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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 50728

Residents Affected - Few Based on interview and record review, the facility failed to notify a resident's family member in a timely
manner when a change in condition occurred. This failure affected 1 resident (R1) reviewed for changes in
condition.

Findings include:

On 4/13/2025 at 8:06 AM, R1's progress notes document in part, (R1) was noted with change in condition.
upon assessment SPO2 89% oxygen given at 2L, SPO2 94% on 2L Oxygen. HOB elevated 30dg. Hospice
notified.

On 4/13/2025 at 12:40 PM, R1's progress notes document in part that R1's family member (V11) was made
aware of the change in R1's condition at 11:15 PM.

On 5/5/2025 at 11:05 AM, V11 (R1's Family Member) stated that on 4/13/2025 at around 11:00 AM, V11
received a phone call from the facility around and informed V11 that R1 had taken a turn for the worst and
that R1 was in distress since 7:00 that morning. V11 recalled that V5 (Registered Nurse) had told V11 that
R1 was having abnormal vital signs, vomiting, and difficulty breathing. V11 explained that the nurse on night
shift that was responsible for R1's care had left without letting V11 know the change in condition. V11 stated
that it is the facility's policy to notify both the provider and the family when a change in condition is identified.

On 5/6/2025 at 11:17 AM, V4 (Registered Nurse) affirmed that V4 was assigned to care for R1 on 4/13/2025
and noted a change in R1's condition around 7:00 AM. V4 described R1's change in condition as, (R1) using
accessory muscles to breathe (respiratory distress) and noted R1 to have hypoxia. V4 affirmed that when
R1's change in condition was notified, V4 called hospice. V4 stated, (the facility staff) notify the doctor
immediately. The family can come last when everything is taken care of. The family is not the priority, the
patient is. V4 affirmed that V4 did not notify R1's family with the newly identified change in condition. V4
stated, | endorsed calling (V11) to (V5- Registered Nurse), it was the end of my shift.

(continued on next page)
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F 0580 On 5/6/2025 at 12:45 PM, V5 (Registered Nurse) affirmed that V5 was assigned to care for R1 on the day
shift of 4/13/2025. V5 affirmed that V5 notified V11 of the change in condition at 11:15 PM. V5 stated that V5
Level of Harm - Minimal harm or was reviewing (V4's) charting and noticed that (V4) had not called (V11) to report the change in condition, so
potential for actual harm I (V5) did. V5 denied that calling V11 was endorsed to V5 by V4. V5 recalled, (V4) told me that (V4) notified
everyone that was supposed to be notified. V5 stated that the standard of practice is that resident family
Residents Affected - Few members are notified promptly of any change in condition.

On 5/7/2025 at 10:53 AM, V2 (Director of Nursing) affirmed that the facility policy is to notify the physician
and family whenever there is a change in condition as soon as a change is identified. V2 affirmed that V4
should have notified V11 promptly regarding R1's change in condition.

Facility policy titled, Change in a Resident's Condition or Status (4/2018) documents in part, Our facility shall
promptly notify the resident, his or her Physician, Nurse Practitioner, or Hospice Service as applicable, and
representative (sponsor) of changes in the resident's medical/mental condition and/or status (eg. changes in
level of care, billing/payments, resident rights, etc.) .
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