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Colonial Nursing Home 119 N Indiana Ave
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F 0690

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate 
catheter care,  and appropriate care  to prevent urinary tract infections.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32788

Based on record review and interview, the facility failed to ensure catheter care was completed and urinary 
output was recorded for 1 of 3 residents reviewed for urinary catheters. (Resident D) 

Finding includes:

The closed record for Resident D was reviewed on 8/22/24 at 10:20 a.m. Diagnoses included, but were not 
limited to, cerebral infarction, type 2 diabetes mellitus, and malignant neoplasm of the prostate. The resident 
was admitted to the facility on [DATE] and discharged to the hospital on 4/12/24.

The Admission Minimum Data Set (MDS) assessment, dated 3/11/24, indicated the resident was cognitively 
impaired and had an indwelling urinary catheter.

A Care Plan, updated 3/26/24, indicated the resident had an indwelling urinary catheter. An intervention 
indicated to monitor and document intake and output.

A Physician's Order, dated 3/8/24, indicated 10 cc (cubic centimeters) 18 fr (french, catheter size) Foley 
catheter with drainage bag to gravity, monitor every shift.

The Medication Administration Records (MAR) and Treatment Administration Records (TAR), dated 3/2024 
and 4/2024, lacked any documentation of catheter care or urine output. 

The Task documentation lacked any documentation of catheter care or urine output. 

During an interview on 8/23/24 at 10:43 a.m., the Infection Preventionist (IP) indicated the catheter order 
included monitoring every shift, but she was unable to provide any further documentation that catheter care 
was completed or urinary output was recorded.
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155733 2

10/31/2024



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

155733 08/23/2024

Colonial Nursing Home 119 N Indiana Ave
Crown Point, IN 46307

F 0690

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

A facility policy, titled Urinary Catheter Care, received from the IP as current, indicated, .Input/Output .2. 
Maintain an accurate record of the resident's daily output, per facility policy and procedure .Infection Control .
2. Maintain clean technique when handling or manipulating the catheter, tubing, or drainage bag. a. Do not 
clean the periurethral area with antiseptics to prevent catheter associated UTIs while the catheter is in place. 
Routine hygiene [e.g. cleansing of the meatal surface during daily bathing or showering] is appropriate .
Documentation. The following information should be recorded in the resident's medical record: 1. The date 
and time that catheter care was given. 2. The name and title of the individual[s] giving the catheter care. 3. 
All assessment data obtained when giving catheter care 

This citation relates to Complaints IN00433696 and IN00440056.
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