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F 315 483.25(d) NO CATHETER, PREVENT UTI,

F 315
ss=Dp RESTORE BLADDER
_ F315
 Based on the resident's comprehensive A, Resident #1 catheter drainage ba
- assessment, the facility must ensure that a _ " found on the floor by the nufse afd“:f,se sur-
resident who enters the facility without an . veyor when entering the reom. The nurse
~indwelling catheter is not catheterized unless the immediately placed the drainage bag back
- resident's clinical condition demonstrates that : on the bedside. Upon return to Resident #1
. catheterization was necessary; and a resident | : room, the drainage bag was noted to be on
- who is incontinent of bladder receives appropriate | f back on the beade s ammedlately placed
treatment and services to prevent urinary tract ! ! signed cmimmedim‘:v .:a:l,l,:s:emc‘z:in
::nfect@lons and to_ tn;tlastore as much normal bladder 5 proper placement of catheter drainage bag.
unction as possible. ' !
P | é//a?\
i B.  Toidentify additional potentially affected
This REQUIREMENT is not met as evidenced : i resn'dents an audvlt of residents with catheter
: by' ; : drainage bags will be conducted by the
| . . j Patient Care Manager, Charge nurse,
i Intakes: TNOOD29332 : : Director of Nursing, Director of Wound and
: i i Skilled Services, Nursing Supervisor, or
- Based on pO“Cy review' medical record re\,-'iew’ ! ! Quality Manager. The facility-wide audit will

begin March 14, 2012 to address any
residents with catheter drainage bags to
ensure the precesses are in place to prevent

observation and interview, it was determined the | ED
facility failed to ensure a urinary drainage bag diddGEN :

- not touch the_ floor fO!' 1 Of_ 5 (Resident #1) R o catheter related complications. Any
sampled residents with urinary catheters. R 51 T deficiencies noted will be corrected
i : immediately and discussed with licensed

The findings included: staff.
C. The Indwelling and Condom Catheter Policy

H HH 4 n H
- Review of the facility's "Indwelling and Condom will be reviewed and revised by the Birector

' Ca_thEter' policy dOC[Jmef]ted_s ..Keep tubing ; of Nursing. The licensed nursing staff and
coiled on bed by resident’s side. Do not allow : the Rehabilitation Department (Physical,

. tubing to hang off the bed in hoops. Keep the : Occupational, and Speech Therapy) will be

! bedside drainage bag off of the floor..." ; . in-serviced on the Indwelling and Condom

! Catheter policy by the Patient Care Manager,

i ; ; Charge Nurse, Director of Nursing, Director
: record review for Resident #1 s g,
Medical or Resident of Wound and Skilled Services, Nursing Su-

- documented an admission date of 8/8/11 with ; ; ) I
- diagnoses of Decubitus Ulcer Stage 3, History of E ff;:c?{;nggl'&?:':ffﬁ.::ﬁlnffn )
: Traumatic Fracture Left Pelvis, Paralysis, Debility, :

_Anemia and Hypertension. Rewew of physician
. orders with a date of 3/1/12 through {-) 3/31/12

recoadedat. Poc 3f a2}l 2 HPrHM

LABORATORYDIRECTG!RS OR BPROWI DER:‘SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X5) DATE
ALwvr I M G2/

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection te the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable S0 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 disciosable 14
days following the date these documents are made available to the faciiity. If deficiencies are ¢ited, an approved plan of correction is requisite to continued
program participation.
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F 315 Continued From page 1 : Objectives

documented "...INDWELLING FOLEY CARE
PER PROTOCOL..."

bag was in a privacy bag and the tubing was
laying on the floor under Resident #1's bed.

: bag in a privacy bag laying on the floor under
. Resident #1's bed.

During an interview in Resident #1's room on

' permissible for the catheter bag to be on the
' floor. Nurse #1 stated, "No..."

- During an interview in Resident#1’s room on
. (CNT} #1 was asked where the catheter bag

" and not on the floor..."

“Observations in Resident #1's room on 3/6/12 at
11:25 AM, revealed Resident #1's Foley catheter

~Observations in Resident #1's room on 3/6/12 at
+ 11:55 AM, revealed Resident #1's Foley catheter

| 3/6/12 at 11:30 AM, Nurse #1 was asked if it was

i 3/6/12 at 11:55 AM, Certified Nurse Technician

. should be located. CNT #1 stated *...on the bed

In the event the resident is to

be transferrad out of bed to

chair the transferring staff will
ensure the catheter is below
the bladder and off the floor

»  Staff to be aware when raising
or lowering bed that the cathe-
ter bag will remain on the hed

and not on the floor,

blia

The Patient Care Manager, Charge Nurse,
Nursing Supervisor, Director of Nursing,
Director of Wound and Skilled Services wil)
audit 100% of proper placement of all

: residents with catheter draining bags x 3
! months. When 95% compliance has been
i reached for 3 consecutive months, audits

will be conducted at the discretion on the
Director of Nursing or Manager of Quali-
ty/Risk Management. Audits will be report-

ed monthly in Quality Council committee by
the Director of Nursing or designee.
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