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F 0580

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50404

Based on record review, staff and Responsible Party (RP) interviews, the facility failed to notify the RP of a 
significant change in a resident's condition that included transport and admission to the hospital for 1 of 4 
residents reviewed for notification of change (Resident #1). 

Findings included:

Resident #1 was admitted to the facility on [DATE].

Review of Resident #1's medical record revealed his family member was his RP. 

Resident #1's admission Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #1 was 
cognitively intact.

The discharge MDS dated [DATE] showed Resident #1 was moderately cognitively impaired. Resident #1's 
active diagnoses included delirium. 

A nursing note dated 12/18/24, written by Nurse #1 revealed Resident #1 requested to be transported to the 
emergency room . At 11:40 PM the resident was transported to the hospital via stretcher. 

A nursing note dated 12/19/24, written by Nurse #2 documented she called the hospital to get a status 
update on Resident #1. The nurse documented she was told the resident was being admitted for intestinal 
obstruction. Nurse #2 reported the status update to Nurse #1.

A phone interview with Resident #1's RP was conducted on 1/8/25 at 10:15 AM. She stated no one from the 
facility notified her Resident #1 was transported to the hospital on 12/18/24 or that he was admitted to the 
hospital. She learned of the situation on 12/20/24 when the hospital social worker called her.

Attempts made to interview Nurse #1 who discharged Resident #1 to the hospital on 12/18/24 were 
unsuccessful. 

An interview with Nurse #2 on 1/8/25 at 1:57 PM revealed she did not notify the family when Resident #1 
was transferred to the hospital on 12/18/24 as it would have been the responsibility of Nurse #1. 
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The Administrator, the Director of Nursing and the [NAME] President of Clinical Services were interviewed on 
1/8/24 at 4:00 PM. The Director of Nursing stated they had reviewed the progress notes and facilitated an 
in-service with Nurse #1 on the notification requirements for RPs. The Administrator stated her expectation 
would have been for the hall nurse to notify Resident #1's RP of transport and admission to the hospital.
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