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SS=D

483.25(d) NO CATHETER, PREVENT UTI, 
RESTORE BLADDER

Based on the resident's comprehensive 
assessment, the facility must ensure that a 
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:

F 315

 Based on observation and interview the facility 
failed to maintain catheter tubing in a manner that 
prevents infection for three of four residents (R36, 
R104, R106) reviewed for indwelling catheter 
care in a sample of 13. 

Findings include:

1.  On 12/11/15 at 11:40 a.m., E29 (Certified 
Nursing Assistant/CNA) and E30 (CNA) 
positioned R104's wheelchair next to R104's 
bedside, preparing R104 to be transferred from 
R104's wheelchair to bed for catheter care.  
R104's tubing to R104's urinary catheter lay on 
the floor and while moving R104's wheelchair, 
E30 ran over the tubing with R104's wheelchair 
wheel.

On 12/11/15 at 12:00 p.m., E3 (CNA Shift 
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Coordinator) stated the tubing to R104's catheter 
should not be on the floor and running over the 
tubing could have caused injury to R104.

2.  On 12/9/15 at 3:00 p.m., R36 was laying in 
bed with R36's indwelling urinary drainage bag 
and tubing placed under the bed, directly on the 
floor.  

On 12/19/15 at 10:42 a.m., R36 was laying in bed 
and R36's indwelling urinary drainage bag and 
tubing was again placed under the bed, laying 
directly on the floor.  

On 12/11/15 at 1: 16 p.m., E2 (Director of 
Nurses/DON) stated, "Catheter bags and tubing 
can be placed anywhere where it doesn't raise 
above the level of the bladder, but not touching 
the floor and/or laying on the floor."  

3.  In the dining room on 12/11/15 at 1:05 p.m., 
R106's indwelling catheter bag and tubing was 
laying on the floor under R106's wheelchair.  At 
this time, E30 (CNA) put gloves on and picked up 
R106 catheter bag and tubing to re-clip below 
R106's wheelchair.  E30 then removed soiled 
gloves and without performing any hand hygiene, 
assisted R106 in retrieving a napkin and utensils 
for 106's lunch meal.  
On 12/11/15 at 1:10 p.m., E30 verified that 
R106's indwelling catheter urinary drainage bag 
and tubing were on the floor and stated, "Catheter 
bags and tubing should be off the floor at all 
times."  
On 12/11/15 at 1:16 p.m., E2 (Director of Nurses) 
stated, "(E30) should've washed their hands after 
hanging the catheter and removing soiled 
gloves...catheter bags should not touch the floor 
and/or lay on the floor."
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