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Magnolia Gardens Center for Nursing and Rehab 1028 Blair Street
Thomasville, NC 27360

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** 38129

Based on record review and interviews of staff, the resident, and the nurse practitioner, the facility failed to 
correctly transcribe the resident's (Resident #57) nephrology order for sterile saline flush 15 to 30 milliliters of 
the suprapubic urinary catheter every 12 hours. The resident's order was put in as a one-time order and only 
one sterile saline flush was completed. This deficient practice affected 1 of 3 residents reviewed for urinary 
catheter. 

Findings included:

Resident #57 was admitted to the facility on [DATE] with the diagnosis of neurogenic bladder.

Resident #57's quarterly Minimum Data Set, dated dated dated [DATE] documented the resident's cognition 
was intact. The resident had a suprapubic urinary catheter and the diagnosis of neurogenic bladder. 

The care plan dated 5/23/24 for Resident #57 had a planned area for suprapubic urinary catheter. The 
interventions were monitor/document for signs and symptoms of urinary tract infection and report to the 
physician and to position the catheter bag and tubing below the level of the bladder.

Resident #57's nephrology consultation visit note dated 7/5/24 documented for staff to flush her suprapubic 
urinary catheter with 15 to 30 milliliters of sterile saline every 12 hours. The resident was to return for follow 
up after 7/28/24. 

Resident #57 had an order entered on 7/5/24 by Nurse #1 for a one time order to flush the suprapubic 
urinary catheter every 12 hours with 15 to 30 milliliters of sterile water. 

A review of Resident #57's Medication Administration Record (MAR) documented on 7/5/24 day shift one 
flush of the suprapubic urinary catheter. The remaining dates for the month of July to the 30th had no 
signatures. There was an x in the place to sign.

On 7/9/24 at 10:30 am an interview was conducted with Resident #57. Resident #57 stated she saw the 
urologist and he ordered her suprapubic urinary catheter to be flushed twice a day. She further stated that 
the staff had not flushed her catheter twice a day. When she asked the staff about the catheter flush the 
nurse still had not flushed the catheter. Resident #57 commented that she had no signs or symptoms of 
urinary tract infection (UTI) at this time.

(continued on next page)
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Magnolia Gardens Center for Nursing and Rehab 1028 Blair Street
Thomasville, NC 27360

F 0690

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 7/9/24 at 1:30 pm an interview was conducted with the Assistant Director of Nursing (ADON). The ADON 
stated that Resident #57's suprapubic urinary catheter flush order was incorrectly placed into the system as 
a one-time order. Nurse #1 incorrectly entered the order for one-time order to flush the catheter every 12 
hours on 7/5/24. At 2:30 pm the ADON checked with Nurse #1 and the resident's MAR, the resident's 
catheter was only flushed once by Nurse #1 who entered the order on 7/5/24 day shift. There were no 
continued flushes after this date/shift.

On 7/9/24 at 3:35 pm an interview was conducted with the Corporate Nurse Consultant. During the interview 
Resident #57's medical record was displayed to read. The Corporate Nurse stated the resident's order to 
flush the suprapubic urinary catheter every 12 hours was placed in the order system for one-time only in 
error. The order reflected as completed and there would not have been an order for the nurses to follow for 
every 12 hours ongoing. The Corporate Nurse stated she would correct this, and the resident would have her 
catheter flushed now. 

Resident #57 had an order entered on 7/9/24 second shift by the Assistant Director of Nursing to flush the 
suprapubic urinary catheter every 12 hours with sterile water (15-30 ml) every day and evening shift for UTI 
for 28 Days.

On 7/10/24 at 9:00 am an interview was conducted with Nurse #1. Nurse #1 stated she was regularly 
assigned to Resident #57 on day shift. Nurse #1 stated she entered Resident #57's order in the electronic 
medical record for suprapubic urinary catheter flush on 7/5/24. Nurse #1 was not sure if the order was 
entered as a one-time order. Nurse #1 stated there was not currently a place/order in the MAR to document 
the catheter flush. The order was showing as completed (7/5/24). Nurse #1 stated she would document any 
catheter flushes completed in the nurses' notes because it was no longer in the resident's orders. Nurse #1 
stated she had not documented in the nurses notes a catheter flush. Nurse #1 stated if she needed to flush 
the catheter, she would use a prior order that was not discontinued. 

A review of Resident #57's orders, including discontinued orders, had not revealed an order to flush the 
catheter in the past six months (1/8/24).

A review of Resident #57's nurses' notes had not revealed any documentation of the suprapubic urinary 
catheter flush for the past 90 days (4/8/24). 

On 7/10/24 at 9:11 am an interview was conducted with the Nurse Practitioner (NP). The NP stated she was 
very familiar with Resident #57. The resident saw the urologist on 7/5/24 with sterile saline suprapubic 
urinary catheter flush every 12-hours order. The NP stated she asked staff and reviewed the resident's chart 
and there was no standing order for urinary catheter flush or prior order in place to flush the catheter. The NP 
was not aware the resident had not received the ordered urinary catheter flushes after 7/5/24. The resident 
was oriented and could ask when the new order from urology was not completed (catheter flush) because 
she was aware of the order. The NP was made aware that the order was corrected on 7/9/24 in the evening 
for the catheter flush. At 11:30 am the NP assessed the resident and stated the resident had no signs or 
symptoms of a UTI from the missed urinary catheter flushes from 7/5/24 to 7/9/24. 

On 7/11/24 at 9:30 am an interview was conducted with Resident #57. She stated her urinary catheter was 
now being flushed twice a day. 
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