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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 ensure resident representative was informed of a 
change in the resident's status for 1 of 3 residents reviewed for change in status, Resident #1.

Findings include: 

Review of Resident #1's admission record revealed the resident was most recently admitted on [DATE] with 
diagnoses including periprosthetic fracture around internal prosthetic left hip joint, anxiety, depression, and 
left artificial hip joint.

Review of Resident #1's care plan dated 6/3/2024 read, Focus: Surgical/Incision: Staples- I have surgical 
incision with staples. (D/C [discontinued] 6/10) . Interventions . Observe surgical staples for infection, 
drainage, increased swelling, warmth and surgical site reopening.

Review of Resident #1's care plan dated 6/4/2024 read, Focus: I have impaired cognitive function or 
impaired thought processes r/t [related to] impaired decision making, Long term memory loss, Short term 
memory loss.

Review of Resident #1's progress notes dated 6/17/2024 read, Redness, edema, pain, and heat noted to left 
hip. Physician ordered Cipro 250 mg [milligrams] BID [twice daily] x 7 days due to left hip cellulitis.

During an interview on 7/22/2024 at 1:13 PM, the Infection Preventionist, Licensed Practical Nurse (LPN), 
stated, There is no documentation that the family was informed of the infection in the surgical site or that the 
resident was placed on antibiotics.

During an interview on 7/22/2024 at 1:58 PM, Staff A, LPN, stated, Family was not notified about redness, 
edema, pain and heat. Infection was identified on 6/27/2024 of left hip and [Resident #1's name] was placed 
on antibiotics.
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During an interview on 7/22/2024 at 2:18 PM, the Director of Nursing stated, There is no documentation 
related to informing the family of change in condition related to identified infection on 6/27/2024 of left hip. 
Any change of condition requires a change in condition report and physician and family are to be notified 
unless the residents are their own responsible party. We do not have a change in condition policy. It is a 
standard of care.
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