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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, it was determined that for 1 of 18 sampled residents, that the facility did not 
ensure that residents receive treatment and care in accordance with professional standards of practice. 
Specifically, the facility did not maintain documentation that a resident's primary care provider had been 
notified of a resident's change in condition. Resident Identifier: 34 Findings Included: Resident 34 was 
admitted [DATE], and discharged [DATE] with diagnoses including other frontotemporal neurocognitive 
disorder, personal history of transient ischemic attack and cerebral infarction without residual deficits, other 
recurrent depressive disorders, atrioventricular block first degree, age-related osteoporosis without current 
pathological fracture, hypothyroidism unspecified, essential (primary) hypertension, and hypokalemia. 
Resident 34's medical record was reviewed from 11/3/25 through 11/5/25. A progress note dated 1/15/25 at 
10:51 PM stated, CNA's [sic] reported that resident had a LG [large] bowel movement after dinner that was 
black, tarry and putrid smell [sic]. Resident drank evening ensure with evening meds, however, did not eat 
dinner. This note was documented by Licensed Practical Nurse (LPN) 1. A progress note dated 1/16/25 at 
11:51 AM stated, [Resident 34] continues to have black tarry stools. She has remained in bed d/t (due to) 
increased weakness. She is infertile [sic] at this time. This noted was documented by LPN 2. There were no 
other progress notes regarding Resident 34's tarry, black stools. There were no progress notes or 
documentation that showed that Resident 34's primary care provider had been notified of her change in 
condition. On 11/5/25 at 11:09 AM, a voicemail was left for LPN 1. LPN 1 no longer worked at the facility. 
LPN 1 did not return the voicemail. On 11/5/25 at 1:54 PM, an interview was conducted with LPN 2. LPN 2 
stated that she could not remember the incident with resident 34. LPN stated that if a resident had a change 
in condition, she would call the resident's physician to notify them and write a progress note in the resident's 
medical record. On 11/5/25 at 9:23 AM, an interview was conducted with Registered Nurse (RN) 1. RN 1 
stated that when a resident had a change in condition, the facility would notify the resident's primary care 
provider and document that the provider was notified as a progress note in the resident's electronic medical 
record. RN 1 stated that this would not be documented anywhere else in the medical record. On 11/5/25 at 
12:35 PM, an interview was conducted with the Director of Nursing (DON). The DON stated that if a resident 
had a change in condition, the facility should notify the resident's family and the resident's primary care 
provider, update the resident's care plan, update the resident's alert charting, and assess the resident. The 
DON stated that if a resident had a change in condition, the nurse on shift should write a progress note in the 
resident's medical record. The DON stated that she was unsure why there was no documentation in resident 
34's medical record that resident 34's primary care provider was not notified of her change in condition. The 
DON stated that a check box that stated Show on MD[Medical Doctor]/Nursing Communications Report on 
the two progress notes that mentioned resident 34's tarry, black stools should have been checked in the 
medical record, but the box was not checked on these two progress notes. The DON stated that if the check 
box had been checked, the progress notes would have been carried over to a report that is printed out for the 
facility's physician each morning.
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