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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** 45576

Based on record review and interview, the facility failed to inform the resident representative following a 
change in the resident's condition for 1 of 3 sampled residents, Resident #1.

Findings include:

Review of Resident #1's admission record revealed the resident was admitted to the facility on [DATE] with 
diagnoses including acute and chronic respiratory failure with hypercapnia, chronic obstructive pulmonary 
disease, type 2 diabetes mellitus, acute kidney failure, chronic kidney disease, major depressive disorder, 
generalized anxiety disorder, and muscle weakness.

Review of Resident #1's progress note completed by Staff A, Licensed Practical Nurse (LPN), dated 
4/2/2024 at 1:26 PM read, Resident was transferring from bedside commode to wheelchair, and she states 
her legs gave out and she slide [Sic.] to the floor. CNA [Certified Nursing Assistant] was in the room assisting 
resident with the transfer and was able to lower resident to the floor. No apparent injury noted at that time no 
cuts or bruises. [Medical Doctor's name] was notified and family member phone states the number could not 
be dialed. DON [Director of Nursing] was made aware of incident. Resident denies injury and pain, she said 
she couldn't breathe rescuer puffer given at that time.

During an interview on 5/2/2024 at 12:58 PM, Staff A, LPN, stated, I was assigned to [Resident #1's name] 
when she fell . I completed an assessment, notified the doctor, and attempted the family but the call would 
not go through. I don't remember what the message said. I did not inform the resident that I could not get her 
daughter and did not follow through to obtain a correct number for the records.

During an interview on 5/2/2024 at 12:18 PM, the Director of Nursing stated, I was aware that the daughter 
could not be reached by the phone number recorded, but the resident is responsible for herself, so I did not 
attempt to get the correct phone number. I didn't ask the resident if she wanted us to call her daughter 
because I didn't think I had to inform the family since she is responsible for herself.
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Review of the facility policy and procedures titled Change in a Resident's Condition or Status revised in 
February 2021 read, Policy Statement: Our facility promptly notifies the resident, his or her attending 
physician, and the resident representative of changes in the resident's medical/mental condition and /or 
status (e.g., changes in level of care, billing/payments, resident rights, etc.) Policy Interpretation and 
Implementation . 4. Unless otherwise instructed by the resident, a nurse will notify the resident's 
representative when: a. the resident is involved in any accident or incident that results in an injury including 
injuries of an unknown source; b. there is a significant change in the resident's physical, mental, or 
psychosocial status; c. there is a need to change the resident's room assignment.
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