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Ensure services provided by the nursing facility meet professional standards of quality.

Based on interview and record review, the facility failed to document in one resident's record (Resident #5),
or notify the physician, when the resident had a large fecal impaction digitally removed by staff on 1/11/26
of seven sampled residents. The resident had a history of constipation and hemorrhoids with medication to
treat. On 1/13/26, the resident experienced bleeding from his/her hemorrhoids. On 1/14/26, the Director of
Nursing notified the physician of the resident's bleeding hemorrhoids. The physician ordered a complete
blood count (CBC, a blood test used to look at overall health including the number of red blood cells to
carry oxygen throughout the body). On 1/16/26 the resident passed a large amount of blood from
his/her/rectum, began vomiting and was pale, tired and weak. Staff did not obtain the ordered blood work
until 1/17/26. On 1/17/26, the laboratory notified the facility the resident's hemoglobin (a vital protein that
gives the blood its red color and meets the body's need for oxygen) level was 5.5 grams/deciliter (normal
range was 12-16 grams/deciliter). Staff sent the resident to the hospital for a blood transfusion, and the
resident was then sent to a higher level of care hospital to treat the cause of the blood loss. The facility
census was 56.Review of the facility's Change in a Resident's Condition or Status, revised on 4/2011,
showed the following:-The facility shall promptly notify the resident, his or her attending physician, and
representative of changes in the resident's medical/mental condition and/or status;-The nurse
supervisor/charge nurse will notify the resident's attending physician or on-call physician when there has
been:- need to alter the resident's medical treatment significantly;-instructions to notify the physician of
changes in the resident's condition;-Except in medical emergencies, notifications will be made within 24
hours of a change occurring in the resident's medical/mental condition or status;-The nurse
supervisor/charge nurse will record in the resident's medical record information relative to changes in the
resident's medical/mental condition or status. 1. Review of the resident's Significant Change Minimum Data
Set (MDS), a federally mandated assessment instrument completed by facility staff, dated 12/10/25,
showed the following:-Moderately impaired cognition;-Maximum assistance from staff for toileting hygiene
and transfers;-Always continent of bladder and bowel, no constipation;-Received scheduled pain
medication;-He/She received an opioid medication (a powerful class of prescription drugs used to relieve
severe pain by binding to brain receptors, blocking pain signals, and releasing dopamine, which can also
induce euphoria, but carries a high risk of drowsiness, constipation, slowed breathing, and addiction) during
the seven day assessment. Review of Resident #5's physician orders, dated January 2026, showed the
following: -May remove fecal impactions as needed (started 7/19/18);-Sodium phosphate enema, give
rectally once a day as needed for constipation (started 7/19/18);-Aspirin low dose (reduces pain, fever, and
inflammation) 81 milligrams (mg) give one tablet orally once a day for heart failure (started on
4/16/19);-Dulcolax (laxative) 10 mg give one suppository rectally daily as needed for constipation (started
10/15/19);-Milk of Magnesia (laxative) 400 mg/5 milliliter (ml) give 30 ml orally daily as needed for
constipation (started 10/15/19);-Anusol-HC (steroid) 25 mg
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suppository insert on suppository rectally twice a day as needed for hemorrhoids (started 1/11/20);-Tucks
medicated pads apply topically to external hemorrhoids every four hours as needed for hemorrhoids
(started 5/5/20);-Witch hazel liquid (used in alternative medicine as a possibly effective aid in treating
hemorrhoids, minor bleeding, and skin irritation) apply topically to external hemorrhoids three times a day
as needed (started 6/30/20);-Hemorrhoidal cream apply topically to external hemorrhoids every four hours
as needed for inflammation (started 6/30/20);- Citrucel powder (laxative) give one tablespoon with 8-12
ounces of juice or water daily for constipation (started 9/20/21);-Ferrous sulfate (iron supplement) 325 mg
give one tablet twice a day for iron deficiency anemia (started 7/13/22);-Tramadol (opioid pain medication)
50 mg give one tablet orally every six hours (started on 12/10/25). Review of the resident's nurse's notes for
1/11/26 showed no documentation the resident complained of difficulty having a bowel movement, was
uncomfortable due to the inability to have a bowel movement or received treatment including digital removal
of feces. Review of the resident's Nurse's Note, dated 1/13/26 at 6:24 A.M., showed the following:-Rectal
bleeding continued even without bearing down;-Hemorrhoidal suppository given in hopes to decrease
hemorrhoids. Review of the resident's Nurse's Note, dated 1/14/26 at 12:02 P.M., showed the
following:-Spoke with the physician regarding the resident's hemorrhoids and loss of blood;-Order received
to obtain a CBC;-Attempted but was unsuccessful, will attempt again on Friday, 1/16/26 with lab draws.
There was no documentation staff notified the physician of the inability to obtain the ordered lab. Review of
the resident's Nurse's Note, dated 1/16/26 at 4:11 P.M., showed the following:-During a shower, the resident
passed a bright red, rectal clot larger than a quarter in size;-On the toilet, the resident passed a large
amount of dark colored blood, notified the Director of Nursing;-Administered a rectal suppository for
hemorrhoids;-The Director of Nursing attempted to retrieve a blood sample three times;-The resident
started vomiting back in the room;-Blood pressure was 117/61 mmHg (normal range was below 130/80 and
above 90/60), heart rate was 82 beats per minute (normal range was 66-90 beats per minute), oxygen
saturation was 97% (normal range was 95% to 100% on two liters of oxygen per nasal cannula;-The nurse
called the power of attorney regarding the facility was out of Tucks pads (pre-moistened, medicated pads
containing 50% witch hazel designed to provide immediate, soothing relief from burning, itching, and
irritation caused by hemorrhoids) and of the recent episode, the power of attorney said, he/she would bring
the pads as soon as possible. Review of the resident's Nurse's Note, dated 1/16/26 at 9:48 P.M., showed
the following:-The resident's skin color was very pale as well as her conjunctiva (thin, transparent mucous
membrane that lines the inner eyelids and covers the white part of the eyeball);-The resident said, he/she
was very tired and felt weak;-Temperature of 97.6 degrees Fahrenheit (normal range of 97 degrees
Fahrenheit to 99 degrees Fahrenheit), heart rate of 77 beats per minute, respirations of 18 breaths per
minute (normal range was 12 to 20 breaths per minute, blood pressure was 106/51 mmHg, and oxygen
saturation was 99% on three liters per nasal cannula. There was no documentation in the resident' record
staff notified the resident's physician of his/her change of condition or inability to obtain ordered labs.
Review of the resident's Nurse's Notes, dated 1/17/26 at 8:59 A.M., showed staff obtained the ordered
CBC. Review of the resident's Nurse's Note, dated 1/17/26 at 1:00 P.M, showed the following:-The hospital
lab tech called at 12:55 P.M. to report a critical low hemoglobin of 5.5 grams/deciliter;-The nurse notified the
physician and the resident's power of attorney;-The facility sent to the resident to the hospital via
ambulance. Review of the resident's Clinical Laboratory Report, dated 1/17/26, showed the following:-The
lab tech called the facility and reported the critically high white blood cell count (measures the number of
infection-fighting cells in the blood) of 33. 5 x 10 to the 9th/liter (normal range 3.5 x 10 to the 9th/liter to
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10.5x 10 to the 9th/liter) to the charge nurse;-The lab tech called the facility and reported the critically low
hemoglobin level of 5.5 grams/deciliter to the charge nurse;-The lab tech called the facility and reported the
low red blood cell count of 2.145 x 10 to the 6th/liter (normal range 4.3 to 5.7 x 10 to the 6th/liter to the
charge nurse. During an interview on 2/3/26 at 11:40 A.M., Resident #5 said the following:-The resident
remembered having difficulty having a bowel movement because the fecal material was stuck, and he/she
needed help;-A nurse helped get the fecal material out, but the resident still felt like there was more to go
so he/she kept trying;-He/She remembered the hemorrhoids were bleeding and painful;-He/She was not
feeling well and the next thing he/she knew, the facility sent the resident to the hospital;-At the hospital, the
surgeon removed the hemorrhoids;-He/She continued to have pain for a few days, but the pain was gone
now. During an interview on 2/3/26 at 1:38 P.M., Certified Nurse Aide (CNA) E said the following:-On
1/11/26, Resident #5 begged staff to help him/her have a bowel movement;-The resident was miserable
because he/she could feel the fecal material, but it was stuck and caused pain;-CNA E reported the
situation to Registered Nurse (RN) F;-RN F asked CNA E for stand by assistance;-RN F had gloves on and
used lubricant to feel what was going on with the resident;-RN F told the resident, there was a large mass
of fecal material so RN F put lubricant around the mass to see if the mass would pass;-The resident was
bearing down, even after RN F said not to;-The resident was not bleeding when CNA E left the shift;-On
1/13/26, the resident was bleeding from the rectal area and the resident was complaining about his/her
bottom being sore;-CNA E reported what she found to the charge nurse, but did not know if anything was
done at the time;-The next day, the resident continued to bleed from the rectal area and the resident looked
pale, so CNA E reported it to RN F. During an interview on 2/3/26 at 2:27 P.M. and 2:48 P.M., RN F said the
following:-At about 9:30 A.M., a CNA reported Resident #5 was asking the staff to do something because
he/she couldn't have a bowel movement;-RN F grabbed a pair of gloves and lubricant to assess the
resident, because the resident was adamant there was feces stuck inside him/her, caused pain, and the
resident could not push it out;-The resident's rectum was dilated and RN F felt a firm mass of fecal
material;-The resident continued to strain and bear down;-RN F inserted one finger approximately one inch
into the resident's rectum to feel the mass and put lubricant around the mass of fecal material that was the
size of a softball;-The hope was the lubricant spread around the fecal mass would help it go down and out
of the resident's rectum;-Around 11:00 A.M., staff said the resident was begging for help again;-The
resident was bearing down with all his/her might without success;-The resident was not bleeding;-RN F put
on gloves and used lubricant to assess the resident again finding the rectum was still dilated;-RN F was
able to barely hook onto the fecal mass with one finger and pulled it down and some of the fecal material
went out, which was fibrous and hard;-RN F did it two more times to remove more fecal material, this
allowed the remainder of the fecal material to exit the resident's rectum, but the fecal material became
liquid afterwards;-The resident did not complain anymore during the shift, but had loose stools that must
have been trapped behind the mass;-The resident was not bleeding and did not start the remainder of the
shift;-The resident was also taking an iron supplement that caused the resident's feces to be black and it
could also cause constipation;-The next time RN F worked on approximately 1/14/26, staff said the resident
was bleeding from his/her hemorrhoids and was still straining to have a hard bowel movement;-RN F
contacted the physician about the resident's condition and the physician ordered Colace (a stool softener)
for the resident;-RN F did not document the resident having a hard bowel movement or assisting the
resident to remove the fecal mass on 1/11/26 in the resident's medical record;-He/She should have
documented the situation, but did not;-He/She did not call the physician regarding the hard fecal mass
because it was
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not necessary. The resident was not bleeding, and the resident was able to have a bowel movement after
the mass was removed. During an interview on 2/3/26 at 1:43 P.M., the Director of Nursing said the
following:-The resident had a history of bleeding hemorrhoids several times and the staff monitored the
resident's CBC each time; in those instances, the resident's hemoglobin never made a significant
drop;-Staff did not report the resident had any issues with constipation to her until 1/14/26;-RN F found a
softball sized fecal mass in the resident's rectum and worked with the resident to get it out, but did not
report it to the Director of Nursing;-The resident developed bleeding a couple of days later;-When she
found out about the bleeding hemorrhoids, she discussed the situation with the physician during rounds,
and the physician ordered a CBC;-The CBC was ordered on 1/14/26, but she was not able to obtain the
blood sample until 1/17/26;-She did not notify the physician about not obtaining the sample until
1/17/26;-The resident was no worse than the last time he/she had bleeding hemorrhoids;-She contacted
the resident's family member who was a nurse, about drawing the resident's blood because she was unable
to get it, and she thought it would give the family member an opportunity to become involved. Family did not
draw the ordered lab. During an interview on 2/3/26 at 3:15 P.M., the Administrator said it was her
expectation staff follow physician orders and facility policies and procedures. During an interview on 2/4/26
at 11:34 A.M., the resident's physician said the following:-His expectation was if a nurse had to manually
remove hard fecal material from a resident that he needed to be notified;-He ordered the CBC because the
resident was having bleeding hemorrhoids;-His expectation was if the nurse was unable to obtain a blood
sample for lab to notify the physician because he/she needed to determine if the resident needed to be
seen in the emergency department or wait for the sample to be obtained. #2719682
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