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F 0690 Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate
catheter care, and appropriate care to prevent urinary tract infections.
Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure staff performed urinary catheter placement according
Residents Affected - Few to acceptable standards of practice for one sampled resident (Resident #1) out of 16 sampled residents

resulting in pain and the presence of blood on the resident's bed after Licensed Practical Nurse (LPN) A
attempted to insert the urinary catheter. The facility census was 83 residents.

Review of the Facility's Nursing Procedures Manual for Urinary Catheterization revised 3/30/17 showed:
-Catheters were to have been inserted by licensed nurses under the orders of the attending physician.

-The standard of practice did not support routine changing of urinary catheters at any fixed interval.

-The standard for urinary catheters was to change them as needed only.

-The procedure for placing urinary catheters showed that after sterilizing the resident's perineal area (surface
area between the thighs extending from the pubic bone to the tail bone), the tip of the urinary catheter tubing

was to have been well lubricated up the tube approximately two to two and one-half inches.

-The urinary catheter was to have then been gently inserted into the meatus (external opening of the urinary
tract) approximately two to three inches or until urine flowed from the bladder.

-If resistance was continually met, the nurse was not to have forced entry and report the issue to the nursing
supervisor.

1. Review of Resident #1's Facility Face Sheet showed the resident was admitted on [DATE] with the
following diagnoses:

-Neurocognitive disorder with Lewy Bodies (a type of dementia characterized by changes in sleep, behavior,
cognition, movement, and regulation of automatic bodily functions).
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F 0690

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

-Dementia (a progressive organic mental disorder characterized by chronic personality disintegration,
confusion, disorientation, stupor, deterioration of intellectual capacity and function, and impairment of control
of memory, judgment, and impulses).

-Vancomycin-Resistant Enterococci (VRE-antibiotic resistant bowel infection) of the urine.

Review of the resident's quarterly Minimum Data Set (MDS-a federally mandated assessment tool completed
by facility staff and used for care planning) dated 3/12/25 showed he/she was moderately cognitively intact.

Review of the resident's Physician's Order Sheet (POS) dated 5/13/25 showed the resident's Urinary
Analysis (UA) came back positive for VRE, therefore the resident required a urinary catheter be placed to
contain the urine for isolation purposes to prevent transmission.

Review of the resident's Nurse's Notes dated 5/13/25 at 10:33 P.M., showed:

-The resident told LPN C that LPN A was unable to place the urinary catheter and the resident was still in a
lot of pain from it.

-LPN C noted blood in the resident's brief but no visible external injuries.

-An ambulance was called to have the resident taken to the hospital for evaluation and treatment.

-LPN C spoke to the hospital emergency room (ER) nurse who stated they would do a urine test as well as a
Computed Tomography (CT- scan, is a medical imaging technique that uses X-rays to create detailed
cross-sectional images of the body) of the resident's abdomen and pelvis to check for any internal injuries.

Review of LPN C's written statement dated 5/13/25 showed:

-Around 5:30 P.M., LPN C noticed the resident had straight urinary catheter materials in his/her room but no
catheter bag so he/she asked the resident if anyone had inserted his/her catheter.

-The resident said no, the nurse had tried but couldn't get it in.

-The resident said the nurse got a little urine in the tube and then left.

-LPN C notified the former DON and Administrator A.

During an interview on 6/3/25 at 3:30 P.M., LPN C said:

-At around 5:30 P.M., he/she noted LPN A coming out of the resident's room.

-He/She knew the resident was to have had a urinary catheter placed so he/she asked the resident if that
had been done or not.

-The resident then told him/her that LPN A tried to get the urinary catheter placed but was unsuccessful and
left without placing the catheter.
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-He/she noted the resident's bed had blood on it near where the catheter would have been placed.

-When he/she asked the resident if LPN A hurt him/her while attempting to place the urinary catheter, the
resident said it did hurt.

-If he/she had any issues with inserting a urinary catheter, he/she would have asked for assistance and not
force the catheter tubing into the resident.

-If there were continued issues with inserting the urinary catheter, he/she would have notified his/her DON.
Review of the City Police Report for LPN A dated 5/13/25 at 8:11 P.M., showed:

-The resident was located in an ambulance in the facility parking lot awaiting transport to the hospital for
further evaluation and treatment.

-The resident said that he/she had received a catheter placement procedure from a nurse.

-The resident stated during the place of the catheter, he/she was subjected to an unusual amount of pain,
stating the nurse placed the device then removed it, leaving the room.

-When the resident told the nurse he/she was in pain, the nurse said nothing, turned, leaving the room
without replacing the catheter.

- The resident reported the incident to another nurse saying that nurse the nurse hurt me and | am bleeding.

-The resident stated that he/she had catheters placed in the past, including one just placed within the past
week, and none had been painful like the last on and none had ever caused him/her to bleed.

-The resident was then transported by ambulance to the hospital for evaluation and treatment.
Review of the resident's Verification of Investigation dated 5/13/25 showed:

-The resident made a statement, He/She hurt me and made me bleed. He/She took my pee and left, after
having LPN A insert the resident's urinary catheter.

-The resident was assessed as having been alert and oriented with occasional confusion.

-He/She was frequently incontinent of urine and often refused to allow the staff to assist him/her.
-Upon investigation, it was determined the nurse, LPN A appeared to have been under the influence.
-At that time, LPN A went to the resident's room to perform a urinary catheterization.

-When the resident complained of pain and bleeding from the urinary catheterization by LPN A administration
removed the nurse who inserted the urinary catheter from all resident care.
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F 0690 -The resident was sent to the hospital for evaluation of any potential trauma.
Level of Harm - Minimal harm or -The resident returned from the hospital with no evidence of trauma.

potential for actual harm
During an interview on 5/27/25 at 1:15 P.M., the resident said:

Residents Affected - Few
-He/She did not recall anything about his/her urinary catheter placement.
-He/She did not remember anything about the nurse or the events of 5/13/25.
-He/She stated, My memory isn't so good anymore.

During an interview on 5/27/25 at 4:15 P.M., the DON and Administrator B said:

-They would have expected that given LPN A appeared to be impaired, or at the least, struggling with his/her
shift, that he/she would not have attempted to place a urinary catheter in the resident.

-They never wanted any harm to come to a resident at the hand of a staff member.

-They would have expected the employee to have submitted a urine drug screen on site and that as soon as
there was sufficient indications from other employees that LPN A was behaving in a manner which could
have been reasonable suspicion of working under the influence, LPN A would have been removed from
resident care and tested.

-They would have expected if there were issues in inserting the urinary catheter the nurse would have asked
for assistance and/or notified the DON.
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F 0755

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a
licensed pharmacist.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to keep two residents (Resident #4 and #16), safe from
posssible narcotic misappropriation when three milliliters (mls) was missing from Resident #4 and four mls
from Resident #16's personal supply out of 16 sampled residents. The facility census was 83 residents.

Review of the facility policy for Inventory Control of Controlled Substances revised 1/1/2013 showed:
-The purpose of the policy was to set forth the procedures for inventory control of controlled substances.

-The facility was to have maintained separate individual controlled substance records on all controlled
substances with a potential for abuse or diversion in the form of declining inventory using the Controlled
Substances Declining Inventory Record.

-The Inventory Record was to show the resident's name, prescription number, medication name, strength,
dosage form, dosage, total quantity received by the facility, the date and time of administration and the
signature of the person administering the medication.

-The facility staff was not to enter more than one prescription for a controlled substance medication on each
page of a declining inventory record.

-The facility staff was to ensure that the incoming and outgoing nurses count all controlled substances and
other medication with a risk of abuse or diversion at the change of each shift or at least once daily and
document the results on the Controlled Substance Count Verification/Shift Count Sheet.

-The facility nurses were to reconcile the total number of controlled medications on hand, add newly received
medications to the inventory and remove medications that were not completed or discontinued from the
inventory.

-The staff nurses were to reconcile the number of doses remaining in the package to the number of
remaining doses recorded on the Controlled Substance Verification/Shift Count Sheet.

-The facility nurses should routinely reconcile the number of doses remaining in the package to the number
of remaining doses recorded on the Controlled Substance Verification/Shift Count Sheet, to the medication
administration record.

-The facility was to ensure that staff immediately reported suspected theft or loss of controlled substances to
their supervisor/manager for appropriate documentation, investigation, and timely follow-up.

-Upon receipt of such a report, the facility was to have ensured that the appropriate facility personnel confirm
the discrepancy and follow facility policy and applicable law regarding documentation of the incident.

(continued on next page)
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F 0755 -The facility should have also investigated to determine whether a dose was in fact administered and, if so,
the reason the administration was not charged we well as whether a dose was refused by a resident.
Level of Harm - Minimal harm or
potential for actual harm -A facility representative should have regularly checked the inventory records to reconcile inventory.
Residents Affected - Few -They should have reconciled current and discontinued inventory of controlled substances to the log used in
facility's controlled medication inventory system; current inventor to the controlled medication declining
inventory record and to the resident's Medication Administration Record (MAR); and, unused controlled
substances held in storage awaiting destruction to the declining inventory record.

1. Review of Resident #4's admission Record showed he/she was admitted with the following diagnoses:

-Congestive Heart Failure (CHF- a disorder that impairs the ability of the heart to fill with or pump a sufficient
amount of blood throughout the body).

-Dilated Cardiomyopathy (a condition where the heart muscle weakens and the heart's chambers, especially
the ventricles, enlarge causing symptoms including shortness of breath).

-Chronic Obstructive Pulmonary Disease (COPD - a disease process that decreases the ability of the lungs
to perform ventilation).

Review of the resident's May 2025 Physician Order Sheet (POS) showed a physican order for Morphine
Sulfate 100/milligrams (mgs) (20 mgs/ml) oral concentrate, 0.25 mls (5 mgs) by mouth or under the tongue
every three hours as needed for pain or shortness of air.

Review of the resident's quarterly Minimum Data Set (MDS-a federally mandated assessment tool completed
by facility staff and used for care planning) date 5/6/25 showed he/she:

-Was cognitively intact.

-Had no stated pain during the look-back period.

-Had shortness of air with exertion.

During an interview on 5/23/25 at 3:05 P.M., Resident #4 said:
-He/She was doing okay.

-He/She was not aware any Morphine was taken from him/her.
-He/She never missed a dose when asked for Morphine.
-He/She mainly took the Morphine for shortness of breath.

(continued on next page)
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F 0755

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

2. Review of Resident #16's Facility Face Sheet showed he/she was admitted on [DATE] with the following
diagnoses:

-Pneumonia (inflammation of one or both lungs with consolidation).

-Chronic respiratory failure with hypoxia (a long-term condition where the lungs are unable to adequately
exchange oxygen and carbon dioxide, resulting in persistent low blood oxygen levels).

Review of the resident's significant change MDS dated [DATE] showed he/she was severely impaired.
Review of the resident's POS dated 5/20/25 showed he/she no longer had a current order for Morphine.
3. Review of the Facility Verification of Investigation dated 5/13/25 showed:

-LPN A was reported to the former Director of Nursing (DON) as suspected to have been working impaired
during his/her shift on 5/13/25.

-Licensed Practical Nurse (LPN) A was informed he/she needed to count the narcotics he/she was
responsible for with another nurse.

-Once he/she was told to count the narcotics, he/she handed his/her keys to another nurse and walked away
leaving the facility to smoke a cigarette with the Administrator's knowledge.

-The narcotics were immediately recounted by the former DON and two additional nurses and there was a
noted discrepancy with the liquid Morphine for two residents, Resident #4 and Resident #16.

-The unaccounted for Morphine was a combined total of 7 mls.

-Resident #16 no longer had an active order for Morphine, and a new prescription was requested from the
physician for Resident #4 to allow the facility to replace the resident's Morphine at the facility's cost.

Review of LPN B's written statement dated 5/13/25 showed: on 5/13/25 at around 5:00 P.M., a full narcotics
count was completed which showed two resident's Morphine liquid medication counts off.

Review of LPN C's written statement dated 5/13/25 showed:

-He/She and LPN B counted the narcotics and noted that two separate Morphine count numbers were off.
-LPN C notified the former DON, Administrator A and the regional nurse.

Review of the City Police Report for LPN A dated 5/13/25 at 8:11 P.M., showed:

-The offense was listed as Abuse of healthcare recipient-physical, sexual, or emotional harm or injury.
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F 0755 -The Incident Code was listed as stealing.
Level of Harm - Minimal harm or -Administrator A was then advised there were two liquid Morphine counts off during shift narcotic count.
potential for actual harm
-Administrator A also told city police that the Morphine bottles that had been tampered with were secured in
Residents Affected - Few an office where LPN A could not access them.
-He/she also advised city police there was a total of 6.75 mls missing from the narcotics drawer in the
medication cart from the start of the shift to the change of shift.
-There were 3.75 mls missing from one Morphine bottle and 3.0 mls missing from a bottle that had been
ordered for Resident #16 and had never been used.
-The seal on the new bottle had been clearly tampered with.
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