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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 provide timely assessment and interventions for 
1 of 3 residents reviewed. Resident #1 reported signs and symptoms of a Urinary Tract Infection (UTI) and 
staff did not follow through to get a urinalysis (UA) order until 6 days later. The clinical chart lacked vital signs 
and nursing notes during this timeframe. The facility reported a census of 84 residents.Findings 
include:According to the Minimum Data Set (MDS) dated [DATE] Resident #1 had a Brief Interview for 
Mental Status (BIMS) score of 8 (moderate cognitive deficits) She was totally dependent on staff for toileting 
hygiene, dressing, and transfers. She was always incontinent of urine and bowel. Her diagnoses included: 
anemia, dementia, stress incontinence and pain. The Care Plan updated on 1/24/25 showed Resident #1 
required staff assistance with activities of daily living. Staff were to check and change and provide peri cares. 
On 3/16/25 and on 9/13/25 found to have UTI. Staff were to check at least every 2 hours for incontinence, 
wash, rinse and dry soiled area. Monitor vital signs and notify doctor of abnormalities. Monitor for signs and 
symptoms of UTI, including foul smelling urine, and urgency. On 10/16/25 at 8:30 AM, Resident #1 was 
sitting in a recliner in her room. She did not respond while her husband answered questions. He said that 
she has been very tired since she came back from the hospital.On 10/16/25 at 11:53 AM Family Member 
(FM) for Resident #1 said that she was visiting the resident on Saturday, 9/6/25 when she reported to the 
nurse that Resident #1 was having some burning when she urinated. The response from the nurse was that 
because it was a weekend, they would have to wait until Monday before they could talk to the doctor. The 
FM said that they tried to tell Staff D, Registered Nurse (RN) that the resident needed a UA but the 
conversation became confrontational. On 10/16/25 at 12:32 PM, Staff A, RN said that she had worked the 
Saturday of 9/6/25, and she did not get any reports from the previous shift that Resident #1 was having UTI 
symptoms. She said there was another family member that was in the resident's room when she 
administered medications to Resident #1 and her husband the morning of 9/6/25. The family member asked 
if anyone had passed on that the resident was having burning with urination. Staff A responded that she was 
not aware of that, then asked the resident if she was having abdominal pain or burning when she urinated. 
The resident told her she had a little burning. Staff A then told the family that she would go back and look at 
the nursing notes and charting to see if there was anything noted. Staff A maintained that the resident was 
a-febrile (no elevated temperature) and she did not have abnormal confusion. Staff A said that since it was a 
Saturday, the only option they had was to send Resident #1 to the Emergency Department (ED) and she did 
not show symptoms that warranted an ED visit. Staff A said that they do not have an on-call doctor to get 
treatment orders after hours, and this situation did not warrant going to the ED. Staff A said that she passed 
it on in report on the 6th to continue to monitor for UTI symptoms. On 10/16/25 at 12:30 PM Staff C, RN said 
the family had a history of requesting UA's when the resident was having confusion only and not any other 
symptoms. She said that the doctor did not want to order UA's when confusion was the only complaint. On 
10/16/25 at 1:15 PM, Staff B, Certified Nurse Aide (CNA) said that she worked with Resident #1 in the days 
leading up to her hospitalization and she provided incontinence care. She said that the resident had reported 
that it was hurting when they wiped her, and her skin was pink. She had also noticed that her urine had a 
stronger odor than normal. Staff B said that she told Staff D, RN and nurses' response was to continue to do 
peri care and let her know if it got worse and to push fluids. The chart for Resident #1 lacked Nursing 
Progress Notes from 9/4/25 - 9/10/25.The chart for Resident #1 lacked any vital signs from 9/3/25- 9/13/25. 
A Urinalysis Laboratory Report dated 9/13/25 at 2:37 PM, showed Resident #1 had a UA that was positive 
for bacteria. The Orders tab showed on 9/13/25 at 6:00 PM Resident #1 was started on an antibiotic for a 
UTI. A Performance Improvement Plan dated 9/17/25, showed Staff D was presented with performance 
concerns including communication with residents and families. The expectation was to ensure all interactions 
with resident and or resident families were respectful, timely and professional. A hand written note on the 
bottom of the document showed that Staff D did not sign the document and terminated her employment at 
that time. On 10/16/25 at 3:30 PM, the Director of Nursing (DON) acknowledged that the nurses should put 
notes in the residents' chart regarding changes such as burning with urination or odorous urine. She said she 
had talked to several staff members and none reported to her that Resident #1 had any symptoms before 
they discovered the UTI. With a change in condition, the DON said that she would expect a note and vital 
signs if applicable. She said that there were some conflicts between a nurse and the family that caused a 
breakdown in communications. According to the facility policy titled: Assessment of Changes in Condition; 
condition change was defined as alteration from normal status. Clinical record documentation, assessment 
and follow up was necessary. The licensed nurse would be completed head to toe assessments to include 
full vital signs. Documentation requirements included nurses' notes, description of problem, vital signs and 
documentation must show consistent follow up.
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