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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, the facility failed to notify the resident's representative when there was a
significant change in the resident's condition for one (#3) of four residents out of four sample residents.
Specifically, the facility failed to notify the designated representative for Resident #3 when he had a fall in the
facility.Findings include:l. Facility policy and procedure The Change in Resident's Condition or Status policy
and procedure, revised [DATE], was provided by the director of nursing (DON) on [DATE] at 4:47 p.m. It read
in pertinent part, A facility must immediately inform the resident, consult with the resident's physician and
notify, consistent with his or her authority, the resident representative when there is an accident or a
significant change in the resident's physical, mental or psychosocial status.ll. Resident #3A. Resident status
Resident #3, age [AGE], was admitted on [DATE] and discharged to the hospital on [DATE]. According to the
[DATE] computerized physician orders (CPO), diagnoses included transient ischemic attack (a mini stroke
when there is a temporary interruption of blood flow to the brain), cerebral infarction (a stroke), acute
respiratory failure, spinal stenosis (the spinal canal becomes narrow), bilateral osteoarthritis of the knee and
a history of falling. According to the [DATE] minimum data set (MDS) assessment, the resident was
moderately cognitively intact with a brief interview for mental status (BIMS) score of 12 out of 15. He required
a walker. He required set up assistance for eating, supervision for oral hygiene and toileting, and partial
assistance with personal hygiene. B. Resident representative interviewResident #3's representative was
interviewed on [DATE] at 12:15 p.m. via telephone. The representative said the facility did not notify her
when the resident fell on [DATE]. She said she was notified on [DATE] at around 8:30 a.m. that the resident
needed to go to the hospital because he was unresponsive. She said no one at the facility could explain what
happened to cause the resident to become unresponsive and need to go to the hospital. She said at the
hospital, the resident was discovered to have a large hematoma (a localized collection of blood outside the
circulatory system) on the right side of his head, and the doctors at the hospital said he was not a surgical
candidate. She said he was placed on hospice care at the hospital and died four days later. Resident #3's
representative said when the resident fell, the facility was supposed to call her because she was the
resident's power of attorney (POA). She said it was really frustrating because the facility did not always call
her and she had family members telling her what happened to the resident. She said the facility knew they
could call her at any time, including in the middle of the night, when the resident fell or something else
happened to him. She said although the resident's death happened three months ago ([DATE]), the death
and experience with the facility was still fresh. The resident's representative was tearful throughout the
phone call. C. Record reviewThe [DATE] at 12:38 a.m. nurse progress note revealed Resident #3 was found
on the floor by a certified nurse aide (CNA). The resident was sitting on the floor with his back against his
bed and his legs towards the closet. His legs were bent at the knees. He had grippy socks and slippers on
his feet. His call light was within reach but not on. The resident's floor and clothes were wet. The resident
denied hitting his head and said he hit his shoulder on the heater vent. The resident's four-wheeled walker
was tipped over onto the heater. The registered nurse (RN) assessed the resident and no injuries were
found. The physician was notified. The resident was encouraged to use the call light and wait for assistance.
The call light was within reach.-There was no documentation to indicate the resident's representative was
notified of the resident's fall. The [DATE] at 8:15 a.m. nurse progress note revealed Resident #3 remained on
neurological checks and the checks were within normal limits. The CNA reported to the nurse that the
resident was gasping when breathing. The nurse went to the resident's room, vital signs were obtained and
the resident was noted to be unresponsive to verbal, physical or sternal rub stimuli. The resident was warm
and moist to the touch and his breathing continued with gasps. The resident's right pupil was slightly smaller
than the left pupil, which was a change for the resident as he was alert and was able to place his breakfast
order this morning ([DATE]). Resident #3 had denied any pain earlier that same morning. The resident was
incontinent. The unit manager was notified and emergency medical services (EMS) was called. The resident
was a full code status. The unit manager placed phone calls to the resident's family and to the physician The
resident was transferred to the emergency room to evaluate and treat. The [DATE] fall incident report
revealed the POA was notified on [DATE] at 8:47 a.m. (eight hours after the resident's fall). The [DATE]
history and physical trauma surgery report from the hospital revealed Resident #3 had a large left subdural
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