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F 0690

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate 
catheter care,  and appropriate care  to prevent urinary tract infections.

41155

Based on observation, review of clinical records and staff interviews the facility failed to provide the 
necessary care and services to maintain urinary catheters in a safe and sanitary manner for 3 (Resident 
#900, #899 and #800) of 4 residents reviewed with indwelling urinary catheters.

The findings included:

During the initial facility tour on 3/4/25 at 9:47 a.m., Resident #900's indwelling catheter drainage bag was 
observed on the floor.

Photographic evidence obtained.

On 3/4/25 at 9:52 a.m., Registered Nurse (RN) Staff A verified Resident #900's catheter drainage bag was 
on the floor. 

On 3/4/25 at 10:00 a.m., an observation from the 100 hall revealed Resident #899's catheter drainage bag 
was located on the side of the bed facing the doorway to his room and was very full. There was no privacy 
cover and the drainage bag and urine were visible by staff, other residents and visitors, passing by the room. 

On 4/4/25 at 10:05 a.m., in an interview RN Staff A confirmed Resident #899's catheter drainage bag was 
very full and visible to anyone passing by the residents room. 

Photographic evidence obtained.

On 4/4/25 at 2:56 p.m., in an interview Certified Nursing Assistant (CNA) Staff G said the urinary catheter 
drainage bag of residents who have indwelling urinary catheters was to be attached to the bed frame on the 
side away from the door so no one can see it. CNA Staff G said if the resident was up in a wheelchair or 
walking you have a leg bag or a privacy bag. The CNA said, Always privacy, cover them, and keep the 
drainage bag off the floor.

On 3/4/25 at 3:15 p.m., during an observation from the 200 hallway Resident #800's catheter drainage bag 
was noted to be on the floor and visible from the hallway.

Photographic evidence obtained.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

On 3/4/25 at 3:20 p.m., RN Staff C said Ok when informed that Resident #800's catheter drainage bag was 
on the floor. RN Staff C did not remove the resident's urinary catheter bag from the floor. 
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