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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #2674136Based on interviews and record review the facility failed to implement, review 
and revise care plans and interventions for 1 of 3 residents (Residents #1) reviewed for quality of care 
resulting in delay in treatment for constipation, development of a small bowel obstruction, and hospitalization.
Findings include:Resident #1 (R1)Review of the Face Sheet revealed R1 was originally admitted to the 
facility on [DATE] with a diagnosis of dementia. Review of the Minimum Data Set (MDS) dated [DATE] 
revealed R1 had a brief interview for mental status (BIMS) score of 8 out of 15 which indicated she was 
cognitively impaired. Section H Bowl and Bladder on the MDS assessment revealed: R1 was always 
continent of bowel movements.Review of a facility Communication Document from a facility nurse to a facility 
Physician dated 4/2/25 read in part: Concern: (R1) is constantly on the BM (Bowel Movement) list for not 
having a BM every 3 days .Review of R1's Care Plan read in part: FOCUS (R1) is at risk for constipation R/T 
(related to): decreased mobility, medications side effects, opioid use. Date Initiated: 1/13/2023. GOAL: Will 
have a normal bowel movement at least every 3 days through the review date. Date Initiated: 01/13/2023.
INTERVENTIONS: Observe for s/sx (signs and symptoms) of constipation, consistency of bowel movements.
distention/tenderness/guarding/rigidity, vomiting .Date Initiated:1/13/2023 .Administer medications as 
ordered and observe for ineffectiveness/side effects. Report abnormal findings to the physician. Date 
Initiated: 01/13/2023.Review of R1's Certified Nurse Aide (CNA) documentation for the month of October 
2025 revealed. R1 had no bowel movements documented from 10/4/25 at 7:21 PM until 10/11/25 at 5:00 
PM. (R1 went 6 days without a bowel movement).Review of R1's Certified Nurse Aide (CNA) documentation 
for the month of October 2025 revealed. R1 had 1 medium sized bowel movement documented from 
10/14/25 at 6:40 PM until 10/25/25 at 7:30 AM. (R1 went 10 days with 1 medium bowel movement).Review 
of R1's Medication Administration Record (MAR) for the month of October 2025 revealed R1 had 3 
alternative PRN (as needed medications) for constipation relief including stool softeners/laxatives, 
suppositories and enemas. None of which were documented as administered to R1 from 10/4/25 through 
10/22/25.Review of R1's facility Progress Notes read in part: 10/29/2025 20:05 Nurses Notes Text: Resident 
had a large dark brown emesis (vomit) with food (content). No fecal smell or blood noted.Review of R1's 
facility Physicians Assistants (PA) Progress Notes read in part: Date of Service: 10/29/2025-Visit Type: 
Telehealth - Details: NOTES Received a call from facility regarding female resident: Resident had an 
episode of emesis which was dark brown with regurgitated meal fragments.Review of R1's facility Progress 
Notes read in part: 10/30/2025 19:01 Nurses Notes Position: Registered Nurse (RN) A Note Text: (R1) sent 
to (hospital emergency department-name omitted) for evaluation of Fever and hypotension.Review of R1's 
Hospital Discharge Paperwork dated 11/4/25 read in part: (R1) Patient presented to the emergency room 
due to fever of 101.3 along with lethargy. Interval History: Patient (R1) has had increasing pain and 
increasing nausea. Flat plate Abd (X-Ray) today shows evidence of higher-grade obstruction with transition 
point. (R1) Hospital Course: She (R1) was found to have a small bowel obstruction resulting in acute kidney 
injury and sepsis. Care plan discussed with daughter to describe her clinical findings and concern for 
possible death in days.In an interview on 12/16/25 at 5:06 PM., the DON reported R1's Care Plans should be 
person centered, and the interventions should be implemented to ensure R1, and all residents have the 
appropriate interventions to meet her/their goals. DON reported that R1's care plan was not followed to 
ensure accurate assessment and treatment for constipation was followed. Review of Fundamentals of 
Nursing ([NAME] and [NAME]) 8th edition revealed, If the patient's status has changed and the nursing 
diagnosis and related nursing interventions are no longer appropriate, modify the nursing care plan. An 
out-of-date or incorrect care plan compromises the quality of nursing care. Review and modification enable 
you to provide timely nursing interventions to best meet the patient's needs .It is necessary to revise related 
factors and the patient's goals, outcomes, and priories. Date any revisions. Revise specific interventions that 
correspond to the new nursing diagnoses and goals. Revisions need to reflect the patient's present status. 
[NAME], P. A., [NAME], A. G., Stockert, P. A., & Hall, A. (2014). Fundamentals of Nursing (8th ed.). St. 
Louis: Mosby. p. 257-258 the requisite knowledge to complete an accurate assessment .Review of the MDS 
3.0 RAI Manual v1.16, Chapter 3 Section N: Medications, revealed .The intent of the items in this section is 
to Revisions need to reflect the patient's present status. [NAME], P. A., [NAME], A. G., Stockert, P. A., & 
Hall, A. (2014). Fundamentals of Nursing (8th ed.). St. Louis: Mosby. p. 257-258. Review of the Long-Term 
Care Facility Resident Assessment Instrument 3.0 User's Manual, v1.16, Chapter 2: Assessments for the 
Resident Assessment Instrument (RAI), revealed .the resident's care plan must be reviewed after each 
assessment .and revised based on changing goals, preferences and needs of the resident and in response 
to current interventions .Residents' preferences and goals may change throughout their stay, so facilities 
should have ongoing discussions with the resident and resident representative, if applicable, so that changes 
can be reflected in the comprehensive care plan .
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Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake: 2674136Based on interview and record review, the facility failed to implement preventative 
measures, promptly assess and treat constipation for 1 resident (Resident #1) of 3 residents reviewed for 
quality of care and prevent further medical complications from constipation. This failure resulted in actual 
harm when R1was hospitalized for a small bowel obstruction, leading to acute kidney injury and sepsis.
Findings include:According to Legal and Ethical Issues in Nursing, 4th Edition, ([NAME], G, 2006), a major 
responsibility of all health care providers is that they keep accurate and complete medical records. From a 
nursing perspective, the most important purpose of documentation is communication. The standards for 
record keeping attempt to ensure patient identification, medical support for the selected diagnoses, 
justification of the medical therapies used, accurate documentation of that which has transpired, and 
preservation of the record for a reasonable time-period. Documentation must show continuity of care, 
interventions used, and patient responses. Nurses' notes are to be concise, clear, timely, and complete.
Resident #1Review of the Face Sheet revealed R1 was originally admitted to the facility on [DATE] with a 
diagnosis of dementia. Review of the Minimum Data Set (MDS) dated [DATE] revealed R1 had a brief 
interview for mental status (BIMS) score of 8 out of 15 which indicated she was cognitively impaired. Section 
H Bowl and Bladder on the MDS assessment revealed: R1 was always continent of bowel movements. 
Review of R1's facility Progress Notes read in part: 10/24/2025 10:52 Nurses Notes Text: No BM (Bowel 
Movement) x 3 days. Senna 8.6-50 mg) given.Review of a facility Communication Document from a facility 
nurse to a facility Physician dated 4/2/25 read in part: Concern: R1 is constantly on the BM (Bowel 
Movement) list for not having a BM every 3 days, she (R1) is currently getting Senna (stool softener/laxative 
medication) 1 time daily . can we increase to 2 tabs . Review of R1's current Medication Administration 
Record (MAR) read in part: Senna Plus Oral Tablet 8.6-50 MG [Sennosides-Docusate Sodium) Give 2 tablet 
by mouth one time a day for Constipation Start Date-4/05/2025 .Review of R1's current (October 2025) MAR 
for PRN (As needed medications) had the following orders for relief of constipation: Senna Oral Tablet 8.6 
MG (Sennosides) Give 8.6 mg by mouth every 72 hours as needed for Constipation-Start Date-09/16/2024 
Bisacodyl Rectal Suppository (Bisacodyl) Insert 1 unit rectally every 72 hours as needed for 
Constipation-Start Date- 09/16/2024 Fleet Saline Enema Rectal Enema 7-1 9GM/197ML (Sodium 
Phosphates) Insert 1 unit rectally every 72 hours as needed for Constipation-Start Date-09/16/2024Review 
of R1's Certified Nurse Aide (CNA) toilet continence documentation for the month of October 2025 revealed. 
R1 had no bowel movements documented from 10/4/25 at 7:21 PM until 10/11/25 at 5:00 PM. (R1 went 6 
days without a bowel movement). Review of R1's current MAR revealed R1 had 3 alternative PRN (as 
needed medications) Fleet Saline Enema Rectal Enema, Senna Oral Tablet 8.6 MG and Bisacodyl Rectal 
Suppository for relief of constipation, none of which were documented as administered to R1 from 10/4/25 
through 10/22/25.Review of R1's CNA toilet continence documentation for the month of October 2025 
revealed. R1 had 1 medium sized bowel movement (10/18/25) documented from 10/14/25 at 6:40 PM until 
10/25/25 at 7:30 AM. (R1 went 10 days with 1 medium bowel movement).Review of R1's facility Progress 
Notes read in part: R1-10/29/2025 16:12 Nurses Notes Text: Resident had complaints of abdominal pain. 
Abdominal assessment: Bowels sounds active in all four quadrants, rectal suppository given. Resident had 
medium bowel movement but says she still has some abdominal pain .Review of R1's facility Progress Notes 
read in part: 10/29/2025 18:55 Nurses Notes Text: Resident still having abdominal pain. Resident put to bed 
shortly after dinner arrived and she did not eat much. Residents still have active bowel sounds and abdomen 
is soft and tender to touch.Review of R1's facility Progress Notes read in part: 10/29/2025 20:05 Nurses 
Notes Text: Resident had a large dark brown emesis (vomit) with food (content). No fecal smell or blood 
noted. Writer assessed resident abdomen, bowel sound present in all quadrants. Vital signs: BP (blood 
pressure) 171/98, T- 99.0 (Temperature) .Writer called PA (Physician's Assistant) . Order an abdominal Xray, 
a one-time Zofran 4mg (antinausea medication) .Liquid diet until we have abdomen Xray result. (PA) said to 
continue monitoring and call if anything changes. Review of R1's facility Physicians Assistants (PA) Progress 
Notes read in part: Date of Service: 10/29/2025-09:00 Visit Type: Telehealth - Details: NOTES Resident had 
an episode of emesis which was dark brown with regurgitated meal fragments. No evidence of hematemesis, 
fecal residue or blood. complain of slight discomfort to the lower (abdominal) fields. Medical course of 
action/plan: I have placed her on liquid diet until abdominal.X-ray is done tomorrow (10/30/25). Concerns for 
ileus or partial blockage.Review of R1's facility Progress Notes read in part: 10/30/2025 17:44 Situation: The 
Change In Condition/s (CIC) reported on this CIC Evaluation are/were: Abdominal pain Abnormal .Altered 
mental status. Fever .Food and/or fluid intake (decreased or unable to eat and/or drink adequate amounts) 
Nausea/Vomiting Seems different than usual Talks/Communicates Less Tired, Weak, Confused, or Drowsy 
Review of R1's facility Progress Notes read in part: 10/30/2025 19:01 Nurses Notes Position: Registered 
Nurse (RN) A Note Text: (R1) sent to (hospital emergency department-name omitted) for evaluation of Fever 
and hypotension.Review of R1's Hospital Discharge Paperwork dated 11/4/25 read in part: (R1) Patient 
presented to the emergency room due to fever of 101.3 along with lethargy that began on day of admission 
[DATE]) . Interval History: Patient (R1) has had increasing pain and increasing nausea. Flat plate Abd 
(X-Ray) today shows evidence of higher-grade obstruction with transition point. Patient having more emesis 
today as well. Care plan discussed with daughter to describe her clinical findings and concern for possible 
death in days.Further review of R1's Hospital Discharge Paperwork dated 11/4/25 read in part: (R1) Hospital 
Course: She (R1) was found to have a small bowel obstruction resulting in acute kidney injury and sepsis 
(Sepsis: a life-threatening condition that arises when the body's response to an infection becomes 
dysregulated, leading to widespread inflammation and potential organ failure. It often develops from 
bacteremia or other infections and can cause symptoms such as fever, rapid heart rate, confusion, and 
difficulty breathing) . The diagnosis of small bowel obstruction was confirmed by CT imaging, which 
demonstrated dilated loops of small bowel with air-fluid levels and a transition point in the right lower 
quadrant, without evidence of free air or bowel ischemia. Laboratory studies on admission revealed 
leukocytosis (White Blood Cells-WBC 14.04-indicating infection), neutrophilia, elevated BUN (35), creatinine 
(2.48), and decreased GFR (18), consistent with acute kidney injury and systemic inflammatory response. 
Urinalysis was concerning for possible cystitis, and blood cultures were positive for gram-negative bacilli, 
supporting the diagnosis of sepsis and bacteremia (Bacteremia: A condition when bacteria enter the 
bloodstream) . General surgery was consulted and recommended non-operative management due to her 
advanced age and comorbidities, with broad-spectrum antibiotics (Zosyn), fluid resuscitation, and NPO 
status. She was not considered a surgical candidate, and after discussion with her family, the plan shifted 
toward comfort-focused care as her obstruction progressed, and symptoms worsened. Symptom 
management included IV antiemetics and analgesics, and scopolamine was added for emesis control as 
upper GI symptoms increased. During the admission, she experienced intermittent abdominal pain, nausea, 
and episodes of bilious emesis, with progressive decline in functional status. By hospital day 3, her decision 
maker requested further discussion regarding aggressive management of the obstruction, but after review, 
comfort care remained the recommended approach due to high risk of complications and lack of surgical 
options. (R1) was discharged to (Facility Name Omitted) with hospice services for ongoing comfort-focused 
care.In an interview on 12/16/25 at 2:15 PM., Assistant Director of Nursing (ADON) B reported R1 was no 
longer in the facility and had passed away with hospice care a few weeks ago. ADON B reported R1 had 
been sent out of the facility on 10/30/25 because she had been experiencing increased lethargy, abdominal 
pain and fever. ADON B reported R1 did have a history of constipation and had PRN medications if needed. 
ADON B reported the family elected not to have surgery to remove the small bowel impaction/obstruction 
because there was a high possibility R1 would not tolerate the surgery and may pass away. In an interview 
on 12/16/25 at 3:45 PM., Registered Nurse (RN) A reported that she was the nurse working on 10/29/25 
when R1 had vomited, had a low-grade fever and was complaining of abdominal pain. RN A reported she 
recalls on 10/29/25 R1 had reported to her, she didn't feel well and had abdominal pain abruptly after lunch. 
RN A reported she looked back in R1's medical record and MAR and noticed she had not seen any 
significant bowel movements charted. RN A reported she immediately gave R1 a PRN rectal suppository, 
completed a change of condition and called the on-call physician's assistant. RN A reported Zofran 
(antinausea medication) was given to R1. RN A reported she had asked R1 when the last time was, she had 
a BM and R1 could not recall. RN A reported R1 had a history of constipation and had many medications 
that can cause constipation, which is why R1 had multiple different stool softeners, laxatives and PRN 
medications to relieve constipation. RN A reported the following day she worked the 7:00 am -7:00 pm shift 
which was 10/30/25 and noticed R1 was lethargic, and she wouldn't open her eyes, and appeared very sick. 
RN A reported she again called the on-call PA, and they ordered an abdominal X-ray. RN A reported while 
waiting for the X-Ray technician to arrive R1's medical status appeared to be declining, she recalls R1 was 
hot, sweating and was no responding to stimuli. RN A reported once the X-ray arrived, R1 was placed on the 
flat plate underneath her and did not moan, groan or wince in pain, R1 did not respond which was abnormal 
because R1 was typically in a lot of pain when moved. RN A reported the decision was made to send her out 
to the hospital. RN A reported R1's baseline was normally she was continent of bowel movements and could 
tell staff when she had to go. RN A reported R1 could not remember when she last had a BM because of her 
dementia but was typically able to make her needs known. RN A reported after R1 left for the hospital she 
further reviewed the CNA and nurse documentation and noticed that R1 had not been frequently having 
regular bowel movements and PRN medications were only given a few times in the last couple days. In an 
interview on 12/16/25 at 4:35 PM., Director of Nursing (DON) reported she recently started working at the 
facility and noticed there were issues with documentation on bowel movements for residents. The DON 
reported she has put into place in the Electronic Medical Record (EMR) alert charting area that will trigger 
any resident that has not had a bowel movement charted for 3 days. The DON reported R1 should not have 
gone as long as she did during the month of October 2025 without regular bowel movements. The DON 
reported it appears lack of communication between staff, and failure to follow the measures that were in 
place for R1 were not implemented. Nursing assessment is the deliberate and systematic collection of data 
of the residents' health and functional status and is the first step in Nursing Process. The data obtained in the 
assessment is communicated to other care givers and health professionals and is used to diagnose the 
problem and plan and implement care . Nursing judgment is critical when medications that are ordered PRN 
(as needed) are given. The nurse documents the assessment made and the time of medication 
administration. The nurse should make frequent evaluation of the effectiveness of the medication and record 
findings in the appropriate record. The record is a means by which health care team members communicate 
(resident) needs, and progress, individual therapies .The record should be the most current and accurate 
source of information about a (resident)'s health care status. ([NAME], P. A. & [NAME], A. G. (2005) 
Fundamentals of Nursing (6th ed.). St. Louis: Mosby) . Review of a facility Policy and Procedure titled Bowel 
& Bladder Continence Program with a revision date of 4/26/22 read in part: Purpose: Assisting a resident to 
maintain or restore bowel and bladder continence may promote the following: Dignity Independence 
Participation in activities and social functions Confidence Improved skin integrity Reduction in falls and 
associated injuries Reduction in sleep disturbances Reduced potential for urinary tract infections (UTI)A 
resident is screened upon admission for participation in the Bowel and/or Bladder Continence Program. 
Potential factors or underlying causes that may be contributing to bowel and/or bladder incontinence are 
identified and addressed by the IDT (Interdisciplinary Team) .5. Behavior modification programming may be 
initiated for residents who meet the following requirements:a. Bladder or Bowel Retraining Program:i. Able to 
communicate with a need to eliminateii. Experience an urge to eliminateiii. Physical ability to delay 
elimination until reaching toiletiv. Willing and able to participate, independently or with promptsa. 
Prompted/Structured Toileting:i. Able to establish patterns and/or cues indicating time and need for toiletingii. 
Willing and able to participate, independently or with prompts5. Discuss the findings with the resident, family 
and/or legal representative and determine interventions to be included in the plan of care. Determine the 
resident's willingness and ability to participate in interventions.10. Documentation:a. Document resident daily 
participation, including actual number of minutes participating in Point of Careb. Evaluate effectiveness of 
interventions and document progress towards goals in Point Click Care on the Restorative Toileting 
Evaluationc. Modify goals and interventions as needed. Update care plan and Kardex.Communicate any 
modifications to the direct care providers.
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