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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.

36912

Based on interview and record review, the facility failed to notify the resident's representative of a significant 
change in the resident's physical status for 1 of 3 residents reviewed for notification of changes. (Resident B)

Findings include:

On 1/22/25 at 1:20 p.m., Resident B's clinical record was reviewed. The diagnoses included, but were not 
limited to, atherosclerotic heart disease and dementia.

A nursing progress note, dated 9/5/24 at 10:43 p.m., indicated a pressure ulcer was newly discovered on the 
resident's coccyx, and a telephone call was placed in an attempt to contact the resident's family 
representative. Contact was not made with the representative. 

No further attempts to contact the resident's family representative were documented regarding the discovery 
of the wound. 

A wound assessment report, dated 9/11/24, indicated the resident had an unstageable pressure ulcer on the 
coccyx measuring 5 cm (centimeters) long and 2 cm wide. The wound was acquired during the resident's 
stay at the facility and discovered on 9/5/24.

During an interview on 1/23/25 at 10:30 a.m., the resident's representative indicated she had not been 
contacted by the facility regarding the 9/5/24 discovery of a pressure ulcer on the resident's coccyx. During a 
visit with the resident on 9/14/24, a staff member mentioned the wound on the resident's coccyx. This was 
the first she was notified of the wound. Communication from the facility was inconsistent during the resident's 
stay at the facility.

During an interview on 1/23/25 at 10:50 a.m., the Director of Nursing indicated residents' family and 
representatives were contacted via telephone regarding change of conditions. If the family member or 
representative did not answer the phone, a message was left requesting a return call. No further follow-up 
calls were made unless the resident was being transferred to the hospital. 
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During an interview on 1/23/25 at 11:10 a.m., the facility Administrator indicated if there was a change in 
condition of a resident, a family member or representative was called. If the family member or representative 
was not reached and had not returned the call by the end of that shift, staff should have attempted a 
follow-up call.

On 1/23/25 at 10:10 a.m., the facility Administrator provided the Change in Resident's Condition or Status 
policy, undated, and indicated this was the policy used by the facility. A review of the policy indicated the 
nurse would notify the resident's representative within 24 hours when there was a significant change in the 
resident's physical status. 

This citation relates to Complaint IN00451389.
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