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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.
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F 0580

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure each resident's family/responsible party was notified 
of changes in condition when staff did not document that the responsible party or emergency contact 
notifications for residents' change in health condition and/or new physician orders for three residents 
(Resident #1, #2, and #3). The facility had a census of 35. Review of the facility titled Medication Orders, 
dated May 2025, showed staff to notify the resident's sponsor or family of new medication order. Review 
showed staff did not provide a policy related notifications of resident change in condition to responsible party 
or family members. 1. Review of Resident #1's face sheet showed the following: -admission date of 
04/04/25;-Two emergency contacts listed with name and phone number;-Diagnoses included 
encephalopathy (disease that affects the function or structure of your brain), chronic obstructive pulmonary 
disease (COPD - group of lung diseases that block airflow and make it difficult to breathe), cognitive 
communication deficit, and bipolar disorder (mental health condition characterized by significant shifts in 
mood, energy, and activity levels, ranging from extreme highs to lows). Review of the resident's quarterly 
Minimum Data Set (MDS - a federally mandated comprehensive assessment completed by facility staff), 
dated 10/01/25, showed the following:-Moderate cognitive impairment;-Partial to moderate assistance 
required for toileting hygiene, dressing, personal hygiene;-Substantial to maximal assistance required for 
showering. Review of the resident's care plan, updated 07/23/25, showed the following:-Staff should be in 
contact with the resident and family at least quarterly and offer to review the plan of care;-Staff should notify 
the physician and family of significant weight changes. Review of the resident's nursing progress note dated 
08/14/25, at 4:34 P.M., showed the resident had an event of being short of breath and unsuccessfully 
attempting to resolve episode with use of bilevel positive airway pressure (BIPAP - non-invasive therapy that 
uses a machine to deliver pressurized air through a mask or nasal plugs, making it easier to breathe) 
machine, the resident asked about difference of hospice and palliative care. Staff provided education. The 
resident at this time requested to have a palliative care consult. (Staff did not document responsible party 
notification).Review of the resident's October 2025 Physician Order Sheet (POS) showed an order, dated 
10/10/25, for levofloxacin (antibiotic used to treat a variety of bacterial infections by killing the bacteria or 
preventing their growth) oral tablet 500 milligrams (mg), give one tablet by mouth one time a day for bacterial 
infection for four days.Review of the resident's nursing progress note dated 10/10/25, at 12:23 A.M., showed 
the resident returned from hospital on antibiotic therapy with no signs or symptoms of adverse reactions. 
Resident had no signs, symptoms, or complaints of pain or discomfort. Call light within reaction. Staff will 
continue to monitor. (Staff did not document responsible party notification.)Review of the resident's October 
2025 POS showed the following:-An order, dated 10/11/25, for insulin lispro (rapid-acting insulin) injection, 
inject 4 units subcutaneously (below the skin) one time only related to type 2 diabetes mellitus;-An order, 
dated 10/13/25, insulin lispro injection, inject 4 units subcutaneously one time;-An order, dated 10/14/25, 
insulin lispro injection, inject 4 units subcutaneously one time only for blood sugar 411 mg/deciliter (dL). 
Review of the resident's nursing progress note dated 10/14/25, at 8:47 P.M., showed the resident had a 
blood sugar was 411 mg/dL. Staff received new orders from on call physician for a one-time order of four 
units of insulin lispro and recheck blood sugar level in two hours. Staff to call physician back if blood sugar 
level was over 400 mg/dL. Staff will continue to monitor. Review of the resident's medical record, dated 
10/11/25 to 10/24/25, showed staff did not document responsible party notification of the blood sugar levels 
and insulin orders. Review of the resident's October 2025 POS showed an order, dated 10/25/25, for 
levofloxacin oral tablet 500 mg, give one tablet by mouth one time a day for COPD for 4 days.Review of the 
resident's medical records showed staff did not document responsible party notification of the new order.
Review of the resident's nursing progress note dated 10/29/25, at 8:23 A.M., showed the resident called this 
staff in his/her room. The resident let this nurse know he/she was hearing children. This nurse then asked 
resident if he/she would like to go to the hospital. Resident then stated no and I think I need to be on 
hospice. This nurse asked resident if he/she felt okay enough right now. Resident stated, Yes I just need to 
talk to someone about hospice today. I need to be able to sleep and get on meds. The resident then asked 
this nurse to call his/her family member. This nurse let resident know he/she would talk to social services and 
the Director of Nursing (DON) first. Resident stated, I don't care what he/she says I need to be on hospice. 
This nurse then reassured the resident that he/she would talk to the DON and get it worked out. (Staff did not 
document responsible party notification.) 2. Review of Resident #2's's face sheet showed the following: 
-admission date of 10/15/25;-Two emergency contacts listed with name and phone number;-Diagnoses 
included type 2 diabetes mellitus (chronic condition that affects the way the body processes blood sugar 
(glucose)), COPD, and complete traumatic amputation (accidental loss of a body part, resulting from an 
injury) at level between knee and ankle of right lower leg. Review of the resident's admission MDS, dated 
[DATE], showed the following:-Cognitively intact;-Used wheelchair;-Substantial to maximal assistance for 
toileting hygiene, showering;-Partial to moderate assistance for upper body dressing;-Dependent on lower 
body dressing;-Partial to moderate assistance with personal hygiene. Review of the resident's care plan 
showed the care plan had an error and was unable to be opened in the electronic medical record. The 
Director of Nursing (DON) was also unable to access the care plan. Review of the resident's nursing 
progress notes showed staff documented the following:-On 10/21/25, at 2:47 P.M., resident yelled at a 
certified nurse aide (CNA) telling the aide he/she fell. When the aide asked how he/she got back in bed. The 
resident stated, I crawled back in bed. The resident then stated his/her shoulder hurt. The aide asked which 
shoulder. The resident then yelled at the aide and stated, Stop asking questions. This nurse went in to 
assess resident. The resident asked why. This nurse explained what the aide had told he nurse about the 
resident's fall. The resident stated, I didn't fall on the floor. This nurse asked what he/she meant. The 
resident stated, I don't want my blood pressure taken, I am fine. The resident then asked nurse to get out 
and close the door. (Staff did not document responsible party notification of the behaviors and reported 
fall/injury.)-On 10/30/25, at 5:32 P.M., the resident went to the store in his/her electric wheelchair. He/she did 
not have any cover on his/her foot and he/she was asked by another staff member if he/she wanted a 
blanket to cover his/her foot and he/she declined. The resident came back with cuts on his/her foot and said 
he/she hit a tree branch, this nurse asked the resident where his/her shoe was and he/she stated that he/she 
did not have any. Later he/she stated that he/she found the shoes. The wounds were addressed, he/she had 
a small abrasion on the top of the foot and big toe, the second toe has a small scratch, third toe also has a 
small scratch on the top of the toe, on the lateral side of the foot there was an approximate 3 inch laceration 
(tear or ragged cut in skin or flesh) with no depth, skin was folded back. Staff cleaned the toe and applied 
dressing. (Staff did not document notification of responsible party regarding the scratches and laceration.).
Review of the resident's November 2025 POS showed the following:-An order, dated 11/06/25, for 
doxycycline hyclate (broad-spectrum prescription antibiotic used to treat a wide variety of bacterial infections) 
tablet 100 mg, give 1 tablet by mouth two times a day for infection for 10 days;-An order, dated 11/06/25, for 
ertapenem sodium (prescription antibiotic used to treat moderate to severe bacterial infections in various 
parts of the body) solution reconstitution 1 gram, inject 1 gram intramuscularly (deep into muscle tissue) 
every 24 hours for urinary tract infection (UTI - infection anywhere in the urinary system) for 10 days;-An 
order, dated 11/07/25, for probiotic (help with digestion and can restore the natural balance of gut 
microorganisms, especially after illness or antibiotic use) oral capsule, give 1 capsule by mouth one time a 
day for antibiotic supplementation for 13 days.Review of the resident's medical record, dated 11/06/25 and 
11/07/25, showed staff did not document notification of the responsible party regarding the new orders. 
Review of the resident's nursing progress note dated 11/08/25, at 12:52 P.M., resident continued antibiotic 
therapy related to wound on left foot. Resident denied any signs or symptoms of adverse reactions at this 
time. Resident is afebrile (without fever). Resident was able to make needs known. (Staff did not document 
responsible party notification regarding the antibiotic therapy.) 3. Review of Resident #3's face sheet showed 
the following: -admission date of 08/22/25;-Two emergency contacts listed with name and phone 
number;-Diagnoses included congestive heart failure (CHF - condition in which the heart can't pump enough 
blood to the body's other organs), dementia (chronic or persistent disorder of the mental processes caused 
by brain disease or injury and marked by memory disorders, personality changes, and impaired reasoning), 
metabolic encephalopathy (brain dysfunction caused by a metabolic problem, such as a systemic illness or a 
chemical imbalance), and permanent atrial fibrillation (state where a normal heart rhythm cannot be restored, 
either because attempts to do so have failed or because the patient and clinician have mutually decided to 
stop trying). Review of the resident's admission MDS, dated [DATE], showed the following:-Severe cognitive 
impairment;-Use of walker and wheelchair;-No information related to functional abilities. Review of the 
resident's care plan showed the care plan had an error and was unable to be opened in the electronic 
medical record. The DON also was unable to access the care plan. Review of the resident's nursing 
progress notes showed staff documented the following:-On 10/27/25, at 4:45 A.M., the resident was not 
putting out much urine with strong smell, dark color, and sediment present. Staff to pass this on to the day 
nurse. (Staff did not document notification of the responsible regarding the concern/change.);-On 11/03/25, 
at 9:54 P.M., new orders for change catheter (hollow tube inserted in bladder to drain urine) before antibiotic 
therapy one time only for protocol for one day. Resident had a size 24 catheter and there were none in the 
building at the time. Do have size 20, and advised resident that would have to call for orders for the different 
size. Resident then refused stating that a 20 will leak. Staff notified DON. (Staff did not document responsible 
notification of the order change and resident's refusal.)Review of the resident's November 2025 POS an 
order, dated 11/04/25, for cefpodoxime proxetil (antibiotic used to treat a wide variety of mild to moderate 
bacterial infections) oral tablet 200 mg, give 1 tablet by mouth two times daily for 10 days for UTI.Review of 
the resident's nursing progress note dated 11/04/25, at 2:40 P.M., showed resident continued on antibiotic 
for UTI with no signs or symptoms of adverse reactions. Resident laying down in room. Staff will continue to 
be monitor for adverse reactions to medications. (Staff did not document responsible party notification of the 
new medication.) Review of the resident's November 2025 POS showed the following:-An order, dated 
11/09/25, for probiotic oral capsule, give 1 capsule by mouth two times a day for antibiotic therapy 
supplement until 11/19/25;-An order, dated 11/17/25, for Seroquel (used primarily to treat various mental 
health conditions) oral tablet 35 mg, give 25 mg by mouth at bedtime for behavioral control.Review of the 
resident's medical record, dated 11/09/25 to 11/17/25, showed staff did not document notification of 
responsible party of the new orders. 4. During an interview on 11/19/25, at 11:15 A.M., Certified Nurse Aide 
(CNA) C said if a resident had change from baseline, he/she would tell the charge nurse and get the 
resident's vital signs. The nursing staff document and contact physician and family. During an interview on 
11/19/25, at 12:00 P.M., Certified Medication Technician (CMT) B said if he/she noted a resident have 
change in their health condition, he/she would notify the nurse for evaluation. The nurse contacts the 
physician and family. During an interview on 11/19/25, at 12:30 P.M., Licensed Practical Nurse (LPN) A said 
nursing staff should document care as provided. If it was not charted it was not done. Staff should contact 
resident family or responsible party for resident change in health condition, new physician orders, falls, and 
anything new. During an interview on 11/19/25, at 1:00 P.M., the DON said the nursing staff should notify the 
on-call manager for any resident change in health condition. The nurse should contact the physician to see if 
any new orders. The nurse should contact the resident's family of changes in condition and new orders. If the 
resident is their own self responsible party, they at times do not want their family contacted unless they go to 
the hospital. All of this information should be documented. During an interview on 11/19/25, at 1:30 P.M., the 
Administrator said the nursing staff should notify a resident's family or emergency contact for all changes of 
health and new physician orders. This information should be documented. If the resident was their own 
person and did not want the family notified that should be documented. Complaint 2666127
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to maintain all resident medical records according to 
professional standards of practice when the facility failed to document hospice evaluation and admission and 
ensure the record was complete and accurately documented for one resident (Resident #1). The facility had 
a census of 35.Review showed the facility did not provide a policy related to nursing documentation and 
medical records accuracy. 1. Review of Resident #1's face sheet showed the following 
information:-admission date of 04/04/25;-date of death of [DATE];-Diagnoses included encephalopathy (a 
disease that affects the function or structure of your brain), chronic obstructive pulmonary disease (COPD - 
group of lung diseases that block airflow and make it difficult to breathe), cognitive communication deficit, 
and bipolar disorder (mental health condition characterized by significant shifts in mood, energy, and activity 
levels, ranging from extreme highs to lows). Review of the resident's care plan, updated 07/18/25, showed 
the following:-Staff should monitor, record, and report presence of pain and/or intolerance during 
ambulation;-Staff should assess and document effectiveness of drug treatment;-Staff should document any 
abnormal behavior.(Staff did not care plan related to hospice services.) Review of the resident's quarterly 
Minimum Data Set (MDS - a federally mandated comprehensive assessment instrument completed by facility 
staff), dated 10/01/25, showed the following:-Moderative cognitive impairment;-Used wheelchair for 
mobility;-Partial to moderate assistance for toileting hygiene, dressing, personal hygiene;-Substantial to 
maximal assistance for showering. Review of the resident's progress note dated 10/29/25, at 8:23 A.M., 
showed the resident called the nurse in to the room. The resident let the nurse know he/she was hearing 
children. This nurse then asked resident if he/she would like to go to hospital. The resident then stated no 
and I think I need to be on hospice. The nurse asked resident if he/she felt okay enough right now. The 
resident stated, Yes I just need to talk to someone about hospice today. I need to be able to sleep and get on 
meds. The resident then asked this nurse to call his/her family member. The nurse let the resident know 
he/she would talk to social services and the Director of Nursing (DON) first. The resident stated, I don't care 
what he/she says I need to be on hospice. The nurse then reassured the resident that he/she would talk to 
the DON and get it worked out.Review of the resident's October 2025 and November 2025 Physician's Order 
Sheet (POS) showed an order, dated 10/31/25, for Morphine Sulfate (used to treat severe pain when other 
medications are not effective) oral solution 10 milligram (mg)/5 milliliter (ml), 0.25 mg every two hours as 
needed for pain per hospice.Review of the resident's medical record, dated 10/29/25 to 11/03/25, showed 
staff did not document regarding a hospice referral or assessment, or the resident being placed on hospice 
service. The staff did not document a physician's order related to admission of hospice services. During an 
interview on 11/19/25, at 12:00 P.M., Certified Medication Technician (CMT) B said staff document in the 
resident's medical record any care and services received. There should be orders for hospice in the chart as 
well. During an interview on 11/16/25, at 12:30 P.M., Licensed Practical Nurse (LPN) A said nursing staff 
should document any change of health condition in the resident's chart. This should include information of 
being evaluated and admitted to hospice services. During an interview on 11/16/25, at 1:00 P.M., Director of 
Nursing (DON) said she was notified that the resident wanted to go on hospice services and she advised 
staff to start the process and contact hospice. This information should have been documented in the 
resident's chart. She was not able locate any hospice records. The hospice company did not leave any 
records. She did not find a hospice order, or any nursing documented information on hospice services. 
Resident charts should show the accurate and concise information related to the resident care and if it was 
not documented it did not happen. Care plans should be updated as soon as possible after changes in 
resident care needs. During an interview on 11/16/25, at 1:30 P.M., the Administrator said there should be a 
physician's order for hospice evaluation and treatment. The resident's medical records should show the 
resident was on hospice. Staff should document resident's change in health care needs in the records. The 
medical record should paint a clear picture of the resident's care. Complaint 2666127
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