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F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33778

Based on record review, resident, staff, nurse practitioner, and physician interviews, the facility failed to notify 
the resident's representative about the changes in medication administration regimen for Zyprexa 
(antipsychotic) for 1 of 1 resident reviewed for notification (Resident #6). 

Findings included:

Resident #6 was readmitted to the facility on [DATE]. Review of Resident 6's recent Annual Minimum Data 
Set (MDS) assessment, dated 1/11/22, revealed that Resident #6 was cognitively intact. 

Record review revealed the Psychiatric Nurse Practitioner (NP#1) visit note dated 2/3/22 indicated that 
Resident #6 had clinical indications for a gradual dose reduction (GDR) trial. For this purpose, on 2/3/22, NP 
#1 ordered to reduce Zyprexa from 10 mg to 5 mg by mouth at bedtime. 

Review of the physician's order for Resident #6 revealed an order dated 2/3/22 to discontinue Zyprexa 10 
mg by mouth daily and start Zyprexa 5 mg by mouth daily for (GDR).

Review of the Medication Administration Record (MAR) for Resident #6 for February 2022 revealed on 
2/3/22 the order to discontinue Zyprexa 10 mg was completed as ordered, but the new order for Zyprexa 5 
mg was not transcribed to the MAR until 2/16/22. Zyprexa was not administered from 2/4/22 to 2/15/22. 

Record review of the nurses' notes, dated 2/16/22, revealed that Resident #6's family member stated she 
was not notified about changes for medication administration of Zyprexa and had a concern about possible 
withdrawal syndrome (unpleasant reaction to abrupt drug ceasing) for the resident. 

Record review revealed the Psychiatric Nurse Practitioner (NP#1) visit note, dated 2/17/22, indicated she 
had a phone conversation with Resident #6's family, apologized for the notification issue.

On 3/28/22 at 9:45 AM during an interview, Resident #6 indicated that she received several medications 
every day and did not know all of them. The resident preferred the staff to notify her daughter about any 
changes because the daughter knows better.

(continued on next page)
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F 0580

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 3/28/22 at 1:55 PM, during an interview, Unit Manager indicated that on 2/3/22, NP #1 changed Resident 
#6's the order for Zyprexa discontinuing 10 mg daily and initiating an order for 5 mg per day. The floor nurse 
(Nurse #11) who received the new order failed to transcribe the new order for 5 mg Zyprexa daily and also 
failed to notify the family about medication regimen changes and document it in the medical records.

On 3/28/22 at 11:25 AM, during an interview, Director of Nursing (DON) confirmed Nurse #11 had not 
notified Resident #6 ' s family of changes with her Zyprexa order. The DON expected the staff to notify the 
family about changes in the medication administration regimen and document it in the chart. DON stated that 
Nurse #11 left the facility and was not available for an interview.

On 3/29/22 at 12:00 PM, during the phone interview, Medical Director, expected the staff to notify the 
resident's family about changes in medication regimen at all the time. 

On 3/28/22 at 3:30 PM, during the phone interview, NP #1 confirmed that it was her expectation for the 
nurses to notify the family about changes in the medication administration regimen. On 2/16/22, NP #1 
contacted the resident's family, apologized for no notification of medication administration changes, and 
explained that Resident #6 received other psychotropic medications and did not have withdrawn syndrome. 
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Alamance Health Care Center 1987 Hilton Road
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F 0607

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop and implement policies and procedures to prevent abuse, neglect, and theft.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44377

Based on staff interviews, record review, the facility failed to implement the abuse policy in the area of 
investigation for 1 of 1 sampled resident who had an allegation of abuse (Resident #1).

The findings included: 

Review of the policy titled Abuse/Investigative Reporting: Abuse/Neglect/Misappropriation/Crime revised 
2/11/22, read in part: section 10: The administrator or designee must immediately initiate an investigation. 
This investigation includes interviewing all staff involved, any family involved, and all patients involved. 

Resident #1 was admitted to the facility 7/21/21. His quarterly Minimum Data Set (MDS) dated [DATE] 
indicated he was cognitively intact. 

A written statement dated 3/16/22 completed by the Talk Therapist described a report from Resident #1 of 
verbal abuse on 3/15/22 in which a male Nurse Aid (NA #5) told Resident #1 if you weren't sick, I would beat 
you while providing care in his room. The therapist did not witness the verbal abuse. 

In a written interview of NA #5 by the Administrator dated 3/17/22, Na #5 denied any inappropriate language 
or comments toward Resident #1. 

Na #5 could not be reached for interview. 

The facility's Administrator and Director of Nursing (DON) provided the following related to their investigation: 
a documented telephone interview with NA #5, documentation of an interview with Resident #1 and his 
roommate. A letter dated 3/22/22 submitted to the State Agency described the allegation and investigation 
and concluded the allegation was unsubstantiated. 

Resident #1 no longer resided in the facility. 

During an interview on 3/29/22 at 10:35 AM, the Administrator recalled interviewing Resident #1 and his 
roommate following the allegation of verbal abuse. She revealed they did not interview all residents that NA 
#5 had worked with, only Resident #1 and his roommate. The investigation did not include interviews of staff 
members working with NA #5. The Administrator indicated that NA #5 was let go and she did not feel the 
need to interview other residents since the named employee no longer worked at the facility. She felt all 
residents involved included Resident #1 and his roommate. 
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F 0656

Level of Harm - Actual harm

Residents Affected - Some

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33778

Based on record review, staff, Nurse Practitioner, and Medical Director interviews, the facility failed to 
develop and implement effective interventions when the resident manipulated and taped his condom 
catheter; when the resident refused ADL (activities of daily living) care; when the resident refused full body 
skin assessments for 1 of 8 residents, (Resident #7). On 3/13/22 Resident #7 arrived at the Emergency 
Department (ED) with significant swelling of his scrotum and groin and his condom catheter was extensively 
taped with medical tape. The skin assessment in ED described multiple excoriated lesions to his foreskin 
with active bleeding, multiple skin discolorations, two sacral pressure ulcers and abrasions over the body. 
One Resident #7's toenails lifted up from the nail bed when his compression hose were removed.

Findings included:

Resident #7 was admitted to the facility on [DATE]. His quarterly Minimum Data Set (MDS) assessment, 
dated 12/4/21, revealed his intact cognition. Resident #7's diagnoses included hereditary spastic paraplegia 
(paralysis of the legs and lower body), neuromuscular dysfunction of the urinary bladder, encounter for fitting 
and adjustment of urinary device, major depressive disorder, and fungal feet infection. The MDS assessment 
indicated the resident required extensive assistance with ADL, was always incontinence of bowel and 
bladder, and used a condom (external) catheter. He exhibited rejection of care 1 to 3 days during the 7-day 
look back. 

Record review of Resident #7's plan of care, dated 3/6/22, revealed he exhibited adverse behavioral 
symptoms as resistive to care. The interventions were to administer medications as ordered, monitor, and 
document for side effects and effectiveness. 

The resident had an ADL self-care performance deficit. The resident often refused repositioning in bed, bed 
baths and incontinence care, skin observations and assessments. There were no effective interventions 
related to refusing assistance with ADL. 

Record review of Resident #7's plan of care, dated 3/6/22, revealed he had a condom catheter, manipulated 
his condom catheter, and wrapped it with tape regardless of education. The interventions were to change the 
condom catheter per the physician's order, position 36 mm (millimeter) condom catheter bag and tubing 
below the level of the bladder, monitor for signs of discomfort in urination and frequency and pain due to the 
catheter. There were no interventions, related to wrapping the condom with tape and possible negative 
outcomes.

Record review of Resident #7's plan of care, dated 3/6/22, revealed he often refused skin observations and 
assessments. There were no effective interventions to address the resident refusing skin assessments.

Record review of Resident #7's plan of care, dated 3/6/22, revealed he often refused the compression hose 
application and removal per schedule. The plan of care did not show interventions to address the resident's 
refusal and noncompliance. 

(continued on next page)
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F 0656

Level of Harm - Actual harm

Residents Affected - Some

On 3/29/22 at 11:50 AM, during an interview, Nurse #12, MDS Nurse, indicated that she was responsible for 
care planning and conducting resident assessments. Nurse #12 mentioned that she worked a long time on 
the floor with Resident #7 and was very familiar with his refusal behavior. The plan of care reflected the 
resident ' s current interventions for refusal behavior to provide medications per order and monitoring. Nurse 
#12 confirmed that the interventions, included in the plan of care, were discussed with Director of Nursing 
(DON), the Unit Manager. Nurse #12 mentioned that the effectiveness of interventions was limited.

Review of the physician's orders for February - March 2022 for Resident #7 revealed the orders: 

to complete weekly skin assessment and document it;

Record review of multiple nurses' notes for 2022 revealed that Resident #7 often refused ADL assistance, 
including incontinence care, bed baths, and skin assessments. The resident often did not allow the staff to 
apply the condom catheter, assess his genitalia for a skin break down or provide catheter care. The resident 
constantly manipulated his condom catheter and wrapped it with white, adhesive tape that was not provided 
by the facility. The resident was educated about the possible negative outcome of his manipulation with tape 
but continued the same behavior. The resident did not allow the staff to remove the compression hose from 
his lower legs at noon, according to the physician's order. The staff educated the resident that the lengthy 
compression hose application could cause numbness, tingling, and rashes in the legs. Resident #7 would 
agree but would not allow the staff to remove the ted hose. The resident often refused full body skin 
assessment, skin check of his back area, and lower legs skin for compression hose application. The staff 
attempted to offer the skin assessment later with the same result. 

On 3/28/22 at 1:45 PM, during an interview, Nurse #6, Unit Manager, indicated that Resident #7 was 
alert/oriented, and could make his own decisions. He was known for refusal and manipulative behavior. 
Based on his psychiatric diagnoses, the resident received psychiatric visits and treatment. The 
Interdisciplinary Team discussed his situation and agreed with current interventions that were partially 
effective for the resident. 

On 3/29/22 at 7:10 AM, during an interview, Nurse #5 indicated that Resident #7 refused routine ADL care, 
skin assessments and compression hose applications. The resident did not allow the staff to provide overall 
condom catheter care and manipulated with white tape around his condom catheter very often. 

3/29/22 at 9:00 AM, during the phone interview, Nurse #8 indicated that she was assigned for Resident #7 
on third shift. He refused his condom catheter care and incontinence care. The resident became agitated 
with repeated offers. On 3/9/22, the resident requested to have more white tape to apply on his condom 
catheter. The resident was confused. Nurse #8 reoriented him and reminded him that he placed the tape 
around the condom himself and he refused to remove the tape from his condom catheter. Nurse #8 did not 
know how the resident received the white tape. 

On 3/30/22 at 8:30 AM, during an interview, Nurse Aide (NA) #6 indicated that on first shift of 3/8/22, 
Resident #7 refused to change his adult brief, refused the bed bath or repositioning in bed. The resident 
stated, he received it yesterday. 

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Some

On 3/30/22 at 8:40 AM, during the phone interview, NA #2 indicated that she worked with Resident #7 on 
night shift of 3/12/22. The resident refused care, became agitated, and did not allow the staff to touch him in 
bed. She could observe resident's upper body, not covered with blanket, and the resident refused full body 
skin observation. 

On 3/30/22 at 8:40 AM, during the phone interview, NA #7 indicated that he worked with Resident #7 on 
3/7/22, 3/9/22, 3/11/22 and 3/12/22 during first shift. NA #7 stated the resident often refused incontinence 
care, often applied the white tape around the condom and did not want to remove it. NA #7 did not know how 
the resident received the tape and observed the roll of white tape in resident's room. 

On 3/30/22 at 9:30 AM, during an interview, NA #8 indicated that she worked with Resident #7 on first shift of 
3/10/22. Nurse Aide #8 attempted several times to offer the incontinence care and the resident refused it. At 
the end of shift, the resident accepted incontinence care, and the nurse aide observed the condom catheter 
had come off. The penis, scrotum and perineal area were dark color, with dry skin and no skin issues. There 
was some redness noted on the glans penis without discharge. The resident stated it did not bother him at 
all. NA #8 stated this was reported to the floor nurse. 

Hospital records review revealed that on 3/13/22, Resident #7 arrived at the Emergency Department (ED) 
with significant swelling of his scrotum and groin and his condom catheter was extensively taped with 
medical tape. The skin assessment in ED described multiple excoriated lesions to his foreskin with active 
bleeding, multiple skin discolorations, two sacral pressure ulcers and abrasions over the body. The staff in 
ED found an identification band embedded in his back skin and during removal of compression hose a 
toenail partially lifted from the nail bed. 

On 3/28/22 at 2:15 PM, during an interview, the Director of Nursing (DON) indicated that Resident #7 was 
alert, oriented, and his own responsible party. His plan of care reflected his diagnoses and behavioral 
problems. The interventions were to provide treatment per physician ' s orders and monitor and report 
episodes of adverse behavior. The DON stated regardless of education and psychiatric treatment, the 
resident continued his resistance to care and refusal behavior. 

On 3/28/22 at 3:40 PM, during the phone interview, Psychiatric Nurse Practitioner (NP #1) indicated that 
Resident #7, according to his mental status assessment, was cognitively intact and made his own decisions. 
He had psychiatric diagnoses with refusal, resistance to care/treatment, and manipulative behavior, and 
received psychotropic medications and psychotherapy with very little progress. NP #1 adjusted the resident's 
psychotropic medication regimen with limited and temporary effects on his behavior.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33778

Based on record review, staff, nurse practitioner, and physician interviews, the facility failed to administer 
Zyprexa (antipsychotic medication) as ordered by the physician for 12 days. The failure occurred for 1 of 1 
resident, reviewed for the provision of care according to professional standards (Resident #6). 

Findings included:

Resident #6 was readmitted to the facility on [DATE]with diagnoses that included dementia with behavioral 
disturbance. A review of Resident 6's recent Annual Minimum Data Set (MDS) assessment, dated 1/11/22, 
revealed that Resident #6 was cognitively intact. She received antipsychotic medication. 

Record review revealed the Psychiatric Nurse Practitioner (NP #1) visit note dated 2/3/22 indicated that 
Resident #6 had clinical indications for a gradual dose reduction (GDR) trial. For this purpose, on 2/3/22, 
reduce Zyprexa (antipsychotic medication) by mouth at bedtime from 10 milligrams (mg) to 5 mg. 

A review of the physician's order for Resident #6 revealed: an order date dated 2/3/22 to discontinue 
Zyprexa 10 mg by mouth daily and start Zyprexa 5 mg by mouth daily for gradual dose reduction (GDR).

A review of the Medication Administration Record (MAR) for Resident #6 for February 2022 revealed on 
2/3/22 the order to discontinue Zyprexa 10 mg was completed as ordered, but the new order for Zyprexa 5 
mg was not transcribed to the MAR until 2/16/22. Zyprexa was not administered from 2/4/22 to 2/15/22. 

Record review of the multiple nurses' notes for 2/4/22 - 2/16/22 revealed that the staff monitored Resident #6 
' s condition/behavior, and she did not exhibit withdrawal syndrome (unpleasant reaction to abrupt drug 
ceasing). 

On 3/28/22 at 1:55 PM during an interview, the Unit Manager indicated on 2/3/22 the psychiatric NP #1 
changed Resident #6's order for Zyprexa from 10 mg to 5 mg. The floor nurse (Nurse #11) who received the 
new order, discontinued 10 mg of Zyprexa and did not transcribe the new order for 5 mg. As a result, 
Resident #6 did not receive Zyprexa until the resident's family called nursing staff on 2/16/22, and the 
situation was corrected. From 2/4/22 to 2/15/22, the resident continued receiving other psychotropic 
medications and did not show withdrawal symptoms. 

Record review revealed NP #1's visit note, dated 2/17/22, indicated a phone conversation was conducted 
with Resident #6's family. NP #1 explained the purpose of a GDR and apologized that the order for Zyprexa 
was not transcribed correctly. As a result, the resident did not receive Zyprexa for twelve days. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 3/28/22 at 11:25 AM during an interview the Director of Nursing (DON) indicated that in February 2022, 
for Resident #6 ' s GDR trial, NP #1 discontinued 10 mg of Zyprexa and ordered 5 mg of Zyprexa. Nurse #11 
documented in the MAR the order to discontinue 10 mg of Zyprexa but did not transcribe the new order for 5 
mg Zyprexa on 2/3/22. DON stated that Nurse #11 left the facility and was not available for an interview. 

On 3/29/22 at 12:00 PM, during the phone interview, Medical Director expected the staff to follow the 
physician's order and transcribe it to the MAR on time. 

On 3/28/22 at 3:30 PM, during the phone interview, NP #1 indicated that a GDR trial was ordered on 2/3/22 
for Resident #6 and she changed the order for Zyprexa from 10 mg to 5 mg by mouth daily. On 2/16/22, the 
staff reported that by mistake, Zyprexa was discontinued on the MAR, and Resident #6 did not receive it 
from 2/4/22 to 2/15/22. On 2/16/22, the facility corrected the medication order error, and NP #1 contacted the 
resident's family with an apology for the mistake. NP #1 stated that the resident did not have withdrawal 
syndrome because she received other scheduled and as needed psychotropic medications. 
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Level of Harm - Actual harm

Residents Affected - Some

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33778

Based on record review and staff, Nurse Practitioner, and Medical Director interviews, the facility failed to 
complete full body skin assessments, including resident's genitalia, back and lower legs for 1 of 8 sampled 
residents (Resident #7). On 3/13/22, Resident #7 was sent to the emergency department (ED) for evaluation 
and the ED records indicated the Resident had significant swelling of his scrotum and groin, multiple 
excoriations to his foreskin with active bleeding, two sacral pressure ulcers and multiple skin discolorations 
over the body. In addition, an identification band (ID) band was imbedded in his back and a toenail partially 
lifted when they removed his compression hose. 

Findings included:

Resident #7 was admitted to the facility on [DATE]. His discharge Minimum Data Set (MDS) assessment, 
dated 3/13/22, revealed intact cognition. Resident #7's diagnoses included hereditary spastic paraplegia 
(paralysis of the legs and lower body), neuromuscular dysfunction of the urinary bladder, encounter for fitting 
and adjustment of urinary device, major depressive disorder, and fungal feet infection. The resident received 
extensive assistance with ADL, was always incontinent for bowel and bladder, and used a condom (external) 
catheter. He exhibited rejection of care 1 to 3 days during the 7-day look back, and received psychotropic 
medications and psychotherapy. 

Review of Resident #7's plan of care, dated 3/6/22, revealed that due to his diagnosis of major depression, 
he exhibited adverse behavioral symptoms: resistive to care, agitation, refusing medications and treatment. 
The interventions were to administer medications as ordered, monitor, and document for side effects and 
effectiveness. 

Review of the physician's orders for February - March 2022 for Resident #7 revealed the orders: 

to complete a weekly skin assessment every Friday's day shift and document it;

to apply condom catheter, provide catheter care, validate anchor for the catheter and privacy bag every shift, 
change it as needed; to apply the compression hose in the morning and remove it at noon. 

Record review of the skin assessments for Resident #7 revealed his last documented full skin assessment, 
dated 3/4/22. Nurse #5, who conducted the assessment, documented the resident's skin was intact. 

On 3/28/22 at 11:50 AM, during an interview, Nurse #12 indicated that on first shift of 3/11/22, she was 
assigned to Resident #7 and he refused the skin assessment. The nurse came back with the same offer 
twice during her shift with the same result. Nurse #12 did not notify the physician she did not complete the 
skin assessment due to the resident's refusal. 

On 3/29/22 at 7:10 AM, during an interview, Nurse #5 indicated that Resident #7 refused skin assessments 
very often. Before his discharge to the hospital on 3/13/22, the last time Nurse #5 completed his full body 
assessment was on 3/4/22, and did not find skin issues.

(continued on next page)
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Review of the care tracker for March 2022 revealed that on 3/2/22, 3/3/22, 3/8/22, and 3/11/22, nurse aides 
observed Resident #7 ' s skin without new skin conditions. 

Review of the nurses' notes, dated 3/13/22 at 4:32 AM, revealed that Resident #7 complained of the 
abdominal pain. Upon assessment, the resident ' s penis and scrotum were purple and swollen, and purple 
urine was observed in the catheter drainage bag. Nurse #7 reported this to the physician on call. She 
received an order for the hospital evaluation, which the resident refused when the Ememrgency Medical 
Service (EMS) team arrived. After conversation with EMS team and floor staff, the resident agreed to go to 
the hospital. 

Nurse #7 was not available for interview. 

Hospital records review revealed that on 3/13/22, Resident #7 arrived at the Emergency Department (ED) 
with significant swelling of his scrotum and groin, and his condom catheter was extensively taped with 
medical tape. The skin assessment in ED described multiple excoriated lesions to his foreskin with active 
bleeding, multiple skin discolorations, two sacral pressure ulcers and abrasions over the body. The staff in 
ED found an ID (identification) band embedded in his back skin and during removal of compression hose a 
toenail partially lifted from the nail bed. 

On 3/28/22 at 2:15 PM, during an interview, Director of Nursing ( DON) expected weekly skin assessments 
to be done weekly as ordered by the physician. She was aware of skin assessments not being completed 
per schedule or in full due to Resident #7's resistance to care behavior. The DON could not provide Resident 
#7's skin assessment documentation after 3/4/22 through when he was discharged on [DATE]. The DON 
confirmed that the facility did not utilize the armbands. She did not know how the resident could get the 
armband embedded in his back as hospital nurses described. 

On 3/28/22 at 3:40 PM, during the phone interview, Psychiatric Nurse Practitioner (NP #1), indicated that 
Resident #7 was cognitively intact and made his own decisions. NP #1 was aware that he refused care, 
including skin assessments. The NP #1 stated she had adjusted the resident's psychotropic medication 
regimen with limited and temporary effects on his behavior. 

On 3/29/22 at 12:00 PM, during an interview, the Corporate Nurse Consultant indicated that Resident #7's 
skin assessment and documentation should have been completed weekly and as needed.

On 3/29/22 at 12:00 PM, during a phone interview, the Medical Director stated he was aware of Resident 
#7's behavior issues. The Medical Director further stated that the staff could not forcefully push 
alert/oriented, cognitively intact residents to do or not to do tasks until it became dangerous for himself or 
others. The interview further revealed staff continued to educate the resident about possible negative 
outcomes of his non-compliance and provide psychiatric evaluation and treatment with monitoring.
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Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate 
catheter care,  and appropriate care  to prevent urinary tract infections.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 33778

Based on the record review, staff, Nurse Practitioner, and Medical Director interviews, the facility failed to 
manage the care for a condom catheter; the facility had knowledge the resident was applying a condom 
catheter independently without a physician's order, and wrapping medical tape around the condom catheter; 
the facility failed to consider alternative interventions for the resident's urinary incontinence for 1 of 2 
residents reviewed for urinary catheters (Resident # 7). On 3/13/22 Resident #7 arrived at the Emergency 
Department (ED) with significant swelling of his scrotum and groin and his condom catheter was extensively 
taped with medical tape. The condom catheter was removed immediately on arrival due to concerns for 
compromised circulation to the penis and scrotal area. Blood was observed coming from his penis when the 
catheter was removed. The skin assessment in ED described multiple excoriated lesions to his foreskin with 
active bleeding. Resident #7 was admitted due to suspected septic shock.

Findings included:

Record review revealed the facility's policy, Urinary Catheter Care and Catheterization, dated 11/1/19, 
indicated for licensed nurses the procedure of application of the condom catheter in accordance with the 
standard of practice. The nurse should assess the penis for skin discoloration, swelling and signs of impaired 
circulation several times each shift, and document in the progress notes the date/time of procedure, size of 
the catheter, skin and penis condition during the external catheter application, any unusual findings, and 
urine appearance and amount. 

Resident #7 was admitted to the facility on [DATE]. His quarterly Minimum Data Set (MDS) assessment, 
dated 12/4/21, revealed his intact cognition. Resident #7's diagnoses included hereditary spastic paraplegia 
(paralysis of the legs and lower body), neuromuscular dysfunction of the urinary bladder, encounter for fitting 
and adjustment of urinary device, and major depressive disorder. The MDS indicated the resident required 
extensive assistance with activities of daily living (ADL), was always incontinent for bowel and bladder, and 
used a condom (external) catheter. He exhibited rejection of care 1 to 3 days during the 7-day look back, and 
received psychotropic medications and psychotherapy. 

Record review of Resident #7's plan of care, dated 3/6/22, revealed that he had a condom catheter, 
manipulated his condom catheter, and wrapped it with tape regardless of education that this is not 
appropriate and can lead to injury. The interventions were to change the condom catheter per the physician's 
order, position the condom catheter bag and tubing below the level of the bladder, and monitor for signs of 
discomfort in urination and frequency and pain due to the catheter. The same plan of care indicated that the 
resident exhibited adverse behavioral symptoms as resistive to care. The interventions were to administer 
medications as ordered, monitor, and document for side effects and effectiveness. 

Review of the physician's orders for Resident #7, dated 12/3/21, revealed the orders to apply condom 
catheter, provide catheter care, validate the anchor for the catheter and privacy bag every shift, and change 
it as needed.

(continued on next page)
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Records review revealed the written statement of the Director of Nursing (DON), dated 2/15/22, indicate that 
DON educated Resident #7 regarding the risks and consequences of continuous refusal of care and 
inappropriate actions witnessed with regard to taped condom catheter and serious danger of this action up to 
including death. Resident #7 replied If I die, I die.

Records review of the nurses' notes, dated 2/16/22, revealed that Resident #7 asked this to put his condom 
catheter back on because it came off. Nurse #12 applied the condom catheter and the resident requested to 
put tape around his penis. The Nurse #12 refused to do it, explained the hazard in using tape and that it 
could cause serious skin issues, and was encourage not to use it. Resident #7 stated he would use it 
anyway. 

On 3/28/22 at 1:25 PM, during an interview, Social Worker (SW) was aware that Resident #7 often did not 
allow the staff to apply condom catheter. SW remembered in February 2022, the resident asked her for tape, 
which he would apply to the condom. SW replied that the facility employed experienced staff for condom 
catheter application, according to the standard of care. SW mentioned that using the tape could lead him to 
bad and scary consequences. Resident #7 verbalized that SW probably right, but he does not like anyone 
but him touching his catheter. The SW notified the floor nurse (could not recall the name). 

On 3/29/22 at 9:00 AM, during the phone interview, Nurse #8 indicated that Resident #7 refused condom 
catheter application and care very often and preferred to complete this task himself. On 3/9/22, he was 
observed with white tape around the condom. When the nurse asked to remove it, the resident became 
agitated, confused, and requested to have more white tape. The nurse reoriented him to the place and 
reminded him that he had placed the tape around the condom himself. The resident fell back to sleep and did 
not allow Nurse #8 to remove the tape from his condom catheter. Nurse #8 did not know where the resident 
received the white tape. There was no edema or discoloration of resident's genitalia noted. On 3/9/22, Nurse 
#8 did not notify the nurse practitioner or physician because it was well known and the resident's routine 
behavior. 

Review of the nurses' notes, dated 3/13/22 at 4:32 AM, revealed that Resident #7 complained of the 
abdominal pain. Upon assessment, the resident had purple, swollen private area, and purple urine in the 
catheter drainage bag and presented symptoms of upper abdominal pain. Nurse #7 reported it to the 
physician on call. She received an order for the hospital evaluation, which resident refused when the 
Emergency medical Service (EMS) team arrived. After additional conversation with the EMS team and floor 
staff, the resident agreed to go to the hospital. 

The Nurse #7, who was assigned for Resident #7 on 3/13/22, was not available for interview.

On 3/28/22 at 1:45 PM, during an interview, Nurse #6, Unit Manager, indicated the nurses reported that 
Resident #7 refused assistance with condom catheter application and skin assessment of his private area, 
and constantly manipulated with white tape around the condom. The staff educated the resident about 
possible poor outcomes, but he continued the same behavior. Nurse #6 reported it to the Director of Nursing 
(DON) and Nurse Practitioners several times. On 3/13/22, Nurse #7 reported that the resident complained of 
abdominal pain. Upon assessment, his genitalia were enlarged, swollen, and purple. Nurse #7 
communicated this to the physician on call and obtained an order to send the resident to the hospital. 

(continued on next page)
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Record review of the EMS report, dated 3/13/22, revealed the team observed Resident #7 to have a condom 
catheter that was taped extensively to his penis with medical tape. His scrotum was also noted to be 
enlarged and tight. The urine in the drainage bag was purple. 

Hospital records review revealed that on 3/13/22, Resident #7 arrived at the Emergency Department (ED) 
with significant swelling of his scrotum and groin and his condom catheter was extensively taped with 
medical tape. There was purple colored urine in the drainage bag. The skin assessment in ED described 
multiple excoriated lesions to his foreskin with active bleeding. It was also noted the condom catheter was 
removed immediately on arrival due to concerns for compromised circulation to the penis and scrotal area. 
Blood was observed coming from his penis when the catheter was removed. Resident #7 was admitted due 
to suspected septic shock.

Records review revealed the written statement of the Administrator, dated 3/28/22, indicated that Nurse #7, 
assigned for the Resident #7 on 3/13/22, reported she assessed the resident: his private area was red/purple 
and swollen with purple urine in the drainage bag. Nurse #7 called Emergency Medical Service (EMS). The 
resident refused to go to the hospital, but after additional conversation, EMS team took the resident to the 
Emergency Department (ED).

On 3/28/22 at 3:40 PM, during the phone interview, Psychiatric Nurse Practitioner (NP #1) indicated that 
Resident #7 was cognitively intact and made his own decisions. NP #1 was aware that he refused care, 
including condom catheter care. NP #1 indicated the resident's psychotropic medication regimen was 
adjusted with limited and temporary effects on his behavior.

On 3/29/22 at 7:10 AM, during an interview, Nurse #5 indicated that Resident #7 did not allow the staff to 
provide overall condom catheter care and manipulated with white tape around his condom catheter very 
often. 

On 3/29/22 at 11:50 AM, during an interview, Nurse #12, indicated that Resident #7 did not comply with 
condom catheter application and care. He constantly manipulated his condom catheter, did not allow the 
staff to provide catheter care, used white tape around the condom, and rejected the genitalia skin check. The 
Nurses #12 did not document in the nurses notes each time she observed the tape around resident's 
condom catheter. She did not notify the NP or Medical Director every time the resident applied the tape on 
his condom catheter. 

On 3/30/22 at 8:40 AM, during the phone interview, Nurse Aide #7 indicated that Resident #7 often applied 
the white tape around the condom and did not want to remove it. Nurse Aide #7 did not know how the 
resident received the tape and observed the roll of tape in the resident's room. Nurse Aide #7 did not touch 
the tape on the condom catheter because nurses provided the condom catheter application, adjustment, and 
removal procedures. The resident was well known for tape application around his condom catheter, so Nurse 
Aide #7 did not notify the nurses when he observed tape on the condom catheter. 

On 3/30/22 at 9:30 AM, during an interview, Nurse Aide #8 indicated that she often observed Resident #7 
with tape around his condom catheter. He did not allow the staff to remove it. Nurse Aide #8 did not know 
where and how the resident received the tape, he used for his condom catheter. Nurse Aide #8 stated at 
times she reported it to the floor nurses, who would come to talk to the resident. 
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On 3/30/22 at 2:55 PM, during an interview, the DON stated she was aware that Resident #7 was not in 
compliance with condom catheter application and care. The staff reported he applied tape around the 
condom and refused to remove it. The staff did not provide the tape to the resident. The DON stated most 
likely, he ordered it online and had it delivered to the facility. The Resident's behavior, risks, and 
consequences of continuous refusal of care, inappropriate actions witnessed with regard to taped condom 
catheter, with possible serious danger of this action, was discussed with NP #1 and Medical Director. On 
2/2/22 and 2/24/22, during the visits, NP #1 adjusted the psychotropic medication regimen without significant 
changes in the resident behavior. When Nurse #7 assessed the resident with swollen genitalia and purple 
urine in the drainage bag, she sent the resident to the ED per the physician's order.

On 3/29/22 at 12:00 PM, during the phone interview, Medical Director was aware of Resident #7's behavior 
issues, including not following the physician's orders for a condom catheter. Medical Director stated that the 
staff could not forcefully push alert/oriented, cognitively intact residents to do or not to do tasks until it 
becomes dangerous for himself or others. The Medical Director mentioned he did not visit the Resident #7 
but discussed his situation with NP#1. In the case like that, the Medical Director would contact the resident's 
family, but the staff reported the Resident #7 was estranged from his family and had no support. Therefore, 
the NP#1 adjusted the psychotropic treatment, and the staff continued to educate the resident about possible 
negative outcomes of his non-compliance and provided monitoring. 
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