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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to immediately inform the resident's physician 
when there was a significant change in resident's physical, mental, or psychosocial status for 1 of 5 residents 
(Resident #1) reviewed for physician notification of changes. LVN A failed to immediately notify Resident 
#1's physician when Resident #1 showed a change in condition (blood in urine) on 08/01/2025. These 
failures could place residents at risk of a delay in treatment, decline in physical, mental, and/or psychosocial 
status.The findings included:Record review of Resident #1's admission record dated 11/24/2025 revealed an 
89 y/o male, with an admission date of 06/17/2025 and a readmission date of 09/09/2025. Record review of 
Resident #1's History and Physical dated 10/08/25 revealed diagnoses of urinary retention, and benign 
prostatic hyperplasia (non-cancerous enlargement of the prostate gland). Record review of Resident #1's 
admission MDS dated [DATE] revealed Resident #1 had a BIMS of 12 indicating moderate cognitive 
impairment. Record review of Resident #1's care plan revised on 10/27/2025 revealed Resident #1 had a 
catheter related to Benign prostatic hyperplasia (non-cancerous enlargement of the prostate gland)/Urine 
retention. Interventions included monitoring urine, color, and amount as needed. Record review of 
Resident#1's progress notes section in the facility's PCC system reflected an entry dated 08/01/25 at 5:17 a.
m. by LVN A that stated CNA reported to this nurse patient output only 25mls for the shift. This nurse noted 
red tinged urine in drain bag. This nurse attempted to adjust indwelling catheter and patient refused, stated 
he is doing ok. Will notify oncoming shift. Record review of Resident #1's progress notes section in the 
facility's PCC system reflected an entry dated 08/01/2025 at 4:03 p.m. by LVN B that stated Family member 
expressed concern that patient had very little drainage in foley bag with clots in tubing. Changed foley 
catheter, had light blood-tinged urine draining, then drainage became dark red. Notified MD/NP, ordered US 
of bladder, noted. In an interview on 11/25/2025 at 10:21 a.m., RN C revealed that changes of condition 
included any changes in residents vital signs, falls and injuries. She stated that Resident #1 had a foley 
catheter, and that CNAs was responsible for monitoring output. She stated that if the CNAs was to notice any 
change in the urine such as blood, they was to notify the nurse. The nurse would then assess the resident, 
notate the color, amount of urine. The nurse should then notify the physician right away and the oncoming 
nurse. The risk of not notifying the physician in a timely manner was that it created a delay in care for the 
resident. She stated that the nurse is responsible to ensure that the physician is notified of any changes in 
condition for all residents under their care during their shift. In a telephone interview on 11/25/2025 at 12:02 
p.m., LVN B revealed that she did not recall the incident on 08/01/25, but she remembered that Resident #1 
would frequently pull at his foley catheter. She stated that red tinged urine was something that should be 
reported to the physician because it could be considered a change in condition. She stated that the nurse 
was responsible for ensuring changes in condition was reported promptly to the physician for resident safety 
and well-being. In a telephone interview on 11/25/2025 at 12:40 p.m., the DON revealed that Resident #1 
had a foley catheter bag draining to gravity. She stated that reporting a change of condition depends on what 
the change of condition was, such as a change in the level of consciousness, and vital signs. She stated that 
blood in urine should have been reported to the physician by the night nurse that first noticed it and then 
followed up on it by the day shift nurse. She stated that it was important for a change of condition to be 
reported to the physician in a prompt manner because if it was not then it could affect the resident's health 
overall, and it was also important to know that interventions apply. She stated that it was the responsibility of 
the nurses to ensure that they report the change of condition to physician, oncoming shift and to charge 
nurse and to DON. She stated that she could not recall if the night nurse called the physician to report noted 
blood in urine. She stated that she had conducted an in-service for reporting change in conditions to the 
physician, but she could not recall when. In an interview on 11/25/2025 at 1:20 p.m., the Administrator 
revealed that Resident #1 did not like the foley catheter and would frequently pull at it. He stated that he was 
not aware of the incident on 08/01/25 of blood in urine. He stated that the expectations for the nurses were to 
notify the physician promptly of any changes of condition and for the nurses to follow the doctors' instructions 
and document everything done. He stated that the risk of not notifying the doctor promptly was a potential for 
a decline in residents medical condition. He stated that it was the responsibility of the floor nurses to ensure 
that they were reporting anything out of the ordinary to the doctor. He stated that the last in-service done on 
reporting changes of condition was on 08/2025. Record Review of change of condition in-service revealed 
training was completed on 08/06/2025 by facility DON. Review of facility policy titled Change of Condition 
reviewed on 04/02/2024 read in part . The nurse shall evaluate and document/ report the following:f) all 
active diagnosis The nursing staff will notify the physician if any of the above signs and symptoms are 
identified. 22745005
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