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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 49469

Based on facility policy, clinical record review and staff interviews, it was determined the facility failed to 
notify a family representative of a change in condition for one of three residents. (Resident R1).

Findings include:

A review of the facility Resident Rights last reviewed 8/30/24, indicates the resident or representative have 
the right to be fully informed of your medical condition.

A review of Resident R1's clinical record indicates an admitted [DATE], with the diagnosis of traumatic brain 
injury (TBI), urinary tract infection (UTI) and dysphagia (difficult swallowing).

A review of Resident R1's physician progress notes dated 12/3/24, follow up for hospitalization indicate 
Resident R1 was treated for chronic outlet obstruction and had a foley catheter (tube inserted into the 
bladder to drain urine) placed which should stay in place and follow up with urology.

A review of Resident R1's care plan on 1/15/25, indicated Resident R1 had a 14 french (size) with 10cc 
balloon (holds catheter in place in the bladder) foley catheter.

Review of nursing progress note dated 11/15/24, at 9:00 p.m. indicates received notification from Nurse Aid 
(NA) and daughter that resident was having blood in urine. Also, brown discharge noted in resident ' s brief. 
No lesions or open areas noted in genital areas that could be causing brown discharge. Call placed to 
physician and made aware of information, stated to obtain urinalysis testing and lab work. Stated ok to 
straight catheterize resident if necessary.

During an interview completed on 1/15/25, at 3:26 p.m. the Director of Nursing confirmed that the resident ' s 
representative was not notified of the new orders received on 11/15/24, for urinalysis testing, lab work and 
straight catheterization if necessary.
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Review of nursing progress note dated 12/23/24, at 2:28 p.m. indicates this morning the NA was giving the 
patient a shower when the patient pulled out his foley. NA immediately notified the nurse for assessment. 
Nurse entered the shower room and assessed the patient. Patient siting in shower chair with blood dripping 
from his penis that became to clot. Nurse cleaned the area. The patient stopped bleeding. Patient at the 
time, is not screaming or crying. The NA finished cleaning the patient and got him dressed. I notified the 
nurse supervisor and physician for further guidance and direction.

During an interview completed on 1/15/25, at 12:48 p.m. the Director of Nursing confirmed that the resident ' 
s representative was not notified of Resident R1's catheter dislodgement and the facility failed to notify a 
family representative of a change in condition for one of three residents. (Resident R1).

28 Pa. Code 201.14(a)(c)(e) Responsibility of licensee.

28 Pa. Code 201.18(b)(1)(e)(1) Management.
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