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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review the facility failed to monitor and assess for presence of signs/symptoms of 
urinary tract infections and for antibiotic effectiveness and/or adverse reactions for 2 of 3 residents (R1, R2) 
reviewed for change of condition. Findings include R1's discharge Minimum Data Set (MDS) dated [DATE] 
indicated impaired cognition, with diagnoses included lumbar (lower back) vertebra fracture and 
encephalopathy (confusion). R1 was frequently incontinent of bowel and bladder and needed assistance of 1 
person with activities of daily living.R1's health status notes dated 9/5/25 indicated an order was obtained for 
a urinalysis with culture (UA/UC) but R1's family member (FM-A) did not want to wait for the facility to 
complete the order. FM-A had R1 tested at an outside medical facility. R1 returned with a diagnosis of UTI 
with an order for oral antibiotic medication.In review of R1's record there it was not evident R1 was monitored 
and/or evaluated for presence of/increase in/or decrease of urinary tract infection symptoms aside from vital 
signs such as increased incontinence, retention, burning during and/or after urination, presence of foul odors, 
discoloration, frequency, and urgency. Additionally, there was also no consistent documentation for 
monitoring the side effects of the antibiotic. R1's skilled charting note dated 9/6/25 indicated R1 started 
taking an antibiotic for UTI. R1's skilled charting note dated 9/7/25 indicated R1 was taking antibiotics for 
UTI. Vital signs were within R1's baseline. R1's skilled charting note dated 9/8/25 did not address urinary or 
antibiotic status. R1's provider notes dated 9/8/25 indicated an abnormal urinalysis with empiric (treatment 
when a healthcare provider suspects an infection but lacks complete information) treatment with oral 
antibiotic. R1 had reported to provider a little burning with urination. R2's care area assessments (CAA) 
dated 12/19/24 indicated R2 had triggered for a urinary incontinence CAA and indicated urinary incontinence 
would be addressed in the care plan. R2's quarterly MDS dated [DATE] indicated intact cognition with 
diagnoses included congestive heart failure and depression. R2 was continent of bowel and frequently 
incontinent of bladder. R2's care plan dated 9/17/25 did not include a bowel/bladder focus that addressed the 
incontinence. R2's health status notes dated 9/17/25 indicated an order was received for a UA/UC. The test 
was completed and R2 was diagnosed with a UTI and given an order for oral antibiotics for 5 days (through 
9/22/25). The notes do not indicate what UTI symptoms R2 was displaying.R2's health status note dated 
9/17/25 at 9:50 p.m., indicated R2 had received her first dose of antibiotic but lacked information regarding 
signs or symptoms of UTI or reaction to oral antibiotic. In review of R1's record between 9/17/25 through 
9/22/25 it was not evident R1 was monitored and/or evaluated for presence of/increase in/or decrease of 
urinary tract infection symptoms aside from vital signs such as increased incontinence, retention, burning 
during and/or after urination, presence of foul odors, discoloration, frequency, and urgency. Additionally, 
there was also no consistent documentation for monitoring the side effects of the antibiotic. It could not be 
ascertained if R1's urinary symptoms had resolved and/or if the antibiotic was effective after the 5 day 
antibiotic course. R2's health status note dated 10/1/25 indicated R2 had been experiencing feelings of 
burning on urination and increased urinary frequency. A UA/UC order was obtained and the test completed. 
R2's EMR did not include health status notes on 10/2/25.R2's health status note dated 10/3/25 indicated R3 
had started an antibiotic for UTI.R2's EMR lacked health status notes on 10/4/25, 10/5/25,10/6/25 and 
10/7/25.R2's health status note dated 10/8/25 indicated R2 had felt unwell that morning and had an unusual 
for her incontinent episode of loose stool. During an interview on 10/10/25 licensed practical nurse (LPN)-A 
stated after a resident has been diagnosed with a UTI a health status note should be written every shift with 
vital signs and whether or not the resident is experiencing any UTI symptoms. If the resident is on an 
antibiotic, the note should include any reaction to the antibiotic. Some possible side effects of an antibiotic 
include stomachache, diarrhea and not feeling well.During an interview on 10/10/25 at 12:04 p.m., registered 
nurse (RN)-A stated after a resident has been diagnosed with a UTI a nurse's note should be written every 
shift with the resident's vital signs, UTI symptoms the resident was experiencing, any adverse side effects 
from the antibiotic, and a resident's intake and output.During an interview on 10/10/25 at 12:34 p.m., RN-B 
stated after a resident has been diagnosed with a UTI, they should be monitored for improvement of UTI 
symptoms, vital signs, and anything else the provider ordered. Improvement in symptoms or reaction to 
antibiotic would be difficult to determine without looking at previous health status notes. RN-B confirmed 
there was no information regarding R2's signs or symptoms of UTI or reaction to oral antibiotic.During an 
interview on 10/10/25 at 12:53 p.m., RN-C stated when requesting an order for a UA/UC, the nurse should 
document the symptoms the resident is experiencing and anything else the nurse observed. Documentation 
of vital signs, symptoms of UTI and side effects from the antibiotic should be completed daily. RN-C 
confirmed nothing was captured in R3's notes regarding urinary symptoms. RN-C would expect to see 
documentation even if R3 was having no symptoms and no reaction to the antibiotic to confirm the infection 
was resolving and confirm there was no negative reaction to the antibiotic.During an interview on 10/10/25 at 
3:34 p.m., director of nursing (DON) confirmed R1's notes indicate she had a UTI, but no indication of 
monitoring for urinary symptoms. DON also confirmed R2's EMR indicated symptoms of burning and urgency 
on 10/1/25 with an antibiotic started on 10/3/25 but lacked follow up as to how R2 was feeling or if she was 
having any reaction to the antibiotic. A UTI is considered a change in condition and should have 
documentation including initial symptoms, contacting the provider, orders obtained and follow-up monitoring. 
A resident with a UTI should be monitored for signs and symptoms to see whether the discomfort resolved or 
not.During an interview on 10/10/25 at 3:45 p.m., medical doctor (MD) stated a resident with a UTI should be 
monitored for signs and symptoms of UTI and any negative reaction to the antibiotic. If the resident is not 
improving, the antibiotic might need to be changed.The Change in Condition policy dated 5/4/22 instructed 
the nurse will document in the medical record all information relative to the change in condition, the 
notifications, and interventions when applicable. The Urinary Tract Infection policy dated 9/2/24 instructed 
nurses are responsible for assessing residents for signs and symptoms of UTIs, implementing care plans 
and documenting interventions. All assessments, interventions and resident responses will be recorded in 
the medical record.
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