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F 0552 Ensure that residents are fully informed and understand their health status, care and treatments.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43237
or potential for actual harm
Based on interview and record review, the facility failed to ensure responsible party for one three residents
Residents Affected - Few (Resident 1), was notified of the right wrist and right elbow skin discoloration observed, physician's xray
(process of taking pictures of tissues and structures inside the body for diagnosis and treatment) order and
the xray result.

This failure resulted to the responsible party not aware of the change in condition and intervention ordered by
the physician.

Findings:

A review of Resident 1's admission record indicated Resident 1 was admitted to the facility on [DATE], with
diagnoses that included hemiplegia and hemiparesis (paralysis on one side of the body) affecting right
dominant side, aphasia (disorder that affects how you communicate), and rheumatoid arthritis (inflammatory
disorder affecting joints in hands and feet).

A review of Resident 1's Minimum Data Set ((MDS] a standardized care assessment and care screening
tool), dated 6/24/2024, indicated Resident 1's cognitive skills (thought process) was severely impaired. The
MDS indicated Resident 1 was able to understand commands from others and was sometimes understood
when ideas or wants were expressed. The MDS indicated Resident 1 required extensive assistance with one
to two persons assist with activities such as dressing, toilet use, personal hygiene, transfer (moving between
surfaces to and from bed, chair, and wheelchair) and bed mobility (how resident moves from lying to turning
side to side).

A review of Resident 1's right elbow radiology (process of taking pictures to diagnose and treat diseases)
result report indicated an xray was done on 5/29/2024 at 11:14 p.m. and resulted on 5/29/2024 at 11:19 p.m.
(with no fracture).

During an interview on 6/28/2024 at 9:00 a.m. with family member 1 (FM 1), FM 1 stated he was not notified
an xray was done for Resident 1's skin discoloration on the right wrist and right elbow. FM 1 stated he was
not notified of the right elbow xray results.

During an interview on 7/3/2024 at 10:35 a.m. with License Vocational Nurse 1 (LVN 1), LVN 1 stated he
should have notified Resident 1's responsible party of Resident 1's xray order and xray result.

(continued on next page)
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F 0552 A review of the facility's policy and procedure (P&P) titled, Change in Resident's Condition or Status, dated
3/2024, indicated the facility should notify resident's responsible party of changes in resident's medical
Level of Harm - Minimal harm or condition and/or status.

potential for actual harm

Residents Affected - Few
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