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F 0580

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** 45002

Based on interviews and review of records, facility failed to follow their policy to ensure family members were 
notified of resident's change in condition for one (R1) out of three residents reviewed for right to be notified of 
changes, in a total sample of 3. 

Findings include:

On 11/30/2024, at 9:30 AM, V3 (R1's POA/Complainant) stated that she is R1's POA (Power of Attorney) 
with her husband. V3 stated that she had requested a report from the facility on what happened to R1 the 
night he was sent to the hospital. V3 stated that she requested R1's report of the transfer to the hospital on 
November 5th, 2024, and still has not received an update.

On 11/30/2024, at 9:50 AM, V1 (Administrator) stated that V3 requested a report from them on 11/5/2024, 
regarding what transpired with R1 on 10/31/2024; he was sent to the hospital. V1 stated she notified V2 right 
away. 

On 11/30/2024, at 10:00 AM, V2 (Director of Nursing) stated that R1 was a resident on the 3rd floor. V2 
stated that on Thursday, sometime in October, R1 was sent out to the hospital because he said he wanted to 
jump out of the window. V2 stated that she was notified by V1 (Administrator) via email about V3's request 
on 11/5/2024, regarding R1's incident that took place on 10/31/2024. V2 stated that she called V3 that same 
day to update her on what happened. 

When surveyor asked for documentation, V2 presented surveyor with a facility concern form that was 
hand-written, without any name of the resident on the form or signature of R1 or V3. V2 stated that she did 
not document on R1's electronic health record progress notes about the update to V3. V2 stated that a 
facility concern form is not the resident's electronic health record. V2 also stated that if it is not documented 
in the resident's electronic health record that means the action is not done. V2 stated that from now on she 
will make sure to document in their progress note any time we notify the family.

Reviewed facility's concern/compliment form for notifying V3 on R1's change in condition on 10/31/2024. The 
form does not have name of the resident, name of the person sharing the concern, date, or signature of R1 
or V3. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Reviewed R1's progress notes. No documentation of facility notifying R1's family on the details of R1's 
hospitalization on [DATE], due to suicidal ideation. 

Reviewed email from V3 (R1's POA) on 11/5/2024, requesting a report from incident on 10/31/2024.

Facility's Physician and Family Notification Policy (08/2024) documents in part: Charge nurse will document 
in the Electronic Health Record progress notes when the physician is notified. The documentation should 
include who was notified, date, time and physician response. Documentation will also occur related to family 
such as identifying individual who was notified and if individual was spoken to or message was left for return 
call.
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