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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews conducted during the abbreviated survey (iQIES #2643653) the 
facility did not ensure residents received treatment and care in accordance with professional standards of 
practice for one (1) of three (3) residents (Resident #1) reviewed. Specifically, Resident #1 did not receive 
timely treatment or interventions when they did not have bowel movements for more than three (3) days. 
Additionally, the medical provider was not notified of the resident's bowel status and when a bowel 
medication was not available to administer. Findings include:The facility's 03/2014 policy Bowel Protocol 
documented:- Certified nursing assistants would record the bowel movement of residents every shift on 
bowel movement worksheets.- Licensed nursing staff would monitor residents' bowel patterns by reviewing 
the bowel movement worksheet daily and apply the bowel protocol as ordered. - If a resident failed to have a 
bowel movement within three (3) days, by the evening of the third day, licensed nursing staff were to 
administer Milk of Magnesia at bedtime; on day four (4) additional medication, suppository and enema were 
to be given if the resident continued to have no bowel movements; on day five (5), clear liquid diet, notify the 
physician, and a registered nurse would complete a rectal exam to check for presence of stool but not to 
digitally remove stool. - If this protocol was ineffective, the physician was to be notified. - Documentation 
included certified nursing assistant to record the residents' bowel pattern each shift on the bowel movement 
worksheet; licensed nursing staff would review the bowel movement worksheet at the beginning of each 
shift, determine the appropriate intervention, record the medication on the Medication Administration Record, 
and document in the nursing progress note the medication given and the results. Resident #1 had diagnoses 
including Parkinson's Disease, constipation, irritable bowel syndrome. The 07/28/2025 Minimum Data Set 
assessment documented the resident's cognition was intact. They required substantial/maximal assistance 
to dependence on staff for all activities of daily living tasks except for eating when they needed supervision 
or touching assistance. The 07/22/2025 admission nursing progress note documented the resident's last 
bowel movement was on 07/21/2025, prior to admission. The 07/22/2025 physician admission orders for 
bowel medications included:-Docusate sodium (a stool softener used to prevent constipation commonly 
called Colace) 100 milligram capsule, two capsules orally two times a day, hold for loose stools.-Linzess (for 
irritable syndrome and chronic constipation) 145 microgram capsule orally once daily. The 07/2025 
Medication Administration Record documented Linzess was not administered/not available from 07/22/2025 
to 07/25/2025. There was no documented evidence the medical provider was notified the medication was not 
administered. There was no documented evidence the resident had a bowel movement from 07/22/2025 to 
07/26/2025. There was no documented evidence of bowel interventions. The 07/26/2025 at 4:14 PM nursing 
progress notes by Licensed Practical Nurse #6 documented the resident was on the no bowel movement list. 
Linzess was delivered and started. The resident had four (4) ounces of prune juice. They were assessed by 
the registered nurse and the resident stated they wanted to wait to have anything more to promote a bowel 
movement The 07/26/2025 at 9:47 PM nursing progress notes by Licensed Practical Nurse #6 documented 
the resident continued with no bowel movement and the registered nurse was aware. A suppository was 
ordered and given at 2:00 PM with no bowel movement reported. The resident was assessed for bowel 
sounds by the evening registered nurse. The 07/27/2025 at 10:41 PM nursing progress note by Registered 
Nurse #10 documented the resident was without documented bowel movement since 07/22/2025 and 
received a suppository without results. They were assessed for bowel sounds which were hypoactive. Their 
bowel medications required an evaluation, and they may need an x-ray in the morning. There was no 
documented evidence the medical provider was notified when Resident #1 was without a bowel movement 
from 07/22/2025 to 07/27/2025. There was no documented evidence the resident had a bowel movement 
from 08/05/2025 to 08/09/2025 and no documented evidence of bowel interventions. The 08/09/2025 at 2:04 
PM the nursing progress note by Licensed Practical Nurse #6 documented a suppository was given per 
nursing order with no bowel movement in more than nine (9) shifts and the registered nurse was aware. As 
of 5:32 PM the resident was pending results from the suppository. There was no documented evidence the 
resident had a bowel movement from 08/09/2025 to 08/11/2025 and no further documentation related to the 
resident's bowel medication or results from the 08/09/2025 suppository. There was no documented evidence 
the medical provider was notified the resident was without a bowel movement for seven (7) days and with no 
results from the suppository. The 08/11/2025 at 2:57 PM nursing progress note by Unit Manager Registered 
Nurse #1 documented the resident had chest pain and was diaphoretic (excessive sweating). The resident 
was transferred to the hospital. The 08/11/2025 Emergency Department encounter note and Hospital After 
Visit Summary documented the resident had a past medical history of Parkinson's disease and constipation. 
They reported cramping in their chest and feeling clammy but denying any cardiac symptoms. They were 
noted to be constipated for the past few days. An abdominal x-ray showed constipation. They had a mineral 
oil enema rectally at 4:45 PM with minimal stool evacuated, a disimpaction with mild stool, a soapsuds 
enema and Senna was last given at 8:57 PM. Clinical impressions included constipation unspecified. The 
08/12/2025 at 9:58 AM nursing progress note by Registered Nurse Unit Manager #1 documented the 
resident returned from the hospital at 9:30 AM with the diagnosis of fecal impaction. The resident's 
comprehensive care plan initiated 07/22/2025 through discharge on [DATE] did not list constipation as a 
focused/problem area and therefore there was no plan for the resident's continued constipation. During an 
interview on 10/17/2025 at 10:57 AM, Registered Nurse Unit Manager #1 stated when a resident was on the 
No Bowel Movement list the licensed practical nurse would notify them, and at three or four days they would 
assess the resident for bowel sounds and look for an upper ileus (the muscle stops working and cannot pass 
stool). If there were no bowel sounds then a Kidney, Ureter and Bladder x-ray was ordered. During an 
interview on 10/28/2025 at 10:25 AM and 10/30/2025 at 10:18 AM the Assistant Director of Nursing #7 stated 
they were aware the facility bowel movement protocol was outdated and needed revising which they were in 
the process of completing. The facility did not have a paper bowel movement form the certified nursing 
assistants filled out manually as referred to in the protocol. It was discovered on 10/28/2025, during the 
abbreviated survey, bowel movement data from the certified nurse aide electronic documentation was not 
consistently transferring the correct data to the No Bowel Movement report. For Resident #1, the reports did 
not match the certified nurse aide documentation. The No Bowel Movement report was the primary report 
utilized to determine if bowel interventions were needed for residents. This form was printed out at 12:00 AM 
nightly by the supervisor and brought to each unit for the day shift licensed practical nurse to review The 
Assistant Director of Nursing stated if no entry was made on the certified nurse aide documentation, it was 
considered a no bowel movement for that shift. If a medication was not available, the nursing staff should 
notify the registered nurse or supervisor who will notify the medical provider and document they did so. 
During an interview on 10/28/2025 at 1:30 PM and on 10/30/2025 at 9:40 AM Licensed Practical Nurse #6 
stated they received the No Bowel Movement list daily which was usually left on the medication cart by the 
night supervisor. They were not sure if the lists were accurate. When they gave Resident #1 a suppository on 
08/09/2025, they pulled up the dashboard report in the computer and saw the resident went more than nine 
(9) shifts without a bowel movement. When they saw a resident needed a bowel intervention, they notified 
the registered nurse for further instructions. A small bowel movement was not counted as a bowel 
movement. They did not look at the facility's Bowel Protocol for guidance. They needed an order for bowel 
interventions if there was not one in place. When they gave a suppository, they communicated that to the 
next shift. The next shift was to monitor and if no results, they communicated that to the oncoming shift to 
intervene. They did not document they informed the next shift. They do not call the medical provider, as the 
registered nurse was the one who was to make the notifications. During a phone interview on 10/30/2025 at 
1:19 PM Nurse Practitioner #8 stated they expected to be notified when a bowel intervention was done and 
the expected outcome did not occur. If a resident's bowel movements were not monitored adequately and 
interventions not implemented, the resident could have a negative outcome such as bowel obstruction or 
ileus. They were not aware Resident #1 had any indication of a small bowel obstruction or ileus. They were 
not notified of any concerning gastrointestinal symptoms that would have caused them to intervene. 10 
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