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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to the complaint: 2594578. Based on interviews and record reviews the facility failed to timely 
identify signs/symptoms of a urinary tract infection (uti), failed to consistently inform the Physician/NP (nurse 
practitioner) of identified signs/symptom, and failed to timely treat a uti for one (R202) of three residents 
reviewed for a change of condition, resulting in the resident to be hospitalized in the intensive care unit for 
urosepsis (urinary tract infection spreads to the bloodstream) and ultimately admitted into hospice care. 
Findings include:A review of a hospital Emergency Medicine consult dated 8/19/25 at 11:55 AM, documented 
in part . present to the Emergency. for altered mental status and hypotension. they &lt;sic&gt; she is acting 
worse than baseline. Patient is unable to provide any history at this point in time. They identified that the 
patient's urine is foul smelling. She does have a Foley catheter in place. Tachycardia present. Respiratory 
distress present. Laboratory evaluation identifies a significant urinary tract infection and evaluation of the 
CAT scan identifies that the Foley catheter that was recently placed may not have been completely inserted. 
When it was removed the area was covered with stool. The patient is dehydrated and initially was 
hypotensive though that has improved during her emergency department stay. Sepsis. Final Impression: 
1)AMS (altered mental status) 2)UTI 3)Sepsis 4) palliative care.A review of the medical record revealed 
R202 was transferred from another nursing facility and admitted to the facility on [DATE], with a diagnosis of 
dementia. The resident was documented to have severely impaired cognition and required staff assistance 
for all activities of daily living.Review of the transferring nursing home documentation provided to the facility 
staff upon R202's admission revealed no documented behaviors or urinary concerns. A review of a Physician 
History and Physical dated 8/1/25, documented in part . transferred from (previous nursing home name) for 
placement, she is seen and examined, laying in bed comfortably, not in distress, no new complaints, no new 
events over night, and no new issues per nursing staff. Foley catheter. No change in cognition. in no acute 
distress.A review of the progress notes revealed the following: A nursing note dated 8/2/25 at 1:25 AM, 
documented in part Observed resident continuingly removing brief and clothes and pulling call light cord out 
of the wall. Resident is in a very confused mental state at this time. Observed crying and pulling at shirt to 
remove immediately. Observed thick cloudy urine in foley tubing. Foul odor to urine.There was no 
documentation of the Physician to have been notified of the abnormal urine findings. A nursing note dated 
8/4/25 at 11:01 AM, documented in part residents urine bag was changed due to the old one clogged with 
sediment.A nursing note dated 8/10/25 at 6:24 PM, documented in part . Resident foley is draining appears 
very dark in color, unsure if due to dehydration or blood due to resident continuously pulling at indwelling 
foley. Will leave message in dr (doctor) book regarding issue.A nursing note dated 8/12/25 at 2:54 PM, 
documented in part . Writer noted cloudy and discoloration to urine, increased confusion and resident 
presented with back pain. NP (nurse practitioner) in house and ordered for urine dip and if positive to send 
out. Writer dipped urine with 125++ noted of leucocytes &lt;sic&gt;. Urine placed in total lab book for p/u (pick 
up). Writer changed Foley catheter bag and irrigated Foley, Labs also placed for CBC (complete blood 
count) and CMP (comprehensive metabolic profile) for 8/13/25.A nursing note dated 8/13/25 at 11:27 AM, 
documented in part . Assistance provided with breakfast. stating she did not want any more as she was 
about to throw up. refuses to consume more than 1 or 2 sips of water, UA (urinalysis) still pending, no results 
yet.A nursing note dated 8/14/25 at 6:15 PM, documented in part . Foley draining but odd coloring, full of 
sediment. Still awaiting urinalysis results.A nursing note dated 8/16/25 at 6:38 PM, documented in part . 
resident was baning &lt;sic&gt; her hand repeatly &lt;sic&gt; on the table and screaming. Family was called 
to help console the resident.A nursing note dated 8/16/25 at 6:42 PM, documented in part . resident was up 
the whole night screaming, banging her hand on the table and grabbing her foly &lt;sic&gt; and wrapping it 
around her head.A nursing note dated 8/17/25 at 12:19 AM, documented in part . observed by nurse laying 
in bed playing in her stool. Resident with stool all over her hands.A nursing note dated 8/18/25 at 2:07 AM, 
documented in part . Resident complains of back pain Tylenol provided and norco (controlled pain 
medication) reordered.A nursing note dated 8/18/25 at 4:41 AM, documented in part . Resident has a 
pending UA and CS (culture and sensitivity). Lab book states CMP (comprehensive metabolic panel) and 
CBC (complete blood count) blood specimen pending.A review of a urinalysis, urine culture and sensitivity 
report collected on 8/12/25 and resulted on 8/18/25, revealed an abnormal UA with an identified organism of 
&gt; (more than)100,000 of E.Coli present in R202's urine. The report noted the antibiotics the organism was 
resistant and sensitive to. A review of the medical record revealed no documentation of the identified 
abnormal UA and C&S results, no notification to the Physician/NP and no treatment implemented for the 
infection. Further review of the medical record revealed no results or documentation of the CMP and CBC to 
have been completed. A Physical Medicine and Rehabilitation (PMR) note dated 8/19/25 at 10:51 AM, 
documented in part . Patient is resting in bed. Not responding to verbal stimuli. ROS (review of systems) 
unable to assess. pt (patient) with significant decline, unable to participate. Patient was standing CGA 
(contact guard assist) last week during therapy. D/w (discuss with) RN (registered nurse), states UA sent last 
week, no result noted at this time. D/w RN regarding purple urine in foley bag. D/w RN agonal breathing 
(gasping for air), 02 (oxygen) applied, RN called EMS (emergency medical services) and IM (internal 
medicine) regarding sig. (significant) change in patient condition, to be sent to hospital.Further review of the 
urinalysis, urine culture and sensitivity report noted on the bottom sent on this AM (clinician's initials) 8/19/25. 
This indicated the staff failed to report the results to the Physician/NP on 8/18/25 and was delayed a day and 
sent to the Physician/NP on 8/19/25. The collected date of the urinalysis was noted on the report as 8/12/25 
and the resulted date was noted as 8/18/25, a six day delay from the facility's contracted lab to have reported 
the abnormal urinalysis to the facility and the delay in the reporting of the culture and sensitivity results. A 
review of a hospital Urology consult dated 8/20/25 at 7:52 AM, documented in part . Chief Complaint: AMS 
(altered mental status), hypotension. She was found to have urosepsis in ED (emergency department) and 
was transferred to ICU (intensive care unit) and is &lt;sic&gt; pressors at this time. She does not arouse to 
verbal or gentle physical stimuli at this time. Foley in place with amber urine now but was red upon 
exchange. UA positive, Ucx (urine culture) pending. Bcx (blood culture) positive with E. Coli. LA (lactic acid) 
8.8. WBC (white blood cells) 17.6 (H- high) 08/20/2025. Impression. Hematuria. UTI, sepsis. PLAN: In ICU. 
UA positive. Ucx pending. Bcx positive. On zosyn (antibiotic), did get cefepime (antibiotic). ID (infectious 
disease) consulted. Trend WBC (white blood cells).A review of a hospital Hospitalist consult dated 8/22/25 at 
12:14 PM, documented in part . Change in mental status-toxic metabolic encephalopathy. Lactic acidosis 
due to septic shock, UTI with sepsis, Acute renal failure, multifactorial, Hematuria.Plan -Patient is transferred 
to inpatient hospice -Remains hypotensive, noted shallow breathing, decreased respiratory rate today. 
presented to the hospital with septic shock. Patient initially was admitted to the intensive care unit with 
change in mentation with lactic acidosis urinary tract infection. Received a fluid resuscitation pressor support 
was evaluated by multidisciplinary team. has had acute renal failure on presentation. Patient has declined to 
decline despite maximal medical therapy and after meeting with palliative care team patient had a hospice 
informational visit. Pressors were discontinued patient remained hypotensive, lethargic and was transferred 
to inpatient hospice. I have discussed during the intensive care unit admission and today with the (R202's 
family member). is agreeable with plan of care and. understands the grave prognosis. Patient has shallow 
breathing remains hypotensive with minimal urine output.On 8/27/25 at 8:27 AM, the Director of Nursing 
(DON) was interviewed and asked about the delayed UA, culture and sensitivity results and the DON stated 
they were newly employed with the facility and realized coming in that there were issues with the contracted 
laboratory. The DON stated they started a past non compliance regarding the laboratory services. The DON 
identified delayed completion and reporting of test results. At 9:02 AM, the DON stated they were trying to 
find a new laboratory provider for the facility. The DON was asked about R202's clinical signs/symptoms of a 
UTI that was not initially reported to the Physician/NP, the failure to timely identify and treat R202's UTI and 
the DON acknowledged the concern, stating they were awaiting the results of the testing before treatment 
was started. The DON explained that the resident was newly admitted to the facility so the staff was unaware 
of the change from the resident's baseline. The DON was asked why the CBC and CMP was not 
ordered/completed. The DON stated they read the note regarding the test pending, however they could not 
find results. A review of a facility policy titled Acute Change in Condition dated July 2021, documented in part 
. An Acute Change of Condition (ACOC) is a sudden, clinically important deviation from a resident's baseline 
in physical, cognitive, behavioral, or functional domains. Clinically important means a deviation that, without 
intervention, may result in complications or death. Resident's are assessed upon admission to establish 
Baseline Data. Changes (symptoms) in a resident's condition are communicated by any staff member to 
nurses. Document in the medical record all interventions to address the change of condition. Changes 
(symptoms) are communicated to the physician.No further explanation or documentation was provided by 
the end of the survey.
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Provide or obtain laboratory tests/services when ordered and promptly tell the ordering practitioner of the 
results.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to the complaint: 2594578. Based on interviews and record reviews the facility failed to order 
laboratory tests as directed by the Physician/Nurse Practitioner, ensure timely/efficient laboratory services, 
ensure promptly notify the Physician of abnormal results and failed to develop a policy and/or procedure for 
ordering laboratory test, obtaining & reporting abnormal values to the Physician for one (R202) of three 
residents reviewed for a change in condition. Findings include: A review of the medical record revealed R202 
was admitted to the facility on [DATE], with a diagnosis of dementia. The resident was documented to have 
severely impaired cognition and required staff assistance for all activities of daily living.A review of a nursing 
note dated 8/12/25 at 2:54 PM, documented in part . Writer noted cloudy and discoloration to urine, 
increased confusion and resident presented with back pain. NP (nurse practitioner) in house and ordered for 
urine dip and if positive to send out. Writer dipped urine with 125++ noted of leucocytes &lt;sic&gt;. Urine 
placed in total lab book for p/u (pick up). Writer changed Foley catheter bag and irrigated Foley. Labs also 
placed for CBC (complete blood count) and CMP (comprehensive metabolic panel) for 8/13/25. care updated.
A review of a nursing note dated 8/18/25 at 4:41 AM, documented in part . Resident has a pending UA 
(urinalysis) and CS (culture and sensitivity) &lt;sic&gt;. Lab book states CMP and CBC blood specimen 
pending.A review of the medical record revealed the CBC and CMP order was never implemented as 
directed. Further review of the medical record revealed no results of a CBC or CMP. A review of a urinalysis, 
urine culture and sensitivity report collected on 8/12/25 and resulted on 8/18/25, revealed an abnormal UA 
with an identified organism of &gt; (more than)100,000 of E.Coli present in R202's urine. The report noted 
the antibiotics the organism was resistant and sensitive to. Review of the medical record revealed no 
documentation of the identified abnormal UA and C&S, no notification to the Physician/NP and no treatment 
implemented for the infection. Further review of the urinalysis, urine culture and sensitivity report noted on 
the bottom sent on this AM (clinician's initials) 8/19/25. This indicated the staff failed to report the results to 
the Physician/NP on 8/18/25 and was delayed a day and sent to the Physician/NP on 8/19/25. The collected 
date of the urinalysis was noted on the report as 8/12/25 and the resulted date was noted as 8/18/25, a 
six-day delay from the facility's contracted lab to have reported the abnormal urinalysis to the facility and the 
delay in the reporting of the culture and sensitivity results. Review of a nursing note dated 8/19/25 at 11:16 
AM, documented in part . Resident was sent to (hospital name) for evaluation vis &lt;sic&gt; EMS 
(emergency medical services), resident urine appeared dark emesis in color, Resident was experience 
&lt;sic&gt; mental status change without following command.On 8/26/25 at 9:27 AM, the Administrator was 
asked to provide the facility policy on the ordering and report of lab results. At 10:08 AM, the Administrator 
replied the facility did not have a policy regarding the ordering and reporting of lab results. On 8/27/25 at 
approximately 8:27 AM, the Director of Nursing (DON) was interviewed and asked about the facility's 
protocol regarding implementing and ordering the labs as directed by the Physician/NP and the DON replied 
the facility staff put in the orders into the laboratory website and the lab worker would come to the facility in 
about two days, stat (immediate) right away if needed. The DON was asked the facility's protocol in how the 
staff identify and report abnormal lab findings to the Physician. The DON stated the lab results are emailed to 
them (DON) and faxed to the facility. The DON explained Monday through Fridays the unit ward clerk would 
obtain the faxed laboratory reports and provided them to the staff. The DON stated on the weekends the 
Nursing supervisor would obtain the reports and provide it to the staff. The DON was asked about the CBC 
and CMP that was supposed to be ordered for R202. The DON stated they saw that it was documented and 
noted to be pending, however the facility did not have the results. The DON stated they had identified 
issues/concerns with the facility's contracted lab services and was working toward a solution. The DON was 
then asked about R202's abnormal UA and C&S results to have been reported on 8/18/25, however not 
reported to the Physician until 8/19/25. The DON stated they recognized the long processing times with the 
third-party laboratory to have been problematic and stated the nurse should have followed up on 8/18/25 
when the abnormal UA & C&S was completed to report it to the Physician. The DON stated they had started 
education with the nursing staff regarding the concern. No further explanation or documentation was 
provided.
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