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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 04577

Licensure reference: 175 NAC 12-006.04C3a(6).

Based on record review and interview, the facility failed to notify responsible party of weight loss for 1 
[Resident 3] of 3 sampled residents. The facility had a total census of 69 residents.

Findings are:

A review of Resident 3's Admission Record revealed Resident 3 was admitted to the facility on [DATE] with a 
diagnosis of Alzheimer's disease. 

A review of Resident 3's 3/21/2024 annual MDS [Minimum Data Set; a comprehensive assessment used for 
care planning] assessment revealed a BIMS [Brief Interview for Mental Status is used to get a quick 
snapshot of how well you are functioning cognitively at the moment] was not completed. Resident 3 was 
identified as having short-term and long-term memory problems. Resident 3 was identified as having a 
weight loss of 5% or more in the last month or a loss of 10% or more in last 6 months. 

A review of Registered Dietitian annual assessment of Resident 3 dated 3/19/24 revealed the following:

-Height 63 inches, weight 116.5 lbs. [pounds] on 3/15/24.

-Weight trends: -8.5 lbs. (6.8%) in 30 days, -14 lbs. (10.7%) in 90 days; -15.5 lbs. (11.7%) in 180 days. 

-Resident triggered for a significant weight loss in 30 days, 90 days, and 180 days.

-Diet is regular with pureed texture, nectar thick consistency.

-Meal intakes are less than 25% of most meals with fair to adequate fluid intakes (60-300 cc).

-Resident 3 is offered 30 cc Prostat [protein supplement] every day (100 calories and 15 grams protein) and 
90 cc Med Pass 2.0 [nutritional supplements] twice per day (356 calories and 15 grams protein).
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-Resident 3 needs assistance during meals. 

-Resident 3 noted to have had a significant decline in meal intakes over the last 6 day.

-Resident 3 has severe malnutrition related to decreased appetite as evidenced by consuming less than 75% 
of estimated requirements for 1 month and greater than 5% weight loss in 30 days. 

A review of response from Resident 3's physician dated 3/20/24 to annual nutrition assessment revealed the 
following orders:

-Adding a diagnosis of severe malnutrition.

-Increasing Mirtazpine [medication to increase appetite] to 15 mg every day.

-Increasing Med Pass 2.0 to 120 cc 3 times per day between meal.

A review of Resident 3's Electronic Medical Record did not reveal evidence that Resident 3's responsible 
party had been notified of Resident 3's weight loss or decreased intake. 

In an interview on 4/4/24 at 12:45 PM, the Director of Nursing confirmed there was no evidence that 
Resident 3's responsible party had been notified of Resident 3's weight loss or decrease in 
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