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300.1210b)
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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.
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d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

3) Objective observations of changes in a
resident's condition, including mental and
emotional changes, as a means for analyzing and
determining care required and the need for
further medical evaluation and treatment shall be
made by nursing staff and recorded in the
resident's medical record.

300.1220 Supervision of Nursing Services

b) The DON shall supervise and oversee the
nursing services of the facility, including:

3) Developing an up-to-date resident care plan for
each resident based on the resident's
comprehensive assessment, individual needs
and goals to be accomplished, physician's orders,
and personal care and nursing needs. Personnel,
representing other services such as nursing,
activities, dietary, and such other modalities as
are ordered by the physician, shall be involved in
the preparation of the resident care plan. The
plan shall be in writing and shall be reviewed and
modified in keeping with the care needed as
indicated by the resident's condition.

These requirements were not met as evidenced
by:

Based on interview and record review the facility
failed to timely treat a urinary tract infection (UTI)
for 1 of 3 residents (R3) reviewed for catheter
care in the sample of 7. This failure resulted in R3
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having a delay in treatment for a urinary tract
infection and being admitted to the intensive care
unit for septic shock.

Findings include:

R3's Care Plan, dated 1/9/2024, documents, "|
have Indwelling Catheter due to Obstructive
Uropathy. Monitor/record/report to MD for s/sx
(signs and symptoms) UTI: pain, burning, blood
tinged urine, cloudiness, no output, deepening of
urine color, increased pulse, increased temp,
Urinary frequency, foul smelling urine, fever,
chills, altered mental status, change in behavior,
change in eating patterns."

R3's Minimum Data Set, dated 4/8/2024,
documents R3 was cognitively intact. R3 requires
assistance from staff for activities of daily living
(ADLs).

R3's Physician Progress Note, dated 3/27/2024,
written by V8, Urologist, documents, "Chief
Complaint Patient presents in office today for a
cystoscopy with catheter in place. Subjective The
patient is a 79-year-old man who was hospitalized
in December because of a right femoral head
fracture/fragmentation and subluxation of the
medial aspect of the femoral head. The patient
was unable to void, and his bladder has been
managed with a Foley catheter since. Imaging
has not revealed evidence of hydronephrosis. His
creatinine on January 17, 2024, was 1.4 mg/dT.
The patient has failed voiding trials. He is here for
a cystoscopic exam. CYSTOSCOPY
PROCEDURE: The patient was brought to the
procedure room and placed on the table in the
supine position. The penis and scrotum were
prepped and draped in sterile fashion. The Storz
flexible cystoscope was passed into the urethra
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and advanced to the bladder. The prostatic
urethral mucosa had a normal appearance. There
was no obstructing benign prostatic hyperplasia,
and the bladder neck was widely patent. The
bladder was loaded with debris and the
cystoscopic exam was suboptimal. | was able to
visualize had a normal appearance. Foley
catheterization. The patient needs better care at
his facility. We will submit an order to irrigate the
bladder weekly and as needed thereafter. He will
need to have monthly catheter exchanges. The
patient is very disabled and looks as if he has
failure to thrive. Cystoscopy showed wide open
prostatic urethra and bladder neck. Bladder was
FULL of debris and catheter tubing was very dirty.
He needs better care. Please send an order to
change the catheter bag and to irrigate the
bladder through the Foley weekly and as
needed."

R3's Nurse's Note, dated 4/5/2024 at 8:53 PM,
documents, "Health Status Note Text: Res
(Resident) said his "catheter hurts." Dark, cloudy,
yellow urine noted. Afebrile. Wife (V7) present
and aware. Writer will notify MD (doctor) at this
time."

R3's Nurse's Note, dated 4/5/2024 9:01 PM,
documents, "Health Status Note Text: (V6, R3's
Physician) is aware of dark, cloudy, yellow urine
and gave orders: UA (urinalysis), CBC (complete
blood count), CMP (Comprehensive Metabolic
Panel). R3 is aware and said he will tell his wife."

Documentation from V8's Urology Office
regarding communication to the facility
documents "04/10/24 01:22pm, Patient has UTI.
Bactrim DS Q (every)12 hrs. (hours) x 7 days.
Change catheter in 5 days. 4/10/2024 at 2:58 PM
Left message to return call back to office."
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R3's Nurse's Note, dated 4/12/2024 at 12:11PM,
documents, "Nurses Note Narrative: This nurse
placed a call to AHA (lab) and inquired on the final
results from UA was completed on 4/7/24.
Associate told this nurse they were awaiting a call
back from staff to see if we wanted them to
complete the work up on the urine. This nurse
told them absolutely and we were under the
impression it was already being done due to the
partial saying C+S (culture and sensitivity) to
follow. Final results should be available tomorrow
4/13/24 and will need to be faxed to (V8,
physician) office at (office number)."

R3's Urinalysis Lab Results, dated 4/13/2024,
documents the specimen was collected on
4/7/2024 at 5:00 AM, Lab received 4/8/2024 at
7:20 PM and reported to the facility on 4/13/2024.
The Report documented R3 had a urinary tract
infection.

Documentation from V8's Urology Office
regarding communication to the facility
documents, "4/16/2024 at 10:07 AM Left
message to return call back to office." "4/17/2024
at 11:37 AM "Left message to return call back to
office, 3rd attempt."” "4/18/2024 at 11:16 AM
(Facility) on the line to speak with the nurse. He is
a resident there. They are calling about UA
results." Documentation continued "4/18/2024 at
7:13 PM Patient has UTI. Bactrim-DS Q12'hrs x
10 days., Change Foley catheter in 5 days.
4/19/2023 at 8:43 AM nurse has been made
aware. Medication sent to pharmacy."

R3's Nurse's Note, dated 4/19/2024 9:30 AM,
documents, "Order Note Text: The order you
have entered Bactrim DS Tablet 800-160 MG
(Sulfamethoxazole-Trimethoprim) Give 1 tablet by
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mouth every 12 hours for bacterial infection for 10
Days Has triggered the following drug protocol
alerts/warning(s): Drug to Drug Interaction The
system has identified a possible drug interaction
with the following orders: Losartan Potassium
Oral Tablet 25 MG Give 25 mg by mouth one time
a day related to ESSENTIAL (PRIMARY)
HYPERTENSION (I10) Severity: Moderate
Interaction: Coadministration of angiotensin Il
receptor antagonists and trimethoprim may
increase the risk of hyperkalemia especially in the
elderly."

R3's Physician Order Sheet, not dated,
documents 4/19/2024 Bactrim DS Tablet 800-160
MG (Sulfamethoxazole-Trimethoprim) Give 1
tablet by mouth every 12 hours for bacterial
infection for 10 Days.

R3'S Medication Record (MAR), dated April 2024,
documents R3 received the 1st dose of Bactrim
on 4/19/2024 at 8PM.

R3's Progress Note, dated 4/20/24 at 12:39 AM,
documents "INFECTION TYPE: Type or Infection:
Urinary Tract infection urine." The Note
documents "TREATMENT/ ORDERS: (R3) is
receiving Bactrim DS Tablet 800-160 MG, 1 tablet
by mouth every 12 Hours. changed foley."

R3's Change in Condition Evaluation, dated
4/23/2024, documents R3 was experiencing a
change in condition. "R3's had abnormal vital
signs, decrease food intake/inability to eat,
urinary incontinence new or worsening, BP (blood
pressure)114/62, P (pulse) 62, R (respirations)
16, T (temperature) 98.7, O2 Sat RA (room air)
94% obtained on 4/23/2024 at 11:14 AM. R3 had
increase confusion, general weakness and need
more assistance with ADLs, decline in ability to
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dress, eat and transfer. R3 had decreased urine
output, poor urine flow with foley changed several
times, frequent urinary issues. Pain to back,
musculoskeletal, persistent back pain not
responding to existing or progressive orders with
no new abnormal neurological signs. Progressive
or more frequent pain".

R3's (Local Hospital) Emergency Room (ER)
Notes, dated 4/23/2024, documents, "Pt (Patient)
arrives via EMS (Emergency Medical Service)
from (facility) with reports of abnormal lab results
of hgb (hemoglobin) of 7.7 drawn on 4/8/24. Pt
also complains of lower abdominal pain. Pt has
foley catheter in place. Hx (history) of UTI's. Pt
BP found to be 80's/40's for EMS (Emergency
Medical Services). Pt Aox4. Patient is a
79-year-old male with past medical history of
CAD (Coronary Artery Disease) status post
CABG (Coronary Artery Bypass Graft) and PCI
(percutaneous coronary intervention), pacemaker
implantation for second-degree AV block, CKD
(chronic kidney disease) stage lll baseline of 1.6,
A-fib previously on Xarelto held for Gl bleeding,
thalassemia, COPD not on home oxygen, chronic
Foley presented to the ER with suprapubic pain,
weakness and decreased oral intake, found to
have AKI (acute kidney injury), oliguric, likely
prerenal/ATN (acute tubular necrosis) with
metabolic acidosis, severe anemia with
hemoglobin of 5 without any active signs of
bleeding, lactic acidosis, elevated lipase with CT
(computed tomography) scan showing acute
Interstitial pancreatitis, hypoglycemia, sepsis
secondary urinary tract infection versus
pneumonia, received 2 L (Liters) of IV
(intravenous) fluid along with 2 units of blood In
the ER following which was started on pressers
and ICU (Intensive Care Unit) was consulted".
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R3's Nurse's Notes, dated 4/23/2024 11:29 PM,
documents, "Narrative: resident admitted to
(Local Hospital) in cardiac ICU (intensive care)
with dx (diagnosis) septic shock."

On 5/1/2024 at 12:54 PM V4, Licensed Practical
Nurse, LPN, stated since admission R3 has been
in poor health. V4 stated R3 had multiple
physicians. V4 stated R3 was receiving cancer
treatments and had urinary issues. V4 stated R3
had a catheter and frequent urinary tract
infections (UTI). V4 stated R3 was seeing V8,
Urologist, for his urinary problems. V4 stated she
works 3 to 4 days a week. V4 stated she is not
sure when the urinalysis results came back. V4
stated when she got the results, she faxed them
to V8's office. V4 stated she was off for a couple
of days after. V4 stated when she noticed there
hadn't been a response, she called V8's office
and left a message with the receptionist needing
an order for R3's UTI. V4 stated she did not
speak with V8 or his nurse. V4 stated it is difficult
to speak to and has never spoken directly to V8
or his nurse. V4 stated she has only spoken to
the receptionist. V4 stated R3's urine always
fluctuates. V4 stated sometimes it's clear and
sometimes it dark. V4 stated R3 doesn't drink
well and only takes sips. V4 stated R3 always
have pain. V4 stated R3 is more worried about
the bone pain. V4 stated she sent R3 out to the
hospital on the 23rd. V4 stated R3 was pale,
weak, talking in a whisper. V4 stated she has
sent R3 to the hospital in the past and this is how
he gets. V4 stated R3 was different than his
normal.

On 4/2/2025 AT 8:24 AM V8, Urologist, stated he
is seeing R3. V8 stated he saw R3 on 3/27/2024
and performed a cystoscopy. V8 stated at time he
felt R3 was poorly cared for and R3's bladder was
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loaded with debris. V8 stated at time he ordered
Bactrim, monthly catheter change, irrigation for 5
days and as needed after. V8 stated he did
receive the urinalysis results but not the culture.
V8 stated from 4/10/2024 to 4/19/2024 his office
made several attempts to contact the facility
without success to give order for antibiotic
therapy, catheter irrigations and catheter change
at the next doctor's visit. V8 stated after several
attempts over several days he reached out to the
nurse practitioner. V8 stated he was informed on
4/23/2024 R3 had started antibiotic on the 19th
and had a catheter change at the facility. V8
stated R3 having a delay in antibiotic therapy, the
change in catheter prior to 5 days of therapy
caused R3's current septic condition. V8 stated
the purpose in the catheter being changed in his
office was so the antibiotic had time to treat, and
the irrigations would flush the debris out. V8
stated this reduce and prevents the risk for the
infection to become systemic. V8 stated he feels
when the catheter was changed, prior to
treatment, this caused the infection to become
systemic.

On 5/6/2024 at 1:50 PM V11, CNA, stated she
provides care to R3. V11 stated she is normally
assigned to R3. V11 stated R3 had a catheter.
V11 stated there were only small amounts in bag.
V11 stated R3 would take small sips of drinks.
V11 stated she encouraged R3 to eat and drink
more but he would not. V11 stated V7 was here
visiting every day. V11 stated V7 was nice and did
not complain to her about anything with R3. V11
stated both R3 and V7 were very nice.

On 5/6/2024 at 1:56 PM V3, Assistant Director of
Nursing, stated she was aware of R3 having the
urinalysis. V3 stated she noticed there were no
results posted as 4/12/2024. V3 stated she
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contacted the lab to find out if they faxed the
results. V3 stated she was informed the lab and
had spoken with a nurse at the facility and was
awaiting a return call for ok for culture. V3 stated
at time she gave the ok for the culture. V3 stated
she did not receive the culture results. V3 stated
she left for vacation on the following day.

On 5/8/2024 at 3:20 PM V12, Client Service from
Laboratory, stated R3's urinalysis was faxed to
the facility on 4/10/2024. V12 stated the facility
also has access to the Emed lab website and can
retrieve the results from there as well.

On 5/16/2024 at 9:30 AM V3 stated a urinalysis
takes 24 hours to return. V3 stated if there is a
culture the culture can take up to 48 hours. V3
stated it is the nurse who is assigned
responsibility to follow through with this process
and checking for results. V3 stated once the
resident receives the antibiotic the nurses
document an infection note.

On 5/16/2024 V1, Administrator, stated the only
Change in Condition policy was Physician-Family
Notification- Change in Condition policy. V1
stated she looked, and this was the only one.

The facility's Physician-Family Notification-
Change in Condition policy, dated 11-13-18,
documents Purpose: To ensure medical care
problems are communicated to the attending
physician or authorized designee and
family/responsible party in a timely, efficient, and
effective manner. Guidelines: The facility will
inform the resident; consult with the resident's
physician or authorized designee such as Nurse
Practitioner; and if known, notify the resident's
legal representative or an interested family
member when there is: (A) An accident involving
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the resident which results in injury and has the
potential for requiring physician intervention; (B) A
significant change in the resident's physical,
mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complications); Life-threatening conditions
are such things as a heart attack or stroke.
Clinical complications are such things as
development of a stage Il pressure sore, onset or
recurrent periods of delirium, recurrent urinary
tract infection, or onset of depression. (C) A need
to alter treatment significantly (i.e., a need to
discontinue an existing form of treatment due to
adverse consequences, or to commence a new
form of treatment); A need to alter treatment
"significantly" means a need to stop a form of
treatment because of adverse consequences
(e.g., an adverse drug reaction), or commence a
new form of treatment to deal with a problem
(e.g., the use of any medical procedure, or
therapy has not been used on resident before).
(D) A decision to transfer or discharge the
resident from the facility. (A)
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