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Ensure that residents are fully informed and understand their health status, care and treatments.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44315

Based on interview and record review the facility failed to ensure Resident #1's Responsible Party (RP) was 
informed of changes in the resident's condition for 1 (Resident #1) of 3 (Resident #1, Resident #2 and 
Resident #3) sampled residents. Findings:

Review of the facility's policy titled Change in a Resident's Condition or Status read in part . Our facility 
promptly notifies the resident, his or her attending physician and the resident representative of changes in 
the resident's medical/mental condition and/or status in a timely manner.

Review of Resident #1's clinical record revealed an admitted [DATE] with diagnoses that included 
Alzheimer's disease with late onset, Generalized Anxiety Disorder (GAD), Major Depressive Disorder, 
Recurrent, Insomnia and Dementia, unspecified severity with other behavioral disturbance. 

Review of Resident #1's Annual MDS Assessment with an ARD of 07/03/2024 revealed a BIMS score of 3 
indicating severe cognitive impairment. Resident #1 received antianxiety and antidepressant medications.

Review of Resident #1's Quarterly MDS with an ARD of 05/29/2024 revealed a BIMS score of 3, indicating 
severe cognitive impairment. Resident #1 received antidepressant medications. 

Review of Resident #1's Care Plan with a target date of 06/20/2024 revealed a problem initiated on 
04/17/2024 when Resident #1 was prescribed anti-anxiety meds related to Anxiety disorder with 
interventions that included in part . to monitor/record/report prn if exhibited adverse reactions to anti-anxiety 
therapy. 

Review of Resident #1's Physician's Orders read in part . 

04/17/2024 - Trazodone HCl oral tablet give 12.5mg by mouth 2 times a day for anxiety and depression. 

Start date 04/17/2024. Discontinued 04/24/2024. 

04/24/2024 - Trazodone HCl oral tablet give 25mg by mouth 2 times a day for anxiety and depression. Start 
date 04/24/2024. Discontinued 05/22/2024.
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05/22/2024 - Trazodone HCl oral tablet give 50mg by mouth 2 times a day for anxiety and depression. Start 
date 05/22/2024. 

05/31/2024 - Xanax oral tablet 0.25mg 1 tablet by mouth BID for GAD. Start dated 05/31/2024. 06/13/2024 - 
Xanax oral tablet 0.25 mg 1 tablet by mouth every p.m. for GAD. Start dated 06/13/2024. 

Review of Resident #1's Progress or Nurses Notes revealed no documentation of the above medication 
changes and no documentation that Resident #1's RP was notified of medication changes. 

Telephone interview on 08/13/2024 at 3:50 p.m. with S3 LPN revealed she had cared for Resident #1. S3 
LPN revealed she had spoken with Resident #1's daughter a couple of times when she would visit about 
some of her care and behaviors but could not recall what and when she had documented. 

Interview on 08/14/2024 at 10:20 a.m. with S2 ADON verified that the nurses should have informed Resident 
#1's RP of medication changes but did not. 

Interview on 08/14/2024 at 10:40 a.m. with S1 DON revealed there was no evidence that Resident #1's RP 
had been notified of medication changes. S1 DON confirmed Resident #1's RP should have been notified of 
changes in her medication regimen and had not been.

22195500

10/31/2024


