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F 0690 Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate
catheter care, and appropriate care to prevent urinary tract infections.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review the facility failed to provide appropriate treatment and
Residents Affected - Few services for an indwelling catheter for three residents (R3, R4, R19) of three residents reviewed for

indwelling catheters, resulting in leaky catheter tubing, catheter tubing touching the floor and urine
collection bags being uncovered. Findings include: Resident #19:

R19 is [AGE] years old and admitted to the facility on [DATE]. R19 has a brief interview for mental
status (BIMS) score of 14, indicating that he is cognitively intact.

On 01/27/2026 at 10:21AM, during observation and interview with R19, the urine collection bag is
observed not covered, urine was present and it was visible from the hallway.

On 01/29/2026 at 8:36AM, during follow up observation and interview with R19, the urine collection
bag is observed not covered, urine was present and visible upon entering the room.

On 01/29/2026 at 8:41AM, an interview was conducted with the infection control (IC) nurse A. IC
nurse A was asked if the urine collection bags be covered with dignity bags. IC nurse A stated, yes,
they should be covered and off the floor.

Resident #3:

On 1/27/2026, at 10:51 AM, Resident #3 was resting in bed. The bed was in a low position. Their
urinary catheter bag was covered by a blue dignity bag which was resting on the fall matt on the floor.

On 1/27/2026, at 2:13 PM, Resident up in their wheelchair. Their urinary catheter tubing was wrapped
tight around their right leg towards the outside and hooked under their wheelchair.

On 1/28/2026, at 10:00 AM, a record review of Resident #3's electronic medical record revealed an
admission on [DATE] with diagnoses that included Diabetes, Parkinson's disease, Heart Failure and
the need for an indwelling urinary catheter. Resident #3 had severely impaired cognition.

Resident #4:
On 1/28/2026, at 9:37 AM, Resident #4 was up in their wheelchair propelling themselves in the
hallway using their feet on the floor. Their urinary catheter bag was hanging under their wheelchair.

The urinary catheter tubing was dragging on the floor as Resident #4 propelled though the hallway.

On 1/28/2026, at 9:40 AM, an observation along with Nurse B was conducted of Resident #4's
(continued on next page)
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F 0690 catheter tubing on the floor and Nurse B offered, yes, that should be tucked up.
Level of Harm - Minimal harm On 1/28/2026, at 10:30 AM, a record review of Resident #4's electronic medical record revealed a
or potential for actual harm readmission on [DATE] with diagnoses that included supra pubic urinary catheter surgical placement,

Cerebral Palsy and Depression. Resident #4 had intact cognition.
Residents Affected - Few
On 1/28/2026, at 1:35 PM, During Infection Control task, Infection Control (IC) Nurse A was alerted
Resident #4's catheter tubing was dragging on the floor while they propelled in the hallway. IC Nurse
A offered, Resident #4 was currently on antibiotics for a Urinary Tract Infection. IC Nurse A was also
alerted Resident #3's urinary drainage bag was resting on the fall matt on the floor.
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