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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 Based on interview and record review, the facility failed to ensure notifications were made to resident
responsible parties and physicians of all resident refusal of a scheduled medical appointments when staff
Residents Affected - Few failed to document notification of the one resident's (Resident #1) responsible party and physician when the

resident refused to attend a scheduled medical appointment related to the removal of an inserted ureteral
stent (thin, flexible tube placed in ureter to keep the passageway open for urine to flow from the kidney to
the bladder). The facility census was 105. Review of the facility's policy titled Notification of a Change in
Condition, revised 01/20/26, showed the following:-The attending physician/physician extender (nurse
practitioner (NP), physician assistant (PA), or clinical nurse specialist (CNS)) and the resident
representative will be notified of a change in a resident's condition, according to standards of practice and
federal and/or state regulations;-Guideline for notification of physician/resident representative (not all
inclusive) include significant change in medical or cognitive baseline and refusal to take prescribed
medications;-Document in the interdisciplinary team notes physician/physician extender notification and
notification of resident representative. 1. Review of Resident #1's face sheet (admission data) showed the
following: -readmission date of 05/14/25;-Resident had a guardian (legal document allowing someone to
make decisions on your behalf) listed with name and phone number;-Diagnoses included hydronephrosis
(swelling of one or both kidneys due to a buildup of urine) with ureteropelvic junction obstruction (blockage
where the renal pelvis connects to the ureter (carries urine from the kidney to the bladder)) and cognitive
communication deficit.Review of the resident's annual Minimum Data Set (MDS - a federally mandated
comprehensive assessment completed by facility staff), dated 01/14/26, showed the resident had severely
impaired cognitive skills. Review of the resident's care plan, revised 01/16/26, showed the following:-The
resident had impaired cognitive function/dementia or impaired thought processes related to vascular
dementia and history of traumatic brain injury;-Communicate with the resident's responsible party regarding
his/her capabilities and needs;-Monitor/document/report to the physician of any changes in cognitive
function, specifically changes in decision making ability, memory, recall and general awareness, difficulty
expressing self, difficulty understanding others, and level of consciousness and mental status;-The resident
had acute renal failure related to kidney disease. Review of the resident's progress note dated 01/19/26, at
7:16 A.M., showed Licensed Practical Nurse (LPN) D documented the following: -Staff notified the on-call
provider at 6:44 A.M. after he/she was called to the resident's room because a certified nurse aide (CNA)
stated the resident did not act right;-Call placed to the on-call provider who agreed that the resident needed
to be sent out;-Staff called emergency medical services (EMS) who picked up the resident at 7:07
A.M.Review of the resident's Emergency Department to Admission hospital paperwork, dated 01/19/26,
showed the resident had a history of urinary tract infections (UTIs) and had complicated UTI requiring
stent. The resident underwent lithotripsy (uses shockwaves to break stones into small
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Residents Affected - Few

pieces) in October 2025. At that time the resident had a stent exchange. During interviews on 01/23/26, at
12:47 P.M., and on 01/26/26, at 2:49 P.M., the Medical Assistant Staff at the resident's urology clinic said
the following:-The resident's follow up appointment scheduled for 11/07/25 was to remove the ureteral stent
which was placed 10/28/25;-He/she did not have any documentation in the resident's chart of the facility
calling about the resident's 11/07/25 appointment. On 11/07/25, the resident was a no show for his/her
appointment;-The urology clinic sent a letter to the facility of the resident's missed 11/07/25 appointment
and never heard anything back.During interviews on 01/27/26, at 10:01 A.M. and 1:46 P.M., the resident's
Public Administrator's caseworker said the following: -He/she did not have documentation from the facility of
the resident refusing the 11/07/25 appointment to remove his/her urinary stent. He/she had a notation,
dated 10/27/25, of the resident having surgery for kidney stones and that his/her office gave consent. A
notation, dated 10/28/25, showed the resident was at the surgery center to have his/her kidney stone
removed and per the surgeon, inserted a stent as a routine surgery;-He/she would want to know the
resident refused his/her appointment on 11/07/25;-The resident was under guardianship and did not have
the ability to make medical decisions;-For the 11/07/25 appointment, the facility should had notified him/her,
and he/she would have told the facility to send the resident out to that appointment, and if the resident
refused then send the resident to the hospital to have it removed if he/she became violent or
anything;-He/she did not know for sure if the resident would understand the importance of the
appointment.During interviews on 01/23/26, at 11:24 A.M. and 12:30 P.M., CNA/Transport Staff B said the
following:-The resident had a procedure to place a stent on 10/28/25;-On 11/07/25, the resident refused
three times to go to his/her post operative surgery appointment with the surgeon to have the stent
removed;-He/she made no other appointments after 11/07/25 for the resident;-He/she was responsible for
making appointments and transporting residents to scheduled appointments;-On 11/07/25, he/she went
back to the resident three to four times to ask him/her to go to the appointment and the resident refused. A
former nurse went down and talked with the resident and the resident said he/she was not going stating
they aren't touching me;-The former nurse informed CNA B to call the urology clinic and follow-up. CNA B
had another appointment with another resident;-The former nurse said he/she would document the
resident's refusal of the appointment;-When he/she (CNA B) returned to the facility, everything was closed.
He/she called and left a message with the urology clinic, but they did not call back;-He/she (CNA) B failed
to follow-up and call back. He/she was bombarded with all the appointments.Review of the resident's POS,
Medication Administration Record (MAR), and Treatment Administration Record (TAR) showed staff did not
document an order for a scheduled urology appointment on 11/07/25. Review of the resident's progress
notes showed staff did not document notification of the resident's responsible party and physician of the
resident's refusal of the scheduled urology appointment on 11/07/25. During an interview on 01/23/26, at
9:13 A.M. CNA A said the following:-Scheduled appointments show up on the home screen on the
computer or staff inform the aides;-He/she did not know if the Administrator or nurses entered the
appointments in the computer;-Transport staff transport residents to appointments.During an interview on
01/26/26, at 9:05 A.M., Certified Medication Technician (CMT) C said the nurse or aides inform him/her if a
resident had an appointment. He/she did not know the resident had missed an appointment. The resident
answered yes or no to simple questions to lay down or eat. The resident was not able to make decisions on
major questions, like an appointment. He/she believed the resident had a guardian. During an interview on
01/26/26, at 7:44 P.M., LPN D said the following:-Staff finds appointments in the computer system on the
dashboard;-He/she did not know who was responsible for entering the appointments in the computer; -If a
resident refused an appointment, he/she
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F 0580 would call the office to cancel, document in the resident's progress note, and contact the resident's
physician;-If the resident had a guardian and refused an appointment, staff should notify the guardian;-If

Level of Harm - Minimal harm the resident refused the procedure to have the stent removed, staff should notify the physician and the

or potential for actual harm guardian and document in the progress notes and mediprosity (communication to the provider).During
interviews on 01/27/26, at 11:15 A.M., and 3:30 P.M., LPN E said the following:-He/she did not remember

Residents Affected - Few the resident refusing to go to an appointment on 11/07/25;-The resident did not go to a lot of

appointments;-If the resident would have refused to go to an appointment, he/she would have asked the
resident why and documented the reason in a progress note. He/she would have notified the resident's
guardian and the provider;-The resident understood him/her during their communication, and he/she could
understand the resident's needs sometimes, when he/she was not confused;-He/she does not know if the
resident was capable of making his/her own decisions because somedays the resident was cooperative
and communicated well and some days, he/she was confused.During an interview on 01/27/26, at 8:43
A.M., the Nurse Practitioner (NP) said the following: -If a resident refused an appointment and had a
guardian, staff should talk with the resident's guardian and discuss what they want to do;-A resident had a
guardian due to the resident cannot make decisions for himself/herself and staff should discuss medical
necessity with the guardian;-She did not find out until recently (the last week or so) of the resident refusing
his/her 11/07/25 appointment to have the stent removed;-The resident was mentally incapacitated. She
expected the staff to notify the resident's guardian and provider and reschedule the appointment. During an
interview on 01/27/26, at 12:12 P.M., Care Plan Coordinator | said the following; -Staff discussed
appointments in the morning meetings;-He/she would care plan if a resident refused appointments
habitually;-He/she was not able to confirm or deny if he/she was aware the resident refused the
appointment on 11/07/25. During an interview on 01/27/26, at 12:20 P.M., Social Service Staff H said the
following: -He/she did not know the resident refused the 11/07/25 appointment to have his/her urinary stent
removed;-He/she did not know if the appointment was rescheduled;-If the resident refused the
appointment, staff should have notified the guardian;-The resident was unable to make his/her own
decisions.During interviews on 01/23/26, at 11:40 A.M., and on 01/2726, at 10:26 A.M. and 2:46 P.M., the
Director of Nursing (DON) said the following:-She did not find any notes or communication to the physician
or the NP of the resident refusing the follow up procedure;-Staff should document in the progress note if a
resident refuses an appointment;-CNA B was responsible for scheduling resident appointments. If a
provider gave a referral, the nurse who received the order gave it to CNA B who scheduled the appointment
and entered it into the computer. The scheduled appointment then came up on the dashboard of the
computer;-The nurse on duty views any appointments scheduled for the day;-CNA B took residents to
appointments and brought paperwork back to give to the nurse along with a quick report;-If a resident
refused, CNA B should write a note in his/her binder and try to document in the computer;-Nursing staff
should document in the computer if a resident refuses an appointment.\;-Nursing staff should reach out to a
resident's family member, guardian and provider if a resident refused an appointment;-She did not know if
the resident understood that the 11/07/25 appointment was to have his/her stent removed;-The resident
had a history of refusing appointments;-She expected the nurses to document notification of the provider
and guardian of the resident's refusal of the 11/07/25 appointment. During an interview on 01/27/26, at
12:21 P.M., the NP said the following: -The resident was to follow up with nephrology and go from
there;-Staff should follow the orders to follow up;-She was not aware the resident refused the 11/07/25
appointment;-Staff should have notified the guardian and go by what the guardian said;-Staff should had
notified the physician or her. During an interview on 01/27/26, at 2:50 P.M., the physician
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F 0580

Level of Harm - Minimal harm

said he was not sure if the facility notified him of the resident refusing the 11/07/25 appointment. During an
interview on 01/27/26, at 4:12 P.M., the administrator said she expected staff to document in the progress
notes if a resident refused an appointment and staff should notify the resident's guardian and provider.
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