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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 49164

Residents Affected - Few Licensure Reference Number 12.006.04(F)(i)(5)

Based on record review and interview the facility failed to notify the physician of a change in condition for 1
(Resident 3) of 3 residents sampled. The facility census was 56.

The findings are:

Record review of Resident 3's Minimum Data Set (MDS, a federally mandated assessment tool used for care
planning) dated 09-12-2024 revealed the facility staff assessed the following about the resident:

-Brief Interview of Mental Status (BIMS) was scored as a 4. According to the MDS Manual a score of 0-7
indicate a person has severe cognitive impairment.

-Required extensive assistance with hygiene, bathing, toileting, dressing and transfers.

Record review of the facility's undated list of residents with infections in the last 3 months revealed Resident
3 had an ear infection on 10-10-2024.

Record review of Resident 3's progress notes dated 10-07-2024 revealed Resident 3 had a fever of 101.5
with tenderness and drainage from the left ear. Furthermore, the progress note dated 10-07-2024 indicated
the medical practitioner was called and the facility was awaiting a call back.

Record review of Resident 3's progress notes dated 10-07-2024 revealed the medical practitioner for
Resident 3 was out of the office and to contact an alternate practitioner.

Record review of Resident 3's progress notes dated 10-08-2024 revealed no documentation about Resident
3's ear.

Record review of Resident 3's progress notes dated 10-09-2024 revealed the facility received no response
from the alternate practitioner since 10-07-2024, and a fax was sent to Resident 3's medical practitioner.
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F 0580 Record review of Resident 3's fax communication with medical practitioner dated 10-09-2024 revealed the
facility did not receive a response from updating the alternate practitioner on 10-07-2024 and resident
Level of Harm - Minimal harm or continued to have drainage from the left ear.

potential for actual harm

Record review of Resident 3's progress note dated 10-10-2024 revealed the medical practitioner had given
Residents Affected - Few an order for an antibiotic for the left ear.

An interview with the facility Administrator (ADM) on 11-12-2024 at 1:15 PM confirmed there was a delay in
treatment and the facility should have contacted the practitioner the next day if no response was received
from the alternate practitioner.
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