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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure orders given by a urologist [a doctor who specializes 
in the urinary system (the body's drainage system for filtering waste and excess fluid to produce and expel 
urine) and male reproductive system] were completed and reviewed, in a manner that met professional 
standards of practice, for 1 of 3 residents (Resident 1) reviewed for change in condition related to the urinary 
system. Resident 1 experienced harm when they were hospitalized for sepsis (a life-threatening condition 
that occurs when the body's immune system overreacts to an infection causing widespread inflammation and 
injury to organs) related to an untreated urinary tract infection [(UTI) an infection in any part of the urinary 
system--the kidneys, ureters, bladder and urethra].Findings included .Review of Lippincott Manual of Nursing 
Practice, 11th edition, showed a cystoscopy [procedure where the physician inserts a thin tube with a 
camera into the urethra (tube that carries urine out of the body) and bladder] was not recommended for 
patients with a known UTI. Nursing considerations for cystoscopy aftercare included monitoring for burning 
with urination, frequency (frequent sensation to urinate) due to trauma to the lining of the urethra and signs of 
infection in the bladder.Review of the facility policy, Physician/Advanced Practice Provider (APP) Notification, 
revised on [DATE], showed the nurse must promptly notify the provider of laboratory or diagnostic test 
results that fall outside of clinical reference ranges and will compare them with the previous results.Resident 
1Review of the medical record showed Resident 1 admitted to the facility on [DATE] with diagnoses of 
diabetes (a disease that impacts how the body process sugar), obstructive uropathy (a condition where a 
blockage prevents urine from flowing out of the body, causing it to back up and potentially damage the 
kidneys), and dementia (a group of conditions that cause a decline in cognitive abilities, such as memory, 
thinking, reasoning, and problem-solving). Review of the comprehensive assessment, dated [DATE], showed 
Resident 1 had severe cognitive impairment, was frequently incontinent of urine and bowel, and required the 
assistance of one person for personal hygiene, dressing, toileting, transfers, and incontinent care.Review of 
the medical record showed a Situation, Background, Assessment, and Recommendation [(SBAR) a tool 
used to communicate a change in condition], dated [DATE] at 6:53 PM, documenting Resident 1 
experiencing painful urination and blood in urine. The SBAR showed new orders from the medical provider to 
obtain a urinalysis (UA) with culture and sensitivity [(C & S) a laboratory test to show the specific bacteria 
present and which antibiotics work to treat it], Comprehensive Metabolic Panel [(CMP) laboratory blood test 
to show electrolyte levels and kidney function], and Complete Blood Count [(CBC) a laboratory blood test to 
show the levels of white and red blood cells in the body].Review of the medical record showed a urine 
sample for Resident 1 was obtained on [DATE] at 7:50 PM, and the UA laboratory test results were reported 
to the facility by fax on [DATE] at 10:01 PM.Review of the nursing Progress Note (PN), dated [DATE] at 5:20 
PM, showed Resident 1 was sent to the local hospital for evaluation and treatment for the continued 
hematuria (blood in the urine) per the family's request.Review of the hospital emergency room documents, 
dated [DATE] at 12:37 AM, showed Resident 1's UA did not show indications of infection. Resident 1 had 
their bladder irrigated (a process of inserting a catheter through urethra and into the bladder and flushing 
with sterile solution), removing multiple blood clots. The urinary catheter was left in place to monitor for 
continued bleeding, and a follow-up appointment was scheduled with the urologist for [DATE].Review of the 
urologist visit note, dated [DATE] at 10:52 AM, showed Resident 1 had no further hematuria, the catheter 
was removed, cystoscopy was scheduled for [DATE], and a UA was to be completed prior to the procedure.
Review of Resident 1's Medication Administration Record (MAR) for [DATE], showed an order, dated 
[DATE], to obtain a UA with C & S and the results to be faxed to the urologist's office. Further review of the 
MAR showed no documentation indicating the UA was completed.Review of the urologist visit note, dated 
[DATE] at 1:09 PM, showed Resident 1 had a cystoscopy completed with no worrisome findings, and a UA 
was needed as Resident 1 was unable to provide a urine sample prior to leaving the office.Review of 
Resident 1's MARs for [DATE], showed an order, dated [DATE], to obtain a UA.Review of the medical record 
showed a urine sample was obtained from Resident 1 on [DATE] at 2:08 PM. The UA laboratory results were 
reviewed by the facility's medical provider on [DATE] with the notation no symptoms (sx). Await C & S.
Review of the nursing PN, dated [DATE] at 1:24 PM, showed Resident 1 had increased behaviors this shift, 
hitting, kicking, punching staff. Attempts to bite staff.Review of the medical provider note, dated [DATE], 
showed Resident 1 was evaluated for follow-up regarding behaviors, functional decline, cognition decline, 
nutrition, blood sugar management, falls, and antithrombotic therapy (medications used to slow the formation 
of blood clots). The provider note showed no recent laboratory values reviewed and no mention of the UA 
with C & S obtained on [DATE] (seven days prior).Review of the nursing PN, dated [DATE] at 9:27 PM, 
showed Resident 1 was unable to be redirected after displaying verbally and physically aggressive behaviors 
toward staff and other residents.Review of the nursing PN, dated [DATE] at 12:32 PM, showed the 
Interdisciplinary Team (IDT) reviewed Resident 1's medication management for behaviors. The PN stated 
Resident 1 has had an increase in physical and verbal aggression. (Resident 1) needs an extensive 
med/chart review. The medical record did not reference the pending UA with C & S obtained on [DATE] (10 
days prior).Review of the medical provider note, dated [DATE], showed Resident 1 was evaluated for 
asymptomatic (no symptoms) bacteriuria (bacteria in the urine) as a follow-up for the UA with C & S obtained 
on [DATE] (14 days prior). The provider note showed the UA and culture were positive for bacteria and other 
infection indicating markers, but due to no documented UTI symptoms (discomfort with urinating or 
frequency) or change in behavior, the plan was to not treat Resident 1 with antibiotics (medications used to 
treat infections by killing bacteria).Review of the provider PN, dated [DATE], showed a communication 
exchange between the medical provider and facility Licensed Nurses (LNs), from 3:17 PM to 3:58 PM, 
regarding a change in condition for Resident 1. The PN showed an LN reported Resident 1 had been 
lethargic and had back pain, inquired about the UA obtained on [DATE], and asked the provider if they had 
the C & S results because (the facility) can't find the culture results.Further review of the above PN showed 
the communication exchange included the medical provider stating Resident 1's C & S showed a bacteria 
that was Multi-Drug Resistant [(MDR) bacteria that have become resistant to certain antibiotics] and would 
require intravenous [(IV) a method of administering fluids or medicines directly into a person's bloodstream 
through a needle or tube inserted into a vein] antibiotics with close monitoring-which would be done at the 
hospital. The communication exchange showed the LN responded Perfect!! Push fluids, no treatment.Review 
of the nursing PN, dated [DATE] at 6:10 PM, showed Resident 1 was transferred to the local hospital for 
evaluation and treatment due to altered mental status (being slightly confused, sleepy or completely 
disoriented), low blood sugar and complaints of chest pain.Review of the hospital History and Physical (H & 
P) document, dated [DATE] at 12:03 AM, showed Resident 1 was admitted to the hospital for septic shock (a 
life-threatening condition that occurs when an infection spreads throughout the body, causing a severe drop 
in blood pressure and organ failure) from urosepsis (a life-threatening condition where a UTI spreads from 
the urinary system to the bloodstream, causing the body's response to harm its own organs).During an 
interview, on [DATE] at 4:26 PM, a Resident Representative (RR) stated they did not feel the facility was 
responding timely or thoroughly to Resident 1's change in condition. The RR stated they had to request 
Resident 1 to be evaluated at the local hospital on [DATE] for the hematuria and on [DATE] for Resident 1's 
altered mental status. The RR stated, I really feel (Resident 1) would have died if I had not come in and 
demanded they send them to the hospital.During an interview, on [DATE] at 2:20PM, Staff C, Physician's 
Assistant Certified (PA-C) stated Resident 1's facility medical record did not show the C & S results for the 
UA obtained on [DATE], and when they were contacted on [DATE] (14 days after collection) regarding the 
results, Staff C had to extensively look for the lab report in the hospital laboratory database. Staff C stated C 
& S reports were completed and ready for review after a few days, and the LNs notified the medical provider 
once the results were received. Staff C confirmed Resident 1's C & S results should have been received and 
reviewed sooner than 14 days after collection.During an interview, on [DATE] at 3:26 PM, Staff D, Resident 
Care Manager (RCM), stated they received the telephone order for Resident 1's UA with C & S from the 
urologist on [DATE]. Staff D stated the purpose of the test was to rule out infection due to Resident 1's recent 
bladder irrigation, catheter placement and cystoscopy (procedures that increased the risk of introducing 
bacteria into the bladder). Staff D stated the facility process was for the floor LNs to follow up on lab 
results-ensuring the results were received, reviewed, and documented.During an interview, on [DATE] at 
4:00 PM, Staff E, Licensed Practical Nurse (LPN), stated they were aware a UA had been collected for 
Resident 1 but did not recall receiving the C & S results. Staff E stated they assumed someone else had 
received and addressed the results.During an interview, on [DATE] at 4:27 PM, Staff B, Director of Nursing 
Services (DNS), stated they were unaware Resident 1 had a pending UA with C & S from [DATE] until a RR 
contacted them, on [DATE], asking about the treatment plan. Staff B stated the RR was contacted by the 
urology office and was informed that Resident 1 had a UTI. Staff B stated they discussed the results with 
Staff C, and no antibiotic treatment was ordered due to Resident 1 having no symptoms or change in 
behavior. Staff B stated they were unsure why it took 14 days for the C & S results to be reviewed.
Reference: WAC 388-97-1060(3)(c)

22505261

02/05/2026


