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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 1 of 3 residents (Resident 1) reviewed received care 
and treatment in accordance with professional standards of practice regarding placement of an indwelling 
urinary catheter (a flexible tube inserted into the bladder to drain urine). This failure placed residents at risk 
of unmet care needs, pain, and medical complications Findings included . The facility policy for Indwelling 
Urinary Catheter (Foley) Management, revised 06/27/2023 and reviewed 09/04/2025, documented the facility 
would ensure that, for residents admitted with a urinary catheter, staff would adhere to professional 
standards of practice protocols and infection prevention and control procedures for insertion, ongoing care 
and catheter removal. The policy referenced [NAME] on Procedural Guidance on Routine care for indwelling 
urinary catheter (Foley) care and management. According to Lippincott Nursing Procedures (8th ed.) (2019). 
Wolters Kluwer, after insertion of a urinary catheter, documentation should record the date and time of 
insertion, the size and type of catheter used, and the amount of sterile water used to inflate the balloon, and 
the characteristics of the urine obtained. Documentation should also include any complications, the date and 
time the practitioner was notified, the prescribed interventions, the patient's response to those interventions, 
and to record patient teaching and the patient's comprehension of the teaching. Resident 1 was admitted to 
the facility on [DATE] for skilled nursing and rehabilitation services after presenting to the hospital and being 
diagnosed with generalized weakness, adult failure to thrive, complicated urinary tract infection (UTI), 
hematuria (blood in the urine), and high blood sugars. Resident 1 also had a history of bladder cancer and 
admitted to the facility with a chronic (long-term use) indwelling urinary catheter, and was also on 
anticoagulant ( blood-thinner) medication to treat a deep vein thrombosis, a blood clot in a deep vein that can 
cause swelling, pain and redness. Resident 1 was alert and oriented and able to participate in care and 
make his needs known. Review of nursing progress notes dated 12/23/2024 documented Resident 1 had 
bright red blood in their urinary catheter and collection bag, and new orders were received to hold the 
resident's anticoagulant ( blood thinner) medication for four days. Review of nursing progress notes showed 
the color of Resident 1's urine had lightened to pink, and then cleared by 12/26/2024 and the anticoagulant 
medication was restarted. Between 12/28/2024 and 01/02/2025, Nursing documented [on 12/28/2024, 
12/31/2024, 01/01/2025, and 01/02/2025] that Resident 1's urinary catheter was in place and draining clear 
yellow or amber urine, with no complaints of pain or other problems. On 01/01/2025 at 6:06 PM, an order 
was entered to change the resident's Foley (urinary) catheter. On 01/03/2025 at 12:06 PM, Nursing 
documented Resident 1's indwelling urinary catheter was changed, and that hematuria (blood in the urine) 
was noted after the catheter was changed. Nursing documented the provider was notified and new orders 
were received to hold the resident's anticoagulant medication and to irrigate (flush) the catheter up to three 
times a day as needed. A Communication with Physician, dated 01/04/2025 at 5:44 PM, documented 
Resident 1 had bleeding from their penis that had started during the catheter change on 01/03/2025. Nursing 
documented the catheter was removed and the bleeding continued, and another new catheter was inserted. 
Nursing documented that on 01/04/2025 Resident 1 reported continued bleeding from the penis and had a 
large amount of blood in their brief when they went to the restroom. A provider note, dated 01/06/2025, 
documented that nursing staff reported concern that the resident had some blood in their Foley catheter, and 
the catheter was replaced which slowed down the bleeding. The provider noted the resident's anticoagulant 
medication was briefly held and the resident continued to have bleeding around the urethral meatus (where 
the catheter entered the resident's body). The provider documented Resident 1 had hematuria most likely 
secondary to trauma from Foley catheter insertion being inserted incorrectly. The provider documented 
Resident 1's Foley catheter was replaced and the hematuria had resolved. Resident 1 continued to have 
bleeding from the urethral meatus, and new orders for continued monitoring and labs to be collected were 
given. On 01/08/2025, review of Resident 1's record showed the resident began experiencing low back pain 
and fever, and increased lethargy. On 01/09/2025, the provider noted Resident1 had left-sided flank pain and 
fever likely due to a UTI, and new orders written that included labs to be drawn, antibiotics and IV fluids to be 
started, and medication for pain management. On 01/09/2025, Nursing documented, via Communication with 
Physician, that Resident 1's oxygen saturation level was at 87% (normal 92% - 100%), and they were put on 
oxygen via nasal cannula (plastic tubing that delivers oxygen via the nasal passages), and the provider was 
notified. On 01/10/2025, the provider examined Resident 1 and noted they were diaphoretic (sweaty) and in 
notable pain. The provider determined the resident had a UTI and likely pyelonephritis (kidney infection). The 
provider documented they discussed treatment options with the resident, their spouse and another family 
member, and that the resident's kidney function was worsening, the UTI had likely turned into pyelonephritis, 
and the potential for the infection to worsen and the resident could become septic (develop an overwhelming 
infection). The resident and their family did not want the resident to go to the hospital and decided to 
continue treating the resident at the facility. On 01/11/2025, the provider noted that Resident 1 had pain in 
the right upper side of their abdomen and had difficulty breathing, and ordered labs, a chest x-ray and 
abdominal x-ray. On 01/11/2025 at 4:10 AM, Nursing documented Resident 1 had blood around the catheter 
site and a large blood clot in their brief. Nursing documented the catheter was flushed without resistance. On 
01/11/2025 at 9:30 PM, Nursing documented Resident 1 had a large blood clot around the penis area, and 
blood was actively oozing around the catheter. Nursing noted that after cleaning the site, blood continued to 
flow around the catheter. The provider was notified, and Resident 1 agreed to go to the hospital and was 
sent out for additional evaluation. Review of the record showed the provider spoke with the resident and 
family member about the potential for sepsis and other concerns. Review of the record showed the resident 
was transported to the hospital for evaluation and treatment of the continuing low back pain and fevers and 
bleeding after the foley catheter insertion. Review of hospital documentation, dated 01/12/2025, documented 
Resident 1 had urethral bleeding and a tear/laceration at the urethral meatus, and noted the resident had 
undergone exchange of their Foley catheter three days before coming to the hospital, when trauma occurred. 
The hospital provider noted a second attempt at catheterization was successful. The resident was found to 
have acute blood loss anemia and required transfusion, and consultation and follow-up by urology. On 
09/30/2025 at 12:59 PM, Staff C, a Licensed Practical Nurse (LPN), recalled Resident 1's Foley catheter had 
been changed during their stay at the facility. Staff C reviewed Resident 1's record and noted that the 
resident had some problems going on with bleeding and blood clots at the tip of the penis. Staff C said the 
resident had initially refused to go to the Emergency Department but was later sent out to the hospital. On 
09/30/2025 at 1:59 PM, when asked, Staff B, a Registered Nurse and the facility Director of Nursing, agreed 
documentation of placement of a urinary catheter that included how the resident tolerated the procedure, 
how much urine was returned, etc. would be recommended. Reference WAC 388-97-1060(1) .
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