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F 0637 Assess the resident when there is a significant change in condition

Level of Harm - Minimal harm 34333
or potential for actual harm
Based on record review and interview, the facility failed to complete a comprehensive significant change
Residents Affected - Some assessment within 14 days for 2 (#3 and #23) of 2 sampled residents reviewed for a significant change in
status.

The administrator reported 114 residents resided in the facility.
Findings:

An undated significant change MDS policy showed a significant change in status assessment was triggered
when there was a major change. The policy showed initiation or cessation of hospice care or a new
diagnosis were examples of triggers for a significant change. The policy showed the facility must complete a
significant change assessment within 14 days of identifying a significant change in a resident's condition.

1. An MDS assessment for Resident #3, dated 04/07/25, showed the resident was severely cognitively
impaired with a BIMS score of 03. The assessment showed the resident had a feeding tube. The
assessment showed the resident had diagnoses which included Alzheimer's disease, dementia, diabetes,
chronic pain, depression, anxiety, and systemic lupus.

A care plan for Resident #3, dated 04/28/25, showed the resident no longer had a desire to have the feeding
tube and was requesting to eat meals by mouth. The care plan showed the resident signed a dietary waiver
and received a physician's order for a regular diet.

A progress note for Resident #3, dated 04/30/25, showed the resident's physician made rounds in the facility
and gave an order to discontinue the resident's feeding tube. The note showed the feeding tube was
removed without difficulty.

Resident #3's medical record was reviewed and showed a significant change assessment, dated 05/22/25,
was in progress.

On 05/20/25 at 10:46 a.m., Resident #3 reported they had recently had their feeding tube removed. The
resident reported eating meals by mouth without difficulty.
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F 0637 On 05/22/25 at 4:22 p.m., the MDS coordinator reported they were just notified the previous day Resident
#3's feeding tube had been removed and the significant change assessment had not been completed. The

Level of Harm - Minimal harm or MDS coordinator reported some nurses were good to notify them when a significant change like this

potential for actual harm occurred, but some nurses failed to get the information to them. The MDS coordinator reported the

significant change assessment was now in progress.
Residents Affected - Some
41873

2. A quarterly assessment, dated 04/25/25, showed Resident #23's cognition was moderately impaired with
a BIMS score of 12. The assessment showed no hospice services.

A physician's order, dated 05/02/25, showed Resident #23 received hospice

every shift for sarcopenia.

A hospice plan of care, dated 05/02/25, showed a start of care date of 05/02/25.

A progress note, dated 05/02/25, showed newly added hospice services.

On 05/22/25 at 2:32 p.m., the MDS coordinator reported a significant change assessment should be
completed within 14 days from the start day of the hospice services. The MDS coordinator reported they did

not get the notification the resident was started on hospice until later that week. The MDS coordinator
reported the significant change assessment for Resident #23 was late.
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