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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to protect the resident's right to be free from neglect when staff 
ignored a resident's continued reports of acute pain and his request to be sent to the hospital which resulted 
in prolonged pain and a delay of treatment for 1 of 3 residents reviewed for neglect (Resident B). The 
immediate jeopardy began on 9/24/25 at 10:00 p.m., when Certified Nursing Aide (CNA) 3 observed 
Resident B to be sweaty and he complained of acute pain. CNA 3 reported his concerns to Licensed 
Practical Nurse (LPN) 4. CNA 3 and CNA 8 reported to LPN 4 around 1 or 2 a.m., that Resident B was still in 
pain and wanted to see the nurse. LPN 4 failed to assess the resident or report the resident's change of 
condition to a physician. CNA 3 reported Resident B's pain to the incoming dayshift nurse, Registered Nurse 
(RN) 5. On 9/25/25 around 7:40 a.m., CNA 6 heard Resident B screaming out and informed RN 5. 
Housekeeper (HK) 10 and two CNAs reported Resident B's pain and discomfort to RN 5. RN 5 refused 
requests to go see Resident B. Resident B told CNA 6 he wanted to go to the hospital, and CNA 6 reported 
the request to RN 5. On 9/25/25 Resident B's family member was on the phone with him for over 45 minutes 
before they called the facility directly and told management they wanted Resident B sent to the hospital 
immediately. Resident B was finally sent to the hospital on 9/25/25 at 9:45 a.m., where he required operative 
intervention under anesthesia for a bowel obstruction, and was diagnosed with gallbladder cancer. The 
Administrator, Director of Nursing (DON), and Regional Clinical Support (RCS) were notified of the 
immediate jeopardy on 10/16/25 at 3:15 p.m. The immediate jeopardy was removed on 10/17/25, but 
noncompliance remained at the lower scope and severity level of isolated, no actual harm with potential for 
more than minimal harm that is not immediate jeopardy. Findings include: During a confidential interview on 
9/15/25 at 10:00 a.m., it was indicated, Resident B called a family member and was on the phone for more 
than 45 minutes complaining of pain without getting help from a nurse. The family member finally hung up 
with the resident and called the facility directly. The family member spoke to the Business Office Manager 
(BOM) and indicated Resident B needed to go to the hospital immediately. The BOM interrupted morning 
meeting to notify the DON and Assistant Director of Nursing (ADON) that the family was demanding the 
resident be sent to the hospital. The family member was very upset over Resident B's treatment and 
indicated he was not taken seriously and was neglected by both the night shift and morning shift nurses. 
During an interview on 10/15/25 at 1:40 p.m., with the DON present, CNA 6 indicated on 9/25/25 she heard 
Resident B screaming for help around 7:00 a.m. She went to see what was wrong. Resident B told her he 
was in pain and wanted the nurse. CNA 6 assured him she would let the nurse know. CNA 6 immediately 
went to RN 5 who indicated, he's going to have to wait. CNA 6 went to help with breakfast in the dining room. 
A little while later, HK 10 came to ask CNA 6 if the nurse ever went to check on Resident B because he was 
still screaming out for help. CNA 6 went to RN 5 a second time to ask if she had been to see Resident B, to 
which RN 5 indicated, oh my F------ God. CNA 6 told RN 5 that Resident B may need some pain medication 
and Qualified Medication Aide (QMA) 11, was standing there too. CNA 6 indicated CNA 7 came to her and 
told her that she had also told RN 5 that Resident B was in pain and RN 5 did not care. Later that morning, 
CNA 6 and CNA 7 checked on Resident B together, while RN 5 and QMA 11 stood in the hallway, and found 
that he was on the phone with his family member who was really upset. The resident's family wanted the 
resident to be sent to the hospital. CNA 6 indicated she told RN 5 that Resident B's family member was 
upset and wanted him to go to the hospital, but RN 5 said no. CNA 6 indicated most everyone in the building 
knew about Resident B being in pain because of how loudly and repeatedly he was yelling for help. After RN 
5 told CNA 6 she would not send Resident B out, CNA 6 and 7 went to the ADON and told him their 
concerns. CNA 6 indicated it was neglectful in her opinion, but she was just the CNA, so she couldn't do 
anything but keep telling the nurse. The DON indicated the Business Office Manager (BOM) got involved 
after Resident B's family member called the facility and talked to the BOM. When the DON arrived at the 
facility the BOM stuck her head in at morning meeting and said, Resident B's family wanted Resident B sent 
out to the hospital now. The DON indicated she did not receive any calls the previous night, so this was the 
first time she had heard about it. The DON told RN 5 to start the process of sending Resident B to the 
hospital. RN 5 said, I have pills to pass. The DON indicated she told RN 5 no, he needs to be sent out now. 
CNA 6 indicated RN 5 made a comment after Resident B was sent to the hospital, saying I hope they keep 
him. During an interview on 10/16/25 at 11:09 a.m. RN 5 indicated she came in and got report from LPN 4 
who said Resident B had been in pain overnight. RN 5 indicated she was setting up her medications for 
morning medication pass when CNA 6 told her that Resident B wanted a nurse. She told CNA 6 she would 
be there soon and went back to setting up her medications. RN 5 indicated she did forget to go check on 
Resident B so CNA 6 had to come back a second time to remind her. RN 5 indicated Resident B was 
screaming out for help and saying his back was hurting him. RN 5 indicated she didn't have the keys to the 
medication cart which held Resident Bs medications, so she asked QMA 11 to get him something for pain. 
RN 5 indicated she told Resident B every resident was important not just him. RN 5 indicated she then went 
back to passing medications. RN 5 indicated a while later the DON told her Resident B wanted to go to the 
hospital and the BOM told her that the resident's family member called and wanted him to go to the hospital. 
RN 5 indicated she was told Resident B was in a lot of pain. During an interview on 10/16/25 at 11:27 a.m., 
the ADON indicated he did not become aware of Resident B's acute pain until the BOM interrupted morning 
meeting to let the staff know Resident B's family was on the phone and demanding to have him sent to the 
hospital. The ADON indicated it was his expectation that staff would immediately notify the on-call doctor if 
the resident had a change of condition. The ADON spoke with the family member later, who indicated they 
were very upset about the manner of his treatment and that they had been on the phone over 40 minutes 
before he was able to see the nurse. During an interview on 10/16/25 at 12:15 p.m., the DON indicated she 
was extremely upset to learn about how Resident B had been treated and that she had not been called or 
notified of his change of condition. The treatment he received was neglectful and would rise to the level of 
abuse. The DON indicated they followed protocol and suspended both nurses and eventually terminated 
them due to the results of the investigation. During an interview on 10/17/25 at 10:27 a.m., the BOM 
indicated she came into the facility on 9/25/25 around 7:00 a.m. Resident B's family member called and said 
they had been trying to reach the BOM for several hours because Resident B was in excruciating pain and 
she wanted him sent to the hospital immediately. The BOM went to RN 5 and explained the family member's 
wishes to send him out. The BOM did not know if RN 5 went to check on Resident B at that time, or how long 
it took before he was sent to the hospital. The BOM indicated Resident B acted sometimes like, the boy who 
cried wolf,. He was on his light all the time and if he didn't get what he wanted as soon as he thought he 
should have it he would start screaming. During an interview on 10/17/25 at 10:38 a.m., HK 10 indicated she 
heard Resident B screaming for help as soon as she walked into the facility for her shift on 9/25/25. She 
went to tell a CNA and continued onto her shift. She did not know if the incident was resolved or reported. 
During an interview on 10/17/25 at 11:45 a.m., the Administrator indicated it was his expectation that all staff 
should immediately report all witnessed or suspected allegations of abuse. The incident with Resident B was 
unacceptable and rose to the level of neglect and abuse. Upon finding out about what happened to Resident 
B, the Administrator fired both nurses involved. The Administrator indicated only one of the CNAs had 
reported the neglect to the Administrator the day after the incident by slipping a folded note under his door. 
Although the staff had received education and in-service retraining for bowel protocol and pain management, 
no additional training had been provided for staff related to abuse/neglect. Additionally, no other residents 
had been interviewed to determine if they had received similar treatment from the fired nurses, or any other 
staff. On 10/16/25 at 1:11 p.m., the Administrator provided copies of the facilities investigation and corrective 
actions taken which included, but were not limited to the following: A witness statement from CNA 3 
indicated, arrived at 10:00 p.m. on 9/24/25. [Resident B] was constantly on his light. I went in, he was sweaty 
at 10:00 p.m. to 11:00 p.m. I went to go get the nurse. The nurse [LPN 4] said, ‘there is nothing I can do.' I 
said he specifically asked for a nurse. between 1-2 a.m. we were doing another round, he said he was 
hurting. I told [LPN 4], she shrugged her shoulders. He began crying, ‘my light has been on. I can't take it, I'm 
hurting.' LPN 4 was right at the door, I walked out and told the nurse. She still didn't go in. I finally told the 
day shift nurse. A witness statement from LPN 4 indicated, .at 11:00 p.m. I asked what he needed and he 
said I need to talk to the nurse. He did say something about pain. After 5-10 minutes he had pain. Right hip 
pain. Checked catheter. It was fine. He showed me where pain was. Told him I could get a Tylenol. He said it 
was so bad he couldn't turn. Would not let me reposition him or put pillow under his hip. He put call light on 
again at about 2:00 a.m. -2:30 a.m. wanting more medication. Did give Tylenol 1 hour early. I did not use pad 
to notify [name of physician on-call company]. I thought it might be muscles spasm, I went in again after the 
last time and he was sleeping. A CNA during report stated he wanted to talk to a nurse. I did not check his 
vitals. I did look at his right hip. I felt along his hip. Stated it hurt up to his back. A witness statement from RN 
5 indicated, .7:30 a.m., trying to get meds ready. CNA stated he wanted me. I was preparing my meds to 
pass. 7:45 a.m. - 8:00 a.m., I went in. What he need [sic]. Yelling for help. Stated back was hurt. Told him I 
would have to check on when pain meds due. Kept yelling for help. Can't keep yelling for help. Told him I 
couldn't do anything if he kept yelling for help, I had to keep going in there. 8:30 a.m. [Resident was] on 
phone with [family member] when I went back. DON told me he needed to go out. I think staff asked me to 
go in. I didn't do any interventions. Did not give number for pain. Vital signs were [within normal limits] no 
other assessment done. A witness statement from CNA 6 indicated, .7:40 a.m., [Resident B] screaming for 
help. He was in pain and needed nurse and pills. Got [RN 5], but [RN 5] did not go in. She was not nice. [HK 
10] heard [Resident B] scream again. [HK 10] came and got me. He [Resident B] said nurse never came. I 
told [RN 5], and [QMA 11] was there as well. [RN 5] .was negative and did not go. [CNA 7] told [RN 5] he 
wanted to go to the hospital, [RN 5] said no. CNA 7 said she would wait for the [ADON]. A witness statement 
from CNA 7 indicated, .8:30 a.m., [Resident B] told me he was hurting, told RN 5, told her he needed pain 
medicine, she said, ‘no, he's just doing this.' I will get there when I can get in there. He is not due for 
anything. It sounds like he is hurting. She said he is not due. Answered call light again. He said he needed to 
go to the hospital. Told RN 5, she said, no, pointed to [QMA 11] and said she is getting his meds now. He is 
in pain, HK 10 down there. Sounds like he's in real pain. Answered again, let BOM know, BOM said to reach 
out to ADON. CNA 6 came to me and said help [Resident B] the ambulance is coming. On 10/16/25 at 11:10 
a.m. CNA 3 was called, and a voicemail was left. She did not return the call at the time of exit. On 10/16/25 
at 11:10 a.m. LPN 4 was called, and a voicemail was left. She did not return the call at the time of exit. On 
10/15/25 at 10:30 a.m., Resident B's record was reviewed. Resident B's most recent Minimum Data Set 
(MDS) assessment dated [DATE] indicated his Brief Interview for Mental Status (BIMS) score was 15 out of 
15 indicating he was cognitively intact. He was totally dependent on staff to roll him from side to side while he 
was laying in bed and transfer him to and from the toilet. He was always incontinent. Resident B's last 
recorded bowel movement (BM) occurred on 9/19/25 at 11:17 a.m. His record lacked documentation of any 
interventions attempted related to lack of bowel movement for several days. On 9/23/25 a Kidney, Ureter, 
Bladder scan (KUB) was ordered to evaluate the gastrointestinal systems. The results were received on 
9/23/25 at 2:14 p.m., and the results confirmed constipation. The record lacked documentation of any new 
orders or interventions to address the KUB results. The September 2025 Medication Administration Record 
(MAR) indicated Resident B received one as needed (PRN) docusate (stool softener) on 9/23/25 at 2:07 p.m. 
but it was recorded as ineffective. On 9/23/25 at 5:31 p.m., the resident received a dose of Miralax (laxative), 
which was also recorded as ineffective. Resident B's September 2025 MAR indicated he received Naloxegol 
Oxalate (treats opioid induced constipation) 25 mg every morning for constipation. He received Amitiza 
(treats certain types of chronic constipation) 24 microgram (mcg) two times a day for constipation. Resident 
B's September MAR indicated he received Tramadol (opioid pain medication) 50 mg three times a day for 
pain. Resident B's corresponding hospital records, dated 9/25/25, were reviewed and indicated Resident B 
arrived at the hospital on 9/25/25 at 10:21 a.m. He presented with ongoing abdominal pain for 4 days 
associated with decreased bowel movements, mild nausea and 7 out of 10 pain. When Resident B arrived at 
the hospital he was in Atrial Fibrillation (AFib) (an irregular and often rapid heart rhythm that occurs when the 
heart's upper chambers beat chaotically due to electrical signal problems.) with Rapid Ventricular Response 
(RVR) (a fast and irregular heartbeat often associated with atrial fibrillation.) with heart rates in the 140s. A 
computed topography (CT) scan indicated there was a large stool burden with wall thickening (The bowel 
wall has become thicker than normal, which can be a sign of inflammation, infection, or a tumor) and 
pericolonic stranding (this refers to increased density in the fat around the colon, visible on a CT scan. It is 
caused by inflammatory fluid and cellular changes in the fat tissue.). This CT scan indicated Resident B was 
severely impacted with stool. The resident underwent manual disimpaction (a medical procedure used to 
treat fecal impaction by manually breaking up and removing hardened stool from the rectum with a gloved 
and lubricated finger) under monitored anesthesia care. Approximately 2 liters of fecal matter was removed. 
Resident B was transferred from the local hospital to a larger hospital for continued care and reported in 
route to the EMS crew 0 out of 10 pain after his disimpaction. An NP progress note, dated 10/2/25, indicated 
Resident B was being seen for readmission to the facility for malignant neoplasm of the gallbladder 
(gallbladder cancer). Cross reference F684. On 10/16/25 at 1:34 p.m., the ADM provided a copy of current 
facility policy titled, Abuse Prevention Program, dated 10/22/22. The policy indicated, .It is the policy of this 
facility to prevent resident abuse, neglect, mistreatment, and misappropriation of resident property. Each 
resident received care and services in a person-centered environment in which all individuals are treated as 
human beings. The following procedures shall be implemented when an employee or agent become aware 
of abuse or neglect of a resident or of an allegation of suspected abuse or neglect of a resident by a 3rd 
party. employees are required to report any incident, allegation, or suspicion of potential abuse, neglect or 
mistreatment they observe, hear about or suspect to the Administrator or an immediate supervisor who will 
immediately report the allegation to the Administrator. The Administrator is the Abuse Coordinator. All 
incidents will be documented, whether or not abuse occurred, was alleged or suspected. Any incident or 
allegation involving abuse or mistreatment will result in an abuse investigation. For any incident involving 
suspicion of abuse, neglect, or mistreatment, the Administrator or person appointed by the Administrator will 
gather further facts prior to making a determination to conduct an abuse investigation. The immediate 
jeopardy that began on 9/24/25 was removed on 10/17/25, when the facility ensured a systemic plan to 
include education and monitoring of staff to ensure staff provided supervision and required care to all 
residents residing at the facility. The noncompliance remained at the lower scope and severity level of no 
actual harm with the potential for more than minimal harm that is not immediate jeopardy because of the 
facility's need for continued monitoring. This citation relates to Intake 2633270. 3.1-27(a)
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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 a resident with constipation, no recent bowel 
movements (BM), and reporting pain was monitored and treated timely resulting in the resident having a 
delay in treatment and requiring interventions under anesthesia for a severe fecal impaction for 1 of 5 
residents reviewed for quality of care related to their bowel management program (Resident B), and the 
facility failed to ensure an effective protocol was put in place for the ongoing monitoring of 5 of 5 residents 
reviewed for quality of care related to the bowel management program (Residents B, E, F, G, and H). The 
Immediate Jeopardy (IJ) began on 9/24/25 when Resident B began to experience and complain of acute 
pain. His last recorded BM was 9/19/25 at 11:17 a.m. A Kidney, Ureter and Bladder (KUB) scan (a diagnostic 
scan of the abdominal area) was completed 9/23/25 and confirmed constipation. No orders or treatment 
were obtained after the results of the KUB. On 9/23/25 two doses of PRN medications were given for 
constipation and documented as ineffective. No additional treatment or notification of the physician were 
documented. During night shift on 9/24/25, Resident B began to experience acute pain and reported his pain 
to two night shift Certified Nursing Aides (CNAs). The CNAs reported the resident's pain to Licensed 
Practical Nurse (LPN) 4. No additional treatment or notification of the physician about the resident's change 
of condition was documented. Resident B's pain continued and on 9/25/25 CNAs 6 and 7 reported Resident 
B's pain to RN 5 multiple times and reported Resident B's request to go to the hospital. RN 5 did not assess 
the resident, call the physician, or send the resident to the hospital. On 9/25/25 Resident B's family member 
got in contact with the Business Office Manager (BOM) demanded that the resident be sent to the hospital. 
Resident B was sent out emergently on 9/25/25 at 9:45 a.m. At the hospital, Resident B required operative 
intervention under anesthesia for a bowel obstruction and was diagnosed with gallbladder cancer. The 
Administrator, Director of Nursing (DON), and Regional Clinical Support (RCS) were notified of the 
immediate jeopardy on 10/16/25 at 3:15 p.m. The immediate jeopardy was removed on 10/17/25, but 
noncompliance remained at the lower scope and severity level of isolated, no actual harm with potential for 
more than minimal harm that is not immediate jeopardy. Findings include: On 10/15/25 at 10:30 a.m. 
Resident Bs medical record was reviewed. He was a long-term care resident whose diagnoses included but 
were not limited to a history of constipation. Resident B's most recent Minimum Data Set (MDS) assessment 
dated [DATE] indicated his Brief Interview for Mental Status (BIMS) score was 15 out of 15 indicating he was 
cognitively intact. He was totally dependent on staff to roll him from side to side while he was laying in bed 
and transfer him to and from the toilet. He was always incontinent. A Nurse Practitioner (NP) progress note, 
dated 9/3/25, indicated Resident B was at risk for opioid versus immobility induced constipation. Resident B 
had a comprehensive care plan, initiated on 9/9/24, which indicated he was at risk for bowel irregularity 
related to his diagnoses, decreased bowel mobility, and medications with a target goal to have a BM every 2 
to 3 days. Interventions for this plan of care included, but were not limited to, record BMs, assess resident, 
and if no BMs notify the MD. Prior to being sent to the hospital on 9/25/25, the last recorded BM was 
recorded on 9/19/25 at 11:17 a.m. The record lacked documentation of a bowel movement between 9/19/25 
and 9/25/25. A progress note, dated 9/23/25 at 1:45 p.m., indicated Resident B complained of abdominal 
discomfort. He had active bowel sounds and a firm, but non-tender abdomen. On 9/23/25 a Kidney, Ureter, 
Bladder scan (KUB) was ordered to evaluate the gastrointestinal systems. The results were received on 
9/23/25 at 2:14 p.m., and the results confirmed constipation. The record lacked documentation the physician 
was notified of the KUB results or of any new orders or interventions to address the KUB results. Resident 
B's September 2025 MAR indicated he received Naloxegol Oxalate (treats opioid induced constipation) 25 
mg every morning for constipation. He received Amitiza (treats certain types of chronic constipation) 24 
microgram (mcg) two times a day for constipation. Resident B's September MAR indicated he received 
Tramadol (opioid pain medication) 50 mg three times a day for pain. The September 2025 Medication 
Administration Record (MAR) indicated Resident B received one as needed (PRN) docusate (stool softener) 
on 9/23/25 at 2:07 p.m. which was recorded as ineffective. On 9/23/25 at 5:31 p.m., Resident B received a 
PRN dose of Miralax (laxative), which was recorded as ineffective. The record lacked documentation of a 
physical assessment of the Resident B on 9/23/25, 9/24/25, and 9/25/25. The record lacked documentation 
of physician notification of the resident's continued constipation and ineffective PRN medications. Resident B 
had an active order for Tylenol PRN every 4 hours for mild pain of 1-3 on a scale of 1-10. One dose of 
Tylenol was administered on 9/24/25 at 11:23 p.m. for a pain level of 4 and it was recorded as ineffective. 
The medical record lacked documentation of a physical assessment of the Resident and lacked physician 
notification of the resident's continued pain. On 9/25/25 at 8:47 a.m. A change of condition summary was 
documented at the DON's instruction, and Resident B was sent to the hospital on 9/25/25 at 9:45 a.m. A 
progress note, dated 9/25/25 at 9:45 a.m., indicated at 7:00 a.m. Resident B had been screaming out for 
help repeatedly. RN 5 asked the resident what he needed help with, and the resident indicated his back hurt. 
RN 5 informed Resident B that it was not time for another pain pill, but he would receive one when it was 
time. At 8:45 a.m. RN 5 indicated Resident B had continued to scream for help and asked to go to the 
hospital. Resident B was on the phone with his family member when RN 5 entered the resident's room. RN 5 
indicated the resident's family member began to yell at her indicating Resident B had been yelling out for 
help for hours with no help. The medical record lacked documentation of a physical assessment of the 
resident and lacked physician notification of the resident's continued pain and requests to go to the hospital. 
Resident B's corresponding hospital records, dated 9/25/25, were reviewed and indicated Resident B arrived 
at the hospital on 9/25/25 at 10:21 a.m. He presented with ongoing abdominal pain for 4 days associated 
with decreased bowel movements, mild nausea and 7 out of 10 pain. When Resident B arrived at the 
hospital he was in Atrial Fibrillation (AFib) (an irregular and often rapid heart rhythm that occurs when the 
heart's upper chambers beat chaotically due to electrical signal problems.) with Rapid Ventricular Response 
(RVR) (a fast and irregular heartbeat often associated with atrial fibrillation.) with heart rates in the 140s. A 
computed topography (CT) scan indicated there was a large stool burden with wall thickening (The bowel 
wall has become thicker than normal, which can be a sign of inflammation, infection, or a tumor) and 
pericolonic stranding (this refers to increased density in the fat around the colon, visible on a CT scan. It is 
caused by inflammatory fluid and cellular changes in the fat tissue.). This CT scan indicated Resident B was 
severely impacted with stool. The resident underwent manual disimpaction (a medical procedure used to 
treat fecal impaction by manually breaking up and removing hardened stool from the rectum with a gloved 
and lubricated finger) under monitored anesthesia care. Approximately 2 liters of fecal matter was removed. 
Resident B was transferred from the local hospital to a larger hospital for continued care and reported in 
route to the EMS crew 0 out of 10 pain after his disimpaction. An NP progress note, dated 10/2/25, indicated 
Resident B was being seen for readmission to the facility for malignant neoplasm of the gallbladder 
(gallbladder cancer). An NP progress note, dated 10/6/25, indicated Resident B had returned from the 
hospital on [DATE] after having operative disimpaction for significant constipation and stercoral colitis (an 
inflammation of the colon caused by a hardened mass of stool that puts pressure on the bowel wall). During 
an interview on 10/15/25 at 1:40 p.m., with the DON present, CNA 6 indicated on 9/25/25 she heard 
Resident B screaming for help around 7:00 a.m. She went to see what was wrong. Resident B told her he 
was in pain and wanted the nurse. CNA 6 assured him she would let the nurse know. CNA 6 immediately 
went to RN 5 who indicated, he's going to have to wait. CNA 6 went to help with breakfast in the dining room. 
A little while later, HK 10 came to ask CNA 6 if the nurse ever went to check on Resident B because he was 
still screaming out for help. CNA 6 went to RN 5 a second time to ask if she had been to see Resident B, to 
which RN 5 indicated, oh my F------ God. CNA 6 told RN 5 that Resident B may need some pain medication 
and Qualified Medication Aide (QMA) 11, was standing there too. CNA 6 indicated CNA 7 came to her and 
told her that she had also told RN 5 that Resident B was in pain and RN 5 did not care. Later that morning, 
CNA 6 and CNA 7 checked on Resident B together, while RN 5 and QMA 11 stood in the hallway, and found 
that he was on the phone with his family member who was really upset. The resident's family wanted the 
resident to be sent to the hospital. CNA 6 indicated she told RN 5 that Resident B's family member was 
upset and wanted him to go to the hospital, but RN 5 said no. CNA 6 indicated most everyone in the building 
knew about Resident B being in pain because of how loudly and repeatedly he was yelling for help. After RN 
5 told CNA 6 she would not send Resident B out CNA 6 and 7 went to the ADON and told him their 
concerns. CNA 6 indicated it was neglectful in her opinion, but she was just the CNA, so she couldn't do 
anything but keep telling the nurse. The DON indicated the Business Office Manager (BOM) got involved 
after Resident B's family member called the facility and talked to the BOM. When the DON arrived at the 
facility the BOM stuck her head in at morning meeting and said, Resident B's family member wanted 
Resident B sent out to the hospital now. The DON indicated she did not receive any calls the previous night, 
so this was the first time she had heard about it. The DON told RN 5 to start the process of sending Resident 
B to the hospital. RN 5 said, I have pills to pass. The DON indicated she told RN 5 no, he needs to be sent 
out now. CNA 6 indicated RN 5 made a comment after Resident B was sent to the hospital, saying I hope 
they keep him. During an interview on 10/15/25 at 1:45 p.m. the DON indicated everything went wrong the 
day Resident B was sent to the hospital. She indicated she should have gotten a call from the night shift 
nurse, and the night shift nurse should have called the on-call physician company immediately to notify the 
physician. She indicated Resident B should have been sent out on nightshift, it should never have been a 
dayshift issue. The DON indicated the CNAs chart bowel movements under the bowel management tab of 
the task section and nowhere else. She indicated if a medication was ineffective the nurse should notify the 
physician and make sure the documentation supported that the medication was ineffective. During an 
interview on 10/16/25 at 11:09 a.m. RN 5 indicated she came in and got report from LPN 4 who said 
Resident B had been in pain overnight. RN 5 indicated she was setting up her medications for morning 
medication pass when CNA 6 told her that Resident B wanted a nurse. She told CNA 6 she would be there 
soon and went back to setting up her medications. RN 5 indicated she did forget to go check on Resident B, 
so CNA 6 had to come back a second time to remind her. RN 5 indicated Resident B was screaming out for 
help and saying his back was hurting him. RN 5 indicated she didn't have the keys to the medication cart 
which held Resident Bs medications, so she asked QMA 11 to get him something for pain. RN 5 indicated 
she told Resident B every resident was important not just him. RN 5 indicated she then went back to passing 
medications. RN 5 indicated a while later the DON told her Resident B wanted to go to the hospital and the 
BOM told her that the resident's family member called and wanted him to go to the hospital. RN 5 indicated 
she was told Resident B was in a lot of pain. During an interview on 10/16/25 at 11:27 a.m. the ADON 
indicated he was in morning meeting on 9/25/25 when someone came in and said Resident B's family 
member was on the phone demanding that the Resident be sent to the hospital. The ADON and the DON 
went to talk to RN 5. The ADON indicated RN 5 did not give them any indication of how long Resident B had 
been in pain. The ADON indicated he and the DON told RN 5 that Resident B needed to be sent to the 
hospital as soon as possible, RN 5 indicated she had a few more medications to pass. The ADON indicated 
he and the DON told RN 5 to stop what she was doing and go assess Resident B immediately The ADON 
and DON got the necessary paperwork together for transfer and Resident B was sent out to the hospital. The 
ADON indicated he was not aware of anything until that morning, he did not receive any calls overnight. On 
10/16/25 at 11:10 a.m. CNA 3 was called, and a voicemail was left. She did not return the call at the time of 
exit. A witness statement from CNA 3, provided by the Administrator on 10/16/25 at 1:11 p.m., indicated, 
arrived at 10:00 p.m. on 9/24/25. [Resident B] was constantly on his light. I went in, he was sweaty at 10:00 p.
m. to 11:00 p.m. I went to go get the nurse. The nurse [LPN 4] said, ‘there is nothing I can do.' I said he 
specifically asked for a nurse. between 1-2 a.m. we were doing another round, he said he was hurting. I told 
[LPN 4], she shrugged her shoulders. He began crying, ‘my light has been on. I can't take it, I'm hurting.' LPN 
4 was right at the door, I walked out and told the nurse. She still didn't go in. I finally told the day shift nurse. 
On 10/16/25 at 11:10 a.m. LPN 4 was called, and a voicemail was left. She did not return the call at the time 
of exit. A witness statement from LPN 4, provided by the Administrator on 10/16/25 at 1:11 p.m., indicated, .
at 11:00 p.m. I asked what he needed and he said I need to talk to the nurse. He did say something about 
pain. After 5-10 minutes he had pain. Right hip pain. Checked catheter. It was fine. He showed me where 
pain was. Told him I could get a Tylenol. He said it was so bad he couldn't turn. Would not let me reposition 
him or put pillow under his hip. He put call light on again at about 2:00 a.m. -2:30 a.m. wanting more 
medication. Did give Tylenol 1 hour early. I did not use pad to notify [name of physician on-call company]. I 
thought it might be muscles spasm, I went in again after the last time and he was sleeping. A CNA during 
report stated he wanted to talk to a nurse. I did not check his vitals. I did look at his right hip. I felt along his 
hip. Stated it hurt up to his back. During an interview on 10/16/25 at 11:22 a.m. CNA 7 indicated Resident B 
was screaming out in pain and that he needed some type of medication. She indicated she told RN 5 that 
Resident B needed help but she said no she was helping other residents right now. She indicated many of 
her co-workers heard him screaming and you could hear him down in the dining room. CNA 7 indicated she 
told RN 5 Resident B wanted to go to the hospital and RN 5 said no again. CNA 7 indicated she was helping 
a different resident with a shower when staff came to her to help get him ready to go to the hospital. When 
she got to the room Resident B was on the phone talking to his family. No nurse came in to check on him 
during that time. During an interview on 10/17/25 at 10:27 a.m. the BOM indicated on 9/25/25 Resident B's 
family member called the facility and said she had been trying to get ahold of the BOM for a couple hours. 
The BOM did not get to the facility until 7 a.m. and she answered the phone around 8:00 a.m. Resident B's 
family member indicated to the BOM that he had been in a lot of pain for a while now and requested they get 
an order to get him sent out to the hospital. The resident's family member indicated to the BOM that she had 
been on the phone with Resident B and could hear him yelling. The BOM indicated Resident B was one of 
those residents like the boy who cried wolf, if he needed something he would be on his call light and scream. 
Cross reference F600. A progress note, dated 10/7/25 at 4:43 p.m., indicated Resident B was complaining of 
stomach pain. The writer of the progress note indicated they gave him PRN Miralax and PRN Tylenol. Upon 
assessment the Resident had no bowel sounds, and the stomach was distended. The NP was notified and 
the writer indicated they gave milk of magnesia (MOM) (a liquid laxative) and a warm cup of coffee to try to 
help move Resident B's bowels. The October 2025 MAR lacked documentation of PRN Tylenol, PRN 
Miralax, and PRN MOM being administered on 10/7/25. A progress note, dated 10/7/25 at 9:35 p.m., 
indicated Resident B still had not had a bowel movement after MOM and Miralax, and upon assessment the 
Resident still had no bowel sounds and his stomach was still distended so the writer indicated they gave 
Resident B a suppository. The record lacked documentation of the physician being notified of continued 
constipation. During an interview on 10/15/25 at 1:45 p.m. the DON indicated, since the incident with 
Resident B, the facility had reviewed and revised, a new bowel procedure/protocol, it was created in 
collaboration with the Medical Director, all nursing staff had been educated on the new policy. The new 
protocol became effective 10/1/25. The DON indicated the new protocol included a complete audit of 
residents' records for the need and/or continued use of Milk of Magnesia (M.O.M.) and other bowel 
management medications. Orders were confirmed with the Medical Director and the new protocol followed 
as: If a resident flagged on the EMAR (Electronic Medication Administration Record) dashboard as not 
having had a BM after 72 hours, they should have received a dose of MOM. if they had not had a BM by the 
end of that nurse's shift, they would notify the physician and give report to the oncoming nurse. Additional 
residents were reviewed for the new bowel procedure/protocol. a. On 10/16/25 at 1:00 p.m., Resident E's 
record was reviewed. She was a long-term care resident with diagnoses which included but were not limited 
to: muscle wasting and atrophy and lower abdominal pain. Resident E's quarterly MDS, dated [DATE], 
indicated she was severely cognitively impaired, had no recorded behaviors, was always incontinent of urine 
and stool, and required total assistance with all activities of daily living (ADLs). A new comprehensive care 
plan was initiated on 10/5/25 which indicated Resident E was at risk for episodes of constipation secondary 
to decreased mobility with a goal to have formed stools on a regular basis. Interventions for this plan of care 
included, encourage fluids, medications per MD orders, monitor bowel movements (BM), provide diet per MD 
orders, and report changes to MD. Resident E had a documented BM on 10/2/25 at 1:41 a.m. 72 hours later, 
on 10/5/25 at 1:41 a.m., Resident E had not had another recorded BM. A nursing progress note, dated 
10/6/25 at 11:45 a.m., (4 days and 10 hours after last recorded BM) indicated, Bowel sounds are 
normoactive in four quadrants. QMA aware resident may be given Milk of Magnesia at this time, related to 
constipation. According to the new facility protocol, Resident E's MOM intervention was more than 1 day and 
10 hours late. Resident E was administered a dose of MOM on 10/6/25 at 12:05 p.m., which produced a BM 
by 11:47 p.m. that evening. According to the facilities proactive audit reviews, Resident E flagged on the 
dashboard for review on 10/6/25. The audit indicated a bowel assessment was completed, documented and 
the PRN was ineffective, therefore hospice was notified. Resident E's record lacked documentation of a 
complete bowel assessment as indicated. As a result, RN 12 received a write up for not following facility 
protocol, but she refused to sign the form. A nursing progress note, dated 10/7/25 at 6:41 p.m., indicated, 
Hospice nurse in today and gave verbal orders to start milk of mag, every other day routinely for 
constipation. Resident E had a documented BM on 10/9/25 at 5:59 a.m. 72 hours later, on 10/12/25 at 5:59 a.
m., Resident E had not had another recorded BM. A nursing progress note, dated 10/13/25 at 4:59 p.m., (4 
days and 11 hours after last recorded BM) indicated, Resident has not had a BM for 3 days. Assessed with 
hypoactive bowel sounds, Abdomen is firm, denies discomfort, PRN Milk of mag given, Hospice and family 
are aware. Resident E received a dose of M.O.M. on 10/13/25 at 5:04 p.m., which was ineffective. A nursing 
progress note, dated 10/14/25 at 3:07 p.m., indicated, PRN enema effective this shift. Resident had a large, 
formed BM. Bowel sounds are hypoactive in bilateral lower quads. Hospice nurse in and gave new orders to 
change milk of mag. to daily. Resident E received her PRN enema on 10/14/25 at 10:00 a.m. Resident E 
went more than 5 days and 7 hours in between recorded BMs. According to the facilities proactive audit 
reviews, Resident E did not flag on the EMAR dashboard after no recorded BM from 10/9/25 until 10/14/25, 
more than 5 days. b. On 10/16/25 at 1:10 p.m., Resident F's record was reviewed. She was a long-term care 
resident with diagnoses which included, but were not limited to, adult failure to thrive, low back pain and 
anxiety. Resident F had a significant change MDS dated [DATE]. It indicated she was moderately cognitively 
impaired with a BIMS score of 8/15, had no recorded behaviors, was occasionally incontinent of urine and 
stool, and required substantial/maximum assistance with toileting. Resident F had a comprehensive care 
plan initiated on 8/6/25 which indicated she was at risk for adverse effects from opioid use with a goal to 
have no preventable complications from opioid use. Interventions included but were not limited to; 
Encourage an adequate fluid and fiber intake to facilitate regular bowel movements. Report and observe 
adverse effects of opioid use to MD, including but not limited to: lethargy, dizziness, confusion, constipation, 
nausea and vomiting, respiratory depression/distress. A new comprehensive care plan was initiated on 
10/16/25 which indicated Resident F had the potential for bowel irregularity related to diagnoses of 
decreased mobility and medications with a target goal to have a BM every 2-3 days. Interventions for this 
plan of care included but were not limited to; assess resident if no BM [but did not specify for how long], 
meds per order, and record BMs. Resident F had a recorded BM on 9/30/25 at 5:59 a.m., 72 hours later, on 
10/3/25 at 5:59 a.m., Resident F had not had another recorded BM. A nursing progress note, dated 10/3/25 
at 6:56 p.m., indicated Resident F received a PRN dose of M.O.M. Resident F's Medication Administration 
Record (MAR) lacked documentation for the administration of PRN M.O.M. on 10/3/25. Resident F's MAR 
indicated, she received a dose of M.O.M. on 10/5/25 at 9:47 a.m., which was ineffective, and another dose 
on 10/6/25 at 1:28 p.m. which was effective, but the record lacked documentation of a recorded BM on 
10/6/25. A nursing progress note, dated 10/7/25 at 3:15 p.m., (7 days and 9 hours since last recorded BM) 
indicated Resident F still had not had a BM and the writer of the note notified Hospice. A new one-time order 
was obtained to administer a bisacodyl suppository and the Medical Director requested to be notified if the 
resident did not have a BM by morning for additional orders. Resident F's MAR documented the 
administration of the suppository on 10/7/25 at 8:01 p.m. On 10/8/25 Resident F had two recorded BMs at 
5:59 a.m. and 12:40 p.m. According to the facilities proactive audit reviews, Resident F triggered for no BMs 
on 10/3/25 and that a bowel assessment was completed and documented, and a PRN medication was 
administered but was not effective and the MD was not notified that the PRN was not effective. Resident F 
triggered again for no BMs on 10/6/25, but the audit was left blank for bowel assessment completed and 
documented and/or physician notification. Resident F triggered for a third time for no BMs on 10/7/25, with a 
bowel assessment completed and documented and that the PRN was ineffective and Hospice was notified. 
c. During an interview on 10/16/25 at 2:45 p.m., Resident G indicated, sometimes she did get constipated, 
and it seemed like it would take a while before the nurses would take her seriously. Sometimes if she was in 
pain she would be told she would have to wait her turn for the nurse to get to her during the med pass. It 
often made her feel like she wasn't important. On 10/16/25 at 1:20 p.m., Resident G's record was reviewed. 
He was a long-term care resident with diagnoses which include, but were not limited to, dementia, reduced 
mobility, and muscle weakness. Resident G's quarterly MDS, dated [DATE], indicated he was moderately 
cognitively impaired with a BIMS score of 10/15, had no recorded behaviors, was occasionally incontinent of 
urine and stool, and required substantial/maximum assistance with toileting. He had a comprehensive care 
plan, initiated on 5/9/22, which indicated he was at risk for episodes of constipation secondary to decreased 
mobility with a target goal to have formed stools on a regular basis. Interventions for the plan of care 
included, but were not limited to; Encourage fluids, medications per MD orders, monitor BMs, provide diet 
per MD orders and report changes to MD. Resident G had a recorded BM on 10/6/25 at 5:59 a.m. 72 hours 
later, on 10/9/25 at 5:59 a.m., resident G had not had another recorded BM. Resident G's MAR indicated, he 
received a PRN suppository on 10/9/25 at 1:31 p.m., (6 hours after the triggered 72-hour mark) which was 
recorded as effective, but the record lacked documentation of a recorded BM. Resident G had a recorded 
BM on 10/12/25 at 5:59 a.m. 72 hours later, on 10/15/25 at 5:59 a.m. Resident G did not have another 
recorded BM. A nursing progress note, dated 10/16/25 at 10:18 a.m., indicated Resident G had not had a 
bowel movement and was assessed and found to have hypoactive bowel sounds and a firm abdomen. He 
did not complain of pain at that time, was administered M.O.M. at 10:10 a.m. and the physician was notified. 
According to the facilities proactive audit reviews, Resident G triggered for no BMs on 10/9/25 and 10/10/25 
with Hospice being notified on 10/10/25. d. On 10/16/25 at 1:28 p.m., a record review was completed for 
Resident H. He had the following diagnoses which included but were not limited to major depressive 
disorder, heart transplant, hypertension, muscle weakness, and unsteadiness on feet. His brief interview 
mental status (BIMS) score on 9/28/25 was 15, indicating his mental status was intact. His MDS, dated 
[DATE], indicated he was continent of bowel and not receiving a bowel management program. Resident H 
was prescribed Miralax 17 grams (gm) daily in a large glass of water for bowel health dated 8/30/25. He was 
prescribed Milk of Magnesia (MOM) 30 milliliters (ml) daily as needed for constipation dated 9/30/25. He had 
no bowel movement from 9/30/25 through 10/3/25. On 10/4/25 at 21:59 he had a medium sized bowel 
movement. Resident's care plan lacked any mention of the potential for constipation. During an interview on 
10/16/25 at 11:50 a.m., the DON indicated some of the time discrepancies may be due to a technological 
date/time recording error for some new tables that had been used by the aides to chart. Some of the tablets 
were several hours behind the actual time zone, and had not been fixed yet. During an interview on 10/17/25 
at 11:45 a.m., the Administrator indicated it was his expectation for nursing staff to immediately respond to 
Resident B's complaints of pain and take appropriate measures to assist him or send him to the emergency 
room. Further, it was his expectation that nursing staff should be charting accurately, and following the new 
facility protocol as implemented by the DON and MD. On 10/16/25 at 10:25 a.m., the Administrator provided 
a copy of facility policy titled, Bowel Protocol, dated 10/1/25. At this time the ADM indicated, there had been 
a bowel regimen in place at the time Resident B experienced his obstruction and hospitalization, but it was 
evidently not being implemented or monitored effectively, so the DON and MD with the clinical team got 
together to create a revised protocol, which he provided at that time. The new protocol indicated, .use 
stepwise approach: A. no BM for 3 days [give] M.O.M. 30 ml by mouth once daily. B. If no BM for 4 days, 
notify the physician or NP. 5. Documentation: record all bowel movements (date, time, consistency, amount), 
note interventions used and resident response, notify provider if: no BM 4+ days, signs of bowel obstructions 
or impaction, persistent diarrhea or bleeding. 6. Special considerations: Opioid-induced constipation; initiate 
stimulant laxative at some time as opioid. May require methylnaltrexone if refractory. Palliative/Hospice 
Residents: prioritize comfort, liberal use of laxatives and suppositories as needed. The immediate jeopardy 
that began on 9/24/25 was removed on 10/17/25, when the facility ensured a systemic plan to include 
education and monitoring of staff to ensure staff assessed and monitored residents for pain and change in 
condition, and that staff followed the facility bowel protocol. The noncompliance remained at the lower scope 
and severity level of no actual harm with the potential for more than minimal harm that is not immediate 
jeopardy because of the facility's need for continued monitoring. This citation relates to Intake 2633270. 3.
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