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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure Resident 1's responsible party's (RP) request was 
honored when he requested Resident 1 to be removed from the podiatrist patient list.This deficient practice 
resulted in Resident 1 being seen by the podiatrist on 5/6/2025.Findings:During a review of Resident 1's 
admission Record (Face Sheet), the Face Sheet indicated Resident 1 was admitted to the facility on [DATE] 
with diagnoses including dementia (a progressive state of decline in mental abilities).During a review of 
Resident 1's Minimum Data Set ([MDS] a resident assessment tool) dated 8/26/2025, the MDS indicated 
Resident 1's cognition (the mental action or process of acquiring knowledge and understanding through 
thought, experience, and the senses) was severely impaired and was dependent on facility staff to complete 
her activities of daily living ([ADLs] activities such as bathing, dressing and toileting a person performs daily).
During a review of Resident 1's Social Services Progress Note dated 1/2/2025, the Social Services Progress 
note indicated Resident 1's RP requested that Resident 1 be removed from the facility's podiatry list and 
would arrange for any necessary podiatry services. During an interview on 9/10/2025 at 11:49 a.m., with 
Resident 1's RP, Resident 1's RP stated he had discussed during an Interdisciplinary Team meeting ([IDT] a 
group of professionals from different fields who work together to achieve a common goal), he did not want 
the assigned podiatrist to see Resident 1. The RP stated a few weeks ago, he came to see Resident 1 and 
he found the podiatrist removing her socks and he immediately told him (the podiatrist) that he would prefer 
Resident 1 not be seen. The RP stated he informed the Social Services Director (SSD) and the Director of 
Nursing (DON) to have Resident 1 removed from the list and the SSD stated she would. During an interview 
on 9/10/2025 at 1:37 p.m., with the SSD, the SSD stated last month (8/2025), Resident 1's RP informed her 
that he did not want the podiatrist to see Resident 1. The SSD stated she was not aware of any previous 
requests from Resident 1's RP to remove Resident 1 from the podiatrist list.During an interview on 9/10/2025 
at 2:10 p.m., with the DON, the DON stated the social services department should be coordinating with the 
podiatrist office regarding which residents are to be seen. The DON stated that the request made by 
Resident 1's RP to remove the resident from the podiatry list was overlooked. The DON stated that this 
coordination should have occurred when the RP initially made the request in 1/2025.During a review of the 
facility's policy and procedure (P/P) titled Resident Rights, dated 12/2021, the P/P indicated federal and state 
laws guarantee certain basic rights to all residents of the facility, these rights include the resident's right to be 
informed of and participate in, his or her care planning and treatment.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to notify Resident 1's Responsible Party (RP) of a significant 
change in condition, when Resident 1 had a fall that occurred on 8/29/2025 at 4:39 a.m. Resident 1's RP not 
notified until 7 a.m. This deficient practice had the potential to delay the RP's involvement in care decisions 
and compromised the residents' right to informed participation in their care. This deficient practice resulted in 
an approximately two-and-a-half-hour delay in notifying Resident 1's RP. Findings:During a review of 
Resident 1's admission Record (Face Sheet), the admission Record indicated Resident 1 was admitted to 
the facility on [DATE] with diagnoses including dementia (a progressive state of decline in mental abilities).
During a review of Resident 1's Minimum Data Set ([MDS] a resident assessment tool) dated 8/26/2025, the 
MDS indicated Resident 1's cognition (the mental action or process of acquiring knowledge and 
understanding through thought, experience, and the senses) was severely impaired was dependent on 
facility staff to complete her activities of daily living ([ADLs] activities such as bathing, dressing and toileting a 
person performs daily).During a review of Resident 1's Change of Condition (COC) Note dated 8/29/2025 
and timed at 4:39 a.m., the COC note indicated Resident 1was found by a Certified Nurse Assistant (CAN 
unknown) sitting on the floor to the right side of the bed facing the wall. The COC Note indicated Resident 1's 
RP was notified at 7 a.m.During an interview on 9/10/2025 at 11:49 a.m., Resident 1's RP stated that he 
received a phone call from the facility staff regarding Resident 1's fall at 7:08 am. During an interview on 
9/10/2025 at 2:10 p.m., the Director of Nursing (DON) stated she received a phone call from Licensed 
Vocational Nurse (LVN) 1 after Resident 1 was found on the floor. The DON stated LVN 1 was scared to 
report Resident 1's fall to the RP. The DON stated she had to guide LVN 1 to ensure everything was 
completed for Resident 1 post fall. The DON stated Resident 1's RP should have been notified at the time of 
the incident.During a review of the facility's policy and procedure (P/P) titled Change in Condition: 
Notification of, dated 8/25/2021, the P/P indicated the facility must inform the resident representative as soon 
as possible where there is an accident involving the resident.

22055995

02/05/2026


