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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and staff interviews during an abbreviated survey (NY002604352) initiated on 
09/03/2025, the facility failed to ensure residents received treatment and care according to professional 
standards of practice, the comprehensive person-centered care plan, and the resident's choices for three (3) 
of (5) residents reviewed. Specifically, 1) Resident #1 had no bowel movements eight (8) consecutive days 
from (07/19/2025 through 07/26/2025 and again for nine (9) consecutive days from 07/28/2025 through 
08/05/2025. 2) Resident #2 had no bowel movements for eight (8) consecutive days from (08/15/2025 
through 08/22/2025 and again for (8) consecutive days from 08/24/2025 through 08/31/2025. 3) Resident #3 
had no bowel movements for eight (8) consecutive days from 06/06/2025 through 06/13/2025 and again for 
11consecutive days from 06/15/2025 through 06/25/2025. There was no documented evidence the physician 
was notified or that the facility staff were aware of the resident's need for interventions to facilitate regular 
bowel movements. Subsequently, Resident #1 was hospitalized for bowel impaction. This resulted in actual 
harm to Resident #1 and the likelihood of serious harm for Resident #2 and Resident #3 that is Immediate 
Jeopardy and Substandard Quality of Care to three out of five residents' health and safety. The findings 
are:The facility's policy titled Bowel Management dated June 2025 documented that every shift the nurses 
will check bowel movement pattern via the Electronic Medical Record and staff/resident interview to verify if 
resident had a bowel movement and notify the medical doctor accordingly. Nurses document on the 
Electronic Medical Record for this check. The nurses will monitor resident for any signs of pain, discomfort or 
complaints of constipation; medical doctor will be notified for further bowel management as needed.Resident 
#1 was admitted with diagnoses including spinal stenosis spondylosis (a degenerative condition of the spine 
that affects the intervertebral disc), and constipation (a gastrointestinal condition characterized by infrequent 
or difficult bowel movements and constipation. The admission Minimum Data Set a resident assessment tool 
dated 07/17/2025 documented a Brief Interview for Mental Status score of 15 indicating the resident has 
intact cognitive function.Resident #1's Certified Nursing Aide Documentation Record dated July 2025, and 
August 2025 documented no bowel movements from 07/19/2025 through 07/26/2025 eight (8) consecutive 
days and 07/28/2025 through 08/05/2025, nine (9) consecutive days.Resident #1's Physician Order dated 
07/10/2025 documented to check bowel movement pattern every shift. If there was no bowel movement in 
48 hours, report to the medical doctor.There was no documented evidence in the medical record dated 
07/17/2025 through 08/05/2025 that the medical doctor was notified that Resident #1 had no bowel 
movement for eight (8) consecutive days from 07/19/2025 through 07/26/2025 and for nine (9) consecutive 
days from 07/28/2025 through 08/05/2025. Resident #1 was discharged to the hospital on [DATE] related to 
a fall. A computed tomography (CT) scan was completed on 08/13/2025 in the hospital and the impression 
documented fecal impaction of the rectum with stercoral proctitis (a condition where inflammation of the 
rectum occurs due to prolonged fecal impaction. The resident did not return to the facility.During an interview 
with Certified Nursing Aide #2 on 09/03/2025 at 3:29 PM they stated Resident # 1 fell out of their wheelchair 
while Resident #1 was self-transferring back to their bed without assistance. Certified Nursing Aide #2 stated 
they were in the room close to the resident but could not reach them in time. Resident #1 stated to them they 
were constipated. Certified Nursing Assistant #2 stated they called the nurse because the resident fell. 
During an interview with Certified Nursing Aide #3 on 09/04/2025 at 12:25 PM they stated Resident#1 told 
them that they did not feel well because they were constipated and had received an enema earlier today 
09/04/2025. There is no documented evidence in Resident #1's Medication Administration Record that the 
resident had an order for an enema. During an interview with Licensed Practical Nurse #2 on 09/04/2025 at 
2:03 PM they stated they are to check the computer for a bowel report every shift to see when the residents 
have a bowel movement. Licensed Practical Nurse #2 they stated they were not sure how to check the 
computer for a bowel report. During an interview with Registered Nurse #1 on 09/04/2025 at 2:37 PM they 
stated they do not run the bowel report unless licensed practical nurse reports to them that a resident did not 
have a bowel movement in 48 hours. During an interview with Medical Doctor #1, who is the primary care 
physician for Resident #1, on 09/04/2025 at 5:01PM they stated the nurses are supposed to monitor the 
residents for bowel movements every shift. The nurses should notify them if the residents do not have a 
bowel movement for 48 hours. A resident could experience nausea, vomiting and abdominal pain. They also 
stated prolonged periods of no bowel movements place the residents at risk for obstruction and rupture of 
the colon. Medical Doctor #1 stated they were unaware that Resident #1 did not have a bowel movement in 
over 48 hours. 2) Resident #2 had diagnoses including hemiplegia, (a medical condition that causes 
paralysis or weakness on one side of the body), dysarthria (a speech disorder characterized by difficulty in 
articulating words and producing clear speech, and constipation (a gastrointestinal condition characterized 
by infrequent or difficult bowel movements). The Minimum Data Set admission assessment dated [DATE] 
documented a Brief Interview for Mental Status score of 15 indicating the resident has intact cognitive 
function.The Certified Nursing Aide Documentation Record dated August 2025 documented no bowel 
movement from 08/15/2025 through 08/22/2025. There was no documented evidence that Resident #2 had a 
bowel movement for eight (8) consecutive days. Further review revealed no documented bowel movement 
from 08/24/2025 through 08/31/2025. During an interview with Licensed Practical Nurse #2 on 09/04/2025 at 
2:03 PM they stated they were not sure how to check the computer for a bowel report. They stated they were 
not aware resident #2 had not had bowel movements for multiple consecutive days.During an interview with 
Medical Doctor #1, the primary care physician for Resident #2, on 09/04/2025 at 5:01PM they stated the 
nurses are supposed to monitor the residents for bowel movements every shift. The nurses should notify 
them if the residents do not have a bowel movement for 48 hours. A resident could experience nausea, 
vomiting and abdominal pain. They also stated prolonged periods of no bowel movements place the 
residents at risk for obstruction and rupture of the colon. Medical Doctor #1 stated that the staff did not report 
to them that resident #2 had not had bowel movements for documented consecutive days but should have 
informed them.3) Resident #3 had diagnoses including multiple sclerosis, (a chronic autoimmune disease 
that affects the central nervous system), ulcerative colitis (a chronic inflammatory bowel disease 
characterized by inflammation and ulcers in the large intestine), chronic obstructive pulmonary disease (lung 
conditions that cause ongoing inflammation and narrowing of the airway, leading to difficulty breathing). The 
Minimum Data Set, dated [DATE] documented a Brief Interview for Mental Status score of 15 indicating the 
resident has intact cognitive function.Resident #3's Certified Nursing Aide Documentation Record dated June 
2025 documented lack of a bowel movement from 06/06/2025 through 06/13/2025 (eight (8) consecutive 
days) and 06/15/2025 through 06/25/2025 11 consecutive days). Resident #3's Certified Nursing Aide 
Documentation Records dated June 2025, and July 2025 documented a lack of a bowel movement from 
06/29/2025 through 07/5/2025 six (6) consecutive days).Resident #3's Certified Nursing Aide Documentation 
Records dated July 2025, and August 2025 documented a lack of a bowel movement from 07/30/2025 
through 08/06/2025 for seven (7) consecutive days. Further review revealed no documented bowel 
movement from 08/11/2025 through 08/16/2025, six consecutive days and from 08/18/2025 through 
08/28/2025 for 11 consecutive days. Resident #3's Certified Nursing Aide Documentation Records dated 
September 2025 documented no bowel movement from 09/01/2025 through the morning shift on 09/04/2025 
There was no documented evidence that Resident #3 had a bowel in over three days.During an observation 
on 09/04/2025 at 4:35 PM Licensed Practical Nurse #2 was not able to demonstrate obtaining a bowel report 
from the electronic medical record. They stated they were not aware that Resident #3 did not have a bowel 
movement for 48 hours and did not report it to the charge nurse or the medical doctor. During an interview 
with the Director of Nursing Services on 09/05/2025 at 5:29 PM they stated they were not aware that the 
bowel reports were not being run. They stated the certified nurse aides document the bowel movements, and 
the licensed practical nurses must review the bowel charts. The Director of Nursing Services stated the 
registered nurses should run the reports every shift.During an interview with the Administrator on 09/05/2025 
at 4:27 PM they stated they were made aware of the issue with the bowel protocol by the Director of Nursing 
Services on 09/04/2025. They further stated that the expectation is the facility policy and procedure be 
followed by the staff. The Administrator submitted evidence that the issue of bowel protocol was not 
discussed during their Quality Assurance and Performance Improvement meetings for the past year. 10 
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