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This visit was for a Recertification and State 

Licensure Survey.

Survey dates: December 16, 17, 18, 19, and 20, 

2024

Facility number: 000398

Provider number: 155564

AIM number: 100291110

Census Bed Type:

SNF/NF: 54

SNF: 13

Total: 67

Census Payor Type:

Medicare: 12

Medicaid: 46

Other: 9

Total: 67

This deficiency reflects State Findings cited in 

accordance with 410 IAC 16.2-3.1. 

Quality review completed December 26, 2024.

F 0000 Please accept this Plan of 

Correction for the Health Survey 

ending December 20,2024 as the 

Provider’s Letter of Credible 

Allegation of Compliance. This 

Provider respectfully requests 

consideration for paper 

compliance in lieu of a revisit 

survey for this Plan of Correction, 

with a completion date of 

December 23,2024.

 

 

 

483.80(a)(1)(2)(4)(e)(f) 

Infection Prevention & Control 

F 0880

SS=D

Bldg. 00

Based on observation, interview, and record 

review, the facility failed to implement infection 

control practices for 1 of 2 residents reviewed for 

urinary catheters. The urinary catheter bag was on 

the floor.(Resident 54)

Findings include:

F 0880  It is the policy of Miller’s Merry 

Manor, Mooresville to ensure that 

all catheter drainage bags, 

including privacy bags, and tubing 

will not touch the floor. Resident 

54’s catheter draining bag privacy 

cover was adjusted on her 

wheelchair to an appropriate 
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On 12/17/24 at 11:02 a.m., Resident  54 was 

observed to be sitting in her wheelchair with a 

urinary  catheter drainage bag in a privacy bag 

placed under the wheelchair. The privacy bag was 

dragging the floor as the staff was pushing her in 

the wheelchair.

On 12/17/24 11:13 a.m., Resident 54 was observed 

to be sitting in her wheelchair with a urinary 

catheter drainage bag in a privacy bag placed 

under the wheelchair. The privacy bag was 

dragging the floor as the staff was pushing her in 

the wheelchair.

On 12/18/24 at 11:02 a.m., Resident 54's clinical 

record was reviewed. The diagnoses included, but 

were not limited to, chronic kidney disease and 

neuromuscular dysfunction of the bladder (lack of 

bladder control due to brain, spinal cord, or nerve 

problem).

Resident 54's December 2024 Physician Order, 

indicated 16 French (size of catheter) catheter with 

a 10 milliliters balloon. 

Resident 54's care plan, dated 7/2/24, indicated 

she had a catheter for urinary retention and 

neuromuscular dysfunction of the bladder. The 

care plan lacked documentation of placement of 

catheter bag under wheel chair to assist with 

keeping drainage bag off the floor. 

During an interview on 12/20/24 at 11:55 a.m., 

CNA 1 indicated when drainage bag and cover 

were placed under the wheelchair, it should not 

touch or drag the floor.

On 12/20/24 at 12:30 p.m., the Director of Nursing 

(DON) provided the facility's policy, "Foley 

Catheter Care & Maintenance," dated 8/30/07, and 

height, to ensure it does not touch 

the floor. An audit of all residents 

with catheters was completed to 

ensure no privacy bags or tubing 

are touching the floor. 

All residents with urinary catheters 

have the potential to be affected 

by this deficient practice. All 

residents with urinary catheters 

have been audited to ensure no 

privacy bag or tubing is touching 

the floor.

All licensed nursing staff were 

inserviced on 12/23/24 on the 

Foley Catheter Care & 

Maintenance Policy and Procedure 

(Attachment A). Director of 

Nursing/Designee will monitor 

Residents with catheter drainage 

bags to ensure no privacy bag or 

tubing is touching the floor.

Quality of Care Review Quality 

Assurance Tool (Attachment B) 

will be utilized daily x4 weeks, 

weekly x4 weeks, monthly x3 

months, and quarterly thereafter to 

ensure privacy bags or tubing are 

not touching the floor.
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indicated it was the policy currently being used 

by the facility. A review of the policy indicated, 

"...1. When in bed or wheel chair:...b. Place in 

catheter cover bag underneath wheelchair... c. 

Ensure bag or tubing is not touching floor..."

3.1-18(b)(1)
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