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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review it was determined the facility failed to ensure a Stage 2 pressure ulcer was 
identified, assessed, treated and monitored upon admission to the facility for 1 of 3 sampled residents (#1) 
reviewed for pressure ulcers. As a result, Resident 1 experienced significant damage to her/his penis, which 
was unrepairable and resulted in the resident no longer being able to urinate from her/his penis. Findings 
include:Resident 1 admitted to the facility on 8/2025 with diagnoses including benign prostatic hyperplasia 
with lower urinary tract symptoms, a foley catheter, and a Stage 2 pressure ulcer located on the resident's 
penis.Per CMS, a Stage 2 Pressure Ulcer is defined as a partial-thickness loss of skin with exposed dermis, 
presenting as a shallow open ulcer. The wound bed is viable, pink or red, moist, and may also present as an 
intact or open/ruptured blister. Adipose (fat) is not visible and deeper tissues are not visible. Granulation 
tissue, slough and eschar are not present.Resident 1's admission paperwork from her/his previous facility, 
which included an admission and Discharge Summary, and an Order Summary dated 8/26/25 indicated the 
resident had a Stage 2 pressure ulcer located on her/his left lateral meatus (penis). In addition, the resident's 
Order Summary indicated to apply triple antibiotic ointment every shift with catheter care until resolved. If 
worsening, consult RCM. Review of Resident 1's clinical record found no documented evidence the facility 
identified, assessed, treated and monitored the resident's Stage 2 pressure ulcer located on her/his left 
lateral meatus of the penis. Resident 1's admission Nursing Database Skin assessment dated [DATE] 
identified no pressure ulcer to the resident's left lateral meatus of the penis. Resident 1's Urinary 
Incontinence/Indwelling catheter CAA dated 8/29/25 indicated the resident had a catheter in place and was 
followed by a urologist. There was no documentation of the resident's pressure ulcer located on her/his penis.
Resident 1's Care Plan dated 8/29/25 identified she/he had skin impairment to her/his bilateral lower 
extremities. The resident's care plan did not address her/his Stage 2 pressure ulcer to left lateral meatus of 
the penis.Resident 1's admission Physician Orders dated 8/30/25 had no orders to address and treat the 
residents Stage 2 pressure ulcer of the left lateral meatus of the penis.Resident 1's MDS admission 
assessment dated [DATE] indicated the resident was cognitively intact and the resident had no pressure 
ulcer/skin injury, no skin tears, however, the resident was at risk of developing pressure ulcers/injuries. 
Resident 1's 9/2025 and 10/2025 TAR did not identify any Stage 2 pressure ulcer to the resident's penis. 
Resident 1's progress notes dated 8/29/25 through 10/12/25 revealed no documentation of a penile pressure 
ulcer, wound, injury, or related treatment.Resident 1's hospital records dated 10/12/25 to 10/20/25 revealed 
the following: -10/12/25 Emergency Department Visit Summary indicated the Foley catheter had eroded 
through the penile scrotal junction as well as erosion in the meatus. -10/12/25 Hospital Urology Note 
indicated Resident 1's penile urethra had eroded from the urethral meatus to the penile junction, attributed to 
prolonged urethral catheter placement. It was uncertain whether the catheter had ever been replaced while 
the resident was at the facility. A follow-up appointment with the urology clinic was planned to assess the 
urethral condition and discuss alternative catheterization options in light of the urethral erosion. -10/13/25 
Attending Inpatient Note indicated that upon arrival to the emergency department, Resident 1 was found to 
have urethral erosion extending through the entirety of the penile shaft. -10/19/25 Attending Inpatient Note 
indicated Resident 1 was evaluated for bladder outlet obstruction associated with a chronic Foley catheter, 
which resulted in traumatic hypospadias (a condition caused by urethral injury, often related to prolonged 
catheterization, leading to abnormal urethral positioning and functional complications). The note further 
documented that the resident's penis was splayed the entire length of the shaft, and that the resident will 
never be able to urinate normally again. The attending physician noted that surgical options for penile 
reconstruction are extremely limited. A urology clinic follow-up was planned to evaluate and develop a plan 
for suprapubic catheter placement. (A thin, flexible tube used to drain urine from the bladder, which is 
inserted through a small incision in the lower abdomen, just below the navel, bypassing the urethra). On 
10/29/25 at 1:53 PM, Staff 16 (CNA) stated once, while providing perineal care to Resident 1, bleeding was 
observed below the penis and scrotal area. The bleeding was promptly reported to the nurse. On 10/30/25 at 
10:13 AM, Witness 1 (Complainant) stated Resident 1's hospital physician requested a complaint be filed 
with the state due to concerns regarding the condition of the resident's penis upon arrival to the emergency 
department on 10/12/25.On 10/30/25 at 10:50 AM, Staff 8 (LPN) stated the first time he worked with 
Resident 1, a CNA alerted him to a concern regarding the resident's penis. Upon assessment, Staff 8 
observed what he described as a big tear along the penis, located below the urethral opening. He noted that 
the tear did not appear to be a fresh wound. On 10/31/25 at 1:30 PM, Witness 2 (Hospital Physician) stated 
Resident 1's Foley catheter was exiting from the base of Resident 1's penis and that significant pressure 
from the catheter likely caused erosion of the penile tissue. When asked whether the penile injury could have 
occurred during transport to the emergency department on 10/11/25 or while in the emergency department, 
Witness 2 stated such an injury could not have resulted from events occurring only on that night. Due to loss 
of sensation in the area, the resident was not experiencing pain associated with the erosion. Witness 2 
indicated the erosion could be considered a pressure ulcer, as the Foley catheter exerted continuous 
pressure on the urethra. Witness 2 further stated Resident 1 reported having informed facility staff of the 
penile issue and had requested to see a urologist. On 10/31/25 at 3:57 PM, Staff 6 (RN) stated he had 
provided catheter care for Resident 1. Staff 6 reported observing oozing from the resident's penis on at least 
one occasion. He further stated that the resident's penis had a split, which he believed could occur naturally. 
When the surveyor asked Staff 6 to clarify his statement regarding a naturally occurring split in the penis, he 
reiterated that sometimes it just happens naturally to a penis.On 11/3/25 at 12:34 PM, Witness 4 (DNS from 
Discharging Facility) stated Resident 1 was discharged with a Stage 2 pressure ulcer caused by the catheter. 
The ulcer was first documented on 7/21/25, measuring approximately 1 cm x 1 cm, located on the left lateral 
meatus of the penis. The resident reported no pain associated with the wound. The resident was educated 
on alternating the catheter tubing anchor between legs and leaving more slack in the tubing to reduce 
tension on the urethral opening. Witness 4 indicated the resident's last skin check prior to discharge on 
[DATE], performed by her on 8/27/25, revealed the pressure ulcer was healing but not fully healed. At that 
time, the wound measured 0.8 cm x 0.8 cm, superficial in depth, showed improvement, and had no drainage.
On 11/3/25 at 1:05 PM, Staff 18 (CNA) stated while providing perineal care for Resident 1, she observed 
what appeared to be a sore or cut on the penis. Staff 18 stated she notified the nurse on duty but could not 
recall who was working that shift. She also reported mentioning the injury to several other nurses. According 
to Staff 18, any staff providing catheter or perineal care would notice the wound if they examined the area 
closely. She described the wound as a rip, noting that discharge was visible each time the brief was 
changed. She recalled the wound being on the left side of the penis and stated it resembled a split like a hot 
dog bun, causing the resident pain during cleaning.On 11/4/25 at 2:55 PM, Staff 2 (DNS) and Staff 3 
(Resident Care Manager) stated they were not aware of Resident 1's Stage 2 pressure ulcer.On 11/4/25 at 
3:10 PM, Staff 4 (Resident Care Manager) stated during his initial visit with Resident 1, the resident 
expressed experiencing discomfort in the penis area, describing it as a sensation of something pulling. Staff 
4 stated based on the way the resident communicated her/his concern, Staff 4 interpreted the discomfort was 
not current but had occurred previously. Staff 4 stated on 9/4/25 he looked at the resident's penis and 
noticed a split, maybe around an inch long, which was reported to the facility provider. On 11/4/25 at 4:04 
PM, Staff 1 (Administrator) and Staff 19 (Regional Director of Quality Assurance) were informed of findings 
for Resident 1 who was admitted with a Stage 2 pressure ulcer located on the left lateral meatus of the penis 
which was not identified, assessed, or care planned upon her/his admission to the facility.
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