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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 22485

Residents Affected - Few Based on interview and record review conducted during an Abbreviated survey (complaint #NY00322899)
completed on 5/30/24 the facility did not ensure that residents who had an indwelling (foley) catheter (tube
inserted into the bladder to drain urine) received the appropriate care and services to manage catheters for
one (Resident #1) of three residents reviewed. Specifically, there was lack of a provider order for the
indwelling catheter (tube placed in bladder to drain urine), lack of documented urine outputs, and catheter
care provided.

The finding is:

The policy titled Clinical Records revised 4/01 documented the medical record would be complete and
accurately documented. The medical record would contain information pertinent to resident care and
planning.

The policy titled Catheter Drainage Bag Care revised 5/13, documented urinary drainage bag care was
performed appropriately to prevent complications caused by the presence of an indwelling urethral catheter.
Output was to be recorded every shift.

Resident #1 had diagnoses including post laminectomy syndrome (chronic back pain following surgery),
depression, and colitis (inflammation of the colon). The Minimum Data Set (a resident assessment tool)
dated 8/16/23 documented Resident #1 was cognitively intact, did not have a foley catheter, and was
occasionally incontinent of urine.

The Nursing Admission Evaluation dated 8/9/23, completed by Licensed Practical Nurse Unit Manager #1,
documented Resident #1 did not have a foley catheter.

Review of the Kardex (guide used by staff to direct care) dated 8/9/23 and 8/10/23 documented to monitor
bowel movements each shift and the resident used a bed pan for toileting with total assistance. There was
no documentation the resident had an indwelling catheter or that staff were to provide catheter care.

Review of provider orders dated 8/9/23-8/17/23 revealed there were no orders to address use of or
discontinuation of the foley catheter.

(continued on next page)
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F 0690 Review of Medical Visit Notes dated 8/10/23 to 8/14/23 revealed no evidence the resident had a foley
catheter.

Level of Harm - Minimal harm or
potential for actual harm Review of the OT (occupational therapy) Evaluation dated 8/10/23, completed by Occupational Therapist #1,
documented Resident #1 had a foley catheter.

Residents Affected - Few
Review of nursing Progress Notes dated 8/9/23 to 8/14/23 revealed the following:

-On 8/11/23 at 2:11 AM, the resident's foley was intact

-On 8/13/23 at 4:51 AM, the resident's foley was intact

There was no documentation of urine outputs, urine characteristics, or any catheter care was provided.
Review of the 24-hour Nursing Services Supervisor Report dated 8/9/23 to 8/14/23 revealed the following:
-On 8/10/23 11:00 PM-7:00 AM shift documented the resident was confused and had a foley

-On 8/13/23 the 7:00 AM-3:00 PM shift, documented the foley output was 850 cc (cubic centimeters-unit of
measurement) and the 3:00 PM-11:00 PM shift documented the resident had a foley, no output was
documented

-On 8/14/23 the 7:00 AM-3:00 PM shift documented the resident's foley was discontinued and a urine
sample was obtained and sent

Review of the Treatment Administration Record dated 8/1/23-8/31/23 revealed no documentation the
resident's urinary output was measured from their admission on 8/9/23 until the catheter was documented as
discontinued on 8/14/23.

Review of the Lab Results Report dated 8/16/23 documented a urine culture (urine test done to detect
bacteria) was collected on 8/14/23 at 1:30 PM and was positive for Escherichia coli (bacteria commonly
found in the lower intestine).

The facility was unable to provide certified nurse aide task documentation related to urine output or catheter
care.

Review of the hospital History and Physical dated 8/17/23 at 3:30 PM, revealed the resident was admitted
with sepsis as evidenced by leukocytosis (increased number of white cells in the blood, especially during an
infection), tachycardia (rapid heart rate), and hypotension (low blood pressure) secondary to a urinary tract
infection.

During a telephone interview on 5/28/24 at 12:59 PM, Licensed Practical Nurse #2 stated if they documented
a resident had a foley catheter on 24-hour report, it meant the resident had a catheter. Licensed Practical
Nurse #2 stated that sometimes they emptied the foley catheter drainage bags and would document the
output, but sometimes rehab people emptied them and didn't report the output to them.
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F 0690

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview on 5/29/24 at 3:19 PM, Licensed Practical Nurse Unit Manager #1 stated they didn't
know if the resident had a foley catheter and could only refer to their note. The Licensed Practical Nurse #1
stated they didn't know why other staff members documented the resident had a foley and if a resident did
have a foley on admission, they usually automatically wrote orders for it, then a provider would figure out of
the resident needed to keep it or discontinue it.

During an interview on 5/29/24 at 9:25 AM, the Occupational Therapist #1 stated they didn't remember the
resident. They reviewed the Occupation Therapy Evaluation dated 8/10/23 and stated they assume at the
time they wrote the note that the resident had a foley catheter because it was documented.

During an interview on 5/29/24 at 12:16 PM, the Registered Nurse Unit Manager #1 stated if someone was
admitted with a foley, they would do a set of admission orders and would be up to the providers to decide if
the foley was discontinued. The Registered Nurse Unit Manager #1 reviewed the record and stated they saw
where some staff have documented the resident had a foley and others didn't. The Registered Nurse Unit
Manager #1 stated there should be an order for the foley catheter and catheter care every shift should have
gone onto the care plan and Kardex. They stated resident's with foley catheters were at risk for urinary tract
infections.

During an interview on 5/29/24 at 1:59 PM, the Director of Nursing stated they could not say whether the
resident had a foley catheter or not based on the medical record. They also stated they could not determine
if catheter care was provided. The Director of Nursing stated they should have been able to determine all of
that that from the medical record. The Director of Nursing stated it was possible the foley was missed by
nursing upon admission.
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