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potential for actual harm
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, and record review, the facility failed to treat each resident with respect and dignity and care for 
each resident in a manner and in an environment that promoted maintenance or enhancement of his or her 
quality of life for 1 (Resident #1) of 5 residents reviewed for dignity.LVN S failed to change and/or irrigate 
Resident #1's foley catheter on 11/28/25 when it was leaking, not flowing correctly, and there was an order to 
change it and irrigate it PRN, causing Resident #1 to sit in urine soaked bed linen and t-shirt.This failure 
could place residents at risk for embarrassment, decrease in dignity, and a decrease in quality of life.
Findings included:Record review of Resident #1's undated face sheet revealed he was a [AGE] year old 
male originally admitted on [DATE], with diagnoses of neuromuscular dysfunction of the bladder (unable to 
control bladder), paraplegia (paralysis of lower half), osteomyelitis of thoracolumbar vertebra (infection of the 
vertebra in the mid back area), Type 2 diabetes (body does not produce insulin or resists it), and a right 
below the knee amputation.Record review of Resident #1's admission MDS assessment dated [DATE] 
revealed a BIMS score of 15 out of 15, indicating normal cognition. The resident was dependent (helper does 
all of the effort and resident does none of the effort) with toileting hygiene. The MDS also revealed the 
resident had an indwelling catheter and was frequently incontinent of bowel. Resident #1 had a Stage 4 (full 
thickness tissue loss with exposed bone, tendon or muscle) pressure ulcer that he admitted with.Record 
review of Resident #1's Care Plan dated 9/29/25, revealed a Focus: Resident had a foley catheter for 
neurogenic bladder (Initiated: 4/1/25, Revised: 4/1/25). The goal was to remain free from catheter-related 
trauma through the review date (Initiated: 4/1/25, Revised: 4/1/25, Target: 6/27/25). The interventions 
included check tubing for kinks every shift and maintain the drainage bag off of the floor, monitor/document 
for pain/discomfort due to catheter, monitor/record/report to MD for s/sx UTI: no output.Record review of 
Resident #1's Physician Orders revealed the following orders from MD M:- Foley Catheter 16Fr Dx: 
Neuromuscular Dysfunction of Bladder. Ordered 9/29/25.- Flush foley with 60cc NS every day, every shift 
and PRN. Ordered on 10/20/25.- May change foley catheter PRN leakage, blockage, and sedimentation. 
Ordered 10/17/25.Record review of Resident #1's Progress Notes revealed a Nursing Note from 11/28/25 at 
1:18pm from LVN S that read, Alerted by call light I entered patients room with patient advising me that he 
had notified EMS. Patient assessed A&O times 4 no pain, nonlabored respirations and able to verbalize. 
Patient stated that he would just like to be seen in the ER. Patient documentation was provided to EMS upon 
arrivale [arrival]. Patient transported to ER, facility supervisor notified.Record Review of Resident #1's 
hospital discharge paperwork from 11/28/25 revealed he was seen for a dislodged foley catheter and a UTI. 
He was prescribed Cefpodoxime (antibiotic) 200mg BID for 10 days, for UTI.In an interview on 11/30/25 at 
11:35am, Resident #1 said on 11/28/25 his catheter was not draining, and he was soaked in urine. He said 
his shirt and his bed linen were soaked in urine. He said he asked LVN S to change his foley and she told 
him his catheter was fine. Resident #1 then told LVN S if you don't help me, I'm calling 911. He said LVN S 
said, That's fine, do whatever you want. Resident #1 said since LVN S was not helping him, he called 911. 
He said he did not want to be sitting in his urine.In an interview on 12/1/25 at 11:50am, LVN R said when 
Resident #1 came back from the hospital he was telling her about the problems he had with LVN S not 
helping him when he was leaking everywhere. She said if the catheter did not get changed it could cause a 
UTI, obstruction, or a full bladder. LVN R did not report the issue to anyone.In an interview on 12/1/25 at 
12:10pm, EMS B said he observed Resident #1 covered in urine from his mid-chest down when he went to 
the facility to pick him up. EMS B said the resident told him that his catheter stopped working and he had told 
LVN S, and she told him not to worry about it. EMS B said the resident told LVN S if she did not help him he 
was going to call 911 and she told him to do whatever he wanted and walked out.In an interview on 12/1/25 
at 1:15pm, the DON said Resident #1 filed a grievance yesterday (11/30/25) regarding LVN S not changing 
his catheter. The DON said that was the first time she heard about the incident. The DON said if a resident 
had a leaking foley and had an order for it to be flushed and/or changed, she expected the nurse to flush the 
foley first to see if that took care of the leaking, and if that did not work, she expected the nurse to change 
the catheter. She said if the catheter did not get changed it could cause a urinary tract infection or a burst 
bladder.In an interview on 12/1/25 at 1:20pm, LVN S said she saw Resident #1's foley catheter leaking and 
saw that he was covered in urine. She said he asked her to change his catheter, but she wanted to call the 
MD to see what he wanted to do, even though there were orders to change it. She said she did not clean up 
Resident #1 or change his catheter because the resident did not want to wait for her to call the doctor and 
ended up calling 911 himself. She also said she did not irrigate Resident #1's catheter at any time that day.
Record review of the facility's policy and procedures on Resident Rights (Revised February 2021) read in 
part: Employees shall treat all residents with kindness, respect, and dignity. Federal and state laws 
guarantee certain basic rights to all residents of this facility. These rights include the resident's right to: a 
dignified existence, be treated with respect, kindness, and dignity, to be free from abuse, neglect.be 
supported by the facility in exercising his or her rights.
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Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate 
catheter care,  and appropriate care  to prevent urinary tract infections.
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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 that a resident who entered the facility with an 
indwelling catheter received appropriate treatment and services to prevent urinary tract infections for 1 
(Resident #1) of 5 residents reviewed for catheters.LVN S failed to change and/or irrigate Resident #1's foley 
catheter on 11/28/25 when it was leaking, not flowing correctly, and there was an order to change it and 
irrigate it PRN, causing Resident #1 to call 911 and go to the ER.This failure could place residents at risk of 
urinary tract infections, the bladder to burst, skin break down, embarrassment, and possible hospitalization.
Findings included:Record review of Resident #1's undated face sheet revealed he was a [AGE] year old 
male originally admitted on [DATE], with diagnoses of neuromuscular dysfunction of the bladder (unable to 
control bladder), paraplegia (paralysis of lower half), osteomyelitis of thoracolumbar vertebra (infection of the 
vertebra in the mid back area), Type 2 diabetes (body does not produce insulin or resists it), and a right 
below the knee amputation.Record review of Resident #1's admission MDS assessment dated [DATE] 
revealed a BIMS score of 15 out of 15, indicating normal cognition. The resident was dependent (helper does 
all of the effort and resident does none of the effort) with toileting hygiene. The MDS also revealed the 
resident had an indwelling catheter and was frequently incontinent of bowel. Resident #1 had a Stage 4 (full 
thickness tissue loss with exposed bone, tendon or muscle) pressure ulcer that he admitted with.Record 
review of Resident #1's Care Plan dated 9/29/25, revealed a Focus: Resident had a foley catheter for 
neurogenic bladder (Initiated: 4/1/25, Revised: 4/1/25). The goal was to remain free from catheter-related 
trauma through the review date (Initiated: 4/1/25, Revised: 4/1/25, Target: 6/27/25). The interventions 
included check tubing for kinks every shift and maintain the drainage bag off of the floor, monitor/document 
for pain/discomfort due to catheter, monitor/record/report to MD for s/sx UTI: no output.Record review of 
Resident #1's Physician Orders revealed the following orders from MD M:- Foley Catheter 16Fr Dx: 
Neuromuscular Dysfunction of Bladder. Ordered 9/29/25.- Flush foley with 60cc NS every day, every shift 
and PRN. Ordered on 10/20/25.- May change foley catheter PRN leakage, blockage, and sedimentation. 
Ordered 10/17/25.- Cefpodoxime Proxetil Taoblet (antibiotic) 200mg, 1 PO BID for 10 days, for UTI. Ordered 
on 11/28/25.Record review of Resident #1's Progress Notes revealed a Nursing Note from 11/28/25 at 
1:18pm from LVN S that read, Alerted by call light I entered patients room with patient advising me that he 
had notified EMS. Patient assessed A&O times 4 no pain, nonlabored respirations and able to verbalize. 
Patient stated that he would just like to be seen in the ER. Patient documentation was provided to EMS upon 
arrivale [arrival]. Patient transported to ER, facility supervisor notified. There was no documentation 
regarding the resident's catheter leaking or anything about the resident wanting to go to the ER for antibiotics.
Record Review of Resident #1's hospital discharge paperwork from 11/28/25 revealed he was seen for a 
dislodged foley catheter and a UTI. He was prescribed Cefpodoxime (antibiotic) 200mg BID for 10 days, for 
UTI.In an interview on 11/30/25 at 11:35am, Resident #1 said on 11/28/25 his catheter was not draining, and 
he was soaked in urine. He said his shirt and his bed linen were soaked in urine. He said he had issues 
before with it not draining and the nurse would change out the catheter. Resident #1 said normally his foley 
bag was full in the morning and on 11/28/25 it was not. He said his pubic area was hard and tender, so he 
knew his bladder was full. He said he asked LVN S to change his foley and she told him his catheter was 
fine. Resident #1 then told LVN S if you don't help me, I'm calling 911. He said LVN S said, That's fine, do 
whatever you want. Resident #1 said since LVN S was not helping him, he called 911. He said once he got 
to the hospital they told him the foley catheter tube had a tear in it, the part that was in his urethra.In an 
interview on 12/1/25 at 11:50am, LVN R said the indications for changing a foley catheter were if it was 
occluded, leaking, or she could not irrigate it. She said she had changed Resident #1's catheter on 11/25/25 
or 11/26/26 and that it had leaked before. She said if the catheter did not get changed it could cause a UTI, 
obstruction, or a full bladder. She said when Resident #1 came back from the hospital he was asking her if 
they were allowed to change and irrigate his foley, and he was telling her about his problems he had with 
LVN S not helping him when he was leaking everywhere. LVN R said Resident #1's foley catheter had to be 
changed in the ER when he went.In an interview on 12/1/25 at 12:10pm, EMS B said he observed Resident 
#1 covered in urine from his mid-chest down when he went to the facility to pick him up. EMS B said the 
resident told him that his catheter stopped working and he had told LVN S, and she told him not to worry 
about it. EMS B said the resident told LVN S if she did not help him he was going to call 911 and she told 
him to do whatever he wanted and walked out. EMS B said he saw the catheter leaking and saw it was not 
properly positioned. He said the tip of the catheter was in Resident #1's urethra instead of in the bladder. He 
said a CNA had gone in the room when he arrived and she attempted to put a clean brief on Resident #1, but 
as soon as they turned the resident he soiled it with more urine. He also said while the resident was turned 
he noticed a bandage on the resident's left buttocks and a reddened/darkened area to his lower back.In an 
interview on 12/1/25 at 1:15pm, the DON said Resident #1 filed a grievance yesterday (11/30/25) regarding 
LVN S not changing his catheter. The DON said that was the first time she heard about the incident. She 
said she was told by LVN S that Resident #1 wanted to go to the hospital to get antibiotics, but there was no 
documentation of that. The DON said if a resident had a leaking foley and had an order for it to be flushed 
and/or changed, she expected the nurse to flush the foley first to see if that took care of the leaking, and if 
that did not work, she expected the nurse to change the catheter. She said if the catheter did not get 
changed it could cause a urinary tract infection or a burst bladder.In an interview on 12/1/25 at 1:20pm, LVN 
S said she saw Resident #1's foley catheter leaking and saw that he was covered in urine. She said he 
asked her to change his catheter, but she wanted to call the MD to see what he wanted to do, even though 
there were orders to change it. She said she did not clean up Resident #1 or change his catheter because 
the resident did not want to wait for her to call the doctor and went ahead and called 911. She said she had 
not changed any catheter before in the facility and only worked at the facility PRN. She said indications for 
changing a foley were bleeding and discharge in the catheter. She also said she did not irrigate Resident 
#1's catheter at any time that day.Record review of the facility's policy and procedure on Catheter Care, 
Urinary (Revised September 2014) read in part: The purpose of this procedure is to prevent 
catheter-associated urinary tract infections. If breaks in aseptic technique, disconnection, or leakage occur, 
replace the catheter and collecting system using aseptic technique and sterile equipment, as ordered. 
Rather, it is suggested to change catheters and drainage bags based on clinical indications such as 
infection, obstruction, or when the closed system is compromised. Observe the resident for complications 
associated with urinary catheters. If the resident indicates that his or her bladder is full or that he or she 
needs to void (urinate), notify the physician or supervisor. Check the urine for unusual appearance (i.e., 
color, blood, etc.). Notify the physician or supervisor in the event of bleeding, or if the catheter is accidently 
removed. Report any complaints the resident may have of burning, tenderness, or pain in the urethral area. 
Observe for other signs and symptoms of urinary tract infection or urinary retention. Report findings to the 
physician or supervisor immediately. If the catheter material is contributing to obstruction, notify the physician 
and change the catheter if instructed to do so. Catheter irrigation may be ordered to prevent obstruction in 
residents at risk for obstruction.
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