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F 0690 Provide appropriate carefor residentswho are continent or incontinent of bowel/bladder,

appropriate catheter care, and appropriate care to prevent urinary tract infections.
Level of harm - Minimal *NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview and medical record review, the facility failed to provide the appropriate care and services to one of
harm three sampled residents (Resident 1) with the suprapubic urinary drainage catheter. The facility failed to ensure catheter
care was maintained and performed as ordered by the physician. This failure had the potential to increase Resident 1's risk for urinary
Residents Affected - Few | tract infection. Findings: On 3/17/2020 at 1349 hours, a telephone interview was conducted with the outpatient
[MEDICAL TREATMENT] center's RN. The[MEDICAL TREATMENT] center's RN stated Resident 1 would arrive at their

[MEDICAL
TREATMENT] center with soiled or unchanged suprapubic catheter dressings on multiple occasions. The [MEDICAL
TREATMENT]

center's RN communicated this to the facility through the communication form each time. The[MEDICAL TREATMENT] center's
RN stated on 3/7/2020, he changed the suprapubic catheter dressing because it was soiled. The [MEDICAL TREATMENT] center's
RN

stated on [DATE] 20, Resident 1 again came to the [MEDICAL TREATMENT] center with a soiled suprapubic catheter dressing with
astrong urine odor. When he checked, the date on the dressing was 3/7/2020, the same dressing he had changed and |abeled

of 3/7/2020, in the [MEDICAL TREATMENT] center. Medical record review of Resident 1 was initiated on 3/18/2020. Resident 1
was admitted to the facility on [DATE]. Review of the MDS dated [DATE], showed Resident 1 had no cognitive impairment.
Review of th% Order Summary Report showed a physician's orders [REDACTED]. Review of the Pre and Post [MEDICAL
TREATMEN

Assessments dated 2/20/2020, showed under the section for comments or special instructions post [MEDICAL TREATMENT], the
[MEDICAL TREATMENT] center's RN wrote a note to please clean the suprapubic catheter prior to [MEDICAL TREATMENT].
Review

of the Preand Post [MEDICAL TREATMENT] Assessments dated 3/7/2020, showed under the section for comments or special
instructions post [MEDICAL TREATMENT], the[MEDICAL TREATMENT] center's RN wrote to clean and change the suprapubic
catheter. On 3/23/2020 at 1402 hours, a telephone interview was conducted with Resident 1. Resident 1 stated the facility's licensed
nurses started cleaning his suprapubic catheter dressing daily, only after the nurse from the [MEDICAL TREATMENT]

center complained about it. Resident 1 stated he had a suprapubic catheter for two and a half years and knew how it was

supposed to be cared for, but he could not care for it himself. Resident 1 stated he never refused dressing changes. On

3/23/2020 at 1647 hours, atelephone interview was conducted with LVN 2. LVN 2 stated he failed to read the communication

notes from the[MEDICAL TREATMENT] center's nurse on 3/7/2020, to clean the suprapubic catheter dressing before Resident 1
went to the[MEDICAL TREATMENT]. LVN 1 stated this was not communicated to the treatment nurse.
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