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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.

51560

Licensure Reference Number 175 NAC 12-006.04(F)(i)(5)

Based on record review and interviews; the facility failed to notify the family or responsible party of a change 
in condition for 2 (Resident 1 and Resident 2) of 3 sampled residents. The facility identified a census of 30. 

The findings are:

A record review of an undated policy titled Notification of Changes stated the facility will notify resident 
representative or responsible party regardless of competency level since the resident may not be able to 
notify them themselves.

A. 

A record review of an Admission Record indicated the facility admitted Resident 1 on 3/21/24. Under the 
Contacts section, the Emergency Contact section listed 2 people with their phone numbers.

A record review of Resident 1's Progress Notes with a date of 10/16/24, written by Registered Nurse (RN-A) 
indicated that Resident 1 had no improvement to to their right lower extremity with a marked increase in 
redness and swelling. The physician was notified and provided an order to transfer Resident 1 to the hospital 
as a direct admit for intravenous (administered directly into vein) antibiotics. There was no evidence that 
Resident 1's emergency contact had been notified of Resident 1's change of condition 

A telephone interview on 1/8/2025 at 1:15 PM with RN-A confirmed RN-A did not notify Resident 1's 
emergency contact of their change of condition and should have. 

49766

B. 

A record review of an Admission Record indicated the facility admitted Resident 2 on 9/8/2023. Under the 
Contacts section, an emergency contact of Resident 2's friend was listed with their emergency contact.

(continued on next page)
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A record review of Resident 2's Progress Notes with a date of 11/25/2024, written by Registered Nurse 
(RN-A) indicated that Resident 2 had fallen and was found to have audible wheezing and low oxygen levels, 
requiring the implementation of oxygen. The physician was notified and provided an order to transfer 
Resident 2 to the Emergency Department for possible respiratory failure. There was no evidence that 
Resident 2's emergency contact had been notified of Resident 2's change of condition. 

A telephone interview on 1/8/2025 at 1:15 PM with RN-A confirmed RN-A did not notify Resident 2's 
emergency contact of their change of condition and should have. 
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