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South Lafourche Nursing & Rehab is in
compliance with the requirements of Title 42
Code of Federal Regulations, Part 483.70(a) (Life
Safety Code).

The facility is sprinklered, licensed for 102 beds
and a census of 80 at time of survey.
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Recertification Survey
F 690 | Bowel/Bladder Incontinence, Catheter, UTI F 690 8/19/21
SS=E | CFR(s): 483.25(e)(1)-(3)

§483.25(e) Incontinence.

§483.25(e)(1) The facility must ensure that
resident who is continent of bladder and bowel on
admission receives services and assistance to
maintain continence unless his or her clinical
condition is or becomes such that continence is
not possible to maintain.

§483.25(e)(2)For a resident with urinary
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that-

(i) A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary;

(i) A resident who enters the facility with an
indwelling catheter or subsequently receives one
is assessed for removal of the catheter as soon
as possible unless the resident's clinical condition
demonstrates that catheterization is necessary;
and

(iii) A resident who is incontinent of bladder
receives appropriate treatment and services to
prevent urinary tract infections and to restore
continence to the extent possible.

§483.25(e)(3) For a resident with fecal
incontinence, based on the resident's
comprehensive assessment, the facility must
ensure that a resident who is incontinent of bowel
receives appropriate treatment and services to
restore as much normal bowel function as
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Based on interview and record review the facility
failed to follow a physician order for flushing a
resident's suprapubic catheter. This deficient
practice was identified for 1(Resident #29) of 3
residents sampled for urinary catheter or urinary
tract infection out of 41 residents reviewed in the
investigation stage. There were a total of 85
residents listed on the Resident Census and
Conditions of Residents Form.

Findings:

Review of Resident #29's Minimum Data Set
quarterly assessment dated 06/09/2021 revealed
Resident #29 was assessed as having a Brief
Interview for Mental Status score of 15,
cognitively intact.

In an interview on 07/06/2021 at 3:06pm,
Resident #29 stated he saw the urologist in May
2021 because he had bloody urine in the urinary
bag and urine was leaking from the insertion site
of his suprapubic catheter. Resident #29 stated
he returned from the urologist with orders to flush
his catheter every other day, but staff had not
flushed his catheter since May 2021. Resident
#29 further stated when he asked the treatment
nurse to flush his catheter, the treatment nurse
told him she needed an order to flush the
catheter.

Review of Resident #29's Physician Telephone
Order dated 05/13/2021 revealed an order to

flush Resident #29's suprapubic catheter every
other day with 60milliliters (ml) of normal saline.

Review of Resident #29's Medication

1. Corrective action was accomplished
for Resident #29 found to be affected by
the alleged deficient practice by:

a. A clarification order was obtained
from the physician to discontinue the
suprapubic catheter flushes.

2. Other residents that have the potential
to be affected by the alleged deficient
practice were identified by conducting an
audit of residents charts who have Foley
catheters to ensure physician orders were
being followed. Any identified issues were
corrected at time of identification.

3. The measures that were put in place to
ensure the deficient practice does not
recur:

a. An in-service was conducted with
the nurses on order transcription and
implementation.

b. An in-service was conducted with
the DON/ADON on reviewing orders to
ensure proper transcription and
implementation.

4. The facility plans to monitor its
performance to make sure the solutions
are sustained by:

a. The DON/Designee will monitor
physician orders to ensure that orders are
transcribed and implemented correctly on
the MAR/TAR.

b. Monitoring will occur 5 times weekly
for 6 weeks and then as deemed
necessary by the QAP| committee.
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#29's suprapubic catheter being flushed with
saline as ordered.

In an interview on 07/09/2021 at 12:05pm,
S2Licensed Practical Nurse (LPN) stated she did
not flush the suprapubic catheter in June 2021 or
so far in July 2021 because there were no orders
on the TAR.

In an interview on 07/09/2021 at 3:00pm,
S1Director of Nurses stated there was no
documentation of flushes to Resident #29's
suprapubic catheter from 06/01/2021 to present
and there was no order to discontinue irrigation to
Resident #29's catheter. She additionally stated
staff should have flushed Resident #29's
suprapubic catheter.
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