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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 interview and record review, the facility failed to ensure Resident Representative (RP) was
informed of a resident's change in condition for one out of two sampled resident (Resident 1) when
Resident 1's family member (FM) was not notified of Resident 1's fall incidents on 10/9/25 and
10/19/25.This failure resulted in Resident 1's FM being uninformed and unaware of Resident 1's
fall.During a review of Resident 1's Facility admission Record dated 3/4/25 the Facility admission
Record indicated, Resident 1 was admitted in the facility on 9/5/25 with an admission diagnosis of
traumatic subdural hemorrhage with loss of consciousness (a critical, life-threatening emergency
caused by bleeding between the brain and its outer covering following a severe head injury), traumatic
brain compression without herniation (increased pressure builds up inside the skull causing brain
tissue compression following a head injury, but without the fatal shift of tissue) and unspecified
dementia (a diagnosis used when symptoms of cognitive decline-such as memory loss, confusion, and
impaired judgment-are present, but a specific cause cannot be determined). The Facility admission
Record indicated the first name, relationship and phone number of Resident 1's FM in the contact list.
The Facility admission Record indicated, Resident 1's FM's contact type was blank.During a record
review of Resident 1's Acute Care Hospital (ACH) Face Sheet, undated, the ACH Face Sheet
indicated, Resident 1's two FM were Emergency Contact (EC).During a phone interview on 4/14/26 at
11:44 a.m. with the Admissions Coordinator (AC) responsible for inputting the contact list in to the
Facility admission Record stated, Resident 1's EC was one of the FM listed in the ACH Face Sheet.
The AC stated the first and last name of Resident 1's FM who was Resident 1's EC. The AC stated
the contact type for Resident 1's FM should have been EC in the Facility admission Record.During a
record review of Resident 1's Minimum Data Set (MDS, an assessment used to guide plan of care)
dated 9/9/25, the MDS indicated Resident 1's Brief Interview for Mental Status (BIMS, is a scoring
system used to determine the resident's cognitive status regarding attention, orientation, and ability
to register and recall information) score was three out of 15, indicating severe cognitive
impairment.During a review of Resident 1's SNF Visit Note, dated 9/7/25 and 10/7/25, indicated,
Resident 1 had limited capacity to make medical decisions.During an interview on 3/4/26 at 1:30 p.m.
with Licensed Vocational Nurse (LVN) 1, LVN 1 stated resident's FM should be informed of resident's
incident of fall. LVN 1 stated the resident's admission record would indicate who the RP or FM of a
resident.During an interview on 3/5/26 at 11:55 a.m. with the Director of Nursing (DON), the DON
stated Resident 1's FM was part of the care conference. The DON stated one of the goals in
resident's care was to incorporate the FM in resident's changes in condition as a collective part of
healthcare decision making.During a concurrent interview and record review on 4/14/26 at 11:13pm
with the DON, Resident 1's Plan of Care Note, dated 9/12/25 was reviewed. The Plan of Care Note
indicated, the Interdisciplinary Team (IDT) completed Resident 1's admission care conference on
behalf of resident with RP via phone call. The Plan of Care Note indicated, FM applied for in-home
support services (IHSS). The DON stated the RP who attended the care conference was the FM who
applied for the IHSS.During a concurrent interview and record review on 4/14/26 at 3:21pm with the
Infection Preventionist (IP), Resident 1's Health Status Note, dated 10/3/25, was reviewed. The
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Health Status Note indicated, Resident 1's RP is in the facility today for care conference, obtained
consent for Flu, Covid-19 and Pneumonia (PNA) vaccine. The IP stated not remembering the name of
the RP. The IP stated knowing FM was Resident 1's RP because social services invited the RP for
care conferences. The IP stated obtaining verbal consent from Resident 1's RP for the
vaccines.During a concurrent interview and record review on 3/5/26 at 11:58 a.m. with the DON,
Resident 1's SBAR (Situation, Background, Assessment, Recommendation, a structured,
four-component communication framework designed to improve patient safety and efficiency,
particularly in critical healthcare situations) Communication Form, dated 10/9/25 was reviewed. The
SBAR Communication Form did not indicate the name of family/health care agent notified of Resident
1's fall. The DON stated the facility policy did not indicate who to inform of changes in condition but
the SBAR Communication Form prompted the nurse to review who the RP and make a
notification.During a concurrent interview and record review on 4/14/26 at 11:05 a.m. with the
Minimum Data Set Coordinator (MDSC), Resident 1's SBAR Communication Form, dated 10/19/25
was reviewed. The SBAR Communication Form did not indicate the name of family/health care agent
notified of Resident 1's fall. The MDSC stated a fall was a change in condition. The MDSC stated not
remembering calling the FM to notify of Resident 1's fall.

22056350

06/25/2026




