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F 000 i INITIAL COMMENTS F 000 “Preparation, submission and/or execution
of this Plan of Correction does not constitute
{ The following reflects the findings of the . admission or agreement by the Provider of the
! Department of Public Health (DPH) during the truth of the facts alleged or conclusions set
" investigation of a complaint. forth in this statement of deficiencies. The Plan
) ) of Correction is prepared, submitted and/ar
Complaint number: CAO0660611 .- executed solely because it is required by the

| provision of federal and state law.”
i Representing the DPH: RN, HFEN 11912

F-690
Corrective Action/s
e  Resident 1is no longer a residentjat

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

this facility.
One deficiency was written as a result of o . . .
complaint number CAQ0860611 ) How to "I’e";'fv ‘;;he' ’d‘-‘;"“e:“ "a‘""g ickent
F 690 | Bowel/Bladder Incontinence, Catheter, UTI....... |- .—.F.630] .. potantidl to o avectad by e same .ﬁ l']‘je"
35=G CFR(S): 48325(5)(1)‘(3) i 5 ::Jr:ctlce-and what corrective action wi
) } aken
§483.25(e) Incontinence. ' _ ©r . e 0n12/24/19 resident witl? indwelling
| §483.25(e)(1) The facility must ensure that | catheter was checked by licenseq
i resident who is continent of bladder and bowel on - nurse for proper placement and
| admission receives services and assistance to ‘ drainage of urine output. No other
' maintain continence unless his or her clinical = | . . . ' residents were affected. Urinary
| condition is or becomes such that continence is ' output is being monitored and
‘ not possible to maintain. documented every shift
§483.25(e)(2)For a resident with urinary' Measures/Systemic Changes:
!incontinence, based on the resident's™ ~ . e« Certified nursing assistants were fiven
gzr;up:reetlt‘zr;slve assessment, the facility must inservices on 12/24 -12/27/19 .
| | (i) A resident who enters the facility without an | ;egardmg documentmg urme S
indwelling catheter is not catheterized unless the i -
resident's clinical condition demonstrates that * lLicghsg
catheterization was necessary;
(i} A resident who enters the facility with an DEC 31 2019
indwelling catheter or subsequently receives one 120
is assessed for removal of the catheter as soon
+ | as possible unless the resident's clinical condition
msomrwmn-s OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
ol Dw&w 4 g [943\]\‘1

Any deficiency statement ending|with an asterisk (*) denotes a deficlency which the institution may be pxcused from comréctng providing it is delermined that
other safeguards provide sufficient proteclion to the patients. (See Instruclions.) Except for nursing hdmes, the findings stafed 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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demonstrates that catheterization Is necessary;, e services 12/24-12/27/19 regarding
and provision of necessary care and

(iif) A resident 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
incantinence, based on the resident's
comprehensive assessment, the fagility must

| receives appropriate treéatment-and sewieesta
restore as much normal bowel funcllon as’.
possible.
This REQUIREMENT is not met as evidenced
by: AN
.| Based on.interview and record review, the
| facility's nursing staff failed to provide the
necessary care and treatment for residents who
 required urinary catherization (inserfion of a
catheter into the bladder to release the’ urine) for
one of two sampled residents with urinary - -
catheters (Resident 1). Resident 1 who was a

extremities) required urinary catheterization for
removal of urine and the facility's staff forced a
urinary catheter into Resident 1's  urethral (the'
duct by which urine is conveyed out of the bedy
from the bladder) after there was resistance,
upon insertion, which resulted In lrauma and
bleeding.

This deficient practice resulted in Resident 1

transferred to the general acute care hospital
(GACH), undergoing a surgical procedure and
had to be infused with five (5) units of blood due
to low hemoglobin {responsible for delivery of

ensure that a resident who is mcontmer;t,oi ﬁowel

paraplegia (inabllity to move and feel the lower |

having gross hematuria (blood in the. uring), being

o indicated

urinary catheterization including
monitoring urine output for 30 d
.’ DON or designee will review
monitoring and documentation of
urine output for resident(s) with
indwelling catheter on a weekly basis.-
e Medical records designee will perform
bimonthly audits with results given to
DON for follow up and/or inservide as

treatment for residents who reqn[red

ys

" Monitoring performance to encsure that
™~ $olutions afé sustained
Any change of condition will be
« . monitored at least 72 hours by
- Licensed nurse and findings
.+ documented in medical record and
+ . reported to MD as indicated. MRD
will audit daily for change of condjtion
Monday ~ Friday during week
¢ DON or designee will report any
negative trends and patterns of
monitoring urine output for the
residents with indwelling catheter] to
QAA Committee monthly for 3
months or until resolved

Completion Date:
e 01/01/2020
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oxygen to the tissues] /hematocrit measures the
volume of red blood cells compared to the total
blood volume] as a result of bleeding with
substantial blood loss. Resident 1 was
hospitalized for nine days hefore being
discharged.

Findings:

Areview of a namative of events written by
Resident 1, dated 10/24/19 indicated Resident 1

LVN (LVN 2) attempted to insert a “Foley”
catheter, but met a lot of resistance. LVN 2 failed
to seek assistance from a registered nurse or

catheter after meeting much resistance.. Resident
1 indicated he began to see blood draining into
the catheter drainage bag for hours and had to be

Areview of Resldent 1 s Admission Face Sheet

indicated Resident 1 was admited td the facility

on 6/10/19, with diagnoses that mcluded

paraplegia (a loss of motioh and sensation of pain
and temperature) in the lower ‘extremities.

i Areview of Resident 1's Minimum Data Set
(MDS), a resident assessment and care
Screening tool, dated 6/17/19 that indicated

| Resident 1 was alert and oriented. The MDS
indicated Resident 1 required intermittent
catherization (Insertion of a catheter into the
bladder to release the urine), but the diagnosis of
neurogenic bladder (lack bladder control due to a

complamed that on the moming of 8/80/19an |~ - -

Resident 1's physician, but continued to-jam the--{- -

transferred to the hospital for care and treatment. |

F 690
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brain; spinal cord or nerve problem) was not
marked on the MDS as an active diagnosis.

A review of Resident 1's History.and Physical
{H/P), dated 6/11/18 indicated the physician
documented Resident 1 was a paraplegic with
self-catherization needed. The H/P indicated
Resident 1 had the capacity to understand make
decision. :

Areview of Resident 1's physician admission
orders, dated 6/10/19 indicated the physician --—[ - - -
ordered for Resident 1 to self-catheterization ‘
using an in and out catheter ({intermittent
catheter] a soft, thin tube used to pass urine from |
‘the body). According to the notes, Resident 1did | - "™
the pracedure four imes a day.

A review of Resident 1's Nurses' Progress Note,
from 6/11/19 to 6/27/19, the licensed nurses-- -
documented Resident 1 had.no signs arid.
symptoms of an adverse reaction (any
unexpected or dangerous reacliontoadrug;an |
unwanted effect caused by the administration of a
drug) due to receiving antibiatics (medications
used to treat infections [Levaquin 500 mg [unit of
measurement every night])) for a urinary tract
infection ([UT1] an infection in any part of the -
urinary system; kidneys, ureters, bladder and
urethra) and the resident voiced fio’corripléiits.

A review of a licensed nursé note; documeiitéd
on 6/27/19 and timed on the 3-11 p.m. shift,” .
indicated Resident 1 performed an in d@nd out '
catherization with clean yellow urine drainage
without any sediment (matter that settles to the
bottom) and no discomforts.

According to a nurse's note, dated 6/28/19 and
FORM CMS-2567(02-69) Previous Versians Obgolate " o EventiD;MIKWT11 Facility (D: CAS10000004 if continuation sheet Page 4 of 8
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timed at 4 p.m., Licensed Vocational Nurse 1
(LVN1) documented the insertion of a urinary
indwelling catheter was placed with clear urine
return. There was no documentation of Resident
1's urine output.

On 6/30/19 at 9:30 a.m., LVN 2 documented a
change in condition of Resident 1 due to the
leakage of the indwelling urinary catheter. A new
indwelling catheter was.inserted with yejlow | urine
return with no resistance, bleeding, andlor
resident's complaints [sic]. There was no R DR AR
documentation of Resident 1's amcunt of, urine R
output during the procedure orat the end of the
LVN 2's shift (7-3 p.m.) on 6/30/19 as per the
faciity's policy. el S

On 6/30/19 at 4:50 p.m., LVN 3 documented a ) R
change in condition due to hematuria (bleod in-- {~ ~—~ om0
the urine) and the physician was notified and L
ordered to transfer Resident 1 to a GACH for .
evaluation. There was no decumentation of the
amount of Resident 1's btoody urine oufput.

P A review of Resident 1's GACH physician
emergency room (ER) note, dated 6/30/19 .
indicated the physician documented 5" Eoley was
inserted at the nursing ficme at 8:30 a.m. téday’
with significant resistance. The resident has had
hematuria since that time.”
Areview of Resident 1's Iaboralo;y )’estﬂt& dated
6130119 indicated a low Hematdcrif of 33.2°
percent [%] (normal reference range [NRR] 5"~
42-52% ) and a low Hemaglabin of 10.3 (NRR is
14-18.0) and on 7/1/19, the hematocrit had
dropped lower to 28.2% and hemoglobin to 8, B,
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Continued From page 5
which was indicative of bleeding.

Areview of the GACH's ER note, dated 7/1/19
and timed at 12:56 a.m., indicated Resident 1
was transferred to the GACH's telemetry unit (a
unit where'residents need vital signs [blood
pressure, heart rate, respiration and body
temperature] monitored closely) for admission -
and observation.

"1 Areview of Resident 1's urology (the branch.of
medicine and physlology [deals with the normat---{

functions] concerned with the functicn ant .*
disorders of the urinary system) consultation, at

.| the GACH, dated 7/1/19 indicated “the nursing .
facility's staff inserted a Foley catheter, buthad  |" "% .

significant resistance in passing the Foley
catheter tube. The resident had hematuria (blcod
in the urine) since that time and presented to the
emergency room for evaluation. Upon-physical - -
exam, a Foley catheter was in place:with bloody
urine output.” The urologist documented the.
resident (Resident 1) usually managed

self-catheterization four times a day himself untl ]~

recently due to a UTI diagnosis and then an
Indwelling urinary catheter was p!aced.

Areview of Resident 1's GACH post-operatiye
report, dated 7/2/19 indicated Resident 1’Had
urinary retention and hematuirfa with urethral,
Injury from a catheter placement. The féport
indicated a cystoscopy (a proteddre to ¢ examine

the lining of the bladder and the tube that carrles

urine out of your body (urethra); A hollow tiibe

(cystoscope) equipped with a lens is inserted into’

the urethra then slowly advanced into the = .
bladder) was done with a difﬁculty placing the
catheter placement.

F 630
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Areview of Resident 1's GACH Discharge
Summary, dated 7/9/19 (nine days after :
admission) documented Resident 1 was admitted
to the telemetry ward and was seen by urologist
(a physician who speclalizes in diagnosing and
treating conditions affecting the urinary tracts of
both males and females). According to the
Discharge Summary, Resident 1 experienced
significant urethral (the duct by which urine Is
conveyed out of the body from the bladder) .
| trauma due to an attempt to-place the Indwelling ~————- "~ -- -~
catheter (Foley), which caysed significant. -~ - | " "~ ° '
hematuria. Resident 1 required a cystoscopy with |~ = "
a“Foley" catheter placement done properly. _ S
Resident 1 had a precipitous (dangerous; sudden | """~ |-
reduction) drap in hemoglobin (a red protein S
responsible for transporting oxygen in the blood
of vertebrates. its molecule comprises four ot o
subunits, each containing an iron atom boundto |- - - - -
a heme group) requiring a total of five units.of L
packed red blocd cells ([PRBC] red blood:cells 2
that have been separated for blood transfusion;
are typically given for anemia). The resident ~
(Resident 1) appeared stable to be discharged s
back to the skilled nursing facility with the ‘Foley' |
1in place. . e »

B

Several attempts were made to contact Resident
' 1 as follow: PR IETYERELA

1 On 11/7/19 at 2 p.m., a8 message was, left withbut
response. ST

On 11/25/19 at 3 p.m., a message was left

without response. ' o

On 12/17/19 at 11:51 a.m., Resident 1's cell

phone was disconnected.
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On 11/21/19 at 11:45 a. m., during a telephone
interview, LVN 2 stated there was no problem
during the insertion of the indwelling urinary
catheter. LVN 2 stated there was no bleeding and
the urine was clear yellow. LVN 2 stated she
could not remember the amount of urine returned
upen insertion and/or the amount at the end of
the shift. .

During a telephone !ntervrew on 12/18/19 at 2
p.m., LVN 3 was asked regarding the amotint of
urine autput for Resident 1 on 6/30/19 at-4:50 -
p.m. LVN 3 stated there was no urine output for
Resident 1 and he stated found Resident 1's bed

notified the physician, who orderet] to'transfer
Resident 1 to the GACH for evaluaticn.

4 Dunng a lelephone interview on 12/20/19 at 10:28

; ' a. m., LVN 1 was asked about the insertion of- ~-
Resrdent 1's-urinary catheter and he stated he

was instructed by the treatment nurse to insert a

: "Foley.” LVN1 stated he checked the physician's

! order and inserted the catheter without

quesﬂnnlng the reason for the urinary catheter,

since the resident used to do in and out

catheterization. nnn e

f(\

A review of an online article titled "Current
Trends in the Management of Diffi cult Unnary
Catheterizations® by the National Library of
Medicine Institution of Health, indicated’ proper
placement technique was critical, as falled
attempts at catheterization may leadto i injury.
According to-the article, forcing a catheter past
the point of resistance can cause injuries. ranglng
from a mucosal tear to more serious false
passages (perforations [a hole made by boring or
‘plercing; passing through or into something])),

148

had blood all over it. LVN 3 stated he immediately |
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which are associated with infection, urethral

§5603/

Areview of the facllity's policy and procedure,
dated 9/1/14 and titled, "Indwelling Catheter”
indicated to record intake and output in
accordance with intake and output recording.

. Lo sl PR
A raview of the facllity's policy and procedure,
dated 10/27/16 and titled, "intake and Output-

stricture, and subsequent stirgical management.
https:/Awww.ncbi.nim.nih. govlpmc/arucles/PMC35

F 690

| catheter will have intake and outputrecorded for | * [ o
30 days. o] T

.

Recording," indicated to record intake and putput
when the following conditions exist as a nursing
measure: all residents who have an indwelling
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