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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, facility documentation, facility policy and interviews for one (1) of three (3) sampled 
residents (Resident #1) who had a new medication ordered for a change in condition and there was a noted 
medication interaction identified by the pharmacy, the facility failed inquiry the pharmacy why the medication 
had not been available and to notify the provider for six (6) days. The findings include: Resident #1's 
diagnoses included constipation, failure to thrive, and aphasia following cerebral infarction (a stroke resulting 
in damage to areas of the brain responsible for language). The quarterly Minimum Data Set assessment 
dated [DATE] identified Resident #1 had a Brief Interview for Mental Status (BIMS) score of fourteen (14) out 
of fifteen (15) indicating slight memory recall deficits, was dependent on staff for toileting and was always 
incontinent of bowel and bladder. The Resident Care Plan (RCP) dated 6/18/25 identified Resident #1 was at 
risk for constipation related to a history of constipation, impaired mobility, opiate use (narcotic pain 
medication) and a history of an ileus (a disruption of the normal propulsion of the intestine caused by lack of 
peristalsis or mechanical obstruction). Interventions directed to observe for signs of constipation, record the 
amount and characteristics of each bowel movement, follow the bowel protocol per policy and administer 
laxatives as ordered. The nurse's note dated 7/4/25 at 12:51 PM identified Resident #1 was noted with a 
moderate amount of bright red blood from the rectum, no external hemorrhoids were observed and the 
resident denied any pain to the area. The note identified the on-call provider was notified, and a new order 
was obtained for hydrocortisone suppositories twice daily for seven (7) days for a question of internal 
hemorrhoids. A physician's order dated 7/4/25 directed to insert one (1) hydrocortisone acetate rectal 
suppository 25 milligrams (mg) rectally every evening and night shift for seven (7) days for hemorrhoids. The 
nurse's note dated 7/4/25 identified an order note reported a drug protocol alert/warning was triggered. The 
note identified the interaction was with the Aspirin 81 milligrams. Review of the nurse's notes dated 7/4/25 
through 7/10/25 failed to identify a provider was notified of the drug interaction until 7/10/25. Review of the 
July 2025 Treatment Administration Record (TAR) identified the hydrocortisone acetate suppository was not 
administered on the night shift from 7/4/25 through 7/10/25 because it was not available and was not 
administered on the evening shift on 7/5/25, 7/6/25 and 7/8/25. The TAR identified the hydrocortisone 
acetate suppository was administered on the evening shift on 7/7/25, 7/9/25 and 7/10/25. Review of the 
nurse's notes dated 7/4/25 through 7/10/25 failed to identify a provider was notified of the missed doses and 
the hydrocortisone acetate suppository was not available. An order administration note dated 7/10/25 at 6:07 
AM identified the Advanced Practice Registered Nurse (APRN #1) was updated and directed the pharmacy 
to dispatch the hydrocortisone acetate suppository despite the allergy/drug interaction. The nurse's note 
dated 7/11/25 at 4:47 AM identified Resident #1 was noted with a moderate amount of rectal bleeding in the 
brief but denied any pain or discomfort, personal care was then provided, and no active bleeding occurred at 
that time. The note identified the on-call provider was notified of the incident, but no new orders were 
obtained. The nurse's note dated 7/11/25 at 8:49 AM identified Resident #1 was observed with worsening 
dark red rectal bleeding, expelling a large blood clot from the rectum, nausea, and upper right abdominal 
discomfort, the on-call provider was notified, and an order was obtained to transfer Resident #1 to the 
Emergency Department (ED) for evaluation. Review of the Bowel Movement Report identified Resident #1 
had a medium bowel movement on 7/8/25, a medium bowel movement on 7/9/25, a large bowel movement 
on 7/10/25 and a large bowel movement on 7/11/25. The hospital Discharge summary dated [DATE] 
identified on 7/11/25 Resident #1 presented to the ED with a lower GI bleed and bright red blood from the 
rectum due to severe constipation requiring urgent disimpassion in the Operating Room (OR) on 7/11/25. 
The summary identified Resident #1 remained stable with no further signs of bleeding and was transferred 
back to the facility on 7/15/25. Interview with APRN #1 on 8/13/25 at 11:17 AM identified a provider should 
be notified for each scheduled medication that is not administered to a resident, reporting if the 
hydrocortisone acetate suppository was not available from the pharmacy and had he been notified, he would 
have held the hydrocortisone acetate suppository and ordered an alternative medication pending the arrival 
of the originally ordered hydrocortisone acetate suppository. APRN #1 reported he met with Resident #1 on 
7/7/25 per request of the facility staff and no one mentioned to him at that time the hydrocortisone acetate 
suppositories had still not been received from the pharmacy or that there was an issue with the order. APRN 
#1 reported with the level of stool impaction that was noted on the hospital documentation, he did not believe 
the hydrocortisone acetate suppositories would have made a significant difference in relieving the impaction 
or preventing the resident's hospitalization but could have made him/her more comfortable. Interview with 
Person #2 (pharmacy supervisor) on 8/13/25 at 2:24 PM identified when the facility initially entered the order 
for the hydrocortisone acetate suppository on 7/4/25, there was a noted medication interaction so they (the 
pharmacy) called the facility and spoke with the 3-11 PM Nursing Supervisor, Registered Nurse (RN) #3, 
who reported she would clarify the interaction with the provider. Person #2 identified the pharmacy faxed a 
clarification form to the facility to complete and return, however he/she had no documentation the form was 
returned back to the pharmacy and reported there were no notes in their system indicating the facility called 
back to follow-up on the medication, so the hydrocortisone acetate suppositories were not sent. Interviews 
with the charge nurses, RN #1, Licensed Practical Nurse (LPN) #2, LPN #5, LPN #6 and LPN #7 on 8/13/25 
identified they did not contact either the nursing supervisor nor the provider each time the hydrocortisone 
acetate suppository was scheduled and not available for administration, reporting they thought everyone 
knew and it had already been reported. LPN #7 reported although she did not report the missed 
administration on 7/9/25 and should have, she did write it in the provider book to be reviewed by APRN #1 
on 7/10/25. Interviews with LPN #4, LPN #6 and RN #1 identified although they signed off the hydrocortisone 
acetate suppository was administered on 7/7/25 (evening shift), 7/9/25 (evening shift) and 7/10/25 (evening 
shift) they could not recall administering the suppository to Resident #1, stating they must have signed off in 
error. They reported that when the medication was not available, they should have called the pharmacy to 
check on the delivery status, notified the nursing supervisor and then notified the provider of the missed 
administration but reported that they had not. Interviews with the nursing supervisors, RN #3, RN #4 and RN 
#5 on 8/13/25 identified they were not notified by the charge nurses the hydrocortisone acetate suppositories 
had not yet been received from the pharmacy and were not available for administration 7/4/25 through 
7/10/25. They reported they should have been notified and would have assisted if notified but ultimately the 
charge nurses were responsible for inquiring about the medication with the pharmacy and notifying the 
provider of the missed medication administration. Interview with the Director of Nursing (DON) on 8/13/25 at 
1:43 PM identified the provider should have been notified of each occurrence when the hydrocortisone 
acetate suppository was not administered to Resident #1 so a hold order or an order for an alternative 
medication could have been obtained The DON indicated if the medication was not available from the 
pharmacy, the pharmacy should also have been contacted to inquire about the delivery. Although attempted, 
interviews with LPN #1 and LPN #3 were not obtained. Review of the Medication Administration Procedures 
policy (undated) directed, in part, that nursing staff it to notify the physician/prescriber for any held 
medications or suspected adverse drug reactions.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, facility documentation, facility policy and interviews for one (1) of three (3) sampled 
residents (Resident #1) reviewed for constipation, the facility failed to ensure an abdominal assessment was 
conducted and continued monitoring following an incident of rectal bleeding. The findings include: Resident 
#1's diagnoses included constipation, failure to thrive, aphasia following cerebral infarction (a stroke resulting 
in damage to areas of the brain responsible for language) and atrial fibrillation (an irregular heart rate). The 
quarterly Minimum Data Set assessment dated [DATE] identified Resident #1 had a Brief Interview for 
Mental Status (BIMS) score of fourteen (14) indicating no memory recall deficits, was dependent on staff for 
toileting and was always incontinent of bowel and bladder. The Resident Care Plan dated 6/18/25 identified 
Resident #1 was at risk for constipation related to a history of constipation, impaired mobility, opiate use 
(narcotic pain medication) and a history of an ileus (a disruption of the normal propulsion of the intestine 
caused by lack of peristalsis or mechanical obstruction). Interventions directed to observe for signs of 
constipation, record the amount and characteristics of each bowel movement, follow the bowel protocol per 
policy and administer laxatives as ordered. The nurse's note dated 7/4/25 at 12:51 PM identified Resident #1 
was noted with a moderate amount of bright red blood from the rectum, no external hemorrhoids were 
observed, and Resident #1 denied any pain to the area. The note identified the on-call provider was notified, 
and a new order was obtained for hydrocortisone suppositories twice daily for seven (7) days for a question 
of internal hemorrhoids. The note failed to identify a Gastrointestinal (GI) assessment was performed to 
include an abdominal assessment, the inspection, auscultation, and light palpation of the abdomen to identify 
visible abnormalities; bowel sounds and softness/tenderness A physician's order dated 7/4/25 directed to 
insert one (1) hydrocortisone acetate rectal suppository 25 milligrams (mg) rectally every evening and night 
shift for seven (7) days for hemorrhoids. Review of the July 2025 Treatment Administration Record (TAR) 
identified that the hydrocortisone acetate suppository was not administered on the night shift from 7/4/25 
through 7/10/25 because it was not available and was not administered on the evening shift on 7/5/25, 7/6/25 
and 7/8/25. The TAR identified the hydrocortisone acetate suppository was administered on the evening shift 
on 7/7/25, 7/9/25 and 7/10/25. Review of nurse's notes from 7/4/25 through 7/11/25 failed to reflect 
documentation a Gastrointestinal (GI) assessment was performed to include an abdominal assessment, the 
inspection, auscultation, and light palpation of the abdomen to identify visible abnormalities; bowel sounds 
and softness/tenderness The nurse's note dated 7/11/25 at 4:47 AM identified Resident #1 was noted with a 
moderate amount of rectal bleeding in the brief but denied any pain or discomfort, so personal care was then 
provided, and no active bleeding occurred at that time. The note identified the on-call provider was notified of 
the incident, but no new orders were obtained. The third eye health note dated 7/11/25 at 5:48 AM identified 
Resident #1 with know hemorrhoids had a formed stool last night after an enema. This morning the brief had 
more stool along with several blood smears, not currently bleeding, Resident #1 had pain last night related to 
difficulty evacuating stool and the brief was seen by the provider on the video. The note failed to identify a 
gastrointestinal assessment was performed. The nurse's note dated 7/11/25 at 8:49 AM identified Resident 
#1 was observed with worsening dark red rectal bleeding, nausea and upper right abdominal discomfort, and 
the on-call Advanced Practice Registered Nurse (APRN) was notified, and while speaking with the provider, 
Resident #1 was observed expelling a large blood clot from the rectum so an order was obtained to transfer 
Resident #1 to the Emergency Department (ED) for evaluation, Resident #1 was transported via Emergency 
Medical Services (EMS) at 7:44 AM. The hospital Discharge summary dated [DATE] identified on 7/11/25 
Resident #1 presented to the ED with a lower GI bleed and bright red blood from the rectum due to severe 
constipation requiring an urgent disimpassion in the Operating Room (OR) on 7/11/25. The summary 
identified Resident #1 remained stable with no further signs of bleeding and was transferred back to the 
facility on 7/15/25. Interview with APRN #1 on 8/13/25 at 11:17 AM identified although Resident #1 should 
have received the hydrocortisone acetate suppository the level of stool impaction that was noted on the 
hospital documentation, he did not believe the hydrocortisone acetate suppository, would have made a 
significant difference in relieving the impaction or preventing Resident #1's hospitalization. APRN #1 
identified on 7/4/25, Registered Nurse (RN) #2 should have been aware Resident #1 had a history of 
constipation, should have performed a full GI assessment to include bowel sounds and an abdominal 
assessment and should have communicated all of the information to the on-call when Resident #1 had the 
initial rectal bleeding, which could have changed the course of treatment. Interview with Registered Nurse 
(RN) #2 on 8/13/25 at 12:53 PM identified on 7/4/25 when Resident #1 was noted with rectal bleeding, she 
only did a visual assessment and did not conduct an abdominal assessment or check Resident #1's bowel 
sounds. RN #2 reported she did not review Resident #1's clinical record prior to assessing Resident #1 so 
she was unaware Resident #1 had a history of constipation or was already on three (3) scheduled 
medications daily to treat the constipation. RN #2 identified had she reviewed the clinical record prior and 
known Resident #1's history, she would have done a full GI assessment. Interview with the Director of 
Nursing (DON) on 8/13/25 at 1:43 PM identified on 7/4/25 RN #2 should have reviewed Resident #1's clinical 
record prior to assessing Resident #1 and contacting the provider with the change in condition so that a 
complete and accurate history was communicated, and if she had, she would have known Resident #1 had a 
history of constipation and should have performed a full GI assessment to include bowel sounds and an 
abdominal assessment. Review of the Change in Condition policy dated 12/17/24 directed, in part, that 
residents will be monitored by all nursing staff members to determine the need for additional health services 
monitoring unstable conditions or changes in the residents' baseline. The Unit Nurse will assess the resident 
for noted changes and notify the RN. The RN will assess the resident for significant changes in condition. 
The attending physician/APRN will be notified to determine a course of action. A progress note will be 
entered into the resident record in relation to the change in condition and 72-hour monitoring will be 
implemented.
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