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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
surveyor observation, record review, and staff interview, the facility failed to; obtain, review, and report 
laboratory tests, as ordered; notify a provider of abnormal or missing test results; and complete ordered 
COVID-19 testing upon admission and subsequent days for 2 of 3 newly admitted residents reviewed, 
Resident ID #s 1 and 2. The facility's failure involved UTI-related laboratory testing and follow-up, that 
resulted in a delay of care, including the hospitalization of Resident ID #1.Review of a community reported 
complaint submitted to the Rhode Island Department of Health on 11/18/2025 alleged in part that the facility 
had a Covid-19 outbreak, and that Resident ID #1 was now positive for Covid-19. The complaint further 
alleged that the resident had blood in his/her urine and was not receiving care that s/he should.1. Record 
review revealed Resident ID #1 was admitted to the facility in November of 2025 with diagnoses including, 
but not limited to, urinary tract infection (UTI) and neuromuscular dysfunction of the bladder. Review of a 
Minimum Data Set (MDS) assessment dated [DATE] revealed, the resident had a urostomy (a surgical 
opening in the abdomen to allow urine to exit the body). Further review revealed the resident required 
moderate assistance with activities of daily living. Record review of a care plan dated 11/13/2025 revealed, 
Resident ID #1 is at risk for infection related to a left Percutaneous Nephrostomy Tube (PCN, a tube that is 
surgically placed into the kidney to allow urine to drain out of the body) and right urostomy with interventions 
including, but not limited to; monitor, document, and report abnormal lab values, as ordered.1a. Record 
review of the physician's order revealed the following:- 11/6/2025, to obtain labs including a complete blood 
count, (CBC) and complete metabolic panel (CMP) on 11/10/2025.- 11/12/2025 to obtain a urinalysis, culture 
and sensitivity (UA C&S- urine tests prescribed to detect UTIs and guide appropriate treatment).Record 
review failed to reveal evidence that the physician's order for a CBC was transcribed to be completed. 
Additionally, further review failed to reveal evidence that the labs were obtained on 11/10/2025, as ordered.
Record review of the laboratory results revealed the UA was obtained on 11/12/2025 and resulted on 
11/14/2025. Further review revealed Resident ID #1 was positive for a UTI. Record review of the progress 
notes failed to reveal evidence that the UA C&S results were reported to a provider, or that an intervention 
was put into place. Further review revealed the resident was transferred to the hospital on [DATE] for an 
evaluation of shortness of breath, cough, and blood in his/her urostomy and PCN tube.1b. Review of the 
COVID-19 Testing Informed Consent Form which states in part, I understand I will be tested upon admission. 
revealed Resident ID #1 signed the consent form on 11/6/2025. Record review revealed a physician's order 
dated 11/8/2025 stating, [Covid-19] Test new admissions or residents who have left the facility for more than 
24 hours, regardless of vaccination status, on admission, day 2 and day 4.Record review failed to reveal 
evidence that Resident ID #1 was tested for Covid on admission, on day two, or on day four, as ordered.
Record review of the hospital documentation dated 11/17/2025 revealed, the resident was admitted to the 
hospital with diagnoses including, but not limited to, a UTI and Covid. Further review of hospital 
documentation revealed that as of 11/24/2025, Resident ID #1 remained in the hospital.During a surveyor 
interview on 11/24/2025 at approximately 11:00 AM with Registered Nurse (RN), Staff A, she indicated that 
the facility currently has a Covid-19 outbreak, which began on 11/17/2025. She further indicated that every 
resident should be tested for Covid on admission, on day two, and on day four. Additionally, she 
acknowledged that Resident ID #1 had not been tested for Covid-19 at all while admitted to the facility. 
Furthermore, she acknowledged that the labs were not completed on 11/10/2025, as ordered, and that the 
positive UA C&S results on 11/14/2025 were not reported to a provider.During a surveyor interview on 
11/24/2025 at approximately 1:45 PM, with the Infection Preventionist, she acknowledged that the labs were 
not completed on 11/10/2025, as ordered. She further acknowledged that Resident ID #1 was not tested for 
Covid on admission, on day two, or on day four, and that the facility currently has a Covid-19 outbreak. 
Additionally, she indicated that the UA C&S results, dated 11/14/2025, were not viewed by any facility staff 
until 11/17/2025, the day the resident was sent to the hospital for shortness of breath, blood in his/her 
urostomy, and PCN tube. Furthermore, she acknowledged that a provider was not notified of the results and 
that interventions were not put into place. 2. Record review showed Resident #2 was admitted in November 
2025 with diagnoses including a history of UTIs and muscle weakness. Review of a care plan dated 
11/19/2025 revealed, the resident had a UTI with interventions including, but not limited to, to obtain and 
monitor lab results, as ordered.2a. Record review of the physician's order revealed the following:- 
11/19/2025 to obtain a UA C&SRecord review failed to reveal evidence that the UA C&S was completed. 
Additional record review revealed laboratory tests that included a CBC were obtained on 11/14/2025 and 
resulted the same day; however, the record failed to provide evidence of a physician's order. Furthermore, 
the record failed to provide evidence that the abnormal results were reported to a provider, or that the UA 
C&S was obtained as ordered.2b. Record review revealed a physician's order dated 11/13/2025 to 
[Covid-19] Test new admissions or residents who have left the facility for more than 24 hours, regardless of 
vaccination status, on admission, day 2 and day 4.Record review failed to reveal evidence that Resident ID 
#2 was tested for Covid-19 on admission or on day two, as ordered.Record review revealed the resident 
tested positive for Covid on 11/21/2025.During a surveyor interview on 11/25/2025 at approximately 11:00 
AM with RN, Staff B, she indicated that all new admissions are tested for Covid-19 on admission, day two, 
and day four, and acknowledged that Resident ID #2 had not been tested on admission or on day two, as 
ordered. She could not provide evidence of a physician's order for the labs obtained on 11/14/2025 or that a 
provider had been notified of the abnormal results. Additionally, she acknowledged that the UA C&S still had 
not been obtained, as ordered, and could not provide evidence that the provider had been notified. During a 
surveyor interview on 11/25/2025 at 11:21 AM with the Director of Nursing Services, she indicated that she 
would expect physician's orders to be followed, as ordered, and that labs would be completed and reported 
to a provider. She further indicated that the Covid-19 outbreak began on 11/17/2025 and that 19 of 43 
residents had tested positive as of 11/24/2025. During a surveyor interview on 11/25/2025 at approximately 
11:45 AM with the Medical Director, she indicated that she would expect to be notified of lab results because 
she does not review results unless the facility notifies her. Additionally, she indicated that she would expect 
physician's orders to be completed, as ordered, and that nurses document when providers are notified. The 
facility's failure involved UTI-related laboratory testing and follow-up, that resulted in a delay of care, 
including the hospitalization of Resident ID #1.
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Provide and implement an infection prevention and control program.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
surveyor observation, record review, and staff interview, the facility failed to; obtain, review, and report 
laboratory tests, as ordered, and complete ordered COVID-19 testing upon admission and on subsequent 
days for 2 of 3 newly admitted residents reviewed, Resident ID #s 1 and 2. The facility's failure involved 
urinary tract infection (UTI) related laboratory testing and follow-up, and the failure to obtain Covid-19 testing, 
as ordered, resulted in a delay of care, including the hospitalization of Resident ID #1 with diagnoses 
including Covid-19 and a UTI. Findings are as follows:Review of a community reported complaint submitted 
to the Rhode Island Department of Health on 11/18/2025 alleged in part that the facility had a Covid-19 
outbreak, and that Resident ID #1 was now positive for Covid-19. The complaint further alleged that the 
resident had blood in his/her urine and was not receiving care that s/he should.1. Record review revealed 
Resident ID #1 was admitted to the facility in November of 2025 with diagnoses including, but not limited to, 
UTI and neuromuscular dysfunction of the bladder. Review of a Minimum Data Set (MDS) assessment dated 
[DATE] revealed, the resident had a urostomy (a surgical opening in the abdomen to allow urine to exit the 
body). Further review revealed the resident required moderate assistance with activities of daily living. 
Record review of a care plan dated 11/13/2025 revealed, Resident ID #1 is at risk for infection related to a 
left Percutaneous Nephrostomy Tube (PCN, a tube that is surgically placed into the kidney to allow urine to 
drain out of the body) and right urostomy with interventions including, but not limited to; monitor, document, 
and report abnormal lab values, as ordered.1a. Record review of the physician's order revealed the 
following:- 11/12/2025 to obtain a urinalysis, culture and sensitivity (UA C&S- urine tests prescribed to detect 
UTIs and guide appropriate treatment).Record review of the laboratory results revealed the UA was obtained 
on 11/12/2025 and resulted on 11/14/2025. Further review revealed Resident ID #1 was positive for a UTI. 
Record review of the progress notes failed to reveal evidence that the UA C&S results were reported to a 
provider, or that an intervention was put into place. Further review revealed the resident was transferred to 
the hospital on [DATE] for an evaluation of shortness of breath, cough, and blood in his/her urostomy and 
PCN tube.1b. Review of the COVID-19 Testing Informed Consent Form states in part, I understand I will be 
tested upon admission. revealed Resident ID #1 signed the consent form on 11/6/2025. Record review 
revealed a physician's order dated 11/8/2025 stating, [Covid-19] Test new admissions or residents who have 
left the facility for more than 24 hours, regardless of vaccination status, on admission, day 2 and day 4.
Record review failed to reveal evidence that Resident ID #1 was tested for Covid on admission, on day two, 
or on day four, as ordered.Record review of the hospital documentation dated 11/17/2025 revealed, the 
resident was admitted to the hospital with diagnoses including, but not limited to, a UTI and Covid. Further 
review of hospital documentation revealed that as of 11/24/2025, Resident ID #1 remained in the hospital.
During a surveyor interview on 11/24/2025 at approximately 11:00 AM with Registered Nurse (RN), Staff A, 
she indicated that the facility currently has a Covid-19 outbreak, which began on 11/17/2025. She further 
indicated that every resident should be tested for Covid on admission, on day two, and on day four. 
Additionally, she acknowledged that Resident ID #1 had not been tested for Covid-19 at all while admitted to 
the facility. Furthermore, she acknowledged that the positive UA C&S results on 11/14/2025 were not 
reported to a provider and the resident had not been treated at the facility prior to his/her hospitalization.
During a surveyor interview on 11/24/2025 at approximately 1:45 PM, with the Infection Preventionist, she 
acknowledged that Resident ID #1 was not tested for Covid on admission, on day two, or on day four, and 
that the facility currently has a Covid-19 outbreak. Additionally, she indicated that the UA C&S results, dated 
11/14/2025, were not viewed by any facility staff until 11/17/2025, the day the resident was sent to the 
hospital for shortness of breath, blood in his/her urostomy, and PCN tube. Furthermore, she acknowledged 
that a provider was not notified of the results and that interventions were not put into place. 2. Record review 
revealed Resident #2 was admitted in November 2025 with diagnoses including a history of UTIs and muscle 
weakness. Review of a care plan dated 11/19/2025 revealed, the resident had a UTI with interventions 
including, but not limited to, to obtain and monitor lab results, as ordered.2a. Record review of the 
physician's order revealed the following:- 11/19/2025 to obtain a UA C&SRecord review failed to reveal 
evidence that the UA C&S was completed as ordered. 2b. Record review revealed a physician's order dated 
11/13/2025 to [Covid-19] Test new admissions or residents who have left the facility for more than 24 hours, 
regardless of vaccination status, on admission, day 2 and day 4.Record review failed to reveal evidence that 
Resident ID #2 was tested for Covid-19 on admission or on day two, as ordered.Record review revealed the 
resident tested positive for Covid on 11/21/2025.During a surveyor interview on 11/25/2025 at approximately 
11:00 AM with RN, Staff B, she indicated that all new admissions are tested for Covid-19 on admission, day 
two, and day four, and acknowledged that Resident ID #2 had not been tested on admission or on day two, 
as ordered. Additionally, she acknowledged that the UA C&S still had not been obtained, as ordered, and 
could not provide evidence that the provider had been notified. During a surveyor interview on 11/25/2025 at 
11:21 AM with the Director of Nursing Services, she indicated that she would expect physician's orders to be 
followed, and that labs would be completed and reported to a provider. She further indicated that the 
Covid-19 outbreak began on 11/17/2025 and that 19 of 43 residents had tested positive as of 11/24/2025. 
During a surveyor interview on 11/25/2025 at approximately 11:45 AM with the Medical Director, she 
indicated that she would expect to be notified of lab results because she does not review results unless the 
facility notifies her. Additionally, she indicated that she would expect physician's orders to be completed and 
that nurses document when providers are notified. The facility's failure involved UTI-related laboratory testing 
and follow-up, and failure to obtain Covid-19 testing as ordered, which resulted in a delay of care, including 
the hospitalization of Resident ID #1 with diagnoses including a UTI and Covid-19.
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