the blood amount was large
and she was not able to tell the origin of the
bleeding. Nurse #3 reported she immediately
called emergency transportation, Resident #1's
family member and Resldent #1's physician,

Telephone interview with Nurse #4 on 03/11/16 at
3:00 PM revealed she received report regarding
Reskdent #1's Inabllity to vold and pain from
catheter when she arrived on duty at 3:00 PM on
03/04/16. Nurse #4 explainad Resident &1
volded during the evening shift with no visible
blood In the urine and did not complain of pain.

Interview with the Director of Nursing (DON) on
03/14/16 at 3:15 PM revealed she expacted
nurses to follow the facility procedure for urinary
catheterization. The DON explained staff should
make certain the catheter Is in the bladder prior to
balloon inflation and flush attempt.
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for 4 weeks, 100% of
resident with a Foley
catheter every other we
for 8 weeks. 100% of
resident with a Foley
catheter monthly for 3
months. Ongoing audits will
be determined by the refults
of the last 6 months of
audits,

QAPI: The results of the
audits will be reviewed dt the
QAPI meeting manthly for 6
months.
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