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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review completed during a Complaint (2590368) investigation completed 
on 11/05/2025 the facility did not ensure that residents who had an indwelling Foley catheter (tube inserted 
into the bladder to drain urine) received the appropriate care and services to manage catheters for one (1) 
(Resident #3) of three (3) residents reviewed for foley catheters. Specifically, Resident #3 had a history of 
urinary tract infections and staff did not keep the urine collection bag below the level of Resident #3's bladder 
while the resident was sitting in their wheel chair, was not wearing a urine collection leg bag (a drainage bag 
that is attached to the thigh) as care planned, and there was no medical provider orders for the indwelling 
catheter and/or care of it. Additionally, Resident #3's comprehensive care plan was not updated to accurately 
reflect their urinary status. The finding is: The policy titled Catheter, Daily Care (Indwelling) dated 11/23/2022 
documented residents with indwelling catheters would have daily cleansing of the catheter tubing and 
perineal area for the purpose of preventing urinary tract infection. The policy documented a urinary drainage 
bag was always attached in a position below the level of bladder. The policy titled Comprehensive Care plan 
dated 06/18/2025 documented the nursing home would develop and implement a comprehensive, 
person-centered care plan for each resident in accordance with Center for Medicare and Medicaid Services 
regulations. This care plan would address the resident's medical and nursing needs and would be reviewed 
and revised regularly to ensure optimal care. The policy documented the development of the comprehensive 
care plan should be a person-centered approach reflecting the resident's preference, goals and values. The 
policy documented that the care plan should be implemented as soon as it was developed. Review and 
revise the care plan after each assessment and as needed based on the resident's changing needs and 
preferences. Resident #3 had diagnoses including severe intellectual disabilities, hydronephrosis 
(enlargement of the kidney) and retention of urine. The Minimum Data Set (a resident assessment tool), 
dated 10/24/2025, documented the resident had severe cognitive impairment, was rarely/never understood, 
rarely/never understands, and had an indwelling catheter. Review of the Comprehensive Care Plan with an 
initiated date of 10/22/2025 documented Resident #3 had an alteration in bladder/bowel elimination related 
to chronic foley and left nephrostomy (a thin tube that drains urine from the kidney into a bag). The 
interventions included that the resident was frequently incontinent of bladder, to provide incontinent care 
every 2-4 hours, and check and change every 2-4 hours. For an indwelling foley catheter-record output every 
shift and for a Suprapubic catheter (a tube inserted into the bladder, through the abdomen, to drain 
urine)-record output every shift. The care plan documented Resident #3 was at risk for infection related to an 
indwelling urinary catheter. The care plan also documented Resident #3 required an indwelling urinary 
catheter related to urinary retention, 8/1/25 foley and left nephrostomy tube. Interventions included enhanced 
barrier precautions in place, provide urinary catheter care daily as needed, urinary leg bag when out of bed 
and administer medications and treatments per medical doctors/nurse practitioner's orders. The resident did 
not currently have a left nephrostomy tube or a suprapubic catheter. Review of the Kardex (resident care 
guide) dated 11/05/2025 documented Resident #3 was frequently incontinent of bladder; had an indwelling 
foley catheter and to record output every shift. The Kardex documented the resident had a suprapubic 
catheter and to record output every shift, provide catheter care daily and as needed, and provide urinary leg 
bag when out of bed. The resident did not have a suprapubic catheter. An undated typed timeline document 
provided by the Physician Assistant #1 on 11/05/2025 documented that Resident #3 had returned to the 
facility on [DATE] with an indwelling foley catheter that was placed during the hospital stay, had no 
nephrostomy tubes as of 09/22/2025, and never had a suprapubic catheter in place. Review of the hospital 
Discharge summary dated [DATE] at 1:24 PM, documented Resident #3 had a history of urinary retention 
and a nephrostomy tube secondary to hydronephrosis. It was documented to change the foley catheter every 
four weeks. Review of the hospital Discharge summary dated [DATE] at 11:56 AM, documented that 
Resident #3 had just completed a course of antibiotic medication in the past six (6) weeks to treat the 
resident's right hip septic arthritis along with a concurrent urinary tract infection. Discharge instructions 
included that indwelling foley catheter in place, will need to be changed every four (4) weeks, outpatient 
follow-up with urology. Review of the nursing Admission/readmission Form dated 08/01/2025 at 6:01 PM, 
documented Resident #3 had an indwelling foley catheter and a suprapubic catheter. Review of the nursing 
Admisison/readmission Form dated 10/20/2025 at 6:08 PM, Registered Nurse #2, Nursing Supervisor 
documented Resident #3 had an indwelling foley catheter and a suprapubic catheter. Review of the Order 
Recap Report dated 11/05/2025 revealed there was no documented provider order for Resident #3 to have a 
foley catheter, including the size and reason for use, nor to change the foley catheter monthly as directed in 
the hospital discharge summary. The Order Recap Report also revealed Resident #3 did not have any 
orders for the care of the foley catheter from 9/25/2025-11/04/2025. Observations of Resident #3 on 
11/04/2025 revealed the following:-at 10:45 AM and 11:40 AM, the resident was dressed in long cotton 
pants, sitting in the wheelchair at the entrance of the TV lounge. A foley catheter drainage bag was observed 
to be attached and hanging from the resident's arm rest of their wheel chair. The drainage bag was above 
the level of the resident's bladder. The foley catheter tubing was exiting from the bottom of the resident's 
pants and looped upward to where the bag was attached. There was visible amber urine in the tubing of the 
foley.-at 11:46 AM, the resident was in the main dining room sitting in their wheelchair at a table and the 
foley drainage bag remained above the level of the resident's bladder hanging from the arm rest of the 
wheelchair. Urine was observed in the looped portion of the tubing.-at 1:47 PM, the resident was in their 
room sitting in their wheelchair and the foley drainage bag remained above the level of the resident's bladder 
hanging from the arm rest of the wheelchair. Urine was observed in the looped portion of the tubing.Resident 
#3 was not wearing a urinary collection leg bag during these observations. During an observation and 
interview on 11/05/2025 at 11:42 AM, Certified Nurse Aide #1 along with Registered Nurse #1, Unit 
Manager, wheeled Resident #3 to their room and emptied the urinary catheter drainage bag. Resident #3 
was not wearing a urinary collection leg bag, nor did Certified Nurse Aide #1 change the resident's drainage 
bag to a leg bag. During an interview after care was completed, Certified Nurse Aide #1 stated they would 
know what type of medical devices a resident would need by reading the Kardex in the electronic medical 
record. Certified Nurse Aide #1 reviewed Resident #3's Kardex and stated the resident was care planned for 
a leg bag when out of bed and if the care plan documented the resident should have one on when out of 
bed, then Resident #3 should have been wearing one. Certified Nurse Aide #1 stated they did not get 
Resident #3 out of bed, a therapy staff member did. Certified Nurse Aide #1 stated they did not work on 
11/04/2025 but it was not appropriate to hang a urinary drainage bag from the arm rest of their wheelchair. 
They stated the bag needed to be lower so gravity could take place to drain urine out of the tubing and 
prevent back flow of the urine. During an interview on 11/05/2025 at 1:31 PM, Registered Nurse #2, Nursing 
Supervisor stated when a new/readmitted resident entered the facility it was the nursing supervisor's 
responsibility to perform a head-to-toe assessment, complete the admission paperwork, complete the 
medical providers orders and initiation/revision of the resident's care plan. They stated when Resident #3 
was readmitted to the facility on [DATE] they completed the resident's admission. They stated Resident #3 
was admitted with an indwelling foley catheter inserted through the resident's genital area and they must 
have made an error on the readmission nursing assessment dated [DATE] and marked both a suprapubic 
catheter and indwelling catheter. Registered Nurse #2 Nursing Supervisor reviewed Resident #3 medication 
and treatment administration records and stated Resident #3 did not have an order for and care for their 
indwelling foley catheter. Registered Nurse #2 stated they were unsure why they did not input any orders, 
they usually would have, and they should have. They stated the importance of Resident #3 having orders for 
the catheter and care for the catheter was for infection prevention. Registered Nurse #2 reviewed Resident 
#3's comprehensive care plan and stated they did not update the care plan upon readmission as the resident 
was not readmitted with a nephrostomy tube. They stated they were not sure why they did not update 
Resident #3 care plan but should have because accurate care planning was for the best patient outcome and 
for their care. During an interview on 11/05/2025 at 2:03 PM, Physician Assistant #1 stated they provided a 
timeline of Resident #3 readmissions, and it appeared Resident #3 had the indwelling foley catheter placed 
during their July 2025 hospitalization and was readmitted to facility with it in place. Physician Assistant #1 
stated the indwelling catheter was not a suprapubic catheter but a catheter that was inserted into the 
genitals. Physician Assistant #1 stated they would have expected that the nursing staff to input orders for the 
indwelling catheter, for general care of the indwelling catheter and for the indwelling catheter to be changed 
monthly upon each of Resident #3's readmissions. Physician Assistant #1 stated Resident #3 had a history 
of urinary tract infections that were treated by the antibiotics the resident was taking for septic arthritis. They 
stated they would expect that a foley drainage bag would be hung below the level of the bladder to help urine 
drain from the bladder and so the urine does not back up to the kidneys. They stated hanging a drainage bag 
from Resident #3's wheelchair arm rest was not an appropriate position. During an interview on 11/05/2025 
at 2:58 PM, the Registered Nurse #1, Unit Manager, stated it was the responsibility of the unit managers to 
update a resident care plan, so it was accurate. Registered Nurse #1 reviewed Resident #3's comprehensive 
care plan and stated the resident no longer had a nephrostomy tube as indicated on the current 
comprehensive care plan. They stated that it was important for a resident's comprehensive care plan to be 
accurate for safety reasons. Registered Nurse #1 reviewed Resident #3 Kardex and stated that Resident #3 
was not wearing a urinary drainage leg bag, but they would have expected the resident to be wearing one 
based on the residents Kardex. Registered Nurse #3 stated that placing a foley drainage bag on the arm rest 
of a resident's wheel chair was not a proper position because the bag would be too high causing urine to 
back track in the tube into the bladder. Registered Nurse #1 stated they were not aware that Resident #3 did 
not have any providers orders for an indwelling urinary catheter or care for the catheter until this morning 
when there was a question whether Resident #3 had a suprapubic catheter or an indwelling catheter. 
Registered Nurse #1 stated they were unsure who initiated the providers orders today but would have 
expected there to be providers orders upon readmission for the indwelling catheter, including care for the 
catheter. During a telephone interview on 11/05/2025 at 3:40 PM, Certified Nurse Aide #2 stated they were 
responsible for Resident #3 care on 11/04/2025 day shift. They stated a therapist (unknown) had performed 
AM care on Resident #3 and had gotten the resident out of bed that day as the therapists usually do. 
Certified Nurse Aide #2 stated they did toilet Resident #3 at some point during their shift and the resident 
was not wearing a drainage leg bag. They stated the resident should have been if that is what the Kardex 
indicated, and they would have been responsible for applying the leg bag. Certified Nurse Aide #3 stated 
they did not place Resident #3's drainage bag hanging from their wheel chair arm rest that day and they did 
not pay attention to the placement of the drainage bag throughout their shift. They stated that the drainage 
bag hanging from the arm of the wheelchair was not proper placement because it was not sanitary. During 
an interview on 11/05/2025 at 3:55 PM, the Director of Nursing stated proper foley drainage bag placement 
was to be below the level of the bladder to not impede flow of the urine. The Director of Nursing Reviewed 
Resident #3's Kardex and stated that they did not believe the was a break in Resident #3's plan of care 
because the resident was not wearing a leg bag out of bed but rather an inaccurate documentation on the 
Kardex. They stated they would expect the Kardex to state Resident #3 was to have a leg bag or foley 
drainage bag while out of bed. The Director of Nursing added they had no preference from a resident to wear 
one bag versus another. The Director of Nursing stated that Resident #3 does not have a nephrostomy tube, 
and the residents comprehensive care plan should have been updated. They stated it was noted today that 
Resident #3 did not have any providers orders for an indwelling catheter and the care for it. The Director of 
Nursing stated they would have expected providers orders for the indwelling catheter, including care, and if 
the hospital discharge summary indicated, for the catheter to be changed monthly upon admission to the 
facility. They stated the importance of provider orders was to make sure everything was cared for properly. 
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