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F 0580 Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room,
etc.) that affect the resident.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44824

Residents Affected - Some Based on staff interview and medical record review, the facility failed to notify the resident representative of
significant changes for two (Resident #4 and Resident #6) of 4 residents reviewed for significant changes.

The findings included:

The facility policy issued 5/2017 and revised 6/2023 for Change in Resident Condition or Status - Resident
Rights Standard states the facility shall notify the resident, his or her Attending Physician, and representative
of changes in the resident's medical/mental condition and/or status. Unless otherwise instructed by the
resident, a nurse will notify the resident's representative when there is a significant change in the resident's
physical, mental, or psychosocial status.

Resident #4 was admitted to the facility on [DATE] from the hospital for rehab after Urinary Tract Infection
and Cerebrovascular Accident. Her BIMS (Brief Interview for Mental Status) was 99 which indicates resident
not cognitively intact.

A skin check dated 3/7/24 in Resident #4's medical record read Stage 3 Pressure Injury 90% slough and
10% granulation tissue noted with moderate amount serosanguinous drainage with no odor, defined wound
edges, erythema noted to peri wound, no noted tunneling, sinus tracking, or undermining. No s/s (signs or
symptoms) of infection noted at this time. Resident unable to rate pain but verbalizes pain during cleansing.
Treatment placed. Resident repositioned on side.

There was no change in condition or notifications found for the pressure wound development in Resident
#4's medical record at that time.

On 4/16/24 at 12:48 a.m., in an interview Staff A, RN (Registered Nurse), accompanied by The Director of
Nursing (DON) said her initial exam of Resident #4 was on 3/7/24 when she first discovered the pressure
wound to her sacrum. She put in a consult to wound care at that time. She said the daughter was visiting her
mother during wound care rounds on 3/11/24 and she notified her of the pressure wound at that time. She
documented this in nurse progress notes. She said she notified the daughter of the new pressure wound and
treatment plan. Per the DON, any wound/pressure wound would be considered a significant change in
condition. She said notifications to the family should be made for all changes in conditions.

(continued on next page)
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F 0580 Progress notes documented on 3/11/24 by Staff A showed This nurse and wound Nurse Practitioner rounded
on resident. Resident has unstageable pressure injury to her sacrum.

Level of Harm - Minimal harm or
potential for actual harm Resident #6 was readmitted to the facility on [DATE] with history of dementia and chronic kidney disease.
His BIMS (Brief Interview for Mental Status) was 99 which indicates resident not cognitively intact.
Residents Affected - Some
The facility Matrix identified Resident #6 as having a facility acquired pressure wound.

Resident #6 had an Initial Wound care consult conducted on 2/13/24 documented by the Wound NP (Nurse
Practitioner).

There was no change in condition or notifications found for Pressure Wound development in Resident #6's
medical record.

On 4/16/24 at 12:21 p.m., in an interview with the Administrator and the DON, the DON said a PIP
(Performance Improvement Plan) for notifying the physician and family when wounds are identified was
developed yesterday. They were unable to provide any evidence or documentation for Resident #4 or
Resident #6 change in conditions due to pressure wounds, or provide documentation of family notifications.
The DON and Administrator said it was not completed for either resident and it should have been.
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