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F 000 INITIAL COMMENTS F 000

This report is the result of an unannounced
Abbreviated Survey conducted at Fidaigo Care
Center on 12/6/13. A sampie of 4 residents was
selected from a census of 32.

The following were complaints investigated as
part of this survey:

#2909669
#2916701

The survey was conducted by:

SRR R\ B.SN., MSEd

The survey team is from:
ADSARCSE
Department of Sociai and Healih Services Smokey Foint
Aging and Disability Services

Aging and Long-Term Support Administration
3906 172nd St NE, Suite 100

Arlington, WA 98223

Telephone: 360-651-6850
Fax: 360-651-6940
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Any deficiency stﬁement endmg with an asterisk ( ) denoies a deficiency which the institufion may be excused from correcting providing it is determined that
other safeguards $rovide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disciosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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s5=D; RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure thata
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

- This REQUIREMENT is not met as evidenced -
| by: |
Based on observation, interview and record i
review the facility failed to ensure management of |
indwelling catheters per recognized standards of
. practice for 2 of 4 sample residents (1, 2). The

. failed practice piaced residents af risk for the
wrong treatment and refated complications.

Findings include:

Resident 1 was admitied §iIM13 after 2@l

resulting in G I He had diagnoses

N e -nd W and required an
D (o SN from the

On 12/6/13 at 9:40 a.m. Resident 1 was
interviewed. According to the resident his
i s changed by a Licensed
Nurse {EN) as a routine procedure recently
@R/ 3). He stated there was @ifildreturn and
things seem to he fine at first but the longer it was
in the more uncomfortable he became. The

| following day he was sent to the hospital for

|

received orders for sl for
resident #1 & resident #2 on .13,

Resident #1 & Resident #2 have since
discharged.

2. The Director of Nursing Services
(DON), or her designee, has reviewed
the clinical records of current resident's,
There are no residents with indwelling
catheters. There are two residents with
suprapubic catheters with valid orders
and medical ;usti-fication.

3. The DON on 12/6/13 in-serviced the
licensed staff on  the medical

Justification/supporting  diagnosis  for

the use of indwelling catheters along
with the need for a physician order.
The DON will include information on
the medical justification/supporting
diagnosis for the use of indwelling
catheters in the orientation of new
licensed personnel.  The DON or
designee will review the clinical records
of all residents with indwelling
catheters at least monthly for continued
Justification.

4. The DON will monitor through
ciinical record review, at least monthly
for three months, then at least quarterly
to assure indwelling catheters are only
used when there i1s a valid medical
justification.  The results of these
findings will be reviewed in the

¢ monthly Quality Assurance Meeting.
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evaluatlon He was diagnosed with a
, received i and an
and returned to the facility the same
day, with orders for i, to complete
treatment of the @ilip He stated he was fine now.

Review of the clinical record revealed there had

- been no physician order for NN of the
, specifying type and size of
I to used for Resident 1 or how often the

to the physician on @ll/13 stated the resident

@I should be changed. A fax transmission

haci no current orders on how often to change the
and asked if it should be changed every 30
days The physician response was an order to
u the ijijpas needed if it (SN as
' routine replacement was not recommended.
|
i The LN documentation on the evening of
| 11/25/13 stated the had been
i changed using a and had resulted
| in a quick return of clear The

' resident had tolerated the procedure well,

|
| - Upon entry to the facility any policies and

| procedures related to Indwelling Catheter use
- was requested from the Director of Nursing
' Service (DNS). The DNS provided the
- "Indwelling Catheter Protocol." The pratocol
provided guidelines for care of the resident who
had an indwelling catheter, including signs and
symptoms to report, positioning and emptying of
the catheter bag, and procedure for catheter
carefcleansing.

Resident 2 was admitted to the facnsty 2
2013 with diagnoses of §§ '

anda !ong—stand;ﬂgh story of mterm itient
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F315 5. The DON is responsible for overall |12-20-13
compliance with oversight from the

Executive Director.
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Review of the clinical record revealed Resident 2
' had a¥iPthe end of @I 2013 and was

[ treated with ; He again began
exhibiting signs and symptoms of potential il
the last week of 2013. He developed

- severe pain with SRR 2nd was transferred to
| the emergency room for evaluation dil}/13. He
- returned with an GGG i1 place
| related to qyiretention. Nursing

% documentation, upon his return, did not include
| an assessment of type and size of il the

| resident had. There were no physician orders for

. continued use of the
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