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Provide appropriate treatment and care according to orders, resident?s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews during a survey, the facility failed to ensure that residents received
treatment and care in accordance with professional standards of practice for one (1) of one (1)
resident (Resident #1) reviewed. Specifically, from 12/15/2025-01/30/2026 Resident #1 had acute
medical complaints including urinary symptoms. Urinalysis reports on 12/19/2025 and 01/01/2026
were not adequately addressed by nursing and medical; the resident was treated multiple times with a
cephalosporin (antibiotic) without obtaining a urine culture and sensitivity; and a urology consult was
not reviewed. The resident continued with frequent complaints of not feeling well and was
hospitalized on [DATE] and admitted to the intensive care unit for urosepsis (life threatening
response to a urinary tract infection) and metabolic acidosis (acid build up in the blood). This resulted
in actual harm to Resident #1 that was not Immediate Jeopardy.Findings include: The facility policy
Physician Visits, revised 05/2025, documented the attending physician performed relevant tasks at
the time of each visit that included a review of the resident's total program of care and appropriate
documentation. The undated facility policy [Laboratory] Diagnostics Results and Reporting Overview,
documented the laboratory results were seamlessly integrated with all other relevant clinical
information in a patient's electronic medical record, making it easier to provide patients with the best
possible care. The provider or authorized representative had the responsibility of interpreting the
result in the context of the patient's clinical condition and taking appropriate action. The facility
policy Outside Consults Policy, revised 04/2025, documented the Unit Manager/ Charge Nurse
documented confirmation in the electronic medical record of follow up appointments and any
recommendations. The Unit Manager reviewed recommendations with the resident's provider.
Resident #1 had diagnoses including chronic kidney disease, diabetes, and a history of urinary tract
infections. The 11/27/2025 Minimum Data Set assessment (a resident assessment tool) documented
the resident was cognitively intact, was independent with activities of daily living, and was always
continent of urine. The 12/15/2025 Registered Nurse Unit Manager #6 progress note documented the
resident had acute dysuria (painful urination) and new/increased incontinence, urgency, and
frequency. An order for urinalysis and urine culture was obtained from Nurse Practitioner #5. The
12/15/2025 Nurse Practitioner #5 progress noted documented the resident was seen per nursing
request for follow up of dysuria. The resident reported increased frequency of urination as well as
some incontinence due to urgency. The plan was to have nursing send a urine for evaluation of a
possible urinary tract infection. The 12/18/2025 Nurse Practitioner #5 progress note documented the
resident was seen for follow up of urine results. Nursing sent a urine sample but for some reason the
laboratory did not run it. The resident reported their symptoms improved a bit so for now they would
hold off on sending another sample and continue to monitor. The 12/19/2025 urinalysis laboratory
report documented a urine specimen was collected 12/17/2025 at 1:15 PM, received by the lab on
12/19/2025 at 2:04 AM, and reported to the facility on [DATE] at 11:48 AM. The test was not
performed because a suitable specimen was not received. Please resubmit order with yellow top
urinalysis transport tube. The 12/19/2025 Registered Nurse #15 progress note documented the
resident's temperature was 101.9 degrees Fahrenheit. There was no documented evidence of the
(continued on next page)
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unsuitable urine specimen or plans to obtain a new specimen. The 12/20/2025 Registered Nurse #14
progress note documented the resident was diaphoretic (sweaty), appeared lethargic, complained of
decreased appetite, did not eat dinner, complained of upper back pain, and abdominal pain with
pressure. Medical Director/Attending Physician #4 was notified, and an order was given for Tylenol
for pain. The 12/22/2025 Medical Director/ Attending Physician #4 progress note documented the
resident was seen for a federally mandated 30-day follow up visit which included a review of the
medical record including any recent consultations and diagnostic results, discussions with staff about
current medical status and review of their orders. The resident had a fever several days ago with a
negative work up. The resident still felt under the weather. The genitourinary assessment
documented no dysuria, urinary urgency and frequency was normal. The laboratory test results
reviewed included a respiratory viral panel that was negative. There was no documented evidence the
physician was aware the 12/17/2025 urinalysis was not performed due to an unsuitable specimen.
The 12/23/2025 Nurse Practitioner #5 progress note documented the resident was seen at the
request of nursing for follow up of nausea and vomiting. The resident reported not feeling well again
today. A medication was ordered for the nausea. There was no documented evidence Nurse
Practitioner #5 was aware the 12/17/2025 urinalysis was not performed due to an unsuitable
specimen. The 12/25/2025 Registered Nurse #21 progress note documented the resident had
complaints of body aches. They had a temperature of 101.0 degrees Fahrenheit. Orders for Rocephin
(cephalosporin antibiotic) 1 gram intramuscular for one dose, Motrin 800 milligrams, and follow up
with the nurse practitioner in the morning were obtained. The 12/26/2026 Nurse Practitioner #5
progress note documented the resident was seen for follow up on nausea and now reported a cough.
The resident was swabbed several times over the past few weeks, and all had been negative. It was
difficult to determine if the symptoms were real as the resident often reported vague symptoms. The
resident reported they had not been eating or drinking. An order for a liter of intravenous saline was
ordered as well as laboratory blood work that included a complete blood count and a comprehensive
metabolic panel for further follow up. There was no documented evidence Nurse Practitioner #5
reordered a urinalysis when the 12/17/2025 urinalysis was not performed due to an unsuitable
specimen. The 12/26/2025 Registered Nurse Unit Manager #6 progress note documented the resident
was not feeling well and did not have an appetite. Stat (immediate) blood work and intravenous fluids
were ordered. The 12/26/2025 complete blood count laboratory report documented an elevated white
blood cell count, elevated absolute neutrophils, elevated absolute monocytes, zero absolute
eosinophils, elevated neutrophils, and low lymphocytes (indications of infection). The 12/27/2026
Registered Nurse Supervisor #7 progress note documented the resident reported they still did not feel
good. The 12/28/2025 Registered Nurse Unit Manager #6 progress note documented an order for
urinalysis and culture was obtained. The 12/29/2025 Registered Nurse Unit Manager #6 progress note
documented the resident was seen by the attending Nurse Practitioner this morning. Rocephin 1 gram
daily for 5 days was ordered. The resident had new urinary incontinence, and a urinalysis and culture
were ordered. The 12/30/2025 Nurse Practitioner #5 progress note documented the resident was
seen for follow up of the laboratory results. The resident had not been feeling well for almost a week
now. The resident had several viral respiratory panels which all come back negative. The resident
developed nausea and vomiting and was given medication for that. The resident also had some
intravenous fluids and blood work was ordered. The 12/26/2025 laboratory tests were reviewed and
did show an elevated white blood cell count with no clear source of infection. One gram of Rocephin
intramuscularly was ordered. Nursing would send a urine to evaluate for urinary tract infection. Blood
work would be rechecked at the end of the week. A chest x-ray was ordered though they felt this was
a gastrointestinal issue rather than a respiratory one. The physical exam did not include a
genitourinary assessment. The 12/31/2025 Registered Nurse #15 progress note documented the
Nurse Practitioner saw the resident this morning. The resident had increased lethargy with
complaints of nausea and constipation; abdomen was tender to palpation. An order for 1-liter
(continued on next page)
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intravenous fluid, and abdominal x-ray, labs on Friday was obtained. The 12/31/2025 Nurse
Practitioner #5 progress note documented the resident was seen for follow up of the chest x-ray
results and abdominal pain. The resident continued to not feel well. The resident continued with
gastrointestinal issues. An abdominal x-ray was ordered and another liter of intravenous fluids for
continued poor intake. The 01/01/2026 Registered Nurse Assistant Director of Nursing #3 progress
note documented a urine culture was pending. The resident had a decreased appetite and was
incontinent of urine which was not their baseline. A Nurse Practitioner was notified. The 12/30/2025
urinalysis and urine culture report documented the specimen was collected on 12/30/2025 at 3:30
PM, received on 12/31/2025 at 5:31 AM, and reported 01/01/2026 at 9:57 AM. The report documented
the specimen contained trace blood, trace protein, 2+ leukocyte esterase, 40-60 white blood cells
(indicating infection) and 6-10 squamous epithelial cells (indicated an unclean specimen) and a urine
culture was recommended. The urine culture documented less than 10,000 CFU (colony forming
units)/milliliter of single gram-negative organism (bacteria) isolated and no further testing would be
performed. If clinically indicated, recollection using a method to minimize contamination, with prompt
transfer to urine culture transport tube was recommended. The 01/02/2026 Nurse Practitioner #5
progress note documented the resident was seen for follow up of abdominal pain. The abdominal x-ray
showed significant fecal matter and a superimposed ileus (slow down or stoppage of movement in the
bowel). The resident had not been eating well due to not feeling well. Medications were ordered for
constipation. There was no documented evidence the urinalysis report from 01/01/2026 was
reviewed. The 01/14/2026 Nurse Practitioner #5 progress note documented the resident was seen for
follow up on nausea. Nursing reported that the resident complained they did not feel well today. They
had off-and-on stomach issues over the last few weeks. A different medication was ordered for
nausea. The physical exam did not include a genitourinary assessment. There was no documented
evidence that the urinalysis report from 01/01/2026 was reviewed. The 01/15/2026 Nurse
Practitioner #5 progress note documented the resident was seen for follow up on cough and nasal
congestion. The resident continued to not feel well. They had new or different complaints pretty much
every day for the past couple of weeks. Yesterday, they were nauseous. They ordered a chest x-ray
and laboratory orders for a complete blood count and a comprehensive metabolic panel. There was no
documented evidence the urinalysis report from 01/01/2026 was reviewed. The 01/16/2026
Registered Nurse Supervisor #7 progress note documented the resident stated they did not feel well
and had a temperature of 101.5 degrees Fahrenheit. The resident was pale, had audible wheezing and
a productive cough. Orders were received and implemented for Tylenol, breathing treatments, steroid
therapy and intravenous fluids. The 01/16/2026 Nurse Practitioner #5 Progress note documented the
resident was seen for follow up on abnormal laboratory results. The laboratory results were reviewed.
The resident did not have a white blood cell count so it did not seem like they had an active infection.
The white blood cell count on 01/15/2026 was 10.5 (reference range 3.8-10.8). They thought the
resident was slightly dehydrated as they had not had great oral intake over the past couple of days.
Intravenous fluids were ordered. There was no documented evidence that the urinalysis report from
01/01/2026 was reviewed. The 01/17/2026 Registered Nurse #16 progress note documented the
resident had a temperature of 102 degrees Fahrenheit, heart rate was elevated at 102, respirations
were elevated at 24 and shallow. An order for a one-time Rocephin (antibiotic) one (1) gram dose was
obtained from Nurse Practitioner #5. The 01/19/2026 Registered Nurse #17 progress note
documented the resident was lethargic, had slowed speech, and delayed responses. The 01/19/2026
Registered Nurse Unit Manager #6 progress note documented the resident reported they did not feel
well. The attending nurse practitioner was notified and ordered Rocephin one (1) gram daily for 4
days. The 01/20/2026 Nurse Practitioner #5 progress note documented the resident was seen for
follow up on fever. The resident did not feel well over the weekend and was lethargic. When vital
signs were obtained, the resident had a fever of 102 degrees Fahrenheit and on call was contacted
and the resident was given one gram of Rocephin. Today the resident reported they still did not feel
(continued on next page)
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well. Viral illness was ruled out several times. Chest x-rays were all negative. It was unclear what
was going on with the resident at this time, but they were obviously sick. The plan was to give
Rocephin one gram daily for 4 more days and laboratory tests on Wednesday (01/21/2026). The
01/20/2026 Urology Consult progress notes documented the resident had a cystoscopy (visualization
of the urinary system using a thin, lighted camera tube) for gross hematuria (blood in urine) and urge
incontinence. The cystoscopy was normal. The plan was for vaginal estrogen nightly for atrophy and
concerns for recurrent urinary tract infections. The 01/20/2026 Registered Nurse Supervisor #7
progress note of consultation review documented the resident had a urology appointment with a
normal cystoscopy and start vaginal estrogen nightly using finger application. There was no
documented evidence that a nurse practitioner or physician was made aware of the urology procedure
or the medication recommendation. There was no documented evidence that a Nurse
Practitioner/Physician reviewed the details of the urology appointment or the recommendation to
start vaginal estrogen cream nightly for recurrent urinary tract infections. The 01/21/2026 Registered
Nurse Supervisor #7 progress note documented the resident was tired throughout the shift and
refused to get out of bed, they had a poor appetite and episodes of emesis (vomiting). A nurse
practitioner was notified. The resident remained on Rocephin for increased white blood cell count.
The 01/21/2026 Medical Director/ Attending Physician #4 progress note documented the resident
was seen for a federally mandated 60 day follow up visit which included review of the medical record
including any recent consultations and diagnostic results, discussion with staff about their current
medical status and review of orders. The genitourinary assessment documented frequency and
urgency were normal. Blood work from 01/21/2026 was reviewed. There was no documented
evidence the urinalysis report from 01/01/2026 or the 01/20/2026 urology visit details were reviewed
The 01/22/2026 Registered Nurse Supervisor #7 progress note documented the resident remained in
bed and reported not feeling well. The 01/22/2026 Nurse Practitioner #5 progress note documented
the resident was seen for follow up on nausea and vomiting. The resident had not been feeling well
over the past week or so. The laboratory results did not show anything specific, and they had ruled
out viral respiratory illness. The resident now reported nausea and vomiting. A change in medication
for nausea was ordered. The physical exam did not include a genitourinary assessment. There was no
documented evidence the urinalysis report from 01/01/2026 or the 01/20/2026 urology visit details
were reviewed The 01/29/2026 Nurse Practitioner #5 progress note documented the resident was
seen for follow up of influenza A and multiple falls. The resident was found to have influenza A last
week and was treated with Tamiflu. Today, again, the resident was reporting feeling worse and was
quite lethargic. The resident's lung sounds were poor. A chest x-ray and recheck of a complete blood
count and comprehensive metabolic panel was ordered. The physical exam did not include a
genitourinary assessment. There was no documented evidence the urinalysis report from 01/01/2026
or the 01/20/2026 urology visit details were reviewed The 01/30/2026 Nurse Practitioner #5 progress
note documented the resident was seen for follow up on their chest x-ray which showed clear lungs.
The resident reported feeling a bit better today. It was discussed with the resident to get out of bed
and go to breakfast as they had been in bed for the past week. The physical exam did not include a
genitourinary assessment. The 01/30/2026 Registered Nurse Supervisor #7 documented the resident
had an unresponsive episode, had pale skin, and was diaphoretic with labored breathing. A physician
was notified and a new order to send to the hospital for further evaluation was obtained. The
01/30/2026 Hospital emergency room physician progress notes documented an unidentified resident
came in for a reported psychiatric evaluation. However, on presentation the patient was tachycardic
(elevated heart rate) and tachypneic (elevated respirations) and ill-appearing. The resident was
non-verbal and could not provide any further history, so it was very limited. On physical exam the
resident was ill-appearing and toxic-appearing. The resident was admitted to the intensive care unit in
critical condition for severe sepsis (systemic infection), metabolic acidosis (acid build up in the
blood), likely starvation ketosis (the body breaks down fat for energy when there is not enough blood
(continued on next page)
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sugar). The Hospital History and Physical documented the resident was critically ill with a serious or
life-threatening alteration in organ system function or was at high risk for deterioration of vital organ
system dysfunction. The principal problems were acute metabolic and septic encephalopathy (brain
dysfunction caused by body-wide illness), severe sepsis due to urinary tract infection, metabolic
acidosis, hyperkalemia (high potassium level) of 8.1 (normal 3.5-5.0), and acute kidney injury
superimposed on chronic kidney disease. The urine culture showed a resistance to cephalosporin
(Rocephin) antibiotics. The 02/06/2026 Hospital Discharge Summary documented the resident
completed seven (7) days of intravenous antibiotics for sepsis and bacteremia secondary to a urinary
tract infection. During an interview on 02/26/2026 at 11:36 AM, Licensed Practical Nurse #10 stated
Resident #1 was very sick prior to their hospitalization on 01/30/2026. The resident had urinary
incontinence, was too sick to complain, was only verbal to a minimum, was weak, and did not get out
of bed. During a telephone interview on 02/26/2026 at 11:53 AM, Registered Nurse Unit Manager #6
stated Resident #1 was sick prior to hospitalization. They did a lot of blood work and the resident's
white blood cell counts were high. The resident needed intravenous fluids and antibiotics. There was
a problem with the 12/2025 urine specimen and Nurse Practitioner #5 said they did not need it. A urine
culture and sensitivity was needed to determine the right antibiotic. A urinary tract infection could get
worse if not treated. Resident #1 was hospitalized with a urinary tract infection on 01/30/2026 after
they became unresponsive. During an interview on 02/26/2026 at 12:33 PM, Registered Nurse
Supervisor #7 stated Resident #1 was very ill for a couple of weeks prior to their hospitalization for a
urinary tract infection with sepsis. They did not remember if a urine specimen was collected. They
ran a lot of tests on the resident because they did not know why they were sick. During a telephone
interview on 02/26/2026 1:03 PM, Nurse Practitioner #5 stated if a resident had a urinary tract
infection, they expected to see symptoms such as burning with urination, frequency, suprapubic
tenderness, and new urinary incontinence. If a urinary tract infection was not identified, it could get
worse. If a resident was symptomatic with fevers or chills and the urinalysis showed increased
leukocytes and white blood cells, they would start antibiotic treatment even before a urine culture
resulted. If a urine culture showed resistance to cephalosporins, Rocephin would not be an
appropriate treatment. Resident #1 ended up being hospitalized for urosepsis from a urinary tract
infection. The resident had been sick for several weeks prior to the hospitalization. They were not
sure if they ordered a urine specimen or not, but they were ordered too frequently, and infections
were treated that did not need to be. They assumed the resident's hospitalization could have been
prevented but the resident presented differently. During a telephone interview on 02/26/2026 at 2:35
PM, the Medical Director/ Attending Physician #4 stated they were responsible for overseeing the
resident's medical care. If a resident had new onset urinary incontinence, decreased intake, abdominal
pain, nausea/ vomiting, they would order tests to look for acute illness. They would have done a
physical exam, reviewed their history, looked at the current medication list and ordered a complete
blood count, comprehensive metabolic panel, urinalysis and culture. These symptoms could indicate
constipation, urinary tract infection, bowel obstruction, sepsis, or pyelonephritis (kidney infection).
Results of the tests ordered should be reviewed by the provider as soon as they come in. The provider
who ordered diagnostic tests was responsible for reviewing the results. If an infection was identified,
an antibiotic should have been ordered at that time. During a follow up telephone interview on
03/04/2026 at 11:01 AM, Nurse Practitioner #5 stated if they reviewed the results of a urinalysis, it
would be documented in their progress notes. Resident #1 was sick for a long time, they did not
suspect urinary tract infection, but urinalysis could rule out or conclude infection. They eventually
ordered a urinalysis but was not suspicious of a urinary tract infection. The resident had a
cystoscopy on 01/20/2025, and they thought the office would have done a urine test prior to the
procedure. The resident should not have an invasive procedure like that if they were sick. They were
not sure how the urinary tract infection diagnosis was missed, but the resident never complained of
urinary symptoms. They believed the invasive procedure (cystoscopy) 10 days prior to hospitalization
(continued on next page)
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when the resident was already not feeling well was the cause of the urinary tract infection that led to
hospitalization. The resident was complicated because of mental illness and frequently reported
vague sick complaints with negative work ups. The resident did not bounce back this time, then got
the flu, so they thought that was why they were sick. During a follow up telephone interview on
03/04/2026 at 11:34 AM, Medical Director/Attending Physician #4 stated after reviewing the urine
results from 01/01/2026 for Resident #1, the urinalysis was suspicious for infection and should have
been correlated with symptoms. They would have treated this empirically with an antibiotic. If any lab
work was ordered, it was ordered for a reason, and the ordering provider was responsible for
reviewing the results. The resident was very sick when they were hospitalized on [DATE]. If the
nurse practitioner could not determine the source of infection, they expected they would send them to
the hospital, especially if they were not responding to the ordered treatment. There was no question,
the resident had a very serious illness on the most recent hospitalization with significant acidosis,
urosepsis, acute kidney injury, and was severely dehydrated. During a follow-up interview on
03/04/2026 at 12:02 PM, Medical Director/Attending Physician #4 stated they looked at the
resident's record and found a urology consult and the resident had a cystoscopy on 01/20/2026 for
gross hematuria. The urology office must have done urine testing prior to that procedure, as the
resident had to be healthy to undergo the procedure so more than likely the infection came after the
cystoscopy. During a follow-up telephone interview on 03/04/2026 at 2:10 PM, Nurse Practitioner #5
stated they usually followed a specialist's recommendation for a medication. If they reviewed a
consultation sheet they would initial and date it. It was documented in a note if it was reviewed. The
resident was not on vaginal estrogen as recommended after the procedure to help with atrophy and
current urinary tract infections. They were on an oral medication, so this was likely a pharmacy
recommendation. During a follow-up telephone interview on 03/04/2026 at 2:23 PM, Medical
Director/Attending Physician #4 stated there was documentation Registered Nurse Supervisor #7
reviewed the urology consultation paperwork. It did not document a discussion with the provider.
They did not see the vaginal estrogen was ordered as recommended but the resident was on a similar
oral medication for a long time. The indication was to build up the vaginal mucosa and therefore the
resident may have less urinary tract infections. The specialist recommendations were normally
followed unless there was a reason not to. Theoretically, the vaginal cream was used instead of the
pill because there was less risk for stroke. They saw the resident on 01/21/2026 but the urology
consultation was likely not uploaded yet at that time. 10 New York Codes, Rules, Regulations
415.15(b)(1)(i)(ii)
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