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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.

Based on observation, interview, and record review, the facility failed to notify the physician regarding a
resident's significant change of condition for one of three sampled residents (Resident 1). The facility
identified Resident 1 had shortness of breath on 1/16/2026 at 7 p.m. while on (BiPAP) machine (a
noninvasive ventilator used to assist breathing by delivering pressurized air through a mask) but did not
notify the Medical Doctor.This deficient practice placed Resident 1 at risk of developing complications.
Findings:During a review of Resident 1's Face Sheet (admission Record), undated, the Face Sheet
indicated the facility originally admitted Resident 1 on 1/9/2026, with diagnoses including diabetes mellitus
(DM - a disorder characterized by difficulty in blood sugar control and poor wound healing), moderate
persistent asthma (is a long-term lung disease that inflames and narrows the airways, making it difficult to
breathe), and personal history of other venous thrombosis (or deep vein thrombosis, DVT - is a serious
condition where a blood clot forms in a deep vein, most commonly in the legs or thighs, and is dangerous if
the clot breaks loose and travels to the lungs), and embolism (is an obstruction or blockage in a blood
vessel). During a review of Resident 1's History and Physical, dated 1/12/26, the History and Physical
indicated Resident 1's cognitive functioning was intact (the ability to think, learn, remember, use judgment,
and make decisions).During a concurrent interview and record review on 2/26/2026 at 11:30 p.m. with
Licensed Vocational Nurse (LVN) 1, LVN 1 stated Resident 1 started having difficulty of breathing on
1/16/2026 at 7 p.m. LVN 1 stated he informed Registered Nurse (RN) 1, who came to the bedside, adjusted
the BiPAP machine settings, and took Resident 1's vital signs (objective, measurable indicators of the
body's most essential, life-sustaining functions) with oxygen level of 97 percent (% - one part in every
hundred). LVN 1 stated that at 10 p.m., Resident 1 called again stating he was having difficulty of breathing,
muscle tightening, and not getting enough air. LVN 1 stated RN 1 was called to the bedside where Resident
1 did a breathing treatment. During a concurrent interview and record review on 2/26/2026 at 12:30 p.m.
with RN 1, Resident 1's change of condition records were reviewed. RN 1 stated he failed to initiate and
implement a Change of Condition (COC - significant change in resident's health) for Resident 1 to address
that Resident 1 had shortness of breath. RN 1 stated Resident 1's shortness of breath was not reported to
the Medical Doctor. RN 1 stated this failure placed Resident 1 at risk for delay of care and other
complication including death.During a concurrent interview and record review on 2/26/2026 at 2 p.m. with
the Director of Nursing (DON), Resident 1's COC records were reviewed. The DON stated the facility staff
failed to initiate a COC for Resident 1. Resident 1 had a diagnosis and a history of (DVT). The DON stated it
was the responsibility of licensed staff (RN) to do a COC and notify the Medical Doctor on Resident 1's
shortness of breath. The DON stated Resident 1's COC should have been addressed when Resident 1
complained of not getting enough air and tightening of the muscle. The DON stated if COC was not done
and not reported to the Medical Doctor, Resident 1's symptom will not be treated and can lead to delay of
care
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

which can lead to hospitalization and even death. During a review of the facility-provided policy and
procedure (P&P) titled, Change in Condition: Notification of, last reviewed on 1/14/2026, the P&P indicated,
A Facility must immediately . consult with the Resident's physician and/or NP (Nurse Practitioner) . where
there is: . A significant change in Resident's physical When making notification of above, the Facility must
ensure that all pertinent information is available and provided upon request to the physician and/or NP.
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Level of Harm - Minimal harm
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Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and
actions that can be measured.

Based on interview and record review, the facility failed to develop and implement a person-centered care
plan (a plan that includes measurable objectives and timetables to meet the resident's physical,
psychosocial and functional needs) for one of three sampled residents (Resident 1) to address that
Resident 1 had a personal history of other venous thrombosis (or deep vein thrombosis, DVT - is a serious
condition where a blood clot forms in a deep vein, most commonly in the legs or thighs, and is dangerous if
the clot breaks loose and travels to the lungs), and embolism (is an obstruction or blockage in a blood
vessel). This failure had the potential to delay provision of necessary care for Resident 1. Findings:During a
review of Resident 1's Face Sheet (admission Record), undated, the Face Sheet indicated the facility
originally admitted Resident 1 on 1/9/2026, with diagnoses including diabetes mellitus (DM-a disorder
characterized by difficulty in blood sugar control and poor wound healing) and personal history of other
venous thrombosis and embolism. During a review of Resident 1's History and Physical dated 1/12/26, it
indicated Resident 1's cognitive functioning was intact (the ability to think, learn, remember, use judgment,
and make decisions).During a concurrent interview and record review on 2/26/2026 at 2 p.m. with the
Director of Nursing (DON), Resident 1's Care Plans were reviewed. The DON stated the facility staff failed
to initiate and implement a Care Plan for Resident 1 to address that Resident 1 had a diagnosis and a
history of other venous thrombosis and embolism. The DON stated it was the responsibility of licensed staff
or the MDS Coordinator to initiate the Care Plan when Resident 1 was admitted to the facility. The DON
stated Resident 1's Care Plan should have addressed that Resident 1 had a diagnosis of DVT and was at
risk of developing DVT. The DON stated the Care Plan was a guide to implement the necessary
interventions for Resident 1. The DON stated the failure to develop a comprehensive Care Plan that
addressed Resident 1's DVT status placed Resident 1 at risk of developing DVT which had the potential to
lead to blood clot and other complications such as death. During a review of the facility-provided policy and
procedure (P&P) titled, Care plans, Comprehensive Person-Centered, last revised on 1/14/2025, the P&P
indicated, A comprehensive, person-centered care plan that includes measurable objectives and timetables
to meet the resident's medical, physical and Mental psychosocial needs shall be developed for each
resident . 4. The care plan interventions are designed after careful consideration of the relationship between
the resident's problem area(s) rather than addressing only symptoms or triggers.2. The comprehensive,
person-centered care plan: .b. describes the services that are to be furnished to attain or maintain the
resident's highest practicable physical, mental, and psychosocial well-being e. reflects currently recognized
standards of practice for problem areas and conditions.
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