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Hensley Nursing & Rehab Highway 152, Box 465
Sayre, OK 73662

F 0880

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

41873

Based on observation, record review, and interview, the facility failed to ensure standard infection control 
precautions were used during urinary catheter care for 1 (#9) of 1 sampled resident for urinary catheters.

The DON reported 34 residents resided in the facility and two residents had urinary catheters.

Findings:

On 05/13/25 at 2:07 p.m., CNA #1 was observed to empty Resident #9's urinary catheter bag. CNA #1 
removed the catheter bag from the dignity cover to empty the catheter bag into the urinal. CNA #1 layed the 
catheter bag on the floor while attempting to drain all the urine from the catheter tubing and bag into the 
urinal. CNA #1 set the urinal on the floor and placed the catheter bag back into the dignity cover. CNA #1 
picked up the urinal and placed it on Resident #9's small dresser, near some open chocolate candy.

A policy titled Emptying a Urinary Drainage Bag, dated 10/01/10, showed to keep the drainage bag and 
tubing off the floor at all times to prevent contamination and damage.

A physician's order, dated 09/30/24, showed to flush suprapubic catheter with 60 milliliters of normal saline 
and provide catheter care two times a day. 

An annual assessment, dated 02/05/25, showed Resident #9's cognition was intact with a brief interview of 
mental status score of 15. The assessment showed diagnoses which included muscular dystrophy and 
neurogenic bladder, and the use of a urinary catheter. 

On 05/13/25 at 2:07 p.m., CNA #1 was asked if they should have done anything differently while emptying 
the urinary catheter bag. CNA #1 reported they should not have lifted the face shield to see better while 
emptying the catheter bag.

On 05/14/25 at 11:10 a.m., the DON reported the catheter bag should not have been layed on the floor and 
staff needed to be in-serviced again on infection control techniques.
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