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indwelling catheters for Resident #13 and 

Resident #16 were not anchored to the residents' 

legs according to the facility policy.  

The findings include:

Review of the facility policy, "Using the Care 

Plan," dated 08/01/13 revealed the care plan 

would be used to develop the resident's daily care 

routines.  The policy further stated care and 

documentation must be consistent with the 

resident's care plan.  

Review of the facility policy titled "Catheter 

Associated Urinary Tract Infection (CAUTI) 

Prevention," undated, revealed a leg strap or tape 

was to be used to secure the indwelling catheter 

properly to prevent movement of the catheter.  

The policy also stated hand hygiene should be 

done immediately before and after inserting or 

manipulating a catheter.

1.  Review of the medical record for Resident #13 

revealed the facility readmitted the resident on 

04/09/15 with diagnoses that included Acute 

Renal Failure, Benign Prostatic Hypertrophy 

(BPH), Dementia, and Urinary Retention.  Further 

review of the record revealed a physician's order 

for an indwelling catheter dated 04/09/15 to be 

changed monthly.  Review of the quarterly 

Minimum Data Set (MDS) assessment dated 

04/03/15 revealed Resident #13 required the total 

assistance of two (2) persons for toileting and 

bathing.  The MDS also revealed Resident #13 

was cognitively impaired and not interviewable.  

Review of the Comprehensive Care Plan for 

Resident #13 dated 04/03/15 revealed staff was 

required to perform indwelling catheter care every 

shift and as needed.  
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 CFR:  42 CFR §483.70 (a)

BUILDING:  01

PLAN APPROVAL:  1985 

SURVEY UNDER:  2000 Existing

FACILITY TYPE:  SNF/NF

TYPE OF STRUCTURE:  One story, Type V 

(000)

SMOKE COMPARTMENTS:  Two

COMPLETE SUPERVISED AUTOMATIC FIRE 

ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY 

SYSTEM) 

EMERGENCY POWER:  Type II diesel generator 

                                     

A life safety code survey was initiated and 

concluded on 04/28/15, for compliance with Title 

42, Code of Federal Regulations, §483.70(a).  

The facility was found to be in compliance with 

NFPA 101 Life Safety Code, 2000 Edition.
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