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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to ensure signs of a potential gastrointestinal (GI) bleed 
were acted upon or evaluated timely and, if needed, referred for care or treatment to reduce the risk of 
complication for 1 of 1 residents (R1) reviewed who was hospitalized with GI complications. Findings include: 
R1's Entry Minimum Data Set (MDS), dated [DATE], identified R1 admitted to the care center on 9/15/25 
from the acute care hospital. R1's initial Medicare/5-Day MDS remained, In Progress, at the time of survey.
R1's Interagency Transfer Form, dated 9/10/25, was completed by the admitting hospital and outlined R1 as 
having a past medical history significant for colon cancer and chronic kidney disease (CKD). The report 
outlined R1 admitted to the hospital on [DATE] after a mechanical fall with a resulted odontoid fracture (i.e., a 
form of cervical fracture). R1's medical history was detailed which included a history of right hemicolectomy 
(a surgical procedure that involves removing the right side of the colon) in June 2025; however, the 
completed report lacked any evidence R1 had a current or active GI bleed which was being treated or 
monitored while he had been hospitalized . R1's progress note, dated 9/15/25, identified R1 admitted to the 
care center via a transport service. R1's vital signs were listed as being within normal limits and he rated his 
pain at three (out of ten). R1 had no skin issues present aside from a scab on his head. The note concluded 
with, . no other area of concern noted at this time. R1's corresponding Admission/re-admission Summary - 
V6, dated 9/15/25, identified an evaluation completed by the care center' staff which detailed a brief review of 
systems. The evaluation included a section labeled, A4. Elimination, which outlined R1 as having urinary and 
bowel incontinence, having a last bowel movement on 9/15/25, and having hypoactive bowel sounds in all 
four quadrants. The completed summary lacked any concern or indication of R1 having an active or 
monitored GI bleed. R1's POC (Point of Care) Response History, dated 9/22/25, outlined a task labeled, B&B 
- Bowel and Bladder Elimination, and recorded responses from the staff members for the previous 14 day 
period. This recorded R1 as having a large bowel movement (BM) on 9/16/25 at 4:30 p.m., and another large 
bowel movement on 9/17/25 at 12:00 p.m. The report continued and identified both of these BM(s) were, 
Formed/Normal, in consistency. However, R1's progress note, dated 9/17/25 at 12:19 p.m., identified R1 was 
being transferred to the hospital [due to prior complaints of head pain after a fall]. The note outlined, EMTS 
[sic] just came in to pick up resident . staff stood resident up to move to gurney [and] a large amount of very 
bloody black stool come [sic] down his leg . [EMT] stated it smells like a GI bleed . placed on the gurney and 
left the building to ED . The note was authored by licensed practical nurse (LPN)-A. When interviewed on 
9/22/25 at 10:06 a.m., nursing assistant (NA)-A explained they had worked with R1 during his few days at 
the care center and recalled him as often saying he feels dizzy with ambulation. NA-A stated R1 needed help 
with dressing and most cares. NA-A explained they were assisting R1 with ambulation on 9/17/25 when he, 
again, reported being dizzy and was lowered to the floor. NA-A stated they did not recall ever helping R1 
after a BM, however, then expressed everyone was complaining about the smell in the room. NA-A 
explained they had noticed a foul odor in R1's wash room the morning of 9/17/25 before the breakfast meal (i.
e., approx. 7:30 a.m.) which NA-A described as the same smell as happened when R1 evacuated his bowels 
with the EMT present later in the day. NA-A stated they had not always noticed that odor but felt it was 
because R1 had just used the bathroom. NA-A stated they did not report this odor to the nurse as someone 
from a previous overnight shift had told them R1's room sometimes smells, so they assumed it had been 
addressed. NA-A stated they didn't recall ever seeing any active bleeding from R1, however, verified the 
odor they noticed in the early morning hours on 9/17/25 was the same one they smelled later in the 
afternoon when R1 was transferred to the hospital adding, It's not a normal smell. NA-A expressed further 
the odor was, Not a [typical] poop smell.When interviewed on 9/22/25 at 11:04 a.m., LPN-A verified they 
were assigned care for R1 on 9/17/25 and helped transfer him to the hospital. LPN-A explained R1 had been 
lowered to the ground earlier on 9/17/25, and he had complained of severe head or neck pain afterward 
which was the reason for the hospital transfer. LPN-A recalled that day and expressed R1 had gotten up for 
the day per usual and had said he was fine. Then while being prepared for the hospital transfer, the NA staff 
called her back into the room as they had noticed a large amount of blood in R1's incontinence product. 
LPN-A stated this happened between the time EMS was contacted and when they arrived. LPN-A stated R1 
was visibly uncomfortable at this time. The EMS then arrived and R1 was assisted to stand to transfer to 
their stretcher and, at that time, R1 became incontinent of bowel and it had just flooded down his pants leg. 
LPN-A stated the stool was loose and had lots of blood in it with an evident odor. The EMT present then 
responded aloud, [He] has a GI bleed, I can smell it. R1 was then transferred to the hospital. LPN-A 
acknowledged the odor of a GI bleed as being a mixture of rotten egg and metallic smell adding aloud, I think 
you [surveyor] did a really good job [describing it]. LPN-A verified nobody had reported any concerns about 
the same odor being present in his room earlier that day adding, Nobody reported nothing. LPN-A stated if it 
had been reported, they would have started monitoring R1's vital signs and updated the physician 
immediately with that information adding, I would call right away just because I don't know what it is. R1's 
medical record was reviewed and lacked evidence the odor identified by the direct care staff had been 
evaluated timely to determine what, if any, potential causative factors existed. Further, the record lacked 
evidence staff had reviewed R1 on 9/17/25 prior to the EMT arrival for what, if any, other symptoms of a 
potential GI bleed were present or needed to be addressed, including potentially emergently, despite the 
direct care staff smelling the potential distinctive odor of a GI bleed several hours prior. On 9/22/25 at 1:26 p.
m., the assistant director of nursing (ADON) and director of nursing (DON) were interviewed, and both 
verified they had an opportunity to review R1's medical record. ADON explained R1 had previously been at 
the care center a few months prior after having bowel surgery. He re-admitted to the center on 9/15/25 after 
having a fall and was in a cervical collar for his fracture. ADON stated the medical record showed R1 having 
a formed stool the day prior and R1 consuming some bowel-related medications; however, both the ADON 
and DON expressed nobody had reported any concerns about R1 having a potential GI bleed smell in their 
room on the morning of 9/17/25. ADON stated R1 consumed an iron supplement with their medications, 
however, acknowledged that would not cause the same, distinct odor a GI bleed causes. ADON stated if the 
NA staff had smelled such an odor, then it should be reported to the nurse right away to be addressed 
adding a GI bleed needs to be handled pretty quick to help improve the outcome to the patient. Further, 
ADON stated they typically complete a hospitalization review for each hospitalized resident as part of their 
overall quality assurance (QA) process, which may have helped them to identify the potential delay in care; 
however, they had not completed it yet as R1 remained hospitalized . The facility' Change of Condition 
policy, dated 3/2025, identified the facility would consult with the resident and notify their physician if a 
significant change in status was identified. A procedure was outlined which included evaluation of the 
changes through observations, obtaining a set of vital signs at the onset of the change, and obtain other 
relevant data, as needed, for a complete evaluation. Then, if needed, notify the physician and ensure the 
events are recorded in the medical record. Further, the policy outlined examples of situations which required 
immediate physician notification or situations which could be notified to them within 8 hours. The examples of 
an eight (8) hour notification included abdominal pain with emesis, seizure activity, med errors (non 
life-threatening), increased behaviors, and respiratory changes (i.e., cough, congestion). However, the policy 
lacked an example of a potential GI bleed (i.e., odor with stool, black stools) under either example base.
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