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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.

50498

Based on record review and interview, the facility failed to notify the physician of a change in condition for 1 
of 3 residents reviewed for Notification of changes. (Resident B)

Findings include:

The clinical record for Resident B was reviewed on 12/19/24 at 10:38 A.M. A Quarterly MDS (Minimum Data 
Set) assessment, dated 01/10/24, indicated the resident was severely cognitively impaired. The resident's 
diagnoses included, but were not limited to, non-Alzheimer's dementia, hypertension, anxiety, and 
depression. 

Consumption Charting, dated 01/30/24 at 10:50 A.M., indicated Resident B had eaten less than a quarter of 
his meal. 

Consumption Charting, dated 01/30/24 at 1:50 P.M., indicated Resident B had eaten less than a quarter of 
his meal.

A Progress Note made by Registered Nurse (RN) 2, dated 01/30/24 at 4:30 P.M., indicated Resident B was 
lethargic. 

A Progress Note made by Licensed Practical Nurse (LPN), 3 dated 01/30/24 at 7:19 P.M., indicated Resident 
B was found unresponsive and without a pulse at 6:05 P.M.

During an interview on 12/19/24 at 12:40 P.M., RN 2 indicated she was unable to recall who the resident was 
and that she was unable to say anything other than what her documentation represents. 

During an interview on 12/19/24 at 3:40 P.M., the Director of Nursing (DON) indicated there was no 
documentation of the physician being notified on 01/30/24 when the resident was lethargic, and the last 
notification of change documented for Resident B was on 11/07/23. 
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A current facility policy, titled Change in Condition / Physician Notification dated 01/02/24, was provided by 
the DON on 12/19/24 at 3:55 P.M. The policy indicated, . 2. When a change in condition is discovered, the 
nurse will evaluate the resident and notify the resident's physician/NP/PA with pertinent information to 
discuss care for the resident. 3. The nurse will notify the physician/NP/PA and the resident/resident 
representative when: . A significant change in the resident's physical, mental, or psychosocial status .

This citation relates to Complaint IN00447341.
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