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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and clinical record review, the facility staff failed to notify the Nurse Practitioner and resident's 
Responsible Party immediately of a significant change condition for 1 resident (Resident #1) in a survey 
sample of 6 residents. The findings included: The facility staff failed to notify the Nurse Practitioner and the 
Responsible Party of decrease in urinary output and fluid intake for Resident #1.Resident #1 was admitted to 
the facility on [DATE] after a hospitalization from 7/16/25 to 8/6/25 for nausea and vomiting coffee-ground 
emesis. He presented with a persistent ileus (a temporary condition where one's intestine cannot push food 
and waste out of the body) with abdominal pain and distention. He was treated conservatively after small 
bowel obstruction was ruled out. The hospital discharge summary revealed his overall prognosis was 
guarded. Resident #1's diagnoses included but not limited to Ogilvie's Syndrome (a rare condition that 
causes a severe dilation of the large intestine without any physical obstruction. This leads to symptoms 
similar to bowel obstruction, despite the absence of an actual blockage), history of complete intestinal 
obstruction, unspecified as to cause, unspecified dementia with psychotic disturbance, gastro-esophageal 
reflux disease, history of kidney stones, abnormal urinalysis, history of bladder cancer with placement of an 
ileostomy, femur fracture surgically repaired, acute and chronic kidney disease and hypertension. Resident 
#1's admission assessment Minimum Data Set (MDS) with an Assessment Reference Date (ARD) of 
8/13/2025 coded the resident as having a Brief Interview of Mental Status (BIMS) score of 02 out of a 
possible 15 indicating resident had severe cognitive impairment and was not able make decisions 
independently. Section GG of the MDS coded the resident as requiring maximum assistance or being totally 
dependent for turning/repositioning, lying to sitting, sitting to stand, chair/bed to chair transfer, toileting, 
bathing and dressing. He required assistance with feeding. Resident #1 had a urostomy (surgically created 
opening in the abdomen to divert urine from the kidneys to an external bag due to his diagnosis of bladder 
cancer). Resident #1 was incontinent of bowel.On 10/21/25, a review of the clinical record revealed:On 
8/22/25, Resident #1 was transferred to hospital for nausea, vomiting, abdominal pain due to concerns that 
he may be obstructed again. He was treated with intravenous fluids (fluids administered via his veins), pain 
medications and antibiotics to finish on 8/30/25. A CT scan (computerized tomography which is a medical 
imaging that uses x-rays to create detailed images of the body's internal organs) was completed at the 
hospital which revealed mild thickening indicating possible colitis, no obstruction. On 9/13/25, per the nurse's 
notes an order was given from the Nurse Practitioner {name redacted} to obtain a urine sample due to cloudy 
urine with sedimentation. The nurse's note revealed the nurse attempted to contact Resident #1's 
Responsible Party, his daughter {name redacted.Results of the 9/13/25 Urinalysis Culture and sensitivity 
revealed: greater than 100, 000 CFU/ML mixed flora - No predominant microorganisms present On 9/15/25, 
the progress notes of the Nurse Practitioner {name redacted} revealed urine sample results no 
microorganisms, urostomy draining yellow urine with sediment noted, bowel sounds in all four (4) quadrants, 
well nourished, in no acute distress, encourage oral (by mouth) fluids.There was no evidence in the clinical 
record that the Responsible Party, his daughter, was ever reached via phone regarding the urinalysis and 
culture and sensitivity results.On 10/7/25 at 12:23 PM, the Nurse Practitioner {name redacted} documented 
in her progress notes acute visit for increased confusion and amber, malodorous urine, Patient seen lying in 
bed in no acute distress, no complaints of pain, very confused at this time. Plan: Encourage hydration, 
urinalysis with culture and sensitivity ordered and pending.10/7/25 Urinalysis culture and sensitivity results: 
greater than 100, 000 CFU/ML mixed flora - No predominant microorganisms are present.On 10/8/25, a 
progress note written by the Social Services Director {name redacted) revealed that Resident #1 had been 
accepted to transfer to another facility closer to family. Transport scheduled for 10/09/2025 @ 11AM. 
Resident's daughter, {name redacted} was notified.There was no evidence in the clinical record that 
Resident #1's Responsible Party was notified of change in resident's condition which prompted a visit from 
the Nurse Practitioner on 10/7/25 where resident presented with confusion, amber, malodorous urine via 
ileostomy, urine sample ordered for urinalysis and culture and sensitivity and order to encourage hydration.
On 10/9/25, LPN-E caring for Resident #1 notified the Nurse Practitioner and the resident's Responsible 
Party, his daughter of an emergent change in condition requiring transfer to the emergency room. At 9:36 
AM, the Resident's responsible party, his daughter, was notified of residents change in condition and 
informed that this nurse wasn't comfortable transferring resident to another facility in his present condition. 
She was informed of new order for intravenous (IV-fluids via the veins) hydration. She was asked if resident 
could be sent to the local emergency room and she stated she did not want resident to be sent to the 
hospital, and she wanted him to be sent to receiving facility. She was pleasant and cooperative and thanked 
this nurse for giving her information and status. Another call was later made to Resident #1's Responsible 
Party with the order to transfer to the local emergency room due to rapid decline. According to the clinical 
record, the facility staff were recording Resident #1's meal intake (fluid intake was not measured) 
Documentation revealed appetite was varied. The facility's electronic medical record software provides alerts 
to trigger in the nurses' progress notes when residents consume 50% or less x 2 meals or more on in a 
24-hour period. For Resident #1, the following alerts triggered for 50% or less x 2 meals in a 24-hour period 
indicating poor meal intake. (no evidence in the clinical record that the medical provider was notified of poor 
meal intake including poor fluid - alerts' triggered on 9/14/25, 9/16/25, 9/25/25, 9/29/25, 10/6/25 and 10/8/25.
Per the clinical record, Resident #1 was assessed by the facility's Registered Dietician {name redacted} on 
9/3/25 noting 25-50% meals; varying appetite, nutritional requirements include 1500-1600 fluids per day; and 
9/10/25, 9/17/25 and 10/8/25 noting resident consuming 50-75% meal intake. On 10/22/25, an interview was 
conducted with the facility's Registered Dietician, Employee-F, who stated she recommended health shakes 
to add dietary calories and protein for residents who may have difficulty consuming enough nutrients through 
solid food intake. When asked how she knew if Resident #1 consumed his health shakes, she stated that the 
Dietary Manager would let her know if they (the shake) came back on the tray untouched. She stated she 
had recommended one (1) every day on lunch tray for Resident #1. When asked if the carton did not return 
on the tray did that indicate if Resident #1 consumed the shake or that it was left at the bedside? She 
responded Well, then I really don't know if he actually consumed the shake or not. She stated that Resident 
#1 usually consumed about 50-75% meal intake. When shown documentation of meal intake by the certified 
nursing assistants from 9/21/25 to 10/9/25 she responded, Oh, that is definitely not 50-75% I must have 
overlooked that When asked if the facility held At Risk meetings to discuss vulnerable residents she stated, 
Yes. When asked if they had discussed Resident #1's poor oral (by mouth) intake she stated, I do not recall 
if we talked about him. When asked if she had knowledge of the amount of fluid intake Resident #1 
consumed daily, she stated they did not measure his fluid intake daily.There was no evidence in the clinical 
record that the Registered Dietician notified the Nurse Practitioner or the Responsible Party of Resident #1's 
poor meal intake. According to the clinical record review, nurses were monitoring urostomy sites and 
completing urostomy care every shift. The urostomy was noted to be positional and leaking at times and was 
documented on 9/1/25, 9/2/25 (Resident #1 pulling at bag), 9/5/25, 9/6/25 wafer and bag changed, 9/17/25 
wafer and bag changed, placed to the right side to allow better flow, 9/30/25 new urinary bag.Review of the 
clinical record (Treatment Administration Record - TAR) for October 2025, the urostomy output showed a 
decline in output (no evidence that the medical provider was notified of low output)10/3/25 Day shift-100cc, 
Evening shift-100cc, Night shift-50cc; 10/4/25 Day shift-100cc, Evening shift-100cc, Night shift; 10/5/25 Day 
shift-25cc, Evening shift-100cc, Night shift-10/6/25 Day shift-100cc, Evening shift-100cc, Night shift-100cc; 
10/7/25 Day shift-100cc, Evening shift-150cc, Night shift-100cc; 10/8/25 Day shift-150cc, Evening 
shift-100cc, Night Shift-100cc.On 10/22/25 at 11:40 AM, an interview was conducted with LPN -B who 
reported she had worked with Resident #1 a few times and that she administered his medications by 
crushing them and putting them in applesauce and he would consume about 2 or 3 ounces of water and 
most of the time would drink his Health Shake about 4 ounces but he was not a big eater or drinker. When 
asked if she reported his poor meal and fluid intake to the Nurse Practitioner or Physician she stated No, 
everyone knew he didn't eat or drink much, that was his baseline.On 10/22/25 at 11:50 AM an interview was 
held with Nurse Practitioner Employee-D who stated that Resident #1 had flagged a bit for poor meal intake. 
We tried to ensure someone helped feed him, he was able to pick up his cups most of the time but did need 
much encouragement to eat and drink. I saw him the day before we sent him out to the emergency room in 
the hallway, he was holding his cup and drinking water I think that was what the fluids was in the cup. When 
asked if she was aware of Resident #1's intake and output she replied, I was not notified of Mr. {Name 
redacted} (Resident #1's) low urostomy output, I am aware that it leaked and noted it was disconnected a 
couple times, he would pick at it or turn over and it would become disconnected. The Nurse Practitioner was 
shown the urostomy outputs recorded on Treatment Administration Record for October 2025 and the nurses' 
notes indicating alerts for 50% or less for 2 or more meals she stated if I had known fluid intake was poor, I 
would have ordered fluids sooner. They can do hypodermoclysis (administering fluids directly into the 
subcutaneous tissue (under the skin) here as well as intravenous fluids for hydration. We had checked his 
urine around September 15th and again around October 7th, but nothing was growing per the lab results, like 
I said, I saw him the day before we sent him out and he was up in his wheelchair in the hallway his usual self.
On 10/22/25 at 2:30 PM, an interview was conducted with LPN- E. She stated she had been working at the 
facility for about thirteen (13) months. She stated she had taken care of Resident #1 several times by 
administering his medications, completing skin assessments, caring for his urostomy and ensuring the CNA's 
bathed him, fed him and got him up in the chair. When asked how he took his medications, LPN- E stated, 
he only took a few pills, and we crushed them and put them in applesauce because that he how he liked to 
take them. When asked if she gave him fluids with his medications, she responded Yes, he would drink 
some water sometimes, more at other times and then sometimes none at all, I tried to encourage him to 
drink 8 ounces, but he wouldn't do that much. She stated that when he was admitted that the hospital nurse 
who called in the report stated that he was not drinking or eating much, that he had a very poor intake. When 
questioned on if they had considered monitoring his fluid intake, she responded, No, I had asked the Director 
of Nursing (name redacted) and the Nurse Practitioner (name redacted), not the Nurse Practitioner we have 
now but the one before her if they wanted us to do an intake and they said it was not necessary as this was 
his baseline and he was only taking in about 50% or less with his meals When questioned if she had 
reported the poor intake to the Nurse Practitioner she responded, No, if it was an new concern, then yes, I 
would have notified her but this was not new for Mr. (Resident #1 name redacted) as he came in here in 
such poor condition. When asked about Resident #1's change in change on 10/9/25 LPN-E stated I noticed a 
decline when I rounded that morning and notified the Nurse Practitioner to assess. We gave him breathing 
treatment, started him on oxygen and then gave him Rocephin (antibiotic) intramuscularly. I didn't feel 
comfortable giving him anything by mouth as he was not responding at his baseline and I told the Nurse 
Practitioner that. She gave us an order to start an IV (intravenous fluids via his veins) and then I called his 
daughter to report his decline. We could not get an intravenous line in after several nurses tried and so the 
Nurse Practitioner gave the order to send him to the emergency room. We called the daughter back and told 
her he was declining and had to go to the emergency room. She said she would meet him there. It all 
happened pretty quick. On 10/22/25 at 2:47 PM, an interview was conducted with the Director of Nursing 
who stated they were not doing fluid intake on Resident #1 as they had discussed it with the Nurse 
Practitioner, and she did not feel it was necessary. She stated she was not aware the urostomy was leaking 
and that his oral intake was getting poorer. When asked if an order for measuring oral intake was required or 
if it was a nursing intervention she responded, we should have been doing monitoring his intake since he 
wasn't eating or drinking much. When asked what her expectation of nurses was in notifying the medical 
provider and family if a resident is not eating and drinking enough, she replied, It is our responsibility as a 
nurse to notify the nurse practitioner or the doctor and the responsible party of any change in condition even 
for poor intake. Further interview regarding morning of Resident #1's transfer to the emergency room and 
she reported, It started around 9:30 am or sooner where the nurses did not feel comfortable sending him to 
the other nursing home where he was supposed to be transferred to that day to be closer to family due to 
sudden decline in condition, we made a few calls to his daughter (his Responsible Party because she 
thought we were sending him to the emergency room just because we could not get an intravenous line in, 
which we couldn't get a line started and several nurses had tried and couldn't but it was because he was 
rapidly declining. It was me; the Nurse Practitioner and I think the nurse all together making the last call. I 
don't know if he still would have passed but additional fluids sooner may have helped.On 10/22/25 at 3:58 
PM, the Director of Nursing presented a Complaint/Grievance Report that she had received from Resident 
#1's Responsible Party, his daughter on 9/29/25 {name redacted. Per the report: the daughter voiced 
concern that the resident was becoming dehydrated, and when she visited her father, she observed a cup on 
his table with a lid but no straw and he was unable to drink from it. She requested supplemental shakes two 
(2) times a day and to be checked for a UTI (urinary tract infection). The Director of Nursing and Unit 
Manager investigated the daughter's concern and per their investigation the Nurse Practitioner Employee-D 
stated the resident was not dehydrated per lab tests and a urine test with culture and sensitivity was obtained 
with results showing no UTI (urinary tract infection). The Nurse Practitioner also started the resident back on 
supplements that was discontinued at the hospital. According to the Grievance report, the Unit Manager 
shared with the daughter that the resident had been taking his straw out of the cup himself. The report stated 
that the resident would be started back on supplement shake twice daily and had instructed the Certified 
Nursing assistants to check his beverage cups when going into his room to ensure he had a straw. Per the 
Grievance Report they discussed their investigative findings on 9/29/25 with the daughter and she expressed 
her satisfaction.There was no evidence in the clinical record that the facility staff continued to monitor 
Resident #1 for signs and symptoms of dehydration due to more frequent episodes of low urine output and 
poor oral intake both solid and fluid intake considering the concern voiced by the Responsible Party, his 
daughter and there was no evidence of supplement shakes started twice a day.On 10/22/25 at approximately 
4:45 PM the Administrator and Director of Nursing provided a copy of a Complaint/Grievance initiated 
10/15/25 from Resident #1's Responsible Party, his daughter stating patient passed away at the hospital. 
Daughter stated he had a UTI (urinary tract infection) and was septic. Doctor at the hospital told the family 
He hadn't had anything to eat or drink in 4 days She had not been informed about the urinalysis or antibiotic. 
The facility Administrator provided a copy of the Facility Reported Incident that she had completed and 
submitted dated 10/22/25.On 10/22/25 a review of Resident #1's meal intakes for the 4 days prior to 
discharge to the emergency room was completed (fluid intake was not recorded): 10/5/25 0-25% meal intake 
for breakfast and lunch meals, 51-75% evening meal; 10/6/25 76-100% for breakfast and lunch meals, 
0-25% for evening meal; 10/7/25 0-25% for breakfast, lunch and evening; 10/8/25 76-100% for breakfast and 
lunch meal, 0-25% for evening mealThere was no evidence in the clinical record that the Nurse Practitioner 
or the Responsible Party, his daughter had been notified of the poor meal and fluid intake and low urine 
output.On 10/22/25 during the end of day meeting, the Administrator, Director of Nursing and the Regional 
Director Clinical Services were made aware of the concerns, no further information was provided.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and clinical record review, the facility staff failed to ensure appropriate resident care and services 
were provided in accordance with accepted professional standards of care for 1 resident (Resident #1) in a 
survey sample of 6 residents. The findings included: For Resident #1, the facility staff failed to assess for 
signs and symptoms of dehydration.Resident #1 was admitted to the facility on [DATE] after a hospitalization 
from 7/16/25 to 8/6/25 for nausea and vomiting, coffee-ground enemies. He presented with a persistent ileus 
(a temporary condition where one's intestine cannot push food and waste out of the body) with abdominal 
pain and distention. He was treated conservatively after small bowel obstruction was ruled out. The hospital 
discharge summary revealed his overall prognosis was guarded. Resident #1's diagnoses included but not 
limited to Ogilvie's Syndrome (a rare condition that causes a severe dilation of the large intestine without any 
physical obstruction. This leads to symptoms similar to bowel obstruction, despite the absence of an actual 
blockage), history of complete intestinal obstruction, unspecified as to cause, unspecified dementia with 
psychotic disturbance, gastro-esophageal reflux disease, history of kidney stones, abnormal urinalysis, 
history of bladder cancer with placement of an ileostomy, femur fracture surgically repaired, acute and 
chronic kidney disease and hypertension. Resident #1's admission assessment Minimum Data Set (MDS) 
with an Assessment Reference Date (ARD) of 8/13/2025 coded the resident as having a Brief Interview of 
Mental Status (BIMS) score of 02 out of a possible 15 indicating resident had severe cognitive impairment 
and was not able make decisions independently. Section GG of the MDS coded the resident as requiring 
maximum assistance or being totally dependent for turning/repositioning, lying to sitting, sitting to stand, 
chair/bed to chair transfer, toileting, bathing and dressing. He required assistance with feeding. Resident #1 
had a urostomy (surgically created opening in the abdomen to divert urine from the kidneys to an external 
bag due to his diagnosis of bladder cancer). Resident #1 was incontinent of bowel. On 10/21/25, a review of 
the clinical record revealed: On 8/22/25, Resident #1 was transferred to the hospital for nausea, vomiting, 
abdominal pain due to concerns that he may be obstructed again. He was treated with intravenous fluids 
(fluids administered via his veins), pain medications and antibiotics and discharged back to the facility on 
8/26/25 with order to complete antibiotic course on 8/30/25. A CT scan (computerized tomography which is a 
medical imaging that uses x-rays to create detailed images of the body's internal organs) was completed at 
the hospital which revealed mild thickening indicating possible colitis, no obstruction. On 9/13/25, per nurse's 
notes an order was given from the Nurse Practitioner {name redacted} to obtain a urine sample due to cloudy 
urine with sedimentation. The nurse's note revealed the nurse attempted to contact Resident #1's 
Responsible Party, his daughter {name redacted).9/13/25 Urinalysis and C & S results: The results of the 
culture and sensitivity revealed: greater than 100, 000 CFU/ML mixed flora - No predominant 
microorganisms present. On 9/15/25, the Nurse Practitioner {name redacted} progress notes revealed urine 
sample results no microorganisms, urostomy draining yellow urine with sediment noted, bowel sounds in all 
four (4) quadrants, well nourished, in no acute distress, encourage oral (by mouth) fluids.On 10/3/25, the 
Nurse Practitioner {name redacted} progress notes revealed resident (Resident #1) observed lying in bed, in 
no acute distress, no complaints of pain, no new nursing concerns; ileostomy in place draining yellow urine 
with sediment noted, bladder non-distended, bowel sounds present in all four (4) quadrants On 10/7/25, the 
Nurse Practitioner {name redacted} documented in her progress notes acute visit for increased confusion 
and amber, malodorous urine via ileostomy, patient seen lying in bed in no acute distress, no complaints of 
pain, very confused at this time. Plan: Encourage hydration, urinalysis with culture and sensitivity ordered 
and pending.On10/8/25 results of the Urinalysis culture and sensitivity lab test revealed: Greater than 100, 
000 CFU/ML mixed flora - No predominant microorganisms present.On 10/9/25, Nurse LPN-E caring for 
Resident #1 documented in a nurse progress note: during morning rounds at the start of the shift, Resident 
#1 was noted to be pale for baseline color, noted increased respirations. When spoken to, he was 
responsive to voice and spoke to this nurse. The Nurse Practitioner was in the building at this time and was 
asked to come to room to assess resident. She ordered a one-time Albuterol 0.083% nebulizer treatment (a 
rescue medication used to treat or prevent bronchospasm, a condition where the muscles around the 
airways tighten, causing breathing difficulty) after she assessed lung sounds. Resident #1 was administered 
the nebulizer treatment with no issues. Per the residents' medication administration record he was to receive 
Rocephin (an antibiotic) intramuscularly (IM) and an oral antibiotic for reported urinary tract infection. The 
Rocephin IM was administered in left thigh per order with no issues. Vital signs: blood pressure 115/85, 
pulse 58 beats per minute, respirations 22, temporal temperature 97.6 degrees Fahrenheit, and 84% oxygen 
level on room air. Oxygen was applied at 2L via nasal cannula and pulse ox increased to 90%. The Unit 
Manager, Director of Nursing and Social Services Director were made aware of residents' change in 
condition. The Nurse Practitioner (NP) was notified that this writer was not comfortable giving medications 
orally (by mouth) at this time due to safety. The NP assessed the resident again and gave a verbal order for 
a one (1) time order for one (1) liter of normal saline to run at 100ml/hour intravenously (via the veins). 
Several attempts were made by multiple staff members to get intravenous access with no success. Resident 
reassessed by the Nurse Practitioner at which time she gave the verbal order to transfer resident to local 
emergency room for evaluation and treatment. At 9:36 AM, the Resident's responsible party, his daughter 
was notified of residents change in condition and informed that this nurse wasn't comfortable transferring 
resident to another facility in his present condition. She was informed of the new order for intravenous 
(IV-fluids via the veins) hydration. She was asked if resident could be sent to the local emergency room and 
she stated she did not want resident to be sent to the hospital; she wanted him to be sent to receiving facility. 
She was pleasant and cooperative and thanked this nurse for giving her information and status.On 10/9/25, 
the Nurse Practitioner documented in her progress notes at 11:43 AM: Acute visit for decline in condition: 
Patient (Resident #1) is being seen today for a decline in mental status. He is less responsive today per 
nursing. When assessing him, he did not respond to questions. He is currently being treated for a urinary 
tract infection, awaiting culture results, ordered Rocephin IM (antibiotic intramuscularly) and Augmentin PO 
(antibiotic by mouth), will adjust antibiotics per culture once results in, intravenous (IV) fluids (fluids via his 
veins) ordered for hydration, unable to obtain intravenous access, order given to send out to the emergency 
room due to decline in health and inability to obtain intravenous access. Spoke with patient's responsible 
party, daughter {name redacted} and informed her of the decision to send her dad out for evaluation and 
treatment, she states she will go see him at the hospital.On 10/9/25, Resident #1 was transferred to the 
hospital at 1:06 PM via emergency transport.According to the hospital notes, Resident #1 was received in 
the hospital at 1:33 PM, the emergency room doctor's documentation revealed Resident #1 was received in 
acute distress, ill-appearing, toxic-appearing, mucous membranes dry, rhonchi present in his lungs, 
ureterostomy right quadrant with grossly purulent urine, cachectic, debilitated gentleman, lethargic with 
minimal response to voice, appears severely dehydrated, septic. Note also revealed that approximately 3:30 
PM Resident #1's responsible party, his daughter {name redacted} and son-in-law arrived and the 
emergency room doctor {name redacted} spoke with them at the bedside concerning the patient's poor 
condition and advised them that he was gravely ill and could pass away enroute to the receiving hospital. Per 
his note he documented that Resident #1's daughter and other family members reported that Resident #1 
had been in decline over the last week, noting cloudy urine in his ureterostomy bag and poor oral (by mouth) 
intake.According to the clinical record, the facility staff were recording Resident #1's meal intake (fluid intake 
was not measured) Documentation revealed appetite was varied. The facility's electronic medical record 
software provides alerts to trigger in the nurses' progress notes when residents consume 50% or less x 2 
meals or more in a 24-hour period. For Resident #1, the following alerts triggered for 50% or less x 2 meals 
in a 24-hour period indicating poor meal intake. (no evidence in the clinical record that the medical provider 
was notified of poor meal intake including poor fluid intake) 9/14/25 appetite varies 9/16/25 oral intake varies 
9/25/25 appetite varies 9/29/25 oral intake varies 10/6/25 oral intake varies 10/8/25 appetite varies Per the 
clinical record, Resident #1 was assessed by the facility's registered dietician and noted that on 9/3/25 
Resident #1 consumes 25-50% meals; nutritional requirements include 1500-1600 fluids per day; noted 
varying intakes, 9/10/25 Consumes 50-75% meal intake , 9/17/25 Resident #1 consumes 50-75% meal 
intake, 10/8/25 Resident consumes 50-75% meal intakeOn 10/22/25, an interview was conducted with the 
facility's Registered Dietician, Employee-F, who stated she recommended health shakes to add dietary 
calories and protein for residents who may have difficulty consuming enough nutrients through solid food 
intake. When asked how she knew if Resident #1 consumed his health shakes, she stated that the Dietary 
Manager would let her know if they (the shake) came back on the tray untouched. She stated she had 
recommended one (1) every day on lunch tray for Resident #1. When asked if the carton did not return on 
the tray did that indicate if Resident #1 consumed the shake or that it was left at the bedside? She 
responded Well, then I really don't know if he actually consumed the shake or not. She stated that Resident 
#1 usually consumed about 50-75% meal intake. When shown documentation of meal intake by the certified 
nursing assistants from 9/21/25 to 10/9/25 she responded, Oh, that is definitely not 50-75% I must have 
overlooked that When asked if the facility held At Risk meetings to discuss vulnerable residents she stated, 
Yes. When asked if they had discussed Resident #1's poor oral (by mouth) intake she stated, I do not recall 
if we talked about him. When asked if she had knowledge of the amount of fluid intake Resident #1 
consumed daily, she stated they did not measure his fluid intake daily.According to the clinical record review, 
nurses were monitoring urostomy sites and completing urostomy care every shift. The urostomy was noted 
to be positional and leaking at times and was documented on 9/1/25, 9/2/25 (Resident #1 pulling at bag), 
9/5/25, 9/6/25 wafer and bag changed, 9/17/25 wafer and bag changed, placed to the right side to allow 
better flow, 9/30/25 new urinary bag.Review of the clinical record (Treatment Administration Record - TAR) 
for October 2025, the urostomy output showed a decline in output (no evidence that the medical provider 
was notified of low output) 10/3/25 Day shift-100cc, Evening shift-100cc, Night shift-50cc; 10/4/25 Day 
shift-100cc, Evening shift-100cc, Night shift-500cc; 10/5/25 Day shift-25cc, Evening shift-100cc, Night 
shift-100cc; 10/6/25 Day shift-100cc, Evening shift-100cc, Night shift-100cc; 10/7/25 Day shift-100cc, 
Evening shift-150cc, Night shift-100cc; 10/8/25 Day shift-150cc, Evening shift-100cc, Night Shift-100ccOn 
10/22/25 at 11:00 AM, an interview was conducted with Certified Nursing Assistant (CNA-B) who stated she 
had worked at the facility since June 2025 and had worked with Resident #1. She stated she bathed him, fed 
him, emptied his bag on side of his stomach of urine and got him up in the chair. He would use his legs to 
scoot himself around in his wheelchair in the hallway. She stated, I emptied his urine whenever it had urine in 
it and reported the amount to the nurse and if I saw anything unusual, you know, like blood or pus I would tell 
the nurse. She stated he was usually cooperative until at the end he wasn't doing anything much and 
wouldn't eat or drink, I reported it to the nurse {name redacted} and the Nurse Practitioner {name redacted} 
and they would go and check him out. When asked if she was familiar with Health Shakes she replied Yes, 
they were on his tray, I think it was his lunch tray, but he didn't drink much of those. When asked if she 
recorded how much fluid Resident #1 drank during her shift she responded, No, we just put in how much 
they eat off their trays, not how much they drink.On 10/22/25 at 11:20 AM, an interview was conducted with 
Certified Nursing Assistant (CNA-C) regarding her care to Resident #1. She stated she had been working in 
the facility for about a year and had taken care of Mr. {name redacted} Resident #1 but had never emptied 
his urine bag, she said He never had a lot in his, I cleaned around the opening in his side when I bathed him. 
He required a lot of assistance with feeding. She said he could pick up his milk carton when he wanted to but 
only drank sips at a time or sometimes nothing at all. When asked if she reported this to anyone, she replied, 
He came in like that and everyone knew he didn't eat or drink much, it wasn't anything new When asked if 
she recorded his fluid intake she replied, No, we only chart what they eat, not what they drink.On 10/22/25 at 
11:30 AM, an interview was conducted with Certified Nursing Assistant (CNA D). According to CNA D she 
has been employed at the facility since January 2025 and worked with Resident #1. She stated he was 
dependent on the staff for his activities of daily living. She said she cleaned around the opening of his 
stomach and emptied his urine bag, but very seldom did he have much output in the bag and that it leaked a 
lot and at times would come apart and he would be wet, and she would report that to the charge nurse. She 
stated he required a lot of assistance with feeding, but he would hold his own juice cup and milk carton, but 
he did not drink or eat much. On 10/22/25 at 11:40 AM, an interview was conducted with LPN -B who 
reported she had worked with Resident #1 a few times and that she administered his medications by 
crushing them and putting them in applesauce and he would consume about 2 or 3 ounces of water after 
taking his pills and most of the time would drink his Health Shake about 4 ounces but he was not a big eater 
or drinker. When asked if she reported his poor meal and fluid intake to the Nurse Practitioner or Physician 
she stated No, everyone knew he didn't eat or drink much, that was his baseline.On 10/22/25 at 11:50 AM an 
interview was held with Nurse Practitioner Employee-D who stated that Resident #1 would flag occasionally 
for poor meal intake. We tried to ensure someone helped feed him, he was able to pick up his cups most of 
the time but did need much encouragement to eat and drink. I saw him the day before we sent him out to the 
emergency room in the hallway, he was holding his cup and drinking water, I think that was the fluids in the 
cup. When asked if she was aware of Resident #1's fluid intake was and output low, she replied, I was not 
notified of Mr. {Name redacted} (Resident #1's) low urostomy output, I am aware that it leaked and noted it 
was disconnected a couple times, he would pick at it or turn over and it would become disconnected. The 
Nurse Practitioner was shown the urostomy outputs recorded on Treatment Administration Record for 
October 2025 and the nurses' notes indicating alerts for 50% or less for 2 or more meals she stated if I had 
known fluid intake was poor, I would have ordered fluids sooner. They can do hypodermoclysis 
(administering fluids directly into the subcutaneous tissue (under the skin) here as well as intravenous fluids 
for hydration. We had checked his urine around September 15th and again around October 7th, but nothing 
was growing per the lab results, like I said, I saw him the day before we sent him out and he was up in his 
wheelchair in the hallway his usual self.On 10/22/25 at 2:30 AM, an interview was conducted with LPN- E. 
She stated she had been working at the facility for about thirteen (13) months. She stated she had taken 
care of Resident #1 several times by administering his medications, completing skin assessments, caring for 
his urostomy and ensuring the CNA's bathed him, fed him and got him up in the chair. When asked how he 
took his medications, LPN- E stated, he only took a few pills, and we crushed them and put them in 
applesauce because that he how he liked to take them. When asked if she gave him fluids with his 
medications, she responded Yes, he would drink some water sometimes, more at other times and then 
sometimes none at all, I tried to encourage him to drink about 8 ounces or so, but he wouldn't do that much. 
She stated that when he was admitted to the facility that the hospital nurse who called in the report stated 
that he was not drinking or eating much, that he had a very poor intake. When questioned on if they had 
considered monitoring his fluid intake, she responded, No, I had asked the Director of Nursing (name 
redacted) and the Nurse Practitioner (name redacted), not the Nurse Practitioner we have now but the one 
before her if they wanted us to do an intake and they said it was not necessary as this was his baseline and 
he was only taking in about 50% or less with his meals When questioned if she had reported the poor intake 
to the Nurse Practitioner she responded, No, if it was an new concern, then yes, I would have notified her but 
this was not new for Mr. (Resident #1 name redacted) as he came in here in such poor condition.On 
10/22/25 at 2:47 PM, an interview was conducted with the Director of Nursing who stated they were not 
doing fluid intake on Resident #1 as they had discussed it with Nurse Practitioner, and she did not feel it was 
necessary. She stated she was not aware the urostomy was leaking and that his oral intake was getting 
poorer. When asked if an order for measuring oral intake was required or if it was a nursing intervention she 
responded, we should have been monitoring his intake since he wasn't eating or drinking much. When asked 
what her expectation of nurses were in notifying the medical provider and family if a resident is not eating 
and drinking enough, she replied, It is our responsibility as nurses to notify the nurse practitioner or the 
doctor and the responsible party of any change in condition even for poor intake. Further interview regarding 
the morning of Resident #1's transfer to the emergency room, she reported, his condition changed at the 
beginning of day shift or so and the nurses did not feel comfortable sending him to the other nursing home 
where he was supposed to be transferred to that day due to his sudden decline. We made a few calls to his 
daughter (his Responsible Party) because she thought we were sending him to the emergency room just 
because we could not get an intravenous line in, which we couldn't get a line started even after several 
nurses had tried unsuccessfully but it was because he was rapidly declining. It was me; the Nurse 
Practitioner and I think the nurse all together making the last call. I don't know if he still would have passed 
but additional fluids sooner may have helped. On 10/22/25 at 3:58 PM, the Director of Nursing presented a 
Complaint/Grievance Report that she had received from Resident #1's Responsible Party, his daughter on 
9/29/25 {name redacted. Per the report: the daughter voiced concern that the resident was becoming 
dehydrated, and when she visited her father, she observed a cup on his table with a lid but no straw and he 
was unable to drink from it. She requested supplemental shakes two (2) times a day and to be checked for a 
UTI (urinary tract infection). The Director of Nursing and Unit Manager investigated the daughter's concern 
and per their investigation the Nurse Practitioner Employee-D stated the resident was not dehydrated per lab 
tests and a urine test with culture and sensitivity was obtained with results showing no UTI (urinary tract 
infection). The Nurse Practitioner also started the resident back on supplements that was discontinued at the 
hospital. According to the Grievance report, the Unit Manager shared with the daughter that the resident had 
been taking his straw out of the cup himself. The report stated that the resident would be started back on 
supplement shake twice daily and had instructed the Certified Nursing assistants to check his beverage cups 
when going into his room to ensure he had a straw. Per the Grievance Report they discussed their 
investigative findings on 9/29/25 with the daughter and she expressed her satisfaction.Per clinical record 
review, there was no evidence that the facility staff continued to monitor Resident #1 for signs and symptoms 
of dehydration due to more frequent episodes of low urine output and poor oral intake both solid and fluid 
intake considering the concern voiced by the Responsible Party, his daughter and there was no evidence of 
supplement shakes started twice a day.On 10/22/25 per clinical record review (the Medication Administration 
Record and progress notes for October did not contain an entry for supplements) and according to interviews 
with the registered dietician, certified nursing assistants and nurses Resident #1 was given a Health Shake 
on his lunch tray daily, no evidence of amount consumed or any other supplements.On 10/22/25 at 4:21 PM 
a telephone interview was conducted with the Medical Director, Employee- E, who stated he had not seen 
Resident #1 as a patient but was aware of his care. He stated that Resident #1 had a decent amount of urine 
output, and the urine didn't show any concentration. He said they were monitoring his urine specific gravity 
on his urinalysis reports which were not indicative of dehydration. He also stated that Resident #1 was not 
showing clinical symptoms of dehydration. When questioned on his expectations of nurses completing 
assessments for dehydration, he stated he could not address nursing standards of care. On 10/22/25, a 
review of the clinical record, lab results for 9/13/25 urine specific gravity revealed, 1.013 (normal 1.010-1.030 
and 10/8/25 urine specific gravity revealed, 1.016 (normal 1.010-1.030)On 10/22/25 at approximately 4:45 
PM the Administrator and Director of Nursing provided a copy of a Complaint/Grievance initiated 10/15/25 
from Resident #1's Responsible Party, his daughter stating patient passed away at the hospital. Daughter 
stated he had a UTI (urinary tract infection) and was septic. Doctor at the hospital told the family He hadn't 
had anything to eat or drink in 4 days She said she had not been informed about the urinalysis or antibiotic. 
The facility Administrator provided a copy of the Facility Reported Incident that she had completed and 
submitted dated 10/15/25 regarding daughter's allegation of neglect where he was transferred to the hospital 
on [DATE] and had passed away due to a urinary tract infection. According to the Administrator's 
investigation, she concluded that the allegation of neglect was unfounded as transfer to the hospital on 
[DATE] was a result of Resident #1's sudden clinical decline.On 10/22/25 a review of Resident #1's meal 
intakes for the 4 days prior to discharge to the emergency room was completed (fluid intake was not 
recorded):10/5/25 0-25% meal intake for breakfast and lunch meals, 51-75% meal intake for evening meal, 
10/6/25 76-100% for breakfast and lunch meals, 0-25% for evening meal, 10/7/25 0-25% for breakfast, lunch 
and evening meal,10/8/25 76-100% for breakfast and lunch meal, 0-25% for evening mealPer the facility's 
policy on Ureterostomy Care, General Guidelines1. Determine if the resident is on intake or output before 
discarding urine.2. Check urine for unusual appearance and record findings.3. Maintain a daily record of 
residents' daily fluid output, as indicated. On 10/21/25 a review of Resident #1's clinical record (Treatment 
Administration Record) Monitor and Document urostomy output revealed holes/blanks for output on 9/28/25 
on the day shift, 9/9/25 and 9/16/25 evening shift, and on 9/16/25 and 9/17/25 night shift.According to 
Lippincott's standards of practice for assessing dehydration in older adults, clinical assessments should 
include but not limited to: Oral mucosa and tongue: Look for dryness and stickiness. This is a more reliable 
sign in older adults than skin turgor.Mental status: Look for changes in mental status, such as dizziness, 
confusion, or delirium, which can be symptoms of dehydration in older adults.Urine color and output: Assess 
urine color (dark yellow may indicate dehydration) and monitor for decreased urine output. Note: While often 
used, urine color and output are considered unreliable markers when used alone in older adults. Laboratory 
assessments: Urine specific gravity: Elevated urine specific gravity (e.g., >1.020) can indicate dehydration 
but is unreliable when used alone in older adults.On 10/22/25 during the end of day meeting, the 
Administrator, Director of Nursing and the Regional Director Clinical Services were made aware of the 
concerns, and no further information was provided.
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Emporia Rehabilitation and Healthcare Center 200 Weaver Avenue
Emporia, VA 23847

F 0760

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, clinical record review and facility documentation, the facility staff failed to ensure 
residents are free from significant medication error for 1 resident (#2) in a survey sample of 6 residents.For 
Resident #2 the facility staff failed to follow the physician orders for parameters on administering the drug 
Midodrine (an alpha-Adrenergic Agonist used to raise blood pressure).Resident #2 was admitted to the 
facility on [DATE] with diagnoses that included but were not limited to Interstitial pulmonary disease, 
generalized anxiety disorder, major depressive disorder, unspecified dementia, dysphagia, Barretts 
esophagus, and generalized weakness. Resident #2's most recent MDS (Minimum Data Set) with an ARD 
(Assessment Reference Date) of 10/9/25 coded the resident as having a BIMS (Brief Interview of Mental 
Status) score of 8 out of possible 15 indicating moderate cognitive impairment.On 10/21/25 a review of the 
clinical record revealed that Resident #2 had orders that included the medication Midodrine for hypotension 
(low blood pressure). A review of the MAR (Medication Administration Record) for September and October 
2025 revealed the following orders: Midodrine HCL Tablet 5 mg. Give 5 mgt by mouth three times per day for 
low bp HOLD FOR SYSTOLIC GREATER THAN 130. Order date 10/7/25The MAR revealed the following 
regarding the administration of Midodrine:10/10/25 - bp was 139/73 medication marked as administered at 2 
pm.10/12/25 - bp was 132/76 medication marked as administered at 9 pm.10/19/25 - bp was 145/71 
medication marked as administered at 9 pm. On 10/20/25 the order was changed to read: Midodrine HCL 
Tablet 5 mg. Give 5 mgt by mouth three times per day for low bp HOLD FOR SYSTOLIC GREATER THAN 
120. Order date 10/7/25A review of the MAR revealed the following:10/20/25 - bp was 131/75 and 
medication marked as administered at 9 pm. On 10/22/25 an interview was conducted with LPN # who 
stated that the importance of paying attention to the parameters on a medication is that in this case you can 
either cause a blood pressure to be too high if you give it when you should hold it, but also cause someone 
to bottom out if you hold it when you should have given it, either way it could cause negative outcomes for 
the resident. On 10/22/25 at approximately 3:30 p.m the DON was asked about the expectation of the nurses 
following physician orders, and she stated nurses are expected to follow physician orders exactly as they are 
prescribed. On 10/22/25 during the end of day meeting the Administrator was made aware of the concerns 
and no further information was provided.
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