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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40384

This citation pertains to Intake: MI00149450.

Based on interview and record review, the facility failed to notify the resident's representative of a change in 
condition for one resident (R901) of one resident reviewed for a change in condition. Findings include: 

On 1/21/25 at 9:32 AM, Confidential Family Member A was interviewed regarding R901, and explained they 
were unaware that R901 was showing any signs of a change in condition until another family member went 
to visit the resident on 1/9/25, and noticed a change in their abilities. Family Member A explained they 
requested the resident be transferred to the hospital on that day, and was later informed R901's physician 
had ordered tests to be completed days before the transfer, but wasn't informed of this, as they would have 
liked to be a part of the decision-making regarding the care of their loved one. 

A review of R901's medical record revealed they were admitted into the facility on [DATE] with diagnoses 
that included Acute and Chronic Respiratory Failure with Hypoxia, Diabetes, Dementia, and Heart Failure. 
Further review revealed the resident was severely cognitively impaired, and required limited assistance of 
one person for transfers and bed mobility per their care interventions initiated on 4/12/24 and 5/7/24. 

Further review of R901's medical record revealed the following progress notes:

1/6/2025 06:42 (6:42am) Nurses Note 

Note Text: CNA (certified nursing assistant) reported changes in PT's (patient's) condition. PT no longer 
assist with bed mobility, noticed not transferring with wheelchair to toilet or bed .

1/6/2025 14:58 (2:58pm) Nurses Note 

Note Text: Writer informed that resident has a change in condition. Resident has not been transferring or 
toileting as [R901] normally does. Resident needs 2 people and maximum assist with transfers and toileting. 
Resident is now needed to be changed instead of toileting and transferring [themselves] . 
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1/6/2025 15:06 (3:06pm) Nurses Note 

Note Text: Resident has complained of leg and ankle pain. Denies having any falls.

1/7/2025 19:20 (7:20pm) Nurses Note 

Note Text: Resident observed in room with mid (mild) distress noted. Resident complains of back and left 
knee pain. Writer informed that resident has a change in condition. Resident has not been transferring or 
toileting as [R901] normally does. Resident needs 2 people and maximum assist with transfers and toileting. 
Resident is now needed to be changed instead of toileting and transferring herself .

1/9/2025 02:41(2:41am) Nurses Note 

Note Text: Patient has had an acute change in condition, observed within past 2 weeks no longer 
transferring with w/c (wheelchair), toileting self or getting out of bed .

Further review of R901's progress notes revealed R901's guardian had not been contacted when the 
resident began showing a change in condition.

On 1/21/25 at 1:32 PM, an interview was completed with Licensed Practical Nurse (LPN) B regarding R901's 
change in condition, and explained they were not that familiar with R901 but was initially informed of their 
change in condition, and asked to complete the documentation. LPN B explained Unit Manager C indicated 
they would contact the family.

On 1/21/25 at 2:17 PM, Unit Manager C was interviewed via phone about R901's change in condition, 
specifically the family being contacted regarding the change. Unit Manager C explained they contacted the 
family however, they did not document the attempt. 

On 1/21/25 at 2:05 PM, the Director of Nursing (DON) was asked about R901's change in condition, and the 
family not being contacted. The DON explained the family should be notified of a change in condition.

A review of the facility's Acute Change in Condition policy did not address the resident's representative being 
notified of a change in condition.
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